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Personal Characteristics, Chronic Stress, and Depressive Symptoms

in Midlife African-American Women

Abstract

by

MARGARET A. WHEATLEY

Research has demonstrated the relationship between chronic stress and depressive
symptoms and supported the influence of personal characteristics on chronic stress and
depressive symptoms. However, few studies have examined these relationships in
specific minority populations. This study used Vitaliano’s model of chronic stress to
guide a secondary analysis of these relationships in a convenience sample of 206 midlife
(39-65 years) African-American women from a southern rural community. Data were
obtained from a larger study of perimenopausal southern rural African-American women.
The results showed that although the women reported relatively low levels of chronic
stress and depressive symptoms, associations with certain personal vulnerabilities and
personal and social resources emerged. Key findings were that women who rated their
health as better than others reported greater stress (F=4.097; p=.018), and greater
knowledge of menopausal symptoms and greater social support were correlated with
greater chronic stress (r=.18, p<.01 and r=.23, p<.001, respectively). Greater social
support was associated with greater severity of depressive symptoms (r=.15, p=.029).

Chronic stress and depressive symptoms were not correlated. The findings indicate that
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although African-American women in midlife may be highly satisfied with their social
support, the support that is received may not necessarily be helpful for managing stress or
depressive symptoms. In addition, it is possible that in rating their health in comparison
with others, the women only considered their physical health while stress reflected their
psychological health. Given the association between their rating of health as better than
others and greater chronic stress, perhaps these women were managing their stress so that
it was not adversely affecting their physical health. Although no relationship was found
between chronic stress and depressive symptoms, the results from this secondary analysis
will inform healthcare professionals about the role of personal vulnerability and personal
and social resources in association with chronic stress and depressive symptoms as
perceived and experienced by African-American women in midlife. The findings
indicate the need for further exploration of new, innovative, evidence-based methods that
are useful for increasing the recognition of and need for treatment of chronic stress and

depressive symptoms among African-American women in midlife.
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CHAPTER ONE
Introduction
Prevalence

Approximately, one in four Americans living in the United States (U.S.) will
experience a diagnosable mental disorder (Kessler, Chiu, Demler, & Walters, 2005).
African Americans have a higher prevalence of mental disorders and are more likely than
Caucasians to use the emergency room as a primary source of treatment for mental
illnesses (Surgeon General’s Report on Mental Health, 1999). It is estimated that 9.5% of
women and 5.8 % of men will experience a depressive episode in any given year (WHO,
2001). Approximately, 50% of African-American women report depressive symptoms
during their lifetime - a rate twice that reported by males and 50% higher than reported
rates for Caucasian women (Gatson and Porter, 2001). Of the 18 million African-
American women in the U.S., African-American women with depressive symptoms
(16%) were less likely than Caucasian women with depressive symptoms (24%) to
receive mental health treatment (McKinnon & Bennett, 2005; Surgeon General’s Report
on Mental Health, 1999). Of these African-American women, 38% are classified as
middle-aged because of their ages of 40-60 years (Gary, Yarandi, Rivers, 2001; Glazer et
al., 2002)

It is estimated that approximately 25% of the women in midlife have reported
significant depressive symptoms (Harlow, 1999). However, this statistic is based on more
than 10-year-old data for African-American women versus the current empirical findings
of depressive symptoms in Caucasian women. Because of this lack of current data, the

level of disability burden from depressive symptoms experienced by African- American
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women remains indiscernible, especially as it relates to the difference in occurrences
between African-American and Caucasian women.
Disability Burden of Depressive Symptoms

Depressive symptoms are the leading source of disability burden in the U.S. and
are a significant public health problem worldwide (Cassano & Fava, 2002; Forsell &
Winblad, 1999; Halloran et al., 1999; Lebowitz, et al., 1997, Murray & Lopez, 1996; U.
S. Department of Health and Human Services, 1999; Andrews, Sanderson, Corry, &
Lapsley, 2000). Furthermore, the burden of morbidity arising from depressive symptoms
is as challenging as that of any other illness (Greden, 2001).) Depressive symptoms are
the leading cause of disease-related disability in women (Noble 2005). Women,
particularly African-American women, are more at risk than men for stressed-induced
depressive symptoms because of these women’s coping style, social status, socialization,
and role stress. These socioeconomic conditions contribute to the economic burden
induced by depressive symptoms (Greenberg, et al., 2003). The economic burden of
depressive symptoms is driven by three main factors: prevalence rate (how far-reaching
the disorder is in the population), treatment rate (the extent to which the disorder is
treated by a professional caregiver), and debilitating nature (how impairing the condition
is among the group). In African-American women, these compelling factors escalate
economic burden beyond bearable levels of emotional wellbeing (Hayward, Crimmins,
Miles, Yang, 2000; Warren,, 1997). Although more empirical knowledge about
depressive symptoms is necessary to understand the precise impact of the economic

burden of this disability upon African-American women in midlife, it nevertheless
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remains true that the three factors indicated above do indeed contribute to this economic
burden
Midlife

