
37? 
Bid 

FACTORS INFLUENCING ATTITUDES TOWARD 

SEEKING PSYCHOLOGICAL HELP IN 

YOUNGER AND OLDER ADULTS 

DISSERTATION 

Presented to the Graduate Council of the 

University of North Texas in Partial 

Fulfillment of the Requirements 

For the Degree of 

DOCTOR OF PHILOSOPHY 

By 

Gale R. Gray, B.A., M.A. 

Denton, Texas 

December, 1993 



37? 
Bid 

FACTORS INFLUENCING ATTITUDES TOWARD 

SEEKING PSYCHOLOGICAL HELP IN 

YOUNGER AND OLDER ADULTS 

DISSERTATION 

Presented to the Graduate Council of the 

University of North Texas in Partial 

Fulfillment of the Requirements 

For the Degree of 

DOCTOR OF PHILOSOPHY 

By 

Gale R. Gray, B.A., M.A. 

Denton, Texas 

December, 1993 



Gray, Gale R., Factors Influencing Attitudes toward 

Seeking Psychological Help in Younger and Older Adults. 

Doctor of Philosophy (Psychology), December, 1993, 193 pp., 

10 tables, 8 figures, references, 171 titles. 

The major purpose of this study was to test a 

hypothesized structural model that included many of the 

variables that have been found to influence people's 

attitudes toward seeking psychological help and investigate 

if these variables and their inter-relationships are 

different for young versus older adults. This study offers 

a more comprehensive investigation than previous research by 

testing and modifying two structural models of help-seeking 

attitudes, one for young adults and one for older adults. 

This makes it possible to examine how these variables differ 

for the two age groups. 

Data from 292 subjects was gathered over a six-month 

period. Two groups of subjects were sampled, a young group 

(N = 135) and an old group (N = 157). A questionnaire was 

developed which contained a number of questions, scales, and 

checklists for measuring each of the twenty variables used 

in this study. The data analyses were conducted with the 

computer programs PRELIS and LISREL 7. PRELIS was used to 

calculate a covariance matrix for all variables used in the 

models. This matrix was subsequently analyzed by the LISREL 



7 program. First the measurement model using the data from 

both age groups was explored, modified and confirmed. The 

structural model was then tested and revised for the young 

group and the resultant model was tested and modified for 

the old group. 

The variables originally hypothesized to directly 

affect help-seeking attitudes received mixed support. Two 

important variables that directly impact help-seeking 

attitudes, regardless of age, are knowledge about the mental 

health profession and perceived barriers. Several other 

variables were found to influence help-seeking attitudes, 

but these variables differed for the two age groups. For 

the young, breadth of conceptions about mental illness and 

income directly influence attitudes, whereas history of 

previous use of psychological services and gender directly 

affect attitudes for the old group. Although there are many 

differences between the two models, there were several 

important similarities involving the indirect effects of 

certain variables on help-seeking attitudes. The findings 

are discussed and the important implications for both 

understanding and improving people's attitudes are offered. 
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CHAPTER I 

INTRODUCTION 

People 65 years and older are the fastest growing 

segment of our population. It has been estimated that by 

the year 2000 one out of every eight persons will be over 65 

(Huttman, 1985). With this expected increase comes 

increased pressure to understand and serve the needs of 

older adults. In response to this expected rise researchers 

and service providers in the mental health field have begun 

to study the prevalence of mental illness in older people 

and to question whether or not their needs for mental health 

services are being met. 

Prevalence of Mental Illness in Older Adults 

There have been several large-scale epidemiological 

studies on rates of mental illness in the United States 

(Abraham & Patterson, 1978-79? Blazer & Williams, 1982; 

Bliwise, McCall, & Swan, 1987; George, Blazer, Winfield-

Laird, Leaf, & Fischbach, 1988; Himmelfarb & Murrel, 1984). 

It has been estimated that between 4.2 million (15%) and 7.0 

million (25%) of the current 28 million Americans over the 

age of 65 suffer from significant mental health problems 

(Roybal, 1988). In a recent study the figures for 

diagnosable psychiatric disorders in late life ranged from a 



high of 26% for serious cognitive impairment to less than 1% 

for schizophrenia (Bliwise, McCall, & Swan, 1987). 

Furthermore, of those older adults suffering from cognitive 

impairment 10% to 30% were found to be associated with 

disorders that are reversible with some form of 

intervention• 

Suicide rates for older adults are also high, 

especially among white males. Cohen (1990) reported that 

white males age 65 to 74 had a 25% higher rate of suicide 

than younger adults (age 18 to 24). Even more alarming are 

the figures for males age 75 to 84. When compared to the 

younger group, this segment had a 70% higher rate of 

suicide. 

Prevalence Rates Versus Need for 

Mental Health Services 

Even though these statistics seem high, some 

researchers have suggested that these studies may give a low 

estimate of the need for mental health services (Murphy, 

1988). George et al. (1988) noted that these surveys only 

use community residents. Rovner, Kafonek, Filipp, Lucas, & 

Folstein (1986) reported that 94% of the residents in a 

sample of nursing homes had mental disorders. Furthermore, 

there is some evidence that older people may either 

deliberately or inadvertently report symptoms of mental 

illness incorrectly (Breytspraak & George, 1982; Barbee & 



McLaulin, 1990; Brody, 1985; Monk, 1990; Waxman, 1986). 

Thus, there may be a significantly large discrepancy between 

the figures generated by these epidemiological studies and 

the actual number of older adults needing mental health 

services. 

These large surveys may also miss people who need 

services but do not have symptoms of sufficient severity to 

warrant a diagnosis. Blazer, Hughes, & George (1987) found 

that 27% of their sample exhibited depressive symptoms but 

were considered "borderline cases" because they did not 

report symptoms severe enough for any diagnostic category. 

Brody (1985) also found that worries, upsets and mental 

health symptoms (e.g., depression, anxiety, restlessness, 

sadness, or feeling crazy) were reported by over half the 

subjects in the sample. All emotional/mental symptoms 

together were the third most freguently reported health 

problems, with only pain and fatigue or weakness being 

reported more often. These mental health symptoms were 

reported to be more bothersome to the subjects than either 

pain or fatigue. These results suggest that even though 

many older adults experience symptoms that warrant 

psychological interventions, these symptoms have not been 

taken into account when describing the mental health 

problems of older adults and their need for services. 



Finally, people may not experience the same symptoms in 

each of the diagnostic categories throughout the lifespan. 

For example, a recent study found support for two types of 

depressive syndromes in older adults. One was the more 

general and classic depressive syndrome and the other was 

labeled the "depletion syndrome of the elderly" (Newmann, 

Engel, & Jenson, 1991). The stable features of the 

"depletion syndrome" are "feelings of worthlessness, feeling 

no interest in things, experiencing a loss of appetite and a 

general sense of hopelessness, along with thoughts of death 

and dying" (Newmann, Engel, & Jenson, 1991, p. 225). These 

symptoms were more often reported in a group of subjects 65 

to 92 years old than in a group of subjects 51 to 64 year 

old. Furthermore, the prominent symptoms of dysphoric mood 

and feelings of self-blame, generally associated with the 

classic depressive syndrome, were often not reported by the 

older group. It is likely that older persons experiencing 

these symptoms of the "depletion syndrome" were not 

diagnosed in earlier epidemiological studies. These large-

scale studies, while providing a fairly accurate view of the 

rates of diagnosable psychiatric disorders in the community, 

may underestimate the numbers of older persons who need 

mental health services (Blazer, George, & Winfield, 1991). 



Use of Mental Health Services 

Among Older Adults 

Given these arguments for the growing need of mental 

health services by older adults it is disturbing to note 

that many older adults do not use these services. This is 

not a problem, however, that is limited to older people. 

George et al. (1988) stated that a majority of adults in the 

United States with mental health problems, regardless of 

age, do not obtain mental health services. This situation 

seems to have improved since the 1950s. In a study 

comparing the use of mental health services in 1957 with 

that of 1976, Kulka, Veroff, & Douvan (1979) found that in 

1976 adults (people over the age of 21) were more likely to 

have sought specialized professional help than in 1957. 

Many studies, however, indicate that older adults 

continue to be less likely to obtain services from specialty 

mental health providers than other adults (Fox, 1984; George 

et al., 1988; Goldstrom et al., 1987; Lasoski & Thelen, 

1987; Mechanic, Angel, & Davies, 1991). Furthermore older 

people's use of mental health services remains low even 

after they are diagnosed with a mental health problem 

(Goldstrom et al., 1987), and regardless of the severity of 

the problem (Smyer & Pruchno, 1984). 



Reasons for Under-Utilizing 

Mental Health Services 

There have been a number of explanations offered by 

researchers to account for the low utilization of mental 

health services by older adults. These include 

accessibility of specialized services, misconceptions of the 

aging process, and characteristics and attitudes of older 

adults. 

Accessibility of Specialized Services 

It has been suggested that there is a lack of 

specialized geriatric mental health services and that this 

accounts for the low utilization rates of psychological 

services by older people (Barton, 1986? Buckwalter, 1986; 

Light, Lebowitz, & Bailey, 1986). There is some support for 

this explanation. For example, it has been shown that 

programs that are specialized for target populations do 

increase utilization rates. Light, Lebowitz and Bailey 

(1986) found that Community Mental Health Centers (CMHCs) 

offering specialized services for older people (i.e., 

assessment, comprehensive physical and medical exams, 

information and referral, support groups, etc.) reported 

serving more older clients than CMHCs that did not target 

services for this population. It was also found that the 

CMHCs with specific programs provided services in a greater 

number of locations than non-specialized CMHCs. These 



services were most frequently provided at nursing homes, in 

the clients' homes, senior centers, senior housing, 

nutrition sites, and community residential facilities. The 

increased number of service locations appears to increase 

the number of older people served. It seems that outreach 

programs are important in adequately serving this population 

(Barton, 1986; Buckwalter, 1986; Selan & Gold, 1980). 

Increasing accessibility of mental health services by going 

to where groups of older adults congregate increases the use 

of these services by those who may be in need. 

Misconceptions of the Aging Process 

Another explanation for under-utilization of mental 

health services by older adults is the public's general 

misunderstanding about the aging process. It appears that 

the public is misinformed about what are the normal 

consequences of aging and how these are different from 

abnormal diseases and disorders that warrant professional 

treatment. Several researchers have noted that many people 

believe that Alzheimer's disease and other abnormal mental 

conditions are a part of normal aging (Gatz & Pearson, 1988; 

Hagebak & Hagebak, 1983). Brody (1985) found that older 

people frequently state that they do not report mental 

health symptoms to their physicians because they associate 

these symptoms with growing old or believe that these 

symptoms are not treatable. 
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Alarmingly, these views also appear to be held by many 

professionals. Several studies have shown that the 

diagnoses, prognoses, and selected treatment plans of 

various professionals are often based on false assumptions 

about aging and older adults (Eisdorfer, 1981; Ford & 

Sbordonne, 1980; Perlick & Atkins, 1984; Rodin & Langer, 

1980; Setting, 1982; Waxman & earner, 1984). Waxman and 

earner (1984) found that even though physicians noted 

symptoms of mental disorders in 21 of the 32 patients 

(65.6%) in their study, only four were diagnosed, and only 

five were treated for their symptoms. It was also noted 

that none of these patients were referred to mental health 

professionals for evaluation or treatment. Physicians seem 

to be aware of mental health problems, but do not diagnose 

them as mental disorders nor make the appropriate referrals 

to specialized service providers. Many health professionals 

lack knowledge about the psychiatric disorders that are 

prominent in older adults and may not think this population 

would benefit from psychological interventions. 

This bias is not limited to physicians. Perlick and 

Atkins (1984) found that older adults were more often given 

the diagnosis of organicity or dementia, while middle-aged 

adults received a diagnosis of depression when the only 

information that varied was the patients' ages. Using 

similar methods, both Ford and Sbordonne (1980) and Rodin 



and Langer (1980) found that psychiatrists more often 

recommended drugs over psychotherapy for older patients as 

compared to younger patients. Karasu, Stein, and Charles 

(1974) also noted that older clients are perceived as sicker 

and less treatable than younger clients or clients who are 

the same age as the therapist. There appears to be a 

pervasive misunderstanding and a lack of information about 

aging in general, and older adults in particular, by both 

the public and many professionals. Older adults often do 

not seek specialized mental health services and are not 

referred for these services by their physicians. 

Furthermore, when they do see a mental health professional 

they often encounter biases that younger adults do not. 

Characteristics and Attitudes of Older Adults 

Another frequently cited reason for the under-

utilization of mental health services by older adults is 

that they possess characteristics and attitudes that block 

their use of these specialty services. Many researchers and 

service providers appear to believe that these 

characteristics are major deterrents to older people's use 

of mental health services (Gaitz, 1974? Hagebak & Hagebak, 

1980; Lasoski, 1986; Steuer, 1982). These purported 

characteristics and attitudes of older people include lack 

of awareness about the availability of mental health 
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services, misconceptions about these services, and a 

reluctance to report mental health symptoms. 

Awareness of Mental Health Services. Several studies 

have shown that older adults are typically uninformed about 

community services in general and mental health services in 

particular (Smyer and Pruchno, 1984; Snider, 1980). Kushman 

and Freeman (1986) found that out of 11 types of services, 

mental health services were the least likely to be known 

about by their sample. Furthermore, in a study conducted by 

Lasoski and Thelen (1987) subjects were asked why they 

thought that older adults use outpatient clinics less than 

younger adults. This sample rated lack of awareness as the 

strongest reason for low utilization. Knowledge about the 

cost of these services was the second most frequently 

selected reason. The perception of mental health services 

being unaffordable was also noted by another sample of 

community dwelling adults as the dominant barrier to seeking 

these services (Stefl & Prosperi, 1985). Thus, older people 

may not use these services because they either do not know 

these services are available or if they have this 

information, they may believe that these services are beyond 

their means to pay. 

Misconceptions about Psychological Services. Knowledge 

about the availability of mental health services, however, 

may not guarantee an increase in service use. Some 
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researchers state that older adults appear to under-utilize 

these services because they fear what may happen to them if 

they seek psychological help (Eisdorfer, 1981; Lasoski & 

Thelen, 1987). Lasoski and Thelen (1987) found that when 

older subjects are asked about what kinds of treatment would 

be best for a person with a mental disorder, they tended to 

select inpatient modes of treatment more frequently than 

middle-aged adults. It appears that older people may 

believe that if they seek treatment for a mental health 

problem they will be placed in an institution, which may 

have been the case before the de-institutionalization 

movement of the 1960s. Thus, older adults may not realize 

that today there is a continuum of services, ranging from 

short-term outpatient counseling to long-term inpatient 

institutionalization and that these services vary according 

to the severity of mental health problems. 

Reluctance to Report Mental Health Symptoms. Several 

researchers have also noted that many older adults fail to 

recognize or are reluctant to define their problems as 

psychological in nature (Brody, 1985; Hasin & Link, 1988; 

McCauley & Teri, 1990; Monk, 1990; Romaniuk, 1982; Waxman, 

1986; Waxman, Garner, & Blum, 1983). For example, those who 

had significant symptoms of depression reported more 

complaints of cardiovascular symptoms than "non-depressed" 

patients (Waxman, earner, & Blum, 1983). Rather than 
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reporting symptoms of depression to their physicians, older 

adults report symptoms of physical discomfort. Further, 

Waxman, earner, and Klein (1984) found that a majority of 

their sample (63.1%) reported that they would not tell any 

health professional about severe symptoms of depression and 

many (41.7%) would not report severe symptoms of cognitive 

impairment. Brody (1985) also found that older adults are 

reluctant to report most of their symptoms; only one percent 

of the symptoms that this sample experienced were reported 

to health professionals. Finally, Hasin and Link (1988) 

found that older subjects are less likely than younger 

subjects to characterize major depression as a psychological 

or emotional problem. It seems likely that this reluctance 

to report mental health symptoms is related to older 

people's fear of being permanently institutionalized after 

seeking help for these problems and thus tends to lower 

their utilization of psychological services. 

These characteristics and attitudes attributed to older 

adults may, however, be based on stereotypical views of 

older people. Pratt and Kethley (1980) suggest that these 

perceptions of older adults may actually reflect the 

negative attitudes and beliefs about aging that are held by 

professionals rather than being an accurate view of older 

people. It has been found that many professionals who are 

involved in service provision, including CMHC directors, 
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believe that negative attitudes held by older people pose a 

significant barrier to delivering mental health services to 

this age group (Spore & Atchley, 1990). Spore and Atchley 

(1990) however, conclude that these perceptions have not 

been adequately tested, and there needs to be more research 

investigating older people's attitudes toward seeking 

psychological help before such perceptions can be given 

credence (Spore & Atchley, 1990). 

Other researchers have also questioned the assumption 

that older adults are more reluctant to use mental health 

services than other adults (Biegel & Farkas, 1989; Gatz et 

al., 1985; Knight, 1986; Lebowitz, Light, & Bailey, 1987; 

Spore & Atchley, 1990; Stefl & Prosperi, 1985). Gatz et al. 

(1985) suggested that many adults, regardless of their age, 

have negative attitudes toward mental health professionals 

and the services that they provide. This seems very likely 

given that a majority of adults who need mental health 

services do not use them (George et al., 1988). Thus, there 

are conflicting opinions about whether these characteristics 

and attitudes are only attributable to older people or 

whether they are also typical of all adults who do not 

utilize mental health services. 

Attitudes Toward Seeking Psychological Help 

Research on attitudes toward seeking psychological help 

seems to address this issue. It has been found that 



14 

people's help-seeking attitudes are related to their use of 

mental health services (Clary & Fristad, 1987; Fischer & 

Turner, 1970; Galassi & Galassi, 1973; Leaf, Bruce, & 

Tischler, 1980). More specifically people who use 

psychological services tend to have more positive attitudes 

toward seeking such help than people who do not use these 

services. Furthermore, these attitudes have been found to 

vary greatly between individuals (Fischer & Turner, 1970; 

Nunnally, 1961; Reznikoff, Brady & Zeller, 1959). This 

research was conducted using a variety of subjects (high 

school, nursing, community college and university students). 

There seems to be a number of factors that influence 

people's help-seeking attitudes and consequently their 

utilization of mental health services. This also suggests 

that many adults may have negative attitudes toward seeking 

psychological help, not just older individuals. Research on 

help-seeking attitudes may, therefore, offer other 

explanations for older people's low utilization of 

psychological services that also apply to all adults who do 

not use these services. 

Help-seeking attitudes can be seen as being composed of 

four dimensions. These dimensions are (a) recognition of 

need for psychotherapeutic help; (b) confidence in mental 

health practitioners; (c) stigma tolerance; and (d) 

interpersonal openness (Fischer & Turner, 1970). The 
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following section discusses each of these dimensions as they 

pertain to adults, in general, and to older adults more 

specifically. 

Recognition of Need for Psychotherapeutic Help 

Before seeking psychological help there must be a 

recognition that a problem actually exists and a belief that 

people would benefit from seeking the services available. 

Coulton and Frost (1.982) found that service use is 

significantly related to the person's recognition and 

perception of the need for services. In particular, they 

found that perceived need was the strongest predictor of 

mental health service use (Coulton & Frost, 1982). Thus, 

older people's low utilization of mental health services and 

the belief that they are reluctant to use these services may 

in fact be due to their failure to recognize their need for 

mental health services. 

Support for this contention is mixed. Some studies 

indicate that older people are less likely to conceptualize 

problems in mental health terms (Ganote, 1990; Hasin & Link, 

1988), while others suggest that older adults are able to 

identify these types of problems (Lasoski, 1984? Roy & 

Storandt, 1989). For example, Hasin and Link (1988) found 

that older adults were less likely than younger adults to 

characterize major depression as a psychological or 

emotional problem. On the other hand, both Roy and Storandt 
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(1989) and Lasoski (1984) found that older people were able 

to accurately evaluate descriptions of serious psychological 

problems and psychopathology, including alcohol abuse, 

hypochondriasis, paranoia, depression, and dementia. Adults, 

in general, are also more likely today to define personal 

problems in mental health terms than in the past (Kulka et 

al., 1979). 

These results, however, are not directly related to the 

recognition of the need for psychotherapeutic help. Older 

adults may be able to evaluate psychopathology from 

descriptions of other people's problems, but may not be able 

or willing to recognize their own need for psychological 

help. Thus, older adults may be less likely to recognize a 

need for psychological help than younger adults. 

Confidence in Mental Health Practitioners 

Help-seeking attitudes and the use of specialized 

mental health services will also be determined by how 

confident people are of the professionals providing these 

services. If people lack faith in the effectiveness of the 

services provided by mental health practitioners and the 

usefulness of these services in solving problems, then they 

may not utilize these services until it is unavoidable (i.e. 

involuntary commitment to an inpatient treatment center). 

Several studies seem to indicate that older adults lack 

confidence in mental health professionals and view them as 
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being ineffective in dealing with psychiatric symptoms. For 

example, in a study conducted by Waxman, earner, and Klein 

(1984) 79% of their subjects chose general physicians as 

being the most effective health professionals for treating 

symptoms of depression. Only 19.2% thought that any mental 

health professional (including psychiatrists, psychologists 

and social workers) would be effective in treating 

depression and even fewer (8.4%) thought that these 

professionals would be effective in treating "organic brain 

syndrome." Those subjects with positive attitudes toward 

mental health professionals, however, were more likely to 

perceive themselves as seeking specialized help for symptoms 

of depression and cognitive impairment. 

Researchers have found that older adults who are 

experiencing mental health problems are also more likely to 

visit a physician than a mental health professional (Brody & 

Kleban, 1981? Goldstrom et al., 1987; Shapiro et al., 1987; 

Smyer & Pruchno, 1984; Waxman, 1986; Waxman, earner, & Blum, 

1983; Waxman, earner, & Klein, 1984). Schurman, Kramer, and 

Mitchell (1985) found that four out of five people 65 years 

and older with a mental illness were treated by a non-

psychiatric physician. Coulton and Frost (1982) also noted 

that older adults who were experiencing psychological 

distress were more likely to perceive a need for medical 

care, but not mental health services. It appears that older 
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people do seek help for their symptoms, but do not seek 

specialized psychological services. Waxman, earner, and 

Blum (1983) found that while older people with depressive 

symptoms made more visits to their physicians than those 

without these symptoms, the depressed older adults did not 

seek help from mental health professionals. Almost 90% of 

this sample stated that they would not contact a mental 

health professional even if they desired treatment because 

they preferred to see their family physician about the 

problem (Waxman, 1986). Leaf, Bruce, Tischler, and Holzer 

(1987) noted that older adults in their study expressed more 

confidence in their family doctor as a mental health 

provider than younger adults. Finally, 90% of older adults 

that had committed suicide had seen a physician in the three 

weeks prior to their deaths (Conwell, Rotenberg, & Caine, 

1990). Thus, older people may view mental health 

practitioners as ineffective in dealing with their problems, 

even when these problems are psychological in nature and 

tend to seek help for mental health problems from their 

primary care physicians. 

