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Summary 

The relationship between coping strategies and depression in an African context 

Depression is a psychiatric disorder associated with severe impairment in physical, 

social and role functioning, and with higher health care utilization. Experiencing an event that 

causes physical or psychological stress may substantially increase a person’s chances of 

developing depression. Coping has been defined as a response aimed at diminishing the 

physical, emotional and psychological burden that is associated with stressful life events. 

Coping is considered one of the core concepts in health psychology and is strongly associated 

with the regulation of emotions throughout the stress period and thus it is important that it is 

understood, especially in the South African context of future morbidity.  

The purpose of this study was to determine whether there is a relationship between 

coping self-efficacy strategies and depression in an African context. Participants consisted of 

a convenience sample of 2 198 participants from both rural and urban areas. The rural group 

consisted of 182 adolescent Further Education and Training (FET) students between the ages 

of 16 and 21 years, and the urban group consisted of another 2 016 adolescent FET students 

between the ages of 16 and 21 years. Participants from both groups completed measurements 

on coping and depression. Two self-report measures were used: the Coping Self-Efficacy 

Scale (CSE) to determine a person’s confidence or perceived self-efficacy in performing 

coping behaviors when facing life challenges or threats and the Patient Health Questionnaire 

(PHQ9) to measure depression severity.  
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Descriptive analysis results indicated that a relationship existed between coping self-

efficacy strategies and depression and that levels of depression were very similar for both 

rural (9.23) and urban (9.25) groups. Coping strategies were  very different in rural  and urban  

areas; rural participants only used problem-focused coping and stop unpleasant thoughts and 

emotions, while urban participants used all three coping self-efficacy strategies: problem-

focused coping, stopping unpleasant thoughts and emotions and support from friends and 

family. Rural participants did not use support from friends and family as a coping self-

efficacy strategy; possibly due to the different relationships people living in rural areas have 

with one another, as opposed to the relationships of people living in urban areas. Rural people 

may not deem it socially acceptable to ask friends or family members or help when struggling 

with various stressors. Alternatively, rural areas may be more depleted of personal resources 

due to the strong urbanization process going on.  

It was concluded that there is an important relationship between coping strategies and 

level of depression, and in this study this relationship was found to be different in some ways 

for rural and urban groups. The results of this study have great implications for further 

research and clinical practice. 

Keywords: Depression, coping, Patient health questionnaire (PHQ9), Coping Self-Efficacy 

Scale (CSE), rural South Africa; urban South Africa. 
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Opsomming 

Die verhouding tussen beheerstrategieë en depressie in ŉ Afrika-konteks 

Maak in lyn met bg opmerkings 

                Depressie is ŉ psigiatriese versteuring wat geassosieer word met erge verswakking van 

fisieke, sosiale en rol-funksionering en met hoër gebruik van gesondheidsorg. Die ervaring van ŉ 

gebeurtenis wat lei tot fisieke of psigologiese stres kan moontlik die ontwikkeling van depressie 

tot gevolg hê. Die beheer van depressie word gedefinieer as die reaksie gemik op die 

vermindering van fisieke, emosionele en psigologiese druk wat geassosieer word met stresvolle 

lewensgebeurtenisse. Beheer van depressie is een van die kernkonsepte in gesondheidspsigologie 

en word sterk geassosieer met die regulering van emosies tydens die stresperiode. Dit is dus 

belangrik om te verstaan, veral in die konteks van die Suid-Afrikaanse morbiditeitsyfer.  

Die doel van die studie was om vas te stel of daar wel ŉ verband tussen ŉ persoon se 

selfvertroue aangaande sy vermoë om depressie te beheer en depressie in die Afrika-konteks is. 

Deelnemers het bestaan uit ŉ gerieflikheidsteekproef van 2 198 persone afkomstig van 

plattelandse en stedelike areas. Die plattelandse groep het bestaan uit 182 adolessente, Verdere 

Onderwys en Opleiding-studente, tussen die ouderdom van 16 en 21 jaar en die stedelike groep 

uit 2 016 adolessente, Verdere Onderwys en Opleiding studente, tussen die ouderdom van 16 en 

21 jaar. Deelnemers uit beide groepe het metings aangaande die beheer en ervaar van depressie 

voltooi. Twee vraelyste is self deur die deelnemers voltooi. Die ‘Patient Health 
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Questionnaire’(PHQ9) is gebruik om die erns van die deelnemer se depressie te bepaal en die 

‘Coping Self-Efficacy’ skaal is gebruik vir die meting van ŉ persoon se selfvertroue aangaande 

sy/haar vermoë om die drie strategieë wat depressie help beheer te implementeer wanneer hy/sy 

met stresvolle situasies gekonfronteer word. 

