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Abstract
This study analyzes whether social support serves as a link to or substitute for formal services
among African American female caregivers seeking help with emotional problems. It also
analyzes other determinants of help-seeking. It relies on data from the Black Rural and Urban
Caregivers Mental Health and Functioning Study and is guided by a modified version of the
behavioral model of health services use. Using hierarchical binary logistic regression, analyses
reveal that only age, stress, and support from fellow church members are statistically significantly
associated with the likelihood of help-seeking. These results support the linking hypothesis,
suggesting that the social support received by African American women caregivers in the context
of their religious organizations helps to link them to services.

Estimates indicate that, by 2030, the proportion of Americans aged 65 or older will reach 20
percent, or one of every five people (U.S. Administration on Aging n.d.a). Reflecting an
aging baby boomer generation, the number of elders who need institutional or home-based
long-term care is estimated to increase from 8 million in 2000 to 19 million in 2050 (U.S.
Department of Health and Human Services and U.S. Department of Labor 2003). The
increasing size and longevity of the elderly American population implies an increase in
informal care-givers.

Like other racial and ethnic groups in the United States, African Americans are living longer
than their predecessors did; however, the population of elder African Americans is estimated
to increase in the next half century, and the size of the increase is striking compared to that
estimated for non-Hispanic whites (U.S. Administration on Aging n.d.b). Among people
aged 65 and older, the proportion of African Americans was 8 percent in 2004 and is
projected to be 12 percent in 2050. In contrast, projections indicate that the proportion of
non-Hispanic white Americans will decrease from 82 percent to 61 percent during the same
period (Federal Interagency Forum on Aging-Related Statistics 2006).

The growing number of elderly African Americans heightens the importance of conducting
research on mental health service use by their caregivers. This is particularly so for female
African American caregivers, who are known to provide the bulk of unpaid care to African
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American elders (Thompson 2004). The purpose of this study is to examine factors
associated with African American female caregivers' mental health service use as well as the
relationship between that service use and the informal support they provide.

Caregivers' Mental Health Service Needs
Although a substantial number of elders need some support for activities of daily living
(ADLs) and instrumental activities of daily living (IADLs), approximately 78 percent of
those adults do not receive support through paid programs. Rather, their support is provided
exclusively by informal sources, such as family members and friends (Thompson 2004).
Many studies report the negative consequences of the burden and stress borne by these
informal caregivers (Schulz and Beach 1999; Butler et al. 2005; De Frias, Tuokko, and
Rosenberg 2005). The prevalence of depression is identified as higher among caregivers
than among noncaregivers (Butler et al. 2005). Caregivers' depression often reaches critical
stages by the time mental health services are finally provided to them (Butler et al. 2005).
Receiving mental health services at the right time is essential for caregivers who are
vulnerable to psychological distress.

Many studies report that levels of depression, burden, and stress are lower among African
American caregivers than among their white counterparts (Lawton et al. 1992; Haley et al.
1995; Connell and Gibson 1997; Pinquart and Sörensen 2005), but findings are not
consistent. A study by T. J. McCallum, Crystal Flynn Longmire, and Bob Knight (2007)
finds that these two groups do not differ in depressive symptoms or burden but that African
American caregivers' perceived physical health is worse than that of white caregivers.

Informal Support and Formal Service Use
Numerous studies document racial and ethnic disparities in mental health service use (Kales
et al. 2000; Wells et al. 2001), suggesting that African Americans are less likely to use
professional mental health services than are non-Hispanic whites (Kales et al. 2000; Wells et
al. 2001). The lack of health insurance appears to be one reason for the lower levels of use
of mental health services among African Americans (Wells et al. 2001). About 19.6 percent
of African Americans are uninsured; the rate is 11.3 percent among non-Hispanic whites
(DeNavas-Walt, Proctor, and Lee 2006). The lack of insurance clearly impedes access to
mental health services. However, some studies report that African Americans who share
similar socioeconomic situations with whites still do not use mental health services as much
as their white counterparts do (Scheffler and Miller 1989; Padgett et al. 1994a, 1994b;
Barrio et al. 2003; Wang et al. 2005).

