PREVALENCE OF DEPRESSIVE SYMPTOMS IN NEW MEXICO HISPANIC AND
NON-HISPANIC WHITE ELDERLY

Objective: To evaluate the prevalence rates,
risk factors, and pattern of depressive symp-
toms in elderly Hispanic and non-Hispanic
Whites (NHWs).

Methods: This survey was a community-
based, cross-sectional survey of randomly
selected Medicare recipients living in Berna-
lillo County (Albuquerque, New Mexico). The
survey’s objective was to examine the health
and health-related issues of Hispanic and
NHW elderly persons (>65 years of age). As
part of the survey, participants were adminis-
tered the Geriatric Depression Scale-short form
(GDS).

Results: Complete data were available on 798
subjects with a mean age of 73.7 years, age
range 65-96. The prevalence of a GDS score
>6 was: Hispanic males, 9.5%; Hispanic
females, 19.2%; NHW males, 5.4%; and
NHW females, 8.7%. Hispanics (P=.001) and
women (P=.003) had higher prevalence rates.
Sociodemographic variables, health, social
support, and the activities of daily living (ADLs)
were significantly related to symptoms. English
skills (P<.0001) and birthplace (P=.011) were
associated with symptoms in Hispanics. Signif-
icant differences were found in the response
patterns between Hispanics and NHWs. Lo-
gistic regression analyses showed that ethnic
differences were largely explained by differ-
ences in the level of education and income
among Hispanics and NHWs.

Conclusion: A difference was seen in the
prevalence rates of depressive symptoms
between Hispanic and NHW elderly persons
and between men and women. In addition to
the traditional risk factors for depressive
symptoms, we found that ethnic differences
in prevalence rates can be largely explained by
education and income differences in the two
groups. (Ethn Dis. 2005;15:691-697)
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INTRODUCTION

The World Health Organization, in
its report on a worldwide study on the
global burden of disease, reports that
depression and its health and social
consequences were the fourth most
important cause of disease burden
during the 1990s. With the aging of
the population, depression may be the
second most important source of disease
burden by the year 2020." Physical
illness, functional disability, and social
and economic problems contribute to
depression in the elderly.” Healthcare
costs of patients with depressive symp-
toms in a primary care setting are 50%
higher than costs for those with no
depressive symptoms.”

Studies on Hispanic elderly are few,
and prevalence rates for depressive
symptoms have yielded variable results.
The Hispanic Established Populations
for Epidemiologic Study of the
Elderly (EPESE), a survey of older
Mexican Americans living in five
southwestern states, found an overall
higher prevalence rate of 25.6% for
depressive symptoms. This study evalu-
ated 2,823 Hispanic subjects by
using the Centers for Epidemiologic
Studies Depression Scale (CES-D)
and found the prevalence rate for
Hispanic women at 31.9% and
for Hispanic men at 17.3%. Gender,
lack of insurance, financial strain,
chronic health conditions, and disability
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With the aging of the
population, depression may be
the second most important

source of disease burden by the
year 2020. !

were associated with depressive symp-
toms. Associated cultural factors were
immigrant status, level of acculturation,
locus of control, and recent immigra-
tion.* Other studies have also found
high rates, including the study by Kemp
et al of older Hispanics in the Los
Angeles area which reported a prevalence
rate of 26.7%° and Vega et al who
reported a rate of 16% to 18%.°% A 20%
prevalence rate was found in the
Three Generations Studies of Mexican
Americans with the CES-D.” In con-
trast, other studies have not shown
a higher rate of depressive symptoms.
The Hispanic Health and Nutrition
Examination Survey (HHANES) found
a prevalence rate of 13.2% for de-
pressive symptoms in those aged 65
to 74, and the San Luis Valley
Health and Aging Study reported a
prevalence rate of depressive symptoms
of 11.4%.°

Within-group variability of depres-
sive symptoms for Hispanics regardless
of age has been found when considering
cultural factors such as immigrant
status, ie, birthplace (Mexico vs United
States),® '° and acculturation level. =14
In addition to differences in prevalence
rates, differences in the expression or
pattern of depressive symptoms have

been reported.'>!®

691



PREVALENCE OF DEPRESSIVE SYMPTOMS - Romero et al

The objective of this paper is to
report on prevalence rates, risk factors,
and patterns of depressive symptoms
found in the New Mexico Elder
Health Survey. This survey was a com-
munity-based, cross-sectional survey of
randomly selected Medicare recipients
living in Bernalillo County (Albuquer-
que area) that was conducted from May
1993 to September 1995. The survey’s
objective was to examine the health and
health-related issues of Hispanic and
non-Hispanic White (NHW) elderly

persons.