Beskrywende analise dui daarop aan dat daar wel ŉ verband bestaan tussen die 

beheerstrategieë en vlak van depressie en dat die PHQ9-uitslae vir beide plattelandse (9.23) 

en stedelike (9.25) groepe baie dieselfde is. Beheer van depressie was verskillend in 

plattelandse (159) en stedelike (173.08) gebiede; plattelandse deelnemers het slegs gebruik 

gemaak van probleem-gefokusde beheer en stop onaangename gedagtes en emosies, terwyl 

stedelike deelnemers gebruik gemaak het van al drie beheerstrategieë, naamlik probleem-

gefokusde beheer, stop onaangename gedagtes en emosies en ondersteuning van vriende en 

familie. Die plattelandse deelnemers het moontlik nie gebruik gemaak van die beheerstrategie 

ondersteuning van vriende en familie nie omdat die verhouding tussen persone in ŉ 

plattelandse omgewing verskil van die verhouding tussen persone wat in die stad woon. 

Plattelandse deelnemers het dit moontlik nie as sosiaal aanvaarbaar beskou om vriende en 

familie om hulp te vra wanneer hulle met stresvolle situasies gekonfronteer word nie. 

Daar is tot die gevolgtrekking gekom dat daar ŉ belangrike verband bestaan tussen 

beheerstrategieë en vlak van depressie. In hierdie studie is bevind dat hierdie verband ietwat 

verskillend is in plattelandse en stedelike gebiede. Die resultate van hierdie studie het 

belangrike implikasies vir beide verdere navorsing en die kliniese praktyk. 
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Sleutelwoorde: Depressie, beheer van depressie, Patient Health Questionnaire (PHQ9), 

Coping Self-Efficacy Scale (CSE), plattelandse Suid-Afrika en stedelike Suid-Afrika.
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Abstract 

The purpose of this study was to establish whether a relationship existed between coping 

self-efficacy strategies and levels of depression in rural and urban youth. The convenience 

sample (182 = rural and 2 016 = urban) was assessed by the Coping Self-Efficacy (CSE) Scale 

and the Patient Health Questionnaire (PHQ9).  The results of the study indicate that there is a 

relationship between coping self-efficacy strategies and levels of depression and that the 

depression scores were very similar for both rural and urban groups. There were some 

differences in choice of coping self-efficacy strategies for both urban and rural participants. It 

was concluded that specific intervention strategies may contribute positively to the overall well-

being of participants. 
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This study was undertaken in an attempt to explore the differential relationships between 

coping self-efficacy strategies and the level of depression in an African context. Coping is 

considered to be one of the core concepts in health psychology and is strongly associated with 

the regulation of emotions throughout the stress period (Tuncay, Musabak, Gok & Kutlu, 

2008). It is therefore important to understand what coping entails, especially in the South 

African context where the distribution of mental health services is still skewed between rural 

and urban areas in favor of the latter. Emotion-focused coping strategies, for example, have 

been shown to predict burden 15-18 minutes later (Vitaliano, Russo, Young & Teri, 1991). 

Understanding these relationship may help identify the predominant strategies used so that 

interventions can be put in place. It is not clear in the literature whether different levels of 

depression are associated with specific coping strategies or not. 

The onset and resolution of depression can be predicted by whether a person actively 

confronts stressful situations (e.g. asking for advice) with problem-focused coping or 

emotion-focused coping (emotional regulation), versus avoidant behaviors (e.g. using denial 

to withdraw from the situation) (Hegl, Oxman, Hull, Swain, & Swick 2006) . However, many 

studies have shown that problem-focused coping strategies are associated with less anxiety, 

thus contributing to diminishing depression, while emotion-focused coping strategies are 

associated more with anxiety, thus leading to increased depression (Tuncay et al., 2008). Few 

if any studies have addressed and explored this question regarding levels of depression and 

coping self-efficacy strategies in an African context. 