A report by the U.S. Surgeon General notes that stigma attached to mental illness and the
lack of sufficient numbers of African American mental health professionals are additional
barriers to service use by African Americans (U.S. Department of Health and Human
Services 2001). For historical reasons, the number of African Americans who express fear of
mental health treatment is greater than the number of non-Hispanic whites who do so
(Sussman, Robins, and Earls 1987; Choi and Gonzalez 2005). However, African Americans
tend to have stronger and broader networks of informal social support (Martin and Martin
1978; Mindel and Wright 1982; Logan 2001). Although some studies find that there is a
linking function between informal support and formal services, such that informal support
helps to link people to services, this informal care may also function as a substitute for the
use of mental health services (Stoller 1989; Chappell and Blandford 1991; Tennstedt,
Crawford, and McKinlay 1993; Clark et al. 2001; Choi and Gonzalez 2005). Little is known
about the relationship between informal support and formal service use.
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African Americans' Help-Seeking from Clergy
Religion and religious institutions play important roles in African Americans' lives (Taylor
et al. 2000). Studies report that African Americans' levels of involvement in religious
activities are greater than those among non-Hispanic whites. For example, Robert Taylor
and colleagues (1996) find that 52.3 percent of African Americans participate in religious
services two or three times in a month. By contrast, 43.2 percent of non-Hispanic whites
participate that often. Often, African American religious institutions offer services (e.g., to
meet basic needs by providing food, clothes, and shelter) and educational programs (e.g.,
life skills, disease prevention; Taylor, Chatters, and Levin 2004).

In the general population, about 25 percent of people who seek help turn first to clergy, and
research suggests that nearly 25 percent of these people might be considered to have serious
mental disorders; of those individuals, almost 25 percent seek help exclusively from clergy
(Wang, Berglund, and Kessler 2003). Counseling provided by clergy is a common element
within African American religious communities. John Young, Ezra Griffith, and David
Williams (2003) interview 99 African American pastors, finding that, on average, these
clergy offer more than 6 hours of counseling work per week. Young and associates observe
that this counseling functions as an important mental health service among African
Americans who lack access to other mental health professionals. However, little is known
about the help-seeking behavior of female African American caregivers who turn to clergy
for assistance. The high levels of religious involvement among African Americans, the
substantial amount of services provided by clergy in African American religious
communities (Dupree, Watson, and Schneider 2005; Mattis et al. 2007; Chatters et al. 2011),
and the general African American population's difficulties in accessing mental health
services all suggest that considering clergy as a formal mental health service is not only
appropriate but important.

Conceptual Framework and Competing Hypotheses
As mentioned previously, African Americans tend to have greater informal support and to
use professional mental health services less than their white counterparts do (Martin and
Martin 1978; Mindel and Wright 1982; Logan 2001; Hines-Martin et al. 2003). However, no
comprehensive research examines the relationship between informal social support and
mental health service use, especially among African American female caregivers. In order to
elucidate that relationship, this exploratory study tests two competing hypotheses: the
substitution model and the linking model. If the relationship between social support and
mental health service use exists, the finding would offer support for a substitution model of
service use. The substitution model states that informal sources of support substitute for
formal services. Conversely, if informal support and level of mental health service use are
found to be positively related, the finding would support the linking (or complementary)
model, which argues that the more social support one has, the more likely one is to obtain
services (Greene 1983; Litwak 1985; Stoller 1989; Chappell and Blandford 1991; Tennstedt
et al. 1993; Clark et al. 2001; Choi and Gonzalez 2005).

This study is organized using a modified version of the behavioral model of health service
use (Andersen 1995). The behavioral model divides predictive variables into three
categories: need variables, predisposing factors, and enabling factors. The analysis then
examines the relation of each of these categories to help-seeking. The behavioral model is
the most widely used model for health services research. Because this study explores the
unique effects of types of social support on service use, the model contains a fourth
category: social support variables. These variables ordinarily would be considered part of
the enabling variables category.
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The sample is composed wholly of African American women who provide unpaid care to
elders. The authors are aware of no studies that use such a sample to examine factors related
to help-seeking by African American female caregivers for emotional problems.

Methods
Sampling, Screening, and Data Collection

Data come from the Black Rural and Urban Caregivers Mental Health and Functioning
Study (Chadiha et al. 2004), which was conducted between July 1999 and August 2002.
This cross-sectional study includes data on 521 Midwestern urban (n = 256) and rural (n =
265) African American female caregivers of dependent African American elders (age 65
years or older). The Black Rural and Urban Caregivers Study examines the mental health
and social functioning of African American female caregivers. It adapts a form of the
sampling and screening methodology used by Sandra Picot and colleagues (2001). That
methodology is employed here to obtain information from representative samples of rural
and urban African American elders. Information from those elders is then used to recruit
their caregivers for the current study. The Institutional Review Board of Washington
University in St. Louis approved the current study.