This behavior may reflect older adults' lack of 

knowledge about the types of treatments available for mental 

health problems. Furthermore, they may not know when it is 

advisable to seek specialized psychological services. For 

example, they may believe that their primary care physicians 
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are knowledgeable about when it is appropriate to refer them 

to mental health professionals and what treatments are best 

for all types of problems, be they physical or 

psychological. 

This may indeed be the case, because when older adults 

are given information about the treatment of mental health 

problems and allowed a choice between treatments, older 

adults tend to select psychological interventions (Bourland 

& Lundervold, 1989? Lundervold & Lewin, 1990; Woodruff, 

Donnan, & Halpin, 1988). More specifically, Lundervold and 

Lewin (1990) found that older adults reported a preference 

for behavior therapy over medication in the treatment of 

depression. Older adults have also rated counseling as very 

acceptable for dealing with behavioral and psychological 

problems that are common in late life (Bourland & 

Lundervold, 1989). Furthermore, this seems true of adults 

at any age. Lasoski and Thelen (1987) noted that most of 

their respondents (both middle-age and older adults) thought 

that medication alone would not help people get over 

psychological problems. They also found that 78% of their 

sample thought that psychological services could help people 

their age who go for help and 87% believed that good 

counseling would help most people resolve their 

psychological problems (Lasoski & Thelen, 1987). There was 

no significant differences in these beliefs for younger 
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versus older subjects. These studies, however, only measure 

people's responses to hypothetical situations involving 

other people and do not personally apply to the subjects. 

There have also been several studies that indicate that 

older people do not lack confidence in mental health 

practitioners. Lasoski (1984) found that older adults 

identified professional mental health services as helpful 

for psychological problems. Speer, Williams, West and 

Dupree (1991) also found that older people in their survey 

would recommend getting counseling to a friend or family 

member who was having personal difficulties. These studies, 

however, did not take into account the possible differences 

in the subjects' attitudes toward seeking psychological 

help, which also seems to be a significant determinant in 

the utilization of mental health services. As mentioned 

previously, positive attitudes have been linked to increased 

utilization of mental health services (Leaf, Bruce, & 

Tischler, 1986). Waxman, earner, and Klein (1984) found 

that those subjects who expressed positive attitudes toward 

mental health practitioners were more likely to perceive 

themselves as seeking professional help for symptoms of 

depression and cognitive impairment. Furthermore, the 

subjects in the Speer et al. (1991) study were clients who 

had already sought psychological help for their problems. 

Fischer and Turner (1970) found that subjects who had some 
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contact with mental health professionals tended to express 

more positive attitudes than those who had no contact. Thus, 

it appears that older adults may lack confidence in mental 

health practitioners, but this may only be for those who 

have negative attitudes or those who have never come in 

contact with mental health practitioners. 

Stigma Tolerance 

Attitudes toward seeking psychological help and 

willingness to use mental health services may also be 

influenced by the degree to which people believe that they 

will be stigmatized by seeking such help. Many researchers 

and service providers believe that older adults want to 

avoid the possible stigma of using psychological services 

(Brady, 1985; George, 1984; Kent, 1990; Lustbader, 1990; 

McCauley & Teri, 1990; Stefl & Prosperi, 1985). There has 

been very little research regarding people's actual beliefs 

about seeking help and the stigma they attach to it. Some 

support for this contention, however, has been noted. Leaf, 

Bruce, Tischler, and Holzer (1987) found that 23% of their 

sample indicated that they thought that their families would 

be upset if they sought psychological treatment. Further, a 

greater proportion of older adults thought that their 

families would be upset compared to adults in other age 

groups. 
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There has been some research that also seems to 

contradict this assumption about stigma. For example, Stefl 

and Prosperi (1985) found that community dwelling adults 

rated barriers relating to stigma as the least likely for 

low utilization of mental health services. Speer et al. 

(1991) also found that when the clients of an outpatient 

mental health clinic were asked about the stigma of 

receiving mental health services, 52% reported that they had 

simply not thought about it, that they were not concerned 

about stigma, or that it was not a problem for them. An 

additional 26% reported that they had considered what other 

people might think, but had decided that getting help for 

their problems was more important than what others might 

think about them for doing so. These subjects, however, 

were already receiving specialized mental health services. 

Therefore, the subjects' responses are confounded with their 

previous experience with these services. Thus, it appears 

that older people may be more likely than younger adult to 

view help seeking as stigmatizing, but only for those adults 

who have never sought psychological treatment. 

Interpersonal Openness 

The final dimension of attitudes toward seeking 

psychological help is interpersonal openness. This component 

of attitudes may be important for seeking help for mental 

health problems and utilizing specialized services. When a 
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person seeks psychological help there must be an openness to 

discussing the problem with a mental health professional. 

Kaul and Bednar (1986) noted that self-disclosure is a vital 

component in all forms of psychological treatment. If 

people believe that they should not talk about their 

problems with others, then it is likely that their attitudes 

towards seeking help would be more negative than if they 

were more willing to self-disclose. 

There has been very little research conducted on 

interpersonal openness and how this relates to attitudes 

toward seeking help. In Fischer's and Turner's (1970) 

original studies it was found that people who held rigid 

beliefs and were opposed to discussing subjective 

experiences were more likely to express negative attitudes 

toward seeking psychological help. As noted above, older 

adults tend to be reluctant to revel their symptoms of 

mental health problems (Brody, 1985; Hasin & Link, 1988? 

McCauley & Teri, 1990; Monk, 1990; Romaniuk, 1982; Waxman, 

1986; Waxman, earner, & Blum, 1983). The reasons for this 

reluctance, however, are unclear. It may be that older 

adults as compared with younger adults are less open to 

self-disclosure or that they are more fearful of what might 

happen to them if they revel these symptoms or they believe 

that these symptoms are a part of normal aging. It has been 

found that as people age their approach to problem solving 
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becomes more rigid (Botwinick, 1984). This finding, 

however, may be due to the time period during which these 

older individuals were socialized and not an effect of 

growing older. When these older people were young, the 

social norm was for people to solve the problems they were 

having by themselves and it was socially inappropriate for 

them to seek assistance outside the family or their local 

church. Furthermore, psychological services were not 

available or even heard of by most people. Thus, older 

adults may be less open to discussing their problems with 

mental health professionals, especially if they had never 

done this in the past. 

To summarize, older adults will most likely express 

more negative help-seeking attitudes than younger adults. 

Previous research suggests that compared to younger adults, 

older adults are more likely to not recognize their need for 

psychotherapeutic help, have less confidence in mental 

health professionals, be less tolerant of stigma, and be 

less open to discussing their mental health problems. Thus, 

it appears that age has an impact on help-seeking attitudes. 

Age, however, is just one variable that has been shown to 

influence people's attitudes toward seeking psychological 

help. Furthermore, these other variables are likely to have 

a greater impact on help-seeking attitudes than a person's 

age. 
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Other Factors that Influence 

Help-Seeking Attitudes 

Research on the use of mental health services has 

suggested a number of more general factors that also appear 

to influence attitudes toward seeking psychological help. 

These factors can be divided into several broad categories 

which include demographic factors, cognitive/affective 

factors, and knowledge/experience factors. 

Demographic Factors 

Previous research has often used demographic variables 

to explain and predict differences in attitudes, values, 

behaviors, etc. The most common demographic characteristics 

used in this area of research, other than age, are gender, 

health, education, and income. 

Gender. The influence of gender on the use of mental 

health services has been found repeatedly (Coulton & Frost, 

1982; Greenley & Mechanic, 1976; Leaf & Bruce, 1987; Leaf, 

Bruce, & Tischler, 1986; Leaf, Bruce, Tischler, & Holzer, 

1987; Mechanic, Angel, & Davies, 1991; Shapiro et al., 

1984). Women have been found to be more likely than men to 

visit mental health specialists (Mechanic, Angel, & Davies, 

1991) and more likely to perceive a need for seeking 

psychological help (Coulton & Frost, 1982). Several 

researchers have suggested that women recognize mental 

health problems and take action earlier than men (Horwitz, 
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1977; Kessler, Brown, & Browman, 1981). Furthermore, it has 

been found that women are more willing to talk about their 

problems (Greenley & Mechanic, 1976), more receptive to 

mental health treatment and less concerned about stigma than 

men (Leaf, Bruce, Tischler, & Holzer, 1987). Fischer and 

Turner (1970) also found that females tended to express more 

positive attitudes toward seeking psychological help than 

males. Thus, it appears that gender may have a significant 

influence on both service use and help-seeking attitudes. 

Health. How health people are may also influence their 

use of mental health services and their attitudes toward 

seeking help for their mental health problems. Recently, 

there has been an increase in the number of services (e.g., 

meals-on-wheels, home hospice care, home health care nurses) 

offered to people with chronic illnesses, particularly those 

who are homebound (Cohen, 1980; Crowe & Middleman, 1982; 

Dagon, 1982; Gatz, Smyer, & Lawton, 1980). There has also 

been a growing recognition of the link between physical 

health and mental health (Butler & Lewis, 1977; Cohen, 1989; 

Shane, 1987). For example, it has been shown that coronary 

patients who received psychologically oriented interventions 

while hospitalized were able to leave the hospital sooner 

than did patients who did not receive such services 

(Mumford, Schlesinger, & Glass, 1982). With these changes 

there has been an increase in the likelihood that people 
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with physical illnesses who are also experiencing mental 

health problems will be identified and referred for 

treatment (Cohen, 1989). Thus, ill health may increase 

people's utilization of mental health services, and as a 

consequence they may express more positive attitudes toward 

seeking psychological help. 

Education, utilization of mental health services has 

also been found to be related to education (Kulka et al., 

1979; Mechanic et al., 1991). Highly educated individuals 

are more likely to seek professional help for personal 

problems and when they do go for help they are also more 

likely than less educated people to consult a psychologist 

or psychiatrist (Kulka et al., 1979; Mechanic et al., 1991). 

Furthermore, highly educated adults are more likely to 

define their problems in mental health terms than less 

educated adults (Kulka et al., 1979). Finally, people with 

more education were found to be more receptive to seeking 

mental health services, less concerned about their family's 

reaction to their seeking help, and express more confidence 

in mental health professionals than people with less 

education (Leaf, Bruce, Tischler, & Holzer, 1987). This 

evidence suggests that people with more education may also 

have more positive attitudes toward seeking psychological 

help than less educated people. 
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Income. Income and education are highly correlated. 

Income, however, does not appear to predict the use of 

specialty mental health services, but it does influence how 

people view their problems (Kulka et al., 1979). Kulka et 

al. (1979) found that adults who earn a high income are more 

likely to define their problems in mental health terms than 

those earning lower incomes. Furthermore, income has been 

associated with help-seeking attitudes. Specifically, Leaf, 

Bruce, Tischler, and Holzer (1987) found that people with 

higher incomes were more receptive to seeking psychological 

treatment and were less sensitive to the reactions of 

others. This may indicate that people in higher income 

brackets are better able to recognize their need for 

psychological services and tend to have more positive 

attitudes toward seeking this kind of help. 

The relationships between help-seeking attitudes and 

demographic factors have been studied extensively. It is 

unclear, however, whether these demographic factors directly 

influence attitudes or whether they indirectly influence 

help-seeking attitudes through their relationships with 

other factors. These demographic factors, while being 

associated with attitudes toward seeking psychological help 

and the utilization of mental health services, may be only 

indirectly related to help-seeking attitudes through these 

other relationships. For example, in research on the 
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variables that influence life satisfaction of older adults, 

it has been found that certain demographic variables (e.g., 

income and education) are only indirectly related to life 

satisfaction through their relationships with other 

variables (e.g., financial satisfaction and interpersonal 

integration) (Gray, Ventis, & Hayslip, 1992; Liang, Dvorkin, 

Kahana, & Mazian, 1980). 

Cognitive/Affective Factors 

Another category of variables that may be more closely 

related to attitudes toward seeking psychological help are a 

variety of cognitive and/or affective factors and their 

relationships to psychological well-being. Well-being has 

been defined as a continuum of emotional or affective 

reactions to life events that ranges from positive to 

negative (Stock, Okun, & Benin, 1986). Thus, well-being is 

seen as being composed of both positive and negative affect. 

Positive affect, in general, can be seen as involving 

pleasurable feelings of happiness and satisfaction, and 

negative affect as involving feelings of "anxiety, 

depression, agitation, worry, pessimism, and other 

distressing psychological symptoms" (Liang, 1985, p. 552). 

Researchers investigating well-being have consistently found 

support for this distinction between positive and negative 

affect (Beiser, 1974; Bradburn, 1969; Carp & Carp, 1983; 

Lohmann, 1980). Furthermore, research has found that these 
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two factors are related, but independent (Lawrence & Liang, 

1988). 

Recently, however, Stock, Okun, and Benin (1986) have 

suggested that research on subjective well-being should also 

include variables that measure a number of cognitive 

components that may be related to well-being. They argue 

that the positive and negative affect that determines well-

being are mediated by certain cognitive processes. For 

example, before people can make an assessment of their well-

being they must first make judgments about their affective 

state (How or what do I feel?). They must also take into 

account the goals and expectations they have for their 

lives, as well as the perceptions they hold about the 

effectiveness of their actions in achieving these goals. 

Stock, et al. (1986) tested this notion and found support 

for their three factor model (positive affect, negative 

affect, and cognitive components). This view of well-being 

seems particularly useful for investigating attitudes toward 

seeking psychological help, because it incorporates positive 

and negative affect, as well as cognitive processes that may 

influence people's help-seeking attitudes. 

These characteristics of well-being may influence how 

positive or negative people's attitudes are about seeking 

psychological help and determine their use of mental health 

services. If people lack a general sense of well-being it 
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seems likely that they would be more willing to seek 

psychological help and express more positive attitudes 

toward seeking such help than if they have a strong sense of 

well-being. Thus, the three dimensions of well-being 

(positive affect, negative affect, and cognitive components) 

that Stock et al. (1986) discussed may influence people's 

help-seeking attitudes. 

Positive Affect Components 

People who are not frequently experiencing positive 

affect may express positive attitudes toward seeking 

psychological help, because they are more likely to 

recognize their need for these services than people who 

experience positive affect more frequently. As stated 

above, positive affect involves two broad concepts: 

happiness and satisfaction. These concepts can be applied 

to feelings about people's lives, as well as feelings about 

their selves. Thus, two variables that may be used to 

measure positive affect components of well-being are life 

satisfaction and self-esteem. A third variable that is 

related to positive affect is extraversion. 

Self-esteem. Self-esteem has been defined as a 

"positive or negative attitude toward...the self" 

(Rosenberg, 1965, p. 30). Rosenberg (1965) described a 

person with high self-esteem as a person who 
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respects himself, considers himself worthy; he does not 

necessarily consider himself better than others, but he 

definitely does not consider himself worse; he does not 

feel he is the ultimate in perfection but, on the 

contrary, recognizes his limitations and expects to 

grow and improve, to overcome his deficiencies. 

(Rosenberg, 1965, p. 31) 

On the other hand, people with low self-esteem often feel 

dissatisfied and contemptuous of their selves, as well as 

lack self-respect. 

Several studies have found that people who seek 

treatment for mental health problems more often report a 

sense of failure or lack of self worth than people who do 

not go for help (Galassi & Galassi, 1973; Kellner & 

Sheffield, 1973; Vaillant, 1972). Hagebak and Hagebak 

(1983) have suggested, however, that older adults whose 

self-esteem is low may be reluctant to seek help for 

problems they may be experiencing. Furthermore, it seems 

likely that if a person's self-esteem is very low, he would 

tend to shy away from any situation where he might be 

evaluated. Thus, it is conceivable that people whose self-

esteem is moderately low will tend to have more positive 

attitudes toward seeking psychological help than people who 

have very low self-esteem. 
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Life Satisfaction. Research on the utilization of 

mental health services and help-seeking attitudes has not 

included measures of life satisfaction. Life satisfaction, 

however, has been used as a general measure of psychological 

well-being (Hoyt & Creech, 1983), as well as a measure of 

positive affect (Stock et al., 1986). People experiencing 

adjustment problems have been found to express lower levels 

of life satisfaction (Lohmann, 1977). However, people with 

adjustment problems may not be experiencing symptoms of 

severe psychological distress, but will still express 

dissatisfaction with their lives. Thus, this measure may be 

helpful in explaining differences in help-seeking attitudes, 

in that people who are dissatisfied with their lives may 

express more positive help-seeking attitudes since they are 

experiencing less positive affect than those people with 

high levels of life satisfaction. 

Extraversion. Extraversion relates to sociability, but 

includes many other traits. While people who score high in 

extraversion like other people and prefer large groups, they 

also seek out excitement, stimulation, and tend to be 

energetic, active, optimistic, talkative and assertive. 

Finally, they also tend to report experiencing more positive 

affect (i.e., joy, delight, zest, and jocularity) than 

people scoring low in extroversion (Costa & McCrae, 1980; 

McCrae & Costa, 1990). Thus, it seems likely that people 
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who score high on extraversion would be more willing to seek 

help from mental health professionals, because they are more 

comfortable talking with others and experience high levels 

of positive affect. People who score high on extraversion 

may also express more positive help-seeking attitudes. 

Negative Affect Components 

The amount of negative affect or psychological distress 

people are experiencing may also influence their attitudes 

toward seeking psychological help. Coulton and Frost (1982) 

found that people with high levels of distress reported the 

highest level of perceived need for mental health services. 

Perceived need for psychotherapeutic help, however, is only 

one dimension of help-seeking attitudes (Fischer & Turner, 

1970). Before actively seeking psychological help, people 

experiencing mental health problems must also believe that 

they can be helped by a mental health professional 

(confidence) and be willing to speak with someone about 

their problems (interpersonal openness). It may be that 

people must be experiencing a sufficient amount of distress 

or negative affect to begin the help-seeking process and 

that certain kinds of distress or an overwhelming amount of 

distress may block or interfere with this process. For 

example, people who are anxious about talking about their 

problems may not seek help from a mental health 

professional, because they believe that they will have to 



35 

experience an unacceptable amount of anxiety if they seek 

help. Thus, it seems likely that while negative affect may 

influence help-seeking attitudes, it will depend upon what 

kinds and how much distress people are experiencing as to 

whether their attitudes will be positive or negative. 

Several variables that measure negative affect and may 

influence attitudes towards and use of mental health 

services are neuroticism, depression, and anxiety. 

Neuroticism. Neuroticism is related to a variety of 

distressing or negative emotions, such as anxiety, fear, 

anger, disgust, sadness, guilt, embarrassment, and 

frustration (Costa & McCrae, 1985). People "high in 

neuroticism are also prone to have unrealistic ideas, to be 

less able to control their urges, and to cope less well than 

others with stress" (Costa & McCrae, 1985, p. 9). 

Furthermore, they tend to be self-conscious and more prone 

to experiencing the emotion of shame or embarrassment 

(McCrae & Costa, 1990). Neuroticism may be related to help-

seeking attitudes in that those people who score high on a 

measure of neuroticism may express more negative attitudes 

toward seeking help for mental health problems than those 

with lower scores, because they are more likely to view 

psychotherapy as threatening given their high level of self-

consciousness and anxiety. 
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Depression. Depression has been found to be related to 

intentions to seek help, as well as help-seeking attitudes. 

Halgin, Weaver, William, and Spencer (1987) found that 

depressed students reported a higher intention to seek 

psychological help than students who were not depressed and 

those depressed students who had actually sought help 

expressed more positive help-seeking attitudes than students 

who had not sought help. These students, however, were not 

extremely depressed. It is conceivable that people who are 

experiencing severe depression may be so demoralized that 

they may view seeking help as taking too much effort. Thus, 

it appears that depression may influence help-seeking 

attitudes in a curvilinear fashion, with mildly to 

moderately depressed people expressing more positive 

attitudes toward seeking psychological help than severely 

depressed people. 

Trait Anxiety. Trait anxiety has been defined as a 

relatively stable individual difference in how prone a 

person is to experiencing anxiety (Spielberger, Gorsuch, & 

Lushene, 1970). People who are high in trait anxiety are 

more likely to experience situational anxiety, because they 

tend to view many situations as dangerous or threatening. It 

has been found that high trait anxiety individuals feel 

particularly threatened by situations where their personal 

adequacy may come under evaluation (Spence & Spence, 1966). 
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Thus, it is conceivable that people who are disposed to 

higher levels of trait anxiety may view seeking 

psychological help negatively, because they believe that 

they may be scrutinized by the mental health practitioner 

which would increase their anxiety to uncomfortable levels. 

Cognitive Components 

Stock et al. (1986) suggested that certain cognitive 

processes are involved in determining well-being. These 

cognitive processes include judgments people make and the 

expectations they have about the events that occur in their 

lives. Several variables that measure judgments and 

expectations that may influence help-seeking attitudes are 

locus of control, self-efficacy and openness to experience. 

Locus of Control. Locus of control is a concept that 

was developed to assess people's judgments and perceptions 

about what causes reinforcements to occur in their lives or 

in other people's lives. Levenson (1981) separated Rotter's 

(1966) locus of control scale into three dimensions of 

expectancy: Internal, Powerful Others, and Chance. Recent 

research, however, has not found support for Levenson's 

(1981) three locus of control scales (Shewchuk, Foelker, & 

Niederehe, 1990). Furthermore, Shewchuk et al. (1990) found 

that Rotter's (1966) original conception of internal versus 

external locus of control most closely described their data. 

Thus, people generally tend to have either an internal or an 
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external locus of control orientation. People who have an 

internal orientation tend to believe that what happens in 

their lives is contingent upon their own actions or 

behaviors. Whereas, people who have an external orientation 

tend to believe that what occurs in their lives is based 

more on forces beyond their control, such as luck, chance, 

or powerful others, than on their own behavior (Levenson, 

1981). 

Locus of control has been found to influence attitudes 

toward seeking psychological help (Fischer & Turner, 1970). 

More specifically, Fischer and Turner (1970) found that 

people who endorsed an internal locus of control expressed 

more positive attitudes toward seeking psychological help 

than externally oriented people. This finding makes sense 

because externally oriented people may view seeking 

psychological help as useless, since they believe that their 

own actions have no effect on their problems. 

