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ABSTRACT 

The purposes of this secondary data analysis were to explore: a) the differences 

among three groups of women (not depressed, mildly depressed, and severely depressed) 

on sociodemographic characteristics and health status; b) the differences among groups in 

health conditions for which women seek health care services; and c) the relationships 

among sociodemographic factors, health status, health conditions and depression. 

The study used a comparative, descriptive design with a convenience sample of 141 

English-speaking women who lived independently in a public housing facility. The 

women were divided into three groups based on their scores on the Center for 

Epidemiologic Studies for Depression (CES-D) scale. 

Significant differences were found among three groups of women for age, 

financial status, health status, and health conditions of chest pain and broken bone. 

Age, financial status, health status and health conditions requiring urgent attention were 

associated with depression in women. 
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CHAPTER ONE 

Depression is the most prevalent psychiatric disorder in the United States and it 

often causes debilitating effects on the individual, family, community, and society. 

Depression can seize the mind, the body, and the spirit. It frequently taxes clients' 

personal relationships, disrupts their families, damages their careers, and can also lead to 

self-harming activities (Harvard Women's Health Watch, 1997). The National Institutes 

of Mental Health (NIMH) estimates that 17 million people in the United States, or one in 

ten adults, experience depression each year (Executive Good Health Report, 1996). One 

out of every six individuals may require treatment for depression in his or her lifetime; 

and 1 0 o/o of all Americans surveyed had suffered from depression in the last 12 months 

(Bell, 1998). 

According to the results from the National Comorbidity Survey, the lifetime and 

12 month prevalence of depression in women was 21.3 % and 12.9 % respectively. The 

lifetime prevalence and 12 months prevalence of depression in men are 12.7 % and 7. 7 % 

respectively; depression is twice as common in women than in men (Kessler, 

McGonagle, Zhao, Nelson, Hughes, Eshleman, Wittchen, & Kendler, 1994; Weissman & 

Klerman, 1977). 

The available literature presents an interesting argument regarding the 

preponderance of depression in women compared to men. Newmann (1984) asserted 

women in general are more willing to admit their depressive symptoms and have a 

tendency to describe the most minor symptoms. This tendency of women to self-report 
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minor symptoms increases their scores on self-report questionnaires and on structured 

interviews. Yet, there is evidence that gender differences in the diagnosis of depression 

disappears when the presence of depressive symptoms is considered and is held constant 

across men and women (Newmann, 1984). Based on the reported literature, Newmann 

concluded women may report more mild symptoms but have no greater probability of 

diagnosable depression than men. 

On the contrary, Nolen-Hoeksema (1990) argued there is sufficient evidence 

supporting that women are no more likely than men to report depressive symptoms either 

in self-report questionnaires or interviews whether the format of the interview is 

structured or personal. In addition, the rate of women treated for depressive syndromes 

in mental health facilities in the United States is greater than that of men. In the general 

population, an average of205.5 women versus 138 men are treated for diagnosable 

depression per 100,000 persons. The higher rate of ~epression in women versus men 

holds for community samples as well as clinical samples. 

Depression is the most expensive disease in terms of "clinical, financial, and 

quality-of-life costs" (Bell, 1998, p. 231 ). Depression increases health care costs. Health 

care costs of depressed clients have been reported twice those of nondepressed clients 

(Simmon, vonKorff, & Barlow, 1995). Bell (1998) reported in 1990, depression cost the 

United States $ 43.7 billion in direct and indirect costs. Out of the total 43.7 billion, $12 

billion was used in direct patient care; $23.8 billion was due to employee absenteeism 

and reduced productivity. The rest was due to loss in earnings as a result of suicide. The 

economic burden caused by depression makes depression a major public-health problem 
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(Harvard Women's Health Watch, 1997). 

Major depressive disorders are affiliated with high mortality rates. According to 

the publication of the Diagnostic and Statistical Manual of Mental Disorders, fourth 

edition (DSM-IV, 1994) by the American Psychiatric Association (APA), approximately 

15 % of individuals with major depressive disorder commit suicide. In far too many 

women, depression leads to suicide attempts. The rate of attempting suicide in women is 

as high as successful attempts in men (Home Office, 1992; Neuringer, 1987). Three 

times as many adult women attempt suicide as men, and ten times as many adolescent 

females as males. There has been an upward trend in the rate of attempting suicide in 

women (Neuringer, 1987). 

Women are generally underrepresented in research studies (Allen, Allman, & 

Powers, 1991 ; Taylor, 1994). Although there have been a large number of studies 

conducted to understand the etiology and treatment of depression in adult men and 

women, depression in women has not been studied until fairly recently (Stoppard, 1993). 

The need for studies with women is critical because women represent 53% of the 

population and have a life expectancy of78.2 years compared to men who_have a life 

expectancy of 70.9 (Strickland, 1988). Given the growing number of women in the 

population in recent decades due to female longevity, there has been a change in the ratio 

of women to men. With age, women outnumber men. Therefore, the increasing 

proportion of women in the United States suggests depression in women is and will 

continue to be a critical mental health issue. Existing research has paid relative little 

attention to patterns of health care utilization by nondepressed and depressed women for 
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various health conditions. Further, limited research has been done using women from 

lower socioeconomic backgrounds. This research will provide information on the health 

seeking patterns of nondepressed, mildly depressed, and severely depressed women from 

lower socioeconomic backgrounds by examining the health conditions for which these 

women seek health care services. 

Statement of the Problem 

Depression is one of the most prevalent psychiatric illnesses in women (Frank, 

Carpenter, & Kupfer, 1988). Depression includes features of the subjective experience of 

sad, depressed, and hopeless mood; somatic complaints involving all the systems of body 

such as changes in appetite or weight, sleep, psychomotor activity and decreased energy; 

difficulty in thinking, concentrating, or decision making; feelings of worthlessness or 

guilt; and/or recurring thoughts of suicide or death(DSM-IV, 1994). 

Depression is a complex illness. "The evidence suggests that categories such as 

major depression are broad, heterogeneous, and likely to have multiple and varying 

etiologies" (Sprock & Yoder, 1997, p. 291). Furthermore, the explanation of depression 

in women lies in a combination of factors rather than in a single factor (Weissman & 

Klerman, 1987). Although there is general agreement there are various factors associated 

with depression and higher rates of depression in women than men, the nature of these 

contributing factors is a topic of ongoing debate (Harvard Women's Health Watch, 1997). 

Therefore, an exploration of sociodemographic factors may further help understanding 

depression in women (Anthony & Petronis, 1992; Feehan, McGee, Williams; Nada-Raja, 
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1995; Lewinsohn, Hoberman, & Rosenbaum, 1988; Neff & Husaini, 1980; Sprock & 

Yoder, 1997). The sociodemographic factors of age, marital status, financial status, 

ethnicity, and education have been consistently found to be associated with health 

utilization patterns (Kleinman & Gold, 1981; National Center for Health Statistics, 1980). 

Sociodemographic Characteristics and Depression 

This study will provide knowledge about the differences among three groups (not 

depressed, mildly depressed, and severely depressed) of women from lower 

socioeconomic status (SES) on sociodemographic characteristics (age, marital status, 

financial status, ethnicity, and education). 

Age is an important factor in depression in women (Sprock & Yoder, 1997). 

Major depressive disorders are twice as common in adult women as in adult men 

(Klerman & Weissman, 1980; Radloff & Rae, 1979). Weissman and Myers ( 1978) found 

the following age distribution of 2000 depressed w~men: 7.1 o/o were between 18 to 29 

years, 8.4 % subjects were 30 to 44 years, and only 1.2 %were 75 years or older. 

Radloff and Rae (1981) found a similar trend; a higher proportion of younger women are 

depressed compared to older women. The rate of major depressive disorders is highest in 

the 25 to 44 year old age groups compared to women over 65 (DSM-IV, 1994; 

Newmann, Engle, & Jensen, 1991). In the elderly, the number of women who are 

depressed is twice that of men (Aneshensel, Frerichs, & Clark, 1981; Weisman & 

Klerman, 1987). 

Marital status has been linked with depression in women (Weissman & Klerman, 

1987). Research with a representative sample of adults in the United States indicates 



18 

depression in women remains high whether women are married or not married (Amenson 

& Lewinsohn, 1981; Aneshensel, Frerichs, & Clark, 1981 ). A reanalysis of the data 

collected in the Epidemiological Catchment Area (ECA) studies suggests the rate of 

depression is lower among married than nonmarried women. Marriage was found to 

have a protective effect for women (Weissman & Klerman, 1987). 

With age, women are more likely to experience loss of their spouse (Badger, 

1993 ). Widowhood is becoming more and more a predictable event for a woman during 

her long life span (Berardo, 1970). Being widowed or divorced seems to be related to 

depression in women over aged 60 years due to a low level of social participation, and 

lack of intimate relationships (Pahkala, 1990). 

Financial status was found to have a link with depression. An increased level of 

depressive symptoms is particularly common among women with economic burdens 

(Belle, 1982; Brown, Ni Bhrolchain, & Harris, 1975; Makosky, 1982) and of lower SES 

(Hirshfeld & Cross, 1982; Murphy, 1982). The economic factors in the lives of women, 

particularly older women, have only recently begun to get attention in research. Previous 

research has found a significantly low probability of depression in elderly individuals of 

higher SES (O'Hara, Kohout, & Wallace, 1985). 

Belle, Dill, Longfellow, and Makosky (1988) and Kaplan, Roberts, Camacho, and 

Coyne ( 1987) found there is an indirect association between income and depression. 

Both Kaplan et al. (1987) and Belle et al. (1988) support an indirect rather than a direct 

influence of income on depression through its effect on subjective stress level. It is this 

stress level that most directly predicts depression. Thus, some of the explanations about 



the relationship between financial status and depression support an indirect rather than 

direct influence of financial status on depression. 
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A review of the literature supports further research is needed to clarify the 

relationship between financial status and depression in women (Stoppard, 1993). For 

example, the American Psychological Association's National Task Force on Women and 

Depression (1987) recommended that research needs to be conducted on poverty and 

depression as poverty predisposes women to other risk factors such as health problems, 

victimization, and feelings of powerlessness (McGrath, Keita, Strickland, & Russo, 

1990). The available literature provides conflicting evidence about the association 

between financial status and depression in women. There is, therefore, a need to further 

explore the association between these variables. 

In discussing the risk factors of depressed women, it is important to remember 

that women are not a homogeneous population. Depression in women may be directly or 

indirectly an outcome of the role stereotypes and gender expectations that are assigned to 

women belonging to a particular ethnic group (McGrath, Keita, Strickland, & Russo, 

1990). Therefore, it is important to indicate that ethnicity and its role must be elucidated 

when studying depression in women. Depression is found in all ethnic groups (Russo, 

Amaro, & Winter, 1987; Russo & Olmedo, 1983). The role of ethnicity in depression in 

women is increasingly becoming an area of interest. The relationship between ethnicity 

and depression in women is still unclear and the rate of depression in women differs from 

one ethnic group to the other. For example, the use of the outpatient psychiatric services 

by women indicate that depression is the leading diagnosis for all women, but the rate of 



depression for Black women was 42 % higher than that of White women (Russo & 

Olmedo, 1983). 
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Education is another important factor to consider while studying depression in 

women particularly when studying the health care utilization pattern of depressed 

women. Education influences the choice of service use for mental health problems. 

Horgan (1985) reported that higher-educated users are more likely to visit mental health 

specialists than general medical care providers. 

The relationship between education and depression in women has not been able to 

clearly identify the role of education on depression in women (Pahkala, 1990). The 

prevalence rates for major depressive disorder seems to be unrelated to education (DSM-

IV, 1994). 

In this study, the following sociodemographic factors are being studied: age, 

marital status, financial status, ethnicity, and educa~ion. It is clear that more research is 

required not only to examine the association between the sociodemographic variables and 

depression in women but also to explore whether any difference exists among the groups 

of women who are not depressed, mildly depressed and severely depressed on these 

sociodemographic factors. 

Health and Depression 

This study will provide information about the differences among three groups (not 

depressed, mildly depressed, and severely depressed) of women from lower SES on 

health status 

Health has always been a focus of the nursing profession (Lawrence & Schank, 
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1993). The concept of health is multidimentional in nature and requires life-long 

attention (Meleis, 1990). Health status has a significant role in depression in women, 

because health status has been reported to be one of the significant correlates of health 

care service utilization in both the general medical and mental health sectors (Leaf, 

Bruce, Tischler, Freeman, Weissman, & Myers, 1988). The significance of 

understanding women's health has implications on numerous levels. On the individual 

level, understanding the health status of women who are depressed and women who are 

not depressed is an essential component in the overall quality of life of women. From a 

societal perspective, it is important to monitor the health status of women and to assess 

changes in health status over time for planning health care delivery and dealing with the 

economic ramifications. 

In general, the overall health status of women is prone to decline. With age, the 

incidence and prevalence of chronic illnesses increase (Collins, 1988). Physical health 

has not been addressed in theories of women's development or life span (Heidrich, 1993; 

Heidrich & Ryff, 1993) yet physical health is an important factor in the life of older 

women as there are age-related changes in physical functioning, symptomatology, and 

occurrence of acute and chronic illness (Strickland 1988; Verbrugge, 1985). Herzog 

( 1989) summarizing the results of earlier studies on the health status of older women, 

states the health status of older women is more likely to be worsened by their health 

problems. There is a high correlation between depression and impaired physical health 

(Badger, 1993; Cohen & Lazarus, 1979; Katon & Sullivan, 1990). Depressed clients 

report greater impairment in their physical health than nondepressed clients (Wells, 
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Stewart, Hays, Burnam, Rogers, Daniels, Berry, Greenfield, & Ware, 1989). Thus, older 

women are at risk for depression when physical health is impaired. 

Depression and Health Care Service Utilization 

This study will provide knowledge about the differences among three groups (not 

depressed, mildly depressed, and severely depressed) of women from lower SES on 

health conditions for which women seek health care services. 

Depression increases the utilization of health care services (Simon, vonKorff, & 

Barlow, 1995). However, there has been limited research on identifying the health 

conditions for which women who are not depressed, mildly depressed, and severely 

depressed utilize health care services. According to the literature, depression influences 

health care utilization. Women with high depressive symptoms use more physical health 

services (14.5 %) than mental health services (12 %) (Jimenez, Alegria, Pena, & Vera, 

1997). The depressed women report more physical_ complaints, increased disability, 

increased functional limitations and increased use of health care services than the 

nondepressed women (Betrus, Elmore, & Hamilton, 1995). 

Women have different help-seeking patterns than men. More women utilize 

health care services than do men. One explanation for the higher rate of depression in 

women is usually associated with women's higher use of health care services. However, 

this explanation is considered to be more of an artifact than a reality. Women's increased 

utilization of health care services, however, could not account for the increased number 

of depressed women in community surveys. Women who were found depressed in 

community surveys at the time of the interviews were not seeking health care, and had 
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not sought psychiatric treatment prior to the interviews (Paykel, 1991; Wiessman & 

Klerman, 1987). Depressed women's utilization of health care services declines after 

certain ages. The utilization rates at state, county, and private inpatient facilities for 

depressive disorders peaks between the ages of 45 to 64, and declines after the age of 64. 

Whereas, the utilization rates at outpatient services peaks between ages of 25 to 44 years 

(Belle, 1982). 

How depression influences help-seeking behaviors is still not certain; however, it 

can be inferred that depressed women may have different help seeking patterns than non 

depressed women. The question remains unanswered whether depression changes 

women's health service utilization patterns for various health conditions or not. It would 

be extremely valuable to compare nondepressed women's patterns of health care service 

utilization with depressed women's patterns of health care service utilization to delineate 

the similarities and differences in health care service utilization. This study is an effort to 

provide knowledge on health care service utilization patterns of nondepressed and 

depressed (mildly and severely) women from lower SES groups to understand the 

possible influence of depression on women's health seeking behavior patterns. 