Investigators acquired the names, addresses, birth dates, and genders of African American
Medicare enrollees who were aged 65 or over from the Health Care Financing
Administration, now the Centers for Medicare and Medicaid Services. During the study
period, enrollees resided in seven historically rural, southeast Missouri counties, or in
metropolitan St. Louis. Rural counties meet U.S. Census Bureau criteria for a nonstandard
metropolitan statistical area (i.e., the population size ranges from 2,500 to 20,000, and the
area is not adjacent to a metropolitan area). Metropolitan St. Louis meets U.S. Census
Bureau criteria for a standard metropolitan statistical area (Cromartie and Bucholtz 2008).
Sampling consultants from the University of Michigan Survey Research Center selected a
stratified urban random sample of 9,419 metropolitan St. Louis enrollees from information
on zip code, age, and gender. The rural sample includes 1,804 Medicare enrollees. Before
attempting to contact enrollees, researchers sent each individual a letter that explained the
study. Subsequent telephone and in-person contacts with enrollees were designed to
determine study eligibility and to identify sampled elders' primary caregivers (Chadiha et al.
2004).

To be eligible for this study, African American elders had to self-identify as African
American, black, Negro, or colored; be 65 years of age or older; reside within targeted areas;
and receive unpaid help from an African American female to deal with at least one ADL,
with at least one IADL, or with decision making.1 Eligible elders and their proxies identified
up to two unpaid African American females who provided help: one who is reported to help
the most and another who is also reported to help. Ninety-five percent of those in the final
caregiver samples are identified as caregivers who help the most. Researchers contacted
identified caregivers to verify their eligibility. To be eligible for inclusion in the sample, a
caregiver had to self-identify as an African American female; be 18 years old or older;
provide the elder with unpaid help for ADLs, IADLs, or decision making; and give oral
consent to an in-person interview.

Interviews were conducted by African American women who reside in the same locality as
the interviewees. Investigators trained these women to conduct computer-assisted, personal

1Activities of daily living include bathing, grooming, dressing, walking, bed transfer, feeding, and toileting. Instrumental activities of
daily living include shopping, house-keeping, preparing meals, managing money or bills, taking medication, doing yard work, and
traveling outside.
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interviews in the respondents' homes. On average, interviews lasted approximately 2.5
hours. Interviews were conducted with 521 primary caregivers. The over-all response rate is
88 percent (84 percent urban, 93 percent rural) among contacted eligible caregivers.
Caregivers received $15 for their participation. Due to missing data on the dependent
variable (whether the respondent used or did not use mental health service in the 6 months
prior to the interview), the final sample size for the present study is composed of 516 study
participants.

Measures
Mental health service use—The dependent measure of mental health service use is
assessed by combining three dichotomous items to create one dichotomous variable that
indicates whether the caregiver used or did not use a mental health service. The questions
are adapted from the National Survey of Black Americans (Jackson and Gurin 1999) and
focus on events within the 6 months prior to the interview. For each variable, possible
responses were either “yes” (coded as 1) or “no” (coded as 2). The combined variable is
coded as 1 if a respondent reports using any of the listed services and as 0 if she reports that
she did not use any of the services. Respondents were informed that questions are about the
places or people they may go to for help for themselves, not for help for the elder, during a
difficult time. The first question is: “Have you used any services for yourself such as seeing
a mental health specialist, like a counselor, psychologist, clinical social worker, family
therapist, or psychiatrist?” The second asks: “Besides the mental health specialist that I have
already asked about, have you attended any support groups?” The third asks whether the
caregiver has “seen a religious leader like clergy or a pastor?” Twenty-four caregivers (4.6
percent) responded affirmatively to the first question, and 16 (3.1 percent) say that they
attended a support group. Ninety-five of the respondents (18.3 percent) say that they met
with a religious leader. Fourteen respondents report using more than one service, and a total
of 115 respondents (22.1 percent) say that they used at least one type of formal service in the
6 months prior to the interview.

Need variables—The need variables analyzed here include measures of self-reported
stress, perceived health, limitations in social participation, and caregiver strain. The self-
reported level of stress is assessed through the use of a 10-item version (α = .67) of the
Perceived Stress Scale. This scale captures respondents' assessments of the extent to which
they feel their lives are uncontrollable, unpredictable, and overloaded (Cohen, Kamarck, and
Mermelstein 1983; Cohen and Williamson 1988). Sample items include such questions as:
“How often in the past month have you been able to control how you spend your time?” and
“How often in the past month have you felt that you were coping well with important
changes that were occurring in your life?” Possible responses on individual items are
“never” (coded as 0), “almost never” (coded as 1), “sometimes” (coded as 2), “fairly often”
(coded as 3), and “very often” (coded as 4). Responses are scored across the items for a
possible range of 0–40; higher scores indicate greater stress.