METHODS

Survey Procedure

A comprehensive description of the
sample design, survey methods, and
participation rates are described in
a separate paper.'’ Briefly, from the
Medicare list of 50,700 county recipi-
ents, a randomized sample (/N=2200)
of elderly (=65 years of age) Hispanics
and NHWs, equally stratified by eth-
nicity and gender (#=550 per group),
was selected. The Generally Useful
Ethnic Search System computer pro-
gram was used to designate ethnicity
by surname patterns.'® Ethnicity was
further verified by self-identification
and ethnic heritage (3 of 4 grandparents
reported as Hispanic or NHW).
After excluding those who had died,
those we were unable to locate,
and those who were not eligible by
ethnicity criteria, 1666 subjects re-
mained. No other exclusion criteria
applied once individuals qualified
by ethnicity. Of these participants,
1130 (67.8%) completed the home
interview, and 883 (53.0%) completed
the full examination. No significant
difference in participation rate was seen
by ethnicity. A significant difference was
found by gender, however, with women
being slightly less likely to participate.
The survey was conducted in two
phases: an initial home visit of 30 min-
utes, followed by a four-hour session in
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a senior health clinic. Data were
collected with comprehensive interview
questionnaires of health and health-
related issues; physical, cognition, and
nutrition assessments; body composi-
tion measurements; laboratory tests; and
electrocardiogram. Most participants
(88.9%) were interviewed and examined
in a senior health clinic, 9.7% were
evaluated in their home, and 1.4% were
evaluated in a nursing home. Interviews
were obtained from the participant 96%
of the time and from a spouse, relative,
or caregiver 4% of the time.

For this analysis, data were avail-
able on 798 subjects who completed
all the questions of the Geriatric De-
pression Scale-Short Form (GDS).
This survey was approved and moni-
tored by the local institutional review

board.

Measures

The GDS was developed as a screen-
ing tool for depression specifically
tailored to the elderly.'”" Fifteen
questions from the longer version,
which had the highest correlation with
depressive symptoms in the validation
studies, were chosen. Each item is
answered in a true/false format for ease
of administration in the elderly. Of the
15 items, 10 suggest the presence of
depression when answered positively,
while the rest indicate depression when
answered negatively. The range of scores
is from 0 to 15. A score >06 suggests
depression that may need further clin-
ical evaluation. The GDS was inter-
viewer administered in our survey.

Sociodemographic information was
collected with an interviewer-adminis-
tered questionnaire developed by the
rescarch team. Participants were also
asked about 20 physical health variables,
social support/resources, and activities
of daily living (ADL).

Translations

A seven-member committee of His-
panics was created to offer recommen-
dations on cultural issues. Members
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included a geriatrician, nurse practition-
er, linguist, and the study interviewers.
This committee was familiar with the
Spanish used in New Mexico and
translated all instruments and question-
naires. The Spanish version of the GDS
was backtranslated and field tested in
a pilot study prior to use. The research
staff team was composed of trained
bilingual interviewers for administration
of questionnaires. The interview was
performed in the preferred language of
the participant.

Statistical Analysis

To test for differences in the
means of the total score, a Kruskal-
Wallis test was used instead of a ¢
test because the GDS scores were not
normally distributed. To test for differ-
ences in the frequency of categorical
variables and to test for differences in
the frequency of six or more de-
pressive symptoms, chi-square tests were
used.

A logistic regression model was used
to evaluate the effect of ethnicity on
depressive symptoms controlling for the
variables of gender, age, years of
schooling, income, three or more cur-
rent symptoms, three of more friends to
call for help, and being able to prepare
meals. Data were analyzed with the
statistical analysis system (SAS) version
8.01 for Windows.??

