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ABSTRACT

EXPLORING RELATIONSHIPS BETWEEN DEPRESSION SELF-STIGMA AND
TRUST IN PRIMARY CARE PROVIDER ON WILLINGNESS TO SEEK HELP

Tana M. Karenke, RN, BSN

Marquette University, 2022

Depression is amood disorder characterized by persistent feelings of sadness and/or
loss of interest that effects an individual’s ability to carry out day-to-day activities.
Depression can diminish one’s social functioning, interpersonal relationships, personal
care, and work productivity. Despite the availability of various treatments for depression,
roughly 34% of people suffering from depression symptoms do not seek treatment.

Significant barriers for seeking help for depression symptoms include the stigma of mental
illness and a lack of trust in healthcare providers; however, there is a paucity of research
exploring the relationship between mental illness stigma and the role of trust in providers
on willingness to seek help for depression symptoms. The research shows that increased
mental illness stigma is associated with decreased trust in providers, while higher levels of
patient trust in providers is associated with more positive health outcomes and satisfaction.

The primary care setting is frequently the first point of care for patients
experiencing mental health challenges, yet the majority of the literature exploring mental
health help-seeking attitudes is focused on mental health professionals and not Primary
Care Providers (PCPs). The role of trust in one’s PCP as a potential moderator to
depression self-stigma and facilitator to increased willingness to seek help for depression
symptoms from a PCP remains underexplored. This study aims to fill a gap in the state of
the science by investigating the role of trust in one’s PCP and depression self-stigma in
predicting willingness to seek help for depression symptoms from a PCP.

A non-experimental correlational cross-sectional descriptive survey study design
was used. The variables of interest depression self-stigma and trust in provider were
measured using reliable and validated instruments. Participants were recruited through a
non-probability convenience sample by way of a public Facebook advertisement and a
research flyer posted throughout the community with a link to the online Qualtrics survey.

Findings from this study gleans important implications to nursing practice, as a
large portion of Nurse Practitioners (NPs) are working as PCPs. Results of this study
consistently revealed that trust in PCP predicted willingness to seek help for depression
symptoms from a PCP. These findings help guide future mental healthcare initiatives and
best practices in relation to the patient-provider relationship in the Primary Care setting.
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Chapter 1: Introduction
Background

Depression is a mood disorder that impacts an individual’s ability to carry out
day-to-day functions. Depression causes persistent feelings of sadness, emptiness,
hopelessness, irritable mood, a loss of interest in activities once enjoyed, and somatic and
cognitive symptoms, such as pain and fatigue (American Psychiatric Association [APA],
2020; American Psychiatric Association, 2013; National Institute of Mental Health
[NIMH], 2021). Depression severity is based on the number and intensity of symptoms
(DSM-5) (American Psychiatric Association, 2013). Individuals marked by mild
symptoms are still at risk for the development of severe depression. Therefore, early
treatment for all forms of depression is indicated to prevent poor outcomes.

Depression is characterized by changes in affect, cognition, and neurovegetative
functions lasting at least two weeks, though it is often longer lasting (American
Psychiatric Association, 2013). Depression can cause functional impairments that limit
one’s ability to carry out major life activities, such as work, school, and family
responsibilities (NIMH, 2022; WHO, 2021). Prevalent functional impairments associated
with depression include lost work productivity due to absenteeism and presenteeism
(Greenberg et al., 2015; Sheehan et al., 2017). Individuals with depression may have poor
job performance due to impaired concentration or increased fatigue and tiredness and
therefore not perform well at work (American Psychiatric Association, 2013).
Additionally, individuals with depression might use an increased number of sick days or
simply not report to work (American Psychiatric Association, 2013). While Major

Depressive Disorder is correlated with decreased work productivity, even minor



10

depressive symptoms, such as fatigue and inability to concentrate are associated with
decreased work productivity (Sheehan et al., 2017). Depression can also impair one’s
social functioning, interpersonal relationships, personal care, and their overall quality of
life (QOL) (Sheehan et al., 2017). An individual who experiences moderate to severe
depression intensity can encounter difficulty in carrying out day-to-day activities such as,
social interactions, work responsibilities, or other domestic responsibilities (WHO, 2021).