Perceived health is measured using a single item taken from the 12-item Short Form Health
Survey, or SF-12 (Ware, Kosinski, and Keller 1996). The stem states: “We would like to
know how your overall health is at the present time. In general, would you say your health
today is?” Possible responses include “poor” (coded as 1), “fair” (coded as 2), “good”
(coded as 3), “very good” (coded as 4), and “excellent” (coded as 5).

Limitation in social participation (see Seltzer and Greenberg 1999; Rozario et al. 2008) is
measured by asking: “Compared to others your age, are your social activities more or less
limited because of your physical health or emotional problems?” Possible responses include
“much more limited” (coded as 1), “somewhat more limited” (coded as 2), “about the same
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as others your age” (coded as 3), “somewhat less limited than others” (coded as 4), and
“much less limited than others” (coded as 5).

The impact subscale of the Caregiver Appraisal Scale is used to measure caregiver strain
(Lawton et al. 1989). This subscale employs nine of the 28 total items in the scale (α = .79).
Sample items include such questions as: “How often do you feel that (ELDER) asks for
more help than she/he needs?” and, “How often do you feel that because of the time you
spend with (ELDER) you don't have enough time for yourself?” Possible responses on
individual items include “never” (coded as 1), “rarely” (coded as 2), “sometimes” (coded as
3), “quite frequently” (coded as 4), and “nearly always” (coded as 5). Responses are
additively scored for a possible range of 9–45; higher scores indicate greater care-giver
strain.

Predisposing variables—Analyzed predisposing variables include measures of age,
health locus of control, and help-seeking for physical health. Health locus of control is
assessed using the six-item internal health locus of control subscale, which is a component
of the Multidimensional Health Locus of Control Scale (n = .75) developed by Kenneth
Wallston, Barbara Wallston, and Robert DeVellis (1978). Respondents were asked to rate
the extent to which they agree or disagree with such statements as: “If I get sick, I have the
power to make myself well again,” and, “I am directly responsible for my health.” Possible
responses on individual items include “strongly disagree” (coded as 1), “disagree” (coded as
2), “agree” (coded as 3), and “strongly agree” (coded as 4). Scores across the items are
summed for a possible range of 6–24; higher values indicate greater levels of belief that
respondents have control over their health status. In the original scale (Wallston et al. 1978),
possible responses on individual items range from 1 to 6.

Health behavior is assessed by posing the following to respondents: “Turning next to some
questions about your health behavior. Some people visit a doctor for a routine checkup, even
though they are feeling well and have not been sick. About how long has it been since you
last visited a doctor for a routine checkup?” Because 88 percent of respondents report that
they saw a doctor for a checkup within the year prior to the interview, this variable is
dichotomized. Those who report that they saw a doctor are coded as 1, and those who report
that they did not were coded as 0.

Enabling variables—Analyzed enabling variables include measures of education, marital
status, income, number of people residing in the home, insurance coverage, and
geographical characteristics (whether she lives in a rural or an urban area). Education is
assessed by asking, “How many years of schooling did you finish?” Possible responses
range from 1 to 17. Marital status is a dichotomous variable; respondents are coded as 1 if
they report that they are married and as 0 if they report that they are divorced, separated,
widowed, or never married.

The annual income level is assessed by asking about total annual household income from all
sources. The 22 response categories range from “none or less than $2,999” to “$75,000 and
over.” Here the mid-range of each response category's value is assigned to its corresponding
category. The total household income is divided by the number of people residing in the
home to yield per capita values. These values are used to assess income of respondents in a
relative manner.

The presence of insurance coverage is assessed by asking respondents if they have any of
several types of health insurance. The series includes such coverage as from Medicare,
Medicaid, medical assistance, a plan that the caregiver or someone else buys, and some
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other source. This variable is coded as 1 to indicate any health insurance coverage and as 0
to indicate no health insurance coverage.

The geographic characteristics (rural or urban) of the area where the respondent lives are
assessed as a dichotomous variable. Respondents are coded as 1 if they live in a rural area
and as 0 if they live in an urban area.

Social support—Three types of social support are measured through questions asking: “In
the past 6 months, have you gotten help from family members?” “Friends and/or
neighbors?” “Church members, not including help from clergy or your pastor?” The possible
response for each of these is either “yes” (coded as 1) or “no” (coded as 0).