Self-efficacv. Self-efficacy is a concept developed by 

Bandura (1977). Bandura (1982) has shown that a person's 

perception of their ability to perform a behavior predicts 

whether or not they actually attempt that behavior, how much 

energy they expend in attempting the behavior and how long 

they persist in attempting the behavior. Self-efficacy has 

been found to be related to locus of control and therefore 

may also influence help-seeking attitudes (Sherer et al., 
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1982). If people believe that they are able to effect 

changes their lives, then they may also believe that they 

can solve their mental health problems by seeking 

psychological help and thus have more positive help-seeking 

attitudes than those who do not. 

Openness to Experience. Openness to experience appears 

to be a measure of attitudinal rigidity and is similar to 

Fischer's and Turner's (1970) interpersonal openness, which 

is a dimension of their help-seeking attitude scale. Open 

individuals tend to be "curious about both inner and outer 

worlds..., and willing to entertain novel ideas and, 

unconventional values" (McCrae & Costa, 1985). Thus, it is 

conceivable that people who are high in openness to 

experience, would view seeking psychological help for their 

problems positively because they feel more comfortable with 

the idea of self-exploration. Furthermore, McCrae (1991) 

notes that people who score high on openness to experience 

possess abilities crucial for successful psychotherapy, 

which includes the "capacity to adapt to the therapeutic 

situation, to explore new ways of thinking about their 

problems, and to experience unfamiliar and perhaps 

threatening feelings" (p. 409). 

In summary, level of psychological well-being may 

influence people's attitudes toward seeking psychological 

help. These factors of psychological well-being, however, 
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are not the only variables that may influence help-seeking 

attitudes. People may be experiencing a variety of factors 

that influence their well-being, such as low self-esteem, 

but still not recognize their need for psychological 

services or express positive attitudes toward seeking such 

help. It appears that well-being may be related to another 

more global measure of psychological adjustment that 

mediates its relationship to help-seeking attitudes. 

Self-Reported Mental Health 

Measures of self-reported mental health have been found 

to be related to well-being (Zautra, Guarnaccia, & Reich, 

1988). More specifically, Zautra et al. (1988) found that 

self-reported mental health can be divided in two factors, 

well-being and distress. This finding suggests that 

people's reported mental health or psychological adjustment 

can be viewed as being dependent on two independent but 

related components. The well-being factor includes measures 

of self-esteem, positive affect and lack of depression. 

Whereas, the distress factor includes an assessment of 

anxiety, hopelessness, suicidal ideation, and depression. A 

person's level of mental health at any given time is 

dependent upon, first how high their self-esteem is and how 

much positive affect they currently experience and second 

how much anxiety, depression, and hopelessness they 

currently experience. Thus, self-reported mental health 
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symptoms can be seen as incorporating both positive and 

negative emotional states. This conceptualization of mental 

health, with its inclusion of positive and negative affect, 

corresponds well with the research on well-being. 

Measures of self-reported mental health, however, are 

likely to be more closely related to people's help-seeking 

attitudes, because they take into account symptoms that are 

associated with psychiatric disorders. It may be that 

people experiencing these psychiatric symptoms are more 

likely to recognize their need for mental health services 

than people who have a low sense of well-being, but are not 

experiencing these more severe psychiatric symptoms. 

Research has shown that the severity of psychiatric symptoms 

is related to utilization of mental health services (Langer, 

1962) and may also influence people's help-seeking 

attitudes. Thus, a global mental health rating is likely to 

be an intervening variable between well-being and help-

seeking attitudes. 

Self-reported mental health may not, however, be the 

only intervening variable. Other variables that are related 

to severity of psychiatric symptoms have been found to 

impact these attitudes. These other variables can be 

categorized as knowledge/experience factors. 
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Knowledge/Experience Factors 

People's knowledge about and experience with mental 

health services may directly influence their attitudes 

toward seeking psychological help and their utilization of 

these services. If people are unaware that services are 

available to help them with the problems they are 

experiencing, then they most likely will not use these 

services (Kushman & Freeman, 1986; Lasoski, 1987; Smyer & 

Pruchno, 1984; Snider, 1980). Furthermore, if people lack 

information about what kinds of services mental health 

practitioners provide (Bourland & Lundervold, 1989; 

Lundervold & Lewin, 1990; Woodruff, Donnan, & Halpin, 1988) 

or what types of problems are treatable by psychological 

interventions (Brody, 1985; Gatz & Pearson, 1988; Hagebak & 

Hagebak, 1983), then they may have negative attitudes about 

these services or seeking help for their mental health 

problems. Possible knowledge and experience factors that 

may influence help-seeking attitudes are knowledge of 

problems addressed by mental health practitioners, 

conceptions of mental health problems, perceived barriers to 

use, and previous use of mental health services. 

Knowledge of Problems Addressed by Psychologists 

Knowledge about what kinds of problems mental health 

professionals can treat may influence people's help-seeking 

attitudes (Breckenridge, Zeiss, Breckenridge, Gallagher, & 
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Thompson, 1985). The more information people possess about 

the wide-variety of problems that can be addressed by mental 

health professionals the more likely they may be to express 

positive attitudes toward seeking psychological help. For 

example, if people have a "narrow" view of the treatments 

used by mental health professionals and believe that mental 

health services are only for "crazy" people, it would seem 

likely that they would express more negative help-seeking 

attitudes. Many people lack knowledge about the services 

provided by mental health practitioners. A number of 

studies have shown that many adults believe that physicians 

are more effective in treating depression and cognitive 

impairment (Brody & Kleban, 1981; Goldstrom et al., 1987; 

Shapiro et al., 1987; Smyer & Pruchno, 1984; Waxman, 1986; 

Waxman, earner, & Blum, 1983; Waxman, earner, & Klein, 

1984). Thus, if people do not realize that a mental health 

professional can teach people with cognitive impairments 

strategies to cope with these problems then they most likely 

would view them as ineffective and express more negative 

attitudes, than if they knew about these possible 

psychological interventions. 

Conceptions of Mental Health Problems 

People's ideas about what causes or contributes to the 

development of mental health problems may also influence 

their help-seeking attitudes (Hall & Tucker, 1985). The 



44 

conceptions of mental health problems that people have can 

vary across a range of explanations. Possible explanations 

for these types of problems include biological, 

psychological, interpersonal, religious, and developmental. 

These views may also exist in pure form or a combination of 

several explanations. For example, people who hold a purely 

biological view of mental health problems would explain 

these problems in terms of genetic or organic disturbances, 

such as chemical imbalances, that are beyond an individual's 

control. Whereas, people that believe that mental health 

problems develop as a result of a combination of biological 

and psychological disturbances would more likely see these 

problems as being amenable to change through obtaining 

psychological help. 

Karuza, Zevon, Gleason, Karuza, and Nash (1990) 

suggested that people's attributions about the causes of 

problems are related to how they cope with and attempt to 

solve these problems. These attributions may also impact 

people's attitudes toward seeking psychological help. Thus, 

if people view mental health problems as being caused by 

biological disturbances, then they are more likely to 

believe that physicians are the best source of help and may 

have a negative view of seeking help from mental health 

professionals. On the other hand, if people believe that 

mental health problems are related to how people think or 
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feel, then they may be more likely to have positive 

attitudes toward seeking psychological help. Furthermore, 

it has been suggested that many people view mental health 

problems in late life as part of the normal aging process 

(Brody, 1985; Gatz & Pearson, 1988; Hagebak & Hagebak, 

1983). This developmental view of mental health problems 

implies that these problems are beyond an individual's 

control and may negatively influence help-seeking attitudes. 

If this view is held by many older adults, this may explain 

their under-utilization of mental health services. Thus, 

people's conceptions of mental health problems may have a 

significant impact on their help-seeking attitudes. 

History of Use 

Another factor that has been found to influence help-

seeking attitudes is previous utilization of mental health 

services. This factor also appears to have a great impact 

on these attitudes (Fischer & Turner, 1970; Speer et al, 

1991). As previously noted, people who have a history of 

using mental health services express more positive help-

seeking attitudes than those who have never sought such help 

(Fischer & Turner, 1970; Leaf, Bruce, & Tischler, 1986). 

Furthermore, those who seek psychological help have been 

found to report more previous experience with mental health 

services (Clary & Fristad, 1987). Once people have used 

mental health services or someone in their family has used 
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them, these services appear to become more acceptable 

(Figueroa, Calhoun, & Ford, 1984). For example, people who 

have utilized mental health services tend to have greater 

confidence in mental health professionals, believe these 

services are more helpful, and view them as less 

stigmatizing than those people who have never used these 

services (Speer et al., 1991). Previous use of 

psychological services may serve to educate people about 

what kinds of problems can be addressed by mental health 

professionals and to de-mystify the process of receiving 

psychotherapy, thus modifying their attitudes toward seeking 

such help in the future. Before people can utilize mental 

health services, however, they must surmount any barriers, 

real or perceived, that block their utilization of these 

services. 

Perceived Barriers 

Perceived barriers to obtaining mental health services 

have been linked to service utilization (Stefl & Prosperi, 

1985). Attitudes toward seeking psychological help may also 

be effected by similar perceived barriers. If people view 

such services as being too difficult to obtain then they may 

also have negative attitudes about seeking such help. For 

example, if people believe that psychological services are 

too expensive then they may view getting such help 

negatively. Thus, after people recognize a need for 
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psychotherapeutic help, they must go through a process of 

gaining information about these services, and overcoming any 

barriers that they may encounter. These barriers include 

knowledge about the accessibility of mental health services, 

finding specialized services for a particular problem (e.g., 

age-appropriate services, marital therapy, assessment of 

cognitive functioning), overcoming possible fears of stigma 

from family, friends, and the community, obtaining 

transportation to where the services are provided, and 

arranging a means to pay for these services (e.g., pay own 

expenses, file with health insurance, use Medicare benefits) 

(Gatz, Popkin, Pino, & VandenBos, 1985; Lasoski, 1986). Any 

one of these barriers may block people from obtaining mental 

health services and lead them to view seeking psychological 

help negatively. 

In conclusion, previous research has found numerous 

variables that impact attitudes toward seeking psychological 

help. It appears that much of the literature on older 

adults has over-emphasized the influence of age on people's 

help-seeking attitudes and mental health service 

utilization. This study offers a more comprehensive 

investigation of these possible relationships than in 

previous research by developing a structural model of help-

seeking attitudes. Thus, the purpose of this study is to 

test this hypothesized structural model which includes the 
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variables that have been found to influence attitudes toward 

seeking psychological help, and to investigate if these 

variables and their inter-relationships vary between younger 

and older adults. 

Hypotheses 

The hypothesized model of help-seeking attitudes is 

shown in Figure 1 (Appendix B). The inter-relationships 

between all the variables used in this study are also 

delineated. 

The following sections detail the hypothesized 

relationships among the variables used in the model. This 

discussion follows the organization of the model, starting 

with the demographic factors and ending with the variables 

that are thought to be most directly related to help-seeking 

attitudes. 

Demographic Factors 

Health is postulated as being related to self-esteem, 

life satisfaction, and depression. Poor health often 

requires people to decrease their activities, both 

pleasurable and work related. Chronic health problems also 

often lead to social isolation, because healthy individuals 

often feel uncomfortable associating with "sick" people. 

These consequences of poor health may combine to decrease 

the ill person's self-esteem and often depression occurs. 

Various measures of self-reported health have been found to 
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consistently influence life satisfaction (Adams, 1971; Doyle 

& Forehand, 1984; Edwards & Klemmack, 1973; Jeffers & 

Nichols, 1961; Palmore & Kivett, 1973; Palmore & Luikart, 

1972). People with poor health report lower levels of 

satisfaction with their lives. 

Gender is predicted to be related to education, income, 

neuroticism, and internal and external locus of control. 

Gender is expected to influence education and income, 

because in our society men are more likely to continue their 

education and often receive higher incomes than women 

(Atchley, 1988). Neuroticism is hypothesized as being 

associated with gender, because Costa and McCrae (1985) 

report that women often score higher on neuroticism than 

men. Locus of control has also been shown to be related to 

gender. Barnet (1990) found that women tend to have a more 

internal control orientation than men. 

Income and education are both expected to be related to 

life satisfaction and to one another. People with more 

education often earn a higher income and are more satisfied 

with their lives than people with less education or having 

lower incomes (Connor, Powers, & Bultena, 1979; Doyle & 

Forehand, 1984; George, Okun, & Landerman, 1985; Larson, 

1978). Education is predicted to be associated with 

openness to experience, as well as life satisfaction. 

Several studies have found that education is positively 
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correlated with openness to experience (Costa & McCrae, 

1978; McCrae & Costa, 1980). 

Cognitive/Affective Factors 

Many interrelationships are expected among the various 

cognitive/affective factors. This is reflected in the model 

by the fact that all of these variables are hypothesized to 

be related to the general dimensions of well-beings positive 

affect, negative affect, and cognitive components. Three of 

the cognitive/affective variables are expected to be 

positively correlated to positive affects self-esteem, life 

satisfaction, and extraversion. Neuroticism, depression and 

trait anxiety are hypothesized to be positively related to 

negative affect. Finally, locus of control, self-efficacy 

and openness to experience are expected to be associated with 

the cognitive components of well-being. These three general 

dimensions are all expected to be related to the global 

construct of well-being, with positive affect and the 

cognitive components positively influencing well-being and 

negative affect negatively influencing well-being. Well-

being, however, is expected to be only indirectly related to 

help-seeking attitudes through its relationship with self-

reported mental health and previous use of mental health 

services. 
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Self-reported Mental Health 

Self-reported mental health is hypothesized to be 

directly related to attitudes toward seeking psychological 

help. This variable is expected to positively influence 

people's help-seeking attitudes, with people who report more 

mental health problems having more positive attitudes than 

people who do not report these types of problems. 

Knowledge/Experience Factors 

Previous utilization of mental health services (History 

of Use) is expected to influence self-reported mental 

health, conceptions of mental health problems, knowledge of 

problems addressed by mental health professionals, and 

perceived barriers, as well as attitudes toward seeking 

psychological help. 

History of use is expected to be related to self-

reported mental health, because after utilizing 

psychological services people may be more likely to 

acknowledge that they are experiencing these types of 

difficulties than if they never utilized these services. On 

the other hand, if people have not had experience with 

mental health services they may report being psychologically 

healthy even if they are not. 

Previous use of psychological services is also expected 

to positively influence the broadness people's conceptions 

of mental health problems. It seems likely that even if 
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people had narrow views of the causes of mental health 

problems before utilizing mental health services, that after 

having experienced the process of psychotherapy, they would 

view mental health problems more broadly. This is also 

expected to be true of people's knowledge about the various 

problems that mental health professionals are trained to 

address. Much of the work during psychotherapy can be seen 

as educational, with the mental health professional helping 

clients to increase their awareness of how their attitudes, 

behaviors, emotions, etc. play a part in their mental health 

problems, as well as increasing their understanding of the 

psychotherapeutic process. 

History of use is also hypothesized to influence 

people's perceptions of the barriers that may block their 

use. As discussed previously, it is likely that when people 

recognize that they are experiencing mental health problems, 

they must begin a help-seeking process. After completing 

this process and receiving mental health services, people 

will be more aware of the possible deterrents that must be 

overcome, than if they never utilized these services. 

Furthermore, if people have found that there are too many 

impediments to receiving psychological help, then they 

probably have never used mental health services, because 

these barriers have negatively influenced their utilization 

of these services. 
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Finally, previous utilization is expected to positively 

influence people's attitudes toward seeking psychological 

help. This relationship has been found consistently in past 

research on help-seeking attitudes (Clary & Frost, 1987; 

Coulton & Frost, 1982; Figueroa et al., 1984; Fischer & 

Turner, 1970; Leaf, Bruce, & Tischler, 1986; Speer et al., 

1991). 

Perceived barriers is hypothesized as impacting self-

reported mental health and help-seeking attitudes. 

Obstacles to utilizing mental health services are expected 

to influence self-reported mental health because if people 

believe that their use of services is blocked then they will 

probably be less willing to report these difficulties. 

These perceived barriers are also expected to 

negatively impact people's attitudes toward seeking 

psychological help, in that when people believe that there 

are too many barriers blocking their utilization of mental 

health services, their attitudes toward seeking this kind of 

help are likely to be negative. 

People's conceptions of mental health problems is 

postulated as influencing self-reported mental health, 

knowledge of problems addressed by mental health 

professionals, and help-seeking attitudes. If people have a 

narrow view of the possible causes of mental health problems 

then they will be less likely to report a variety of mental 
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health symptoms than if they have a broader view of these 

problems. Furthermore, they probably will not know that 

mental health professionals can help in resolving these 

difficulties. For example, if they believe that mental 

health problems are caused by biological/physical 

conditions, then it seems likely that they will not report 

these problems in psychological terms nor realize that 

mental health professionals work with people experiencing 

all kinds of mental health problems. 

Conceptions of mental health problems is also expected 

to directly influence people's help-seeking attitudes, in 

that the broader their view of these difficulties, the 

greater the probability that they will have positive 

attitudes toward seeking such help. This seems likely 

because if people have a broad view of mental health 

problems then they may also believe that when people have 

mental health problems they will need to seek help from 

professionals with specialized training to address these 

types of problems. 

Finally, knowledge of problems addressed by mental 

health professionals is expected to also directly impact 

people's help-seeking attitudes. If people have knowledge 

concerning the variety of problems these professionals 

address, then their attitudes will likely be more positive, 
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than if they think these professionals only work with 

"crazy" people. 

To summarize, it is hypothesized that the demographic 

and cognitive/affective factors are only indirectly related 

to attitudes toward seeking psychological help through their 

relationships with other variables. A variety of other 

intervening variables, such as self-reported mental health, 

and several of the knowledge/experience factors, are 

expected to have a more direct impact on help-seeking 

attitudes than these demographic and cognitive/affective 

factors. Only five variables are expected to directly 

influence attitudes towards seeking psychological help. 

These variables are history of use, self-reported mental 

health, conceptions of mental health problems, and knowledge 

of problems addressed by mental health professionals. 



CHAPTER II 

METHODS 

Subjects 

A total of 292 subjects took part in this study with 

the data being collected over a six-month period in 1991. 

Two groups of subjects were sampled, a younger group (N = 

135) and an older group (N = 157). The older subjects were 

community residents living in the North Texas area, with 

ages ranging from 58 to 90 and 24% were male and 76% female. 

The older subjects were obtained by mailing a questionnaire 

to their addresses with a request that they complete and 

return it in the stamped envelope which was enclosed in the 

packet. Four hundred questionnaires were mailed, with a 60% 

return rate. The younger subjects were college students 

enrolled in an introductory psychology class at the 

University of North Texas who were between the ages of 17 

and 37. Thirty-one percent were male and 69% female They 

received extra credit for volunteering to complete the 

questionnaire. 

Materials 

A questionnaire was developed which contained a number of 

questions, scales, and checklists for measuring each of the 

variables. This questionnaire is reproduced in Appendix A. 

56 
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Both the younger and older subjects completed the 

questionnaire. The questionnaire that the older subjects 

received was printed in large, boldface type to compensate 

for any possible visual impairments. These measures are 

discussed below in the order that they appear in the 

questionnaire. 

The subjects recorded their age in years in the space 

provided. 

Gender 

This variable was labeled, sex, and the subjects 

checked the appropriate gender, either male or female. 

Education 

Level of education was measured on a ten-point scale, 

with the lowest point being "none or some grade school" and 

the highest being "completed a doctoral or professional 

degree." The subjects was asked to check the highest level 

of schooling they had completed. 

Health 

This variable was measured by asking the subjects to 

rate their health relative to other people their age. The 

possible choices included excellent, good, fair, and poor. 

Income 

Measurement of income was on an eleven-point scale 

ranging from "under $3000" to "over $25,000." The subjects 
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were asked to use an estimate of their last year's income 

and to include their spouses income in their estimate. 

Attitudes Toward Seeking Psychological Help Scale 

This scale was developed by Fischer and Turner (1970). 

It consists of 29 items that are answered on a four-point 

Likert scale. The possible responses are strongly disagree, 

probably disagree, probably agree, and strongly agree. 

The statements contain a variety of terms for mental 

health services and mental health professionals, including 

psychological counseling, psychotherapy, psychiatric help, 

professional help, mental hospital, psychiatrist, and 

psychologist. The use of a broad range of terms may be 

problematic because there is a possibility that people's 

attitudes vary for different types of mental health services 

(e.g., counseling versus psychotherapy versus mental 

hospital), or for what kind of professional is providing the 

services (e.g., psychiatrist versus psychologist). This 

scale, however, will provide a global measure of people's 

attitudes toward seeking psychological help by including the 

many possible situations in which mental health services are 

offered. 

This scale has been shown to be reliable for both 

internal consistency (r = .86) and test-retest reliability 

at five days (r = .86) and at two months (r = .84) (Fischer 

& Turner, 1970). Using the "known-groups" technique, this 
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scale has also been shown to be valid (Fischer & Turner, 

1970). It discriminated very well between groups that were 

expected to have positive help-seeking attitudes (subjects 

who had previously sought psychological help voluntarily) 

and groups who were expected to have negative attitudes 

(subjects with no previous contact). 

The subjects' responses on this scale are summed to 

obtain an attitude-towards-seeking-psychological-help score 

for each subjects. Each item is scored so that higher 

scores indicate more positive attitudes toward seeking 

psychological help. 

Locus of Control 

This variable was assessed using Levenson's (1981) 

version of the Locus of Control (LOC) scale. This scale 

consists of 24 items, with each item measured on a six-point 

Likert scale ranging from strongly disagree to strongly 

agree, with the mid-points being slightly disagree and 

slightly agree. Only the 12 items that Shewchuk, Foelker, 

and Niederehe (1990) found to be reliable for use with an 

older sample of subjects are used in this study which had 

factor loadings ranging from .39 to .72, with most of the 

loadings being between .50 and .60. There are five items on 

the internal scale and seven items on the external scale. 

Each subject receives two scores, one for internal LOC and 

the other for external LOC. Internal LOC scores range from 5 
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to 30; whereas external LOC scores range from 7 to 42. These 

two scales are scored so that higher scores indicate that 

the subjects' expectations of control over their lives are 

within their control for the internal scale, or beyond their 

control for the external scale. 

