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Cognitive an d affective dim ension s of sym ptom s of an xiety an d depression  were
examined in  a sample of 283 community-dwellin g older adu lts (ranging in  age from
65 to 93 years). A principal-axis factor analysis with varimax rotation  condu cted on
the Cognition  Checklist (CCL) revealed a factor structure different than that found in
younger adu lts. Three factors emerged (Anxious, Social Loss, and Negative Self-Evalua-
tion/Worthlessness Cognitions) and, in general, these cognitions were not specifically
related to anxious and depressive sym ptom s. Instead, worthlessness cognitions were
robustly associated with both anxious and depressive symptom s, including varian ce that
was uniqu e to each. In terms of affective dimensions, factor analyses revealed that only
anxiety-related items loaded on the negative affectivity subscale. Consequently, negative
affectivity was strongly related to varian ce that was uniqu e to anxious symptom s, but
was only weakly related to varian ce that was uniqu e to depressive symptom s. On the
other hand, positive affectivity was on ly weakly associated  with both  form s of
sym ptom atology. Fin din gs are d iscussed in  terms of the cogn itive an d affective
distinctions between older and younger adulthood.
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INTRODUCTION

Although there is conside rable  overlap between depression and anxie ty (Clark,

1989; Dobson, 1985; Stavrakaki & Vargo, 1986) , a number of studie s have  demon-

strated that these conditions can be  diffe rentiate d in terms of their cognitive  and

affective profile s. Beck’s cognitive  content-specificity hypothe sis states that each

type of emotional distre ss is accompanie d by its own unique  cognitive  products (i.e .,

automatic thoughts, and involuntary and repetitive  images; Beck, 1976) . More  spe-

cifically, depression is thought to be associate d with thoughts involving personal

loss or failure  and negative  attitude s toward the past and future (Beck, Brown,

Steer, Eidelson, & Riskind, 1987; Beck, Rush, Shaw, & Emery, 1979) , whe reas anxi-
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ety is thought to be  characterized by future-oriented cognitions containing themes

of dange r (Beck & Emery, 1985) . Further, anxious people  are thought to misinter-

pret experiences as involving eithe r a physical or psychosocial threat and to over-

estimate the  probability and intensity of anticipate d harm (Beck et al., 1987).

To inve stigate  diffe rences in the  automatic thoughts characteristic of anxie ty

and depression, Beck et al. (1987)  developed the  Cognition Checklist (CCL). Re-

sults of factor analyse s sugge sted that the CCL is composed of two primary dimen-

sions reflecting depressive and anxious cognitions (Beck et al., 1987; Steer, Beck,

Clark, & Beck, 1994) . The  Depressive  Cognition Subscale  (CCL-D) is composed

of 14 items reflecting negative  thoughts about one’s se lf, past experiences, and fu-

ture expectations, whereas the Anxious Cognition Subscale  (CCL -A) is composed

of 12 items representing thoughts about personal and physical dange r. In support

of the  cognitive  content-specificity hypothe sis, outpatie nts diagnose d according to

the  Diagnostic and Statistical Manual of Mental Disorders (3rd ed.)  (DSM-III; Ameri-

can Psychiatric Association [APA], 1980)  and DSM-III-R (APA, 1987)  with anxie ty

disorders, had higher mean CCL-A scores than patients diagnose d with depression.

In contrast, depressed patie nts had highe r CCL-D scores than anxie ty patients

(Beck et al. 1987; Clark, Beck, & Stewart, 1990; Steer et al., 1994) . Similarly, Clark,

Beck, and Brown (1989) found, in an outpatie nt sample , that anxious cognitions

were unique ly relate d to higher leve ls of anxious symptoms (controlling for leve ls

of de pressive  cognitions and symptoms) and that depressive  cognitions we re

unique ly related to higher levels of depressive  symptoms (controlling for levels of

anxious cognitions and symptoms). Further, depressive cognitions assessed with re-

late d cognitive  measures have  been shown to be more closely associate d with de-

pressive  mood than with other mood states (Clark, 1986; Harrell, Chamble ss, &

Calhoun, 1981; Thorpe , Barnes, Hunte r, & Hines, 1983) . Finally, Ingram, Kendall,

Smith, Donne ll, and Ronan (1987) found that depressed stude nts reporte d signifi-

cantly more negative  self-re ferent automatic thoughts than test-anxious and non-

depressed/nonanxious stude nts, whereas test-anxious stude nts reported significantly

more  automatic anxious (i.e ., task-irre levant)  cognitions than depressed and non-

depressed/nonanxious stude nts.

In contrast to the cognitive  content-specificity hypothe sis, Watson, Clark, and

Carey (1988)  posited that dimensions of affect are useful in diffe rentiating symp-

toms of depression and anxie ty. Watson and colleagues found self-reported mood

to be  characterized by two dominant dimensions: positive  and negative  affect

(Tellegen, 1985; Watson, Clark, & Tellegen, 1984; Watson & Kendall, 1989; Watson

& Tellegen, 1985) . Positive  affectivity (PA) was defined as the  “extent to which a

person avows a zest for life” (Watson & Tellegen, 1985, p. 221)  or the  “leve l of

pleasurable  engage ment with the environme nt” (Watson & Kendall, 1989, p. 10) .

High PA is associate d with enthusiasm, joy, high energy, mental inte rest and ale rt-

ness, and determination, whereas low PA reflects fatigue  and sadness (Watson &

Kendall, 1989) . On the othe r hand, negative  affectivity (NA) was defined as the
“extent to which a person reports feeling upset or unple asantly arouse d” (Watson

& Tellegen, 1985, p. 221) . High NA include s such feelings as nervousne ss, ange r,

guilt, fear, and the like , whereas low NA is associated with feelings of calmne ss

and relaxation (Watson & Kendall, 1989). Watson, Clark, and Tellegen (1988)  de-
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veloped the  Positive  and Negative  Affect Schedule  (PANAS) to serve as a measure

of these two mood factors.

Watson and colle ague s have  hypothe sized that anxie ty essentially is a state  of

NA, without a substantial PA component, whereas depression is a mixed state of

high NA and low PA. Thus, they have  propose d a two-factor affectivity mode l claim-

ing that (1) NA is a common characte ristic of both anxie ty and depression and,

therefore, is a major factor in producing the strong correlation between them; and

(2) low PA is unique  to depression and consequently may be important in the dif-

ferentiation of anxie ty and depression (Watson, Clark, & Carey, 1988) . Consiste nt

with this model, a number of studie s employing clinical and nonclinical samples

found that both  anxie ty and depression ratings were correlate d with or had strong

positive  factor loadings on NA, but only depression ratings were corre lated with or

had moderate  (negative ) factor loadings on PA (e.g., Tellegen, 1985; Watson, Clark,

& Carey, 1988; Watson & Kendall, 1989).