A study such as the present one may be beneficial in developing stress management 

programmes that focus on interventions for developing coping strategies in patients with 
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depression, so as to reduce negative health outcomes and morbidity that is associated with 

depression, thus facilitating optimal psychological functioning. Hutchinson, Stuart and 

Pretorius (2007) contend that it is beneficial to investigate factors facilitating well-being in 

young people, as they are required to cope with numerous stressors whilst simultaneously 

transitioning from being an adolescent to becoming an adult. According to the Dictionary of 

Psychology (Reber & Reber, 2001), a stressor is ‘[a]nything physical or psychological that 

produces stress’. Coping as an index of individual well-being is a desirable state. It is believed 

that this study will make it possible to understand how coping self-efficacy strategies are 

related to depression. The various factors relevant in achieving such an understanding include 

the different levels of depression a person might experience and the possible coping strategies 

implemented. These various factors and their measuring instruments are discussed in more 

detail below.  

The Patient Health Questionnaire (PHQ9) and depression: The PHQ9 is a self-administered 

scale to indicate a score on each of the DSM-IV criteria so as to measure the severity of 

depression (Kroenke, Spitzer & Williams, 2001). According to Kroenke and Spitzer (2002) a 

PHQ9 score of 15 or greater has sensitivity for major depression, while a score less than 10 

seldom occur in individuals with major depression. Kroenke and Spitzer (2002) found that in 

the 10 to 14 zone, increasing PHQ9 scores are associated with increasing specificity and 

declining sensitivity. This sensitivity to the PHQ9 scale will influence the type of coping self-

efficacy strategies a person suffering from depression should incorporate, depending on 

his/her score. However the adaptive qualities of various coping self-efficacy strategies must 

be evaluated in the context of depression, before a conclusion on their effectiveness can be 
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reached. In this study depression was conceptualized in line with the PHQ9 scale as 

implemented by Kroenke et al. (2001) and it was expected that levels of depression will be 

significantly correlated with coping self-efficacy strategies. 

Depression is a significant burden of illness with high prevalence in primary health 

care, but with insufficient treatment response (Gensichen et al., 2005). Depression is 

associated with severe impairment in physical, social and role functioning, and with higher 

health care utilization (Martin, Winfried, Klaiberg & Braehler, 2006). According to 

Gensichen et al. (2005) patients with depression account for 50% higher health care costs than 

patients who are not depressed. Furthermore the outcome of depression is not the same for all 

patients. Trump and Hugo (2006) refer to the South Africa Association of Psychiatry’s study 

on the pervasiveness of mental illness in South Africa, in which it was concluded that 58% of 

visits to general practitioners were due to conditions caused or exacerbated by mental or 

emotional problems, where one in four people will develop depression over the course of their 

lifetime. In comparison with data from other countries, South Africa has lower rates of 

depression than the USA but higher rates than Nigeria (Tomlinson, Grimsrud, Stein, Williams 

& Myer, 2009). A study conducted in the Western Cape, South Africa on the most common 

unadjusted prevalence rate for depression, found that major depressive disorders and 

dysthymia accounted for 15% among adults and 8% among children and adolescents 

(Kleintjes et al., 2006). This study is thus an important contribution to the knowledge of how 

to prevent depression from occurring and how to cope with depression once it has occurred; 

thus decreasing morality rates caused by suicide in South Africa. 
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Galea et al. (2007) points out that evidence suggest that certain characteristics, such as 

the social disorganization of the rural environment, may influence populations’ mental health. 

These authors found that ‘the quality of the social and built environments of rural 

neighborhoods may contribute directly to the elevated risk of depression’ (p. 175). People 

living in rural neighborhoods may be exposed to a greater number of stressors such as the 

exposure to traumatic experiences (rape and violence) and less access to useful resources. In 

contrast, according to Wang (2003) individuals living in urban areas may be at greater risk of 

depression than those living in rural areas because of the decline in community relationships 

and social isolation in the city. Family and marital disintegration, limited social networks and 

the greater stresses with work and housing may increase the risk of mental disorders (Wang, 

2003). Wang (2003) found that people living in urban areas were more likely than people 

living in rural areas to be single, divorced, separated or widowed. Urban growth in South 

Africa leads to the urbanization of the country, caused by rural-urban migration and natural 

population growth (Seager, 1992). Urbanization in developing countries such as South Africa 

involves changes in social support and life events, which have been shown to affect mental 

health; mainly depression and anxiety (Harphan, 2007). Seager (1992) points out that 

urbanization has a wide impact upon the health of South Africans, with factors such as 

poverty, unemployment and weak social services leading to more stress-related cases more 

frequently. Thus, it is expected that the results may show social context differences between 

urban and rural dwellers in terms of the relationship between levels of depression and coping 

self-efficacy strategies used. 