NEO Personality Inventory 

Forty-nine items from Costa's and McCrae's (1985a) NEO 

Personality Inventory (NEO) were included in the 

questionnaire. The items were selected from each of the 

three dimensions (neuroticism, extraversion, and openness to 

experience). The two sub-scales from each of these 

dimensions were used for this study. These sub-scales were 

selected because they had the highest factor loadings for 

each dimension (Costa & McCrae, 1985a). Each sub-scale 

consists of eight questions. The six sub-scales used are 

anxiety and depression from the neuroticism dimension, 

gregariousness and excitement-seeking from the extraversion 

dimension, and aesthetics and ideas from the openness to 

experience dimension. Each of these sub-scales have been 

shown to be reliable, with internal consistency coefficients 

ranging from .64 (for the Excitement-seeking sub-scale) and 

.82 (for the Anxiety sub-scale) (Costa & McCrae, 1985a). 

Costa and McCrae (1985a) also report that these sub-scales 

have adequate test-retest reliability which ranges from .71 

(for the Ideas sub-scale) to .92 (for the Gregariousness 
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sub-scale). Finally, the NEO has been found to be a valid 

instrument in a variety of situations (Costa & McCrae, 

1985b). 

Each item on the NEO requires the subjects to respond 

on a five-point Likert scale ranging from strongly disagree 

to strongly agree with the mid-point being a neutral 

response. The items are scored so that higher scores 

indicate higher levels of each dimension, with each subject 

receiving a score for neuroticism, extraversion, and 

openness to experience. 

Trait Anxiety Scale 

Trait anxiety was assessed by the Trait Anxiety Scale 

of the State-Trait Anxiety Inventory (STAI) (Spielberger, 

Gorsuch, & Lushene, 1970). This scale consists of 20 

statements to which the subjects respond using a four-point 

Likert scale. The subjects are asked to indicate how they 

generally feel, using the responses choices of "not at all," 

"somewhat," "moderately so," and "very much so." 

This scale has been shown to be reliable and valid 

(Spielberger, Gorsuch, & Lushene, 1970). Test-retest 

reliability coefficients range from .73 (for 104 days) to 

.86 (for 20 days). Internal consistency was found to range 

between .86 and .92 using a number of samples. Concurrent 

validity was tested using the IPAT Anxiety Scale (Cattell & 

Scheier, 1963) and the Taylor (1953) Manifest Anxiety Scale. 
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The IPAT Anxiety Scale was found to have moderately positive 

correlations with the STAI for a number of sample 

populations (r = .75 to .77), as did the Taylor Manifest 

Anxiety Scale (r = .79 to .83). 

Each subject's responses were summed to obtain a Trait 

Anxiety score. The subjects' scores can range from 20 to 

80, with higher scores indicating higher levels of proneness 

to experiencing anxiety. 

Self-Esteem 

Self-esteem was measured using Rosenberg's (1965) Self-

esteem scale. According to Rosenberg's (1965) discussion 

this scale appears to be conceptually valid, but there is no 

studies reported on reliability or validity. This self-

esteem scale consists of ten items to which the subjects 

respond using a five-point Likert scale ranging from 

strongly agree to strongly disagree, with a mid-point 

response of undecided. A self-esteem score is obtained by 

adding up the responses with half of the items reverse 

scored. Possible scores range from 10 to 50. A high score 

indicates a higher level of self-esteem. 

Life Satisfaction 

This variable was measured using 13 of the 20 items on 

the Life Satisfaction - Index A (LSIA) (Neugarten, 

Havighurst, & Tobin, 1961). The deleted items required the 

subjects to make age comparisons and did not seem pertinent 
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to the younger subjects. This scale has been shown to have 

adequate discriminant validity (Neugarten et al., 1961). 

The items on the LSIA are worded in question form and 

the subjects respond by checking yes, no, or uncertain. The 

responses are scored so that higher scores indicate that 

subjects are more satisfied with their lives than subjects 

who receive low scores. 

Self-Reported Mental Health 

Self-reported mental health was measured by the Twenty-

Two Item Screening Score scale developed by Langer (1962). 

The items dealing with physical symptoms, such as shortness 

of breath and trembling hands, were deleted because these 

types of items have been found to over diagnose older adults 

(Sheikh & Yesavage, 1986). This scale has been shown to be 

valid by using a variety of validation procedures, such as 

discrimination between known groups (Langer, 1962). 

The subjects' responses are summed to obtain an 

impairment score. Each item is scored so that higher scores 

indicate more mental health problems or psychiatric 

impairment. 

Social Desirability Scale 

A measure of social desirability was included to 

determine whether the subjects were attempting to present 

themselves in a socially desirable fashion, which would 

suggest that the validity of the subjects responses to the 
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other measures should be questioned. All 33 items from the 

Marlowe-Crowne Social Desirability Scale (Crowne & Marlowe, 

1960) were used. This social desirability scale has been 

shown to be reliable, with the internal consistency 

coefficient being .88 and the test-retest correlation being 

.89 (Crowne & Marlowe, 1960). Crowne and Marlowe (1960) also 

found that their scale has adequate construct validity as 

indicated by its moderate relationships with the K, L, and F 

validity scales of the Minnesota Multiphasic Personality 

Inventory (MMPI). 

The subjects respond to each statement on this scale as 

being true or false. The items are then scored and summed 

so that higher scores indicate a higher likelihood that the 

subject answered these questions in a socially desirable 

light. 

Perceived Barriers 

This variable was measured by several questions that 

addressed access to transportation, perceived availability 

of mental health services, fear of stigma, and perceived 

affordability of those services. Some of the items required 

a yes or no response from the subjects, for example, "I have 

no transportation to get to a therapist/counselor." Whereas 

for other items the subjects responded on a 5-point Likert 

scale ranging from strongly disagree to strongly agree, with 
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a mid-point of uncertain. An example of this type of 

question is "Counseling/therapy costs way too much." 

The subjects' responses are summed to obtain a 

perceived barrier score. Each item is scored so that a 

higher score indicates that the subjects perceive more 

barriers to their use of psychological services. 

Knowledge of Problems Addressed by Psychologists 

Two lists were developed to measure the subjects' 

knowledge of what kinds of problems mental health 

professionals can help remedy. The first list contains 24 

"problems," such as deep depression, forgetfulness, and 

arguments with children. The subjects were asked whether or 

not they would seek help from a counselor or therapist for 

each problems. The other list contains 23 situations, such 

as death of husband or wife, major illness or injury, and 

living on a fixed income. The subjects were asked to answer 

yes or no to the following question: "In your opinion, do 

you think the following things that sometimes happen to 

people create a problem that could be helped by seeing a 

professional counselor or therapist?" The number of items 

each subject endorses is summed to give a knowledge score 

with possible scores ranging from 0 to 57. Higher knowledge 

scores indicate more knowledge about the various types of 

problems that are addressed by mental health professionals. 
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Conceptions of Mental Health Problems 

This variable was assessed using 28 statements that 

were developed for this study. The items were designed to 

measure the breadth of people's views about the causes of 

mental illness. Some of the items are closely related to 

the information factors used by Nunnally (1961) in his 

research on the public's conceptions of mental health. The 

other items were developed to address the various theories 

of psychopathology. For example, there were statements that 

addressing the biological, state, trait, learning, 

cognitive, psychodynamic, and developmental theories of 

psychopathology. A 5-point Likert scale was used to record 

the subjects' responses, ranging from strongly disagree to 

strongly agree with the mid-point being an undecided 

response. The scale is scored so that higher scores 

indicate broader conceptions of mental health problems. 

History of Use 

History of use was determined by a question asking the 

subjects whether they had ever sought professional help for 

an emotional/mental problem of a personal nature. They 

responded by checking yes or no. If they responded yes, 

they were asked for information concerning how many years 

ago and for how many months they had consulted the 

therapist. 
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Depression 

Depression was measured using the Beck Depression 

Inventory (Beck, Rush, Shaw, & Emery, 1979). This 

instrument has been found to be reliable and valid as a 

screening device for adults of all ages (Gallagher, 1986). 

The Beck Depression Inventory (BDI) consists of 21 groups of 

statements. The instructions used in this study are from 

the original version of the BDI with the subjects being 

instructed to read the entire group of statements in each 

category, then pick the one statement that best describes 

the way they feel that day. The subjects circle the number 

beside the statement they chose. They are also instructed 

that if several statements in a group seem to apply equally 

well, then they are to circle the number for each pertinent 

statement. 

A depression score is obtained by summing the ratings 

for each of the items. The items are arranged on a 4-point 

scale ranging from 0 to 3, with a possible maximum score of 

63. If the subjects chose more than one statement in a 

group, the highest numbered responses is used to obtain 

their depression scores. The scale is scored so that higher 

scores indicate more severe depression. 

Self-Efficacv Scale 

This variable was measured using Sherer et al.'s (1982) 

Self-efficacy scale, which was designed to assess 
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generalized expectations of self-efficacy. This scale has 

been shown to be reliable and valid (Sherer et al., 1982). 

More specifically, the Cronbach alpha reliability 

coefficients have been found to range between .71 and .86. 

Furthermore, a number of studies comparing the self-efficacy 

scale with other measures have shown that this scale has 

adequate construct validity (Sherer et al., 1982). 

The Self-efficacy scale consists of 23 items to which 

subjects respond on a 5-point Likert scale ranging from 

strongly agree to strongly disagree, with the mid-point 

being an undecided response. A self-efficacy score is 

obtained by summing the subjects responses, which requires 

that the reverse items be converted for scoring. The higher 

the score, the higher the subjects' expectation of self-

ef ficacy . 

Data Analysis 

The hypothesized model of attitudes toward seeking 

psychological help shown in Figure 1 (Appendix B) is an 

example of a full structural equation model (also called a 

causal model). As discussed by Fassinger (1987) a full 

structural equation model consists of two components: 

(a) a structural model that specifies the 

hypothesized causal structure among latent 

variables (theoretical constructs not directly 

observable); and (b) a measurement model that 
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defines relations between measured variables or 

indicators (variables that are observed directly) 

and the latent variables for which they are used 

as approximations. 

A major goal of structural modeling is to test the 

hypothesized model to determine whether or not it adequately 

fits the sample data and thus can be said to accurately 

reflect the causal relationships among the variables in the 

population from which the sample was drawn. 

The data analyses in this study were conducted with the 

computer programs PRELIS (Joreskog & Sorbom, 1988) and 

LISREL 7 (Joreskog & Sorbom, 1989a, 1989b). PRELIS was used 

to calculate a covariance matrix for all variables used in 

the model. This matrix was subsequently analyzed by the 

LISREL 7 program. A covariance matrix was used for all 

analyses, because analyses conducted on correlation matrices 

can produce incorrect goodness-of-fit measures and standard 

errors (Joreskog & Sorbom, 1989a). The two-step approach 

recommended by Anderson and Gerbing (1988) was used for 

testing the model. First the measurement model was explored 

and confirmed; then the structural model was tested. The 

maximum likelihood estimation procedure was used to test the 

model and one variable for each latent construct was set to 

a value of 1.0 to establish a standardized metric (Long, 

1983). 
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The overall fit for each of the models was evaluated 

based on a number of indices: the -/}/&! ratio, the LISREL 7 

adjusted goodness-of-fit index (GFI), and the root mean 

square residual (RMSR). y^/dt ratio values of less than 2.0 

can be interpreted as suggesting a plausible model (Carmines 

& Mclver, 1981). The LISREL 7 GFI is influenced by sample 

size, but customary standards suggest that values above .90 

are generally considered good. Furthermore, stringent 

criteria for modification of the models included that 

modification indices be greater than 8.0 to use for 

modifying the model and T-values be greater than 1.64 to be 

retained in the model. All modifications made were within 

the constraints of the theoretical basis of the originally 

hypothesized model. 

The measurement model in this study details the 

hypothesized relationships between the ten 

cognitive/affective variables the latent construct of well-

being. Three different measurement models are possible when 

considering how the ten observed cognitive/affective 

variables relate to a general construct of well-being. 

These models differ as to how many dimensions are used to 

explain the construct of well-being. Based on the 

literature the possibilities include (a) a one-factor model 

using only a general construct of well-being, as shown in 

Figure 2 (Appendix B); (b) a two-factor model distinguishing 
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between the affective and cognitive components of well-

being, pictured in Figure 3 (Appendix B); and (c) a three-

factor model that partitions well-being into positive 

affect, negative affect, and cognitive aspects, which is 

depicted in Figure 4 (Appendix B). Each of these possible 

models was tested using the combined data. 

Each of the other latent concepts in the model were 

measured using a single indicator or observed variable. 

During analyses for the measurement model the data for both 

young and old subjects were used so that the final 

measurement model would best fit both age groups. After the 

measurement model was analyzed the structural model was 

tested. 

One of the major purposes of this study was to find out 

whether the proposed model of attitudes toward seeking 

psychological help would be different for younger versus 

older people. Thus, the hypothesized causal model was first 

tested and modified using only the data for the younger 

subjects. Once the best fit was obtained for the younger 

subjects, this revised model was then tested on the data 

from the older subjects. Further modifications were 

completed until the model also adequately fit the older 

subjects' sample data. 



CHAPTER III 

RESULTS 

The means, standard deviations and ranges for all the 

variables used in the models are shown in Tables A-l and A-2 

for the younger and older subjects respectively. As can be 

seen from the tables, both samples generally reported 

positive attitudes toward seeking psychological help. 

Previous use of psychological services was similar for both 

young and old subjects. Seventy-one percent of the young 

group had never sought help for mental health problems, 

compared to 75% of the old group. In the last five years, 

20% of the young group had used these services, whereas only 

5% of the old group reported recent use. Furthermore, in 

the old group 10% claimed to have had psychological 

treatment over 20 years ago. 

The two groups were quite similar in many other 

respects. The older subjects, however, were on average more 

educated and had higher average incomes than the younger 

subjects. They also tended to score higher on internal 

locus of control than the younger subjects. The older 

subjects did tend to score lower in trait anxiety, 

extraversion, and neuroticism, and had narrower conceptions 

of the causes of mental illness. 
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The correlation matrices of all variables used in the 

model for both groups are presented in Tables A-3 (Younger) 

and A-4 (Older). 

Measurement Model 

The hypothesized measurement model was tested using a 

confirmatory factor analysis to establish the best 

combination of factors for the construct of well-being. 

Initially, the three-factor model depicted in Figure 4 

(Appendix B) was tested and modified. This model, however, 

proved to be an unacceptable fit; modification indices 

remained high on several variables (above 8.0), T-values 

were low on others, and the PHI matrix was not positive 

definite. Second, the two-factor model shown in Figure 3 

was tested and after modification provided a good fit for 

the data. Goodness-of-fit indices were the following: 

X2/df = 2.19, x2 (32) = 70.04, Adjusted GFI = .92, and RMSR 

= 2.546. 

The final measurement model, shown in Figure 5 

(Appendix B), is somewhat different from the originally 

hypothesized two-factor model. After examining the 

relationships between the two factors and the ten 

cognitive/affective variables it was decided that these 

factors should be renamed to reflect these changes. The 

first factor appears to be a measure of overall distress and 

the second a measure of independence or self-reliance. 
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Thus, these labels are used in all subsequent models. 

Finally, the one-factor model of well-being was tested as 

depicted in Figure 2 (Appendix B). This model provided an 

unacceptable fit to the data. The ratio was well 

above 2.0 and the Adjusted GFI was well below the optimal 

.90 for this indicator. Thus, the final two-factor model, 

shown in Figure 5 (Appendix B), was used in testing the 

structural model for both groups of subjects. 

Structural Model 

The full model, shown in Figure 6 (Appendix B), was 

first tested and modified using only the data for the 

younger group. The first run of this model proved to 

insufficiently fit the data (fit information for the initial 

run is shown in Table A-5) and a series of modifications was 

instituted. The major modifications were the removal of the 

direct paths from (a) History and Mental Health Index to 

Attitudes, (b) Barrier and Breadth to Mental Health Index, 

(c) Breadth to Knowledge, (d) History to Breadth, (e) 

Distress to History, (f) Distress to Extraversion, and (g) 

Self-Reliance to Extraversion. These parameter estimates 

were all small and not significant (T-values < 1.0). The 

proposed relationship between Gender and Education was also 

not supported. 

A number of paths were also added to the model based on 

the Modification Indices. These include (a) Income to 
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Attitudes, (b) Distress, Self-Reliance, Knowledge, and 

Breadth to Barriers, (c) Distress to Health, (d) Health and 

Education to Extraversion, (e) Gender and Education to 

Knowledge, (f) Income to History, (g) Health to Mental 

Health Index, (h) Self-Reliance to Life Satisfaction, and 

(i) Gender to Breadth. 

Figure 7 (Appendix B) depicts the final model for the 

younger subjects. The coefficients reported are the 

unstandardized LISREL 7 parameter estimates. To summarize 

the important findings shown in Figure 7 (Appendix B), help-

seeking attitudes are directly influenced by perceived 

barriers, breadth of conceptions about mental illness, 

income, and knowledge about the problems addressed by 

psychologists. The hypothesized direct effect of the mental 

health index and history of use on help-seeking attitudes 

were not supported. The predicted relationships between 

distress and history of use was also not supported, but 

distress was found to impact the mental health index. None 

of the other predicted relationships for the mental health 

index, however, were supported. 

The fit information of the final model for the young 

sample is shown in Table A-6. The chi-square value, x2 

(151) = 146.10, p < .597, is not significant and the other 

fit information also suggests that the model provides a good 

fit to the data. The coefficient of determination for the 
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structural equations indicates that approximately 77% of the 

total covariance in the data is accounted for by the model. 

Finally, the squared multiple correlation for Attitudes 

suggests that the causal antecedents and mediating variables 

explain approximately 61% of the variance in this outcome 

variable. A table of the direct, indirect and total 

effects, as well as the correlations among the important 

variables is represented in Table A-7. This table, when 

compared with Table A-3, allows one to inspect the 

spuriously high correlations that may have been found when 

only a correlational approach is used to investigate these 

relationships. 

This final model was then tested using the older 

subjects' data. The initial fit was unacceptable (fit 

information shown in Table A-8). Modifications to find a 

better fitting model included the deletion of the paths from 

(a) Self-Reliance to Neuroticism, (b) Health and Education 

to Extraversion, (c) History to Mental Health Index, (d) 

Distress and Self-Reliance to Barriers, and (e) Breadth to 

Attitudes. Further modifications included the addition of 

the following paths: (a) History and Gender to Attitudes, 

(b) Distress to Income, (c) Self-Reliance to Extraversion, 

(d) Health to Anxiety, (e) Gender to Openness, (f) Education 

to Efficacy and Openness, (g) Income to Neuroticism, (h) 

Mental Health Index to Barrier, (i) Income to Breadth, and 
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(j) Distress to Knowledge. Two relationships were also 

added: Income-Health and Distress-Education. 

Figure 8 (Appendix B) depicts this final model. To 

summarize the important relationships shown in Figure 8, 

help-seeking attitudes is directly influenced by perceived 

barriers and knowledge about the problems addressed by 

psychologists as was found in the young model. Income and 

breath of conceptions about mental illness do not directly 

effect attitudes toward seeking psychological help as was 

the case in the young sample. Gender and history of use, 

however, do impact the old group's help-seeking attitudes. 

The fit information for the older-subjects model is 

shown in Table A-9. The chi-square value, X* (142) = 

150.26, p < .301, is not significant and the other fit 

information also suggest that the model provides a good fit 

to the data. The coefficient of determination for the 

structural equations indicates that approximately 65% of the 

total covariance in the data is accounted for by the model. 

Finally, the squared multiple correlation for Attitudes 

suggests that the causal antecedents and mediating variables 

explain approximately 45% of the variance in this outcome 

variable. Table A-10 lists the decomposition of the various 

direct, indirect and total effects for the model, along with 

the correlations for each of the pertinent variables. 
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The low squared multiple correlations derived for 

History, Breadth and Knowledge in Tables A-6 and A-8 

indicate that the ability of the models to explain these 

factors were deficit in both younger and older samples. 

The structural equations derived from the above direct and 

indirect path coefficients account for very little of the 

variance in these variables. The internal consistency 

coefficients of two measures, however, were quite high for 

both groups. The coefficients are as follows: Breadth = 

.78 and .81 and Knowledge = .92 and .93 for young and old 

respectively. Delineation of these variables with other 

factors not used in this study and their inter-relationships 

in future revisions of the models is warranted. 



CHAPTER IV 

DISCUSSION 

The literature on aging and mental health has often 

implied that older adults have negative attitudes toward 

seeking psychological help and these attitudes account for 

their low utilization of mental health services (Brody & 

Kleban, 1981; Goldstrom et al., 1987; Shapiro et al., 1987; 

Smyer & Pruchno, 1984; Waxman, 1986; Waxman, earner, & Blum, 

1983; Waxman, earner, & Klein, 1984). Past research has 

found that a wide variety of variables impact people's 

attitudes toward seeking psychological help and many 

researchers believe that older people's help-seeking 

attitudes and the inter-relationships among the variables 

are different than those for young adults (Clary & Fristad, 

1987; Fischer & Turner, 1970; Galassi & Galassi, 1973; Leaf, 

Bruce, & Tischler, 1980). The evidence offered to support 

this view, however, has been mainly anecdotal in nature and 

these hypotheses have not been rigorously tested. The 

research conducted in this area has been narrowly focused, 

with only a few variables being investigated at a time and 

how each of these variables influence one another has not 

been thoroughly examined. This study offers a more 

comprehensive investigation of the variables that impact 
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help-seeking attitudes and the possible inter-relationships 

among the variables by testing and modifying two structural 

models of attitudes toward seeking help, one for young 

adults and one for older adults. In this way it is possible 

to examine how these variables and their inter-relationships 

vary between the two age groups. 

Measurement Model 

The first set of analyses in this study involved the 

testing of a measurement model for the latent construct of 

well-being. The originally hypothesized three-factor model 

was not supported. Neither was a one-factor model that was 

also tested. The two-factor model of well-being, depicted 

in Figure 5 (Appendix B), was found to offer the best fit to 

the data from both age groups. The new factors developed 

during this process were labeled, distress and self-

reliance. Figure 5 (Appendix B) suggests that people who 

are distressed score low on measures of self-esteem and life 

satisfaction, and high the variables of anxiety, 

extraversion, and neuroticism. Thus, regardless of age 

higher levels of distress are related to negative attitudes 

toward the self, dissatisfaction with life in general, a 

greater propensity to experience anxiety, a greater need for 

interpersonal contact, and more emotional instability. 