Harrowing consequences of depression include suicidality, attempted suicide, and
successful completion of suicide (WHO, 2021). While there is a link between suicide and
mental disorders such as depression, many suicides are due to an acute crisis with an
inability to deal with life stresses, such as financial problems, divorce, relationship break-
ups, and chronic pain and illness (WHO, 2021). It is difficult to discern the exact cause of
suicide. Data estimating lifetime risk of suicide among individuals with a mood disorder
varies between studies and is not very representative of the prevalence of suicide due to
depression in the general population (Isometsd, 2014). Much of the data available on risk
of suicide has been in individuals with a psychotic disorder or as treated inpatients
(Isometsd, 2014). It is estimated that between 30%-40% of patients, both in inpatient and
outpatient settings, suffering from Major Depressive Disorder (MDD) attempt suicide
(Isometsd, 2014). Currently, the most reliable predictor of suicide is a previous suicide
attempt (WHO, 2021).

There are two main effective treatments for depression: Psychotherapies and
medication. These treatments can be used independently or in combination. (WHO,
2021). A combination of psychotherapy and pharmacotherapy has been shown to be

more effective for Major Depressive Disorder than medication alone (Cuijpers et al.,
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2014). Furthermore, if major depressive symptoms are resistant to psychotherapy and/or
pharmacotherapy, other treatments such as electroconvulsive therapy (ECT) is an option
to explore (NIMH, 2021).
Key Variables

Stigma. Barriers to effective depression treatment include the cost associated with
treatment and medications, and concern for medication side-effects (Baeza-Velasco et al.,
2019; Hudson et al., 2015;Walker et al., 2015). Another significant barrier for seeking
help for depression is the stigma of mental illness (Brown et al., 2010; Clement et al.,
2015; Corrigan et al., 2014; Menke & Flynn, 2009; Schnyder et al., 2017). The term
stigma comes from the Latin word stigmat, meaning "mark, brand," and ultimately
originates from the Greek word stizein, meaning "to tattoo" (Merriam-Webster, n.d.). The
first notable conceptualization of stigma was described as a situation in which an
individual is disqualified from full social acceptance due to an attribute that is deeply
discrediting, resulting in a spoiled identity (Goffman, 1963). Over the next 40 years the
concept of stigma evolved to include the effects of labeling individuals with a mental
iliness (Becker 1963; Link, 1987; Scheff 1963). In mental illness, labeling theory posits
that individuals who are marked as deviant are so due to authority figures, such as police
officers, judges, and psychiatrists; all of whom have the authority to classify deviant
behavior as mentally ill (Becker 1963; Scheff 1963). Through this authoritative labeling,
mental illness stereotypes are culturally constructed (Scheff 1963). This furthermore
evolved into Modified Labeling Theory (Link, 1987; Link et al. 1989). Modified
Labeling Theory further expounds on labeling theory by shifting the focus from the

public’s stereotypical perceptions of mental illness to the damaging effects endured by
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the labeled individual (Link et al., 1989). In this theory, labeled individuals feel shame,
different from and devalued by society, which manifests in lower self-esteem, heightened
need for secrecy and social withdrawal (Link et al. 1989).

Historically, individuals with mental illnesses have been perceived as dangerous,
unpredictable, weak, and incompetent, especially in American culture (Phelan et al.,
2000). This pervasive cultural view of mental illness is likely attributable to the early
medical model of mental illness and how mental illness in general became analogous
with psychosis (Phelan et al., 2000). The crystallization of psychotic features and
misconceptions of mental illness held by the public can further manifest in stereotype
threat (Link et al., 1989). Stereotype threat is a phenomenon that occurs when an
individual becomes aware of the stereotype being applied to them (Steele & Anderson,
1995). The stereotype then becomes a threat or challenge for the individual due to the
individual now being evaluated in accordance with the stereotype (Steele & Anderson,
1995). This challenge can further manifest in the false confirmation of the stereotype by
the individual which is then exhibited though their behavior (Steele & Anderson, 1995).

In the last twenty years, stigma in the context of mental health has received more
attention, resulting in the precedent mental illness stigma theories undergoing further
categorization. The antecedent effects of mental illness stigma, such as cultural
stereotyping, discriminating, and labeling, as well as the internalized effects of feeling
shame, different, devalued, withdrawing from social engagement, and secrecy (Link et
al., 1989) have been further delineated into two main constructs, public stigma and self-
stigma (Corrigan & Watson, 2002; VVogel et al., 2017). Public stigma is the societal view