Depression and social dynamics: Social context has been shown to play a role in depression 

(Kelly, Sereika, Battista & Brown, 2007). Beliefs about depression and its causes vary in the 
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South African population as a whole and these beliefs further influence people’s thinking 

concerning appropriate coping self-efficacy strategies (Kelly et al., 2007) – possibly because 

of contextual differences. Many of the different ways in depression manifests have been 

reported in the context of Western countries as opposed to African countries such as South 

Africa, where rural and urban contexts differ in terms of education, age and gender. 

Tomlinson et al. (2009) found that the prevalence of major depression was significantly 

higher among those with a low average level of education, people with Grade 1-7 schooling 

being 2.11 times more likely to have experienced major depression during their lifetime. 

Major depression was also significantly higher among people between the ages of 40 and 49 

years, who were 1.71 times more likely to experience major depression during their lifetime 

than other age groups. According to Tomlinson et al. (2009) the mean age of onset of major 

depression in South Africa is 25.8 years, 26 years for females and 25.6 years for males. In the 

present study comparisons are made only in terms of urban and rural differences, although 

sociodemographic differences may be an interesting aspect to be investigated in a future 

study. 

Hutchinson et al. (2007) argue that globally young people are increasingly 

experiencing life as hopeless and meaningless, both contributing factors to developing 

depression. Meehan, Pierson and Fridjon (2007) claim that the youth in South Africa 

experience depression due to high levels of violence and family problems, alcohol and drug 

abuse, extreme poverty, unemployment, and a lack of social infrastructure, resulting in 

inadequate educational, health, housing, recreational, and transport facilities. Socio-economic 

differentials between urban and rural areas, especially in South Africa, may show different 



THE RELATIONSHIP BETWEEN COPING STRATEGIES AND DEPRESSION  8 

 

results particularly because of the differences between urban and rural areas. This study 

focused particularly on participants who were students at a tertiary institution at the time of 

data collection. 

Coping and coping self-efficacy strategies: According to Chesney, Neilands, Chamber, 

Taylor, and Folkman (2006) coping is defined as behavioural or cognitive efforts to manage 

situations that are appraised as stressful, where the external and/or internal demands of the 

situation exceed the person’s resources. Put another way, coping has been defined as a 

response aimed at diminishing the physical, emotional and psychological burden that is 

associated with stressful life events (Tuncay et al., 2008). Therefore coping is the process of 

interaction between a person and situation and is dependent on a person’s perceived ability to 

manage the stressor (Meehan et al., 2007). 

Chesney et al. (2006) identify three types of coping self-efficacy strategies: emotion-

focused coping (i.e. people try to process their emotions by acting and thinking), and 

problem-focused coping (i.e. responses that focus on changing problematic aspects of 

stressful events - this might include actively seeking support and taking advice or appraising 

the situation and searching for compromise). Chesney et al. (2006) found that ‘[m]aladaptive 

coping occurs when people respond to uncontrollable stressors primarily with problem-

focused stressors, or when people respond to controllable stressors primarily with emotion-

focused strategies’ (p.422). This conceptualization was applied in the current study. 

No specific studies concerning the relationship between specific coping self-efficacy 

strategies and depression in South Africa could be found. This study aims to address this gap 
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in knowledge and hopes to help the psychological field of study in developing a better 

understanding of South Africans suffering from depression and their treatment needs.  The 

literature shows that different coping self-efficacy strategies will contribute either positively 

or negatively to a person’s well-being, depending on the type of stressors with which that 

person is confronted; therefore the following hypothesis is proposed: 

Aim and objectives. The aim of this study was to explore the relationship between coping self-

efficacy strategies and levels of depression among a group of people living in rural and urban 

areas of South Africa 

Hypothesis. There are differences in the coping self-efficacy strategies used by individuals at 

different levels of depression. 

Method 

Quantitative design 

Secondary data analysis in a cross-sectional survey design was applied in this study. 