Self-reliance, on the other hand, is related to high 

scores on extraversion, neuroticism, internal LOC, self-
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efficacy and openness to experience, and low scores on 

depression and powerful others LOC. The inclusion of 

neuroticism on this factor was unexpected and is difficult 

to explain. The self-reliance factor seems to describe 

people who are well-adjusted, with a sense of personal power 

and flexibility in dealing with the world both 

interpersonally and intellectually. It may be that this 

variable of neuroticism measures certain aspects of 

depression and anxiety (the two NEO-PI subscales used for 

this variable) that are less pathological than the other two 

clinical measures used in this study (Beck Depression 

Inventory and Trait Anxiety Scale). Higher scores on these 

subscales of neuroticism may lead people, who take 

responsibility for their own welfare, to take action and 

seek to change behaviors that are disruptive to their lives, 

which is indicated in this factor by their higher scores on 

internal LOC, self-efficacy, and openness to experience. 

Several variables included in the latent concept of 

self-reliance, however, were found to have moderate 

correlations with the measure of social desirability. In 

light of these correlations between social desirability and 

self-efficacy (r = .32), depression (r = -.28), and 

neuroticism (r = -.52) it appears that people who score high 

on the self-reliance factor also tend to answer the 

questions in these measures in a socially desirable fashion 
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and are less likely to label themselves as neurotic, 

depressed, or unefficacious. 

Distress and self-reliance have a high negative 

correlation indicating that high scores on one of these 

factors would decrease scores in the other factor. This is 

not surprising. When people are distressed, they often feel 

that their lives are "out of control" and that they are 

unable to effectively resolve their problems, thus they 

would tend to score lower on measures of self-reliance 

(Heppner, Hibel, Neal, Weinstein, & Rabinowitz, 1982). 

Structural Model 

After finding the best fitting measurement model using 

the data from both age groups, the structural model depicted 

in Figure 6 (Appendix B) was analyzed. This model was 

modified until the best fitting model for the young sample 

was obtained. The final version is shown in Figure 7 

(Appendix B). This final model for the young group was then 

tested using the data from the old sample. The young model 

did not initially offer an adequate fit for the data from 

the old group, thus this model was revised until it provided 

an acceptable fit. The final model for the old group is 

illustrated in Figure 8 (Appendix B). The findings for the 

two models are discussed below. Both models are discussed 

concurrently, so that comparisons can be made when 

appropriate. The discussion begins on the left side of the 
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model with modifications made to the measurement model and 

continues to the right ending with the variables that 

directly and indirectly effect attitudes toward seeking 

psychological help (See Figures 1, 6, 7, and 8, Appendix B). 

Modifications to the Measurement Model 

The measurement model for both groups was revised again 

during the structural analyses of the causal model. As can 

be seen when examining the final models (Figures 7 and 8, 

Appendix B) several changes were indicated when these 

analyses were run using the data for each age group. Life 

satisfaction is no longer included in the distress factor 

for the young group. In addition, the relationship for 

extraversion is reversed and health was found to load on 

this factor as well. Higher levels of distress for the 

young group include low scores on self-esteem, extraversion 

and health, and high scores on anxiety and neuroticism. 

Thus, increased levels of distress in the young group are 

related to negative attitudes toward the self, a more 

introverted nature, poor health, more emotional instability, 

and a greater propensity for experiencing anxiety. This 

pattern of scores certainly seems to describe many people 

who might seek help for mental health or adjustment problems 

at a variety of treatment centers (Garfield, 1978). 

The distress factor for the old group also includes 

these relationships but with several important differences. 
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The association for extraversion was found to be in the 

opposite direction for the old subjects with higher scores 

in extraversion being related to higher levels of distress, 

indicating a cohort effect for the two age groups. 

This finding can be explained by examining the two 

components of extraversion. Extraversion was measured in 

this study by utilizing the two subscales that had the 

highest factor loadings for the extraversion scale of the 

NEO Personality Inventory. These subscales were 

gregariousness and excitement-seeking. Scoring high on the 

gregariousness subscale may lead to higher levels of 

distress in the older adults, because they are likely to be 

experiencing a shrinking social network. As Pfeiffer (1977) 

termed it, old age is a "season of loss and adjustment." 

Older people are likely to be experiencing a greater number 

of interpersonal losses as physical illnesses and death 

reduce the number of socially active peers they have to 

interact with. Furthermore, distress may also increase for 

older adults who score high on the excitement-seeking scale 

because they have fewer opportunities for engaging in 

excitement-seeking. Our society has an expectation that 

older adults should lead more sedentary lifestyles than 

young adults. Thus, they may be feel pressure to conform to 

this role. They may also question their "bizarre" urges to 
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seek out excitement which could increase their anxiety and 

decrease their self-esteem. 

Lower scores in income and life satisfaction were also 

related to higher levels of distress of the old group. 

Income becomes an important variable for older individuals, 

because they are likely to be retiring soon or have already 

begun living on a fixed income. Lower incomes restrict 

older adults' options in how they will live their lives 

(e.g., where they can afford to live and how they can spend 

their leisure time during retirement) which can increase 

psychological distress. 

The measure of life satisfaction may also be 

particularly important for older adults because they are 

more likely to be engaging in evaluating their lives. 

People who judge their past negatively have little pleasure 

in their present lives and have a bleak outlook for the 

future are likely to experience greater levels of distress. 

As can be seen in Figure 7 (Appendix B), the self-

reliance factor in the young model was also revised 

slightly. Extraversion has been dropped and life 

satisfaction was added. Higher levels of self-reliance for 

the young group include high scores on neuroticism, internal 

LOC, self-efficacy, openness to experience and life 

satisfaction, and low scores on depression and powerful 

other LOC. Thus, self-reliant young adults are more 
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"neurotic," believe they have control over their own lives, 

believe they are able to accomplish the goals they set for 

themselves, are more attitudinally liberal, and less likely 

to be depressed or believe that their lives are controlled 

by figures of authority than less self-reliant people. 

The self-reliance factor for the old sample is quite 

similar to the young model, but with several differences. 

Extraversion is included on this factor, which was not the 

case for the young model. In addition, life satisfaction 

and neuroticism were dropped, it appears that these 

variables are more important in determining levels of 

distress for older adults than their level of self-reliance. 

Thus, older adults who score high on self-reliance are open 

to entertaining ideas that are new to them, extroverted, 

internally oriented, believe they can accomplish the goals 

they set for themselves, and are not likely to be depressed 

or believe their lives are controlled by powerful others. 

In summary, although there were several changes made 

during the structural analyses of the causal models the 

factors of distress and self-reliance appear to represent 

similar characteristics for both young and old. The 

differences that were found are minimal, but are important 

in understanding how levels of distress and self-reliance 

can vary for each group. For example, while extraversion is 

generally viewed as a positive factor in adjustment, the 
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finding that higher scores on extraversion for older adults 

can lead to greater levels of distress suggests that this is 

not always the case. 

Relationships for Cognitive/Affective and Demographic 

Factors 

As shown in Figure 1 (Appendix B), the variables of 

health, income, education, and gender were hypothesized to 

be related to several of the cognitive/affective variables 

used in the measurement model for both age groups. These 

hypotheses were tested during the structural analyses of the 

causal models. 

None of the hypothesized relationships were supported 

for health. Health was not related to self-esteem, life 

satisfaction or depression. It was, however, related to 

anxiety of the old group with greater levels of anxiety in 

subjects reporting poorer health. This is not surprising 

because poor health in older adults is probably an 

indication of chronic health problems that require repeated 

medical attention and medications leading to greater 

expenditures for health care. It could also bring about 

thoughts of dying and/or long-term institutionalization, 

which are certainly anxiety provoking. 

In the young model an unexpected relationship was found 

between health and extraversion. Young people who scored 

high in extraversion also reported better health. Past 
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research has found a relationship between neuroticism and 

health with people scoring higher on this measure reporting 

more somatic complaints (Costa & McCrae, 1985b). The 

relationship between extraversion and health has not been 

reported. It may be that the extraverted young adults, 

being more energetic and optimistic, also tend to rate their 

health as being better than those who are more introverted. 

The hypothesized relationships for gender with the two 

LOC variables, internal LOC and powerful others LOC, were 

not supported. This suggests that men and women in both 

samples had similar LOC orientations, in particular these 

groups tended to score high in internal LOC and low on 

powerful others LOC. This finding contradicts Barnet's 

(1990) conclusion that women tend to be more internally 

oriented than men. This contradiction may, however, be a 

result of sampling bias. Barnet's sample only included 

people who were seeking a divorce and this may have 

artificially elevated the women's LOC scores in that study. 

Openness was found to be related to education as 

hypothesized but only in the old group. It appears that for 

older individuals educational attainment is related to being 

more curious about ideas and more open to unconventional 

values. It is unclear, however, whether people who are more 

open to experience tend to seek more education or whether 

openness to experience increases as a result of the 
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educational process. Costa and McCrae (1985) would probably 

endorse the first explanation because they view openness to 

experience as a major domain of personality and thus would 

view it as being less subject to change even with greater 

levels of education. 

Openness was also found to be related to gender but 

again only for the old group indicating that older women 

tended to score higher in openness than older men. This 

refutes Costa and McCrae's (1985) finding that older men and 

women do not score differently on the openness scale of the 

NEO Personality Inventory. 

Education was related to efficacy for the old group. 

This relationship appears to indicate that for the older 

group having a sense of being able to accomplish goals and 

to effectively solve problems in their lives is related to 

higher levels of educational attainment. This makes sense 

given our society's emphasis on education. People who are 

better educated tend to have more advantages than those who 

had less education and thus would believe themselves to be 

more self-efficacious. 

For the young group extraversion was related to 

education with the college students who had completed more 

education scoring lower on the extraversion scale. This 

also contradicts Costa and McCrae's (1985) finding that 

extraversion is unrelated to education. It may be that 
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there is a self-selection mechanism operating in that the 

more extraverted students tend to leave college earlier for 

more enterprising occupations than the more introverted 

students and thus there are fewer extraverts in the upper 

classes (Costa, McCrae, & Holland, 1984). 

These above relationships for education in both models 

suggest that the latent concept that these variables 

approximate should be relabeled. Openness to new 

experiences and efficacy were also included with education 

in the old model, and extraversion was included with 

education for the young. It seems that it is reasonable to 

relabel this factor to reflect these relationships. The 

interpretations in the following sections, however, will use 

education as the primary variable in this factor. 

The hypothesized relationship between income and life 

satisfaction was not found for either group. In the old 

model, however, neuroticism was related to income suggesting 

that higher income levels are associated with higher scores 

on the neuroticism scale. This relationship has not been 

previously investigated, but older adults who score higher 

on neuroticism may have been more motivated by anxiety and 

feelings of vulnerability to save more during their working 

years and thus have higher incomes after retirement than 

people scoring lower in neuroticism. 
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Relationships for Distress and Self-Reliance 

As shown in Figure 6 (Appendix B), the latent variables 

of distress and self-reliance were hypothesized to be related 

to several other variables in the structural model. Distress 

and self-reliance were not found to be directly related to 

help-seeking attitudes, which was expected. While these 

factors may have important relationships with the other 

variables in the models, they do not strongly impact people's 

attitudes toward seeking mental health services. 

Distress, however, was found to be related to the 

mental health index for both groups, indicating that as 

distress increases, the number of psychological disturbances 

measured by the mental health index also increases. This 

relationship was hypothesized and is not surprising given 

that people who score high on the variables incorporated in 

the distress factor would also be more likely to have some 

type of psychological disturbance. 

Distress was also found to be related to the perceived 

barriers variable, but only for the young group (See Figure 

7, Appendix B). This relationship is interesting because it 

indicates that the more distress reported by the young group 

the fewer barriers they perceive to obtaining help for their 

problems. Distressed individuals are likely to have 

investigated their options for seeking help and therefore 

they would know about the easily accessible mental health 
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services available for college students and as a result 

perceive fewer barriers to seeking help for their problems. 

Figure 8 (Appendix B) shows that for the old group 

distress was related to knowledge of problems addressed by 

mental health professionals. It appears that older adults 

who are experiencing higher levels of distress are also less 

knowledgeable about what kinds of services mental health 

professionals provide. This certainly would serve as a 

deterrent to their seeking help. It may be that distressed 

older individuals endorsed fewer problem areas the mental 

health profession can address because acknowledging that 

there is help available for their problems may increase the 

pressure they feel to take action and seek out these 

services. 

Distress was also related to education in the old 

group, which was not predicted, with higher levels of 

distress in people with less educational attainment. Given 

the increased importance of education in our society it is 

not surprising that older adults with less education are 

experiencing more distress. They may experience lower self-

esteem, greater anxiety, and lower levels of life 

satisfaction if they believe they are at a disadvantage 

given their lack of education. For example, if they want to 

continue to work they are likely to have to work for lower 

wages than a more educated individual. 
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The self-reliance factor was found to impact history of 

use for both age groups, with greater self-reliance leading 

to less previous use of psychological services. Two 

possible explanations for this finding are 1) People who are 

more self-reliant may have more resources for dealing with 

any problems that occur in their lives and therefore may not 

have needed to seek mental health services; 2) This group of 

people may simply believe that they "should" be dealing with 

their own problems and may not seek mental health services 

even if they do genuinely need psychotherapeutic help. 

Self-reliance was also related to perceived barriers 

for the young subjects but not the old (See Figure 7, 

Appendix B). Higher self-reliance is related to perceiving 

fewer barriers to obtaining services for the young group. 

The young subjects with more self-reliance may believe they 

can overcome or circumvent any obstacles to seeking help for 

their mental health problems. This is probably related to 

the fact that young adults also have fewer barriers to 

seeking mental health services. There is a greater 

likelihood of their having transportation available; having 

free access to mental health services through the counseling 

center on campus or obtaining these services through medical 

insurance carried by their parents. For older adults many 

of the barriers they may encounter, such as lack of 
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specialized services for older adults, would be difficult to 

overcome even if they are more self-reliant. 

For the old group self-reliance was found to impact how 

they viewed the causes of mental illness with higher self-

reliance scores leading to narrower conceptions of the 

causes about mental health problems. More self-reliant 

older adults may believe that people have greater control 

over their own mental health and thus dismiss theories that 

involve biological, religious or developmental causes of 

mental illness. 

Relationships among Gender, Income, Education, and Health 

The hypothesized relationships for gender, income, 

education, and health, as depicted in Figure 6 (Appendix B), 

were largely supported for both age groups. Gender was 

found to be related to income in both groups as 

hypothesized. Gender, however, was not related to education 

for either group. Thus, women in both groups reported lower 

incomes than men but did not differ from men in educational 

attainment. This supports Atchley's (1988) contention that 

women often work for less money than men. 

Income and education were also found to be related. 

People with more education tend to earn higher incomes. 

This relationship has been found repeatedly (Connor, Powers, 

& Bultena, 1979? Doyle & Forehand, 1984; George, Okun, & 

Landerman, 1985; Larson, 1978). 
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Health and income were also found to influence each 

other with better health being related to higher incomes for 

the old group which was not hypothesized. This can be 

explained, however, by the association of chronic health 

problems in late life with the high cost of obtaining 

medical services. People with higher incomes would be more 

likely to seek medical attention earlier and may be able to 

ward off the more serious consequences of illness and 

disease. In addition, people with higher incomes would most 

likely have had regular medical checkups throughout their 

lives and be able to pay for excellent medical treatment 

rather than using clinics or ignoring health problems until 

serious disease develops. 

Relationships Between the Demographic and 

Knowledge/Experience Factors 

As is delineated in the originally hypothesized model 

(Figure 6, Appendix B) health, gender, education, and income 

were not expected to influence any other variables in the 

structural model. Several relationships, however, were 

found between these variables and the knowledge/experience 

factors. 

An unexpected relationship was found in both groups 

between education and knowledge. This relationship, 

however, varies with age group, indicating a cohort effect. 

Education and knowledge are positively related for the young 
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group indicating that with higher levels of education the 

younger subjects were more aware of the wide variety of 

mental health problems addressed by mental health 

professionals. Upper level college students are likely to 

be better informed, in general, than lower classmen and in 

particular they are likely to have a better understanding of 

the mental health profession. 

For the old group, on the other hand, education and 

knowledge are negatively related, suggesting that subjects 

with greater education tended to believe that mental health 

professionals only address a narrow range of mental health 

problems. This cohort effect may be explained historically 

by the differences in information older adults received 

about psychologists and psychological interventions during 

their education. When older subjects were being taught 

about psychology, as much as thirty years ago, there was a 

narrower view of what kinds of problems psychologists 

address (e.g., Freud and psychodynamic theory) and this may 

have led to less positive help-seeking attitudes. 

There has been a tremendous increase in the kinds of 

mental health problems psychologists address over the last 

ten or twenty years (e.g., behavioral medicine intervention, 

systems theory, marriage and family therapy) which was most 

likely after many of the old group had completed their 

education. Furthermore, there was a greater reliance on 
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inpatient treatment for many psychological disturbances and 

psychological treatment involved long-term psychoanalysis. 

The old group may not be aware of the advances in the use of 

short term interventions (e.g., cognitive-behavioral 

approaches, stress inoculation and relaxation techniques) 

and the effectiveness of psychotropic medications in 

treating more serious mental illnesses. Thus, more educated 

older adults may have inaccurate, out of date knowledge 

about the delivery of mental health services compared to 

less educated older adults. 

Knowledge was also found to be influenced by gender, 

but only for the young group, indicating that young men 

endorse fewer possible kinds of problems that mental health 

professionals might address. This was unexpected but not 

without a possible explanation. Young men in our society 

are socialized to hide their feelings and any problems they 

may have, thus they may have endorsed fewer problems for 

which they would seek help from a psychologist. 

Gender was also found to impact people's breadth of 

conceptions about mental illness which was unexpected. This 

association, however, varies with age suggesting another 

cohort effect. In the young model gender is positively 

related to breadth which suggests that women in this group 

tend to have broader conceptions of mental illness than the 

young men. In the old model the opposite was found; older 
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women endorsed fewer possible explanations for mental health 

problems than did older men. This cohort effect has not 

been previously discussed in the literature (Leaf & Bruce, 

1987; Leaf et al., 1987). Leaf and Bruce (1987) do discuss 

the effects of gender on use of mental health services and 

attitudes toward these services but do not differentiate 

between young and old men and women. An explanation for the 

young group is apparent given gender's relationship to 

knowledge of problems addressed by psychologists, as 

discussed above. The young women seem to be more aware of 

this information than the young men which may also lead them 

to have broader conceptions about mental illness. 

The association between gender and breadth in the old 

model indicates that older men have gained more information 

about the possible causes of mental illness than older 

women. There are several conceivable explanations for this 

finding. These older men may be more informed because were 

more likely to be out in the working world than the older 

women. They also tend to have more medical problems than 

women and thus may have been given information about the 

coexistence of physical and psychological problems by their 

physicians, which would lead to broader views about mental 

illness. 

The research conducted by Gutmann (1977) also may 

address this finding. There is evidence that as men and 



99 

women grow older there is a change in gender roles. These 

roles that were clearly defined earlier in their lives 

become more blurred and "androgynous," with older women 

moving from a more passive orientation to their environment 

to taking a more active role. For older men the reverse 

occurs, they tend to be somewhat more passive and accepting 

than they were at younger ages. Thus, older men may be more 

open to thinking about the causes of mental illness and 

entertain a broader variety of possible causes for mental 

health problems than the older women. They may also seek 

out information about various services that are available in 

the community and gain a better understanding of mental 

health services and causes of mental health problems than 

older women. It may be, however, that even though young men 

and older women endorsed fewer possible reasons for 

developing mental illness, they may differ as to which 

causes they believe are responsible. For example, young men 

may believe that mental illness is caused only by 

psychological mechanisms, whereas older women believe only 

in a biological basis of mental illness. This finding needs 

to be addressed in future research. 

Income was related to previous use of psychological 

services but only for the young group. Young subjects in 

higher income brackets reported more service use than young 

subjects with lower incomes. This finding supports previous 
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research that found that people in lower socioeconomic 

groups tend to be less receptive to seeking mental health 

services (Leaf et al., 1987). It is interesting, however, 

that this relationship was not also found for the old group. 

This finding may be a result of the differences in the 

barriers that confront older adults versus those that the 

young adults may encounter. For example, income would not 

have much effect on the limited access to specialized 

services that older people often experience. It is unclear, 

however, as to why the young college students with lower 

incomes reported less previous use, particularly when it is 

readily available on the college campus. It may be that the 

young subjects who reported previous use did so before they 

entered college or that the lower income students come from 

a lower socioeconomic background and thus would be less 

likely to use mental health services even if they were 

easily accessible. 

Income was also found to influence older people's 

breadth of conceptions about mental illness, but not the 

young group's. Older adults in higher income brackets 

endorsed fewer possible explanations for mental illness than 

those with lower incomes. Past research suggests that 

people with higher incomes are more likely to define their 

problems in mental health terms (Kulka et al., 1979). Thus 

it may be that people with higher incomes conceive mental 
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illness as being caused by only psychological factors rather 

than being caused by a variety of factors (e.g., biological, 

developmental, religious). 

Relationships Among Knowledge/Experience Factors 

A variety of relationships were expected between the 

knowledge/experience factors. The findings shown in Figures 

7 and 8 (Appendix B), however, indicate mixed findings. 

Several of the hypothesized relationships between the 

knowledge/experience factors were not supported. The 

expected influence of prior service use on the mental health 

index was not supported for either age group. This was also 

the case for the hypothesized effect of history of use on 

breadth of conceptions about mental illness. History of 

previous use of psychological services was, however, found 

to be related to knowledge about the mental health 

profession and perceived barriers as hypothesized for both 

age groups. The expected impact of breadth of conceptions 

on self-reported mental health and knowledge of the mental 

health profession was not supported for either group. It 

appears that people's attributions about the causes of 

mental illness were not as strongly related to these other 

variables as was initially assumed. 

Previous use of psychological services was found to 

increase the number of problems that subjects in both groups 

endorsed as being addressed by mental health professionals 



102 

and decrease the number of barriers they perceive as 

blocking their use of such services. These relationships 

were hypothesized in the original model. Prior use of 

mental health services seems to include an educational 

process that informs people of the wide variety of problems 

that mental health professionals can have an impact upon. 

The psychotherapeutic process seems to increase people's 

understanding of how the various aspects of their lives 

interact. They have also already overcome any barriers that 

might have initially blocked their use of services and 

therefore perceive fewer barriers. 

Breadth of conceptions about mental illness was 

unexpectedly found to impact perceived barriers for both 

groups. This suggests that people with broader conceptions 

about mental illness perceived more barriers to obtaining 

help. It may be that when people believe that there are 

many explanations for how mental illness develops, they 

become uncertain as to who they should seek help from 

(physicians versus psychiatrists versus psychologists versus 

clergy). They also may be confused about where and how they 

would obtain services for these problems, thus leading to 

more perceived barriers. 