Women who are between 40 and 60 years of age are considered to be in midlife
(Gary, Yarandi, & Rivers, 2001; Glazer, et al., 2002; Spraggins, 2006). Midlife presents a
challenge to some women because of considerable personal, biological, and social
changes (Bromberger & Matthews, 1996). Roles, responsibilities, and relationships of
women in midlife typically shift and udergo redefinition (Bromberger & Matthews).
Mothers in midlife experience the “empty-nest syndrome” as children mature and leave
home. These same women are becoming caregivers for their parents and other elderly
relatives. As they enter into the 4™ or 5™ decade of their lives, through their roles and
responsibilities, women begin to review their achievements and the reality of fulfilled or
unfulfilled dreams, while assessing the contributions they have made to society. Also,
they are re-evaluating established and transient support systems.

All these situations may predispose women in midlife, including African-
American women, to stress, thereby placing them at risk for depressive symptoms
(Warren, 1997). The literature suggests that depressive symptoms first occure before age
45; that is, during the onset of midlife. For women in midlife, depressive syptoms pose a
significant problem (Bromberger, Harlow, Avis, Kravitz, & Cordal, 2004). Twenty-two
percent of women in midlife have significant depressive symptoms (Blazer, Kessler,
McGonagle, & Swartz, 1994; Harlow, Cohen, Otto, Spiegelman, & Cramer, 1999).

Despite these findings, empirical data are sparse about African-American women

specifically. As a result, findings are inconsistent regarding whether they have more or
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fewer depressive symptoms than Caucasian women (Miller et al., 2004). The lack of
knowledge in this area only reinforces the questionable nature of empirical findings
related to depressive symptoms in African-American women and strengthens the need for
further research in this area (Blazer, Landerman, Hays, Simonsick, & Saunders, 1998;
Gazmararian, James & Lepkowski, 1995; Miller et al., 2004). Some researchers have
suggested that these interpretations of depressive symptoms are acceptable given the low
rate of participation in research among African-American women in midlife (Brown &
Topcu, 2003; Ford, 100; Freeman, 1998; Fremuth et al., 2001). However, in a study of
women ages 25-64 years, twice as many African-American women were found to have
depressive symptoms as Caucasian women (Gazmararian et al., 1995). In another study
that targeted middle-aged African-American women, higher levels of depressive
symptoms were reported in the African-American women than in their Caucasian
counterparts (Miller et al., 2004). Clearly, then, the very increase in numbers of African-
American women in midlife reporting depressive symptoms indicates the need for more
research to determine more precisely the prevalence of depressive symptoms in this
population.

Some reports of the low prevalence of depressive symptoms in this population
probably stem from the under-representation of this population in epidemiological studies
(Okwumabua, Baker, Wong, & Pilgram, 1997). Yet other studies report that African-
American women are at greater risk for depressive symptoms given their dual minority
status (black and female) as well as their over-representation at and below the poverty
level, creating a triple jeopardy for risk of depressive symptoms (Mills, 2000; Warren,

1997). Moreover, the few studies on African-American women in midlife have been
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framed as menopausal research (Gary et al., 2001; Mills, 2000; Okwumabua et al.;
Sharps, Phillips, Oguntimalide, Saling, & Yun, 2003). These studies have concluded that
African-American women who had reached midlife status and who had experienced
previous depressive episodes were susceptible to reoccurrences.

Depressive symptoms tend to decrease after the age of 45. Nevertheless, they
remain a significant problem for woman in midlife (Bromberger et al., 2004).
Contradictions in findings, such as those mentioned earlier, may have emerged because
depressive symptoms present uniquely in African-American women in midlife or
because typical research methodologies may not be adequate for recognizing depressive
symptoms in this population (Miller et al., 2004). For example, results from the National
Health and Nutrition Examination Survey III indicate that the lack of knowledge of
prevalence rates in African-American women in midlife may stem from the type of
depressive symptoms they display (Riolo, Nguyen, Greden, & King, 2005). Finally,
depressive symptoms of African-American women in midlife may be unrecognized,
overlooked, underestimated, misinterpreted, poorly assessed, or concealed because of
fear of stigma by themselves, family members, and professional caregivers.