              Participants 

There were 2 198 participants from both urban and rural areas in this study. The sample 

consisted of a convenience rural and urban sample that included both male and female 

participants. The rural group consisted of 182 adolescent further education and training (FET) 

students between the ages of 16 and 21, while the urban group consisted of another 2 016 

adolescent FET students between the ages of 16 and 21. 
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Measuring instruments 

Three measuring instruments were used in this study: the Coping Self-Efficacy Scale (CSE), 

the Patient Health Questionnaire: Depression symptoms (PHQ9) and the Socio-demographic 

Questionnaire. They are discussed in this section. 

The Coping Self-Efficacy Scale (CSE) was developed by Chesney et al. (2006). The scale is 

a 26-item measure of a person’s confidence or perceived self-efficacy in performing coping 

behaviors when facing life challenges or threats. It can also be used to assess changes in 

coping self-efficacy (CSE) over time (Chesney et al., 2006). Participants are asked, ‘When 

things aren’t going well for you, or when you’re having problems, how confident are you that 

you can do the following:’ after which they are required to rate the extent to which they 

believe they could perform behaviors important to adaptive coping such as ‘Keep from 

getting down in the dumps’, ‘Take your mind off unpleasant thoughts’ and ‘Get friends to 

help you with the things you need.’ The anchors of the 11-point scale are 0 (‘Cannot do at 

all’), 5 (‘Moderately certain can do’) and 10 (‘Certain can do’). The total CSE score is created 

by summing the item ratings (Chesney et. al., 2006). Chesney et al.  (2006) reported a 13-item 

reduced form of the CSE with three factors: ‘Use problem-focused coping’ (6 items, α = .91), 

‘Stop unpleasant emotions and thoughts’ (4 items, α = .91) and ‘Get support from friends and 

family’ (3 items, α = .80). The internal consistency and test-retest reliability was found to be 

strong for all three factors (Chesney et al., 2006). For the purpose of this study the 26-item 

scale was used, as advised by Chesney (personal communication). A Cronbach alpha 

reliability index of 0.87 was obtained in the current study. 
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The Patient Health Questionnaire: Depression Symptoms (PHQ-9), which was developed 

by Kroenke, Spitzer and Williams, (2001) is a 9-item, self-administered scale used to measure 

depression severity which scores each of the DSM-IV criteria as 0 (‘Not at all’) to 3 (‘Nearly 

every day’). Participants were asked to rate how often they had been bothered by any 

problems such as the following over the last two weeks: ‘Little interest/pleasure in doing 

things’ and ‘Thoughts that you would be better off dead/of hurting yourself in some way’. At 

the end of the scale, participants were asked to indicate how difficult these problems, if 

checked off, had made it for them to do their work, take care of things at home or get along 

with other people. Kroenke et al. (2001) found excellent test-retest reliability as well as 

internal reliability of the PHQ9 with a Cronbach alpha of 0.86.  

In the Socio-demographic questionnaire participants were asked to state the area in which they 

lived: rural or urban. 

Procedure 

This study formed part of the Fort 3 project on psychosocial health and biomarkers in an 

African context (Wissing, 2008). The questionnaires that were used formed part of the FORT 

3 project and had already been translated and validated in an African context (Wissing, 2008). 

The first step of the procedure was to translate the questionnaires which had not been 

translated into Setswana by the South African Translators’ Institute accredited translators. For 

the purpose of this study the Coping Self-Efficacy Scale (CSE) and Patient Health 

Questionnaire: Depression Symptoms (PHQ9) were translated into Setswana and then 

translated back into English, a design known as Brislin’s method of back-translation (as cited 
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in Foxcroft and Roodt, 2001). The translated versions were compared by use of the research 

committee approach as suggested by Van de Vijver and Leung (1997), taking into account the 

idiomatic expressions in Setswana. The second step of the procedure was to obtain consent 

from the different institutions to make sure they were willing to participate in the study. 

Thirdly, the questionnaires were filled in by the different groups under the supervision of 

people who have been trained in the taking down of tests and who in turn are supervised by 

registered psychologists. The questionnaires were only administered after informed consent 

letters had been obtained from the participants. Both rural and urban groups completed the 

English version of all scales. The translations were done from English to Setswana and then 

back to English so that semantic equivalence could be reached. This means that the words and 

sentence structure in the English questionnaire should express the same meaning as the source 

language. 

 The Ethics Committee of the North-West University approved this study. The approval 

number for this project is NWU-00002-07-A2. Informed consent was obtained from all 

participants prior to their participation and all personal information was treated as 

confidential.  