Another unexpected relationship was found between the 

knowledge about the mental health profession and perceived 

barrier variables for both age groups. This association 
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indicates that people having more knowledge about the kinds 

of problems addressed by mental health professionals are 

also likely to perceive fewer barriers to service use. When 

the public is more informed about the mental health 

profession it appears that they either do not acknowledge 

any barriers to using these services or believe that they 

have the resources to overcome or circumvent any obstacles 

they encounter. These resources may include information 

about the accessibility of mental health services, knowledge 

about where to find specialized services for their 

particular mental health problem, access to transportation 

to where these services are provided, and knowledge about 

how to arrange for payment of these services. 

Variables Directly Effecting Help-Seeking Attitudes 

The variables originally hypothesized to directly 

effect attitudes toward seeking psychological help received 

mixed support. Support was found for two of the expected 

relationships for both age groups. These important 

variables are knowledge of what kinds of problems 

psychologists address and perceived barriers to mental 

health service use. Regardless of age, the more 

knowledgeable people are about the mental health profession 

and the fewer barriers they perceive as blocking the use of 

these services the more positive they are about seeking help 

for psychological problems. 
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These findings address several components of help-

seeking attitudes: recognition of need, confidence in 

mental health professionals, and stigma tolerance. People 

are likely to recognize their need for psychological help 

when they are experiencing mental health problems if they 

are knowledgeable about the types of services available 

(Fisher & Turner, 1970; Lasoski, 1984; Roy & Storandt, 

1989). It has been shown that when people are informed 

about how mental health professionals address various 

psychological problems, they are more likely to select 

psychological interventions (Bourland & Lundervold, 1989; 

Lundervold & Lewin, 1990; Woodruff, Donnan, & Halpin, 1988). 

When people comprehend what psychologists and other mental 

health professionals actually do, there comes a willingness 

to seek out their services. A better understanding of the 

mental health profession is also likely to increase people's 

confidence that their problems can be resolved by these 

practitioners (Brody & Kleban, 1981; Goldstrom et al., 1987; 

Shapiro et al., 1987; Smyer & Pruchno, 1984; Waxman, 1986; 

Waxman, earner, & Blum, 1983; Waxman, earner, & Klein, 

1984). Furthermore, knowing that psychologists and other 

mental health professionals offer a wide variety of services 

and do not provide services only to "crazy" people would 

lead to positive attitudes toward seeking such services 

(Breckenridge et al., 1985; Eisdorfer, 1981; Lasoski & 
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Thelen, 1987). They would also be less concerned with 

stigma and less fearful of being institutionalized when 

considering whether to seek such help, because they realize 

that mental health professionals address "adjustment" 

problems, as well as serious psychiatric disturbances and 

that a continuum of mental health services is available 

(Speer et al.f 1991; Stefl & Prosperi, 1985). Therefore, 

several aspects of attitudes toward seeking psychological 

help may be influenced by increases in people's knowledge 

about the mental health profession. 

Perceived barriers also directly impacts help-seeking 

attitudes for both age groups. People who perceive more 

barriers to obtaining mental health services have less 

positive attitudes toward seeking psychological help. This 

finding supports the contention that if people believe that 

mental health services are difficult to obtain, for whatever 

reason, then they also will have more negative attitudes 

toward seeking help (Gatz, Popkin, Pino, & VandenBos, 1985; 

Lasoski, 1986; Stefl & Prosperi, 1985). 

Awareness of the availability and accessibility of 

these services not only negatively impacts older adults' 

help-seeking attitudes as has been suggesting in the 

literature (Fox, 1984; George et al., 1988; Goldstrom et 

al., 1987; Lasoski & Thelen, 1987; Mechanic, Angel, & 

Davies, 1991), but also influences young adults' impressions 
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as well. Thus perceived barriers is a universal deterrent 

to the utilization of mental health services (Leaf et al., 

1987; George et al., 1988). 

This important finding has implications for increasing 

utilization of mental health services. Leaf et al. (1987) 

state that "considerable psychological and instrumental 

barriers" are still preventing a significant proportion of 

the population from using these services. Greater effort 

should be made to educate the general public about how to 

obtain mental health services and how to overcome any 

barriers they may encounter. Furthermore, Lasoski (1986) 

underscores the difficulty that older adults have with the 

barriers surrounding the lack of adequate reimbursement for 

mental health services, transportation, and narrowness of 

outreach programs. Gatz and Smyer (1992) also address the 

problems of reimbursement stating that the funding for 

mental health services still favors inpatient over 

outpatient treatment. They also note that Medicare still 

requires a co-payment for psychological services which is 

often a difficult financial barrier for the older adult to 

overcome. 

Knowledge about the mental health profession and 

perceived barriers were not the only variables that directly 

relate to help-seeking attitudes. These variables, however, 

differed depending upon age. For the young, breadth of 
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conceptions about mental illness and income were found to 

directly influence attitudes, whereas history of use and 

gender directly impact attitudes for the old group. 

Breadth of conceptions about mental health problems was 

expected to be directly related to help-seeking attitudes 

for both age groups. This variable influenced attitudes for 

only the young subjects. Young adults who endorsed more 

possible explanations for the development of mental illness 

had more positive attitudes toward seeking psychological 

help than those who had narrower views. This finding can be 

explained by research on how young people assign 

responsibility for problems. Young adults, in general, tend 

to attribute more responsibility to themselves for causing 

their problems (Karuza et al., 1990). However, young 

subjects who attributed a variety of causes to mental 

illness (e.g., biological or developmentally determined, 

rather than only being under their own control) may assign 

responsibility for these types of problems differently than 

other kinds of problems. Believing that mental health 

problems are not always within their control is likely to 

make them more willing to seek out help and thus have more 

positive help-seeking attitudes. 

In contrast, it appears that the breadth of older 

adults' conceptions about mental illness does not influence 

their help-seeking attitudes. One possible explanation for 
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this finding is that older adults may not view mental 

illness as being related to psychological problems and thus 

their beliefs about the causes of mental illness would not 

impact their attitudes toward seeking psychological help. 

There is some support for this notion. Hasin and Link 

(1988) found that older adults were less likely than younger 

adults to characterize major depression as a psychological 

or emotional problem. Coulton and Frost (1982) also noted 

that older adults who were experiencing psychological 

distress are more likely to perceive a need for medical 

care, but not mental health services. Finally, other 

researchers have found that older adults who are 

experiencing mental health problems are more likely to visit 

a physician than a mental health professional (Brody & 

Kleban, 1981; Gatz & Smyer, 1992; Goldstrom et al., 1987; 

Shapiro et al., 1987; Smyer & Pruchno, 1984; Waxman, 1986; 

Waxman, earner, & Blum, 1983; Waxman, earner, & Klein, 

1984). Thus, older adults may view mental illnesses and 

psychological problems as being unrelated and as a 

consequence their beliefs about mental illness do not impact 

their attitudes toward seeking psychological help. 

Income was also found to be directly related to help-

seeking attitudes for the young group, suggesting that young 

subjects who reported higher incomes had more positive help-

seeking attitudes than those in lower income brackets. This 
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relationship has been found in previous research, but it is 

usually assumed that income influences attitudes, regardless 

of age (Leaf et al., 1987). This study indicates that this 

is not always the case. This contradictory finding may be 

explained, however, by another relationship involving income 

in the young model depicted in Figure 7 (Appendix B). 

Income also impacts previous use of psychological services. 

This association was not found for the old group. Young 

adults who reported higher incomes were also more likely to 

have used these services. They may have more positive help-

seeking attitudes due to their previous experience with 

mental health services. 

History of use was also expected to directly impact 

attitudes toward seeking help for both groups, but this 

relationship was only found in the old model. Older 

individuals who had previously used psychological services 

expressed more positive help-seeking attitudes than those 

who had no previous use. Prior experience with mental 

health services may relieve older adults' worries about the 

consequences of seeking out these services, decrease their 

concerns about stigma, and increase their confidence in 

mental health professionals. It may also lead to a better 

understanding of the continuum of mental health services. 

Gender was also found to influence the old group's 

attitudes toward seeking help, with females expressing more 
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positive help-seeking attitudes than males. This supports 

past research in this area (Coulton & Frost, 1982; Greenley 

& Mechanic, 1976; Leaf & Bruce, 1987; Leaf, Bruce, & 

Tischler, 1986; Leaf, Bruce, Tischler, & Holzer, 1987; 

Mechanic, Angel, & Davies, 1991; Shapiro et al., 1984), but 

again it is only for the older subjects suggesting a cohort 

effect. It appears that older men continue to express 

negative attitudes toward seeking psychological help, but 

that young men today are just as likely as women to have 

positive help-seeking attitudes. The greater acceptance in 

our society of receiving help for mental health problems and 

the knowledge that this help is effective in resolving these 

problems seems to have lead to a change in attitudes towards 

seeking psychological help in younger cohorts (Kulka et al., 

1979). 

The hypothesized relationship of self-reported mental 

health being directly related to help-seeking attitudes in 

both age groups was not supported. For the young group the 

mental health index was not even indirectly related to 

attitudes toward seeking psychological help. It appears 

that how many psychiatric symptoms people report does not 

influence their attitudes toward seeking psychological help. 

One possible explanation is that people's help-seeking 

attitudes do not change as a result of experiencing 

psychological problems. It also indicates, however, that 
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people may not recognize their need for psychological help 

(a component of attitudes toward seeking psychological help) 

even when they are experiencing severe psychiatric symptoms. 

Some support has been found for this contention. 

Several researchers have noted that many older adults 

fail to recognize their problems as psychological in nature 

(Brody, 1985; Hasin & Link, 1988? McCauley & Teri, 1990? 

Monk, 1990? Romaniuk, 1982? Waxman, 1986? Waxman, earner, & 

Blum, 1983). It does, however, have a marginal effect on 

help-seeking attitudes for the older group through its 

relationship to perceived barriers. Older people with 

greater psychological disturbance tended to perceive more 

barriers to obtaining psychological services and this is 

related to less positive help-seeking attitudes. It appears 

that older adults who report more psychiatric symptoms 

realize their need for mental health services, but perhaps 

when they explored the availability and accessibility of 

such services they found several barriers that had to be 

circumvented before they could obtain the services that they 

need. Furthermore, many people who have serious 

psychological disturbances may view any barriers to seeking 

help as insurmountable because they do not have the 

resources (both material and psychological) to overcome 

them. This is probably particularly true of older adults 

given the disparity of service availability for young 



112 

college students versus community dwelling older adults. 

The young adults often do not have such barriers to their 

use of services. Mental health services are readily 

available and accessible on university campuses through 

counseling centers. These services are often free and 

conveniently located on campus. Whereas, older adults would 

have to obtain information about the possible services in 

their area, have transportation readily available, find out 

how much these services cost and have a means for paying for 

them. 

Variables with Indirect Effects on Help-seeking Attitudes 

Although there are many differences between the two 

models, there are several important similarities involving 

the indirect effects of several variables on attitudes 

toward seeking psychological help. Therefore, these 

patterns have implications for improving people's attitudes 

toward seeking psychological help and increasing utilization 

of mental health services regardless of their age. The most 

salient of these patterns are (a) self-reliance to history 

of use to knowledge to attitudes, (b) self-reliance to 

history of use to barriers to attitudes, (c) education to 

knowledge to barriers to attitudes, (d) education to 

knowledge to attitudes, and (e) breadth to barriers to 

attitudes. 
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The first and second paths delineate the importance of 

the indirect impact of self-reliance on help-seeking 

attitudes. First, greater levels of self-reliance 

negatively influence previous use of psychological services 

which in turn decreases knowledge of services provided by 

mental health professionals and thus leads to less positive 

help-seeking attitudes. Second, high scores on self-

reliance again decreases service use which increases the 

number of perceived barriers and decrease positive attitudes 

toward seeking help. It is important that people realize 

that self-reliance or independence is an admirable trait, 

but that it should not interfere with seeking help if the 

need should arise. 

Level of educational attainment also has an important 

impact on help-seeking attitudes. Even though it only 

influences attitudes indirectly, the impact of educational 

attainment is increased by its relationship to knowledge 

which is represented in three of the five paths. The 

direction of this relationship varies with age indicating a 

cohort effect as discussed in the previous section. Older 

adults, in particular, need to be made aware of the many 

changes that have occurred in the provision of psychological 

services over the last two or three decades. 

Education can also indirectly impact help-seeking 

attitudes through the relationship knowledge about the 
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mental health profession has with perceived barriers which 

is similar for both age groups. Thus, older people who have 

a high level of educational attainment will have more 

obsolete knowledge about the problems addressed by 

psychologists which increases the number of barriers they 

perceive and leads to less positive attitudes toward seeking 

psychological help. Whereas young people with more 

education have more current information about mental health 

professionals and thus have more positive help-seeking 

attitudes. Being informed about the various problems 

addressed by mental health professionals may include 

information about such barriers as where to seek out such 

professionals (hospitals, clinics, rehabilitation centers, 

CMHC's, etc.) and how people may pay for these services 

(Medicare, Medicaid, insurance coverage, sliding fee 

schedules, etc.). 

Finally, people's conceptions about mental illness may 

have an important indirect effect on their help-seeking 

attitudes. Having broad conceptions about mental illness 

increases the number of barriers perceived and consequently 

leads to negative attitudes toward seeking psychological 

services. This finding addresses the importance of 

providing accurate and distinct information about current 

theories of mental illness, how various interventions are 

designed to address possible causes of these problems, and 
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which treatments are most helpful for what kinds of 

problems. It is also important to understand people's ideas 

about the causes of mental health problems and to correct 

any false beliefs. If older adults believe that mental 

health problems are just a consequence of aging, this 

fallacy must be corrected, because it can have dire effects 

on their health and well-being (Rodeheaver & Datan, 1988). 

For older depressed men who do not realize that their 

condition can be effectively treated their depression can be 

a fatal disease as the excessively high rate of suicide for 

this segment of the population sadly attests (Cohen, 1990). 

Furthermore, many mental health problems that older people 

experience (e.g., confusion, forgetfulness, depression, 

anxiety) can be a result of a wide variety of problems. For 

example, certain medications can have adverse side-effects 

that mimic mental health symptoms (restlessness, 

forgetfulness, anxiety, heart palpitations, etc.). If they 

do not discuss these feelings with their physicians, the 

side-effects can remain undetected and lead to serious 

complications. 

Some serious medical disorders that are easily treated 

if detected early also have symptoms similar to mental 

health problems (e.g., neurological diseases, endocrine 

disturbances), but if untreated can cause permanent 

disability. Therefore, it is important for the public, 
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including physicians and other professionals who come in 

regular contact with older adults, to be informed mental 

health symptoms and what can be done about them. They 

should also know that these problems are not normal for 

anyone, that these symptoms should not be ignored and that 

there are effective treatments for most mental health 

problems (Gatz & Smyer, 1992). Finally, the public may need 

to be educated about the relationships between physical and 

psychological symptoms. For example, how the psychological 

symptoms of depression and anxiety can either mimic physical 

problems or exacerbate physical disorders (hypertension, 

pain, etc.) or that physical problems can lead to 

psychological symptoms (emotional adjustment to chronic 

illness, heart surgery, etc.) (Gatz & Pearson, 1988; Gatz & 

Smyer, 1992; Lustbader, 1990). 

To summarize, the final models offer several possible 

interventions for improving people's attitudes toward 

seeking psychological help particularly in the area of 

informing the public about mental health problems and 

services. The direct relationships between knowledge of the 

problems that psychologists address, perceived barriers and 

help-seeking attitudes suggest that efforts to educate the 

public in these areas would be efficacious in creating more 

positive help-seeking attitudes and that these efforts 

should be directed at decreasing the number of barriers 
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people perceive as blocking their access to psychological 

services and increasing their understanding about what kinds 

of problems psychologists are trained to address. For older 

adults in particular it is important to emphasize how much 

the practice of mental health professionals has changed over 

the last several decades (Gatz & Smyer, 1992; Roybal, 1988). 

This information needs to readily available in places where 

they would be willing to accept such material (e.g., 

doctors' offices, senior centers, health fairs, retirement 

communities). 

Summary of the Major Differences Between the Two Models 

As discussed above, there are several paths in the two 

models that were not found for both models. The following 

paths in the young model were not included in the old model: 

(a) the paths from income and breadth of conceptions about 

mental illness to help-seeking attitudes, (b) the paths from 

the distress and self-reliance factors to perceived 

barriers, (c) the path from income to history of use, and 

(d) the path from gender to knowledge about problems 

addressed by psychologists. 

There are also several paths found in the old model 

that were not evident in the young model. These paths 

include (a) the paths from history of use and gender to 

help-seeking attitudes, (b) the paths from income and self-

reliance to breadth of conceptions about mental illness, 
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(c) the path from distress to knowledge about problems 

addressed by psychologists, and (d) the path from the mental 

health index to perceived barriers. These findings were 

discussed individually in the preceding sections. This 

study has found that for young and older adults there are 

both similarities and differences the variables that impact 

attitudes toward seeking psychological help and the inter-

relationships between these variables 

Limitations of the Study 

The low squared multiple correlations derived from the 

structural equations predicting history of use, breadth of 

conceptions and knowledge about what problems psychologists 

address are troublesome. It is difficult to determine how 

the two models developed in this study would be different 

had these measures been stronger predictors of attitudes. 

It is not clear as to whether these factors are truly not 

related to help-seeking attitudes or whether the operational 

definitions for these measures are weak. The high alpha 

coefficients for several of these variables, however, argues 

against this explanation. These coefficients are as 

follows: breadth of conceptions about mental illness a = 

.80 and knowledge about psychologists a = .93 Based on 

previous research it would seem that these factors would 

indeed be better predictors of help-seeking attitudes. 

Another possible explanation is that these variables are 
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influenced by other variables that were not included in this 

study and that these variables mediate the effects of 

breadth of conceptions and knowledge about psychologists. 

Thus future research should concentrate on obtaining a 

better understanding of these variables and a search for any 

mediating variables that were not included in this study. 

The generalizability of this study is also limited. 

First, the subjects tended to report fairly positive help-

seeking attitudes. While it is questionable whether the 

general population's attitudes would reflect this positive 

view of seeking help for mental health problems, the 

findings of Kulka et al. (1979) would suggest that people's 

attitudes are becoming more approving of seeking 

psychological help. Furthermore, a recent article by 

Murstein & Fontaine (1993) indicates that people in general 

are more comfortable seeking help from psychologists than 

people have been in the past and thus probably have more 

positive attitudes. The subjects were also more highly 

educated than the general public, particularly for the old 

group. This may have skewed many of the variables in this 

study, such as knowledge and previous use of psychological 

services. Second, the research protocol was very extensive, 

with over 300 questions to answer. The subjects that took 

the time to complete and return them may be drastically 

different than the people who failed to return the 
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questionnaires. Thirdly, the proportion of subjects that 

had previously used mental health services was greater than 

in the general population (29% of the young sample and 25% 

of the old sample). This may explain the decidedly positive 

attitudes expressed by this sample. Finally, the statistics 

used in this study are based upon multiple regression 

techniques and thus the causal implications drawn may not be 

truly accurate. Further tests of these models should 

include collecting data from other samples of subjects. 

Given that this study used a cross-sectional design, it will 

also be important to validate these results with a 

longitudinal investigation. This will allow for the 

examination of the possible causal relationships implied by 

these findings. 

Future research should also concentrate on improving 

several of the variables and further investigation of the 

unexpected relationships found in this study. It would also 

be interesting to examine the effects of informing the 

public about the mental health profession on people's help-

seeking attitudes and psychological service utilization. 