Summary of Methodology of Original Study

The findings from the original study from which data for this secondary analysis
were taken have been summarized in a publication entitled “Southern Rural African-
American Women’s Health Status, Knowledge, and Income during the Menopausal
Years” (Gary et al, 2001). The principal investigator was Faye Gary, EdD, RN, from

1999 to 2001. Because the grant for the study was not retrievable, Dr. Gary has given
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written permission to use the first article, published from that original study and her
personal communication of the study for this summary (Gary et al, 2001),

In a population of 206 southern rural African-American women, Gary, et al.
(2001) examined the relationship among knowledge, health status, and income. The
literature had shown that health status was associated with income in African-American
women to a greater extent than with their Caucasian counterparts. In addition, a gap in
the literature was evident regarding African-American women’s acquisition of
knowledge about menopause. While physicians were the primary source of knowledge
about menopause for Caucasian women, African-American women obtained their
knowledge from relatives (Agee, 2000; Gary et al., Grisso, Freeman, Maurin, Garcia-
Espana, & Berlin, 1999). This familial way of acquiring menopausal knowledge
suggested that for African-American women, menopause may be viewed as a natural
occurrence rather than a state of disease. Given the limited amount of empirical data on
African-American women, Gary and her colleages focused on research questions that
addressed relationships and differences in menopausal knowledge, health status, and
socioeconomic status among these southern, rural, middle-age African-American women
(Gary et al., 2001).

Gary and her associates used a convenience-sampling procedure because of the
paucity of scientific data about southern rural African-American women (Gary et al.,
2001). The recruitment strategies included informing community leaders about the study;
visiting community organizations such as churches, day care centers, and beauty shops;
and posting informational leaflets posted in schools, rural grocery stores, churches, gas

stations, strip malls, and fast food eateries. To meet the recruitment requirements, the
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woman had to be between the ages of 40-60 years, reside in rural communities for at least
5 years, and speak English.

Gary adapted the Menopausal Health Survey (MHS), a 96-item measure,
consisting of general information and 7 subscales, from the Satisfaction with Decision
Scale (Gary, et al., 2001; Holmes-Rovner, 1996). The subscales of the MHS consisted of
the Socio-demographic Information Questionnaire (10 items), Menopausal Health Scale
(8 items), the Hormone Replacement Therapy Questionnaire (15 items), the Decision
Making Scale (19 items), the Menopausal Symptoms Instrument (12 items), the
Symptom Management Self-Care Scale (7 items), the Menopause
Information/Knowledge Questionnaire (24 items), and the Utilization Perception Of
Health Services Instrument (1 item). The internal consistency of the MHS subscales
ranged from 0.77 to 0.97 (Rothert et al., 1997). The entire MHS was administered to
each of the206 participants but only data from four of the subscales were used for the
original study: (1) the Socio-demographic Information Questionnaire, (2) the Menopausal
Health Scale, (3) the Menopause Information/Knowledge Questionnaire, and (4) the
Decision Making in Menopause Survey (Gary, et al.). Trained volunteers collected all
the data during face to face interviews.

Several findings of the study increased the empirical evidence about African-
American women and their knowledge regarding menopausal-related health status,
menopausal knowledge, and income. For instance, the investigators found a significant
association between greater knowledge about menopause and higher income. Although
African-American women in this study received other health information from physicians

and other professional caregivers, most of their menopausal knowledge came from their
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mother, female family members, and female friends. However, most of the women were
unfamiliar with basic bodily processes, risk factors, and symptoms related to menopause
and Hormone Replacement Therapy (HRT). Moreover, the women were unaware of their
risks for heart disease, bone change conditions, and illnesses that could induce memory
loss (Gary, et al., 2001).

Despite the many contributions of the original study to knowledge development,
there were limitations. Conceptual definitions for key variables were lacking, which
made it difficult for the study to be replicated. Moreover, the findings from the original
study could not be generalized beyond settings in small rural southern towns. Finally,
third parties (e. g. participant’s primary professional caregivers) did not validate reported
health status, which meant that the researcher had to rely on patients’ perceptions rather
than on objective validation through diagnosis. The findings from the study suggested
that further research was needed to discover alternative medical remedies from those
administered in the professional medical field, since it is known that 80% of treatment is
done outside the professional medical field. More generally, this study made clear the
urgent need for the development of culture-specific and evidence-based interventions,
which would increase knowledge about African-American women and their health. If this
knowledge is imparted to them, they would be able to make more informed decisions
about their menopausal status. (Chapter 3 includes additional information about the
orginal study).

