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ABSTRACT 

The purpose of this study was to ( 1) find the prevalence of depression in Mexican 

American women in Pima County and (2) to determine the relationship and significance 

between depression and biological and psychosocial variables. The biological variables 

measures included female gender, age, and reproductive phase (premenopause, 

perimenopause, postmenopause ). The psychosocial variables were marital status, place of 

birth, living arrangements, income level, educational attainment, employment status, and 

language preference. 

A descriptive cross sectional design was utilized to answer the research questions. 

The convenience sample consisted of 63 female subjects. The Statistical Package for the 

Social Sciences (SPSS) statistical program was used to analyze data. A priori, the cut off rate 

for the depressed group was set at~ 16 points on the Center for Epidemiologic Scale (CES

D) as determined by the instrument developers and previous researchers. The rate of 

depression found in the evaluated Mexican American population was 62.9%, which is 

extremely high compared to previous studies. Significant relationships were found between 

depression, educational attainment, income, being married, and being employed. The 

findings from this study suggest that the prevalence of depression in Mexican American 

women could be higher than was previously suggested. 
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CHAPTER 1 

The Study Problem 

Pumose 
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The purpose of this study was to determine the prevalence of depression in Mexican 

American (MA) women in Pima County, Arizona. The results provide data on this mental 

health problem not previously explored despite the rapid growth of this cultural group. 

According to the Census 2000, Arizona reported an 88% increase in the Hispanic population, 

which includes Mexican Americans as the largest Hispanic group (Kasindorf & McMahon, 

2000). Throughout this report, the term Mexican Americans will be used to refer to people 

of Mexican ancestry who were born in the United States or emigrated from Mexico to the 

United States (U.S.). 

Introduction 

Based on the 5-10% of depressed persons found in the general population (Levenson, 

2000), the number of individuals suffering from depression in Pima County could range from 

42,187 to 84,375 predicted from the total population, according to the Census, 2000, in Pima 

County of 843,746. The Census 2000 also reported that the female population is larger, and 

in the 18 and older group, it was found that there are 92.7 males for every 100 females, which 

means that there are 431, 154 women in Pima County and the prevalence of depression 

among these women could range from 21,558 to 43,115. 

The U.S. Pima County data from Population 2000 noted that 29.3% of Pima County's 

population is Hispanic. That means 126,328 Hispanic individuals live in Pima County, and 

51.1% of those (64,554) are female. Of this number, 5-10% are depressed according to 

Levenson (2000), which would be 3,228 to 6,455 Hispanic women. These extrapolated 



numbers may not reflect the population of Mexican American women in Pima County, and 

this study was intended to elicit prevalence data in this group. 
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Depression has been reported to be higher when other factors are taken into 

consideration, such as coexisting medical illnesses. The percentage of depression can be as 

high as 20% to 30% in patients who suffer from other medical conditions (Levenson, 2000). 

Moreover, the diagnosis of depression is the most common one in primary care settings. The 

only disorder found to be more prevalent in certain populations is hypertension (Levenson, 

2000). The financial cost of depression in the United States amounts to $44 billion annually. 

This sum includes treatment, and losses related to mortality and lack of productivity 

(O'Connor, 2001). 

Depression can have devastating consequences that range from inability to perform 

activities of daily living to suicide. It has been reported that 15% of people with major 

depression will commit suicide. Suicide is the eighth leading cause of death in the United 

States, and 55,000 cases are reported annually. However, it is estimated that the actual 

number can be as high as 100,000 cases yearly (O'Connor, 1997). Depression can also 

contribute to death in patients with other medical conditions because the clients will lack 

motivation to take care of themselves (Levenson, 2000). 

The previous information provides an idea of the significance of the impact of 

depression in the United States, but depression also has a worldwide effect. The World Bank 

and the National Health Organization ranked heart disease as the number one condition with 

the highest global impact and depression was positioned second because of the loss of 

productivity in people affected by it (O'Connor, 2001). 
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Classification of Depression 

Depression is classified as mild, moderate and severe. For major depression to be 

diagnosed, five of the following symptoms must be present: depressed mood most of the day, 

a change in body weight of more than 5% without dieting, a loss of interest or pleasure, 

insomnia or hypersomnia, psychomotor agitation or retardation, fatigue or loss of energy, 

feeling worthless or guilty, decreased concentration and ability to think and make decisions, 

and recurrent thoughts of death (DSM-IV-TR). However, in this study, the prevalence of 

depression will not be identified by using the DSM-IV criteria. The Center for 

Epidemiological Studies for Depression (CES-D) Scale will be used to measure the presence 

of depression in Mexican American women living in the community. After completion of 

the CES-D questionnaire, the score of~16 points will place subjects in the depressed group. 