Statement of Purpose 

The purposes of this secondary study were to explore: a) the differences among 

three groups of women (not depressed, mildly depressed, and severely depressed) on 

sociodemographic characteristics (age, marital status, financial status, ethnicity, and 

education) and health status; b) the differences among groups in health conditions for 



which women utilize health care services; and c) the relationships among age, marital 

status, financial status, ethnicity, education, health status, health conditions and 

depression. 

Research Questions 

1. What were the differences among groups of women who are not depressed, mildly 

depressed, and severely depressed on factors of age, marital status, financial status, 

ethnicity, education, and health status? 

2. What were the differences among groups of women who are not depressed, mildly 

depressed, and severely depressed on the health conditions for which women utilize 

health care services? 

3. What were the relationships among age, marital status, financial status, ethnicity, 

education, health status, health conditions and depression? 

Significance 
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The importance of understanding depression in women has implications for 

nursing practice. Depression is the most prevalent disorder in women. In the United 

States, the rate of depression is higher in women than men. Furthermore, the economic 

burden associated with depression is enormous. Considering the increased prevalence of 

depression in women, and high health care costs involved in caring for women with 

depression, it is imperative to gain a better understanding of factors related to depression 

in women (Stoppard, 1993). 
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Depression significantly impacts client's mental health, physical health, and 

quality of life (Abraham, Neese, & Westerman, 1991). Thus, depression is just not a 

clinical condition common in women but it is a condition that has significant clinical, 

financial and quality of life implications for women. Therefore an understanding of 

depression in women will help health care professionals and society become more skilled 

in improving the overall quality of life of women. 

Nurses will encounter more women with depression than men in their clinical 

practice. Nurses need to understand depression in women because they are frequently 

involved in the care of women. The available Canadian information on the utilization of 

inpatient and outpatient services showed that a considerable amount of the health care 

professional's time is spent in treating women with depression (Berger, 1985; D'Arcy & 

Schmitz, 1979). As nurses work in a variety of health care settings such as clinics, senior 

centers, and homes, they are likely to be caring for :women of different age groups with 

depression and with other physical health conditions. 

Lack of knowledge and inaccurate speculations about factors related to depression 

in women may hinder nurses in providing effective interventions. More accurate 

knowledge about the factors that increase the risk of depression in women could enhance 

the ability of nurses to understand and respond to the needs of women who are depressed. 

Understanding factors involved in depression in women and depressed women's use of 

health care services for various health conditions will assist nurses to identify or 

minimize the effects of these factors on women to help in effective planning of care and 

intervention. 



Conceptual Framework 

The conceptual framework for this study is derived from the Betty Neuman 

Systems Model (1982, 1995). Components of the Neuman Model are addressed in this 

section at the conceptual and operational levels and followed by discussion on the 

components of the model that are used to examine the variables and operationalize the 

variables in this study. 

The Neuman Systems Model is a comprehensive and a wholistic client system

based model. Furthermore, the Neuman Systems Model is an open system model and 

consists of, "A system in which there is a continuous flow of input and process, output 

and feedback. It is a system of organized complexity, where all elements are in 

interaction. Stress and reaction to stress are basic components" (Neuman, 1995, p. 46). 

This supports the notion of viewing the clients and their environments from a broad 

perspective. Clients can be individuals, families, gr9ups, a number of groups, 

communities, and society (Neuman, 1982, 1995). 
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The Neuman Systems Model, a nursing conceptual framework presenting the 

metaparadigm concepts of person, environment, health and nursing. In this section, each 

metapardigm concept will be described (Figure 1 ). 

The metaparadigm concept of person is labeled as client or client system in the 

Neuman Systems Model. The client or client system is represented by a basic structure 

surrounded by a series of concentric rings (Neuman, 1980, 1995). In each client system, 

the basic structure is composed of five interrelated variables: physiological, 
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Neuman Systems Model (Neuman, 1995) 
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psychological, sociocultural, developmental, and spiritual. Physiological variables 

pertain to bodily structure and function; psychological variables pertain to mental 

processes and relationships; sociocultural variables pertain to social and cultural 

functions; developmental variables pertain to the developmental processes of life; and 

spiritual variables pertain to aspects of spirituality (Fawcett, 1989). 

28 

In this study, the client or client system are the three groups of women: one group 

are not depressed; another group are mildly depressed; and the third group of women are 

severely depressed. 

Surrounding the basic structure are the concentric rings that symbolize the three 

mechanisms that protect the basic structure. The outer broken ring is called the flexible 

lines of defense. This first protective mechanism acts as a protective buffer for the 

client's normal and stable state. It prevents the invasion of stressors and keeps the client 

system free from stressor reactions or symptomatol_ogy. The middle unbroken ring that 

lies between the flexible lines of defense and the lines of resistance is called the normal 

line of defense. The second protective mechanism is the client or client system's usual 

wellness level that results from the adjustment between client system variables and 

environmental stressors. Any stressor can produce a reaction within the client by 

intruding the normal line of defense. The inner, broken rings are called the lines of 

resistance. This third protective mechanism is involuntarily activated when stressors 

invade the normal line of defense (Fawcett, 1989; Lancaster, 1996; Neuman, 1982, 

1995). 

In this study, the conceptual definition of reaction to stressor is system instability 
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resulting from stressor invasion of the normal line of defense. The operational definition 

of reaction to stressor is the absence of depression, presence of mild depression, and 

presence of severe depression due to no invasion or invasion of the normal line of 

defense by stressors. The operational definition of no depression is the score of 0 to 15 

on the Center for Epidemiologic Studies for Depression (CES-D) scale. Whereas, scores 

between 16 and 26; and scores of 27 and above on the CES-D scale are considered as 

operational definitions of presence of mild and severe depression respectively. 

The metaparadigm concept of environment is the basic phenomena of the Neuman 

Systems Model (Neuman, 1982). Three relevant environments (internal, external and 

created) with physiological, psychological, sociocultural, developmental and spiritual 

variables are identified in the Neuman Systems Model. Environment is conceptually 

defined as "All internal and external factors or influences surrounding the identified 

client or client system" (Neuman, 1995, p. 30). The operational definition of 

environment consists of the internal and the external environment (Figure 2). 

The conceptual definition of the internal environment, "consists of all forces or 

interactive influences internal to or contained solely within the boundaries of the defined 

client/client system." (Neuman, 1995, p. 31). The operational definition ofthe internal 

environment is the physiological and developmental variables contained within the 

women groups considered in this study. The physiological variable pertains to bodily 

structure and function (Fawcett, 1989). The physiological variable in this study is 

comprised of the environmental stressor of health status. The developmental variable 

pertains to the developmental processes of life (Fawcett, 1989). The developmental 
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Adapted Conceptual Framework (Based on Neuman Systems Model, 1995). 
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variable is comprised of the environmental stressor of age. 

The conceptual definition of the external environment, "consists of all forces or 

interactive influences external to or existing outside the defined client/client system" 

(Neuman, 1995, p. 31). The operational definition of the external environment is 

sociocultural variables. The sociocultural variables pertain to social and cultural 

functions (Fawcett, 1989). The nature of the sociocultural variable is both interpersonal 

and extrapersonal. In this study, the environmental stressor of ethnicity and marital 

status are viewed as interpersonal and the environmental stressor of financial status and 

education are viewed as extrapersonal. 

The created-environment is a client's subconsciously constructed environment 

composed of all the forces termed as intrapersonal, interpersonal, and extrapersonal; 

these are responsible for the mobilization of all system variables (Fawcett, 1989; 

Neuman, 1995). In this study the created environment is not studied. 

In the Neuman Systems Model, stressors are based on the Selye's ( 1950) 

definition of stress, as "tension producing stimuli with the potential of causing 

disequilibrium, situational or maturational crises or experience of stress within an 

individual's life" (Neuman, 1980, p. 122). Stressors are classified as intrapersonal (within 

the internal environment), and interpersonal and extrapersonal (in the external 

environment). 

The major focus of the Neuman Systems Model is on stressors and reaction to 

stressors. Neuman (1995) in her conceptual framework stated two assumptions 

specifically related to stressors and reactions to stressors. These assumptions are: a) 



32 

many known, unknown, and universal environmental stressors exist. Each differs in its 

potential for disturbing client's usual stability level, or normal line of defense. The 

particular interrelationships of client variables-physiological, psychological, 

sociocultural, developmental, and spiritual-at any point in time can affect the degree to 

which a client is protected by the flexible line of defense against possible reaction to a 

single or combination of stressors; and b) when the cushioning, accordion-like effect of 

the flexible line of defense is no longer capable of protecting against an environmental 

stressor, the stressor breaks through the normal line of defense. The interrelationships of 

variables- physiological, psychological, sociocultural, developmental, and spiritual

determine the nature, and degree of system reaction to the stressor (p. 20-21 ). 

The metaparadigm concept of health is not explicated in the Neuman Systems 

Model. However, health has been equated with wellness and illness. Illness is frequently 

referred to as a variance of wellness (Fawcett, Carpenito, Efinger, Goldblum-Graff, 

Groesbeck, Lowry, McCreary, &Wolf, 1982). In the Neuman Systems Model, the 

wellness-illness continuum implies a continuous flow of energy between client system 

and the environment. Thus, health is the "optimal system stability, that is, the best 

possible wellness state at any given time" (Neuman, 1995, p. 32). 

The metaparadigm of nursing has been explicitly described by Neuman (1974) as 

a "unique profession" that is "concerned with all the variables affecting individual's 

response to stressors" (p. 1 02). Thus, nursing is concerned with the total person. The 

key consideration for nursing is to keep the client system stable by assessing the effects 

and possible effects of environmental stressors. The reason for this key concern is to 
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assist clients in making adjustments that are necessary for an optimal level of wellness. 

The optimal in the Neuman Systems Model is viewed as the best possible state of health 

attainable at a given point in time. Nurses can use the three levels of prevention as 

interventions to help clients retain, attain and maintain the optimal level of wellness. 

These three levels of prevention are primary, secondary and tertiary (Neuman, 1995). 

The nurse creates a link among the client, the environment, health and nursing to 

keep the client system stable using all three levels of prevention (Fawcett et al., 1982; 

Neuman, 1995). Nursing intervention can be initiated at any point. Intervention at the 

primary prevention level starts when stressors are identified or suspected but the reaction 

to the stressor has not occurred. Nurses are concerned with strengthening the flexible 

lines of defense to minimize the risk of client reaction to stressors. Intervention at the 

secondary prevention level starts when a reaction to the stressor has occurred. Nurses are 

concerned with optimizing the use of both internal and external resources to stabilize the 

client or strengthen the internal lines of resistance to minimize the reaction to stressors. 

Intervention at the tertiary prevention level refers to the proper mobilization and 

utilization of client energy resources to enhance adaptation to stressors present in the 

internal and external environment (Neuman, 1982). 

In the Neuman Systems Model, one of the important components of the secondary 

and tertiary levels of prevention is reconstitution (Neuman, 1974, 1995). Reconstitution 

is broadly defined as "the return and maintenance of system stability, following treatment 

of stressor reaction, which may result in a higher or lower level of wellness than 

previously" (Neuman, 1995, 46). In the Neuman Systems Model diagram (Figure 1 ), 
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reconstitution is a step that "could begin at any degree or level of reaction" (Neuman 

1995, p. 17). At the secondary level of prevention, reconstitution is seen as the 

mobilization of internal and external resources to strengthen the line of resistance in order 

to minimize the reaction to stress. At the tertiary level of prevention, reconstitution is 

seen as an adaptation to internal and external stressors (Neuman, 1982, 1995). According 

to Neuman, her model has two major foci. One focus is on the reaction of client systems 

to the stress; the second focus is on factors influencing reconstitution (Neuman, 1974). 

The conceptual definition of the reconstitution is " utilization of external 

resources to strengthen the line of resistance in order to minimize the reaction to stress" 

(adapted from Neuman, 1974, p. 1 05). Reconstitution is operationalized as an act of a 

client or client system (women who are not depressed, mildly depressed, and severely 

depressed) to strengthen the lines of resistance to minimize the reaction to stressors by 

utilizing external resources (utilizing health care services for various health conditions). 

As described earlier in the Neuman Systems Model, reconstitution is a step that 

"could begin at any degree or level of reaction" (Neuman, 1995, p. 17). Based on the 

description of the reconstitution, it could be inferred that a client might utilize the 

treatment of stressor reaction (reconstitution) at any given point on a wellness (women 

with no depression) and illness (women with mild or severe depression) continuum 

(Figure 2). 

This study's key purpose is to explore the differences among groups of women 

who are nondepressed, mildly depressed, and severely depressed on the health conditions 

for which they use health care services. Therefore, in this study, the component of 
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reconstitution is considered for all the three groups of women. 

Summary 

The background for this study as it relates to depression and women and women's 

use of health care services for various health conditions was presented in this chapter. A 

problem statement, explicating the need of studying the variables of age, marital status, 

financial status, ethnicity, education, health status, and health conditions for which 

women utilize health care services; a purpose statement; research questions and 

significance to nursing practice were outlined. The conceptual framework based on the 

Neuman Systems Model (1995) was illustrated. 



CHAPTER TWO 

REVIEW OF LITERATURE 

A review of literature for this study is presented in this chapter. The review of 

literature includes three major sections: (a) environmental stressors; (b) reaction to 

stressors; and (c) reconstitution. 

Environmental Stressors 

In this study, the environmental stressors are grouped under two categories, the 

internal and the external stressors. The internal stressors considered in this study are 

physiological and developmental variables. The external stressors considered in this 

study are sociocultural. For the purpose of this study the literature review has been 

organized into the physiological (health status); dev~lopmental (age), and sociocultural 

(education; ethnicity, marital status, and financial status) variables. 

Physiological Stressor: Health Status 

Self-perceived health status was reported to be a significant factor in studies of 

health care services (Cox, 1986). There is some evidence for poor health status and its 

role in the onset of and co-occurrence with depression. Poor physical health has been 

considered to be one of the risk factors that increases an individual's vulnerability to 

depression (Hagnell, 1966). Support for the finding that physical health is one of the 

strongest predictors for the onset of depression has been reported (Phifer & Murrell, 

1986). According to a study by Heidrich (1994), women in poor physical health 

36 
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experience higher levels of depressive symptoms. 

A correlational analysis on overall health status and depressive symptoms in 

females found a moderate association between health status and depressive symptoms 

(Lynch, Tamburrino, & Nagel, 1996). In women, particularly elderly women, the 

experience of a decline in health status due to an increase in chronic illnesses, functional 

impairment, acute illnesses, and injuries is a persistent finding (Verbrugge, 1985). 

Interestingly, when older adults are asked to describe their health they usually convey a 

positive outlook about their health status regardless of actual health status (Blazer, 

Hughes, & George, 1987; Costa & McCrae, 1984; Lawton, 1984). 

Heidrich (1994), in a longitudinal study, examined the relationships among actual 

and ideal self-conceptions, physical health, and depression in community-dwelling 

elderly women and found depression influences women's self-concept whereas, the 

influence of self-concept on depression was not found. Women with poor physical health 

status reported high depression levels both concurrently and over time. Thus, women's 

self-concept is at a high risk to be affected by both physical health and depression. It is 

important to note that even though the study was a longitudinal study, the duration of the 

study was of two years only therefore, the changes over time may be underestimated. 

There are various factors that contribute to the poor health status in women such 

as poverty, ethnicity, and increase risk for chronic medical conditions. Women are 

trapped in a system where they cannot enjoy the same economic benefits as men 

(Strickland, 1988). Hale ( 1982) found current financial status and satisfaction with 

current financial status were significantly related to depression in women. Cultural 
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background of each ethnic group has an influence on the way women' roles and 

expectations are defined. Women in some minority ethnic groups such as Asian 

American have problems in asserting themselves particularly around issues of power 

(both perceived and real) as there is a strong influence of cultural norms of passivity, 

deference and courtesy (Russo, 1987). It has been also reported women across all ages 

have higher prevalence than men of chronic medical conditions particularly hypertension, 

hypertensive heart disease (Moore, 1980), diabetes, anemia, and rheumatoid arthritis 

(Strickland, 1988). 