RESULTS

Sociodemographic
Characteristics of the Subjects
Of the 883 participants who partic-
ipated in the full four-hour survey,
complete data were available on 798
(90%) subjects who completed the
GDS (201 Hispanic males, 177 His-
panic females, 224 NHW males, and
196 NHW females). Sociodemographic
characteristics of the subjects are as
follows (data not shown in table
format). The mean age was 73.7 years
(age range 65-96). No statistically
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Table 1. Prevalence of Geriatric Depression Scale (GDS) score >6 stratified by ethnicity and gender and sociodemographic
variables
Hispanic Men Hispanic Women Non-Hispanic White Men Non-Hispanic White Women
n=201 n=177 n=224 n=196
Sociodemographic % GDS % GDS % GDS % GDS
Variable n (%) >6 P n (%) >6 P n (%) >6 P n (%) >6 P
Age (years)
65-69 73 (36.3) 8.2 58 (32.8) 12.1 52 (23.2) 0.0 58 (29.6) 8.6
70-79 195 (47.3) 7.4 88 (49.7) 19.3 131 (58.5) 3.8 105 (53.6) 5.7
80-89 129 (14.4) 20.7 30 (17.0) 30.0 38 (17.0) 13.2 32 (16.3) 18.8
>90 4 (2.0 0.0 1(0.6) 100.0 3 (1.3) 66.7 1(0.5) 0.0
ns .039 <.0001 ns
Education (years)
0-4 24 (11.9) 25.0 27 (15.3) 33.3 0 (0.0) 0.0 0 (0.0) 0.0
5-8 60 (29.9) 13.3 60 (33.9) 23.3 12 (5.4) 16.7 4 (2.0) 0.0
9-12 72 (35.8) 5.6 62 (35.0) 14.5 74 (33.0) 6.8 80 (40.8) 7.5
>13 44 (21.9) 2.3 27 (15.3) 7.4 138 (61.6) 3.6 110 (56.1)  10.0
Missing 1(0.5) 1(0.6) 2 (1.0)
.009 .060 ns ns
Marital status
Never married 5 (2.5) 20.0 7 (4.0) 28.6 3(1.3) 66.7 8 (4.1) 25.0
Married 159 (79.1) 8.2 77 (43.5) 10.4 183 (81.7) 1.6 99 (50.5) 4.0
Widowed 23 (11.4) 13.0 66 (37.3) 27.3 22 (9.8) 22.7 66 (33.7) 13.6
Separated/ 12 (6.0) 16.7 27 (15.3) 22.2 16 (7.1) 12.5 22 (11.2) 9.1
divorced
Missing 2 (1.0 1(0.5)
ns .066 <.0001 .06
Income (annual)
<$4,999 6 (3.0) 16.7 21 (11.9) 28.6 1(0.5) 100.0 6 (3.1) 16.7
5,000-9,999 36 (17.9) 13.9 71 (40.1) 25.4 16 (7.1) 25.0 21 (10.7)  19.0
10,000-14,999 46 (22.9) 17.4 27 (15.3) 14.8 17 (7.6) 0.0 23 (11.7) 8.7
15,000-19,999 31 (15.4) 0.0 21 (11.9) 0.0 29 (13.0) 10.3 25 (12.8) 8.0
20,000-49,999 59 (29.4) 1.7 21 (11.9) 9.5 115 (51.3) 3.5 96 (49.0) 5.2
50,000-79,999 8 (4.0) 12.5 1(0.6) 0.0 30 (13.4) 0.0 9 (4.6) 0.0
>80,000 4 (2.0 0.0 2 (1.1) 0.0 9 (4.0) 0.0 1(0.5) 0.0
Missing 11 (5.5) 27.3 13 (7.3) 30.8 7 (3.1) 0.0 15(7.7) 20.0
.035 ns <.0001 ns

significant difference was seen in age
between Hispanic and NHW partici-
pants. Compared to NHWSs, Hispanics
were more likely to have less years of
school (9.1 vs 13.7 years; P<.0001); to
have less than an eighth-grade education
(29.5% vs 1.4%; P<.0001); to have
a lifetime occupation of unskilled labor
(66.6% vs 26.5%; P<.0001); to have
an annual household income <$10,000
(37.9% vs 11.1%; P<.0001); to need
financial help (19% vs 3.4%;
P<.0001); and to not have enough
money for daily expenses (12.4% vs
1.2%; P<.0001). Most Hispanic par-
ticipants were born in New Mexico
(91%) or in surrounding states (6% in
Texas or Colorado). Most NHW par-
ticipants were not born in New Mexico

(91%). Hispanics self-reported their
ethnicity as 82.2% Spanish American,
10.4% Mexican American, 4.4% His-
panic/Native American, and 3% other
Hispanic category. Most were bilingual
and reported being able to speak
Spanish well or very well (93.7%) and
English well or very well (80.7%). Only
3.7% of Hispanics reported that they
did not speak any English.