Several studies have  recently tested the  validity of the  cognitive  and affectivity

mode ls in conjunction with one anothe r. For e xample , Clark, Steer, and Beck (1994)

found support for both mode ls, utilizing both clinical and nonclinical sample s.

Analyse s of response s to the  Beck Anxiety and Beck Depression Inventorie s yie lded

two correlate d factors: Depression and Anxiety. As predicted by Watson’s affectivity

mode l, a large  general distre ss or NA factor was found to unde rlie  the relationship

between these two first-orde r factors. After controlling for NA, specific depression

and anxie ty dimensions emerged, including depressive symptoms indicative  of low

PA (e.g., sadness and social withdrawal). Also, as hypothe sized by Beck’s cognitive

content-specificity model, cognitions dealing with personal loss and failure  loaded

significantly on the depression factor, but not on the anxie ty factor. Steer, Clark,

Beck, and Ranieri (1995)  replicate d these findings in an outpatie nt sample . Simi-

larly, Jolly, Dyck, Kramer, and Wherry (1994)  found support for both cognitive  and

affectivity models among psychiatric outpatie nts. NA was associate d with both anx-

ious and depressive symptoms, whereas PA was found to be  more strongly related

to depressive symptoms than to anxious symptoms. In accord with the cognitive

mode l, CCL-D scores corre late d more  strongly with depressive symptoms than anx-

ious symptoms. However, Jolly et al. found that the strength of the correlations

between CCL-A scores and anxious and depressive symptoms were not significantly

different (see  Ambrose  & Rhole s, 1993, for similar results) .

Overall, a number of studie s have  found support for the cognitive  content-

specificity hypothe sis and the  affectivity mode l in differentiating symptoms of anxi-

ety and depression. However, no study to date  has explore d these mode ls in older

adults. Because there is conside rable  evide nce that late -life  depression (and perhaps

anxie ty) are phenomenologically different from those  occurring at othe r stage s of

the  life  cycle (Blazer, George, & Lande rman, 1986; Gurian & Mine r, 1991), the

generalizability of the  cognitive  and affectivity mode ls to older adults needs to be

examine d. In addition to diffe rences in the  prevale nce of depressive and anxious

disorders (Regier et al., 1988)  and affective  states (Lawton, Kleban, & Dean, 1993) ,

numerous studies have  found that e lderly depressed individuals display somewhat

different symptom profile s than their younge r counte rparts.
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A numbe r of studie s have  found that depressed olde r adults report fewer af-

fective symptoms. For example , dysphoric mood (Arean & Miranda, 1992; Craig

& Van Natta, 1979; Gallo, Anthony, & Muthen, 1994; Goldfarb, 1974) , self-blame

(Muse tti et al., 1989), and guilt (Gallo et al., 1994)  all have  been found to be less

pervasive  in olde r adults with depression than among younge r depressed persons.

Instead, feelings of emptine ss, impulse s to cry, and irritability seem to be  more

characte ristic of late-life  depression (Blazer, 1993) . Feelings of he lplessness and

hope lessness about the future also have  been found to be  more  central to late -life

depression (Blazer, 1993) , but other studie s have  found that suicidal ideation occurs

less in depressed older adults (Blazer, Bachar, & Hughe s, 1987; Musetti et al.,

1989) .

Compare d to the ir younge r counte rparts, depressed olde r adults also have  been

found to expe rience  considerably more  somatic symptoms, including weight or ap-

petite  loss (Blazer et al., 1987; Brodaty et al., 1991; Muse tti et al., 1989) , consti-

pation (Blazer et al., 1986; Blazer et al., 1987) , fatigue  (Blazer et al., 1986; Gallo

et al., 1994) , abdominal and back pain (Blazer et al., 1986) , and insomnia (Gallo

et al., 1994) . Studie s also have  found support for both increased psychomotor re-

tardation (Brodaty et al., 1991; Gallo et al., 1994; Muse tti et al., 1989)  and psy-

chomotor agitation (Brodaty et al., 1991)  in depressed olde r adults. Because  somatic

symptoms such as these seem like ly to be a result of physical illne ss associated with

aging, Blazer et al. (1986) note d that nonde pressed olde r adults were no more  like ly

to complain of these symptoms than younge r adults (except for possibly constipation

and insomnia) .

Whereas there has been considerable  research on symptomatology in late -life

depression, research in a complementary area in late-life  anxie ty has been very

sparse . It has been found that, of the anxie ty disorders, older adults most often

suffer from simple  phobias, agoraphobia, and generalize d anxie ty disorde r (Blazer,

George, & Hughe s, 1991; Weissman et al., 1985) . However, there is little  agre ement

about what a classic presentation of anxie ty in the elde rly looks like  (Gurian &

Mine r, 1991; Shamoian, 1991) . Salzman (1982) , for example , claime d that anxie ty

in the e lderly, especially anxie ty over declining health and personal loss, may be

experienced as “cognitive  appre hension, behavioral agitation, or somatic symptoms

with hypochondriacal compone nts” (p. 71) . Others (e .g., Busse, 1975; Lader, 1982)

have  emphasize d somatic symptoms, stating that older adults tend to become ob-

sessed with the physical symptoms of anxie ty and ultimate ly may experience hypo-

chondriacal symptoms. Still othe rs (e.g., Pfeiffer, 1979)  have  claimed that anxie ty

in the elde rly is expre ssed more  directly as “overt fear, panic, worry or bewilder-

ment, and without the intricate  conversion mechanism customarily seen in younge r

persons” (Pfe iffer, 1979, p. 28) . Recently, Beck, Stanle y, and Zebb (1996)  found

that late -life  generalized anxie ty disorde r is characterized by elevate d levels of anxi-

ety, worry, social fears, and depression.

Because  these late -life  symptom profile s have  been found to differ from those

occurring at earlier stage s of life , it cannot be assumed that the  cognitive  content-

specificity and affectivity mode ls can be extended to olde r adults. The  current study

attempted to determine  whether cognitions and affective  states are useful in dif-

ferentiating symptoms of anxie ty and depression in older adults. First, assuming
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these mode ls can  be  extended to older adults, it was predicted that a factor analysis

of the response s of elde rly participants on the Cognition Checklist (CCL) would

yield a two-factor structure similar to that found by Beck et al. (1987)  and Steer

et al. (1994) (i.e ., anxious and depressive  cognitions) . Likewise, it was predicted

that a factor analysis of the  Positive  and Negative  Affect Schedule  (PANAS) would

yield a two-factor structure that represents the two major mood dimensions: PA

and NA (Watson, Clark, & Tellegen, 1988) . Second, consistent with the cognitive

conte nt-spe cificity hypothe sis, it was expe cted that anxious cognitions would be

more  strongly predictive  of anxie ty than depressive cognitions, whereas depressive

cognitions would be  more  strongly predictive  of depression than anxious cognitions.