The CES-D is a screening tool used to find depressive symptoms, but it does not diagnose 

depression since depression can only be diagnosed by a trained mental health professional. 

What is Known About Depression in Females 

The diagnosis of depression is sometimes affected by the clinician's perceptions of a 

specific group, such as gender, race, and class. Depression has been defined as an 

exaggeration of symptoms in the areas of dependency, helplessness, hopelessness, passivity 

and lack of confidence. Koss-Chioino (1999) tried to explain the higher incidence of 

depression in women by pointing out that clinician's might consider certain characteristics as 

normal for a group, but the same characteristics are viewed as abnormal in other groups. In 

tum, this leads to a minimizing or maximizing of the pathology presented by the patients. 

Other factors that can influence a diagnosis are marital status and gender. Depressed clients 

might be classified as stereotypically female and the subjects with no depression as 



stereotypically male. In relation to marital status, married women are judged to be more 

feminine, thus single persons had less probability of being found depressed. However, 

previous research has found that single women tend to have a higher prevalence of 

depression (Koss-Chioino, 1999). 

Background 
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The word depression has been used to denote many mood states. Depression is a 

subjective term that can be used to name short-lived stress, such as difficulty adjusting to 

disappointment, harassment, rejection, or a loss that brings sadness and hurt. A second use of 

the term depression is to name a long-lasting mood that is characterized by sadness, 

emptiness, and inability to feel enjoyment and is linked to psychiatric and medical ailments. 

The third explanation is that depression is an independent disorder in which the mood 

symptoms are significant, but personality features may also influence the manifestation of 

symptoms of depression (Shucker, Downs & Zisook, 1996). 

Theories of Depression 

Biological Model of Depression 

In order to understand the biological roots of depression, different theories have 

emerged, such as the genetic hypothesis, the neurotransmitter hypothesis, the neuroreceptor 

regulation hypothesis, the neuroendocrine hypothesis, the circadian rhythm and sleep 

disturbance hypothesis, and the kindling and behavioral sensitization hypothesis (Shuchter, et 

al, 1997). The kindling theory refers to previous depressive episodes that could leave a "scar" 

in the brain making a person less resistant to depression during future events, which could 

lead to another depressive episode (O'Connor, 2001). 
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Depression has been present for centuries in varied cultures. The first scholar to 

postulate the notion of depression was Hippocrates in his theory of melancholia, known as 

"black bile". The Hippocratic theory explained that physical internal processes had an effect 

on the person's mood. Hippocrates' theory is very close to the current biological explanation 

of depression (Shuchter, et al, 1997). 

Although depression was scientifically researched during the last century, it was the 

creation of antidepressant medications and the discovery of the role of neurotransmitters that 

led to the study of the functions of the brain and to a new understanding of depression 

(Schucter, et al., 1997). Norepinephrine was the first studied neurotransmitter. The observed 

effects of norepinephrine in depression and the discovery of the other neurotransmitters 

marked the beginning of the monoamine hypotheses of depression more than 30 years ago. 

The monoamine hypothesis proposed that depression was caused by the deficiency of one or 

all monoamine neurotransmitters, noradrenaline, dopamine and serotonin. This hypothesis 

was expanded later to include the role of the monoamine receptors (Racagni and Brunella, 

1999). A "lesion" in monoaminergic function could be responsible for the depressive 

disorder since it affects the level of monoamines. The monoamine level will vary according 

to the synthesis, storage, and release of monoamine concentrations (Leonard, 2000). For 

example, investigators found that the level of serotonin was severely decreased in the 

hypothalamus and amygdala in postmortem brain tissue of patients who had depression 

(Leonard, 2000). 

Also, the genetic hypothesis has shown that affective disorders tend to run in 

families. Studies conducted with twins have demonstrated the role of inheritance by finding 

that monozygotic (MZ) twins are more likely to suffer affective disorders than dizygotic 
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(DZ) twins (Leonard, 2000). In addition, the theory of depression incorporates the possibility 

of a probable genetic basis for depression that is traced to a dysfunction in the short allele 

variant in the promoter region of the serotonin transporter gene. An abnormality in the 

promoter region of the serotonin gene decreases the transcriptional efficiency of the human 

transporter gene making serotonin less available in the brain (Leonard, 2000). 