The literature also provides some insight into the role of health status in health care 

services utilization among women. A study done in Accra Ghana by Fosu (1995) found 

that women who considered their health status poor were 1.96 times (reciprocal of 0.51) 

less likely to seek help from mental health care services compared to women who 

considered their health as excellent. The odds for t~e health status' categories of fair and 

good were appropriately lower. Thus, there is a risk that women even though they are in 

need of mental health care services might not use mental health care services based on 

their perceived health status. 

Developmental Stressor: Age 

The literature provides some interesting yet conflicting evidence on the role of 

age in depression including age and depression in women. According to the 

Epidemiological Catchment Area (ECA) study, the lifetime prevalence of major 

depression was significantly higher in younger age groups. The lifetime prevalence for 

women between 18 to 29 was 5 o/o; for ages between 30 to 44, it was 7.5 o/o; for ages 
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between 45 to 64, it was 4% and the lowest between the ages of 65 and older was 1.4% 

(Weissman, Bruce, Leaf, Florio, & Holzer, 1991 ). 

According to the ECA study in Los Angeles, the peak years of depressive 

symptomatology in young adulthood as measured by the Center for Epidemiologic 

Studies for Depression (CES-D) scale is between 18 to 24 years of age (Frerichs, 

Aneshensel, & Clark, 1981 ). The majority of those (including women) who suffer from 

depression appear to be between the ages of 25 and 44 (Rogoski, 1995). The literature 

supports the curvilinear association between age and depression (Newmann, 1989). The 

result of the study in Kentucky on prevalence of depression in a community sample of 

women ~ = 1555) and men ~ = 962), aged 55 and above, showed a significant age

depression relationship in women (X2 = 21 .19, 12 < . 00 I), but the relationship was non

linear. The proportion of women at or above the depression cutpoint of20 on the CES-D 

scale was significantly related to sociodemographi~ factors such as marital status, 

income, and physical health (Murrell, Himmelfarb, & Wright, 1983). 

The literature suggests many hypotheses for an increased prevalence of 

depression in older women as compared to men. One explanation is that older women 

report increased physical changes such as sleep difficulty, lowered interest in sex, loss of 

appetite, and constipation which are also associated with aging. This increases their 

chances for a misdiagnosis of depression (Berry, Storandt, & Coyne, 1984). Himmelfarb 

( 1 984) suggested that health status is a critical mediator in the relationship between aging 

and depression in women. It has also been known that aging influences the use of health 

care services (Russell, 1981 ). 
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The ECA one-month prevalence results rate of depression was found to be highest 

for the ages between 25-44 at 3 %, and lowest for ages of 65 and older at 0. 7 %. The 

odds ratio of one-month depression prevalence remains lowest for ages 65 and older at 

0.27% compared to ages between 18-24, even after adjusted for gender, ethnicity, 

marital status and SES (Regier, Farmer, Rae, Myers, Kramer, Robins, George, Karno, & 

Locke, 1993). In the literature, the lower depression prevalence in women aged 65 and 

older compared to younger adults or middle aged adults has been of interest. Lower 

depression prevalence in older adults may be related to the kind of measures used to 

assess depression. When major depression is clinically assessed, the depression 

prevalence in older women is found to be lower; but when depressive symptoms are 

assessed then prevalence rate is higher (Gurland, 1976; Myers, Weissman, Tischler, 

Holzer III, Leaf, Orvaschel, Anthony, Boyd, Burke, Kramer, & Stolzman, 1984). 

A question frequently asked in the literature is, does advancing age increase the risk 

of depression? The answer to this question still remains inconclusive. A longitudinal 

study between 1994 and 1995 done on a community sample of Alameda County men and 

women, 50 years and older showed the following results concerning age. There was an 

increased risk of depression with age in both 1994 and 1995. When subjects who were 

depressed in 1994 were excluded in the analysis, the highest prevalence rate in 1995 was 

among those subjects who were 80 years and older. Interestingly, no effect of age on 

depression was found when adjusted for the effects of all the other risk factors such as 

gender, marital status, education, financial strain, and chronic medical conditions 

(Roberts, Kaplan, Shema, & Strawbridge, 1997). 



Sociocultural Stressors 

In this section, the variables of ethnicity, financial status, marital status, and 

education will be discussed. 

Ethnicity. 
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Depression is found in women of different ethnic groups (Russo, Amaro, 

& Winter, 1987; Russo & Olmedo, 1983). Ethnicity may be an important factor that 

influences or acts as a barrier in using the health care system, as ethnicity influences not 

only the reasons for seeking medical care but also the responses to symptoms (Zola, 

1973). 

The ethnicity of Hispanic is used for groups with particular historical, political, 

economic, and racial differences with Spanish, South, and Mexican American 

backgrounds. The focus of this section of the review of literature will be on Hispanic 

with Mexican American backgrounds. 

Hispanic women's families and socioeconomic backgrounds in the United States 

place them at risk for depression. Hispanic women are among the lower socioeconomic 

classes and are of younger ages than White American women. In 1981 , one in seven 

Hispanic women over 15 was either divorced or separated, and more than one out of two 

had no husband present (Amaro, Russo, & Johnson, 1987). 

Analysis of the ECA prospective data by Anthony and Petronis (1991) found a 

lower risk of depression among Hispanic Americans. The literature provides some 

possible explanations for the lower risk of depression in Hispanics. One explanation 

could be related to the in-migration of less vulnerable Hispanics such as Mexican 
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American who are not fully socialized to majority America (Burnam, Hough, Karno, 

Escobar, & Telles, 1987). The other explanation could be related to the out-migration of 

non-Hispanics who have left behind a residue that are more vulnerable to depressive 

disorders (Faris & Dunham, 1967). 

One important issue for Hispanics is their use of mental health services. Hispanic 

women compared to Hispanic men are underrepresented in mental health facilities, 

particularly in inpatient settings (U.S. Department of Health and Human Services, 1985). 

However, Hispanics tended to overestimate their number of visits to a physician by 25 %; 

whereas, non-Hispanics overestimated this behavior by 14% (Aday, Chui, & Anderson, 

1980). 

A study on presence and persistence of specific depressive symptoms as measured 

by the CES-D scale among Mexican American adults (N = 3084) found that 29% of the 

subjects reported persistence hopelessness about th~ future, 21 o/o reported self

depreciation, and 14 %reported lack of enjoyment out of life (Garcia & Marks, 1989). 

On the contrary, in Anglos, reporting of the same symptoms ranged between 4 % to I 0 % 

(Clark, Aneshensel, Frerichs, & Morgan, 1981 ). 

African American women are generally faced with a number of mental health 

related issues due to their experience with racism and their historical, cultural, and social 

position in American society. These mental health issues are usually reflected in their 

high risk for stress, alcoholism, drug abuse and suicide (Smith, 1985). 

Neff and Husaini (1980), examining the relationship between race and psychiatric 

impairment found a zero-order relationship between race and impairment assessed using 
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the CES-D scale. However, no race differences were found when controls were 

established for age, sex, marital status, income, occupational status, and education. 

Similarly, Comstock and Helsing (1976) and Roberts, Stevenson, and Breslow ( 1981) 

found no significant differences in the rates of depressive symptoms among Blacks and 

Whites from rural and urban communities when adjusted for demographic and 

socioeconomic factors such as age, sex, education, income, marital status, and 

employment. It is important to note the study by Roberts et al. (1981) used the brief 

symptoms checklist to assess the depressive symptoms. The scores of the depressive 

symptoms using the symptoms checklist does not classify subjects into the clinical 

disease category (Weissman & Klerman, 1977). Therefore, it is not possible to interpret 

the study results that there is no significant difference between Blacks' and Whites' rate of 

clinical depression. 

A study on depression in upper and middle class adults (women and men) found 

that in women (34 African American and 31 White), depression is associated with female 

status, lower social class, and downward mobility (Steele, 1978). Depression was found 

to be the most common complaint in African American women (Jones & Gray, 1984). 

The results of a study on women's use of outpatient psychiatric services suggested that 

depression is the leading diagnosis for all women; but the rate of depression for Black 

women was 42% higher than that of White women (Russo & Olmedo, 1983). 

The ethnicity of Asian American encompasses ethnic groups of diverse cultural 

characteristics and histories of immigration and acculturation (McGrath, Keita, 

Strickland, & Russo, 1990). The educational and economic situation of some Asian 
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groups of women is comparable with White women. But the attainment of higher 

education is not consistent among all Asian women. In 1980, one third of Vietnamese 

women; one third of Chinese women; and one fifth of Guamanian, Filipino, Samoan, and 

Korean women had completed eight or fewer years of education (Lott, 1990). Results 

from a Canadian University Study indicated students from a South Asian background 

scored higher on the Beck Depression Inventory and were more likely to exceed the cut 

off points for mild depression compared to students from Anglo-Celtic backgrounds 

(Dion & Giodano, 1990). 

The literature provides some evidence that ethnic minority women face a number 

of socioeconomic risk factors that increases their risk for depression such as ethnic 

discrimination, low income, low education, and poor health that Anglo women do not 

(McGrath, Keita, Strickland, & Russo, 1990). In terms of financial status, Black women 

and Hispanic women are more likely to be poor. It _has been reported that there is a 42% 

higher rate of depression among Black women as compared to White women. The 

reason for the higher rate of diagnosis has not been clearly understood. However, the 

high rate of depression in Black women can be due to sociocultural variables and/or to 

discrimination or to misdiagnoses (McGrath, Keita, Strickland, & Russo, 1990). 

Financial status. 

A number of issues related to socioeconomic factors are relevant to 

depressive symptoms such as poverty, income, employment and education (Brems, 

1995). The focus of the literature review for this study will be on financial status and 

depression in women. 
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Financial difficulties, regardless of level of income, have been found to be 

associated with depression (Birtchnell, 1988; Kaplan, Roberts, Camacho, & Coyne, 1987; 

Ross & Mirowsky, 1988). A longitudinal study conducted between 1994 and 1995 on a 

community sample of Alameda County men and women, 50 years and older, 

demonstrated the consequences of financial strain. Women with financial problems were 

at greater risk for depression (Roberts, Kaplan, Shema, & Strawbridge, 1997). 

de Leon, Rapp, and Kasl ( 1994) examined the association between financial status 

and symptoms of depression and found financial status was strongly associated with 

depressive symptoms. Weissman and Myers (1978) also found that lower SES increased 

depressive symptomatology. Depressive symptoms were found to be higher among 

subjects with lower income, lower education, and unemployment. West, Reed, and 

Gildengorin (1998), who examined the inverse association between depressive symptoms 

and income in an affluent population of older adults, found once the result was adjusted 

for age and sex, a statistically significant association was reported between high income 

level and low levels of depressive symptoms. It is important to note the association 

between high income and low levels of depressive symptoms was not linear but 

quadratic. In both men and women, the association between income and depressive 

symptoms was not statistically significant when health conditions, physical disability, and 

social support were taken into consideration. In another study, the association between 

SES and major depression was reported to be weak, yet significant (Holzer III, Shea, 

Swanson, Leaf, Myers, George, Weissman, & Bednarski, 1986). 

Financial status also influences the kind of health care services an individual 
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chooses for their mental health problems. In a study that removed variables that 

correlated with SES, subjects with a high SES were more likely to choose a mental health 

care provider rather than general health care providers (Wells, Manning, Duan, 

Newhouse, & Ware JR., 1986). 

Women earn 74 cents for every dollar a man earns. This inequality in wages has 

continued for more than 30 years (U.S. Department of Labor, 1992). Belle (1990) 

reported poverty has an addictive effect on depression because poverty has been found to 

be highly associated with psychological distress (Golding, 1988; McGrath, Keita, 

Strickland, & Russo, 1990). Among women, divorce usually leads to an approximately 

70 % decrease in the earning power; whereas it leads to an increase in earning power of 

up to 42 % for men (Nolen-Hoeksema, 1990). 

Marital status. 

The focus of this section of the review of literature is on marital status and 

depression in women, and the role of marital status in predicting the use of health care 

services for health conditions. 

Among all the sociodemographic variables studied, marital status was found to be 

one of the most powerful correlates of the risk for mental disorders (Regier, Farmer, Rae 

et al. , 1993). Marital status has also been reported to be one of the most important factors 

which influences the rate of affective disorders in the community and patients 

(Bebbington, 1987a; Bebbington, Hurry, Tennant, Sturt, & Wing, 1981; Weissman & 

Klerman, 1977). Among men and women from the Alameda County ECA study, 50 

years and above, marital status is not a predictor of depression in women (Roberts, 



47 

Kaplan, Shema, & Strawbridge, 1997). Thus, the literature related to the role of marital 

status in depression is conflicting. 

Bebbington ( 1987b) examined the rates of affective disorders in different marital 

statuses using the English national admission statistics. The rates of all types of affective 

disorders per 100,000 people were high among women who were widowed (96.6) and 

divorced (89.7) compared to single (49.6) and married (55.5) women. In case of 

depressive neurosis, the rate per 100, 000 people was also high among widowed (15.8) 

and divorced (24.8) compared to single (10.5) and married (12.2) women. A similar 

trend was found in the other category of affective disorders which was depression not 

elsewhere classified. The rate of depression per 1 00, 000 people was high among 

widowed (56.0) and divorced (49.5) women compared to single (28.2) and married (30.7) 

women. Single women have lower rates in all the given affective categories than married 

women. These results indicate that marriage may ~ot have a protective role in women's 

life. 

Wan and Odell (1981), found that subjects who were widowed (M = 6.69) or 

divorced/separated (M = 6.26) had higher numbers of physician visits than those who 

were married or never married. Furthermore, subjects who were living alone had more 

physician visits (M = 5.78) than those who were living with someone. Thus, marital 

status or living alone may affect health status and health care service utilization. 

Cox ( 1986) examined the determinants of physician utilization among three 

groups of elderly Vietnamese, Portuguese, and Hispanics found that there were no 

differences in rates of chronic illnesses and number of physician visits; but the predicting 
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factor was different in all three groups. There was a difference in the role of marital 

status on physician utilization between Portuguese and Hispanics. Being married was a 

significant predictor for Vietnamese whereas being unmarried was a significant predictor 

for physician utilization in Hispanics (Cox, 1986). 

Harlow, Goldberg, and Comstock (1991) studied the risk factors such as 

demographic, health status, and social network characteristics for depressive 

symptomatology in elderly widowed and married women. The only statistically 

significant difference between widowed and married women was that married women 

had more chronic illness in the last six months compared to widowed women. Whereas, 

the literature on widowhood suggests that widowhood is associated with physical, 

psychological, and social functioning impairments (Stroebe & Stroebe, 1987). In 

women, widowhood is associated with life strains. According to the study results of 

Umberson, Wortman and Kessler (1992), financial_ strain links widowhood to depression 

1n women. 

Education. 

The role of education in depression in women is yet not clear. Research 

on women suggests the relationship of low educational level to poor mental health 

(Blaxter, 1987; Costello, 1991; Feehan, McGee, Williams, & Nada-Raja, 1995; 

Macintyre, 1986; Verbrugge, 1989). Costello (1991) found that in the United States, 

women who had limited education were four times more likely to be depressed. In 

addition, women's risk for psychological morbidity was found to be less when women 

with limited education had paid employment. Williams, McGee, Olaman, and Knight 
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(1997) found similar results. Women who left school without furthering their education 

had poor mental health compared to women who continued their education after high 

school. These differences persisted for over a 20 year period from the time subjects were 

in their 20s (early adulthood) until the mean age of 4 7 years. On the other hand, another 

recent longitudinal study showed education alone did not predict depression in women 

(Roberts, Kaplan, Shema, & Strawbridge, 1997). 