Data analysis 

Descriptive analyses of the study measures were calculated to determine central tendency 

Means, standard deviation and Cronbach alphas are reported for all measures used in the 

study. Coping self-efficacy strategies were determined by using suggestions by Chesney et al. 

(2006) as follows: problem-focused coping, stopping unpleasant thoughts and emotions and 
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support from friends and family. Levels of depression were determined according to 

guidelines given by Kroenke et al (2002) who indicated that a score between 0-4 can be 

classified as minimum depression, 5-9 as mild depression, 10-14 as moderate depression, 15-

19 as moderately severe depression and a score of 20-27 is classified as severe depression. 

Pearson chi-square (X²) tests conducted in this project attested to the reliability and validity of 

measures. 

Results 

The mean score, standard deviation (SD) and coefficient alpha (α) for the Coping Self- 

efficacy (CSE) and Patient Health Questionnaire (PHQ9) for both rural and urban groups are 

presented in Table 1. 

(Insert Table 1 about here) 

The mean scores for the CSE in rural areas was lower (159) than the mean of the CSE 

in urban areas (173.08). The mean scores of the PHQ9 in both rural and urban areas fall 

within the grey zone of moderate depression as suggested by Kroenke and Spitzer (2002). In 

all cases, the measures used in this study are reliable based on the recommendation by Clarke 

and Watson (1995). Item analysis for the CSE scale revealed that the scale was reliable to use 

(α=0.87). Item analysis also indicated reliability of PHQ9 measuring instrument (α=0.78). 

 

Table 2 represents the categories of depression as experienced by both rural and urban groups. 

Minimum depression is represented by a range of 0-4, mild depression by 5-9, moderate 
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depression 10-14, moderately severe depression 15-19 and severe depression by a range of 

20-27. 

(Insert Table 2 about here)  

The majority of both rural (29.2%) and urban (35.4%) groups most frequently report 

mild depression (5-9 range). The data showed that the least frequently reported level was 

severe depression (20-27 range) 2.2% rural and 4.1% urban. A quarter of rural (27, 6%) and 

urban (25.8%) groups accounted for moderate depression (10-14 range). Rural 24.3% and 

20% urban participants report minimum depression (0-4 range).  Moderately severe 

depression (15-19) was reported by 15.1% of the participants from rural areas, and by 13% of 

the participants living in urban areas. 

Table 3 shows the categories of coping self-efficacy (CSE) for both rural and urban 

groups. The three categories are problem-focused coping (PFC), stop unpleasant emotion and 

thought (SUE) and support from friends and family (SFF). 

(Insert Table 3 about here) 

Table 3 shows how, on average, these three forms of coping were used by both rural and 

urban groups. The three categories are problem-focused coping (PFC), stop unpleasant 

emotions (SUE), and support from friends and family (SFF). On average, these three forms of 

coping were used by both rural and urban groups. Although these coping self-efficacy 

strategies are used collectively it is evident that the majority of respondents, in rural (68.83) 

and urban (87.73) areas, used problem-focused coping. Rural (57.5) individuals reported 

stopping unpleasant emotions less than urban (59.1) individuals. The minority of participants, 
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rural (32.66) and urban (33.26), used support from friends and family as a category for 

coping.  

          Table 4 shows the relationship between the levels of depression an individual might be 

experiencing, and the chosen category of coping that an individual might decide to use in 

coping with the specific levels of depression, for both rural and urban groups. This 

relationship is presented in the form of a cross-tabulation reflecting observed frequencies of 

coping strategies by level of depression in both rural and urban areas. 

(Insert Table 4 about here) 

The Scheffé post hoc analysis showed that the level of depression, range 0-4 for example, 

differed significantly with all other levels in terms of the degree increase in coping used by 

participants. For the rural area, the association between levels of depression and the categories 

of coping were significantly associated for problem-focused coping and stop unpleasant 

thoughts and emotions, whereas in the case of the urban area all associations were significant, 

as seen in Table 5. For the sake of parsimony, the results are presented in two parts as Tables 

4 and 5 where Table 4 provides only the categories of levels of depression and coping 

strategies in both rural and urban areas. 

           Table 5 shows the significance of the relationship for levels of depression and 

strategies for both rural and urban groups. As indicated above, although this should have been 

presented as one table with Table 4, the display is easier this way. 