of a person with a mental illness, while self-stigma is the internalization of the public
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stigma (Corrigan & Watson, 2002; VVogel et al., 2017). Within the last ten years, Corrigan
and colleagues have presented The Progressive Model of self-stigma (Corrigan et al.,
2011), also referred to as the Stage Model of Self-stigma (Corrigan & Rao, 2012). This
model outlines four procedural stages involved in the internalization of stigma, known as
self-stigma. In this framework, one’s awareness of the public stigma about their condition
(stereotype awareness) precedes one’s agreement with the negative views held by the
general public (personal agreement). This personal agreement then translates into the
application, or internalization (self-concurrence), of the stigma (Corrigan et al., 2011;
Corrigan & Rao, 2012); thus, the formation of self-stigma. A consequential fourth stage
to the model is self-harm in the form of low self-esteem and low self-efficacy (Corrigan
etal., 2011; Corrigan & Rao, 2012). Low self-esteem and low self-efficacy further
manifest as a “why try?” effect (Corrigan et al., 2011; Corrigan & Rao, 2012). It is this
“why try?” effect that serves as a barrier to achieving life goals (Corrigan et al., 2011;
Corrigan & Rao, 2012), including seeking care and engaging in treatment (Corrigan et
al., 2014; Corrigan et al., 2009).

Recent research has demonstrated that self-stigma is the key barrier to seeking
psychological help (Arnaez et al., 2020; Clement et al., 2015; Jennings et al., 2015; Vogel
et al., 2017). Findings from a cross-cultural study by Vogel et al. (2017) suggests a
pathway through which higher levels of public stigma are associated with higher levels of
self-stigma, and it is ultimately the higher levels of self-stigma that are associated with
negative attitudes about seeking psychological help. This finding is in line with earlier

research that demonstrates the mediating effect of self-stigma on public stigma and
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willingness to seek counseling for psychological and interpersonal concerns (Vogel et al.,
2007).

A more recent mediation model demonstrated that self-stigma, as well as self-
reliance, fully mediated the relationship between perceived (public) stigma and attitudes
toward seeking treatment (Jennings et al., 2015). In the model, the direct effect between
perceived (public) stigma and attitudes toward seeking treatment were not significant
after adding the mediators (Jennings et al., 2015). The authors discovered that both forms
of stigma were related to self-reliance, and that self-reliance mediated the relationship
between perceived (public) stigma and self-stigma, and treatment-seeking (Jennings et
al., 2015). This is the only article to date found in the literature that examined the
relationships of both public stigma and self-stigma with self-reliance and treatment-
seeking. The authors anticipate that heightened stigma might contribute to individuals
feeling they should manage their psychological problems on their own rather than seek
professional help (Jennings et al., 2015). The role of self-stigma and self-reliance requires
further research in order to support this assumption.

Jennings and colleagues (2015) also discovered the mediating role and strength of
self-stigma, as opposed to public stigma alone, on treatment-seeking attitudes.
Furthermore, a recent systematic review exploring the impact of mental health stigma on
help-seeking showed small negative associations between internalized stigma and
treatment stigma (Clement et al., 2015). Analysis of the studies examining the association
between stigma and help-seeking found no association between anticipated stigma,
experienced stigma, perceived (public) stigma, stigma endorsement, or other stigma on

help seeking (Clement et al., 2015), thus pointing to the predominant role of self-stigma
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on seeking help. Likewise, internalized stigma was also recognized in the qualitative
studies as a barrier to help-seeking (Clement et al., 2015). Like the overall findings in the
systematic review by Clement and colleagues (2015), a more recent study also found
internalized stigma showed a stronger association than perceived stigma regarding
barriers to care (Arnaez et al., 2020). Historically, mental illness stigma has been
explored and understood as a significant barrier to seeking help for a mental illness,
though the relationship between public stigma and self-stigma has been less understood
until recently. The extant research exploring the dynamics of public stigma and self-
stigma of mental illness on help-seeking attitudes points to a cascading effect of the
internalization process of public stigma into self-stigma, with self-stigma being a highly
influential barrier to seeking help.

Depression Self-Stigma. In this study, depression self-stigma is a form of mental
illness stigma and is defined as the internalization of negative stereotypes about
depression.