The role of education in health care service utilization has not been clearly 

delineated. Sometimes education is related to an increase in health care service 

utilization and at other times it is not. Weissman and Myers (1978) reported the 

comparative analysis of a group of subjects who sought treatment for depressive 

symptomatology in 1967 and 1969 and their education levels. In the 1967 group, 

subjects (both men and women) who were more educated were likely to seek mental 

health treatment; however, in the 1969 group, education did not increase the likelihood of 

seeking mental health care services. 

Education was also found to influence the choice of health care service providers. 

Horgan (1985) found subjects who are more educated are likely to visit a mental health 

care provider rather than a general health care provider for mental health problems. F osu 

( 1995) examined the effect of education on help-seeking behavior for women on women 

from Accra Ghana. When education was considered with other sociodemographic 

characteristics, women with no formal education are the least likely to seek help from 

mental health services. But, when all the other sociodemographic variables are 

controlled, the probability of women who had no formal education seeking mental health 



care services compared with women who had an elementary and secondary school 

education was the same. 
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The review of literature on education and its influence on health care service 

utilization in women is still not conclusive. In some studies, education predicted the use 

of health care services whereas in other cases when all the other sociodemographic 

factors were controlled, no difference was found in the use of health care services 

behavior in both educated and non-educated women. 

The literature review on the environmental stressors which in this study were 

operationalized as health status, age, ethnicity, marital status, financial status, and 

education were presented. A moderate association was reported between health status 

and depressive symptoms in women. The literature supports health status as one of the 

strongest predictor for depression. Women who considers their health status poor 

reported to seek less help from mental health care services compared to women who view 

their health status as excellent. The role of age in depression in women has been found to 

be interesting yet conflicting. Age, as a predictor of depression in women is yet not 

clearly explicated. Depression is found in women of all ethnic groups. Literature 

considers ethnicity as an important factor in the use of health care services of women. 

Financial status was reported to be an important factor in depression even though the 

relationship between financial status and depression is non-linear. Marital status is 

considered as one of the important factor both in depression in women and women's use 

of health care services. The role of education in depression is yet not clear. Furthermore, 

the influence of education on health care service utilization is still not conclusive. 
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Reaction to Stressors 

According to Kaplan, Roberts, Camacho, and Coyne (1987), depression "is 

overwhelmingly a women disorder" (p. 206). Weissman ranks depression among the top 

five current health problems women face (cited in Wartik, 1997). Currently, in the 

United States there are at least 7 million women with a diagnosable depression 

(Weissman & Olfson, 1995). Results of the ECA studies done in the United States 

showed that 80 % of women in the studies have had major depressive episodes in their 

lifetime (Wolk & Weissman, 1995). 

The available literature supports the prevalence rates of depression are 

consistently higher among women than men regardless of the methods used to assess 

depression in men and women (Cleary, 1987; Nolen-Hoeksema, 1987; Weissman, Leaf, 

Tischler, Blazer, Karno, Bruce, & Florio, 1988). The female-to-male ratio remains 

approximately of 2:1 whether depression is assesseq by self-report symptom 

questionnaire or diagnostic criteria (Stoppard, 1993). Nolen-Hoeksema (1987), in a 

review of 23 studies conducted in nine countries, reported that the few exceptions to the 2 

to 1 female-to-male ratio are when the studies involved college students (e.g., Hammen & 

Padesky, 1977), elderly adults (e.g., Blazer & William, 1980), or residents in nonmodern 

and rural communities (e.g., Egeland & Hostetter, 1983). 

Although the rates of depression vary from country to country, the increased rate 

of depression in women is consistent across cultures such as United States, Canada, and 

Puerto Rico (Weissman & Olfson, 1995). The rate of depression remains high for White, 

Black, and Hispanic women, and persists when factors such as income level, education, 
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and occupation are controlled (McGrath, Keita, Strickland, & Russo, 1990). 

Interestingly, the result of the study by Coyne, Fechner-Bates and Schwenk (1994) failed 

to distinguish between nondepressed and depressed patients on the demographic factors 

such as gender, age, and marital status. 

The results of some studies, contrary to expectation, find no significant 

association between depression and demographic factors such as age, marital status, 

personal or family pooled income (Ben-Arie, Swartz, & Dickman, 1987). 

Phifer and Murrell (1986) examined the additive and interactive roles of the 

sociodemographic factors such as age, sex, marital, and education on the development of 

depressive symptoms, and found that sociodemographic factors did not contribute to the 

onset of depressive symptoms. However, the researchers explicated that this finding 

indicated the sociodemographic factors had no significant effect beyond their 

contribution to the initial symptom level. 

It has been reported that studies that use depressive symptoms as a measure to 

assess depression in the sample are valuable. This is because it has been found that 

individuals with a history of depressive symptoms are at a significantly higher relative 

risk for the development of first onset major depression over a one year period 

(Horwarth, Johnson, Klerman, & Weissman, 1994). 

In 1980, a study by the NIMH found an average of 10.2% of the general 

population had diagnosable depressive syndromes; of these, 70 % were women and 30 o/o 

were men (Nolen-Hoeksema, 1990). In the literature, whenever research results support 

an increase in help seeking behavior and a high number of symptoms reported by 



depressed women, these should be considered as a true reflection of a high level of 

depression (Clancy & Gove, 1974). The high rate of depression in women is not an 

artifact (Weissman & Klerman, 1985), but rather a representation of reality (McGrath, 

Keita, Strickland, & Russo, 1991; Nolen-Hoeksema, 1990). 
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In conclusion, depression is one of the most prevalent illnesses in women. The 

rate of depression in women compared to men remains high regardless of the kind of 

measurement use to assess depression. However, there is some exception to the 2 to 1 

female-to-male ratios when subjects such as college students, elderly adults, and residents 

in nonrnodem communities are studied. There is some contradictory literature on the role 

of sociodemographic factors in distinguishing depressed from nondepressed women. 

Finally, it is also found that women have increased help-seeking behavior and utilize 

health care services more than men do. 

Reconstitution 

The focus of this section of the review of literature is on health conditions and 

depression. In addition, gender differences in the use of health care services and health 

conditions for which groups of women (nondepressed, mildly depressed and severely 

depressed) generally seek health care services will be highlighted. Furthermore, the 

relationship between the physical health of nondepressed and depressed women and 

health care service utilization will be discussed. Moreover, the role of sociodemographic 

factors in women's utilization of health care services will be presented. Finally, some of 

the explanations for older adults use of more general health care services compared to 
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mental health care services will be presented. 

Depression seemed to occur concomitantly with various health conditions. 

Clients with depression usually focus on physical complaints such as insomnia, anorexia, 

weight loss, fatigue, muscle tension, constipation, headaches, and backaches. Oftentimes 

clients are treated for their physical complaints and their psychological condition 

"depression" is left untreated (Katon, 1987). 

The literature supports that there is a difference between women's and men's 

health seeking behaviors. Musil (1998) examined differences in health problems and 

health actions taken for specific health problems between the genders and found that men 

and women differ in the way they manage their health problems. Women were more 

likely to report leg swelling and tiredness in the morning, and had a high tendency to 

report headaches. Women were not statistically different from men in their health actions 

such as use of self-care actions and contact with physicians for health problems. 

Women compared to men are found to be engaged in more illnesses, preventive 

health behaviors, and increased use of health care services (Verbrugge, 1989). 

Furthermore, having a longer life expectancy certainly modifies women's health care 

services utilization patterns. However, in some research the gender difference in health 

care service utilization is not found (e.g., Murphy & Hepworth, 1996). 

Clients who use primary health care services apparently come for their health 

conditions; however, between 25 to 75% of clients who use primary health care services 

use these services mainly for their psychological conditions compared to medical 

conditions as primary cause (Culpan & Davies, 1960; Stoeckle, Zola, & Davidson, 1964). 
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Approximately 50 - 60 % of clients with emotional or mental health problems are seen 

and treated by primary health care providers rather than psychiatrists (Regier, Goldberg, 

& Taube, 1978; Regier, Myers, Kramer, Robins, Blazer, Hough, Eaton, & Locke, 1984). 

Van Hook (1996) asked women (N = 297) to report whether they had sought 

medical help in the past six months for health problems such as headache, backache, 

muscle pains, sleep problems, feeling tired, and abdominal pains. The results showed 

that depressed women were more likely than nondepressed women to seek help from the 

primary care system for several physical problems particularly headache, tiredness and 

backache. However, no more than 60% of depressed women reported any of these 

physical symptoms. Therefore, merely having these symptoms should not be considered 

markers for depression in women. 

Depressed women significantly report more physical complaints or problems and 

use more health care services than nondepressed women. Betrus, Elmore, and Hamilton 

(1995), studying women seeking treatment for chronic/acute physical disorders at a 

nursing clinic in the northwest United States, found women with high depressive 

symptoms reported increased frequency of physiological symptoms as measured by 

various subscales in all body systems compared to women with no depressive symptoms. 

The results were found significant for the symptoms such as skin rashes and hot or cold 

hands or feet; for racing heart beat or chest pain; for pain or stiffness/cramping in specific 

muscle groups; and for symptoms such as nausea, indigestion, diarrhea, and constipation. 

However, no significant difference between women with high depressive symptoms and 

women with no depressive symptoms was found on symptoms such as dizziness, feeling 



faint, or blurring vision. Furthermore, no difference was found between nondepressed 

and depressed women with respect to the types of physical complaints for which they 

sought health care services. However, depressed women identified more physical 

complaints than nondepressed women. 
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Depressive symptoms influence the use of and need for health services including 

mental health services (Badger, 1998). Depressed adults were not significantly different 

than nondepressed adults for sociodemographic factors such as income, and the types of 

chronic illnesses, however, a significant difference was found for physical health 

impairment. Older adults who were mildly or severely depressed (as measured by the 

CES-D scale) used and needed more medical services compared to those older adults 

who were not depressed. A trend effect was reported for use of mental health services, 

depression was found to explain 1 0 % variance on use of mental health services. 

Depression was reported to be a significant predictor of mental health service need. In 

older adults, depression produced a significant yet small additive effect with physical 

health impairment. The increase in depression and physical health impairment was 

associated with increased unwell days and medical care need. As compared to 

nondepressed older adults, depressed adults reported more pessimism about their health 

and greater need for services. 

A re-analysis of the National Institute of Mental Health's ECA data found that 

adults with depressive symptoms that do not meet the diagnostic criteria for depression 

use more health care services (23 %) than those adults with the diagnosis of depression 

( 11.1 o/o ). Furthermore, findings suggest increased use of general medical services or 



57 

emergency department for emotional problems and impaired physical health were 

associated with major depression-dysthymia (Johnson, Weissman, & Klerman, 1992). 

Older adults who have been properly diagnosed and treated for their subclinical 

depression reduced their use of health care services following treatment (Katz, Streim, & 

Parmelee, 1994). 

Some of the sociodemographic characteristics such as age, gender, marital status, 

race, income and education alone or in combination have been found to be associated 

with health care service utilization (Kleinman & Gold, 1980; National Center for Health 

Statistics, 1980). Older adults with mental disorders were less likely to be seen and 

treated for their mental disorder compared to young adults. With increasing age, the 

mental health care service utilization for mental health problems declines. 

Approximately 8.7% who made a visit to a specialty or primary care provider for mental 

health care were under the age of 65; whereas, 4.2% were between 65 and 74; and only 

1.4 % of adults were 75 and over. From the group of 75 and older not a single person 

visited a specialty mental health care service for their mental health problems (German, 

Shapiro, & Skinner, 1985). 

The Medical Outcome Study (MOS) by Wells, Stewart, Hays et al. (1989) 

described the functioning and well-being of patients with depression, relative to patients 

with presence and absence of chronic medical conditions. Patients with depression or 

depressive symptoms were tended to have worse physical, social, and role functioning, 

worse perceived current health, and have more bodily pains than patients with no chronic 

medical conditions. Furthermore, patients who sought mental health care providers 
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rather than general medical providers were more likely to be female, white, more 

educated, and unmarried. Patients who were more likely to seek general health care 

providers had more chronic medical conditions. The presence of chronic medical 

conditions worsen depressed clients functioning and increases their likelihood of general 

health care services use rather than mental health services use. 

Jimenez, Alegria, Pena, and Vera (1997) studied Puerto Rican women's help

seeking behaviors and found one out of every three women (188,190 out of 567,540) 

between 18 and 64, living in poor residential areas reported high depressive symptoms. 

High depressive symptoms were measured using the CES-D cutoff point of 16. Sixty 

percent of women with high depressive symptoms did not seek help (formal or informal) 

for their mental health problems. Of those women who sought help (N = 105), 34% 

selected informal networks, and 66 % selected formal networks. Among women who 

sought help from formal systems, 55% visited gen~ral health care providers; 45% 

visited mental health care providers to deal with their emotional problems. In the study, 

four enabling factors were found that women used to access formal health care services. 

These factors were having private insurance, a regular source of care, strong contact with 

friends, and a high level of economic stress. The likelihood of accessing formal mental 

health care is four times more for women who have private medical insurance than for 

women without medical insurance. The likelihood of accessing formal services is seven 

times more for women who had a regular source of care than for women who did not. 

The likelihood of accessing formal health care was higher when women had limited 

contact with friends . The likelihood of accessing formal health care increases with an 



increase in economic stress. It was also reported that women with high depressive 

symptoms were comparatively less educated, had disruptive marriages, and were single 

(Jimenez, Alegria, Pena, & Vera, 1997). 
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Physical health status was reported to be significantly associated with high 

symptoms of depression. Jimenez, Alegria, Pena, and Vera ( 1997) emphasized that poor 

physical health predisposes women to interpret their mental health related problems as 

physical problems. However, this ignores the likelihood that physical problems trigger 

mental health problems and vice versa. Jimenez et al. findings support other research 

about the relationship between physical and mental health conditions (Leaf, Bruce, 

Tischler, et al. , 1988; Wells, Golding, & Burnam, 1988). 

The literature on health care service utilization provides some explanation for the 

high utilization of general health care services compared to mental health care services. 

The first explanation of high use of general health services is related to females and older 

adults. Both of these populations use more general medical services for general health 

problems and for mental health problems (Aday, 1975; Anderson & Aday, 1978; Cleary, 

Mechanic, & Greenley, 1982; Tanner, Cockerham, & Spaeth, 1983). People generally 

have negative attitudes toward mental health services compared to general health care 

services (Leaf, Bruce, Tischler et al. , 1988). Another explanation is related to women 

not recognizing their health problems as emotional or mental health problems but as 

physical problems (Jimenez, Alegria, Pena, & Vera, 1997). Finally, older adults 

including older women are oftentimes reluctant to admit their emotional problems, as 

they tend to perceive that the admission of an emotional problem is equivalent to moral 
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weakness or personal failure. Therefore, they often convey emotional problems through 

a series of somatic complaints (Cadieux, 1993). They also present their health status in a 

way that protects their psychological well-being (Heidrich & Ryff, 1993). 

In conclusion, the literature review on reconstitution suggests that physical health 

is associated with depression in older adults and women compared to men are more 

inclined to utilize health care services for physical health conditions. Differences may 

exist between nondepressed and depressed women's use of health care services for 

various health conditions. 

Summary 

The review of literature on environmental stressors included health status, age, 

ethnicity, marital status, financial status and education was presented in this chapter. The 

literature related to the reaction to stressors which in this study was operationalized as 

absence of depression, presence of mild and severe depression in women was reviewed. 

Finally, the literature on reconstitution was operationalized as health conditions for which 

women utilize health care services was discussed. 



CHAPTER THREE 

METHOD 
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This research was a secondary analysis of existing data collected as part of a 

Health Needs Assessment Project conducted in a low income, government subsidized, 

high rise apartment complex by Gagan and Badger (1997). In this chapter, the primary 

study is summarized and the secondary study is described including the research design, 

setting, sample, data collection method, and the protection of human subjects. 

Instruments and plan for data analysis are presented. The plan for data analysis is 

presented in relation to the research questions for the research study. 