Cellular and Molecular Theories of Depression 

Several studies, that have focused on changes in different brain structures in cases of 

major depression, discovered that a reduction in the volume of the hippocampus was 

common, and that volume loss could be the result of exposure to stress. During normal 

function the brain has a negative feedback mechanism to return to homeostasis, but during 

periods of chronic stress, such as depression, the activation of the hypothalamic-pituitary

adrenal axis (HPA) causes the levels of cortisol to increase which leads to hippocampal 

atrophy (Sheline, 2000). The hippocampus is then unable to inhibit the hypothalamus to stop 

producing cortisol releasing factors making the individual more prone to experience stress. 

The role of cortisol appears to be more critical in early-onset depression (Sheline, 2000). 

Other investigators have also found a link between depression and hippocampal volume 

reduction, and reported that hippocampus volume does not increase even after the depression 

is gone (Sapolsky, 2000). Rajwoska (2000) noted that the reduction in hippocampal volume 

is related to the duration of the depression and not to the age of the individual. According to 

the Associated Press, October 2001, a new antidepressant, only available at the present time 

in Europe, has been designed to return the hippocampus to its original size. If this 

medication, tianeptine, is efficacious, the memory and learning problems associated with the 

shrinking of the hippocampus in depression could be reversed. 
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Psychosocial Factors 

Psychosocial factors, such as stress, gender-specific roles, victimization, coping styles 

and low social status are contributors to the higher incidence of depression in females 

(Levenson, 2000). The higher rate of depression in women could be explained by the fact 

that women seem to react differently to life events than men. For example, women are 

more affected in stressful situations (Levenson, 2000). A hypothesis that looks at the 

psychosocial factors of the role of the woman in the family is called the role restriction 

hypothesis. 

Role Restriction Hypothesis. The role restriction hypothesis explains that the 

gender difference in depression is because some women tend to play only one major role, 

the role of the spouse, while men usually have the two roles, one as a spouse and another 

one as an employee. Since each role provides fulfillment and increases self-esteem, the 

more roles a person has in his/her life the less depression he/she will experience. Studies 

in non-Hispanic white subjects have found that people who are both married and 

employed have less depressive symptoms (Golding & Kamo 1988). Earlier, women were 

expected to assume the role of the homemaker, but the role of the Mexican American 

woman has been changing and, more recently, there is an expectation that she will work 

to contribute to the family's income (Hurtado, 1995). 

Purpose of the Study 

The two purposes of this study were to: a) find the prevalence of depression in 

Mexican American Women in Pima County and b) explore the relationship ofbiological and 

psychosocial factors to the presence of depression. 



Research Questions 

.L What is the prevalence of depression in Mexican American women in Pima 

County as measured by a score of~ 16 on the CES-D scale? 

16 

2. Is there a significant relationship between selected variables representing the 

biological and psychosocial dimensions and presence or absence of 

depression (score of~ 16 on the CES-D scale) in Mexican American women? 

Study Definitions 

Mexican American Women: Females who identify themselves as Mexican American 

because they are of Mexican ancestry born in the United States or because they emigrated 

from Mexico and currently reside in the US. 

Depression: Depression is a mood state identified by self- report via a screening 

depression instrument called the Center for Epidemiologic Studies Depression Scale (CES

D). A total score of ~ 16 on the CES-D indicates the presence of depression while a score of 

< 16 indicates the absence of depression. 

Center for Epidemiologic Studies Depression Scale CCES-D): The CES-D is a 

screening tool and does not truly measure depression. However, it is frequently utilized in 

research to estimate the prevalence of depression in a population (Appendix A, English 

version, Appendix B, Spanish translation). A thorough description of the CES-D can be 

found in Chapter 3. 

Curandera: A folk healer used by Mexican Americans sometimes before they consult 

a health professional. 

Familiasmo: close family ties that Mexican Americans consider very important. 

Marianismo: role of the Mexican American woman as portrayed by the Virgin Mary. 
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Summary 

Depression is caused by psychosocial and environmental factors, as well as genetic, 

biological and molecular factors. The prevalence of depression is higher for women than for 

men and different explanatory theories were presented. Depression affects the life of the one 

that suffers it, the life of his/her family members and has a high impact on health care costs, 

and in welfare expenses, due to the loss of productivity that can lead to unemployment. The 

cost of depression including comorbidity, loss of life, and loss of employment amounts to 

$44 billion annually in the U.S. 
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CHAPTER 2 