Purpose of the Proposed Study
The purpose of this secondary analysis was to examine relationships among

personal factors within the person and environment and their impact on psychological



21

distress. More specifically, personal characterisctics of African-American women in
midlife, including their personal vulnerabilities, personal and social resources, and
biological status were examined in relation to chronic stress and depressive symptoms.
The personal characteristics consisted of vulnerabilities (demographics and health status),
personal resources (self-perception, socioeconomic status, knowledge, and decision
making), social resource (social support), and biological status (perimenopause and
menopause). Understanding these relationships needs to be placed in the context of the
African-American experience.
The African American Experience

There is no question that both diagnosis and treatment of depressive symptoms
need to be improved. Baker and Bell (1999) have argued that such improvement requires
an understanding of the impact of historical events upon African Americans as well as the
influence of African-American value that emphasize community and family. The African
American‘s experience is vastly different from that of other population groups in the
United States. Although African Americans have lived in America since the early 1600s
as the first African indentured servants, the majority of the ancestors of the African
Americans were forcibly brought here as slaves. During slavery, signs of psychological
distress were used to rationalize the view that slavery was beneficial for them. These
signs were perceived as indications of possible mental illness requiring health treatment.
(Jackson, 2001; Thomas & Sillen, 1979)

Signs of psychological impairment among African Americans were reported
during the first generation of slaves in the U.S. Benjamin Rush, M. D., one of the signers

of the Declaration of Independence, a mental health reformer (he is called the “Father of
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American Psychiatry”), described African Americans as suffering from an affliction
which he called “negritude,” which he claimed was a hereditary disease that caused
blackness. The only cure for “negritude” was to become white (Thomas & Sillen, 1979).
In the 1800’s, Samuel Cartwright of Louisiana hypothesized the existence of two
disorders which he called “draptomania” and “dysaethesia aethiopica” that were only
observed in slaves. According to Cartwright, “draptomania” (derived from Greek
drapetes, “a runaway fugitive” + mania, (“mania, fury, frenzy”) was a psychological
condition that predisposed a slave to run away (Cartwright, 2007). Dysaethesia
aethiopica, or hebetude, explained the tendency of slaves to create disturbances and to
disrespect property rights (Cartwright, 2007). Cartwright prescribed whipping as the cure
for this pseudo-disorder. Now, since the “cure” produced lesions, the disorder was
declared to be peculiar to African Americans. Thus the lesions were regarded as
confirming the existence of the disorder. Given the persistence of racial prejudice and
the socioeconomic constraints under which African Americans live, it is conceivable that
ill-informed clinicians today could arrive at comparably ill-founded diagnoses. In fact,
these two disorders could be readily relegated to obscurity if not for persistent efforts to
pathologize the socioeconomic issues that affect African Americans. Indeed, it is
possible that the creation of such pseudo-disorders as well as conclusions drawn from
them have laid the foundation for the current disparities in mental health and mental
health treatment between African Americans and Caucasians.

Beginning in slavery, racism underlay the inappropriate and neglectful attention
that was paid to the healthcare of African Americans. Although slave owners provided

minimal care for what they regarded as their property—thereby protecting their own
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economic interests—most slaves in fact lived and died without any health care at all. This
minimalist approach to the health of slaves laid the foundation for the disparities in health
condition, access, assessment, and treatment that are evident today.

After emancipation and during the post-Reconstruction period, either by law or
custom, African Americans continued to receive inferior treatment in the healthcare
system, including the mental healthcare system (Randall, 1993; William& Rucker, 2000).
Moreover, it was not realized that much mental illness in freed slaves, who were left to
fend for themselves, likely stemmed from starvation or poor nutrition. For example,
pellagra, a Vitamin B3 (niacin) deficiency caused by malnutrition, produces symptoms of
irritability and mental confusion. The incidence of pellagra probably influenced the rate
of mental illness in African Americans during and after slavery. Mental illness
disproportionately affected former slaves then and poor people today. In sum, slavery
and its legacy laid the foundation for today’s inequities in mental health and in mental
healthcare among African Americans, including African-American women in midlife.

Beginning in the early 20" century, Caucasian physicians were given
unprecedented authority over the entire U. S. healthcare system (Byrd & Clayton, 2000).
They developed a racially exclusive medical education and research infrastructure that
accorded little attention to the mental health problems of African Americans. As late as
the 1960s, some psychiatrists believed that physical violence among African Americans
was caused by organic brain disease (Thomas & Sillen, 1979) while others perceived it as
a reaction to oppression, poverty, racism, and afflictive social circumstances (Mills,
2000). The recommended treatment for the brain dysfunction was psychosurgery,

specifically lobotomy. In 1965, a study was designed to test the hypothesis that
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Caucasians suffer more depressive symptoms than African Americans (Dovenmeuhle &
McGough, 1965). The hypothesis could not be substantiated. On the contrary, the
findings indicated that African Americans experienced more disabling depressive
symptoms than their White counterparts. However, another study generally supported the
earlier findings, but it also revealed that African-American women 25 to 65 years of age
were twice as likely as Caucasian women, of the same age range, to have depressive
symptoms (Gazmararian, et al., 1995). The reasons for these mental health disparities
need to be further researched.