Description of the Primary Study 

The Tucson House was the setting for the p~imary study. Tucson House is a 

public housing facility located in the Southwest. Those who live at Tucson House are 

elderly, disabled and the majority are 50% below the federal criteria for poverty. 

Both female and male subjects aged 16 to 93 participated in the primary study. 

The following procedure was used to collect data for the primary study. Prior to data 

collection, the study was discussed with the Resident Council of Tucson House to obtain 

permission to conduct the study and to explore options about recruiting subjects. 

Subjects were recruited using a variety of methods. Fliers describing the study and 

encouraging residents to participate in the study were initially distributed door to door by 

members of the Executive Council. Residents were also encouraged to recruit other 
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residents. Residents were asked to sign up for interviews at a specified time in the 

nursing clinic office located on the first floor. Data collectors also went to common areas 

such as the lobby, the laundry rooms, and the recreation room to recruit subjects. Finally, 

data collectors recruited subjects door-to-door. Ten percent of the residents refused to 

participate in the study (Gagan & Badger, 1997). 

Prior to data collection, each subject was informed of the study verbally and given 

a written disclaimer about the study describing its purpose; subjects were assured of the 

confidentiality and their right to refuse to participate or answer any questions. Following 

informed consent, each subject was interviewed using a semi-structured format. The 

interview was conducted using the Health Status and Health Needs Survey and the Center 

for Epidemiologic Studies for Depression (CES-D) scale. The data collectors conducted 

the interviews wherever each subject requested, but interviews were typically done in the 

nursing clinic or the subject's residence. Each interview took approximately 30 to 45 

minutes. Prior to the data collection, Dr. Badger trained the research assistants to 

conduct interviews and to fill out the instruments (Gagan & Badger, 1997). Three 

methods were used to insure data quality: (a) interview forms were checked for 

completeness after each interview; (b) interviews conducted with the same subject were 

compared for accuracy; and (c) periodic meetings with data collectors were held to 

discuss issues associated with data collection. For this study, only data from female 

subjects were selected for the analysis. 

The primary study was approved by the Human Subjects Committee of the 

University of Arizona (Appendix A). The guidelines for the protection of human subjects 
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were followed. 

Two instruments were used in the primary study. Health status and health needs 

were measured using the instrument, "Survey of Health Status and Health Needs" 

developed by Ferketich, Phillips, and Verran (1993). Depression was measured using the 

CES-D scale (Radloff, 1977). 

Survey of Health Status and Health Needs 

The Survey of Health Status and Health Needs is an interview guide to assess 

health status and health needs. This instrument was developed for the study, 

"Comprehensive Multi-level Nursing Practice Model for the Rural Hispanics" (Ferketich, 

Phillips, & Verran, 1990, 1993). The Survey of Health Status and Health Needs was 

based on the Aday and Anderson (1975) framework. This survey provides information 

about the population under study such as age, marital status, financial status, ethnicity, 

education, health status, and health conditions, and characteristics of the environment and 

the health care system. Also, it yields data on the need, access, availability and 

acceptance of heath services. This survey was used in four community assessments with 

both English and Spanish speaking residents with adequate reliability and validity (Gagan 

& Badger, 1997). 

In the primary study, factor analysis was conducted on the health conditions and 

twenty-two health conditions were grouped into four levels. Health conditions requiring 

low attention were ear pain, back pain, diarrhea, flu, cold, and fever. The reliability of 

health conditions requiring low attention was .83. Health conditions requiring moderate 

attention were prolonged vomiting, stomach pain, severe dizziness, and severe 
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headache/migraine. The reliability of health conditions requiring moderate attention was 

. 79. Health conditions requiring immediate attention were childbirth, pregnancy, suicide 

threat, family violence, and alcohol/drug overdose. The reliability of health conditions 

requiring immediate attention was .86. Health conditions requiring urgent attention were 

severe bleeding, severe bum, chest pain, and difficulty breathing. The reliability of 

health conditions requiring urgent attention was .75 (Table 1). During factor analysis, 

three items failed to load clearly on any of the four urgency scales; therefore, these items 

were discarded (Gagan & Badger, 1997). The reliabilities for all the health conditions 

grouped into four subscales were found to be satisfactory (a~ .70). 

Center for Epidemiologic Studies for Depression CCES-D) Scale 

In the primary study, depression was measured using the CES-D scale. The 

CES-D scale is a 20-item, self-report questionnaire which has been used extensively with 

both clinical and general populations. The CES-D .scale is a useful measure of depression 

as it measures the frequency and the severity of depressive symptomatology. 

Respondents rate each depressive symptom experienced in the past week on a four-point 

Likert-type scale ranging from 0 "rarely or none of the time (Less than one day)" to 3 

"Most or all of the time (five to seven days)" . Scores are summed and can range from 0-

60, high scores indicate more depressive symptoms. Scores ~ 16 typically are used to 

indicate clinical depression or significant depressive symptoms (Radloff, 1977; Radloff 

& Locke, 1986). However, recent studies have used alternate scoring systems to indicate 

no depression (CES-D scores of 0 - 15), mild depression (CES-D scores of 16 - 26), 
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Table 1 

Reliabilities of Health Conditions Using Survey of Health Status and Health Needs Form 

Health Conditions 

Low Attention 

Moderate Attention 

Immediate Attention 

Urgent Attention 

Items 

6 

4 

5 

4 

Alpha 

.83 

.79 

.86 

.75 
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and severe depression (CES-D scores of27 and above) (e.g., Badger, 1998). The CES-D 

scale is relatively brief and understandable. The CES-D scale has a high internal 

consistency, reliability, acceptable test-retest stability and good construct validity in both 

community and clinical samples (Radloff, 1977; Roberts, 1980; Schulberg, Saul, 

McClelland, Ganguli, Christy, & Frank, 1985; Weissman, Sholomskas, Pottenger, 

Prusoff, & Locke, 1977). Satisfactory internal consistency and a similar factor structure 

for ethnic groups have been reported (Roberts, 1980). The CES-D scale has also been 

thoroughly examined in younger and older adults, in the clinical as well as in community 

samples (Hertzog, Van Alstine, Usala, Hultsch, & Dixon, 1990). 

Secondary Study 

Research Design 

The secondary study was a descriptive, co~parative design. Data from a primary 

study were used to describe and compare the differences among groups of women who 

were not depressed, mildly depressed and severely depressed on factors of age, marital 

status, financial status, ethnicity, education, health status, and health conditions for which 

women seek health care services. 

Setting and Sample 

A convenience sample ~ = 141) of English-speaking women living 

independently in the Tucson House participated in the secondary study. Only females 

who were 18 years of age and older and English speaking were included in the sample. 



67 

Data Collection Procedure 

Data on age, marital status, financial status, ethnicity, education, health status, and 

health conditions and depression of all female subjects were selected for this secondary 

analysis. In this study, female subjects with scores between 0-15 were considered not 

depressed; scores of 16-26 were considered mildly depressed; and scores of 27 and above 

were considered severely depressed. 

Protection of Human Subjects 

The secondary study was approved by the Human Subjects Review Committee of 

the University of Arizona College ofNursing (Appendix B). 

Instruments 

Two instruments were used in the secondary study (Appendix C). The 

instruments were the Survey of Health Status and Health Needs (Ferketich, Phillips, and 

Verran, 1993) and the CES-D scale (Radloff, 1977). 

Survey of Health Status and Health Needs 

In the secondary study, the Health Status and Health Needs provided information 

about women's age, marital status, financial status, ethnicity, education, health status, and 

health conditions. Health conditions requiring low attention were ear pain, back pain, 

diarrhea, flu, cold, and fever. For health conditions requiring low attention, scores were 

summed for the number of health conditions. Summed scores could be from 0 to 6. The 

reliability of health conditions requiring low attention was .83 (Table 2). Health 
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conditions requiring moderate attention were prolonged vomiting, stomach pain, severe 

dizziness, and severe headache/migraine. For health conditions requiring moderate 

attention, scores were summed for the number of health conditions. Summed scores 

could be from 0 to 4. The reliability of health conditions requiring moderate attention 

was .80. Health conditions requiring immediate attention were childbirth, pregnancy, 

suicide threat, family violence, and alcohol/drug overdose. For health conditions 

requiring immediate attention, scores were summed for the number of health conditions. 

Summed scores could be from 0 to 5. The reliability of health conditions requiring 

immediate attention was .85. Health conditions requiring urgent attention were severe 

bleeding, severe burn, chest pain, and difficulty breathing. For health conditions 

requiring urgent attention, scores were summed for the number of health conditions. 

Summed scores could be from 0 to 4. The reliability of health conditions requiring 

urgent attention was . 77. For each subscale, the nu~ber of health conditions for which 

women seek health care were summed. During factor analysis, three health conditions 

failed to load clearly on any of the four urgency scales. These conditions were bloody 

sputum, broken bone, and vaginal discharge. The reliabilities for all the health conditions 

grouped into four subscales were found to be satisfactory (a 2: . 70). 

Center for Epidemiologic Studies for Depression (CES-D) Scale 

In the secondary study, the CES-D scale was used to measure depression. The 

CES-D scale distinguishes between nonpatient and patient in both female and male 

populations, supporting the notion that the CES-D scale had adequate reliability and 



69 

Table 2 

Reliabilities of Health Conditions Using Survey of Health Status and Health Needs Form 
in the Secondary Study (N = 141) 

Health Conditions Items Alpha 

Low Attention 6 .83 

Moderate Attention 4 .80 

Immediate Attention 5 .85 

Urgent Attention 4 .77 



content validity regardless of gender (Boyd, Wiessman, Thompson, & Myers, 1982; 

Husaini, Neff, Harrington, Hughes, & Stone, 1980). 
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The validity of the CES-D scale of assessing depressive symptoms in older 

women was questioned in the literature. The prevalence of physical illness in older 

women may influence their report of somatic complaints which are the major component 

of depressive symptomatology and may exaggerate clients CES-D scores. However, the 

CES-D scale had adequate validity with older women because depressive symptoms 

occur in elderly women much as they occur in younger and middle-aged women 

(Berkman, Berkman, Kasl, Freeman, Leo, Ostfeld, Cornoni-Huntley, & Brody, 1986). 

These findings support that the CES-D scale can be used regardless of age of women. 

The internal consistency coefficient of the CES-D scale in the secondary study was . 94. 

Data Analysis Plan 

The sample was divided into three groups of women based on their scores on the 

CES-D scale [not depressed (0-15), mildly depressed (16-26), and severely depressed (27 

and above)] , and descriptive statistics were used to examine the data. Analysis of 

variance (ANOV A), chi-square, and measures of association (Pearson correlation) were 

used to address the research questions. The significance p-value for all statistical tests 

was:=: .05. This section outlines the research questions proposed earlier in Chapter One 

with specification of descriptive analysis and inferential statistics used to answer each 

question. 
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Research Question One 

What were the differences among groups of women who are not depressed, mildly 

depressed and severely depressed on factors of age, marital status, financial status, 

ethnicity, education, and health status? 

Descriptive statistics such as frequency, percentage, mean, standard deviation, 

and range were used to describe data on groups of women who were not depressed, 

mildly depressed, and severely depressed. ANOVA was used to determine whether there 

were significant differences among groups of women who were not depressed, mildly 

depressed and severely depressed on factors of age, financial status, education, and health 

status. Chi-square was used to determine whether there were significant differences 

among groups of women who were not depressed, mildly depressed and severely 

depressed on factors of marital status, and ethnicity. 

Research Question Two 

What were the differences among groups of women who are not depressed, mildly 

depressed, and severely depressed on the health conditions for which women utilize 

health care services? 

Descriptive statistics were used to describe the data on groups of women with no 

depression, mild depression and severe depression. ANOVA was used to determine 

whether there were significant differences in the health conditions among groups of 

women who were not depressed, mildly depressed and severely depressed. 

Research Question Three 

What were the relationships among age, marital status, financial status, ethnicity, 



education, health status, health condition and depression? 

Pearson correlation was used to determine the relationships among age, marital 

status, financial status, ethnicity, education, health status, health conditions and 

depression. 

Summary 
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A comparative descriptive design was used to examine the differences among 

groups of women who were not depressed (0 - 15 on CES-D), mildly depressed (16 - 26 

on CES-D) and severely depressed (27 and above on CES-D) with respect to age, marital 

status, financial status, ethnicity, education, health status, and health conditions for which 

women utilize health care services. The subjects were selected using a convenience 

sample of 141. They were English-speaking women whose ages ranged from 16 to 9 3. 

The research questions were restated. Statistical m~thods were specified to analyze the 

data to answer each research question. 
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CHAPTER FOUR 

Results of Data Analysis 

Statistical analyses were conducted to answer the research questions proposed in 

chapter one. Descriptive statistics, chi-square, analysis of variance (ANOVA), and 

Pearson correlation were performed to analyze the data to answer the research questions. 

The level of significance in this study was set at 12 _:s: .05 and the level for a trend effect 

was set at 12.:::: .1 0. The results of these tests are presented in this chapter. 

Characteristics of the Sample 

Only female subjects were selected from all subjects who participated in the 

primary study. The sample consisted of 141 women who were residents of the Tucson 

House community. Subjects' ages ranged from 16 to 93. Subjects were divided into 

three groups based on their Center for Epidemiologic Studies for Depression (CES-D) 

scores. Group 1 contained 77 women who were not depressed; their CES-D scores 

ranged from 0 to15. Mean score and standard deviation (SD) on the CES-D scale for 

Group 1 were 7.00 (SD = 4.59). Group 2 contained 23 women who were mildly 

depressed; their CES-D scores ranged from16 to 26. Mean score and SD on the CES-D 

scale for Group 2 were 20.78 (SD = 3.23). Group 3 contained 39 women who were 

severely depressed; their CES-D scores ranged from 27 and above. Mean score and SD 

on the CES-D scale for Group 3 were 38.93 (SD = 9.32). 
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Results Related to Research Questions 

Research Question One 

What were the differences among groups of women who are not depressed, mildly 

depressed and severely depressed on factors of age, marital status, financial status, 

ethnicity, education, and health status? 

Age. 

Significant differences were found among the three groups for age 

[E = (2, 136) = 13.04, .Q = ~ .00] (Table 3). A post hoc Scheffe test revealed significant 

differences between Group 1 and Group 3 (M = 15.58, .Q = .00); and between Group 2 

and Group 3 (M = 11.44, .Q = .02) for age. There were no significant differences found 

between Group 1 and Group 2 for age. Group 1 was the oldest of the three groups. 

Group 3 was the youngest of the three groups. Group 2 was younger than Group 1. The 

results indicate that in women, higher levels of depression were found in younger women 

compared to older women. The younger the age, the higher the risk for depression in 

women. 

Marital status. 

Chi-square test revealed no significant differences among the three groups 

for marital status [X2
= (8) = 12.15, .Q = .14]. As indicated in Table 4, all three groups 

had women who were married, unmarried, widowed and divorced. The majority of 

women who participated in this study were divorced or widowed. 
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Table 3 

Means, Standard Deviations, and Ranges for Age by Group 

Characteristics Group I* Group 2* Group 3* 
(N = 77) (N = 23) (N = 39) 

Age 
M 65.14 61.00 49.56 

SD 16.17 16.39 13.66 

Range 16-93 36-90 25-88 

*Group I, not depressed; Group 2, mildly depressed; Group 3, severely depressed 
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Financial status. 

Significant differences were found among the three groups for financial 

status LE = (2, 135) = 6.44, 12 =::: .00]. A post hoc Scheffe test revealed a significant 

difference between Group 1 and Group 2 (M =.56, 12 = .00). There were no significant 

differences found between Group 2 and Group 3, or between Group 1 and Group 3 on the 

variable of financial status. Interestingly enough this finding shows that it is not the 

severely depressed group that had financial problems but actually the nondepressed and 

the mildly depressed group who perceived having financial problems. 

