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Abstract

Background—Engaging in thought suppression as a coping mechanism has been associated

with higher rates of anxiety and depressive disorders in younger adults. Homebound older adults

are a population of elders experiencing poor health and high levels of depression and anxiety. It is

unclear the extent to which psychological factors, such as thought suppression, are associated with

distress, given that their health and disability status may be more salient. The aim of this study was

to investigate thought suppression in relation to anxiety and depressive symptoms in homebound

older adults.

Methods—Participants (N = 142) were clients of home-based case management services

delivered by aging service agencies in Florida. Participants were administered a research interview

that included the White Bear Suppression Inventory, Structured Clinical Interview for DSM-IV

Diagnosis (SCID), Brief Symptom Inventory-18 (BSI-18), and Modified Mini-Mental Status

Examination (3MS). Case managers provided standard assessments containing functional and

health status of the participant.

Results—After controlling for physical health and cognitive functioning, thought suppression

was significantly associated with higher likelihood of clinically significant somatic, depressive,

and anxiety symptoms on the BSI-18. Thought suppression was also associated with meeting

criteria for a SCID depressive or adjustment disorder. Engaging in thought suppression was

associated with worse mental health in this sample of homebound older adults even after taking

into account physical health, disability, and cognitive functioning.

Conclusions—These findings suggest the need to develop and test interventions that may

address thought suppression as a coping mechanism.
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Approximately 11% of Medicare recipients experience chronic illness and substantial

disability, rendering them in need of formal or informal care to prevent

institutionalization.[1] In 2009, Medicare spent approximately 72.2 billion dollars on home

health care.[2] Additionally, policymakers have identified aging in the home as a high

priority as evidenced by recent legislation that supports home health services in Medicare.[3]

The importance of and costs associated with home health care will grow as the number of

older adults continues to increase.

Homebound older adults commonly experience a number of stressors such as chronic

illness, functional impairment, and cognitive impairment.[4] As a result, this population is at

high risk for experiencing psychological distress. Studies suggest that approximately 40.5%

experience a psychiatric disorder,[5] with estimates suggesting that 13.7% of older adults in

homecare meet criteria for DSM-IV depressive disorders[6] and as many as 31.6% meet

criteria for an anxiety disorder.[7] Both depression and anxiety in older adulthood are

associated with adverse outcomes. Depression and anxiety have been associated with greater

functional impairment,[8,9] higher rates of suicide,[10,11] cognitive impairment,[12,13] higher

health care costs,[14,15] higher risk of nursing home place-ment,[16] and decreased quality of

life.[17,18] Additionally, depression and anxiety commonly are comorbid in older

adulthood.[19,20] Comorbid anxiety is associated with poorer outcomes such as longer time

to respond to treatment for depression.[21] Given these high societal costs associated with

depression and anxiety, interventions to decrease suffering and prevent the adverse

outcomes associated with these disorders are important.

Thought suppression is a strategy to cope with unwanted internal experiences (cognitions or

emotions) in which the individual actively attempts not to think about the unwanted thought

or feeling that they are experiencing. This process, however, is paradoxical. Research

suggests a “rebound effect,” in which the individual actually thinks about the suppressed

thought with greater frequency and intensity.[22] In addition to the rebound effect, engaging

in thought suppression may lead to distress in that it may also be representative of using

avoidance coping to deal with stressors. Avoidance coping styles, which may include other

avoidance coping strategies such as cognitive avoidance (rumination/worry) and behavioral

avoidance of situations that evoke distressing thoughts and emotions (withdrawel,

procrastination), have been demonstrated to be associated with higher rates of distress.

Greater use of thought suppression has been implicated as a causal or maintenance factor for

a number of psychological disorders including both anxiety and depression.[23] Studies

suggest that the association between thought suppression and adverse outcomes persists into

older adulthood. Thought suppression has been associated with decreased meaning in life in

community dwelling older adults,[24] suicidal ideation in depressed older adults with

personality disorders,[25] and poorer outcomes following depression treatment.[26]

Additionally, avoidance of trauma-related thoughts may mediate the association between

past trauma exposure and distress later in life.[27]

Research examining risk factors for distress in homebound populations have generally

studied the association between medical factors such as disability and worse health and

depression.[28,29] These studies, however, have not investigated potential psychological
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factors such as thought suppression in relation to current distress. Given the high rate of

chronic illness and disability in this population, one may posit that these medical factors

may be more important to the current well-being of homebound elders than psychological

risk factors such as engaging in thought suppression. Alternatively, studies have shown that

most individuals who are experiencing high levels of chronic illness, disability, and poor

health do not develop mental health problems. This suggests that psychological vulnerability

factors also may be important to current well-being. To our knowledge, no studies have

investigated psychological vulnerability factors such as engaging in thought suppression in

relation to anxiety or depressive symptoms in older homecare patients.