Consistent with the  affectivity mode l, it was expected that negative  affectivity would

be predictive  of symptoms of both anxie ty and depression, whereas positive  affec-

tivity would only be  predictive  of symptoms of depression.

METHOD

Participan ts an d Procedu re

Participants were 283 adults 65 years of age and older (M =  73.99, SD =  5.76,

range  =  65 to 93) , who were recruited from senior citizens’ centers, church groups,

and other similar social organizations. All participants were volunte ers who com-

pleted measures in anonymity. Participants consiste d of 212 women (75% ) and 67

men (24% ), although four individuals faile d to report gender. Eighty-e ight percent

were Caucasian, 4%  were African American, 0.7%  were American Indian, 0.4%

were Asian American, 0.4%  were Hispanic, and 3%  were of anothe r ethnicity. Nine

individuals faile d to report ethnicity. In terms of the highest leve l of education

reached, 6%  reached the  e lementary leve l, 14%  comple ted at least some high

school, 46%  graduate d from high school, 16%  comple ted some college, 7%  gradu-

ated from colle ge , and 7%  completed at least some graduate  work. Nine individuals

faile d to report leve l of education.

Measures

Cognition Checklist (CCL)

The CCL (Beck et al., 1987) is a 26-ite m self-report measure  consisting of two

subscale s: the  Depressive Cognition subscale  (CCL-D) and the  Anxious Cognition

subscale  (CCL-A), designed to measure  the freque ncy of depressive  and anxious

cognitions, respectively. Score s on each of the CCL subscale s have  been found to

corre late  significantly with clinician ratings of depression and anxie ty in young/mid-

dle-age adults and to discriminate  depressed young/middle -age  adults from same

age anxious adults (Beck et al., 1987; Steer et al., 1994) . The  validity of the  CCL

has never been examined in olde r adults.
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Positive and Negative Affect Schedule (PANAS)

The PANAS (Watson, Clark, & Tellegen, 1988) is a 20-ite m measure of affect

consisting of two 10-ite m scales: PA and NA. Watson, Clark, and Tellegen (1988)

demonstrate d high internal consistency (for PA, alpha =  .88; for NA, alpha =  .85)

and excellent convergent and discriminant validity when used with college  stude nts.

However, the consistency and validity of this scale  when used with olde r adults has

yet to be  tested.

Beck Depression  Inventory (BDI)

The BDI (Beck, Steer, & Garbin, 1988)  is a 21-ite m self-report measure  de-

veloped to assess the  severity of depressive symptoms. The  BDI has been found to

possess high inte rnal consistency (alpha =  .86) as well as high conve rgent and dis-

criminant validity in young/middle -age adults (Beck, Steer, & Garbin, 1988). It also

has been found to have  high sensitivity and specificity (Olin, Schne ider, Eaton, Ze-

mansky, & Pollock, 1992) and high internal consiste ncy in olde r adult sample s (al-

pha =  .91; Gallaghe r, Nies, & Thompson, 1982) .

G eriatric Depression Scale— Short Form  (G DS-SF)

The GDS-SF (She ikh & Yesavage , 1986)  is a self-report measure  comprised

of 15 items from the  original 30-item GDS (Yesavage  et al., 1983) . The  GDS was

specifically developed for use  in the  e lde rly by excluding questions relate d to so-

matic complaints. Although depressed olde r adults expe rience  somatic symptoms,

as previously discusse d, the  degree to which these symptoms reflect depression is

debatable  because of the  increased rate  of medical illness in this population. In-

stead, this instrume nt emphasize s mood, cognitive , and behavioral symptoms (e .g.,
“Do you feel that your life  is empty? ” and “Do you often feel he lpless?”). Also,

the  yes/no format of the GDS provide s a simpler task for olde r adults. The GDS-SF

has been found to have  a high sensitivity and specificity in e lde rly samples when

a cutoff score of 7 is employe d (Lesher & Berryhill, 1994) .

Beck Anxiety Inventory (BAI)

The BAI (Beck, Epstein, Brown, & Steer, 1988)  is a 21-ite m self-report inven-

tory designed to assess the  severity of anxie ty symptoms. Fourte en items assess so-

matic symptoms, whereas seven assess cognitive  and affective symptoms of anxie ty.

Initial studies have  indicate d that the BAI has high internal consistency (alpha =

.92) and ade quate  convergent and discriminant validity (Beck, Epstein et al., 1988) .

Preliminary work has found the BAI to have  high inte rnal consistency (alpha =

.87) and acceptable  temporal stability (.78)  when used in older adults (Morin, Stone ,

Ling, & Trinkle , 1994) .
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State-Trait Anxiety Inventory (STAI)

The STAI (Spie lberger, Gorsuch, & Lushene, 1970) is a 40-ite m inve ntory con-

sisting of two 20-item subscale s that measure  state  (STAI-S) and trait (STAI-T)

anxie ty. Only the  State  subscale  was include d in this study because  current emo-

tional distress was of primary inte rest. The State  subscale  has been found to be

inte rnally consistent and valid when used with both younge r and older adults (Pat-

terson, O’Sullivan, & Spie lberger, 1980) .

RESULTS

Factor  Analys is of the Cogn ition  Checklist

A confirmatory factor analysis with LISREL 8.14 (Jöreskog & Sörbom, 1996)

was conducted to test the  two-factor model suggested by Beck et al. (1987) . Only

participants who had comple te  data on the CCL were include d in these analyse s

(n =  264) . This mode l provide d an inadequate  fit to the data, c 2(298, N =  264)

=  1122.88, p <  .001, c 2/df ratio =  3.77; Goodne ss-of-Fit Inde x (GFI) =  .73; ad-

justed GFI (AGFI) =  .68. Conse quently, several different exploratory factor analy-

ses were conducte d on the  CCL, including principal-comp one nts and alpha factor

analyse s, using both oblique  and orthogonal rotations. Although the factor loadings

and eigenvalue s found in all approache s were similar in magnitude , the principal-

axis factor analysis with varimax rotation was chosen because  confirmatory factor

analysis indicate d that it provide d the  best fit (see  be low).

The  principal-axis factor analysis yie lded six factors with eigenvalue s greater

than 1. However, a scree test suggested a three-factor solution. In addition, Factors

4 through 6 were uninte rpretable  and were composed of fewer than three items.

Conse que ntly, this analysis was rerun selecting for three factors. The  three-factor

solution accounte d for 49.5%  of the total variance  in CCL scores. Factor 1 ac-

counted for 33.6%  of the  variance  and was compose d exclusive ly of items from

Beck et al.’s (1987)  original CCL -A subscale  (see  Table  I). Factors 2 and 3 were

composed of items from Beck et al.’s (1987)  original CCL-D subscale  (except one

CCL-A item that loaded on the  third factor) , and accounte d for 9.9%  and 6.0%

of the variance , respectively.