All three groups reported not having enough finances (Table 4). Compared to the 

mildly depressed group and the severely depressed group, only the nondepressed group 

had women who viewed themselves as having more than enough finances to do whatever 

they wanted to do. Nondepressed women may view their financial status more 

optimistically than the mildly depressed and the severely depressed women. 

Ethnicity. 

Chi-square test revealed no significant differences among the three groups 

for ethnicity [X2 = (12) = 14.36,12 = .27]. In all three groups, the majority of women 

were Anglo American (Table 4). Depression was found in women of all ethnic groups. 

In this study, ethnicity was not associated with depression in women. 

Education. 

There were no significant differences found among the three groups for 

numbers of years of school completed (Table 5). All three group's means were between 

11 and 12 years of schooling, indicating that women in this study were similar 
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Table 4 

Freguencies and Percentages for Marital Status~ Financial Status and Ethnicity by GrouQ 

Characteristics Group1 ~ = 77)* 

Marital status 
Married 
Not Married 
Widowed 
Divorced 
Separated 

Financial status 
Not enough 
Barely enough 
Enough 
More than enough 

Ethnicity 
Anglo American 
Mexican American 
Pacific Islander 
Asian American 
African American 
Native American 
Other 

n (%) 

5(35.7) 
21(58.3) 
26(65) 
21(46.7) 

4(1 00) 

8(40) 
33(47.1) 
33(71.7) 

2(1 00) 

54(58.7) 
6(33.3) 
0(0) 
2(50) 

10(71.4) 
3(60) 
1 (25) 

Group 2 ~ = 23)* 
n(%) 

3(21.4) 
3(8.3) 
8(20) 
9(20) 
0(0) 

6(30) 
15(21.4) 
2(4.3) 
0(0) 

15(16.3) 
5(27.8) 
0(0) 
1(25) 
0(0) 
0(0) 
2(50) 

Group 3~ = 39)* 
n (o/o) 

6(42.9) 
12(33.3) 
6(15) 

15(33.3) 
0(0) 

6(30) 
22(31.4) 
11(23.9) 
0(0) 

23(25) 
7(38.9) 
1 (1 00) 
1 (25) 
4(28.6) 
2(40) 
1(25) 

*Group 1, not depressed; Group 2, mildly depressed; Group 3, severely depressed 

Total 

14 
36 
40 
45 

4 

20 
70 
46 

2 

92 
18 

1 
4 

14 
5 
4 



Table 5 

Means, Standard Deviations, and Ranges for Education, and Health Status by Group 

Characteristics 

Education 
M 

SD 

Range 

Health status 
M 

SD 

Range 

Group1 * 
~= 77) 

11.99 

3.66 

1-21 

3.01 

0.83 

1-5 

Group 2* 
~=23) 

11.32 

3.01 

6-19 

2.48 

0.95 

1-5 

Group 3* 
~= 39) 

11.24 

3.68 

3-19 

2.72 

1.10 

1-6 

*Group 1, not depression; Group 2, mildly depressed; Group 3, severely depressed 
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in their educational backgrounds. In the three groups, the average education of women 

was less than high school. The nondepressed women were slightly more educated than 

the mildly depressed and severely depressed women. 

Health status. 
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There were significant differences found among all three groups for health 

status LE = (2, 136) = 3.37, Q = .04] (Table 5). A post hoc Scheffe test revealed a 

significant difference between Group 1 and Group 2 (M =.53, Q = .05). This finding 

provides an interesting insight that even a mild level of depression can influence women's 

perceptions of health. Mildly depressed women viewed their health status as poor. No 

significant difference was found between Group 1 and Group 3, or between Group 2 and 

Group 3 on health status. All three groups had women who mainly viewed their health 

status as either poor or fair. There was one interesting difference found when the range 

of the three groups was analyzed; only the severely depressed group had women who 

viewed their health as excellent. No women in the nondepressed and the mildly 

depressed groups viewed their health as excellent. 

Research Question Two 

What were the differences among groups of women who are not depressed, mildly 

depressed, and severely depressed on the health conditions for which women utilize 

health care services? 

There were no significant differences found among the three groups for any of the 

four subscales of health conditions requiring low, moderate, immediate, and urgent 

attention (Table 6). The range for low attention subscale was from 0 to 6; for moderate 



Table 6 

Means, Standard Deviations, Ranges, and F- statistics for Health Conditions Requiring 
Low, Moderate, Immediate, and Urgent Attention by Group 

Health Conditions 

Low Attention 
M 
SD 
Range 

Moderate Attention 
M 
SD 
Range 

Immediate Attention 
M 
SD 
Range 

Urgent Attention 
M 
SD 
Range 

NS =Not significant 

1 ili = 76) 

2.30 
2.08 
.00-6.0 

2.40 
1.44 

.00-4.0 

2.63 
1.99 

.00-5.0 

3.15 
1.21 

.00-4.0 

Group 

2 ili = 23) 

2.17 
2.26 
.00-6.0 

2.52 
1.50 

.00-4.0 

2.21 
2.04 
.00-5.0 

2.95 
1.18 

.00-4.0 

3 ~ = 39) 

2.61 
2.14 
.00-6.0 

2.38 
1.74 

.00-4.0 

2.35 
1.93 

.00-5.0 

2.84 
1.47 

.00-4.0 

E 

NS 

NS 

NS 

NS 

80 



81 

attention subscale the range was from 0 to 4; for immediate attention subscale the range 

was from 0 to 5; and for urgent attention sub scale the range was from 0 to 4. Range 

reflects minimum and maximum, and in this study all the three groups reached minimum 

and maximum values for all the health condition' subscales. Although no significant 

differences were found among the three groups on the four subscales of health conditions 

requiring low, moderate, immediate, and urgent attention, a more in-depth analysis was 

performed on each of the health conditions to determine if any patterns existed. The 

investigator wanted information about whether there were differences among the 

nondepressed, mildly depressed, and severely depressed women in their health care 

service utilization for specific health conditions. 

Of the six health conditions grouped under the low attention subscale, there were 

no significant differences found among the nondepressed, mildly depressed, and severely 

depressed groups for ear pain, diarrhea, flu, cold, and fever (Table 7). However, a trend 

effect was found between Group 1 and Group 3 (M = -.21 , .Q = .1 0) for back pain. There 

was a trend effect found for back pain. Women with high depression scores reported 

more need to seek health care for back pain. 

Of the four health conditions grouped under the moderate attention subscale, 

there were no significant differences found among the three groups for prolonged 

vomiting, stomach pain, severe dizziness, and severe headache/migraine (Table 7). Of 

the five health conditions grouped under the immediate attention subscale, there were no 

significant differences found among the three groups for childbirth, pregnancy, suicide 

threat, family violence, and alcohol/drug overdose (Table 8). 
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Table 7 

Freguencies and Percentages for Health Conditions Grou12ed as Low and Moderate 
Attention Sub-scales by Grou12 

Group 

Health Conditions 1 ili = 76)* 2 ili = 23)* 3 ili = 39)* Total 

Low Attention 
Ear pain 
n 35 9 18 62 
% 56.5 14.5 29 

Back pain 
n 29 12 23 64 
% 45.3 18.8 35 .9 

Diarrhea 
n 25 6 16 47 
% 53.2 12.8 34 

Flu 
n 31 7 15 53 
% 58.5 13.2 28.3 

Cold 
n 19 6 11 36 
% 52.8 16.7 30.6 

Fever 
n 36 10 19 65 
% 55.4 15.4 29.2 

Moderate Attention 
Prolong vomiting 
n 53 16 26 95 
% 55.8 16.8 27.4 

Stomach pain 
n 37 13 20 70 
% 52.9 18.6 28 .6 

Severe dizziness 
n 54 14 24 92 
o/o 58.7 15.2 26.1 

Severe headache/migraine 

n 39 15 23 77 
% 50.6 19.5 29.9 

*Group 1, not depression; Group 2, mildly depressed; Group 3, severely depressed 
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Table 8 

Freguencies and Percentages for Health Conditions Grou12ed as Immediate and Urgent 
Attention Sub-scales by Grou12 

Group 

Health Conditions 1 (N = 76)* 2 ili = 23)* 3 (N = 39)* Total 

Immediate Attention 
Childbirth 
!! 37 11 15 63 
% 58.7 17.5 23.8 

Pregnancy 
!! 36 9 16 61 
% 59 14.8 26.2 

Suicide threat 
!! 42 13 22 77 
% 54.5 16.9 28.6 

Family violence 
!! 40 8 20 68 
% 58.8 11.8 29.4 

Alcohol/drug OD 
!! 45 10 19 74 
% 60.8 13.5 25.7 

Urgent Attention 
Severe Bleeding 
!! 66 19 32 117 
% 56.4 16.2 27.4 

Bum 
!! 47 13 25 85 
% 55.3 15.3 29.4 

Chest pain 

!! 62 21 25 108 
% 57.4 19.4 23.1 

Difficulty breathing 
!! 65 15 29 109 
% 59.6 13.8 26.6 

*Group 1, not depression; Group 2, mildly depressed; Group 3, severely depressed 
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Of the four health conditions grouped under the urgent attention subscale, there 

were no significant differences found among the nondepressed, mildly depressed, and 

severely depressed groups for severe bleeding and burn (Table 8). However, there was a 

significant difference found for chest pain LE (2, 135) = 3.82, n = ~ .02]. A Scheffe test 

revealed that there was a significant difference between Group 2 and Group 3 (M = .27, 

n = .04). The mildly depressed women sought more health care services than the 

severely depressed women for chest pain. A trend effect was found between Group 1 and 

Group 3 (n = .09). The nondepressed women sought more health care services than the 

severely depressed women for chest pain. To conclude, for chest pain, nondepressed and 

mildly depressed women seek more health care than do severely depressed women, 

suggesting that severe depression may reduce women's health services use even for 

conditions like chest pain which requires urgent attention. 

A trend effect was found for difficulty breathing (n = .07), another condition 

requiring urgent attention. A Scheffe test revealed a significant difference between 

Group 1 and Group 2 (M = .20, n = .11 ). Nondepressed women seek more health care 

services for difficulty breathing than do mildly depressed women, suggesting that even a 

milder form of depression may reduce women's health services use even for conditions 

which require urgent attention. As indicated in Table 8, nondepressed women and 

severely depressed women report having more difficulty breathing than do the mildly 

depressed women. 

For health conditions such as bloody sputum, and vaginal discharge which did not 

load clearly on any subscale, there were no significant differences found among the three 
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groups of women. However, there was a significant difference found for broken bone 

LE (2, 135) = 4.07, Q = _::: .01] (Table 9). A Scheffe test revealed that there was a 

significant difference between Group 1 and Group 3 (M = .19, 12 = .04), and between 

Group 2 and Group 3 (M = .25 , Q = .05) for seeking care for a broken bone. 

Nondepressed women sought more health care services for broken bone compared to the 

severely depressed women. Similarly the mildly depressed seek more health care 

services for broken bone compared to the severely depressed women. Thus, the 

nondepressed and the mildly depressed women are more likely to seek health care 

services for broken bone than the severely depressed women. This might mean that as 

the severity of depression increases, women's use of health care services for conditions 

like broken bones reduces. This may increase the risk for serious consequences that 

severely depressed women may face due to delays in care. 

Research Question Three 

What were the relationships among age, marital status, financial status, ethnicity, 

education, health status, health condition and depression? 

No significant correlations were found for marital status, ethnicity, education, 

health conditions which require low, moderate, immediate. attention and depression 

(Table 10). A moderate negative correlation (I= -.390, 12 _::: .01) was found between age 

and depression. This result indicates that age is probably related to depression in women. 

In this sample, the younger the age of women the higher their level of depression. A 

weak negative correlation (I= -.251 , Q _::: .01) was found between financial status and 

depression. A perception of having enough finances to meet daily needs may be 



Table 9 

Frequencies and Percentages for Health Conditions Did Not Load Under Any Subscale 
by Group 

Group 
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Health Conditions 1 ill= 76)* 2 ill= 23)* 3 ill= 39)* Total 

Bloody sputum 
n 54 15 24 93 
% 58.1 16.1 25.8 

Broken bone 
n 65 21 26 112 
% 58 18.8 23.2 

Vaginal discharge 
n 44 11 19 74 
% 59.5 14.9 25.7 

*Group 1, not depressed; Group 2, mildly depressed; Group 3, severely depressed 
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Table 10 

Pearson Correlation Coefficients (r) for Sociodemographic, Health Status, Health 
Conditions Requiring Low, Moderate, Immediate, Urgent Attention and Total Depression 
Scores CN = 141 ) 

Variables 

Age in years 

Marital status 

Financial status 

Ethnicity 

Education 

Health status 

Health conditions require low attention 

Health conditions require moderate attention 

Health conditions require immediate attention 

Health conditions require urgent attention 

* p s .05; ** p s .01; 0 p s .10 

Total Depression Score 
r 

-.390** 

-.101 

-.251** 

.072 

-.120 

-.199* 

.076 

-.034 

-.105 

-.153 ° 



associated with lower levels of depression in women. Clearly, a poor perception of 

financial status increases depression. 
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A weak negative correlation (I= -.199, 12 ~ .05) was found for health status and 

depression (Table 1 0). A relationship exists between increased levels of depression and 

decreased perception of health status. A trend effect was found for health conditions 

requiring urgent attention and depression (I= -.153 , 12 ~ .1 0). Seeking care for health 

conditions that require urgent attention (severe bleeding, severe bum, chest pain and 

difficulty breathing) may be associated with lower levels of depression in women. This 

important finding suggests that depressed women do not seek health care services for 

urgent health conditions. As the severity of depression increases, women's use of health 

care services for condition requiring urgent attention reduces, increasing the risk for 

serious consequences that severely depressed women may face due to delay in care. 

In conclusion, statistically significant correlations were found for age, financial 

status, health status and depression in women. A trend effect was found for urgent 

attention and depression in women. 

Summary 

The results of the secondary data analysis were presented in this chapter. 

Descriptive statistics such as frequency, percentage, mean, standard deviation, and range 

were calculated to address the research questions. An ANOV A was applied to measure 

the differences (.Q _::: .05) among the nondepressed, mildly depressed, and severely 

depressed groups on the variables of age, financial status, education, health status, and 
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health conditions for which women utilize health care services. Significant differences 

were found for age, financial status and health status; however, no significant differences 

was found for education. Chi-square test was applied to measure the differences among 

the three groups on the variables of marital status and ethnicity. No significant 

differences were found for marital status and ethnicity. An ANOVA was also applied to 

identify whether the three groups differ on specific health conditions. Significant 

differences were found for chest pain and broken bone. Trend effects (I! _::: .1 0) were 

found for back pain and difficulty breathing. The results of the statistical analysis were 

presented and data were examined within the context of the research questions. 



CHAPTER FIVE 

In this chapter, a discussion about the results of data analysis is presented. 

Findings are interpreted and discussed within the context of the conceptual framework 

and the literature reviewed. Limitations of the study, implications for nursing practice, 

and recommendations for future research are also outlined. 

Discussion of the Results Related to the Conceptual Framework 
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In this section, the results of the study are interpreted based on the conceptual 

framework derived from the Betty Neuman Systems Model (1982, 1995). The finding of 

this study partially supported Neuman Systems Model's descriptions of environmental 

stressors, reaction to stressors, and reconstitution. 

In this study, the known environmental stressors were age, marital status, 

financial status, ethnicity, education, and health status. These stressors differ in their 

potential to disturb the clients' (nondepressed, mildly depressed, and severely depressed 

women) usual stability level or normal line of defense. 

The nondepressed, mildly depressed and severely depressed women differed 

significantly in their degree of reaction to the environmental stressors of age, financial 

status, and health status; but did not differ significantly in their reaction to the 

environmental stressors of marital status, ethnicity, and education. 

For age, the severely depressed women were younger compared to the 

nondepressed and the mildly depressed women. For financial status, only the 
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nondepressed and the mildly depressed women differed significantly from each other, 

indicating that even a mild level of depression reduces the perception of financial health. 