Historically, harsh conditions—including slavery and race-based exclusion from
health-related, educational, economical, and social resources—form the roots of
disparities in health, education, and socioeconomics experienced by African Americans
today (Marmot & Wilkiinson, 2003; Smedley, Stith, & Nelson, 2002; U. S. Department
of Health and Human Services, 2001). Yet, few studies have been undertaken to
demonstrate precisely how these factors impact the mental health of African Americans
generally, let alone African-American women in midlife.

There is little empirical data on African-American women as a unique and diverse
group and the incidence of depressive symptoms in this population is unknown (Brown
& Topcu, 2003; Ford, 1999; Kohn & Hudson, 2002; Mills, 2000). The paucity of studies
may be explained, at least in part, by the negative view of research in general among
African Americans, including their fear of being regarded as guinea pigs. There are also
comparatively few African American researchers, whose presence might allay these

fears. Finally, however, it is possible that the health needs of African-American women
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are simply not deemed worthy of serious attention (Arean & Gallagher-Thompson, 1996;
Brown, Schulberg, & Madonia, 1996; Steffens, Artigues, Ornstein, & Krishnan, 1997).

African-American women also participate only minimally in research, and their
lack of participation poses a serious barrier to research on issues that affect them.
However, the reasons for their lack of participation are more complex than those that
underlie their mistrust of the majority-dominated healthcare system; nor can it be
assumed that they are ill-informed about the need for their inclusion in research
(Freedman, 1998). For example, studies have validated that although many African-
American women have heard about the Tuskegee study and its ramifications, this
information would not deter them from participating in research (Brown & Topcu, 2003).
This suggests that the increased participation of African-American women in research
does not face an insurmountable barrier. Their participation should therefore be
encouraged, because such research—including studies of the incidence of depressive
symptoms in this population of women—would lead to the knowledge that is essential for
improving the general health and mental health of these women, and in turn, for
improving the health of the community (Freimuth et al., 2001).

There are four main reasons why there is a paucity in research conducted so far on
depressive symptoms among African-American women in midlife (Carlson &
Chamberlain, 2004; Freedman, 1998; Freimuth et al., 2001). First, the focus of research
has been on men rather than women. Second, African-American women lack adequate
knowledge about the purposes and possible uses of proposed research projects. Third,

they often receive care in institutions that don’t participate in research; therefore they are
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not easily recruitable as subjects or participants. Fourth, they fear bias in researchers
toward African-American women.

In a 15-year-long analysis of clinical trials on depressive symptoms, a study
involving 10,000 participants, little empirical data were found regarding outcomes of
mental heath care for African Americans, including African-American women in midlife
(U. S. Department of Health and Human Services, 1999). For 50% of the participants,
neither race nor ethnicity was indicated (Miranda, Nakamur, & Bernal, 2003; U. S.
Department of Health and Human Services). For another 7% of the participants, it was
difficult to ascertain a specific ethnic group although they specified “nonwhite”
membership. No study investigated the efficacy of treatment by race or ethnicity (U. S.
Department of Health and Human Services).

For African-American women, mental health services are less available and less
accessible (U.S.Department of Health and Human Services, 1999). Thus, these women
are less likely to receive essential mental health services; and when they do receive
treatment, it is more likely to be of poor quality. Moreover, as noted earlier, African-
American women have been underrepresented as participants in mental health research
(Miranda et al., 2003). The relationship between depressive symptoms and chronic stress
is one area in which research is lacking.

Depressive Symptoms

As emphasized by Gary and Yarandi (2004), it is important to distinguish
between depressive symptoms and depression, because their cultural implications are
different. Depression is a psychiatric disease that is clinically diagnosable on the basis of

a person’s past psychiatric history and presenting psychiatric symptoms. On the other
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hand, depressive symptoms of a certain duration and level of severity may warrant a
diagnosis of depression. The symptoms can be classified as either somatic (physical) or
non-somatic (psychological) (Okulate, Olayinka, & Jones, 2004; Tylee & Gandhi, 2005).
How these symptoms are manifested depends on cultural identity, expressions of
symptoms, and explanation for these symptoms. However, whether the issue is
depression or depresssive symptoms, culture determines how people will cope with these
and other adverse issues, situations, and problems in their lives (Mills, 2000; Smedley et
al., 2002; U. S. Department of Health and Human Services, 2001).

When suffering from depressive symptoms, African-American women’s most
frequent complaints are somatic in nature (Drayer et al., 2005; Katona et al., 1997; Mills,
2000). These somatic complaints include appetite changes, sleep disturbances, pain,
headaches, fatigue or lack of energy, respiratory complaints, feelings of numbness in
extremities, episodes of feeling hot and cold, and weight loss (Blazer et al., 1998; Judd &
Akiskal, 2000; Tyree & Gandhi, 2005). Because African-American women focus on the
somatic rather than depressive symptoms, detection by primary caregivers of the actual
condition may be weakened (Schwenk, Coyne, & Fechner-Bates, 1996).