Upon examination, it was determined that Factor 1 consisted of items pertain-

ing to cognitions about anxie ty over health issues. The remaining factors repre-

sented two facets of depressive  thinking: cognitions concerning loss of social role

and negative  self-evaluation/worthle ssness cognitions. Subscale s were created based

on this factor structure  (CCL-AH, CCL -S, and CCL-W, respectively) . In order to

maximize  the distinctive ness of the scales, inclusion was restricted to items with a

primary loading of at least .50 on a given factor; items with a secondary loading

of .30 or greater on any othe r factor were omitted. The  final scales consisted of 5,

6, and 4 items, respective ly. Confirmatory factor analysis indicate d that this revised

three-factor solution provide d an ade quate  fit to the data, c 2(87, N =  264)  =  241.55,

p <  .001, c 2/df ratio =  2.78; GFI =  .89, AGFI =  .85. When three pairs of error
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terms (Items 10 and 13, 7 and 9, and 6 and 8) were allowed to correlate , as sug-

gested by the modification indices, confirmatory factor analysis indicate d an even

better fit, c 2(84, N =  264) =  180.18, p <  .001, c 2/df ratio =  2.15; GFI =  .92, AGFI

=  .88. Scale  items then were weighte d base d on their factor loadings.

Factor  Analys is of the Positive an d Negative Affect Schedu le

A confirmatory factor analysis was also conducte d to test the two-factor mode l

suggested by Watson, Clark, and Tellegen (1988) . Only participants who had com-

plete data on the  PANAS were include d in these analyse s (n  =  243) . This mode l

provide d an inade quate  fit to the  data, c 2(169, N =  243)  =  428.58, p <  .001, c 2/df

ratio =  2.54; GFI =  .85; AGFI =  .81. Conseque ntly, similar to the analysis of the

CCL, a principal-axis factor analysis with varimax rotation was conducte d on the

PANAS.

The principal-axis factor analysis yie lded four factors with e igenvalue s greater

than 1. However, a scree test suggested a two-factor solution and Factors 3 and

4 were compose d of fewer than three items. Conse que ntly, this analysis was rerun

selecting for two factors. The  two-factor solution accounte d for 44.9%  of the total

variance  in PANAS scores. Factor 1 accounted for 27.6%  of the  variance  and was

compose d exclusive ly of items representing positive  affectivity. Factor 2 accounte d

Table I. Varimax-Rotated Factor Loadings for Cognition Checklist (CCL) Itemsa

CCL item   Factor 1 Factor 2 Factor 3

10. What if I get sick and become an invalid?  (A) .60

11. Something might be happening that will ruin my 

 appearance. (A) .53 .30
12. I am going to be  injured. (A) .62

13. What if no one reaches me in time to help?  (A) .61

14. I’m going to have an accident. (A) .77

15. I might be  trapped. (A) .66
16. I am not a healthy person. (A) .48 .33
17. There ’s some thing ve ry wrong with me . (A) .47 .33
23. I’m going to have a heart attack. (A) .53 .44

25. Something will happen to some one I care about. (A) .54 .31

 3. People don’t respect me anymore. (D) .60
 4. No one care s whether I live  or die. (D) .67
 5. I’m worse off than they are. (D) .50 .34
 6. I don’t dese rve  to be  loved. (D) .65

 7. I’ve lost the only friends I’ve  had. (D) .57

 8. I’m not worthy of people’s attention or affection. (D) .76

 9. There ’s no one left to help me. (D) .72
18. Life  isn’t worth living. (D) .56
19. I’m worthless. (D) .64

20. I have become physically unattractive. (D) .57

21. I will neve r overcome  my problems. (D) .71

22. Something awful is going to happen. (A) .43 .60
26. Nothing ever works out for me anymore . (D) .37 .52

aFactor loadings of less than .30 were omitted. (A) =  CCL Anxiety subscale, (D) =  CCL De pression

subscale (Beck et al., 1987) .
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for an additional 17.3%  of the  variance  and was composed exclusive ly of items

representing negative  affectivity. The item composition of these factors was iden-

tical to that found by Watson, Clark, & Tellegen (1988) . However, after employing

our strict inclusion criteria to create  the  subscale s (i.e ., a primary loading of at

least .50 with no secondary loading of .30 or greater), three items (“guilty,” “hos-

tile ,” and “ashame d”) were droppe d from the  NA scale  and one item (“excited”)

was droppe d from the  PA scale . Confirmatory factor analysis indicate d that this

revised factor solution provide d an ade quate  fit to the data, c 2(103, N =  243)  =

241.68, p <  .001, c 2/df ratio =  2.35; GFI =  .89, AGFI =  .85. However, the  error

term of one  item (“upset”) was found to correlate  with four othe r error terms,

and was therefore  omitted from the  scale. Likewise, the  modification  indices sug-

gested that one pair of error terms (‘‘scared’’ and ‘‘afraid’’) be allowe d to corre late.

The  final NA scale , Negative  Affect—Revise d (NA-R), consiste d of six items

(“nervous,” “jittery,” “afraid,” “scared,” “distre ssed,” and “irritable ”) and the  final

PA scale , Positive  Affect—Revised (PA-R), was compose d of nine  items (“inte r-

ested” “strong,” “enthusiastic,” “proud,” “alert,” “inspired,” “determined,” “atten-

tive ,” and “active”). Confirmatory factor analysis indicate d that this revised factor

solution provide d a better fit to the  data, c 2(88, N =  243)  =  143.80, p <  .001,
c 2/df ratio =  1.63; GFI =  .93, AGFI =  .90. Scale  items were weighte d base d on

their factor loadings.

Descriptive Statistics

Univariate  analyse s of variance  were conducted on the  entire  sample  to assess

the  influe nce of demographic factors (including age , gender, ethnicity, and educa-

tion)  on our measures of cognition, affect, and symptomatology. Females (M =

9.8) scored significantly highe r than did male s (M =  8.3)  on the NA-R scale, t(164.7)

=  3.60, p <  .001, separate  variance  test. Also, education was corre lated with PA-R,

r =  .24, p <  .001, and STAI-S, r =  ̄ .13, p <  .05. Individuals with higher education

tende d to report higher levels of positive  affectivity and lower levels of anxie ty.

Age  was also corre late d with PA-R, r =  ¯ .18, p <  .01, indicating that olde r indi-

viduals tended to report lower leve ls of PA. No other demographic variable  was

significantly related to predictor or outcome variable s.