The nondepressed and the mildly depressed women were more optimistic about their 

financial health compared to the severely depressed women. For health status, the 

nondepressed and the mildly depressed women differed significantly from each other in 

their reactions; again suggesting that even a mild level of depression can influence 

women's perceptions of health. The findings on health status and depression in women 

clearly indicate that a relationship exists between increased levels of depression and 

decreased perception of health status. 

The findings of this study indicate that a client system is not only affected by the 

internal environmental stressors comprised of a physiological variable (health status) and 

a developmental variable (age) but also by the external environmental stressors 

comprised of sociocultural variables (financial stat~s). This study supported the 

definition of reaction to stressors given by Neuman that age, financial status, and health 

status are the stressors that seemed to affect the clients' systems' stability. In sum, these 

findings support Neuman's view about the client that client must be viewed from a 

broader perspective. 

A key focus of this study was to examine the differences among the 

nondepressed, mildly depressed, and severely depressed women with respect to 

reconstitution. Reconstitution was operationally defined as "utilization of external 

resources to strengthen the line of resistance in order to minimize the reactions to stress" 

(adapted from Neuman, 1974, p. 1 05). The results indicated that the three groups of 
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women significantly differed on their health care service utilization for the health 

conditions for chest pain and broken bone. A trend effect was found between the 

nondepressed and the severely depressed women for back pain, as women were more 

depressed had sought more care for back pain. A trend effect was also found between the 

nondepressed and the mildly depressed women for difficulty breathing. The 

nondepressed women sought more health care services for difficulty breathing than the 

mildly depressed women, suggesting that even a milder form of depression may reduce 

women's health care services use. However, these groups did not differ significantly in 

their health care service utilization for back pain and difficulty breathing. 

The results on reconstitution showed that women with higher levels of depression 

had lower use of health care service utilization for given health conditions. Depression 

influenced health care service utilization. Lower utilization may pose increased risk for 

serious consequences that depressed women may face due to delay in care. 

According to Neuman ( 1995), nurses can use the three levels of prevention 

(primary, secondary and tertiary) as interventions to help client retain, attain, and 

maintain the level of wellness. Based on the results of this study, intervention at the 

primary level would likely involve assessing the environmental stressors of age, financial 

status, and health status while working with nondepressed women. The stressors of age, 

financial status, and health status are considered to be significant predictors of depression 

in women. Intervention at the secondary level would involve assessment of the level of 

reaction to the stressors, whether women are mildly depressed or severely depressed. 

This assessment would help nurses to educate women to mobilize their internal and 
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external resources. Education may prompt them to access health care for health 

conditions requiring urgent attention. This may reduce the risk for serious consequences 

that depressed women might face due to delay in care. Intervention at the tertiary level 

would involve educating women about the proper utilization of health care services for 

health conditions requiring urgent attention and assisting women to adapt to stressors 

present in their internal and external environments. 

In conclusion, the results of this study indicate that different clients react 

differently to the same environmental stressors. When studying depression in women it 

is important to consider both the internal and the external environmental stressors. 

Environmental stressors seem to be related to depression and health care service 

utilization of women. Finally, women who are not depressed, mildly depressed, and 

severely depressed differ on reconstitution. 

Discussion of the Results Related to the Literature 

In this section, the results of the study are interpreted based on the literature 

related to each variable studied (Table 11 ). 

Age 

Significant differences were found among the nondepressed, mildly depressed, 

and severely depressed women on age. Younger women had higher risk of depression. 

This finding is consistent with the Epidemiological Catchment Area (ECA) studies which 

found depression was significantly higher for younger age groups (Frerichs, Aneshensel, 

& Clark, 1981 ;Weissman, Bruce, Leaf, Florio, & Holzer, 1991). 



Table 11 
Comparison of the Findings with the Literature 

Results 

Age 
Significant differences were found among groups. 
Younger women had higher risk of depression. 
Age is associated with depression in women. 

Marital Status 
No significant differences were found among groups. 
All three groups had women who were single, possibly 
limited the comparability. 
Marital status is not associated with depression in women. 

Education 
No significant differences were found among groups. 
Severely depressed women were less educated than 
mildly depressed women. 

Financial Status 
Significant differences were found among groups 
Financial status is associated with depression in women 
Increase financial problems may increase risk of depression 
Even mild level of depression is associated with perception 
of financial status. 

Ethnicity 
No significant differences were found among groups. 
Depression is found in all ethnic groups. 

Health Status 
Significant differences were found among groups. 
Health status is associated with depression in women. 
Increase depression reduces perception of health status. 
Even mild level of depression is associated with perception 
of health status. 

Health Conditions 
Significant differences were found among groups. 
Depression is associated with reduce health care use for health 
conditions (chest pain and broken bone) requiring urgent attention. 
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Literature 

Consistent 

Not consistent 

Consistent 

Consistent 

Consistent 

Consistent 

Consistent 

Not consistent 
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The age of the severely depressed women in this study ranged between 25 and 88. 

Similarly, the literature indicates that the highest number of women who suffer from 

depression appear to be 25 and above (DSM-IV, 1994; Newmann, Engle, & Jensen, 

1991; Regier, Farmer, Rae, et al. 1993; Rogoski, 1995). A moderate negative association 

between age and depression in women further supported previous findings that the 

younger the age of women the higher the risk of depression. 

Marital Status 

In this study, no significant differences were found among the nondepressed, 

mildly depressed, and severely depressed women on marital status. All three groups had 

women who were married, unmarried, widowed or divorced. This result supports 

previous research that marital status is not a predictor of depression in women (Roberts, 

Kaplan, Shema, & Strawbridge, 1997). This result does not support the literature that 

considers that marital status is one of the most pow_erful correlates of risk for mental 

disorders (Bebbington, 1987a; Bebbington, Hurry, Tennant, Sturt, & Wing, 1981; Regier, 

Farmer, Rae et al., 1993; Weissman & Klerman, 1977). However, the lack of differences 

found among the three groups of women for marital status could be that the majority of 

women in all the three groups were single (either unmarried, widowed or divorced) thus 

limiting the possibility of finding differences for marital status. 

The majority of the women in all three groups were widowed. This could be due 

to this sample having women up to the age of 93, or may be due to other circumstances 

such as these women are disenfranchised. Probably the reasons these women live in the 

public housing facility are they are poor and have limited social circle. The high rate of 



depression in older and widowed women may be related to a low level of social 

participation, and lack of intimate relationships related to being widowed (Pahkala, 

1990). In sum, the findings were not consistent with the literature which suggests that 

marital status is linked with depression in women (Weissman & Klerman, 1987). 

Education 
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No significant differences were found among the three groups for education, 

supporting the literature that education alone does not predict depression in women 

(Roberts, Kaplan, Shema, & Strawbridge, 1997). Although in this study, the severely 

depressed women were found to be slightly less educated compared to the mildly 

depressed women, this finding was not statistically significant. Further studies need to be 

done to determine the role education plays in depression in women. 

Financial Status 

The significant differences found among the three groups for financial status 

support previous findings that financial difficulties regardless of level of income are 

associated with depression (Birtchnell, 1988; Kaplan, Roberts, Camacho, & Coyne, 1987; 

Ross & Mirowsky, 1988). Women with financial problems are at greater risk for 

depression (Roberts, Kaplan, Shema, & Strawbridge, 1997). Previous findings (de Leon, 

Rapp, and Kasl, 1994) report strong associations between financial status and depressive 

symptoms. However, in this study a weak negative association was found between 

financial status and depression may be because of all women in the sample were poor. 

In this study, the mildly depressed women were slightly more negative about 

finances compared to the nondepressed women. These findings gave an interesting 
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insight that it is not the severely depressed women who perceived having financial 

difficulties but that it is actually the mildly depressed and the nondepressed women who 

perceived having financial difficulties. The nondepressed and the mildly depressed 

women perceive their financial status as poor. Since all women in this sample were from 

lower socioeconomic backgrounds, perhaps when women become severely depressed 

they no longer care about financial matters, as they are too depressed to deal with 

finances. This would be consistent with the symptoms of depression that depression 

reduces individual's cognitive abilities. Depressed client usually has difficulty in 

thinking, concentrating or decision making (DSM-IV, 1994). Future studies might help 

to delineate the amount of influence financial status has in depression in women. 

Ethnicity 

Depression was found in women of all ethnic groups. Women who participated in 

this study were from Anglo American, Mexican American, African American, Native 

American, Asian American, and other ethnic backgrounds. In this study, the majority of 

women were Anglo American. However, the three groups had women from all ethnic 

origins. This finding supports the literature which suggests that depression is found in all 

ethnic groups (Russo, Amaro, & Winter, 1987~ Russo & Olmedo, 1983). Future research 

is needed to understand the role of ethnicity in depression in women. 

Health Status 

The findings of significant differences among the groups of nondepressed, mildly 

depressed, and severely depressed women for health status supports findings reported in 

the literature (Hagnell, 1966). Poor physical health increases an individual's vulnerability 



98 

to depression. This study result provided an interesting insight that even a mild level of 

depression is related to women's perception of health. The mildly depressed and the 

nondepressed women viewed their health status as poorer than did the severely depressed 

women. 

The strength of association between health status and depression varies from one 

study to another (e.g. , Badger, 1993; Cohen & Lazarus, 1979; Katon & Sullivan, 1990; 

Lynch, Tamburrino, & Nagel, 1996). This study found a weak negative association 

between health status and depression in women. Regardless of strength, this finding 

suggests that there is a relationship between increased levels of depression and decreased 

perception of health, and women in poor physical health experience higher levels of 

depressive symptoms. This study's finding related to the weak association between 

health status and depression was more consistent with Heidrich's (1994) findings. 

In conclusion, health status has a significan~ role in depression in women. Health 

status is weakly associated with depression in women. Increased levels of depression 

may decrease the perception of health status. Perhaps what we could conclude is that 

there is an additive effect, health status and depression interact to women's health. 

Health Conditions for Which Women Utilize Health Care Services 

In this study, no significant differences were found among the nondepressed, 

mildly depressed, and severely depressed women on health conditions requiring low, 

moderate, and immediate attention. These findings do not support the literature that 

suggests that women with high depressive symptoms use more health care services than 



the nondepressed (Betrus, Elmore, & Hamilton, 1995; Jimenez, Alegria, Pena, & Vera, 

1997). 
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The only significant differences were found among the three groups were for 

chest pain and broken bone (conditions requiring urgent attention). Consistent with 

Hamilton's (1995) findings about health seeking, a significant difference was found in 

this study for health care service utilization for chest pain. The mildly depressed women 

sought more help than the severely depressed women for chest pain. The trend effect 

indicates that nondepressed women sought more health care for chest pain compared to 

the severely depressed women. For broken bone, the non depressed women sought more 

help compared to the mildly depressed women; and the mildly depressed women sought 

more help compared to the severely depressed women. These findings on chest pain and 

broken bone suggest that depression which usually lessens individual's cognitive abilities 

such as decision making and judgement, may reduce health care service utilization for 

health conditions requiring urgent attention, increases the risk for serious consequences 

for severely depressed women due to delays in care. 

Although there were no significant differences found for health conditions other 

than chest pain and broken bone, there were some trend effects found for back pain and 

difficulty breathing. Severely depressed women had more back pain than nondepressed 

women. For back pain, depressed women are more likely to seek health care services 

compared to the nondepressed women. This finding is consistent with literature (Van 

Hook, 1996). 

The findings of this study supported the literature that suggests sociodemographic 
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characteristics such as age, marital status, race, income and education alone or in 

combination are associated with health care service utilization (Kleinman & Gold, 1980; 

National Center for Health Statistics, 1980). The severely depressed women in this study 

were the youngest and used less health care services for health conditions compared to 

the mildly depressed and the nondepressed women. Marital status and ethnicity were not 

associated with health care service utilization of women for various health conditions. 

Nondepressed and mildly depressed women perceived themselves as having more 

financial problems and sought more health care services than did the severely depressed 

women. Nondepressed and mildly depressed women who were slightly more educated 

used more health care services for health conditions than the severely depressed women. 

The nondepressed and the mildly depressed women viewed their health as poor and also 

sought more health care services for health conditions compared to the severely 

depressed women. 

In conclusion, women are inclined to utilize health care services for physical 

health conditions. Differences exist among the nondepressed, mildly depressed and 

severely depressed women's use of health care services for health conditions of chest 

pain, broken bone, back pain, and difficulty breathing. Sociodemographic factors must 

be considered while studying depression in women and health care service utilization 

because sociodemographic factors seemed to influence women's health care service 

utilization for some health conditions. 
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Limitations of the Study 

According to Polit and Hungler (1995), a secondary analysis precludes 

limitations. The secondary analysis was limited to a study of the variables and the 

instruments used in the primary study. The generalizability of the findings is limited due 

to the use of a convenience sample. A random sample would have increased the 

generalizability of the results of the study. This study was unique in its sample because 

women who participated were from lower socioeconomic backgrounds. Only few studies 

had used sample consisted of women from lower socioeconomic backgrounds. However, 

it limits the generalizability of findings to women from various socioeconomic 

backgrounds. The homogeneity of the sample may preclude comparisons of SES. 

Finally, although the Survey of Health Status and Health Needs provided the data needed 

for this study, it is important to consider that the purpose of the Health Status and Health 

Needs Survey Questionnaire was different from this study purposes. 

Implications for Nursing Practice 

Depression can have a significant impact on an individual's mental health, 

physical health, and quality of life (Abraham, Neese, & Westerman, 1991). Neuman 

( 1995) believes that nursing is concerned with the total person. The key nursing 

consideration is to keep the client system stable by assessing the effects or potential 

effects of environmental stressors. The results of this study are expected to extend 

nurses' understanding about the possible role of age, marital status, financial status, 

ethnicity, education, health status, and health conditions for which women seek health 



care services and depression. 

Nurses can use the findings of this study while caring for nondepressed, mildly 

depressed, and severely depressed women to help them retain, attain, and maintain an 

optimal level of wellness by educating them about stressors and the importance of 

mobilizing their internal and external resources to prevent or minimize the reaction to 

stressors. Education may support women's adaptation to these stressors. 
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The findings of this study suggest that it is important to screen for depression 

among women, especially among those women who are younger, poorer and in poor 

physical health. Nurses need to be vigilant while caring for depressed women, because 

depression seems to reduce women's health care service utilization for some health 

conditions which require urgent attention, placing women at risk of facing serious 

consequences due to delay in care. 

Understanding about depression, sociodemograhic factors , health status and 

health conditions for which women seek health care service will assist nurses to identify 

and treat depression in women, to help reduce suffering, to promote or maintain 

wellbeing, ensure provision of quality care, and to reduce health care costs. 

Recommendations for Future Research 

A number of recommendations for future research can be suggested. This study 

could be replicated with a random and a larger sample of women who are not depressed, 

mildly depressed, and severely depressed for two reasons. The first is that, this study is 

one of the initial studies that explored the role of depression on women's health care 
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service utilization for various health conditions and showed that depression influences 

women's use of health care services. The more severe the level of depression in women, 

the less women use health care services for various health conditions. Future studies 

could provide further information related to the phenomenon of depressed women's use 

of health care services for health conditions. This phenomenon is important to explore 

further because a better understanding would assist nurses to identify effective ways to 

help minimize the possible harmful consequences that severely depressed women are at 

risk of experiencing due to delay in accessing health care. 

The second reason is that, results from some of the environmental stressors such 

as marital status, ethnicity, and education were not found to be significant. A replication 

with larger numbers of women in the three groups would help to develop more 

substantial conclusions about the role these stressors have in depression in women; and, 

perhaps, would provide more power to test the theorized relationships between 

environmental stressors and reaction to stressors. 

On examining the results on the health conditions, the nondepressed, mildly 

depressed, and severely depressed women were significantly different in their health care 

service utilization for the health conditions of chest pain and broken bone. Future 

research is necessary to study why the three groups differ in their health care service 

utilization for chest pain and broken bone and not for other health conditions which 

require urgent attention. 