Somatic and Non-somatic Symptoms

Somatic symptoms include changes in appetite and libido, lack of energy, sleep
disturbance, nonpainful somatic symptoms (e.g., dizziness, palpitations, dyspnea), and
general aches and pains (e.g., headache, backache, musculoskeletal aches, and
gastrointestinal disturbances (American Psychiatric Association, 2000; Tyree & Gandhi,
2005). As a precautionary measure and sometimes because caregivers are not aware that

these symptoms are depressive symptoms, the identification of physiological disease
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disease takes place first or may be the only assessment done (Brown et al., 1999). Thus,
depressive symptoms may be suspected only if manifested non-somatically; e.g. as
depressed mood, anxiousness, restlessness, irritability, excessive crying, loss of interest
or pleasure, poor concentration, feeling of worthlessness or hopelessness, and guilt
(American Psychiatric Association, 2000; Tylee et al., 2005).
Primary Care

Because of the stigma attached to depressive symptoms, and because African-
American women express psychological distress through somatic symptoms, African-
American women seek much of their care for depressive symptoms in the primary care
setting (Brown & Schulberg, 1998; Judd et al., 1998; Schwenk & Fechner-Bates, 1995;
Snowden & Pingitore, 2002). Even so, in this setting their depressive symptoms are
detected less frequently than those of Caucasian women with depressive symptoms in the
same setting (Brown et al., 1996). Hypertension is the only condition that outranks
depressive symptoms as the most common chronic condition encountered in primary
care, but under-recognition (50% of the time) and misdiagnosis (33% of the time) of
depressive symptoms are still quite common (Lecrubier, 2001). Empirical data show that
African-American women are more likely than Caucasian women to report
suspiciousness or paranoia of the healthcare system and its caregivers (Whaley, 1998).
This attitude of wariness, along with the way the African-American woman expresses her
depressive symptoms may hinder the recognition of depressive symptoms (Brown et al.,
1996; Okwumabua et al., 1997). Understandably, these conditions in the patient-caregiver
relationship can adversely affect the quality of this relationship and possibly lead to

premature termination of treatment.
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Another reason why depressive symptoms in African-American are overlooked
pertains to the nature of the primary caregiver’s training. To a greater extent than
psychiatrists and other mental health practitioners, primary care practitioners have to deal
with the interplay between psychological and physiological symptoms (Brown &
Palenchar, 2005). The non-typical presentation of depressive symptoms (emphasis on
somatic complaints) in an African-American woman in midlife therefore makes it
difficult for the healthcare giver to recognize that the patient has depressive symptoms
(Brown et al., Dana, 2002; Dixon, 2001; Mills, 2001). Of those African-American
women in whom the symptoms are accurately identified, 60% receive treatment but the
treatment is seldom tailored to the established diagnosis and is appropriate in only about
5% of the cases (Lecrubier, 2001). These disparities in care underscore the need for
accurate identification of depressive symptoms of African-American women, especially
those in midlife (Snowden, 2001).

Misdiagnosis

African Americans in general and African-American women in particular, are at
greater risk than Caucasian women for misdiagnosis of depressive symptoms (Brown et
al., 1996; Leo, Sherry, Michalek, & Pollock, 1997; Neighbors, Trierweiler, Ford, &
Muroff, 2003). Traditional mental health professionals have not been sensitive enough to
the ways that African Americans perceive, define, and express symptoms of
psychological distress (Snowden & Pingitore, 2002; Strakowski, 1995; Zhang &
Snowden, 1999). Even though the need for cultural competence has been emphasized in

the literature since the 1970s, many providers remain culturally incompetent, to the extent
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that they do not perceive the differences in the manifestation of depressive symptoms in
people who do not look like them (Brown et al., 1996; Mills & Henretta, 2001).

Depressive symptoms are often misdiagnosed in African-American woman in
midlife for the following reasons: (1) Cultural barriers, particularly those where the
display of depressive symptoms may be masked by language and behavioral mannerisms
that are neither familiar nor acceptable to the healthcare giver. (2) African-American
women generally mistrust healthcare givers. Their mistrust is based partly on the
perception of not being heard or of being misunderstood by the healthcare giver. Such
mistrust on the part of the African-American woman is often perceived as suspiciousness
or paranoia, which leads the healthcare provider to misdiagnose the condition. (3)
Symptoms not commonly associated with depressive symptoms, e.g. somatic symptoms,
may be misdiagnosed as physical ailments (Brown et al., 1996)