Prevalence of Depressive
Symptoms

The percentage of participants with
a GDS score >6 is 9.5% Hispanic
men, 19.2% Hispanic women, 5.4%
NHW men, and 8.7% NHW women.
Compared to NHWs, Hispanics re-
ported a significantly higher prevalence
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(14.4% vs 7.1%, P=.001) of depressive
symptoms. Women reported a signifi-
cantly higher prevalence (13.9% vs
7.5%, P=.003) of depressive symptoms
compared to men. Hispanic females
reported a significantly higher preva-
lence of depressive symptoms compared
to all other groups (P<.0001).

The prevalence of depressive symp-
toms arranged by sociodemographic
variables, stratified by ethnicity and
gender is presented in Table 1. Rela-
tionships to depressive symptoms were
found in all participant groups for the
various sociodemographic variables.

An inverse relationship was seen
between lower income and depressive
symptoms, but it reached statistical
significance for men only. An inverse
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trend noted for women did not reach
statistical significance, probably because
of the small numbers in the higher-
income categories. We collapsed the
higher-income categories for reanalysis,
but doing so did not change the
significance for women.

Table 2 presents data evaluating
the relationship between depressive
symptoms and physical health, specific
diseases, social support, stressors, and
activities of daily living. When compar-
ing the presence or absence of diabetes,
heart disease, and cancer, some trends
toward an association with depressive
symptoms were seen in all four groups,
but the only statistically significant
finding was for diabetes in NHW
women (P=.014).

Social support was statistically sig-
nificant for the number of relatives seen
per month for all groups except NHW
women. Also, the number of friends one
could call for help was significant for all
groups except for NHW men. Partici-
pation in group activities was not
significant for any of the four partici-
pant groups.

We also looked at the relationship of
stressors and ability to perform ADLs to
depression. These results are also pre-
sented in Table 2.

Table 3 shows the prevalence of
depressive symptoms as related to
English-language skills for Hispanics.
Hispanics who self-report that they are
unable to speak, understand, or
read English well or very well were
more likely to have a GDS score of >6,
and these results were statistically sig-
nificant, all at a P value of <.0001.
Additionally, Hispanic persons born in
Mexico were more likely to have a GDS
score =6 compared to persons born in
the United States (33.3% vs 9.1%;
P=.011).

Because of the higher prevalence
rate in Hispanic women, we looked
at the risk factors for high depres-
sive symptoms in these women. Our
findings show that the risk of depres-
sion (GDS score >6) is high for
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Hispanic women. Compared to all
other groups, the odds of depression
are 4.72 (95% confidence interval [CI]
2.56-8.71) for Hispanic women age
>65, widowed or divorced, with low
income (<$10,000/year), and low
school attainment (less than or equal
to eight years of school). Adding a fifth
factor of poor physical health, ie, three
or more comorbid diseases, results in an
odds ratio of 7.68 (95% CI 3.58-
16.49). Adding a sixth factor of poor
social support, ie, number of relatives
they can call on for help (one or none)
the odds ratio is 6.70 (95% CI 1.47—
30.50). We also substituted the sixth
factor of poor social support with
number of friends they can call on for
help and the odds ratio increased to
8.52 (95% CI 3.19-22.77).