Medical Mistrust. Another significant barrier to engaging in healthcare overall is
medical mistrust especially among minority populations and socioeconomically
disadvantaged patients (Arnett et al., 2016; Benkert et al., 2019; Cuevas et al., 2019;
Powell et al., 2019); however, the role of medical mistrust as a barrier to seeking help for
a depression is underexplored. One qualitative study was located that addressed a lack of
trust in provider as a barrier to seeking help for depressive symptoms in pregnant women
(Jesse et al., 2008). In the literature the terms “medical mistrust”, “provider mistrust”,
and “provider distrust” are often used interchangeably; however, the overarching

conceptualization of medical mistrust is defined as mistrust in medical institutions and
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the greater healthcare system, while mistrust in provider is conceptualized as mistrust or
distrust in a physician or other healthcare provider. It is important to note that medical
mistrust can also serve as a precursor to mistrust in provider (Cuevas et al., 2019), though
this relationship requires further investigation. For the purpose of this study the term
medical mistrust will be used and encompasses all levels of mistrust in the healthcare
system and providers.

Medical mistrust and racially-ethnically diverse group discrimination predict
reduced treatment adherence, intention to use a health service, poorer health service
delivery outcomes, and lower satisfaction with care (Benkert et al., 2019). Medical
mistrust predicts lower cancer screening rates and is linked to decreased engagement with
healthcare overall (Benkert et al., 2019). It has been well documented in the literature that
racial disparities exist in healthcare (Benkert et al., 2019; Institute of Medicine [IOM],
2003). One contribution to this disparity is medical mistrust. America’s history of
unethical medical experimentation on African Americans, particularly the Tuskegee
Syphilis Study, has profoundly rooted a sense of cultural mistrust towards health care
providers. Another contributor to medical mistrust is poor patient-provider
communication due to a lack of racial concordance in the healthcare setting (Shen et al.,
2018). In a systematic review, Benkert et al. (2019) found in most of the qualitative
studies, the participants described medical mistrust as affecting their behavioral actions,
such as cancer screening and healthcare seeking overall (Benkert et al., 2019). Most of
the quantitative studies found that medical mistrust and perceived discrimination were
negatively associated with treatment adherence, intention to use a health service, health

service delivery outcomes, and satisfaction with care (Benkert et al., 2019). In a
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secondary data analysis of a larger study assessing the effect of Patient Centered
Communication (PCC) on patients’ ratings of physicians and acceptance of medical
recommendations, Cuevas et al. (2019) found that African American participants reported
higher levels of medical mistrust compared to the White participants in the study.

Moreover, racial disparities in the primary care setting have been identified.
Historically, African Americans have been found to use the emergency department (ED)
as their primary source of healthcare more frequently than their White American
counterparts (Arnett et al., 2016; Brown et al., 2012). In a cross-sectional study using
data from a larger Exploring Health Disparities in Integrated Communities (EHDIC)
study, Arnett et al. (2016) looked at the role of medical mistrust in selecting location of
care. Results of this study revealed that the African American participants were more
likely than their White counterparts to use the ED versus a primary care setting; however,
when medical mistrust was added to the model, racial differences in the risk of using the
ED versus the primary care setting were not found (Arnett et al., 2016). This study
demonstrates that medical mistrust accounted for the racial disparity in choosing the ED
over the primary care setting as usual source of care.

Furthermore, it has been recognized that African American men report higher
levels of medical mistrust and have been found to delay preventive healthcare more
frequently than non-Hispanic White men (Powell et al., 2019). In a secondary data
analysis using data from a larger African American Men’s Health and Social Life study,
Powell et al. (2019) examined associations between medical mistrust, perceived racism in
healthcare, everyday racism, and preventive health screening delay in African American

men from a geographically and socioeconomically heterogenous community-based
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sample. Results indicated that African American men with higher medical mistrust were
more likely to delay routine check-ups and blood pressure screenings (Powell et al.,
2019). While the literature examining the influence of medical mistrust as a barrier to
seeking help for mental illness is sparse, it has been well established that medical mistrust
is a barrier to seeking healthcare overall, particularly among racial-ethnic minority and
socioeconomically disadvantaged patients.