Stress and Anxiety
Anxiety

Stress and anxiety are often used interchangeably but they are two separate but
related concepts (Endler, 1997; Wong, Cheung, Chan, Ma, & Tang, 2006).Anxiety is a
feeling of apprehension and fear that has physical, cognitive, and emotional
manifestations. Some symptoms of anxiety are similar to symptoms of stress. The
physical symptoms, which are more severe than those of stress, include rapid heart rate,
shortness of breath, dizziness, irritability, insomnia, or a range of other physical
complaints. Cognitively, one who experiences anxiety symptoms also tends to think in
catastrophic terms; i.e., “the ‘worst’ is going to happen”. The emotional hallmark

symptoms of anxiety include fear or apprehension. Anxiety disorders tend to be chronic
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and unremitting if left untreated. Wong et al. (2006) reported that stress, anxiety, and
depressive symptoms are highly correlated. Other studies report that anxiety acts as a
moderator in the relationship between stress and depressive symptoms. Because data on
anxiety were not collected in the parent study, it could not be analyzed in this secondary
analysis.

Stress

Some researchers contend that stress precedes one’s experience of anxiety
(Endler, 1997; Keane, Taylor, & Penk, 1997; Lesse, 1982). Stress is defined as “the non-
specific response of the body to any demand,” which requires the person to re-adapt
patterns of behavior (Selye, 1998). Some individuals may even experience physical
symptoms that are associated with being under stress. These include headaches,
irritability or short-temperedness, insomnia, experiences of nausea or other forms of
stomach distress. Stress is a normal reaction but can become a problem when
environmental demands exceed the person’s ability to cope (Marmot & Wilkinson,
2003). Positive events can be just as stressful as negative events. However, most people
are able to cope with such events, which may in fact be temporary.

There has been a lack of consensus in definitionsfor various types of stress, e.g.,
daily hassles, life events, and chronic stress (Hahn & Smith, 1999). Lazarus mistakenly
used the word “chronic” when describing daily hassles. However, some researchers have
observed that daily hassles are actually events of low intensity and they occur once or
infrequently (Hahn & Smith; Pratt & Barling, 1988). Most recent researchers regard

hassles as daily, minor, annoying, clusters of events (Pratt & Barling, 1988). Multiple
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hassles can occur in a single day, but each of the events is a hassle because each one
occured only once (Hahn & Smith; Pratt & Barling).

Pratt and Barling (1988) defined life events as conditions that occur once or
infrequently, but have a high impact and intensity. The only clear definition of acute
stress found in the literature is so similar to the definition of life events, that it is hard to
differentiate them (Pratt Barling). The researchers defined acute stress as stress of short
duration, infrequent, but of high intensity or impact. Chronic stress occurs as an arousal
to a perceived threat or when one feels beset by life’s events (Hahn & Smith, 1999; Pratt
& Barling). Chronic stress is an outcome from a major traumatic event that occurs more
than once over a period of time. It results from conditions in the environment that are
demanding on an ongoing and relatively unchanging basis (Eckenrode, 1984; Hahn &
Smith). According to some researchers chronic stress may be of high or low intensity
(Pratt and Barling). According to other researchers, the feature that distinguishes chronic
stress from other types of stress is its high frequency of occurrences (Hahn & Smith,
1999; Pratt & Barling, 1988).

Chronic Stress

The intensity and frequency of chronic stress have been the major reasons offered
to account not only for the differences in depressive symptoms between African-
American women and Caucasian women, but also for the extent to which within-group
variability of depressive symptoms may be explained (George & Lynch, 2003). African-
American women probably experience more chronic stress than Caucasian women. At
equal levels of chronic stress, African-American women could react more intensely than

Caucasian women (George & Lynch) George and Lynch argued that according to the



33

stress exposure hypothesis, African-American women report higher levels of depressive
symptoms than Caucasian women because they are exposed to greater stress. In a study
by Ulbrich, Warheit, & Zimerman (1989), African-American women were more
vulnerable than Caucasian women to depressive symptoms when confronting undesirable
life events, but less vulnerable when exposed to chronic economic problems.
Personal Characteristics

The manifestation of depressive symptoms in chronic stress is influenced by
personal characteristics (Vitaliano, DeWolfe, Maiuro, Russo, & Katon, 1990). This
secondary analysis adopted the view of Marmot & Wilkinson (2003) that personal
characteristics are specific influencing factors that interact with the environment.
Personal characteristics consist of vulnerabilities, personal resources, social resource, and
biological status (Vitaliano et al., 2002). Vulnerabilities include demographic
characteristics (age, marital status, and health status. Personal resources include self-
perception (self-esteem), socioeconomic status, knowledge about perimenopause and
menopause, and decision making while a key social resource is social support. Biological
status is indicated as perimenopause or menopause. Vulnerabilities are shaped by the
individual’s traits and proclivities, suggesting that, in general, they are fixed and less
controllable by the environment (Vitaliano et al., 2002. The other personal
characteristics—personal and social resources and biological status—are more flexible
and more controllable by the environment. The personal characteristics selected for this
secondary analysis were restricted to the information obtained in the parent study.
According to Lundburg (1999), chronic stress has a direct impact on depressive

symptoms, unless personal characteristics minimize the impact (Hauenstein, 1996).
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Chronic Stress Framework