Finally, the findings in this study explain some of the 

conflicting results in the literature on help-seeking 

attitudes and mental health service utilization. For 

example, the controversy in the literature concerning the 

assumption that some researchers make about there being 
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certain characteristics that are unique to older adults that 

account for their low utilization of mental health services 

(Biegel & Farkas, 1989; Brady, 1985; Gaitz, 1974; Gatz et 

al., 1985; Hagebak & Hagebak, 1980; Kent, 1990; Lasoski, 

1986; Pratt & Kethley, 1980; Spore & Atchley, 1990; Stefl & 

Prosperi, 1985). It appears that some of the variables 

impacting help-seeking attitudes are not different for the 

two age groups. On the other hand, even though there are 

some similarities among the two models for the two age 

groups there are also important age/cohort differences in 

the variables that influence attitudes toward seeking 

psychological help. These models represent a significant 

step toward understanding help-seeking attitudes in general 

and how these attitudes may develop and change as a result 

of various factors for both young and older adults. 
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Appendix A 

Table A-l 

Means and Standard Deviations for all Variables for Younger 

Subjects 

Observed Variable Possible Range M SD 

Self-esteem 10-50 33.2 5.3 

Life Satisfaction 13-26 19.3 2.4 

Trait Anxiety 20-80 44.9 11.1 

Extraversion 16-80 55.7 8.2 

Neuroticism 16-80 51.1 10.5 

Depression 0-63 7.8 7.7 

Internal Locus 8-48 35.8 5.2 
of Control 

Powerful Others 8-48 22.9 6.1 
Locus of Control 

Self-Efficacy 23-115 79.1 13.8 

Openness to Experience 16-80 55.7 10.4 

Health* 1-4 3.3 0.6 

Education*5 1-10 4.8 0.8 

Income0 1-11 4.1 3.4 

History of Previous Use^ 0-7 1.7 1.1 

Mental Health Index 13-32 20.0 3.1 

Perceived Barriers 20-100 44.1 6.9 

Table A-l Continues 
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Appendix A Continued 

Table A-l (Continued) 

Means and Standard Deviations for all Variables for Younger 

Subjects 

Observed Variable Possible Range M SD 

Breadth of Conceptions 28-140 69.4 9.1 
Causing Mental Problems 

Knowledge of Problems 0-59 28.6 10.6 
Addressed by Psychologists 

Attitudes Toward Seeking 29-116 84.2 11.3 
Psychological Help 

Note. N = 135. High scores indicate higher levels of the 
characteristic as defined by the labels. a 1 = Poor; 
2 = Fair? 3 = Good; 4 = Excellent, b 1 = None or some grade 
school; 2 = Completed grade 8; 3 = Some high school; 
4 = Completed high school; 5 = Some college, but didn't 
graduate; 6 = Graduated from college; 7 = Some work toward 
master's degree; 8 = Completed master's degree; 9 = Some 
work toward doctorate or professional degree; 10 = Completed 
doctoral or professional degree. c 1 = Under $3,000; 2 = 
$3,000 - $3,999; 3 = $4,000 - $4,999; 4 = $5,000 -$5,999; 5 
= $6,000 - $6,999; 6 = $7,000 - $7,999; 7 = $8,000 - $9,999; 
8 = $10,000 - $14,999; 9 = $15,000 - $19,999; 10 = $20,000 -
$24,999; 11 = $25,000 or over. d 1 = Never; 2 = Within last 
year; 3 = 1 to 5 years ago; 4 = 6 to 10 years ago; 5 = 11 to 
15 years ago; 6 = 16 to 20 years ago; 7 = Over 20 years ago. 
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Appendix A Continued 

Table A-2 

Means and Standard Deviations for all Variables for Older 

Subjects 

Observed Variable Possible Range M SD 

Self-esteem 10-50 36.6 4.1 

Life Satisfaction 13-26 18.8 2.1 

Trait Anxiety 20-80 36.7 8.6 

Extraversion 16-80 44.9 6.3 

Neuroticism 16-80 40.3 10.9 

Depression 0-63 7.1 5.0 

Internal Locus 8-48 38.1 5.6 
of Control 

Powerful Others 8-48 21.8 7.8 
Locus of Control 

Self-Efficacy 23-115 82.1 10.5 

Openness to Experience 16-80 55.6 9.0 

Health3 1-4 3.1 0.8 

Education13 1-10 5.6 1.9 

Income0 1-11 9.0 2.5 

History of Previous Used 0-7 2.1 2.1 

Mental Health Index 13-32 17.5 2.5 

Perceived Barriers 20-100 46.2 6.7 

Table A-2 Continues 
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Appendix A Continued 

Table A-2 (Continued) 

Means and Standard Deviations for all variables for Older 

Subjects 

Observed Variable Possible Range M SD 

Breadth of Conceptions 28-140 65.5 9.2 
Causing Mental Problems 

Knowledge of Problems 0-59 26.0 11.9 
Addressed by Psychologists 

Attitudes Toward Seeking 29-116 85.7 13.4 
Psychological Help 

Note. N = 135. High scores indicate higher levels of the 
characteristic as defined by the labels. a 1 = Poor? 
2 = Fair; 3 = Good; 4 = Excellent. 1 = None or some grade 
school; 2 = Completed grade 8; 3 = Some high school; 
4 = Completed high school; 5 = Some college, but didn't 
graduate; 6 = Graduated from college; 7 = Some work toward 
master's degree; 8 = Completed master's degree; 9 = Some 
work toward doctorate or professional degree; 10 = Completed 
doctoral or professional degree. c 1 = Under $3,000; 2 = 
$3,000 - $3,999; 3 = $4,000 - $4,999; 4 = $5,000 -$5,999; 5 
= $6,000 - $6,999; 6 = $7,000 - $7,999; 7 = $8,000 - $9,999; 
8 = $10,000 - $14,999; 9 = $15,000 - $19,999; 10 = $20,000 -
$24,999; 11 = $25,000 or over, d i = Never; 2 = Within last 
year; 3 = 1 to 5 years ago; 4 = 6 to 10 years ago; 5 = 11 to 
15 years ago; 6 = 16 to 20 years ago; 7 = Over 20 years ago. 
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Appendix A Continued 

Table A-5 

Goodness-of-Fit and Structural Relations Indices for the 

Hypothesized Model Using Younger Subjects Data 

Index Value 

Overall model fit 

x2 (158, N = 135) 287.79 

X2/df 1.82 

Adjusted Goodness of Fit .78 

Root Mean Square Residual 6.23 

Structural Relations 

Coefficient of Determination (x variables) 1.00 

Coefficient of Determination (equations) .62 

Squared Multiple Correlations 

History of Use .08 

Mental Health Index .61 

Barrier .07 

Breadth of Conceptions .00 

Knowledge .04 

Attitudes .56 
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Appendix A Continued 

Table A-6 

Goodness-of-Fit and Structural Relations Indices for the 

Final Version of the Model for Younger Subjects 

Index Value 

Overall model fit 

x2 (151, N = 135) 146.10 

X2/df .97 

Adjusted Goodness of Fit .88 

Root Mean Square Residual 4.08 

Structural Relations 

Coefficient of Determination (x variables) 1.00 

Coefficient of Determination (equations) .77 

Squared Multiple Correlations 

History of Use .11 

Mental Health Index .63 

Barriers .39 

Breadth of Conceptions .03 

Knowledge .12 

Attitudes .61 
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Appendix A Continued 

Table A-7 

Decomposition of Effects for Younger Subjects (Final Model) 

Direct 
Effect 

Indirect 
Effect 

Total 
Effect 

Correlation R2 

ATTITUDE .607 

Barriers -1.109 .000 -1.109 -.722 

Breadth .148 -.294 -.146 -.106 

Knowledge .245 .242 .487 .474 

Income .494 .186 .680 .221 

MENTAL HEALTH INDEX .634 

Distress .239 .000 .239 .796 

BARRIERS .387 

Self-Reliance -.478 .047 -.431 -.194 

Distress -.378 .000 -.378 .118? 

Breadth .265 .000 .265 .336 

Knowledge -.218 .000 -.218 -.335 

History -1.570 -.372 -1.942 -.256 

KNOWLEDGE .121 

Education 3.001 .000 3.001 .227 

Gender 4.253 .000 4.253 .187 

History 1.702 .000 1.702 .200 

Table A-7 Continues 
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Appendix A Continued 

Table A-7 (Continued) 

Decomposition of Effects for Younger Subjects (Final Model) 

Direct Indirect Total Correlation R2 

Effect Effect Effect 

HISTORY .106 

Self-Reliance -.024 .000 -.024 -.255 

Income .072 .000 .072 .204 

BREADTH .033 

Gender 3.499 .000 3.499 .182 

Note. Effects are unstandardized structural coefficients. 
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Appendix A Continued 

Table A-8 

Goodness-of-Fit and Structural Relations Indices for the 

Initial Run of the Young Model Using the Older Subjects' 

Data 

Index Value 

Overall model fit 

x2 (149, N = 157) 287.66 

X2/df 1.93 

Adjusted Goodness of Fit .79 

Root Mean Square Residual 5.21 

Structural Relations 

Coefficient of Determination (x variables) 1.00 

Coefficient of Determination (equations) .64 

Squared Multiple Correlations 

History of Use .02 

Mental Health Index .61 

Barriers .30 

Breadth of Conceptions .02 

Knowledge .04 

Attitudes .40 
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Appendix A Continued 

Table A-9 

Goodness-of-Fit and Structural Relations Indices for the 

Final Version of the Model for Older Subjects 

Index Value 

Overall model fit 

x2 (142, N = 157) 150.26 

X2/df 1.06 

Adjusted Goodness of Fit ,87 

Root Mean Square Residual 3.87 

Structural Relations 

Coefficient of Determination (x variables) 1.00 

Coefficient of Determination (equations) .65 

Squared Multiple Correlations 

History of Use .02 

Mental Health Index .59 

Barriers .34 

Breadth of Conceptions .09 

Knowledge .09 

Attitudes .45 
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Appendix A Continued 

Table A-10 

Decomposition of Effects for Older Subjects (Final Model) 

Direct Indirect Total Correlation R2 

Effect Effect Effect 

ATTITUDE .446 

Barriers -.989 .000 -.989 -.593 

Knowledge .228 .123 .351 .371 

History 1.201 1.054 2.255 .318 

Gender 4.320 1.323 5.643 .173 

MENTAL HEALTH INDEX .591 

Distress .239 .000 .239 .768 

BARRIERS .337 

Breadth .307 .000 .307 .439 

Knowledge -.125 .000 -.125 -.287 

History -.651 -.146 -.797 -.206 

M.H. Index .540 .000 .540 .262 

KNOWLEDGE .088 

History 1.173 .000 1.173 .178 

Distress -.302 .000 -.302 -.142 

Education -1.066 .000 -1.066 -.134 

Table A-10 Continues 
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Appendix A Continued 

Table A-10 (Continued) 

Decomposition of Effects for Older Subjects (Final Model) 

Direct Indirect Total Correlation R2 

Effect Effect Effect 

HISTORY .020 

Self-Reliance -.040 .000 -.040 -.143 

BREADTH .092 

Gender -6.032 1.680 -4.353 -.165 

Self-Reliance -.351 .099 -.252 -.206 

Income -1.025 .378 -.647 -.090 

Note. Effects are unstandardized structural coefficients. 
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Cognitive/Affective 
Variables 
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WELL-BEING 

NEUROTIC 

LIFSATIS 

POWERFUL 

EFFICACY 

OPENNESS 

EXTRAVER 

ANXIETY 

INTERNAL 

DEPRESS 

ESTEEM 

Figure 2. One-factor model of relationships between the 
Cognitive/Affective Variables and Weil-Being. 
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Cognitive/Affective 
Variables 

Weil-Being 
Factors 

AFFECTIVE 
FACTOR 

COGNITIVE 
FACTOR 

OPENNESS 

NEUROTIC 

LIFSATIS 

EXTRAVER 

DEPRESS 

EFFICACY 

INTERNAL 

ESTEEM 

ANXIETY 

POWERFUL 

Figure 3. Two-factor model of relationships between the 
Cognitive/Affective Varables and Well-Being Factors. 
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Cognitive/Affective 
Variables 

Weil-Being 
Factors 

POSITIVE 
AFFECT 

NEGATIVE 
AFFECT 

COGNITIVE 
FACTOR 

INTERNAL 

DEPRESS 

OPENNESS 

ANXIETY 

POWERFUL 

EFFICACY 

LIFSATIS 

ESTEEM 

EXTRAVER 

NEUROTIC 

Figure 4. Three-factor model of relationships between the 
Cognitive/Af fective Varables and Weil-Being Factors. 
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Cognitive/Affective 
Variables 

Well-Being 
Factors 

-3.92 

- 1.40 

DISTRESS 9.90 

9.41 

15.06 

9.30 

4.88 

-4.63 

2.46 
SELF-REL 

-3.06 

9.91 

2.57 

OPENNESS 

DEPRESS 

INTERNAL 

POWERFUL 

EFFICACY 

LIFSATIS 

EXTRAVER 

NEUROTIC 

ANXIETY 

ESTEEM 

0.89 

Figure 5. Final Two-Factor Measurement Model. 
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Older Persons' Attitudes Toward Mental Health Survey Code 
Bert Haysllp, Jr., Ph.D., Lawrence J. Schneider, Ph.D. 

Please do not put your name on this questionnaire. All Information is 
anonymous and confidential. Please try to respond to every question. 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

Your age: years 

Your sex: (check one) (1) Male 

Marital Status (check one): • 
(1) Married (2).\Mdowed 
(4) Divorced (5) SeparateS 

(2) Female 

(3) Single 

How long have you held your present marital status? 

Where do jjou live? (check one) 

years. 

y own home 
rented apartment or rented house 
With children or relatives 
Other (please explain) 

Do you live alone? (1) Yes (2) No 

Highest jevel of school completed Jcheck one) 
None or some grade school (specify last grade completed 
Completed graae school (grade 8) 
Some high school (specify last grade completed 
Completed high scnool 
Some college, but didn't graduate 

Tro Graduated from college 
Some work toward master's degree 
Completed master's degree 

. - . Some work toward doctorate or professional degree 
(10) Completed doctoral or professionalHegree 

8. 

9. 

10. 

11. 

Are your retired? (1) Yes (2) No 

If retired, how long have you been retired? years. 

In general, how is your health relative to persons of your age? 
(crieckone) , m 

(1) Excellent (2) Good (3) Fair (4) Poor 

Do you take any medication? (prescribed drugs/medicine) 
(1) Yes (2) No 

12. Counting what you and your spouse get from alt sources, what was your 
total income last year? 

Under $3,000 (7) $8,000 - $9,999 
13,000 - $3,999 (8) $10,000 - f 14*999 
f4#000 - $4,999 9) $15*000 - $19 999 
ti'288 " ii'SSS 10) $26,000 - $24,999 
>§.000 - $6,999 _____ 11) $25,000 or over 
17,000 - $7,9992 



148 

what some people would think. 

et c 
need of a 

Attitudes Toward Psychology and Mental Health Issues | | 
o o w u 
< < u u W to C£ X Below are a number of statements pertaining to psychology and 

mental health issues. Read each statement carefully and g g 3 § 
indicate your agreement, probable agreement, probable * 
disagreement or disagreement. Please express your frank 2 2 !• * 
opinion in rating the statements. There are no wrong" o e e 5 
answers, and the only right ones are whatever you honestly - - - ? 

feel or believe. It is important that you answer every item. a O C a: t- K 2 r M i. c. 

13. Although there are clinics for people with mental 1 2 3 4 
troubles, I would not have much faith in them. 

14. If a good friend asked my advice about a mental problem 1 2 3 4 
I might recommend that he see a psychiatrist. 

15. I would feel uneasy going to a psychiatrist because of 1 2 3 4 
would 

16. A person with a strong character can get over mental 1 2 3 4 
conflicts by himself, and would have little 
psychiatrist. 

17. There are times when I have felt completely lost and 1 2 3 4 
would have welcomed professional advice for a personal 
or emotional problem. 

18. Considering the time and expense involved in 1 2 3 4 
psychotherapy, it would have doubtful value for a person 
like me. 

19. I would willingly confide intimate matters to an 1 2 3 4 
appropriate person if I thought it might help me or 
a member of my family. 

20. I would rather live with certain mental conflicts than 1 2 3 4 
go through the ordeal of getting psychiatric treatment. 

21. Emotional difficulties, like many things, tend to work 1 2 3 4 
out by themselves. 

22. There are certain problems which should not be 1 2 3 4 
discussed outside of one's immediate family. 

23. A person with a serious emotional disturbance would 1 2 3 4 
probably feel most secure in a good mental hospital. 

24. If I believed I was having a mental breakdown, my first 1 2 3 4 
inclination would be to get professional attention. 

25. Keepjng one's mind on a job is a good solution for 1 2 3 4 
avoiding personal worries and concerns. 

26. Having been a psychiatric patient is a blot on a 1 2 3 4 
person's life. 
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S- c C £_ 
!/l t t •; 27. I would rather be advised by a close friend than by a 1 2 3 4 

psychologist, even for an emotional problem. 

28. A person with an emotional problem is not likely to 1 2 3 4 
solve it alone; he is likely to solve it with professional 
help. 

29. 1 resent a person--professionally trained or not—who 1 2 3 4 
wants to know about my personal difficulties. 

30. I would want to get psychiatric attention if I was 1 2 3 4 
worried or upset for a long period of time. 

31. The idea of talking about problems with a psychologist 1 2 3 4 
strikes me as a poor way to get rid of emotional conflicts. 

32. Having been mentally ill carries with it a burden of 1 2 3 4 
shame. 

33. There are experiences in my life I would not discuss 1 2 3 4 
• with anyone. 

34. It is probably best not to know everything about 1 2 3 4 
oneself. 

35. If I were, experiencing a serious emotional crisis at 1 2 3 4 
this point in my life, I would be confident that I could 
find relief in psychotherapy. 

36. There is something admirable in the attitude of a 1 2 3 4 
person who is willing to cope with his conflicts and 
fears without resorting to professional help. 

37. At some future time 1 might want to have psychological 1 2 3 4 
counseling. 

38. A person should work out his own problems; getting 1 2 3 4 
psychological counseling would be a last resort. 

39. Had I received treatment in a mental hospital, I would 1 2 3 4 
not feel that it ought to be "covered up. 

40. If I thought I needed psychiatric help, I would get it 1 2 3 4 
no matter who knew aoout it. 

41. It is difficult to talk about personal affairs with 1 2 3 4 
highly educated people such as doctors, teachers, and 
clergymen. 
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Instructions: Please indicate the extent with which you 
agree or disagree with the statements below by circling _ 
the appropriate number at the right of the statement. ^ " * !• £ * 

C - F- E-

49. Although I might have good ability, I will not be 
eiven leadership responsibility without appealing to 
those in positions or power. 

tB %.*& 
w < w B X K E~ 15 S O U < U 
< U < W I u w X v. c: s a: »H o *•* o t; o q w a < s < o >" £0 >• >• = > 

z c s = l: z O < O O - c 
e « ^ N a -
e- — -J — ^ s-
io o cn w c *•" 42. Whether or not I get to be a leader depends mostly on 1 2 3 4 5 6 

my ability. 

43. To a great extent my life is controlled by accidental 1 2 3 4 5 6 
happenings. 

44. I feel like what happens in my life is mostly 1 2 3 4 5 6 
determined by powerful people. 

45. Whether or not I get into a car accident depends 1 2 3 4 5 6 
mostly on how good a driver I am. 

46. When I make plans, I am almost certain to make them 1 2 3 4 5 6 
work. 

47. Often there is no chance of protecting my personal 1 2 3 4 5 6 
interest from bad luck happenings. 

48. When I get what I want, it's usually because I'm 1 2 3 4 5 6 
lucky. 

1 2 3 4 5 6 

50. How many friends I have depends on how nice a person 1 2 3 4 5 6 
I am. 

51. I have often found that what is going to happen will 1 2 3 4 5 6 
happen. 

52. My life is chiefly controlled by powerful others. 1 2 3 4 5 6 

53. Whether or not I get into a car accident is mostly a 1 2 3 4 5 6 
matter of luck. 

54. People like myself have very little chance of 1 2 3 4 5 6 
protecting our personal interests when they conflict 
with those of strong pressure groups. 

55. It's not always wise for me to plan too far ahead 1 2 3 4 5 6 
because many things turn out to be a matter of good or 
bad fortune. 

56. Getting what I want requires pleasing those people 1 2 3 4 5 6 
above me. 
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1 2 3 4 5 6 57. Whether or not I get to be a leader depends on 
whether I'm lucky enough to be in the right place at 
the right time. 

58. If important people were to decide they did not like 1 2 3 4 5 6 
me, fprobably wouldn't make many friends. 

59. I can pretty much determine what will happen in my 1 2 3 4 5 6 
life. 

60. I am usually able to protect my personal interests. 1 2 3 4 5 6 

61. Whether or not I get into a car accident depends 1 2 3 4 5 6 
mostly on the other driver. 

62. When I get what I want, it's usually because I worked 1 2 3 4 5 6 
hard for it. 

63. In order to have my plans work, I make sure that they 1 2 3 4 5 6 
fit in with the desires of people who have power over 
me. 

64. My life is determined by my own actions. 1 2 3 4 5 6 

65. It's chiefly a matter of fate whether or not I have a 1 2 3 4 5 6 
few friends or many friends. 

W a o w < fcj Items 66 to 114 are "Reproduced by special permission of the « e 
Publisher, Psychological Assessment Resources, Inc., 16102 g g 
North Florida Avenue, Lutz, Florida 33549, from the NEO 
Personality Inventory, by Paul Costa, and Robert McCrae, j u j j 
Copyright 1978, 1985. Further reproduction is prohibited g g g w g 
withou! permission of PAR, Inc." 1 g g 1 1 

t- M U o tO O 2 to 
66. I often feel tense and jittery. 1 2 3 4 5 

67. I shy away from crowds of people. 1 2 3 4 5 

68. Aesthetic and artistic concerns aren't very important 1 2 3 4 5 
to me. 

69. Sometimes I feel completely worthless. 1 2 3 4 5 

70. I rarely feel fearful or anxious. 1 2 3 4 5 

71. I like to have a lot of people around me. 1 2 3 4 5 



152 

U3 fX O U < u w a o 
o < 
>> u > 

J U J o a < o 2 a a u z o < t- u c C£ v, d x a E- - - C f-
w o z < w 72. I am sometimes completely absorbed in the music I am 1 2 3 4 5 

listening to. 

73. I have sometimes experienced a deep sense of guilt or 1 2 3 4 5 
sinfulness. 

74. I am easily frightened. 1 2 3 4 5 

75. I usually prefer to do things alone. 1 2 3 4 5 

76. Watching ballet or modern dance bores me. 1 2 3 4 5 

77. I tend to blame myself when anything goes wrong. 1 2 3 4 5 

78. 1 am not a worrier. 1 2 3 4 5 

79. I really feel the need for other people if I am by 1 2 3 4 5 
myself for long. 

80. Certain kinds of music have an endless fascination 1 2 3 4 5 
for me. 

81. I have a low opinion of myself. 1 2 3 4 5 

82. I often worry about things that might go wrong. 1 2 3 4 5 

83. I prefer small parties to large ones. 1 2 3 4 5 

84. Poetry has little or no effect on me. 1 2 3 4 5 

85. Sometimes things look pretty bleak and hopeless to me. 1 2 3 4 5 

86. Frightening thoughts sometimes come into my head. 1 2 3 4 5 

87. I'd rather vacation at a popular beach than an 1 2 3 4 5 
isolated cabin in the woods. 

88. i am intrigued by the patterns I find in art and 1 2 3 4 5 
nature. 

89. I rarely feel lonely or blue. 1 2 3 4 5 

90. I'm seldom apprehensive about the future. 1 2 3 4 5 

91. I prefer jobs that let me work alone without being 1 2 3 4 5 
bothered by other people. 

92. Sometimes when I am reading poetry or looking at a 1 2 3 4 5 
work of art, I feel a chill or wave of excitement. 
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93. Too often, when things go wrong, I get discouraged 1 2 3 4 5 
and feel like giving up. 

94. I have fewer fears than most people. 1 2 3 4 5 

95. I would rather watch an event on television than be 1 2 3 4 5 
there in the audience. 

96. I enjoy reading poetry that emphasizes feelings and 1 2 3 4 5 
images more tnan story lines. 

97. I am seldom sad or depressed. 1 2 3 4 5 

98. I often crave excitement. 1 2 3 4 5 

99. I often enjoy playing with theories or abstract ideas. 1 2 3 4 5 

100. I have sometimes done things just for "kicks'* or 1 2 3 4 5 
"thrills^. 

101. I enjoy solving problems or puzzles. 1 2 3 4 5 

102. I like to be where the action is. 1 2 3 4 5 

103. I enjoy working on "mind-twister"-type puzzles. 1 2 3 4 5 

104. Fast cars and motorcycles have never had much appeal 1 2 3 4 5 
to me. 

105. I find philosophical arguments boring. 1 2 3 4 5 

106. I love the excitement of roller coasters. 1 2 3 4 5 

107. I sometimes lose interest when people talk about very 1 2 3 4 5 
abstract, theoretical matters. 

108. I wouldn't enjoy vacationing in Las Vegas 1 2 3 4 5 

109. I have little interest in speculating on the nature of 1 2 3 4 5 
the universe or the human condition. 

110. I'm attracted to bright colors and flashy styles. 1 2 3 4 5 

111. I have a lot of intellectual curiosity. 1 2 3 4 5 

112. I tend to avoid movies that are shocking or scary. 1 2 3 4 5 

113. I have a wide range of intellectual interests. 1 2 3 4 5 

114. I have tried to answer all these questions honestly 1 2 3 4 5 
and accurately. 
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Directions: A number of statements which people have used 
to describe themselves are given below. Read each # 
statement then circle the appropriate number to the right 
of the statement to indicate how you generally feel. 