Trust is an essential component to the patient-provider relationship. Results of
four recent studies link trust in one’s provider to positive patient outcomes (Abel & Efird,
2013; AlRuthia et al., 2019; AlRuthia et al., 2020; Birkhauer et al., 2017). In a cross-
sectional study including African American women with a diagnosis of hypertension,
results demonstrated that the participants with higher reported trust in their health care
providers were more likely to maintain adherence to their antihypertensive medications
than the participants who did not trust their health care providers (Abel & Efird, 2013).
Trust in this study was measured using the Trust in Physician Scale (Anderson &
Dedrick, 1990). In a second study, a meta-analysis of 47 studies examining trust in the
health care professionals and health outcomes, found a small to moderate correlation
between trust and health outcomes. Patients with higher measured trust in their provider
reported more beneficial health behaviors, fewer symptoms, higher quality of life, and
increased satisfaction with treatment (Birkhduer et al., 2017). The analysis found the
Trust in Physician Scale (Anderson & Dedrick, 1990) to be the was the most commonly
used measure (n=24) across the 47 studies (Birkh&uer et al., 2017). While the Trust in
Physician Scale (Anderson & Dedrick, 1990) is reliable and validated measure of trust

frequently cited within the literature, it was not designed to measure trust in non-
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physician providers, such as Nurse Practitioners and Physician Assistants, who are
playing an increasing role in the delivery of primary care. It is estimated that over 75% of
currently practicing NPs, and 35% of actively practicing PAs are providing care in the
primary care setting (Park et al., 2019).

Furthermore, the construct of trust measured in the Trust in Physician Scale is
interpersonal trust (Anderson & Dedrick, 1990). Interpersonal trust is inherently
unilateral; meaning, in the patient-provider dyad, patients are the sole bearers of trust.
Interpersonal trust focuses on a person’s belief that the physician’s actions and words are
credible and reliable (Anderson & Dedrick, 1990). This trust is separate from the other
extant concept of trust, called collaborative trust, which is partnership-based and focuses
on trust that develops between a patient and health care provider over time (Bova et al.,
2006).

Trust in Primary Care Provider. In the healthcare setting, trust can be
categorized as trust in the healthcare system or trust in healthcare providers (Hong et al.,
2018). Trust is defined as a noun and a verb. Trust as a noun is defined as: 1 (a) “assured
reliance on the character, ability, strength, or truth of someone or something, (b) one in
which confidence is placed” (Miriam-Webster, n.d). Trust as a verb is defined as: (a) “to
rely on the truthfulness or accuracy of,” (b) “to place confidence in: rely on,” (¢) to hope
or expect confidently” (Miriam-Webster, n.d.). In this study, trust in PCP is a
modification of the dictionary definition of trust and the Bova et al. (2006) concept of
collaborative trust. Trust in this study refers to the patient’s belief, developed over time
through a partnership centered on mutual respect and goal sharing, that their PCP is able

and willing to act truthfully and, in the patient’s best interests.
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Willingness to seek help from a PCP. Willingness to seek help is operationally
defined as the state of being prepared with a potential course of action to seek help from
one’s PCP. Unwillingness to seek help is operationally defined as the reluctance to carry
out a course of action to seek help from one’s primary care provider. In the literature,
instruments to measure mental health help-seeking attitudes rely exclusively on attitudes
regarding seeking help from a mental health professional, such as a therapist or
psychiatrist, and not a PCP. Due to the paucity of measures available for this study, the
concept of ‘willingness to seek help from a PCP’ will be measured by a single-item
11point Likert-scale question developed by the researcher.

Depression. The definition of depression symptoms for this study is adapted from
the DSM-5 criteria, which defines depressive disorders as all sharing common features.
These common features include persistent feelings of sadness, emptiness, hopelessness,
irritable mood, lost interest in activities once enjoyed, and somatic and cognitive
symptoms that impact an individual’s ability to carry out day-to-day functions (American
Psychiatric Association, 2013). This study will report measurement of depression
symptoms, as defined by the DSM-5 criteria, not the clinical diagnosis of depression.
Statement of the Problem

Despite the availability of various treatments for depression, counseling and
medications for example, individuals stigmatized by depression and other mental
illnesses often avoid seeking help due to mental illness stigma (Corrigan et al., 2014).
The primary care setting is frequently the first point of care for patients with mental
health concerns (Crowley & Kirschner, 2015); however, much of the literature exploring

mental health help-seeking attitudes is focused on mental health professionals, such as
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psychiatrists, therapists and counselors, and not PCPs. Moreover, PCPs also include
providers other than physicians, such as Nurse Practitioners. In the face of primary care
physician shortage, public policy has advocated for increased use of Nurse Practitioners
(Auerbach et al., 2020). Additionally, nurses are repeatedly found to be the most honest
and ethical profession in the United States (Gallup Organization, 2021), and this might
play a role in the utilization of primary care for those with highly stigmatized conditions,
such as depression. Given that Nurse Practitioners are registered nurses, their formal
education uniquely prepares them for building therapeutic and trusting relationships. As
our nation shifts access to mental health care to the primary care setting, the role of Nurse
Practitioners in building trusting relationships with their patients will be key to removing
barriers to mental health help-seeking such as stigma and medical mistrust. Moreover,
integrating behavioral health into primary care has been shown to reduce depression
severity and improve patients' experience of care (Balasubramanian et al., 2017).
Research has demonstrated that individuals with increased mental illness stigma report
less trust in healthcare providers (Verhaeghe & Bracke, 2011), yet there is a gap in the
literature on the role of trust in PCPs in relation to depression self-stigma and seeking
help for depression.
Purpose of the Study