It is further recommended that similar research be done to assess the functional 

relationships among the independent variables of age, marital status, financial status, 



ethnicity, education, health status, health conditions and a dependent variable of 

depression in women by applying a regression model. 
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Future studies could use longitudinal designs to explore the patterns of use of 

health care services for various health conditions in adult women following diagnosis and 

treatment for depression. 

In sum, much needs to be learned about depression in women and depressed 

women' s health care service utilization for various health conditions. Knowledge 

obtained from additional research could be used to design effective primary, secondary 

and tertiary interventions to promote optimal quality of life for women, and to reduce 

health care costs. 

Summary 

The purpose of this study was to compare and contrast the nondepressed, mildly 

depressed, and severely depressed women on the variables of age, marital status, 

financial status, ethnicity, education, health status and health conditions for which women 

seek health care services. 

Statistically significant differences were found among the three groups on age, 

financial status, health status, and health conditions (chest pain and broken bone). 

However, no statistically significant differences were found among the three groups on 

marital status, ethnicity, education, and other health conditions. 

The Neuman Systems Model (1982, 1995) was adapted with a focus on 

environmental stressors, reactions to stressors, and reconstitution. The environmental 
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stressors included the physiological variable (health status); developmental variable 

(age); and sociocultural variables (financial status, education, ethnicity, and marital 

status). The reactions to stressors included clients who were nondepressed, mildly 

depressed, and severely depressed women. The concept of reconstitution included health 

conditions for which women utilize health care services. 

The findings reported in this study for the most part concurred with the findings 

throughout the literature about the variables of interest. The special emphasis of this 

study was to examine the differences among nondepressed, mildly depressed, and 

severely depressed womens' use of health care services for health conditions. 

Results were discussed related to the conceptual framework and the reviewed 

literature. Limitations of the study, implications for nursing practice, and 

recommendations for future research were presented in this chapter. 
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Appendix A 

Human Subjects Committee Approval of Primary Study 



'fH[ UNMRSITY Of 

Human SubjectS Committee ARizONA. 1622 E. Mabel SL 
P.O. Box l-+513i 
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Tuaon. Arizona 8572-+--5137 
(520) 626-6121 

24 February 1997 

Terry A. Badger, Ph.D. 
Mary Jo Gagan, Ph.D. 
College of Nursing 
PO BOX 210203 

RE: TUCSON BOUSE HEALTH NEEDS ASSESSMENT PROJECT 

Dear Drs. Badger and Gagan: 

We have received documents concerning your above referenced 
project. Regulations published by the U.S. Department of Health and 
Human Services [45 CFR Part 46.101 (b) (2)) exempt this type of 
research from review by our Committee. 

Please be advised that clearance fram. official authorities for site 
where proposed research is to be conducted must be obta~ed prior 
to performance of this study. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely, 

kl~~-:t-
William F Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:js 
cc: Department/College Review Committee 
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Appendix B 

Human Subjects Committee Approval of Secondary Study 



College of NuRing 

September 30, 1998 

Ms. Nadia Charania 
College of Nursing 
University of Arizona 
1305 N. Martin 
Tucson, ·AZ. 85721 

Dear Ms. Charania: 

TH£ UNIVUSITY Of 

ARizoNA. 
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1305 N. Manin 
P.O. Box 210203 
Tucson. AZ 85721..0203 
(520) 626-6154 

Your request to complete a secondary analysis of data originally collected by Teny Badger 
has been approved by the Office of Nursing Research. It is understood that this data will 
be used for your Master's thesis. 

We wish you success with your research. 

Sincerely, 

Jvvui Ct ~..fi, ~ 
~ny ':'· ga_dger, ~~ ;;r' -
Associate Professor 

TAB/th 
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University of Arizona 
Dr. Terry Badger 
College ofNursing 
Tucson, AZ 85721 
520-626-6058 

SURVEY OF HEALTH STATUS AND HEALTH NEEDS 

OF 

TUCSON HOUSE COMMUNITY 

ID# 
Interviewer Name 

Date 

Language of Interview 
English 
Spanish 

Both 

Survey used with permission of Dr. Verran 
University of Arizona College of Nursing (CMLNP Grant) 

Permission to publish was granted from Dr. Joyce A. Verran PhD, RN, F AAN 
November 18, 1998 
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PART 1 : Household Information ID# _____ _ 

Instructions: Please fill in the blanks for these columns. 

OTHERS IN HOUSEHOLD 

Person 1 2 3 4 
Answering 

M F M F M F M F M F 

Relationship to person 
answering (i.e., wife, 
husband, aunt, child, 
etc.) 

Age (years) 

Number of years of 
school 

Level of education 
completed 

Able to read local 
newspaper 

Ethnic background 

Work status 

Principal occupation 

Actual occupation 

Marital status 

Health status 

Language( s) spoken at 
home 

Language( s) you read 
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PART 1: Household Information (Continued) ID# _____ _ 

OTHERS IN HOUSEHOLD 

Person 5 6 7 8 
Answering 

M F M F M F M F M F 

Age (years) 

Number of years of 
school 

Level of education 
completed 

Able to read local 
newspaper 

Ethnic background 

Work status 

Principal occupation 

Actual occupation 

Marital status 

Health status 

Language( s) spoken 
at home 

Language( s) you read 
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ID# ______ _ 

Instructions: For the next 4 questions, please check the best answer or fill in the blank. 

1. Financially your household: 
___ Does not have enough money to pay bills 
___ Barely making ends meet 
___ Has enough money to pay bills, with a little extra 
___ Has enough money to do whatever we want 

2. For the people mentioned before, circle yes or no for health insurance coverage 
and write the type of insurance. 

3. 

Person I 2 3 4 
Answering 
y N y N y N y N y N 

Type? 

Don't know 

5 6 7 8 9 

y N y N y N y N y N 

Type? 

Don't know 

3. Do you feel you are part of a town/community? 
Yes ---
No 

4. Please name the community of which you feel a part. 

5. Are you currently involved in any community activities? 
Yes ----
No 

6. What kind? 
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ID# ______ _ 

Part 2.: Household Health Service Availability 

Instructions: The next 5 questions are about health service availability and reasons to use 
those services. You may check more than one answer for the questions. 

1. In your opinion, the following health care facilities are easily available for your 
household's use if needed: 

Private clinic ---
--- Hospital 

School Clinic ---
--- Pima County Health 

__ Urgent Care 
__ Hospital Outpatient 

Counseling Agency 
Church ---

___ Other, please specify: -------------------

2. In your opinion, the following health care services are easily available for your 
household's use if needed. 

___ Accupressure 
___ Acupuncture 

Biofeedback ---
___ Diet program 
___ Exercise program 
___ Marriage/Family counseling 
___ Addiction counseling 

___ Therapeutic massage 
Health foods ---
Ambulance ---
Air Evac ---

--- Pharmacy 
___ Crisis counseling 
___ Other _______ _ 

3. In your opinion, the following health care practitioners are easily available for 
your household's use if needed. 

___ Audiologist (hearing specialist) 
Dentist ---

--- Family physician 
___ Homeopathic physician 
___ Lay midwife 

Herbalist ---
Nurse ---

___ Nurse practitioner 
Paramedic ---

__ Occu. Therapist 
__ Optometrist (eyes) 

Pediatrician ---
Pharmacist ---

--Podiatrist (feet) 
___ Chiropractor 
___ Psychologist/counselor 
___ Social worker/( case manager) 
___ Spiritual healer 

-- Other, please specify __________________ _ 
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ID# ______ _ 

4. In what community do you and your household members receive the majority of 
the health care? 

Person Answering 1 2 3 4 

Community 

Person Answering 5 6 7 8 

Community 

5. In your opinion, the conditions that would need prompt health care service for 
yourself or others in your household are: 

___ Severe bleeding 
Bum ---

--- Chest pain 
___ Difficulty breathing 
__ Blood sputum (coughing up blood) 
___ Ear pain 
___ Back pain 

Diarrhea ---
___ Flu 
__ Cold 
__ Childbirth 

Broken bone ---
--- Pregnancy 
___ Prolonged vomiting 
___ Stomach pain 

Severe dizziness ---
___ Severe headache/migraine 

Fever ---
Suicide threat ---

___ Family violence or abuse 
___ Alcohol or drug overdose 
___ Discharge from vagina or penis 

___ Other, please specify: ------------------
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ID# ______ _ 

Instructions: For questions 6 and 7, please check the best answer. 

6. In your opinion, getting transportation to obtain health care for yourself or others 
in your household is: 

___ Very easy 
___ Easy 
___ No problem 

Somewhat difficult ---
__ Very difficult 

7. In your opinion, professional health care is sought only when family and friends 
can't provide the health needed: 

Yes ---
___ No 
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ID# ______ _ 

Part 3: Household Health Service Needs 

*SECTION A Instructions: Please tell us whether or not anyone in your household needed or 
used any of the health services listed below, in the last year. For each health service listed, 
check the column that best describes your situation. If you needed, but did not use a service, 
write the reason. 

1. Emergency 
medical care 

2. Overnight 
hospital stay 

3. Service at 
home, visiting 
nurse, doctor, 
health aide, 
nurse pract.) 

4. Counseling 

5. Routine 
illness care 

6. Treatment of 
drug or drinking 
problem 

7. Family 
planning 
services or birth 
control 

8. Service of a 
pharmacy or 
drug store 

9. Care in a 
nursing home 

10. Service of a 
pediatrician 
(children's 
doctor) 

11 . Care for 
pregnant family 
member 

12. Addiction 
screening 

13 . Childhood 
development 

14. Routine 

health care 

Did not 
need service 

Needed 
service/ 
used it 

Needed 
service/ 
did not use it 

Reason for not 
using service 
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ID# ______ _ 

SECTION B. Instructions: Please circle yes, not applicable, no or unsure if anyone in 
your household (including yourself) had the following screening tests in the last year. 

Person 1 2 3 4 
Answering 

1. Mammogram y N y N y N y N y N 
NA u NA u NA u NA u NA u 

2. Colorectal exam y N y N y N y N y N 
NA u NA u NA u NA u NA u 

3. Pap smear y N y N y N y N y N 
NA u NA u NA u NA u NA u 

4. Blood pressure y N y N y N y N y N 
check NA u NA u NA u NA u NA u 

5. Routine physical y N y N y N y N y N 
exam (blood test) NA u NA u NA u NA u NA u 

6. Cholesterol y N y N y N y N y N 
NA u NA u NA u NA u NA u 

7. Eye exam y N y N y N y N y N 
NA u NA u NA u NA u NA u 

8. Urine check y N y N y N y N y N 
NA u NA u NA u NA u NA u 

9. Dental checkup y N y N y N y N y N 
NA u NA u NA u NA u NA u 

10. Vaccination! y N y N y N y N y N 
immunization NA u NA u NA u NA u NA u 

11. Hearing exam y N y N y N y N y N 
NA u NA u NA u NA u NA u 

12. Testicular y N y N y N y N y N 
exam NA u NA u NA u NA u NA u 

13. Other (specify) y N y N y N y N y N 
NA u NA u NA u NA u NA u 

14. Other y N y N y N y N y N 
(specify) NA u NA u NA u NA u NA u 
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ID# ______ _ 

SECTION B. CONTINUATION 

Person 5 6 7 8 
Answering 

1. Mammogram y N y N y N y N y N 
NA u NA u NA u NA u NA u 

2. Colorectal exam y N y N y N y N y N 
NA u NA u NA u NA u NA u 

3. Pap smear y N y N y N y N y N 
NA u NA u NA u NA u NA u 

4. Blood pressure y N y N y N y N y N 
check NA u NA u NA u NA u NA u 

5. Routine physical y N y N y N y N y N 
exam (blood test) NA u NA u NA u NA u NA u 
6. Cholesterol y N y N y N y N y N 

NA u NA u NA u NA u NA u 
7. Eye exam y N y N y N y N y N 

NA u NA u NA u NA u NA u 
8. Urine check y N y N _y N y N y N 

NA u NA u NA u NA u NA u 
9. Dental checkup y N y N y N y N y N 

NA u NA u NA u NA u NA u 
10. Vaccination/ y N y N y N y N y N 
immunization NA u NA u NA u NA u NA u 
11. Hearing exam y N y N y N y N y N 

NA u NA u NA u NA u NA u 
12. Testicular exam y N y N y N y N y N 

NA u NA u NA u NA u NA u 

13. Other (specify) y N y N y N y N y N 
NA u NA u NA u NA u NA u 

14. Other (specify) y N y N y N y N y N 
NA u NA u NA u NA u NA u 
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ID# _____ _ 

Part 4: Household Health Care Acceptance 

Instructions: The next 10 questions are about our last visit with a health care provider. 
The visit could have been for anyone from your household (including yourself). Please 
tell us how you felt ("Very Happy" to "Very Unhappy") about the visit by choosing the 
best number and writing it in the column to the right. 

Very 
Happy 

1 

Somewhat 
Happy 

2 

Not Sure/ 
Don't know 

3 

1. The amount of time it took to get an appointment 

2. The amount of time it took to get there 

Somewhat 
Unhappy 

4 

3. The amount of time you had to wait to see the health care provider 

4. The amount of time the health care provider spent with you 

5. The amount of time the health care provider listened to you 

6. The explanation given to you about your health concerns 

7. The cost not paid by your insurance 

8. The respect shown to you during the visit 

9. The quality of the care provided 

10. The amount of time the health provider listened to your 
complaints and fears 

11. The visit to the health care provider, over all 

Very 
Unhappy 

5 



122 

ID# _____ _ 

Instructions: The next ten questions refer to how you feel about general health care 
services received by members of your household. Please write in the number that best 
reflects your feelings. 

Very Somewhat 
Happy Happy 

1 2 

12. Cost 

13. Quality 

14. Availability 

15. Convenience 

16. Helpfulness 

17. Friendliness 

18. Individual attention 

19. Patience/Not feeling rushed 

Not Sure/ 
Don't know 

3 

20. Genuine interest shown for you 

21. Cultural sensitivity 

Somewhat 
Unhappy 

4 

Very 
Unhappy 

5 
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ID# _____ _ 

Part 6: Other Information 

1. What, if anything, would you change about the health care you are receiving now? 

2. Is there anything else you care to tell us about the health care of household 
members of the services needed or available to you. 

3. In your opinion, is professional health care sought only when family and friends 
can't resolve or care for your health needs? 

Yes 
No 

4. How healthy would you say you are right now? 

A. Extremely 
B. Very 
C. Moderately 
D. Somewhat 
E. Not at all 

5. What do you mean by (eg. Extremely) health? 

6. How healthy are the members of your household right now? 
a. Extremely b. Very 
c. Moderately d. Somewhat e. Not at all 

7. Have you seen a health provider in the last year? 
Yes No 

CONTINUE WITH EVALUATION OF LA CLINICA DE LOS PUEBLOS 
bft 3/3/95 
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DEPRESSION SCALE 

Directions: Read the following statements to let me know how often you have felt this way 
during the past week. 

During the past week: 

1. I was bother by things 
that usually don't' bother 
me 

2. I did not feel like eating; 
my appetite was poor 

3. I felt that I could not 
shake offthe blues even 
with help from my family 
or friends 

4. I felt that I was just as 
good as other people 

5. I had trouble keeping 
my mind on what I was 
doing 

6. I felt depressed 

7. I felt that everything I 
did was an effort 

8. I felt hopeful about the 
future 

9. I thought my life had 
been a failure 

10. I feel fearful 

11. My sleep was restless 

12. I was happy 

13 . I talked less than usual 

14. I felt lonely 

15. People were unfriendly 

16. I enjoyed life 

17. I had crying spells 

18. I felt sad 

19. I felt that people 
dislike me 

20. I could not get "going" 

NONE A LITTLE MOD ERA TEL Y ALOT 
(Less then 1 day) (1-2 days) (3 -4 days) (5-7 days) 
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