(Insert Table 5 about here) 
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  Table 5 shows that there were significant differences in the coping strategies used in both 

rural and urban areas relative to levels of depression. In rural areas both problem-focused 

coping (PFC) (p<0.04) and stopping unpleasant emotions (SUE) (p<0.01) were significant. In 

urban areas all three coping factors were significant: PFC (p<0.01), SUE (p<0.01) and SFF 

(p<0.01). 

Discussion 

The relationship between coping self-efficacy categories and level of depression were 

examined. There is a significant relationship between levels of depression and coping self-

efficacy strategies as demonstrated in Tables 4 and 5. Although the results showed a 

significant relationship the level of significance was not consistent in the urban and rural 

participants. There was a higher significance for all coping strategies in the urban area at the 

1% level of significance albeit with a lower practical significance in two cases. Urban 

participants used problem-focused coping, stopping unpleasant thoughts and emotions and 

support from friends and family. Rural participants only used problem-focused coping and 

stopping unpleasant thoughts and emotions as coping self-efficacy strategies. According to 

Tuncay et al. (2008) coping is strongly associated with the regulation of emotions throughout 

the stress period and problem-focused coping is associated with less anxiety, thus contributing 

to the diminishing of depression. This may be why both rural and urban individuals use 

problem-focused coping and stopping unpleasant thoughts and emotions as coping strategies. 

Rural participants did not make as often? use of support from friends and family, as urban 

participants did. This is possibly due to the social differences between rural and urban 

participants, where rural individuals might not believe it to be appropriate to ask friends or 
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family for help when struggling with various stressors. What about availability of resources in 

rural areas – urbanization is taking away many people as resources 

According to the results of the categories of coping self-efficacy, the majority of rural 

and urban participants reported using problem-focused coping as their choice of category. 

Chesney et al. (2006) reported problem-focused coping to be best associated with controllable 

stressors and emotion-focused coping to be best associated with uncontrollable stressors. Past 

research suggest that rural stressors, such as poor hygiene and bad transport facilities, are 

categorized as uncontrollable situations (Galea et al., 2007). Therefore, rural participants who 

reported using problem-focused coping for uncontrollable stressors seemingly implement 

passive coping efforts, thus leading to increased feelings of helplessness and depression. 

            The mean urban respondents reported a higher coping self-efficacy score, than the 

average rural participant did. As coping is dependent on a person’s perceived ability to 

manage stressors, this implies that urban participants perceive their stressors to be more easily 

managed and/or have more available mental health services that can help them manage their 

stressors than rural participants do (Chesney et al., 2006). Past research suggests that 

individuals living in rural areas are more frequently exposed to uncontrollable situations, such 

as rape, poverty and lack of knowledge (Wang, 2003). This might contribute to rural 

participants feeling less able to cope with stressors. 

           The majority of both rural and urban participants frequently reported mild depression 

(range 5-9), who’s symptoms result in only minor impairment in occupational functioning or 

social/relationship functioning, according the PHQ9 scoring. However, it is clear from the 

results that urban participants reported severe depression (range 20-27) twice as frequently as 
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rural participants. Severe depression represents nearly all the symptoms of major depressive 

disorder and markedly interferes with daily functioning. As was mentioned by Tomlinson et 

al. (2009) this occurrence is possibly due to a decline in urban community relationships, 

leading to social isolation. 

The mean scores for the PHQ9 for both rural (9.23) and urban (9.25) participants were 

quite similar, possibly due to both areas being influenced by the urbanization of South Africa. 

Harphan (2007) suggest that human beings seem to break down under overpopulated 

countries such as South Africa; decreasing disparities resulting in a high degree of social 

exclusion; changes in social support and life events which have been shown to affect mental 

health, mainly depression and anxiety. The present study is however not without limitations. 

This study is limited due to the unequal numbers of rural and urban participants taking 

part, and the cross-sectional design; no conclusions could be drawn with regard to causation. 

Therefore, the relationship between variables are interpreted rather than established. The 

findings of the present study also have several implications. Individuals living in rural areas 

need easier access to mental health services; it is recommended that these individuals be 

educated about depression and available resources for coping. Even though individuals living 

in urban areas have access to many mental health services, they still experience depression. 