The purpose of this quantitative study is to investigate the role of trust in one’s
PCP and depression self-stigma in predicting willingness to seek help for depression
symptoms from a PCP. More specifically, the study aims to evaluate if higher trust in a
PCP moderates the relationship between depression self-stigma and willingness to seek

help for depression symptoms from a PCP.
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Aims and Hypotheses

Aim 1: To examine the relationship between depression self-stigma and
willingness to seek help for depression symptoms from a PCP, while controlling for
patient factors such as socioeconomic status (SES), race, age, and depression symptom
severity.

Hypothesis 1: Individuals reporting lower depression self-stigma will be more
likely to seek help for depression symptoms from a PCP.

Aim 2: To examine the relationship between trust in PCP and willingness to seek
help for depression symptoms from a PCP, while controlling for patient factors such as
SES, race, age, and depression symptom severity.

Hypothesis 2: Individuals reporting higher trust in their PCP will be more likely
to have greater willingness to seek help for depression symptoms from a PCP.

Aim 3: To examine if trust in PCP moderates the relationship between
depression self-stigma and willingness to seek help for depression symptoms from a PCP,
while controlling for patient factors such as SES, race, age, and depression symptom
severity.

Hypothesis 3: Individuals reporting lower depression self-stigma and higher trust
in their PCP are predicted to have greater willingness to seek help for depression
symptoms from their PCP.

Hypothesis 4: Increased trust in PCP will moderate the effects of depression self-

stigma on willingness to seek help for depression from a PCP.
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Significance of the Study

Depression is the leading cause of disability worldwide, and largely contributes to
the global burden of disease (World Health Organization [WHQO], 2021). In the United
States it is estimated that 21 million adults had at least one major depressive episode in
the year 2020 (NIMH, 2022). Internationally, more than 280 million people of all ages
are affected by depression (WHO, 2021). Furthermore, while there are numerous
effective treatments available for depression, in the United States, approximately 34% of
people suffering from a major depressive episode did not receive treatment in 2020
(NIMH, 2022). Historically, the prevalence of depression in Black (24.6%) and Hispanic
(19.6%) populations, is reported to be lower than in White populations (34.7%); however,
in 2015, 31% of Black and Hispanic adults received mental healthcare for any mental
illness, compared to 48% of White individuals (American Psychiatric Association, 2017),
thus illustrating the growing prevalence of depression in racially-ethnically minority
populations.

Globally, in low and middle-income countries, including the United States, it is
estimated that approximately 75% of individuals with depression do not receive treatment
(WHO, 2021). The economic burden of Major Depressive Disorder (MDD) in the United
States is estimated to have increased by 21.5% between 2005 and 2010, from $173.2
billion to $210.5 billion from 2005 to 2010, an estimated 21.5% increase (Greenberg et
al., 2015). Of this leap in cost, 45%-47% is estimated to be due to direct costs, such as
service utilization and treatments, 48%-50% attributed to workplace cost related to lost
work productivity, and 5% accounting for suicide-related costs, as calculated by amount

of lifetime earnings lost (Greenberg et al., 2015). If left untreated depression can lead to
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suicide (WHO, 2021). In 2010 the adult suicide rate was estimated at 15.9 per 100,000
deaths, with 50% of the deaths by suicide being attributed to MDD (Greenberg et al.,
2015). In 2019, death by suicide was the tenth leading cause of death in the United States,
with an estimated 47,500 deaths by suicide (Centers for Disease Control and Prevention
[CDC], 2021).