Specificity Analyses

Only participants who had complete data on all of the  questionnaire s were

include d in the  subse quent analyse s (n =  189). Total means, standard deviations,

and alpha coefficients for each of the  measure s are  presented in Table  II. Pearson

corre lations were used to examine  the  relations among symptoms of anxie ty and

depression and CCL and PANAS scores. Consiste nt with research on younge r

adults, measures of depressive  symptoms were moderately correlated with measures

of anxious symptoms (rs ranged from .47 to .57; see Table  II). There were also

moderate  intercorre lations among the three cognition measure s (rs ranged from

.36 to .44) . The corre lation between the  PA-R and NA-R scales was low (r =  ¯ .25)
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and similar to that reported by Watson, Clark, and Tellegen (1988) . Finally, positive

and negative  affectivity were mildly to moderate ly corre lated with the  measure s of

negative  cognition (rs ranged from | .15|  to | .39| ).

Zero-Order Correlations

As a first test of the  specificity hypothe ses, the  zero-orde r corre lation be-

tween each of the  three cognition scale s and each symptom measure  (anxie ty

and depression)  was compare d to its corre lation with each othe r symptom meas-

ure  by means of the  t-statistic for depende nt sample s (see  Table  III). Inconsistent

with findings from younge r sample s, the  strength of the  corre lations between the

three cognition measure s and the  anxie ty symptom measure s did not diffe r sig-

nificantly from the  corre lations between the  cognition measure s and the  depres-

sive  symptom measure s. In othe r words, each of the  three cognition scale s was

associate d with symptoms of depression to the  same degree that it was associate d

with symptoms of anxie ty.3

Likewise, the  correlation between each affect scale  (NA-R and PA-R) and each

symptom measure  (anxie ty and depression)  was compare d to its corre lation with

each othe r symptom measure by means of the  t-test statistic for depende nt samples

(see Table  III). The  strength of the  corre lations between the affect scale s and the

anxie ty measure s did not diffe r significantly from the  correlations between the  affect

scales and the  depression measure s. In othe r words, both NA-R and PA-R were

Table III. Tests of Differences Betwee n Zero-Order Correlationsa

Scale   CCL-AH CCL-S CCL-W NA-R PA-R

BDI .41a .15a .54a .54a ¯ .33a,b

GDS-SF .32a .17a .53a .39b ¯ .36a,b

BAI .37a .27a .52a .65a ¯ .25a

STAI-S .33a .20a .48a .60a ¯ .47b

aAll corre lations are  significant at p <  .05. Within each column, different

subscripts indicate significant differences in the magnitude of correlations

(p <  .05) . CCL-AH =  Anxiety subscale of the Cognition Checklist (CCL);

CCL-S =  Social Loss subscale of the CCL; CCL-W =  Worthlessness

subscale  of the CCL; NA-R =  revised Negative Affect scale of the Positive

and Negative Affect Schedule (PANAS); PA-R =  revised Positive Affect

scale  of the PANAS; BDI =  Beck De pression Inve ntory; GDS-SF =

Geriatric De pression Scale—Short Form; BAI =  Beck Anxiety Inventory;

STAI-S =  State subscale of the State-Trait Anxiety Inventory.
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corre lated with symptoms of de pression to the  same extent that they were correlated

with symptoms of anxie ty.4,5

Partial Correlations

As a further test of specificity, the  unique  variance  of each type of symptoma-

tology was examined controlling for the  opposite  form of symptomatology (see

Table  IV). In othe r words, the unique  variance  in symptoms of depression was ex-

amine d by statistically controlling for variance  in symptoms of anxie ty and, con-

versely, the unique  variance  in symptoms of anxie ty was examine d by statistically

controlling for variance  in symptoms of depression.

In terms of the cognitive  variable s, CCL-AH scores were found to be  associate d

with the  unique  variance  in symptoms of depression as measured by the BDI (but

not the GDS-SF) and  with the unique  variance  in symptoms of anxie ty as measured

Table IV. Tests of Differences between Partial Correlations Controlling

for Opposite-Symptom Measuresa

Scale   CCL-AH CCL-S CCL-W NA-R PA-R

Partial correlations controlling for anxiety

BDI .21
c

¯ .02 .30
d

.16
b

¯ .10

GDS-SF .13 .03 .33
d

.01 ¯ .17
b

Partial correlations controlling for depression

BAI .18
b

.21
c

.27
d

.49
d

¯ .05

STAI-S .12 .12 .16
b

.43
d

¯ .32
d

aBoth me asure s re flecting opposite symptomatology are  partialed out.

CCL-AH =  Anxiety subscale of the Cognition Checklist (CCL); CCL-S

=  Social Loss subscale of the CCL; CCL-W =  Worthlessness subscale of

the CCL; NA-R =  revised Ne gative  Affect scale  of the Positive and

Ne gative Affect Schedule (PANAS) ; PA-R =  revised Positive Affect scale

of the PANAS; BDI =  Beck Depression Inventory; GDS-SF =  Geriatric

Depression Scale—Short Form; BAI =  Beck Anxiety Inventory; STAI-S

=  State subscale of the State-Trait Anxiety Inve ntory.
bp <  .05.
cp <  .01.
dp <  .001.
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4Less theoretically relevant, the corre lations between NA-R and the BAI (r =  .65) , t(186)  =  4.50, p <
.001, NA-R and the STAI-S (r =  .60) , t(186) =  3.78, p <  .001, and NA-R and the BDI (r =  .54) ,

t(186)  =  2.86, p <  .01, were all significantly greate r than the correlation between NA-R and the GDS-SF
(r =  .39). Also, the corre lation between PA-R and the STAI-S (r =  ̄ .47)  was significantly greater than

the correlation between PA-R and the BAI (r =  ¯ .25) , t(186) =  3.52, p <  .001.
5Additional analyses were run in which the STAI-S was split into two scales, one that included only the

positively valenced items (e.g., “I feel satisfied”) and one that included only the negatively valenced
items (e .g., “I am worried”). Both the positively worded (r =  ¯ .42)  and negative ly worded (r =  ¯ .38)

subscales were  moderately corre lated with PA-R.



by the  BAI (but not the STAI-S). Greater freque ncie s of negative  health-re lated

anxie ty cognitions were associate d with higher leve ls of depressive  and anxious

symptomatology on these instrume nts. CCL-S scores were related to the unique

variance  in symptoms of anxie ty as measured by the  BAI (but not the STAI-S), but

were not associated with the  unique  variance  in symptoms of depression as assessed

by either the  BDI or the  GDS-SF. Greater frequency of social loss cognitions was

relate d to highe r levels of anxie ty. Finally, after statistically controlling for the op-

posite  form of symptomatology, the  CCL-W was associate d with unique  variance

in both  symptoms of depression and anxie ty across all four symptom measure s.

Greater frequency of worthlessness cognitions was related to higher leve ls of both

depressive and anxious symptoms.