Analysis Procedures
Central tendencies and distributions of all study variables are examined, and variables are
transformed as needed. The household income variable has a skew of 2.52. A log
transformation is used to yield a skew of — .44. Both variables' results are presented below,
but the transformed variable is used in the logistic regression analysis.

Descriptive statistics are used to provide a representative portrait of the sample. Bivariate
analyses are used to compare help-seeking respondents with those who do not seek help.

Hierarchical regression is used to examine the unique effects of social support on help-
seeking as other blocks of variables are entered (need variables, predisposing variables, and
enabling variables). In the processes, multicollinearity between independent variables is
assessed. The results reveal that the tolerance values are at acceptable levels; the lowest is .
60. Correlations of all study variables also are at acceptable levels. The highest is the
correlation of support from friends and neighbors with support from church members (.58).
Need variables are entered in the model 1 regressions; predisposing variables are entered in
model 2, enabling variables are entered in model 3, and social support variables are entered
in model 4. Given that 22.1 percent of the sample reports seeking help, there is adequate
distribution for analyses that use dichotomous logistic regressions (Morrow-Howell and
Proctor 1992). Statistical significance for the analysis is defined as p ≤ .05.

Results
Sample Characteristics

Though being African American, being female, and being a caregiver to an elder are criteria
for inclusion in the study, univariate results (table 1) suggest that the sample is fairly
heterogeneous within those criteria. Slightly over half of respondents live in a rural area
(262, 50.8 percent). The reported ages of respondents range from 19 to 92; the mean age is
54 (SD = 15.1). Of the 516 sample members, 200 (38.8 percent) tell interviewers that they
are married. The number of people residing in respondents' households is reported to range
from 1 to 11, and the mean is 3.0 (SD = 1.6). Reported annual household income ranges
from $187.50 per person in the home to over $75,000 per person in the home. The mean is
$10,244 (SD = $10,277) per person in the home. Reported years of education range from 1
year to more than 17 years; the median and mode are 12 years (SD p 2.7 years). A total of
437 (84.7 percent) respondents say that they have some form of health insurance, and most
respondents indicate that they had a medical checkup in the year prior to the interview (463,
89.7 percent). Respondents report that they receive the social support from family members
(252, 48.8 percent) most often. They report progressively less support from friends and
neighbors (142, 27.5 percent) and church members (116, 22.5 percent).
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Bivariate Differences Based on Help-Seeking
Table 2 presents results of bivariate analyses, which suggest that stress, caregiver strain,
perceived health, and age are respectively and statistically significantly associated with
seeking help for an emotional problem. Specifically, caregivers' use of mental health
services in help-seeking is positively associated with levels of stress (t = −2.49, p = .01),
strain from caregiving (t = −3.02, p = .00), and age (t = −2.02, p = .04), but negatively
associated with levels of perceived health (t = 2.24, p = .03). Between those who sought help
and those who did not seek help, no statistically significant differences are found on the
measures of limitations in social participation, internal health locus of control, education,
annual income, and number of people in the household.

In addition, table 1 shows that use of mental health services in help-seeking is found to be
positively related to support from family members (χ2 = 16.83, p < .001), support from
friends or neighbors (χ2 = 28.90, p < .001), and support from church members (χ2 = 44.94, p
< .001). A correlation matrix for all the study variables is available in table 3.

Logistic Regression Results
Results of the bivariate logistic regression analyses appear in table 4. In model 4, the
omnibus test of the coefficient is statistically significant (χ2 = 58.70, p < .001, −2LL =
476.41). Model 4 includes the social support variables. In results for that model, only three
variables are estimated to account for a statistically significant portion of the variance in the
dependent variable. Specifically, seeking help is positively predicted by caregiver stress (b
= .06, OR = 1.06, p < .05), age (b = .02, OR = 1.02, p < .05), and social support from church
members (b = 1.17, OR = 3.21, p < .001).

Discussion
This study uses data from a regional sample of African American females who provide
unpaid care for an elder. It examines which variables are associated with caregivers' efforts
to seek help from formal sources for their emotional problems. Specifically, analyses
examine the ways in which three types of social support (that from family members, friends
or neighbors, and church members) relate to caregivers' efforts to seek help for emotional
problems by accessing a formal source of assistance. Results suggest that all three types of
social support are positively related to help-seeking for emotional problems at the bivariate
level. At the least, bivariate relations suggest that social support does not appear to serve a
substitution function; that is, African American women caregivers do not use social support
as a substitute for formal services. Consistent with other findings (Chatters et al. 2011),
results from multivariate analyses suggest that social support from church members serves a
linking (or complementary) function in helping these women to access formal care.