A logistic regression model (shown
in Table 4) was used to evaluate the effect
of ethnicity on depressive symptoms,
after controlling for other variables
associated with depressive symptoms.
These variables included gender, age,
education (in years), three or more
current symptoms, few friends to call
for help, and needing help to prepare
meals. Ethnicity remained significantly
associated with depressive symptoms
after controlling for both gender and
age. However, the inclusion of years of
education in the model caused ethnic-
ity to no longer be significantly
associated with depression (P=.47).
The full model, which includes all
seven variables described above, shows
all variables to be significantly associ-
ated with depressive symptoms, with
the exception of ethnicity. Income level
was also used in the model. The
inclusion of either income or years of
school in the model had the same
results, ie, ethnicity lost its association
with depression. Inclusion of both into
the full model (eight variables) pro-
duced associations that are not as
strong as those when only one is in
the model. Since income and education
are highly correlated, we used only
education for our results.
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We evaluated the responses to in-
dividual items of the GDS stratified by
ethnicity and gender for subjects who
scored > 6. No gender differences in the
pattern of responses were seen. Hispanics
were more likely to report feeling that
others were better off than them
(P=.0013). Non-Hispanic Whites were
more likely to report feeling less satisfied
with life (P=.0029), not feeling happy
most of the time (P=.0130, and not
feeling full of energy (P=.0021).

DISCUSSION

We found a statistically significant
difference in the prevalence rates of
depressive symptoms between older
Hispanics and NHWSs and a higher
rate for Hispanic women in particular.
Our prevalence rates were in the in-
termediate range when compared to
those found in other studies on older
subjects of Mexican-American heri-
tage.”'® Our study participants are
most similar in ethnic background to
those of the San Luis Valley Health and
Aging Study. The variability in preva-
lence rates is most likely due to
differences in methods and instruments
used among the different studies.

As with other studies, we found
the traditional sociodemographic factors
of increasing age, lower educational
level, marital status, and lower income,
to be associated with a higher prevalence
rate of depressive symptoms.”®?! De-
pressive symptoms have also been found
to be associated with physical health and
functioning.22 In our study, the in-
clusion of education or income into our
logistic regression model caused ethnic-
ity to no longer be significantly associ-
ated with depressive symptoms.

In our study, Hispanics born in
Mexico had a higher prevalence rate
of depressive symptoms compared to
US-born Hispanics. Other studies have
reported similar findings based on
immigrant status and attribute this to
various factors such as differences in



PREVALENCE OF DEPRESSIVE SYMPTOMS - Romero et al

Table 2. Percentage of participants with a Geriatric Depression Scale (GDS) score >6 stratified by ethnicity and gender for
physical health, specific diseases, social support, stressors, and activities of daily living