Vitaliano’s (2002) chronic stress model is a parsimonious and systematic
representation of the Transactional (cognitive-phenomenologic) Model of Stress devised
by Lazarus & Folkman (1984). A core assumption of this model is that any situation may
be assessed as threatening or benign, but no event can be considered inherently stressful.
This framework holds that stress depends on subjective and cognitive appraisals that
develop from the dynamic interplay (interaction) between person and environment
(Lazarus, DeLongis, Folkman, & Gruen, 1985). Chronic stress is considered to be a
transactional phenomenon that is dependent on the meaning a person ascribes to the
stimulus; i.e. the event or experience. Person-environment transactions are accordingly
viewed as chronic stress experiences based first on appraisal by the person and then on
the resources at the person’s disposal.

Vitaliano (2002) used his model to study the interrelationships among chronic
stress, psychophysiology, and coronary heart disease. Both Lazarus’ framework and
Vitaliano’s model highlighted relationships between chronic stress and depressive
symptoms (Lazarus &Folkman, 1984; Vitaliano et al., 2002). In Vitaliano’s model,
depressive symptoms were referred to as psychological distress (See Figure 1). In this
model, the vulnerabilities of demographic characteristics and health status were viewed

as less changeable, less flexible, and less
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Figure 1. Vitaliano’s Model of Chronic Stress
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controllable than either personal resources (self-perception, socioeconomic status,
knowledge, and decision making) or social resources (social support). In Vitaliano’s
model, one can see how chronic stress, personal resources, and personal vulnerabilities
were related to social resources and these four were related to psychological distress. In
his model, psychological distress was related to poor health habits and metabolic
syndrome, while chronic stress was related to poor health habits, which in turn was
related to heart disease. Finally, poor health habits were related to metabolic syndrome,
which in turn had an indirect effect on coronary disease.

In Vitaliano’s model, the antecedents of psychological distress and social
resources were chronic stress, personal resources, and personal vulnerabilities.
Therefore, psychological distress may be an outcome from chronic stress, personal

resources, and personal vulnerabilities, or indirectly through social resources. However,
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in this secondary analysis, the relationships among these concepts were interpreted and
examined in a different way. In Vitaliano’s model, chronic stress was conceptualized as
an environmental influence (operationally defined as caring for a spouse with
Alzheimer’s disease). Vitaliano did not define chronic stress directly but referred to the
Transactional Model of Stress designed by Lazarus and Folkman in talking about chronic
stress.

Vitaliano’s model was chosen and adapted for this secondary analysis for several
reasons:
(1) his model focused on illness rather than the population; therefore, it can be used with
any ethnic group; (2) it is a generic model and thus transcends disease conditions; (3) it is
a model that identifies the basic social determinants that influence depressive symptoms;
(4) it allows for an almost limitless number of research topics for study; and (5), it can be
adapted for future studies. In fact, this study’s theoretical framework (see Table 2) is an
adaptation of Vitaliano’s model of chronic stress. The specific concepts drawn from his
model to study are psychological distress, chronic stress, social resources, personal
resources and personal vulnerabilities. However, in this study’s theoretical framework,
psychological distress is inferred from depressive symptoms. Moreover, in the research
model, social support was not regarded as an environmental feature, but rather as a

personal characteristic because the data reflected perceptions of social support.
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Figure 2. Substruction based on theoretical framework of study
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Vitaliano’s model has been adapted from the perspective of the nursing paradigm.

According to Fawcett (1999) the metaparadigm of nursing is represented by the four

concepts of person, environment, health, and nursing. Person refers to the receiver of

nursing, which includes individuals, families, communities and other groups. The

individuals in this study were African-American women in midlife whose personal

characteristics are operationalized at the measure level. Environment refers not only to

external surroundings, but also to the settings in which nursing takes place. Mental health
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refers to the individual’s state of psychological condition, and can range from optimal-
level psychological wellness to mental illness (Fawcett, 1999). Examining mental health
holistically, the Beck Depression Inventory II operationalizes mental health in terms of
the absence of depressive symptoms that constitute depression (mental illness). Only
three of the four constructs (person, environment, and health) were examined in this
study because the study was a descriptive rather than an intervention study. Therefore,
nursing actions and activities were not examined. However, the findings from this
secondary analysis may suggest possible nursing interventions.

Figure 3. Substruction based on theoretical framework of study
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