In these results, caregivers who seek help from a formal service for an emotional problem do
not differ in various characteristics from those who do not seek such help. These
characteristics include social participation, internal health locus of control, education,
income, number of people in the household, heath behavior, insurance, and marital status. In
fact, the results of this study differ from those of previous studies, which indicate that low
income and lack of insurance are barriers to help-seeking (Snowden and Thomas 2000; U.S.
Department of Health and Human Services 2001). Examination of these two variables
reveals no difference between the two groups of caregivers. This suggests that African
American female caregivers find their way to formal care regardless of financial concerns,
though these rates might still be lower than those among their white counterparts. To be
sure, few sample members are uninsured, and few report very high incomes.
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The specific type of social support that is offered is unclear, but several forms and possible
combinations of social support might influence access to services. For example, the specific
type of support might be advice and information; family members, friends, neighbors, and
church members might provide information on where and how to access services. These
people might also encourage the caregiver to seek help for herself as the effects of the care-
giving experience mount. Social support might also serve to reduce the amount of stigma
that is involved with having emotional problems and seeking help for them.

However, the support could be instrumental in nature. Fellow church members might offer
the caregiver a ride to an appointment. They might be able to watch the caregiver's children
or provide some respite in care-giving so that the caregiver will have the time she needs to
take care of herself. In the logistic regression, support from family members, friends, or
neighbors is not positively or negatively related to help-seeking. Thus, the study cannot
draw a conclusion regarding whether these two types of support have either a linking or
substitution effect on African American women caregivers' help-seeking patterns for
emotional problems.

Limitations
A unique strength of this study is its focus on African American women who provide unpaid
care to elders, but it is a regional, cross-sectional examination of only women and thus is
limited in the extent to which the findings can be generalized to other populations. Further,
the survey data contain limited variables. To gain a fuller picture of how social support
affects help-seeking, it is particularly important to further explore the manner in which the
support is given.

The study includes clergy as service providers because treating them as such accurately
reflects the African American experience. However, including clergy as service providers
still might have implications for the study's results. Results might differ if the study only
examined providers of services commonly considered to be formal, a strategy that is not
possible to follow here due to the limited distribution of services. Indeed, the finding that
social support from church members is related to help-seeking might be driven by the
inclusion of clergy as service providers. However, the importance of the findings is
enhanced by the diverse and systematic samples that stem from data on Medicare enrollees
and that capture information on African American female primary caregivers in both rural
and urban contexts.

Practice Implications
Those who work with African American women caregivers must be aware of the important
role that social support may play in helping these women to obtain services. The brief model
of intervention commonly involves helping people to realize their strengths and to marshal
their resources (Gingerich and Eisengart 2000; Iveson 2002). In this case, social support can
be one of those resources. By expanding assessments to consider the availability of social
support, social service workers can help to guide caregivers toward a source of natural help
that, in turn, might encourage them to access even more formal help. Evidence from the
current study suggests that this will be particularly true for African American women
caregivers and the support they receive from fellow church members. Although this seems
circular, the model has the potential to help reduce the stigma associated with further (or
continued) help-seeking.

Research Implications
This study should also inform future research. Future examinations of mental health service
use by African American women caregivers might routinely include social support. This
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could be the case whether the research relies on a behavioral model (Andersen 1995) or
other models. For example, the ecological systems model (Germain 1973), which looks at
the reciprocal nature of the relationships between people and their environments, is widely
used in social work and can be employed to help determine the effects of the various types
of social support on help-seeking.

Future research is needed to identify the specific types of social support that are received
from various sources. Examining the nature of the support (e.g., emotional and instrumental)
may tease out the true nature of the effect of social support on help-seeking, and that effect
might be unique to this population. Further, research using longitudinal data is needed to
establish temporal order and provide certainty about the mechanisms that affect help-
seeking.

Conclusion
This study finds that social support from church members is positively related to African
American women caregivers' help-seeking. The finding supports the linking model of
service use specific to social support provided from fellow congregants, though it is possible
that this result is a function of including of clergy as service providers. In any case, the
realities of social service work (e.g., time and financial restraints) demand that workers be
aware of the important role that social support, particularly that from a religious body, has in
helping people to access assistance. Workers must use their skills to help caregivers to
increase the ability to call upon natural sources of assistance.
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