In terms of the dimensions of affectivity, NA-R was associated with the unique

variance  in both anxious and depressive symptoms. However, the associations be-

tween NA-R and unique  variance  in symptoms of anxie ty (as measured by both the

BAI and STAI-S) were moderate to strong in magnitude , whereas the associations

between NA-R and unique  variance  in symptoms of depression were weak (in the

case of the BDI) or nonsignificant (in the  case of the GDS-SF). PA-R was negative ly

associated with the unique  variance  in depressive symptoms as measured by the

GDS-SF (but not the BDI), but it also was negative ly associate d with the  unique

variance  in symptoms of anxie ty as measure d by the  STAI-S (but not the BAI).

Regression  Analyses

As a final test of specificity, hierarchical multiple -regression analyse s were con-

ducted to determine the degree to which each of the CCL and PANAS subscale s

made  unique  contributions to the prediction of symptoms of anxie ty and depression,

above  that of the opposite  form of symptomatology (see Table  V). Regression analy-

ses were conducte d separate ly on each of the four symptom measures (i.e ., BDI,

GDS-SF, BAI, and STAI-S). In each of these analyse s, we used one  of the four

symptom measure s as the criterion variable  and entered the two opposite  symptom

measures at Step 1. The  measures reflecting the opposite  form of symptomatology

were entered first in order to statistically control for their high level of shared vari-

ance with the criterion variable . At Step 2, NA-R, PA-R, CCL-AH, CCL-S, and

CCL-W were entered simultane ously as a block. This analysis provide s an estimate

of the  unique  contribution of each cognitive  and affective dimension in the  prediction

of variance  specific to either depressive or anxious symptomatology. The magnitude s

of these effects are reporte d as standardize d betas ( b s) and partial correlations (prs).

In the  first two analyse s, the  criterion variable s were symptoms of depression

as measured by the  BDI (in the first analysis)  and by the  GDS-SF (in the second

analysis) . In both analyse s, the  BAI and STAI-S made significant contributions to

the  prediction of depressive symptoms. The  addition of the  PANAS and CCL scales

into the equation accounted for an additional 9%  of the variance  above  and beyond

the  effects of symptoms of anxie ty. After controlling for all other variable s in the

equation, NA-R, CCL-AH, CCL -S, and CCL-W were found to be  significant pre-

dictors of BDI scores. Highe r levels of NA-R, CCL-AH, and CCL-W, but lower
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Table V. Hierarchical Multiple Regression Analyses Predicting

Symptoms of Anxie ty and Depressiona

Predictor  b pr t Step R2 change

Beck De pression Inventory

Step 1 .41c

 BAI .37 .30 5.41
c

 STAI-S .35 .29 5.21
c

Step 2 .09c

 NA-R .16 .11 2.06
b

 PA-R ¯ .07 ¯ .06 ¯ 1.09

 CCL-AH .12 .11 2.00
b

 CCL-S ¯ .12 ¯ .11 ¯ 2.08
b

 CCL-W .27 .21 4.02
c

Model R2 =  .50, F(7, 181)  =  25.69, p <  .001

Geriatric Depression Scale—Short Form

Step 1 .32c

 BAI .26 .21 3.54
c

 STAI-S .37 .31 5.17
c

Step 2 .09c

 NA-R ¯ .01 ¯ .01 ¯ 0.11

 PA-R ¯ .13 ¯ .11 ¯ 1.98
b

 CCL-AH .04 .03 0.56

 CCL-S ¯ .08 ¯ .07 ¯ 1.21

 CCL-W .33 .25 4.40
c

Model R2 =  .41, F(7, 181)  =  17.80, p <  .001

Beck Anxiety Inve ntory

Step 1 .34c

 BDI .65 .37 5.81
c

 GDS-SF .18 .14 2.32
b

Step 2 .20c

 NA-R .44 .36 7.18
c

 PA-R .01 .01 0.22

 CCL-AH .03 .02 0.43

 CCL-S .09 .08 1.60

 CCL-W .17 .13 2.47
b

Model R2 =  .54, F(7, 181)  =  29.80, p <  .001

State-Trait Anxiety Inve ntory—State Scale

Step 1 .36c

 BDI .38 .29 5.02
c

 GDS-SF .28 .21 3.62
c

Step 2 .18c

 NA-R .37 .31 6.11
c

 PA-R ¯ .27 ¯ .22 ¯ 4.44
c

 CCL-AH ¯ .01 ¯ .01 ¯ 0.14
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leve ls of CCL -S, were associated with greater depressive  symptomatology. In con-

trast, only PA-R and CCL-W made  significant unique  contributions to the prediction

of GDS-SF scores. Higher leve ls of CCL-W were associated with higher leve ls of

depressive  symptomatology, whereas lower leve ls of PA-R were associate d with

higher leve ls of depressive  symptomatology.

In the  second two analyse s, the  criterion variable s were symptoms of anxie ty

as measure d by the BAI (in the third analysis)  and by the  STAI-S (in the  fourth

analysis) . In both analyse s, the  BDI and GDS-SF made  significant contributions to

the  prediction of anxious symptoms. The  addition of the  PANAS and CCL scales

into the equation accounte d for an additional 20%  and 18%  of the variance  above

and beyond the  effects of symptoms of depression, respectively. After controlling

for all othe r variable s in the  equation, NA-R and CCL-W were found to be  sig-

nificant predictors of BAI scores. Higher leve ls of NA-R and CCL-W were asso-

ciated with greater anxious symptomatology. In contrast, NA-R and PA-R made

significant contributions to the  prediction of STAI-S scores. Highe r leve ls of NA-R

were associate d with greater anxious symptomatology, whereas lower levels of PA-R

were associate d with greater anxious symptomatology.6

DISCUSSION

The present investigation examine d whether particular type s of cognitions and

affective states are  useful in diffe rentiating symptoms of anxie ty and depression in

Table V. Continued

Predictor  b pr t Step R2 change

 CCL-S .03 .02 0.48

 CCL-W .08 .06 1.15

Model R2 =  .54, F(7, 181)  =  29.82, p <  .001

aBAI =  Beck Anxiety Inve ntory; STAI-S =  State  subscale  of the

State-Trait Anxie ty Inve ntory; BDI =  Beck De pression Inve ntory;

GDS-SF =  Geriatric Depression Scale—Short Form; NA-R =  revise d

Ne gative  Affect scale  of the Positive and Negative Affect Schedule

(PANAS) ; PA-R =  revise d Positive  Affect scale  of the  PANAS;

CCL-AH =  Anxie ty subscale of the Cognition Checklist (CCL); CCL-S

=  Social Loss subscale  of the CCL; CCL-W =  Worthlessness subscale

of the CCL. b  =  standardize d beta weight; pr =  partial corre lation.
bp <  .05.
cp <  .001.
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6All analyses, including both the regression analyses and the correlations, were  rerun controlling for

health. This was to ensure that score s on measures were not being inflated because participants were
endorsing symptoms due to physical illness. The Medical Outcome Scale (MOS) Short-Form (Stewart,

Hays, & Ware, 1988)  was used to me asure  physical functioning, pain, and health perceptions. After

controlling for health in the regression analyse s, the CCL-AH and CCL-S scale s no longer made

significant unique contributions to the prediction of BDI score s. Otherwise, the results were largely

identical to those reported above .



community-dwe lling olde r adults, as they have  been found to be  in younge r adults.