Mental illness stigma is an established barrier to seeking help for a mental health
concern. As well, medical mistrust is a significant barrier to seeking healthcare overall;
however, there is a dearth of research exploring the relationship between mental illness
stigma and the promising role of trust in providers on willingness to seek help. Eight
studies were located (Colligan et al., 2020; Fischer et al., 2016; Fleurantin, 2016; Jesse et
al., 2008; Kravitz et al., 2011; O'Toole et al., 2015; Pescosolido et al., 2007; Verhaeghe
& Bracke, 2011) that explore the role of mental illness stigma and trust in provider on
service utilization and health outcomes, but do not examine the exclusive relationship
between trust in provider and mental illness stigma and its effects on willingness to seek
help. Furthermore, one study (Verhaeghe & Bracke, 2011) examined the effect of mental
illness stigma in adults on provider trust and patient satisfaction and outcomes but did not
explore the effects of provider trust on stigma and help-seeking attitudes. Higher levels
of patient trust in providers is associated with more positive health behaviors, fewer
symptoms, increased satisfaction, and higher quality of life (Birkh&uer et al., 2017).
Therefore, it is essential to explore the role of trust in PCPs as a potential buffer to
depression self-stigma and facilitator to increased willingness to seek help for depression

symptoms.
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Definition of Terms

Depression Self-Stigma. Depression self-stigma is a form of mental illness
stigma. For the purpose of this study depression self-stigma is defined as the

internalization of negative stereotypes about depression.

Trust in Primary Care Provider. Trust in PCP is a modification of the
dictionary definition of trust and the Bova et al. (2006) concept of collaborative trust.
Trust in this study refers to the patient’s belief, developed over time through a partnership
centered on mutual respect and goal sharing, that their PCP is able and willing to act
truthfully and in the patient’s best interests.

Depression. Depression is a mood disorder consisting of persistent feelings of
sadness, emptiness, hopelessness, irritable mood, lost interest in activities once enjoyed,
and somatic and cognitive symptoms that impact an individual’s ability to carry out day-
to-day functions (American Psychiatric Association, 2016). Depression will not be
clinically diagnosed in this study, rather depression symptoms will be measured.

Willingness to seek help from a PCP. For the purpose of this study, willingness
to seek help from a PCP is defined as the state at which a patient is prepared with a
potential course of action to seek help from one’s PCP for depression symptoms.
Willingness to seek help for depression symptoms from a PCP in this study does not
measure patient activation.

Assumptions

Several assumptions underlie this study. A quantitative methodology is suggested

based on the assumption that individuals who might feel stigmatized by their depression

can anonymously complete surveys online. It is also assumed that in the analysis the
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relationships between the independent variables and the dependent variable can be
discerned through multiple regression, and trust as a moderator can furthermore be
detected through hierarchical multiple regression. The assumption that patient trust in
provider carries the potential to moderate the effects of depression self-stigma is based on
the current state of the literature. While the role of trust as a moderator on depression
self-stigma and willingness to seek help is underexplored, the literature suggests that
increased trust in provider can influence help-seeking attitudes.
Limitations

Limitations in this study include reliance on digital, online completion of surveys,
and English-speaking individuals who are able to read. Due to the unforeseen social and
research effects of Covid-19 during the time of this study, in-person delivery of
questionnaires was not possible. It is possible an important demographic was missed in
this study; individuals who cannot afford a smartphone or computer and internet service,
and those who exclusively speak and read other languages. This limitation is important to
consider when interpreting results, given the higher rates of medical mistrust reported in
ethnically and socioeconomically diverse populations. Future research should include
translated questionnaires and paper and pencil delivery to those interested who do not
own a digital device with internet. Furthermore, while the empirical evidence is currently
being explored, the effects of social distancing poses some threat to external validity due
to the anticipated effects of social isolation on depression symptoms. The pervasive
effects of the Covid-19 global pandemic are likely to also affect health care seeking
habits in general due to aspects of fear of the virus and structural barriers such as limited

appointment availability and long waiting periods. To assess the impact of Covid-19, a
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question ascertaining information on the influence of Covid-19 and health seeking was
added for future exploration. Furthermore, willingness to seek help for depression
symptoms in this study will be anonymously self-reported with no means to measure or
discern true activation of help-seeking behavior. Due to the survey design, a potential
threat to internal validity is the possibility of participant inclination to answer Likert scale
items that statistically regress to the mean (Tappen, 2016). Moreover, the non-
experimental, correlational cross-sectional design, with non-probability convenience
sampling does not allow for causal conclusions or generalization to the general
population. Research in the future should look to follow an experimental, randomized, or
longitudinal design. Results from this study can inform ideas for future direction in
research and intervention at the primary care level.
Delimitations