The purpose of this study is to investigate the association between thought suppression and

the mental health of homebound older adults. It is hypothesized that using greater amounts

of thought suppression will be associated with worse mental health and greater distress, even

after controlling for health, cognition, and disability.

Methods

Data Source and Sample

Data for these analyses were drawn from a larger project investigating the mental health

needs of homebound older adults. A brief summary of the study design, sampling

procedures, measures, and other procedures are presented below; a more detailed description

appears in another article.[30] A sample of 142 older adults receiving in-home services

through aging service agencies participated in this study. Individuals were eligible to receive

these in-home services based on assessment by case managers and physicians. Individuals'

eligibility for these services was determined by a physician based on their physical health in

that they are at high risk for nursing home placement and unable to care for themselves at

home without assistance. Case managers invited these older adults receiving aging services

to participate in the study during routine home visits. Interested individuals were contacted

by study staff. Standardized in-person assessments were conducted in the participant's home

with study associates. Data were also taken from standardized assessments administered by

case managers. Individuals were eligible to participate in this study if they were 60 years or

older, spoke English, and did not have a known diagnosis of dementia per the case manager.

In total, 231 individuals agreed to be contacted by the research team, and 142 individuals

completed the interview, resulting in a response rate of 61.5%. Of those who did not

complete the interview, 70 refused primarily due to health problems, 11 were unable to

participate due to cognitive impairment, 6 were unable to be contacted after numerous

attempts, and 2 died before scheduling interviews, resulting in a sample of N = 142. Case

managers were asked to invite every client that met the inclusion criteria to participate in the

study. Unfortunately, due to high work demands of the case managers, we were unable to

gather data on how many individuals refused to be contacted by the study team. To assess

the representativeness of the current sample, the participants in this investigation were

compared with the demographics of the entire population of clients in this region of Florida.

When compared with the larger population, the current sample is younger, less ethnically

diverse, and has fewer chronic medical conditions than the overall population older adults

Petkus et al. Page 3

Depress Anxiety. Author manuscript; available in PMC 2014 June 25.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



receiving in-home aging services. Please refer to Gum et al.[30] for further discussion of the

sample.

All study procedures were approved by the University of South Florida Institutional Review

Board, and all participants provided written informed consent.

Measures

Demographic variables—Participants self-reported their age, gender, race, ethnicity,

marital status, and education.

Brief Symptom Inventory-18 [BSI-18; [31]]—The BSI-18 measures somatic,

depressive, and anxiety symptoms during the past week on a five-point scale ranging from

“0, not at all” to “4, extremely”. The total score ranges from 0 to 72 and the somatic,

depression, and anxiety subscale scores range from 0 to 24, with higher scores representing

more distress. The BSI-18 manual provides normative data on the BSI-18 and suggests

adopting a T-score of 63 as a cut point to represent caseness on each subscale. The BSI-18

has been shown to be reliable and valid with homebound older adults.[32] Cronbach's αs

were .69 for somatic, .87 for depression, .81 for anxiety, and .90 for the total score.

Diagnosis of depressive and anxiety disorders—Current depressive and anxiety

disorders were assessed using the Structured Clinical Interview for DSM-IV [SCID; [33]].

The SCID was administered by bachelor's level research associates who were trained and

supervised by a licensed clinical psychologist (A.G.). The following disorders were

assessed: major depressive disorder, dysthymic disorder, depressive disorder not otherwise

specified, depressive disorder due to a medical condition or substance, panic disorder,

agoraphobia, specific phobia, social phobia, obsessive-compulsive disorder, posttraumatic

stress disorder, generalized anxiety disorder, anxiety disorder not otherwise specified, and

anxiety due to a general medical condition or substance. All interviews were audiotaped

(unless refused by the participant) and a random 20% of the interviews were rated by A.G.

to assess inter-rater reliability. Kappa's ranged from .61 to 1.00 across disorders,

representing high inter-rater reliability.[34]

Thought suppression—Thought suppression was measured using the White Bear

Suppression Inventory [WBSI; [35]]. The WBSI contains 15 items which participants rate on

a 5-point scale (from A, “strongly disagree” to E, “strongly agree”). Research on the

psychometric properties of the WBSI suggests that there are two subscales: a thought

suppression subscale and a thought intrusion subscale.[36] The intrusive thought items

measure intrusive or unwanted thoughts rather than attempts to suppress these thoughts. In a

review of the WBSI items, the following items have comprised the thought suppression

factor across all psychometric studies: 1 (“There are things I prefer not to think about”), 10