Hispanic Men Hispanic Women Non-Hispanic White Men Non-Hispanic White
n=201 n=177 n=224 Women n=196
% GDS % GDS % GDS % GDS
n (%) =6 n (%) >6 n (%) >6 n (%) >6
Diseases
>3 diseases 90 (44.8) 15.6* 83 (46.9) 27.7* 99 (55.4) 6.1 102 (52.0) 13.7*
<3 diseases 111 (55.2) 4.5 94 (53.9) 11.7 124 (44.2) 4.8 94 (48.0) 3.2
Symptoms
>3 symptoms 101 (49.8) 15.8* 91 (51.4) 27.5% 105 (46.9) 9.5% 99 (50.5) 14.4*
<3 symptoms 100 (50.3) 3.0 86 (48.6) 10.5 118 (52.7) 1.7 97 (49.5) 3.0
Suffer pain
No 150 (74.6) 8.0 114 (64.4) 13.2 162 (72.3) 3.1 121 (61.7) 2.5
Yes 50 (24.9) 14.0 62 (35.0 30.6* 61 (27.2) 11.5% 75 (38.3) 18.7*
Diabetes
No 165 (82.1) 7.6 152 (85.9) 17.1 201 (89.7) 6.0 186 (94.9) 7.5
Yes 36 (17.9) 16.3 25 (14.1) 32.0 22 (9.8) 0.0 10 (5.1) 30.0%
Heart disease
No 158 (78.6) 7.6 153 (86.4) 17.0 182 (81.3) 5.5 164 (83.7) 7.3
Yes 43 (21.4) 16.3 24 (13.6) 33.3 41 (18.3) 4.9 30 (15.3) 16.7
Cancer
No 194 (96.5) 9.8 176 (99.4) 19.3 200 (89.3) 5.0 192 (98.0) 8.0
Yes 7 (3.5) 0.0 1(.6) 0.0 23 (10.3) 8.7 4 (2.0) 25.0
Relatives seen per month
0 1(5) 100* 0 (0.0) 0* 8 (3.6) 12.5% 7.0(3.6) 28.6
1-2 19 (9.5) 15.8 16 (9.0) 43.8 35 (15.6) 14.3 34 (17.4) 11.8
>3 181 (90.1) 8.3 160 (90.4) 16.9 181 (80.8) 3.3 154 (78.6) 7.1
Friends can call for help
0 37 (18.4) 21.6* 35 (19.8) 25.7* 29 (13.0) 6.9 18 (9.2) 25.7*
1-2 52 (25.9) 11.5 63 (35.6) 25.4 38 (17.0) 7.9 52 (26.5) 25.4
>3 111 (55.2) 4.5 78 (44.1) 10.3 157 (70.1) 4.5 126 (64.3) 10.3
Participation in group activities
<1 per week 169 (84.1) 9.5 141 (79.7) 21.3 169 (75.5) 5.9 126 (64.3) 21.3
>1 per week 39 (14.9) 6.7 34 (19.2) 11.8 54 (24.1) 3.7 67 (34.2) 11.8
Recent death
No 136 (67.7) 7.4 118 (66.7) 19.5 172 (76.8) 5.2 149 (76.0) 6.7
Yes 65 (32.3) 13.8 57 (32.2) 17.5 52 (23.2) 5.8 47 (24.0) 14.9
Financial crisis
No 179 (89.1) 7.3 157 (88.7) 17.2* 217 (96.9) 4.6 187 (95.4) 8.0
Yes 20 (10.0) 30.0 19 (10.7) 36.8 6 (2.7) 16.7 9 (1.6) 22.2
Separation from family
No 192 (95.5) 8.9 157 (88.7) 16.6* 218 (97.3) 5.0 188 (95.9) 6.4*
Yes 9 (4.5) 22.2 18 (10.2) 38.9 6 (2.7) 16.7 7 (3.6) 57.1
Abused or taken advantage of
No 192 (95.5) 9.9 166 (93.8) 18.7 211 (94.2) 4.7 180 (91.8) 7.8
Yes 9 (4.5) 0.0 6 (3.4) 33.3 10 (4.5) 20.0* 12 (6.1) 25.0
Activities of daily living
Walk
No help 195 (97.0) 8.7* 161 (91.0) 16.8* 213 (95.1) 5.3* 182 (92.9) 7.0*
With help 6 (3.0) 33.3 16 (9.0) 43.3 10 (4.5) 50.0 13 (6.6) 30.8
Out of bed
No help 196 (97.5) 9.2* 171 (96.6) 17.5% 222 (99.1) 4.5% 190 (96.9) 6.8*
With help 4 (2.0 25.0 5(2.8) 80.0 2(.9) 100.0 5(2.6) 80.0
Prepare meals
No help 181 (90.1) 5.5% 163 (92.1) 15.3* 213 (95.1) 3.8* 187 (95.4) 7.0*
With help 20 (10.0) 45.0 13 (7.3) 61.5 11 (4.9) 36.8 8 (4.1) 50.0
Dress self
No help 199 (99.0) 9.0* 171 (96.6) 17.5* 217 (96.9) 4.1* 189 (96.4) 6.9*
With help 2 (1.0) 50.0 6 (3.4) 66.7 6 (2.7) 50.0 7 (8.6) 57.1
* P<.05.
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Table 3.

Prevalence of Geriatric Depression Scale (GDS) score >6 stratified by

ethnicity and gender and language variable for Hispanics

Hispanic Men Hispanic Women
n=201 n=177
%GDS % GDS
Language Variable n (%) >6 P n (%) >6 P
Speak English
Well/very well 165 (82.1) 5.5 140 (79.1) 12.1
Not very well 36 (17.9) 27.8 37 (20.9) 45.9
<.0001 <.0001
Understand English
Well/very well 174 (86.6) 5.7 147 (83.1) 13.6
Not well 27 (13.4) 33.3 30 (17.0) 46.7
<.0001 <.0001
Read English
Well/very well 165 (82.1) 4.8 137 (77.4) 12.4
Not well 36 (17.9) 30.6 40 (22.6) 42.5
<.0001 <.0001

assimilation into the mainstream cul-
ture, which results in social isolation or
increased stress."' Those finding lower
levels of depressive symptoms in Mex-
ico-born subjectséj’9 often attribute this
finding to family solidarity and support.
In one study, the rate of depression was
higher in US-born Mexicans, ie, born in
San Antonio, Texas, at 26.8% vs
Mexicans living in Monterrey, Mexico,
7.6%.%