Urban individuals should be encouraged to prevent isolation by forming support structures 

among collogues, friends and family members. It is recommended that a coping programme, 

which includes skill building, stress reduction, problem-solving techniques, and strategies to 

obtain social support tailored to each group, be developed. The programme developers should 

draw on the expertise of local academics and clinicians to promote research-informed 
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planning. It is essential for resources and coping programmes to be appropriate and cost 

effective. It also seems that it would be advantageous to include and promote programmes for 

preventative strategies for depression. 

There is a lack of research related to developing mental health interventions that do 

not need to be delivered by mental health professionals. Further research of a qualitative 

nature may contribute to an understanding of sources of stress among rural and urban groups, 

as well as of their unique interpretations of the causes and management thereof. Such 

understanding of rural and urban experience of stress can assist in generating solutions. 

Conclusion 

The findings of this study provided essential information about well-being of both rural and 

urban South Africans concerning level of depression, coping self-efficacy strategies used and 

relationship that exist between coping self-efficacy strategies and level of depression. In 

summary this study has shown that the sample scored higher on problem-focused coping and 

scored lowest on support from friends and family. The results from the study have further 

indicated that both the rural and the urban individuals reported experiencing mild depression 

more frequently and reported experiencing severe depression less frequently. In general, it can 

be concluded that there is an important relationship between coping strategies and level of 

depression, and that in this study this relationship was found to be somewhat different for 

rural and urban areas. This contributes to the understanding of the relationship between 

coping strategies and depression in an African context and could lead to the development of 

coping programmes specifically tailored to both rural and urban groups in South Africa. 
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Further research into the causes and management of depression, from persons living the rural 

and urban areas, is suggested.  
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Table 1 

Descriptive statistics of measures 

Group Statistic CSE PHQ
Rural Mean 159 9.23

SD 38.64 5.5
α 0.87 0.76

Urban Mean 173.08 9.25
sd 34.33 5.37
α 0.87 0.78

Measure

 

     Note: CSE= Coping Self-Efficacy Scale; PHQ9= Patient Health Questionnaire 
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Table 2 

Levels of depression for rural and urban areas 

Levels of
depression f % f %
0 - 4 45 24.3 410 20
5 - 9 54 29.2 726 35.4
10 - 14 51 27.6 528 25.8
15 - 19 28 15.1 267 13
20 - 27 4 2.2 85 4.1
Total 182 98.4 2016 98.4

UrbanRural
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Table 3 

Categories of coping self-efficacy (CSE) in rural and urban areas 

Categories 
of CSE f Mean sd f Mean sd
CSE_PFC 182 68.83 18.81 2012 87.73 16.96
CSE_SUE 183 57.7 15.77 2012 59.1 13.93
CSE_SFF 181 32.66 9.53 2012 33.26 9.34

Rural Urban

 

Note: CSE_PFC= Coping self-efficacy, problem-focused coping; CSE_SUE= Coping self-

efficacy; stop unpleasant thoughts and emotions; CSE_SFF= Coping self-efficacy, support 

from family and friends 
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Table 4 

Levels of depression and coping strategies used in rural and urban groups  

PHQ
Levels CSE_PFC CSE_SUE CSE_SFF CSE_PFC CSE_SUE CSE_SFF

0 - 4 42 44 44 408 407 408
5 - 9 52 54 52 716 715 716
10 - 14 49 50 50 513 513 513
15 - 19 27 28 28 262 262 262
20 - 27 4 4 4 83 83 83

UrbanRural

 

Note: PHQ= Patient Health Questionnaire; CSE_PFC= Coping self-efficacy problem-focused 

coping; CSE_SUE= Coping self-efficacy stop unpleasant thoughts and emotions; CSE_SFF= 

Coping self-efficacy support from friends and family 
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Table 5 

Coping self-efficacy categories for rural and urban groups 

Statistics CSE_PFC CSE_SUE CSE_SFF CSE_PFC CSE_SUE CSE_SFF
χ2 10.16 14.16 3.37 79.48 108.88 52.63
df 4 4 4 4 4 4
p 0.04 0.01 0.5 0.01 0.01 0.01
eta 0.24 0.28 0.14 0.16 0.22 0.14

Rural Urban

 

Note: CSE_PFC= Coping self-efficacy problem-focused coping; CSE_SUE= Coping self-

efficacy stop unpleasant thoughts and emotions; CSE_SFF= Coping self-efficacy support 

from friends and family 

 