(“Sometimes I stay busy just to keep thoughts from intruding on my mind”), 11 (“There are

things that I try not to think about”), 13 (“I often do things to distract myself from my

thoughts”), and 14 (“I have thoughts that I try to avoid”).[36] To investigate thought

suppression as distinct from a combination of suppressions and intrusions, we used both the
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suppression subscale as well as the full WBSI. Cronbach's α for the full WBSI was .86 and

for the 5-item suppression subscale was .64.

Indicators of physical health—Health variables included the following: (a) number of

prescription non-psychotropic medications; (b) number of chronic medical conditions

(cancer, diabetes, emphysema, heart problems, liver problems, stroke, Parkinson's disease,

allergies, asthma, bladder/kidney problems, high blood pressure, gall bladder problems, or

thyroid problems); and (c) functional impairment as measured by a combined total of

number of limitations in activities of daily living (ADL; bathing or showering, dressing,

eating, getting in or out of bed or chairs, walking, and using the toilet) and instrumental

activities of daily living (IADL; using the telephone, shopping, preparing food,

housekeeping, laundry, transportation, taking medications, and handling finances). Number

of prescribed medications was measured during the assessment with the research associate

by asking the participant to provide a list of all medications that were being taken (sample

ranged from 0 to 20). Number of chronic medical conditions (sample ranged from 1 to 15)

and ADL and IADL limitations (sample ranged from 2 to 14) were derived from the case

manager's assessment nearest in time to the research interview.

Modified Mini Mental Status Exam [3MS]. [37]—The 3MS is a modification of the

Mini-Mental Status Examination[38] and is a measure of cognitive functioning. The 3MS

includes items assessing delayed free and cued recall, recognition memory, and executive

function. The 3MS has strong validity and reliability,[37] and scores range from 0 to 100.

Cronbach's alpha in this sample was .72.

Data Analysis

Descriptive statistics for all variables were computed. The BSI-18 data were significantly

skewed; thus, the data were dichotomized using the caseness rule of a T-score of 63 to

represent clinically significant distress.[31] To assess the study hypotheses, logistic

regression analysis was used to examine the associations between thought suppression,

BSI-18 caseness (no/yes), and the presence of a SCID disorder (no/yes). Each model was

run with the entire WBSI as well as the 5-item suppression subscale. Results were the same

for all but two outcomes (anxiety disorder and adjustment disorder). Thus, to be

conservative, only the models with the thought suppression subscale are presented. For each

outcome, the final regression model included the following covariates: age (60–93), gender

(0 = male, 1 = female), number of chronic medical conditions (1–15), combined number of

ADL and IADL limitations (2–14), number of non-psychotropic medications (0–20), 3MS

scores (64–100), and WBSI thought suppression subscale (0–25). All continuous covariates

were centered on the mean. Odds ratios were reported for all significant covariates. For the

thought suppression scale, predicted probabilities were calculated for being identified as a

case on the BSI-18 and meeting criteria for SCID diagnoses after controlling for other

covariates. These predicted probabilities were graphed in relation to thought suppression

subscale score.
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Results

Sample Characteristic and Severity of Symptoms and Scid Diagnoses

Table 1 provides descriptive information about the sample. Current depression, anxiety, and

somatic symptom severity as well as frequency of DSM-IV diagnoses are provided in Table

1. On the BSI-18, 64 (45.1%) were identified as experiencing clinically significant somatic

symptoms, 28 (19.7%) were experiencing clinically significant depressive symptoms, and 20

(14.1%) were experiencing clinically significant anxiety symptoms. Of the participants, 17

(12.0%) met criteria for a SCID depressive disorder and 17 (12.0%) met criteria for an

anxiety disorder. Of those with an anxiety disorder, 6 (2.4%) had specific phobia, 4 (2.8%)

panic disorder, 3 (2.1%) posttraumatic stress disorder, 3 (2.1%) social phobia, 2 (1.4%)

agoraphobia, and one (.7%) anxiety due to a general medical condition. Five (3.5%)

participants met criteria for both a depressive and anxiety disorder.

Logistic Regression of Somatic, Depressive, and Anxiety Symptoms

Table 2 displays results from the logistic regression investigating current distress as

measured by the BSI-18 in relation to thought suppression, after controlling for covariates.