These issues are  important give n evide nce that symptomatology of late-life  depres-

sion and anxie ty might be  phe nomenological ly distinct from that occurring in

younge r adults. Although measure s of depression and anxie ty were moderate ly cor-

relate d in our sample  as they are in younge r adults, the  results from the  present

study sugge st that the  cognitive  and affective unde rpinnings of depression and anxi-

ety are different in the  elde rly. Furthe rmore, the present findings sugge st that the

cognitive  and affective  dimensions that are  important in distinguishing depression

and anxie ty among younge r sample s are  not as useful among the  e lderly. There

was little  evide nce of distinct cognitive  or affective profile s that could diffe rentiate

symptoms of anxie ty or depression among our elde rly participants.

In terms of the  cognitive  dimensions, confirmatory factor analysis indicate d

that the  two-factor mode l of depressive  and anxie ty cognition s establishe d in

younge r samples (Beck et al., 1987; Steer et al., 1994)  provide d an inadequate  fit

to the data. Instead, three factors emerged from the CCL in an exploratory factor

analysis. Although the  first factor containe d only items from Beck et al.’s (1987)

original Anxious Cognition subscale , the  Depressive Cognition subscale  split into

two separate  scale s reflecting social loss and negative  self-evaluation/worthle ssness

cognitions. Apparently, the  elde rly tend to make finer graine d distinctions among

negative  cognitions than younge r persons do. In othe r words, younge r persons tend

to experience these depressed cognitions as a single  cluste r, whereas our e lde rly

participants reported experiencing more homogenous “subcluste rs” of negative  cog-

nitions.

Perhaps of even greate r importance, contrary to what has been found in

younge r adults, these cognitive  dimensions were not specifically relate d to anxious

and depressive symptoms in community e lders. First, whereas scores on the  CCL’s
Anxie ty subscale  have  been shown to be specifically predictive  of anxious symptoms

in younge r adults, the  Anxiety subscale  (CCL-AH) in the current study was related

to both anxious and  depressive  symptoms. Zero-orde r correlations between this

scale  and symptoms of anxie ty and depression did not diffe r in magnitude . Fur-

thermore, when anxious symptomatology was statistically controlle d in partial cor-

re lations, the  CCL-AH was associate d with BDI scores and, conve rsely, when

depressive symptomatology was controlle d, the CCL-AH was associate d with BAI

scores. In further contrast to the findings in younge r adults, regression analyse s

revealed that, when all othe r cognitive  and affective variable s were controlle d, anx-

ious cognitions only were predictive  of depressive symptoms as measured by the

BDI.

Second, social loss cognitions generally were not re lated to anxious or depres-

sive  symptoms. Zero-orde r corre lations found that these cognitions  were only

weakly associated with symptomatology. Furthe rmore, after statistically controlling

for anxious symptomatology in partial correlations, these cognitions were not sig-

nificantly relate d to either of our two measure s of depressive  symptoms. Although

social loss cognitions were relate d to anxious symptoms as measure d by the  BAI

after controlling for depressive symptoms, when all other cognitive  and affective

variable s were controlle d in the  regression analysis, this association became non-

significant. This finding sugge sts that the association between social loss cognitions
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and symptomatology among the  elde rly is the  result of shared variance  with other

cognitions or affective  states rather than social loss cognitions per se. Finally, nega-

tive  self-evaluation/worthle ssness cognitions were strongly relate d to symptoms of

both anxie ty and depression even after controlling for the  opposite  form of symp-

tomatology in partial correlations. Furthermore , these cognitions were predictive  of

both anxious and depressive  symptoms as measured by three of our four measures

(with the  exception of the  STAI-S), after controlling for all cognitive  and affective

variable s.

By definition, anxious cognitions consist of automatic thoughts regarding per-

sonal and/or physical dange r (e .g., “What if I get sick and become an invalid? ” or
“I am going to be injure d”; Beck et al., 1987) . However, in olde r adults, who are

more  like ly to suffer from physical ailments, these cognitions might reflect current

poor physical health rather than cognitive  distortions. Because health problems have

been repeatedly corre late d with depressive symptoms in e lderly sample s (Blazer,

1989; Pfife r & Murre ll, 1986; Smith, Colenda, & Espeland, 1994), the association

between “anxious” cognitions and depressive symptoms in our e lderly sample  might

have  been due to a third variable —namely, poor health. Consiste nt with this ex-

planation, when health/physical functioning was statistically controlle d, the Anxie ty

Cognition scale  was no longer predictive  of depressive  symptoms (see footnote  6).

The  fact that social loss cognitions were only weakly predictive  of symptoms

of anxie ty and depression is somewhat surprising conside ring that the items on the

scale  (e .g., “No one  cares whether I live  or die” and “There’s no one left to he lp

me”) seem to be  particularly relevant during olde r adulthood. In general, older

adults go through multiple  change s in social role s (e.g., re tirement, loss of a spouse ).

However, de spite  these change s, rates of depression remain relative ly low compared

to those of younge r adults (Regier et al., 1988) . The  fact that these types of loss

experiences are normative  in the e lderly sugge sts that it is possible  that changes in

social role  do not adve rsely affect psychological well-be ing in the elde rly. Thus, it

appears that cognitions pertaining to social role  issues do not contribute  to emo-

tional distre ss in the  e lde rly, and therefore  are not useful in diffe rentiating symp-

toms of anxie ty and depression.

Finally, negative  self-evaluation/worthle ssness cognitions were robustly associ-

ated with scores on nearly all measure s of emotional distre ss, even after statistically

controlling for the  othe r measure s of cognition and affect.7 Thus, negative  self-

evaluation/worthle ssness cognitions appe ar to be  an important characteristic of gen-

eral psychological distress in the elde rly, particularly relative  to the othe r cognitive

dimensions examined in the  present research. These findings contrast with research

on colle ge-age persons that has found that self-esteem issues (particularly temporal

variability in se lf-esteem) are  specifically associated with vulnerability to depressive

symptoms as compare d to anxie ty (Roberts & Gotlib, 1997) . It would be important
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primarily of anxie ty items (as will be  discussed), NA-R accounted for a substantial portion of the

variance  in anxious symptomatology and left little variance  to be  explained by the other cognitive  and

affective variables.



for future  research to inve stigate  the  extent to which these negative  self-evalu-

ation/worthle ssness cognitions play a role  in vulnerability to emotional distre ss and

symptomatology among the  e lderly using prospective  designs.