Delimitations describe the limits that are set by the researcher on the objectives
and scope of the study (Lunenburg & Irby, 2008). Due to the stigma of depression, many
people suffering from depressive symptoms are not actively seeking help, and therefore,
have not been clinically diagnosed with a depressive disorder. As such, recruitment for
this study is limited to locating participants that report not actively seeking treatment for
their depression symptoms. Thus, in the present study, depression severity will be
measured using a self-report instrument that screens for depressive symptoms rather than
a clinically diagnostic instrument.
Conclusion

The purpose of this study is to investigate the role of trust in one’s PCP and

depression self-stigma in predicting willingness to seek help for depression symptoms
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from a PCP. The results of this study can inform future directions and research questions
that will help address the complex, multifaceted nature of depression, depression self-
stigma, trust in provider, and willingness to seek help from a PCP for depression
symptoms. Moreover, exploring the role of trust in the patient-provider relationship may
have significant clinical implications for improving relationship skills and characteristics
of trustworthiness in primary care providers, especially as it relates to serving ethnically-
racially diverse and disadvantaged populations. At present there is a lack of racial/ethnic
concordance between primarily white providers and racially/ethnically diverse patient
populations. While increasing diversity in the healthcare workforce is of upmost
importance, increasing healthcare relationship skills, such as the understanding of the
beneficial characteristics of collaborative trust can help ameliorate continued experiences
of perceived discrimination and social distance in the primary care environment. This
study contributes to nursing science by exploring the effect of trust in one’s PCP. Nurse
Practitioners work in the role of PCP in the primary care setting. While our nation faces
increased mental health needs and a shortage of mental healthcare providers, Nurse
Practitioners will assess and treat many individuals with depression. Understanding the
role of trust in seeking care for depression symptoms from a PCP will better equip Nurse
Practitioners with the skills needed to build collaborative, trusting relationships with their

vulnerable patients.
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Chapter 2: Review of the Literature

Introduction

Mental illness stigma and medical mistrust are widely cited within the literature as
barriers to seeking help for mental illness. Yet, the literature examining the relationship
between mental illness stigma and trust in provider is lacking. Few studies were located
(Colligan et al., 2020; Fischer et al., 2016; Fleurantin, 2016; Jesse et al., 2008; Kravitz et
al., 2011; O'Toole et al., 2015; Pescosolido et al., 2007; Verhaeghe & Bracke, 2011) that
explored the role of mental illness stigma and trust in provider on service satisfaction and
health outcomes, but these do not specifically look at the relationship between trust in
providers and mental illness stigma and its effects on help-seeking intention.
Additionally, examining the relationships between mental illness stigma and trust in
provider in a narrower scope, focusing solely on depression self-stigma and trust in a
primary care provider remains underexplored. This chapter will present the search
strategy used to locate articles examining the relationship between mental illness stigma
and trust in provider, present the conceptual frameworks that underpin the study, and
review the extant literature on stigma and medical mistrust as a barrier to help-seeking, as
well as trust in providers as a potential facilitator to seeking help for depression.

Search Description

The web-based academic databases PsycINFO, PubMed, CINAHL, Web of
Science, and the Cochrane Library were searched using various combinations of the
search terms: “stigma,” “mental illness,” “mental health,” “self-stigma,” “depression,”
“trust,” “provider trust, “barriers,” “facilitators,” and “Outcomes” over the date span of

2010 — 2020. Inclusion criteria included full articles published in English, quantitative
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and qualitative studies including adult participants, meta-analyses, systematic reviews,
and doctoral dissertations. Additionally, reference lists from reviewed publications were
inspected for additional articles pertinent to the topic. Furthermore, review articles,
indexed seminal works, and books describing the individual phenomenon stigma and the
individual phenomenon of trust in provider were reviewed.
Theoretical Framework

Theory of Care-seeking Behavior

This study is guided by the Theory of Care-seeking Behavior (CSB) (Lauver,
1992a). The Theory of CSB is a middle-range theory that offers a framework for
investigating and understanding care-seeking behaviors. Lauver's theory is based on the
Theory of Interpersonal Behavior (IPB) (Triandis, 1977, 1980). The theory of IPB offers
an approach to understanding the probability of engaging in a behavior based on
variables such as, affect, physiologic arousal related to a specific behavior, perceived
consequences and values attached to those consequences, social factors, habit, and the
presence or absence of facilitating conditions (Lauver; 1992a; Triandis, 1977; Triandis,
1980). Lauver’s theory is