For BSI-18 somatic caseness, the final multivariate logistic model was statistically

significant, (χ2 (7) = 30.22, P<.001), and the model was found to accurately classify 71.8%

of participants. In the multivariate model, thought suppression (OR = 1.139, 95% CI =

1.024–1.267, P = .017), number of nonpsychotropic medications (OR = 1.118, 95% CI =

1.020–1.226, P = .018), and number of chronic medical conditions (OR = 1.257, 95% CI =

1.059–1.492, P = .009) were associated with increased likelihood of experiencing clinically

significant somatic symptoms.

For BSI-18 depression caseness, the final multi-variate model was statistically significant,

(χ2 (7) = 19.31, P = .007), and the model accurately classified 71.8% of participants. Higher

thought suppression (OR = 1.243, 95% CI = 1.077–1.435, P = .003) was associated with

increased likelihood of experiencing clinically significant depressive symptoms.

For BSI-18 anxiety caseness, the final multivariate model was statistically significant, (χ2

(7) = 26.133, P<.001), and the model accurately classified 85.9% of participants. Thought

suppression (OR = 1.362, 95% CI = 1.139–1.628, P = .001) and poor cognitive performance

(OR = .936, 95% CI = .877–.999, P = .049) were associated with increased likelihood of

experiencing clinically significant anxiety symptoms.

Logistic Regression of Depressive, Anxiety, and Adjustment Disorders

Table 2 displays results from the logistic regression regressions investigating the

relationship between thought suppression and psychiatric disorder, after controlling for

covariates. The multivariate model with the outcome of meeting criteria for any Axis I

disorder was statistically significant (χ2 (7) = 19.722, P = .006), and the model accurately

classified 78.3% of participants. Participants were more likely to meet criteria for an Axis I

disorder if they had greater thought suppression (OR = 1.189, 95% CI = 1.043–1.356, P = .

017). Participants with more chronic medical conditions were also more likely to meet

criteria for an Axis I disorder (OR = 1.303, 95% CI 1.081–1.570, P = 0.006.
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The multivariate model with the outcome of meeting criteria for a depressive disorder was

statistically significant, (χ2 (7) = 20.776, P = 0.004), and the model accurately classified

90.1% of participants. Participants were more likely to meet criteria for a depressive

disorder if they used higher levels of thought suppression (OR = 1.287, 95% CI = 1.069–

1.550, P = .008) and had a higher number of chronic medical conditions (OR = 1.337, 95%

CI = 1.055–1.693, P = .016).

The multivariate model with the outcome of meeting criteria for an anxiety disorder was

also statistically significant, (χ2 (7) = 16.456, P<.021), and the model accurately classified

87.7% of participants. Thought suppression was not associated with increased likelihood of

meeting criteria for an anxiety disorder (OR = 1.160, 95% CI = 0.987–1.363, P = .072).

The multivariate model with the outcome of meeting criteria for an adjustment disorder was

not statistically significant, (χ2 (7) = 12.411, P = .088), although the model accurately

classified 87.3% of participants. Thought suppression (OR = 1.24, 95% CI = 1.052– 1.466,

P = .011) was associated with increased probability of meeting criteria for an adjustment

disorder. Figure 1 displays the predicted probabilities of meeting criteria for a psychiatric

disorder by thought suppression after controlling for all covariates.

Discussion

This cross-sectional study investigated engaging in thought suppression in relation to current

distress in homebound older adults. After controlling for physical health and cognitive

functioning, greater use of thought suppression was associated with higher probability of

experiencing clinically significant somatic, depressive, and anxiety symptoms as measured

by the BSI-18. Furthermore, engaging in thought suppression was also associated with being

more likely to meet criteria for any psychiatric disorder, any depressive disorder, and current

adjustment disorder. These findings are consistent with the study hypotheses.

Thought suppression was associated with more depressive symptoms and greater likelihood

of meeting criteria for a depressive disorder. This association was independent of current

physical health, disability, and cognitive functioning. These findings are consistent with

theories and previous research implicating thought suppression in depression in younger

adults and in less disabled older adults. Thought suppression was also associated with

greater symptoms of anxiety as measured by the BSI-18. The association between thought

suppression and meeting criteria for an anxiety disorder, however did not reach statistical

significance. This finding is consistent with studies with younger adults that have

demonstrated that engaging in thought suppression is also associated with anxiety.[23,39]

One interpretation of these findings is that efforts to avoid distressing cognitions or emotions

are associated with increased levels of distress, independent of physical, cognitive, and

functional health status. These results are consistent with studies that demonstrate that

attempting to suppress thoughts results in a “rebound effect” in which the person

experiences the suppressed thought with more frequency and greater intensity. Additionally,

engaging in though suppression may be a proxy for broader general usage of avoidance,

both cognitive and behavioral to cope with stressors. These avoidance behaviors may be
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reinforced because they typically immediately are associated with decreased distress;

however the overall problem which is causing distress remains. These avoidance behaviors

may potentially increase the impact of stressors in the environment. For example, stressful

life events that may ameliorate by active problem solving may persist due to avoidance

coping. Additionally, behavioral avoidance of emotionally arousing activities may result in

low social support, and less engagement in meaningful activities.