There are no right or wrong answers. Do not spend too much 
time on any one statement, but give the answer which seems 
to describe how you generally feel. 

115. I feel pleasant. 

116. I tire quickly. 

117. I feel like crying. 

118. I wish I could be as happy as others seem to be. 

119. I am losing out on things because I can't make up my 
mind soon enough. 

120. I feet rested. 

121. I am "calm, cool and collected". 

122. I feel that difficulties are piling up so that I cannot 
- overcome them. 

123. I worry too much over something that really doesn't 
matter. 

124. I am happy. 

125. I am inclined to take things hard. 

126. I lack self-confidence. 

127. I feel secure. 

128. I try to avoid facing a crisis or difficulty. 

129. I feel blue. 

130. I am content. 

131. Some unimportant thoughts run through my mind and bother 
me. 

132. I take disappointments so keenly that I can't put them 
out of my mind. 

133. I am a steady person. 

134. I become tense and upset when I think about my recent 
concerns. 
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1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

1 2 3 4 

i 2 3 4 
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135. 1 feel I am a person of worth, at least an equal plane 1 2 3 4 5 
with others. 

136. I wish I could have more respect for myself. 1 2 3 4 5 

137. All in all, I am inclined to feel I am a failure. 1 2 3 4 5 

138. I take a positive attitude toward myself. 1 2 3 4 5 

139. On the whole, I am satisfied with myself. 1 2 3 4 5 

140. At times, I think I am no good at all. 1 2 3 4 5 

141. I feel I have a number of good qualities. 1 2 3 4 5 

142. I am able to do things as well as most other people. 1 2 3 4 5 

143. I feel I do not have much to be proud of. 1 2 3 4 5 

144. I certainly feel useless at times. 1 2 3 4 5 

2 
Please respond to each of the following statements as they < 
apDly to you by circling either 1 for "yes", 2 for "no" or ** 
3 for uncertain . 
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145. As you grow older, do things seem better than you thought 1 2 3 
they would be? 

146. Would you say that you have gotten more of the breaks in 1 2 3 
life than most of the people you know? 

147. Is this the dreariest time of your life? 1 2 3 

148. Are you just as happy as when you were younger? 1 2 3 

149. Are these the best years of your life? 1 2 3 

150. Are most of the things you do boring or monotonous? 1 2 3 

151. Are the things you do as interesting to you as they ever 1 2 3 
were? 

152. As vou look back on your life, are you fairly well 1 2 3 
satisfied? 
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153. Have you made plans for things you'll be doing a month 
or a year from now? 

154. When you think back over your life, do you feel that you 
didn't get most of the important things you wanted? 

155. Compared with other people, do you get down in the dumps 
too often? 

156. Have you gotten pretty much what you expected out of life? 

157. In spite of what people say, do you think that the lot of 
the average person is getting worse, not better? 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

1 2 3 

Please respond to each of the following statements as they 
apply to you by circling 1 for "true" or 2 for "false". 

158. I feel weak all over much of the time. 

159. I have had periods of days, weeks or months when I 
couldn't take care of things because I couldn't 
"get along." 

160. Every so often I suddenly feel hot all over. 

161. I have periods of such g^reat restlessness that I 
cannot sit long in a chair (cannot sit still very long). 

162. Nothing ever turns out for me the way I want it to. 

163. I sometimes can't help wondering if anything is 
worthwhile anymore. 

TRUE Fĵ SE 

2 

2 

2 

2 

2 

Please respond to the following items as they apply to you by checking one 
response only: 

164. In general, would you say that most of the time you are in high (very 
good) spirits, good spirits, low spirits or very low spirits? 

1 High 2 Good 3 Low 4 Very Low 

165. Would you say you are bothered by nervousness (irritable, fidgety, 
tense)7 

1 Often 2 Sometimes 3 Never 
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166. Would you say that you have had trouble getting to sleep or staying 
asleep? 

1 Often ^ 2 Sometimes 3 Never 

167. Would you say you have been bothered by "cold sweats"? 

1 Often 2 Sometimes 3 Never 

168. Do you feel somewhat alone even among friends? 

1 Yes 2 No 

169. Would you say you are troubled with headaches or pains in the head? 

1 Often 2 Sometimes 3 Never 

170. Are you the worrying type (a worrier)? 

1 Yes 2 No 

Please circle 1 for "true" and 2 for "false". 

171. Before voting I thoroughly investigate the 
qualifications of all the candidates. 

172. 1 never hesitate to go out of my way to help someone 
in trouble. 

173. It is sometimes hard for me to go on with my work if I 
am not encouraged. 

174. I have never intensely disliked anyone. 

175. On occasion I have had doubts about my ability to 
succeed in life. 

176. I sometimes feel resentful when I don't get my way. 

177. I am always careful about my manner of dress. 

178. My table manners at home are as good as when I eat out 
in a restaurant. 

179. If I could get into a movie without paying and be sure 
I was not seen I would probably do it. 

180. On a few occasions, I have given up doing something 
because I thought too little of my ability. 

181. I tike to gossip at times. 

182. There have been times when I felt like rebelling 
against people in authority even though I knew they 
were right. 

True False 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 
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True False 

183. No matter who I'm talking to, I'm always a good \ 2 
listener. 

184. I can remember "playing sick" to get out of something. 1 2 

185. There have been occasions when I took advantage of 1 2 
someone. 

186. I'm always willing to admit it when I make a mistake. 1 2 

187. I always try to practice what I preach. 1 2 

188. I don't find it particularly difficult to get along 1 2 
with loud-mouthed, obnoxious people. 

189. I sometimes try to get even rather than forgive and 1 2 
forget. 

190. When I don't know something I don't at all mind 1 2 
admitting it. 

191. I am always courteous, even to people who are 1 2 
disagreeable. 

192. At times I have really insisted on having things my 1 2 
own way. 

193. There have been occasions when I felt like smashing 1 2 
things. 

194. I would never think of letting someone else be 1 2 
punished for my wrong-doings. 

195. I never resent being asked to return a favor. 1 2 

196. I have never been irked when people expressed ideas 1 2 
very different from my own. 

197. I never make a long trip without checking the safety 1 2 
of my car. 

198. There have been times when I was quite jealous of the 1 2 
good fortune of others. 

199. I have almost never felt the urge to tell someone off. 1 2 

200. 1 am sometimes irritated by people who ask favors of 1 2 
me. 

201. I have never felt that I was punished without cause. 1 2 

202. I sometimes think when people have a misfortune they 1 2 
only got what they deserve a. 

203. I have never deliberately said something that hurt 1 2 
someone's feelings. 
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Circle the alternative that most clearly represents vour feelings. 

204. How would you rate your mental or emotional Health at the present time? 
1. Excellent 
2. Good 
1, Fair 
4. Poor 

205. Is your mental or emotional health now better, about the same, or worse 
than it was five years ago? 
1. Better 
2. About the same 
3. Worse 

206. In general, a person who could most likely benefit from counseling or 
therapy would be: 
1. a child 
2, an adolescent 
3 a young adult 
4. a middle aged adult 
5. an elderly adult 

207. If I had an emotional problem and were to go to a counselor or 
psychotherapist for help, I would expect: 
1. an older therapist to be able to help me more 
2. a younger therapist to be able to help me more 
3. a middle-aged therapist to be able to help me more 

- 4. age of the therapist would not be important 

208. It would be easier to talk about my problems with a counselor or 
psychotherapist who was: 
1. about my age 
2. older than I am 
3. a young person 
4. age would mean nothing 

209. If I went to a therapist about an emotional problem, I would expect 
him/her to: 
1. remain silent most of the time and listen to my problems 
2* do some talking and some listening 
3. spend most of the time talking to me about my problems 

Please circle 1 for "yes" or 2 for "no". Yes No 

210. I have no transportation to get to a therapist/counselor. 1 2 

211. I am not aware that counseling services are available to 1 2 
older people in my area. 

212. I would not take advantage of counseling services even if I 1 2 
knew about them, could afford them, and had a way to get to them. 
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For the following problems would you seek the help of a counselor or 
therapist? (Circle 1 for yes or 2 for no ) 

Yes 

213. Deep depression 

214. Feelings of loneliness 

215. Unidentifiable fear or anxiety 

216. Fear of death 

217. Fear of dying 

218. Fear of spouse's death 

219. Fear of spouse's dying 

220. Arguments with spouse 

221. Nervousness 

222. Nervous breakdown 

223. Trouble sleeping 

224. Poor appetite 

225. Seeing or hearing things 

226. Not being "in touch with reality* 

227. Blurred vision 

228. Forgetfulness 

229. Ringing in the ears 

230. General aches and pains 

231. Chest pains 

232. Arguments with friends 

233. Confusion 

234. Preoccupation with the past 

235. Looking forward to death 

236. Arguments with children 

No 

2 

2 
2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 



161 

In your opinion, do you think the following things that sometimes happen to 
people create a problem that could be helped by seeing a professional 
counselor or therapis t? (Circle 1 for "yes or / f o r "no") 

Yes No 

237. Death of husband or wife 1 2 

238. Death of one's child 1 2 

239. Retirement (voluntary) 1 2 

240. Unemployment 1 2 

241. Major illness or injury (e.g.. broken hip, diabetes, 1 2 
cancer, stroke, heart at tack) 

242. Being moved from one's home to a nursing home 1 2 

243. Being discriminated against on the basis of your age 1 2 

244. Not having access to transportat ion 1 2 

245. Living on a fixed income 1 2 

246. Having t o accept social services (e.g.. home-delivered 1 2 
meals, food s tamps, medicaid, home health care) 

247. Loss of appetite 1 2 

248. Children leaving home 1 % 

249. Being alone \ 2 

250. Lack of respect from younger people i 2 

251. Having difficulty in finding a comfortable place to live 1 2 

252. Things being different than in the past . 1 2 

253. Normal aging changes, (that is. lessened ability to see 1 2 
clearly, cataracts, hearing loss) 

254. Being isolated from one's family 1 2 

255. Retirement (involuntary) 1 2 

256. Being rejected by one's family 1 2 

257. Sexual difficulties \ 2 

258. Major surgery j 2 

259. Terminal illness (cancer, heart disease) l 2 



260. Having a problem with drugs/alcohol, prescription 
medication 
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Yes No 

261. Problems with side effects of prescription medication 1 2 

262. Divorce or separation j 2 

263. Marriage j 2 

264. Death of a close friend j 2 

265. Loss of affiliation with one's church—a change in 1 2 
church activities 

266. Spouse's unemployment j 2 

267. Returning to school (taking classes or returning to high l 2 
school or college) 

268. Gain or loss of weight j 2 

269. Holidays (e.g., Christmas, Thanksgiving) } 2 

270. Change in sleeping habits j 2 

271. Spouse's suicide j 2 
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272. Mental problems are often the result of a lack of 1 2 3 4 5 
money, or financial difficulties. 

273. Mental problems are God's punishment for some sin or 1 2 3 4 5 
wrong-doing. * * * 3 

274. Poor physical health often leads to mental or 1 2 3 4 5 
emotional problems. x * 9 * 3 

275. Simply growing old often causes a person to have 1 2 3 4 5 
emotional problems. 9 3 

276. A lack of will or internal strength and fortitude 1 2 3 4 5 
causes persons to suffer from mental or emotional 
problems. 

277. Many symptoms of mental problems are caused by the 1 2 3 4 5 
side effects of prescription drugs people must take. 
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278. Being lonely or isolated from family and friends 
causes most mental problems. 

279. Mental problems in older persons almost always occur 
because of retirement. 

280. Mental problems are the result of unconscious drives 
or urges--thoughts that we are not aware of. 

281. Mental problems are caused by the way a person thinks 
about what is happening to him or her. 

282. Mental problems are caused by a fear of the approach 
of one's death. 

283. If I were to seek counseling, I would want the 
therapist to be the same race as I am (that is, 
white, black, or Mexican-American). 

284. Psychotherapists and counselors only work with 
persons who are mentally ill or crazy. 

285. If a member of my family found out I was being cared 
for by a counselor or therapist, it would bother me 
a great deal. 

286. If I went to see a counselor, people would think I 
was crazy. 

287. An individual who is sufferine from emotional 
problems would most likely benefit from counseling 
or therapy. 

288. A physician or medical doctor is best qualified to 
help an older person with an emotional or mental 
problem. 

289. An older, mature adult should be able to handle any 
problems he has without any outside help. 

290. A minister or pastor is best qualified to help an 
older person with an emotional or mental problem. 

291. Counseling/therapy is a waste of time. 

292. Counseling/therapy costs way too much. 

293. Counseling/therapy doesn't help any more than talking 
your problems over with a friend. 
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300. Most mentally ill/emotionally disturbed people really 
feel inferior to others. 
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294. The attitudes of the staff in most counseling centers 1 2 3 4 5 
are negative and demeaning toward most older people. 

295. I could not seek psychological counseling because it 1 2 3 4 5 
is not covered by Medicare/Medicaid. 

296. If someone is a true Christian, he doesn't need a 1 2 3 4 5 
psychologist. 

297. I would not go to see a counselor because I am afraid 1 2 3 4 5 
to go out on the streets for fear of getting mugged 
or attacked. 

298. A great deal of mentally disturbed behavior can be 1 2 3 4 5 
accounted for bv poisonous substances that are in 
our food or in tne air. 

299. Most mentally or emotionally disturbed people learned 1 2 3 4 5 
to act in ways that are crazy or insane. 

1 2 3 4 5 

301. Mental/emotional disturbance is caused by being 1 2 3 4 5 
around other people who are also disturbed. 

302. Mental or emotional problems are inherited. 1 2 3 4 5 

303. Mental problems are more than likely caused by brain 1 2 3 4 5 
damage. 

304. Mental problems are a function of one's not having 1 2 3 4 5 
basic needs (hunger, thirst, sex) met. 

305. Mental problems are caused by not being personally 1 2 3 4 5 
fulfilled in life. 

306. Mental problems are the result of having certain 1 2 3 4 5 
"traits" that bring about disturbed behaviors. 

307. Mental/emotional problems result from one's "body 1 2 3 4 5 
type" or physique which is present at birth. 

308. People can learn to behave in disturbed ways, just as 1 2 3 4 5 
they can learn to behave in ways that are healthy. 

309. Every person's problems are unique; there is no one 1 2 .3 4 5 
solution for everyone's troubles. 

310. People are basically the same; their troubles can be 1 2 3 4 5 
handled or solved in much the same way. 
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311. Almost all mental problems in older persons are caused 
by their being forced to move away from their homes— 
to live with relatives or in a nursing home. 

312. Almost all mental problems in older persons are caused 
by the way they are treated by society. 

u u 
OS 

o u 
< u: 
V3 a 

u a < 
a 

>< u us > 
-a u a 
o « M c z o u u z o < u L: c a. •s. o c C£ 
c_ 2 c in a < v". 

1 2 3 4 5 

1 2 3 4 5 

313. Have you ever sought professional help for an emotional/mental problem 
of a personal nature? (Check one) 

1 Yes 2 No 

314. If yes, how many years ago? 

315. For how many months did you consult the therapist? 

316. 

choice. 

Where or to whom would you most likely go for help if you had a 
personal problem that was troubling you? Be sure to indicate only one 

1 
2 
3 
4 
5 
6 
7 
8 

1% 
11 
12 
13 

see a professional counselor or therapist privately 
senior citizens center 
my pastor or minister 
my doctor 
social worker 
check into a mental hospital 
close friend 
family member 
admit myself to a general hospital psychiatric unit 
go to my community mental health center 
other relatives 
psychiatrist 
no one 

On this next part of the questionnaire there are groups of statements. 
Please read tne entire group of statements in each category. Then pick out 
the one statement in that group which best describes tne way you feel today, 
that is, ripht now! Circle the number beside the statement you have chosen. 
If several statements in the group seem to apply equally well, circle each 
one. Be sure to read all the statements in each group Before making your 
choice. 

317. 0 I do not feel sad. 
1 I feel sad. 
2 I am sad all the time and can't snap out of it. 
3 I am so sad or unhappy that I can't stand it. 
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318. 0 
l 
2 
3 

319 

320. 

323 

0 
1 
2 
3 

0 
i 
2 
3 

321 0 
X 
2 
3 

322 0 
X 
2 
3 

0 
i 
2 
3 

324. 0 
1 
2 
3 

325. 0 
l 
2 
3 

326. 0 
i 
2 
3 

327. 0 
1 
2 
3 

328. 0 
1 
2 
3 

em not particularly discouraged about the future. 
feel discouraged about the future. 
feel I have nothing to look forward to. 
feel that the future is hopeless and that things can't improve. 

do not feel like a failure. 
feel I have failed more than the average person. 

\s I look back on my life, all I see is a Tot of failure. 
feel I am a complete failure as a person. 

Set as much satisfaction out of things as I used to. 

on't enjoy things the way I used to. 
don't get real satisfaction out of anything anymore, 
am dissatified or bored with everything. 
don't feel particularly guilty. 
feel guilty a good part of tne time. 
feel quite guilty most of the time. 
feel guilty all or the time. 

don't feel I am being punished. 
feel I may be punished. 
expect to be punished. 
feel I am being punished. 

don't feel disappointed in myself. 
am disappointed in myself. 
am disgusted with myself. 
hate myself. 

don't feel I am any worse than anybody else. 
am critical of myself for my weaknesses or mistakes. 
blame myself all of the time for my faults. 
blame myself for everything bad tnat happens. 

don't have any thoughts of killing myself. 
have thoughts of killing myself, but f would not carry them out. 
would like to kill myself. 
would kill myself i f I had the chance. 
ion't cry any more than usual. 
cry no more than I used to. 
cry all the time now. 
used to be able to cry, but now I can't cry even though I want 

to. 

am no more irritated now than I ever am. 
get annoyed or irritated more easily than I used to. 
Feel irritated all the time now. 
don't get irritated at all by the things that used to irritate 

me. 

have not lost interest in other people. 
am less interested in other people than I used to be. 
have lost most of my interest in other people. 
have lost all of my interest in other people. 
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329. 0 I make decisions about as well as I ever could. 
1 I put off making decisions more than I used to. 
2 f have greater difficulty in making decisions than before. 
3 I can't make decisions at all anymore. 

330. 0 J don't feel I look any worse than I used to. 
1 1 em worried that I am looking old or unattractive. 
2 I feel that there are permanent changes in my appearance that make 

me look unattractive. 
3 I believe I look ugly. 

331. ^ I can work about as well as before. 
It takes an extra effort to get started doing something, 

to push myself very hard to do anything. 2 1 have r „ _ 
3 I can't do any work at all.' 

332. 0 I can steep as well as usual. 

ij don't sleep as well as I used to. 
I wake up one to two hours earlier than usual and find it hard to 

fet back to sleep. 
wake up several hours earlier than I used to and cannot get back 

to sleep. 
333. 0 | don't get more tired than usual. 

1 I get tired more easily than I used to. 
2 1 get tired from doing almost anything. 
3 I am too tired to do anything. 

334 0 My appetite is no worse than usual. 
1 My appetite is not as good as it used to be. 
2 My appetite is much worse now. 
3 I have no appetite at all anymore. 

335 0 I haven't lost much weight, if any lately. 
1 I have lost more than 5 pounds. 
2 I have lost more than 10 pounds. 
3 I have lost more than 15 pounds. 

336. I am purposely trying to lose weight by eating less. (Check one) 

(1) Yes (2) No 

337. H | am not more worried about my health than usual. 
1 I am worried about physical problems such as aches and pains, or 

upset stomach, or constipation. ¥ 

2 I am very worried about physical problems, and it is hard to think 
of much else. 

aboZit*anything else"1 m y p h y s l c # l P r o b , e m s that I cannot think 

338- 9 ! r e c eJl t ch,anee in my interest in sex. 
1 ! am less interested in sex than I used to be. 
2 I am much less interested in sex now. 
3 I nave lost interest in sex completely. 
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339. When I make plans, I am certain I can make them work. 1 2 3 4 5 

340. One of my problems is that I cannot get down to work 1 2 3 4 5 
when I should. 

341. If I can't do a job the first time, I keep trying 1 2 3 4 5 
until I can. 

342. When I set important goals for myself, I rarely 1 2 3 4 5 
achieve them. 

343. I give up on things before completing them. 1 2 3 4 5 

344. I avoid facing difficulties. 1 2 3 4 5 

345. If something looks too complicated, I will not even 1 2 3 4 5 
bother to try it. 

346. When I have something unpleasant to do, I stick to it 1 2 3 4 5 
until I finish it. 

347. When I decide to do something, I go right to work on 1 2 3 4 5 

348. When trying to learn something new, I soon give up if 1 2 3 4 5 
I am not initially successful. 

349. When unexpected problems occur, I don't handle them 1 2 3 4 5 
W6II* 

350. I «v°M tjying to learn new things when they look too 1 2 3 4 5 
difficult for me. 

351. Failure just makes me try harder. 1 2 3 4 5 

352. I feel insecure about my ability to do things. 1 2 3 4 5 

353. I am a self-reliant person. 1 2 3 4 5 

354. I give up easily. 1 2 3 4 5 

355. I do not seem capable of dealing with most problems 1 2 3 4 5 
that come up in life. 

356. It is difficult for me to make new friends. 1 2 3 4 5 
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1 2 3 4 5 357. If I see someone I would like to meet. I go to that 

person instead of waiting for him or her to come to 
me. 

358. If I meet someone interesting who is hard to make 1 2 3 4 5 
friends with, III soon stop trying to make friends 
with that person. 

359. When I'm trying to become friends with someone who 1 2 3 4 5 
seems uninterested at first, I don't give up easily. 

360. I do not handle myself well in social gatherings. 1 2 3 4 5 

361. I have acquired my friends through my personal 1 2 3 1 5 
abilities at making friends. 

t?contact* *° r y ° U r p a r t i c 'P a t i o n* ^ y° u h a v e questions, please feel free 

Dr. Bert Hayslip, Jr. qi 
Dr. Larry Schneider 

in the Psychology Department at North Texas State University 
NT Box 13587 

B L R?niPn' 76203 
Phone: (817) 565-2637 
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