In terms of the  affective components of late -life  anxie ty and depression, results

were partially consistent with findings from younge r samples. Exploratory factor

analysis of the  PANAS revealed a two-factor solution that was identical in item

composition to that found by Watson, Clark, and Tellegen (1988). After several

items that had relative ly small factor loadings (i.e ., less than .50) were eliminate d

from the  scales, confirmatory factor analysis indicate d that the  two-factor solution

provide d a good fit to the  data. However, the  six remaining items on the NA-R

scale predominantly reflected anxie ty (“nervous,” “jittery,” “afraid,” “scared,” “dis-

tressed,” and “irritable ”) . Items reflecting content othe r than anxie ty (“upse t,”
“ashamed,” “hostile ,” and “guilty”) faile d to cohere on this factor in the  same man-

ner that they tend to in younge r sample s. Similar to our findings with the CCL, it

appears that elde rly individuals tend to make finer distinctions among their negative

affective states than younge r persons seem to do.

Overall, the affectivity scales failed to demonstrate  the type  of specificity fre-

que ntly found in samples of younge r persons. Although the  zero-order correlations

indicate d that negative  affectivity was relate d to both depressive  and anxious symp-

toms, findings were somewhat diffe rent when the  unique  variance  in depression

and anxie ty were examine d in partial corre lation and regression analyse s. In these

analyse s, the associations between variance  in NA and variance  that was unique  to

anxie ty were moderate to strong in magnitude , whereas the associations between

variance  in NA and variance  that was unique  to depression were weak or nonsig-

nificant depending on the particular measure. However, the  implications of these

findings are difficult to determine because  the  NA-R scale  large ly containe d items

reflecting anxious content.

In contrast to findings with younge r persons, positive  affectivity was not spe-

cifically associate d with depressive symptoms. First, zero-order correlations between

PA and symptoms of depression were not larger in magnitude  than those  between

PA and symptoms of anxie ty. Furthe rmore, partial correlation and regression analy-

ses revealed that PA was negative ly associate d with depressive symptoms as meas-

ured by the  GDS-SF (but not the  BDI), but that it was also negative ly associated

with anxie ty symptoms as measure d by the  State  subscale  of the STAI (but not the

BAI).8 These results are interesting given that olde r adults with highe r leve ls of

depressive symptoms may be less like ly than similarly depressed younge r adults to

endorse  feelings of dysphoria (e.g., Gallo et al., 1994) . As previously discussed, low

PA is best defined by descriptors reflecting fatigue  (e .g., “sleepy” and “sluggish”)

and depression (e.g., “sad” and “depressed”; Watson & Kendall, 1989) , suggesting

that PA and feelings of dysphoria share conside rable  variance . Perhaps then, the

olde r adults in the  present sample  who were experiencing other depressive symp-

toms did not report either dysphoria or low PA, thereby making it difficult to dif-
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8Discrepancie s between the STAI-S and BAI might be due to differences in item content—the majority

of the items on the BAI reflect somatic symptoms of anxiety, whereas all of the items on the STAI-S

reflect cognitive and affective symptoms of anxiety. In fact, Cox, Cohen, Direnfeld, and Swinson (1996)

have found evidence that the BAI may be  a better measure of panic than of gene ral anxiety.



ferentiate  symptoms of depression from anxie ty based on PA scores. It is also pos-

sible  that the nature  of positive  affectivity is diffe rent in the  elde rly. For example ,

Lawton et al. (1993)  found that arousal is a less important compone nt of PA in

the  e lderly compared to younge r adults.

It also is important to note  that, in their earlie r work, Watson, Clark, and

Tellegen (1988) found nearly identical corre lations between PA and scores on the

State  subscale  of the STAI (̄ .35) , and PA and scores on the  BDI (̄ .36) , in college

students. They argue d that PA was related to state anxie ty (and not specific to

depression) , in this case, because  half of the  STAI-S items are “reverse-keyed . . .

reflecting pleasant or high PA states” (e.g., feeling joyful, ple asant, or self-confide nt,

p. 1068) . However, as note d in footnote  5, in the  present data, the  negative ly va-

lenced STAI-S items also were associated with PA. Finally, re lative ly low discrimi-

nant validity of the  STAI recently has been found in other studie s (e .g., Creamer,

Foran, & Bell, 1995; Fydrich, Dowdall, & Chambless, 1992) , especially when com-

pared to the  BAI.

Before definitive  conclusions can be made , our results need to be replicated

with designs that address the limitations of the  present study. The  sample  in this

study was limite d to community olde r adults who were primarily recruited at active

senior centers. It is possible  that the  unde rlying structure s of late -life  anxie ty and

depression may diffe r in e lde rly persons who have  sought treatment for depression

or anxie ty disorde rs as compare d to our relative ly asymptomatic sample  who had

a relative ly restricted range  of scores. These structure s might even prove  to differ

in a sample  of community adults who are  less socially active  and have  less social

support than our relative ly active  and socially engage d participants. Also, all of the

measure s employed in this study were self-report que stionnaire s. As has been widely

acknowle dge d, self-report measure s are  limited in that they assume  individuals can

accurate ly re port thoughts, emotions, and behaviors, and that individuals are willing

to report socially unde sirable  behavior. With regard to the  present study, the ability

of participants to accurate ly report automatic thoughts, in particular, seems prob-

lematic because, by definition, these cognitions are short-live d and involuntary.

Also, the  fact that individuals often respond to self-report measures in a socially

desirable  way is compounde d by the  fact that measures were comple ted in large

groups, which might furthe r influe nce  self-disclosure  (Weisband & Kiesler, 1996) .

We also should note  that cognitive  items that are  less directly tied to health issues,

social loss, and self-esteem might result in greater specificity. Future research needs

to be conducte d to examine  the  types of cognitions and affective  states that are

unique ly associated with late-life  depression and anxie ty.

In summary, the results of the  present study suggest that the  cognitive  and

affective unde rpinnings of depression and anxie ty are diffe rent in older adults as

compared to younge r adults. In contrast to the two-factor structure that has been

found in younge r adults, negative  automatic cognitions in the elde rly were com-

posed of three factors: anxious, social loss, and worthle ssness cognitions. In general,

these cognitions were not specifically re lated to anxious or depressive symptoms.

Furthermore , although negative  affectivity was related to both depression and anxi-

ety, as in younge r sample s, positive  affectivity generally was not useful in differen-

tiating depressive  from anxious symptoms. Because it is evident that the  cognitions
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and affective  states that have  been used to differentiate  anxie ty from depression in

younge r adults are  not useful in olde r adults, future  research needs to focus on

elucidating the characteristics that are specific to anxie ty and depression in older

adults. In a time in which people  are  living longe r and the older adult population

is growing, the  unde rstanding of emotional distre ss in the elde rly is of paramount

importance .
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