It is possible that engaging in thought suppression is an important factor in the etiology or

maintenance factor of emotional disorders such as depression and anxiety in homebound

elders. Interestingly, this association was independent of physical health, functional

impairment, and cognitive abilities. These findings suggest that psychological coping factors

such as thought suppression may contribute as much to the development to anxiety and

depression in this population as do physical health and functional impairment.

These results also have potentially important clinical implications for the treatment of

depression and anxiety in homebound older adults. They suggest that psychosocial

interventions that target psychological coping factors could be beneficial for treating

depression and anxiety, even in older adults who are experiencing significant chronic illness

and disability. Research needs to be done to empirically test exposure or mindfulness based

interventions in the home to examine if these interventions are effective with this

population. Furthermore, it may be possible that these treatments are possible and effective

in academic settings, however, not feasible to be implemented in standard clinical settings.

Thus, in addition to testing the effectiveness of these treatments, research needs to be done

to examine ways to successfully implement these treatments into home health and other

current home services that provide care to this important population.

This study has several limitations. First, the cross-sectional design does not permit

conclusions of causality. We are unable to determine if increased thought suppression

occurred before the development of distress or if increased symptoms resulted in more

thought suppression. It is possible that distress may cause thought suppression, or the two

factors may have a bi-directional relationship; additional longitudinal research is needed to

investigate this alternative explanation. Second, the use of self-report measures of thought

suppression is not optimal, and more objective measures of thought suppression would be

preferable. Despite the lack of objective measures, thought suppression as measured

conservatively by the thought suppression subscale of the WBSI was consistently associated

with increased distress, suggesting robustness of these findings. Finally, the sample was one

of convenience; case managers invited clients to participate, limiting generalizability.

The primary strength of this study is that it is the first to examine thought suppression in a

homebound population of older adults. Additionally, this is the first study with any sample

of older adults to investigate thought suppression using the more psychometrically valid

subscale of the WBSI. Another strength is the focus on multiple domains of distress,

including depression, anxiety, and somatic symptoms. Further longitudinal or experimental

research should investigate whether thought suppression plays a causal or maintenance role

in distress in homebound older people.
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If additional research confirms that thought suppression is an underlying mechanism that

maintains anxiety and depression, transdiagnostic psychosocial interventions that address

this underlying mechanism may be appropriate models for treatment. Such transdiagnostic

interventions for depression and anxiety in homebound older adults would potentially be

more efficient than disorder-specific treatments[40] and is consistent with recent

developments in psychotherapy research in younger adults with depression or anxiety.[41,42]

They would also be consistent with the fact that anxiety and depression commonly co-occur,

and a transdiagnostic approach to treatment would potentially be easier to implement into

existing home health services, making treatment more accessible to this underserved

population.
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Figure 1.
Predicted probability of meeting criteria for a psychiatric disorder in relation to thought

suppression after controlling for demographics, health, disability, and cognitive

performance.
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TABLE 1
Sample characteristics

N (%) or M (SD)

Age 74.73 (8.32)

Female 113 (79.6)

Race

 Caucasian 105 (73.9)

 African American 28 (19.7)

3MS 88.13 (8.55)

Health

 Number of non-psychotropic medications 7.54 (4.49)

 Number of chronic health conditions 5.05 (2.62)

 ADL impairments 2.43 (1.91)

 IADL impairments 5.25 (1.48)

Mental health

 BSI-18 somatic case 64 (45.1)

 BSI-18 depression case 28 (19.7)

 BSI-18 anxiety case 20 (14.1)

 Any SCID disorder 31 (21.8)

 Depressive disorder 17 (12.0)

 Anxiety disorder 17 (12.0)

 Adjustment disorder 17 (12.0)

 WBSI total 46.96 (11.04)

 WBSI suppression subscale 16.36 (3.91)

ADL, activities of daily living; IADL, instrumental activities of daily living.
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