Within the Hispanic group, we
found a strong association between poor
English-language skills and a high prev-
alence of depressive symptoms. This
association has been found in other
studies as well, although we studied an
older Hispanic population.®'® Possible
reasons for this finding are difficulty
with functioning in the mainstream
culture, which results in social isolation.
Golding, on the other hand, reported
no significant difference in language

skills when looking at lifetime preva-
lence of a major depressive episode in
two samples of Mexican Americans.'?

Hispanic women in our study had
a higher risk of depressive symptoms.
Our theory is that, besides a larger
proportion of women being in the lower
socioeconomic strata, Hispanic women
are often subjected to ageism, sexism,
and racism.?* In addition, within-culture
discord arises from the stress of adhering
to traditional values of marianismo, ie, in
which the man is the authority figure
and the woman is expected to be
submissive, self-sacrificing, dependent,
and repressed.24

Poor people are not only exposed to
more stress, but also have fewer psycho-
logical and social resources to cope with
stress.”> Markides presents a discussion
of the double jeopardy hypothesis
(ageism and racism) in his review of
minority status, aging, and mental

Table 4. Results of logistic regression analyses for ethnicity and other variables

Odds Ratio 95% Confidence Interval
Variable
Ethnicity (Hispanic) 1.1080 .576-2.132
Sex (female) 2.366 1.361-4.114
Age 1.050 1.008-1.093
Education .896 .831-.966
>3 Symptoms 4.211 2.273-7.802
<3 Friends to call for help 1.747 1.008-3.024
Need help with meals 6.313 3.068-12.988
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. we found the traditional
sociodemographic factors of
increasing age, lower
educational level, marital
status, and lower income, to
be associated with a higher
prevalence rate of depressive

symptoms.

health.”® In addition to the traditional
stresses, newer, modern-day stresses are
imposed on many elderly women.
Women often become the primary
caretaker for a disabled spouse, chil-
dren, or grandchildren. Women expe-
rience lack of independence from not
having learned to drive, financial
restrictions, or health problems. Social
isolation through widowhood and/or
relocation of their children or working
families is common.

Limitations of this study are that the
prevalence rates of depressive symptoms
may be an underestimate of the true rate
in that persons with depression may
have been less likely to agree to
participate in the study. Our Hispanic
elder group may have more protective
factors than other Hispanic subgroups
in that they are nonimmigrant, long-
term residents who have survived to an
older age. Another limitation is that we
used a screening tool, and these symp-
toms were not validated for clinical
signs of depression with a clinical exam.
Also, since Medicare records were used
to identify the sample, the undocu-
mented Mexican is not represented in
these results. Another limitation of these
analyses includes the usual possible
potential bias associated with the use
of self-report instruments. Additionally,
these data have the same limitations
as other studies using cross-sectional
methods.



This paper presents data on de-
pressive symptoms from the New Mex-
ico Elder Health Survey. This survey
reports on data from a randomly select-
ed community-based population and
included the oldest members of the
community, since we did not have an
upper age limit. Published data on older
Hispanic are sparse. The main purpose
of this paper is to provide more data
relative to the evaluation of depressive
symptoms in elderly Hispanic and
NHWs. An important finding in this
study included the high rate of de-
pressive symptoms in elderly Hispanic
females. Additionally, the ethnic differ-
ences in depressive symptoms found in
our data may be largely explained by the
difference in level of education and
income between Hispanic and NHWs.

This study provides information that
calls attention to the disparity in the
prevalence of depressive symptoms be-
tween older Hispanics and NHWs. Our
results are in the intermediate range
when compared to other studies on
Hispanic populations and were most
closely aligned to the San Luis Valley
Survey, a study whose geographic loca-
tion and Hispanic heritage is most
similar to our study. Results from one
Hispanic subgroup cannot be generalized
to other subgroups. Our study reports on
Hispanics who are primarily not immi-
grants, mostly bilingual, and established
longtime residents of the area.
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