Conceptual Model 

People might develop depression not only because they have a genetic predisposition, 

but also because they are under stress. Symptoms need to be treated based on the person and 

his/her social situation. The treatment of depression needs to be addressed from 

biopsychosocial and cultural perspectives to be effective (O'Connor, 2001), and because of 

the different dimensions that play a role in the outcome of depression, the Biopsychosocial-

Cultural Model was chosen for this study. The Biopsychosocial-Cultural Model includes 

biological, cultural and psychosocial dimensions of individuals, and it explains how these 

dimensions influence health outcomes, particularly symptom experiences and symptom 

responses (Berg, 1997). It was originally outlined by Lee and colleagues (1994) as a way to 

examine the perimenopausal experience, and has been modified for use in assessing and 

proposing interventions for sexuality concerns during the perimenopausal transition (Berg, 

2001). 

A generic Biopsychosocialcultural Model can be found in Figure 1. In this model, 

biological, psychosocial, and cultural factors influence and are influenced by each other 

while simultaneously influencing health experiences and outcomes. 

Figure 1. Generic Biopsychosocial-cultural Model. 

Biological 
Dimension 

Psychosocial 
Dimension 

Cultural 
Dimension 

Health Outcomes 



19 

The biological dimension is defined as biological or physiological factors that 

influence health experiences (Berg, 2001). Variables utilized to measure the biological 

dimension have included age, gender, reproductive phase, menstrual cyclicity, hormone 

levels, parity, health problems, and menarchal age (Berg, 1997). The psychosocial dimension 

is defined as psychological and social factors that influence health experiences (Berg, 2001 ). 

Variables utilized to measure the psychosocial dimension have included depression, 

household complexity, relationship satisfaction, well being, household income, and education 

level (Berg, 1997). The cultural dimension is defined as cultural factors that influence health 

experiences (Berg, 2001 ). Variables utilized to measure the cultural dimension have included 

self-identity with a specific cultural group, acculturation level, language preference, number 

of years since immigration, generation since immigration, and attitudes toward menopause 

and aging (Berg, 1997). 

Bio-Psychosocial-Cultural Dimensions of Depression in Mexican American Women 

For the present study, life dimensions that affect health outcomes, in this case, the 

absence or presence of depression, are described at the biological, psychosocial, and cultural 

levels. Among the biological indicators that were considered were age, sex, and self-reported 

reproductive phase. Psychosocial factors of marital status, living arrangements, number of 

years lived in the United States, total household income, and current employment were also 

considered. The cultural indicators were self-identity as Mexican American and language 

preference for the completion of the study questionnaires. 

Biological, psychological, social, and cultural dimensions (Biopsychosocial-cultural) 

in women are essential to understanding the prevalence of depression in Mexican American 

women. In this study, biological variables of gender, age, and reproductive phase affect and 
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are affected by psychosocial variables (marital status, living arrangements, number of years 

lived in the United States, total household income, and current employment), and by the 

cultural variables (self-identity as Mexican American and language preference). Together 

these variables describe essential aspects of the target group to more clearly understand 

factors that may influence the presence of depression in Mexican American women. Figure 2 

details the model and specific measurement variables for this study. 

Figure 2. Biopsychosocial-cultural Dimensions ofDepression in Mexican American Women 

Biological 
Dimensions 

1. Gender 
2. Age 
3. Reproductive Phase 

Psychosocial Cultural 
Dimensions Dimension 
1. Marital Status 1. Self-Identity as a 
2. Living Arrangements Mexican-American 
3. Number of years in the US woman 
4. Total household income 2. Language preference 
5.Current employement 

~DEPRESSION 
~ ~ 16onCES-DScale 

Variables selected to represent biopsychosocial-cultural dimensions for this study 

have some literature link to depression, and current knowledge about these links will be 

discussed. Although most research reflects findings about Anglo Americans, findings about 

Mexican American women are reported when known. 

Biological Variables in Women 

Gender. The prevalence of depression differs by gender, but the differences 

emerge with age. For example, the rate of depression in females is double of that in men 

(Levenson, 2000). Levenson (2000) reported that the prevalence of major depression for 

women was 21% followed by men at 13% in the United States. 
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Age. During childhood the rate of depression is the same for boys and girls, but 

at age 10 through mid-life, gender differences occur. After mid-life the prevalence of 

depression is once again the same for both sexes. Women are more prone to depression 

during the childbearing years (Levenson, 2000), but the prevalence and the age at which 

people suffer from depression changed during the 20th century. If a person was born at 

the beginning of the century, the chances of developing depression were lower and, if 

developed, depression presented itself at an older age. The later in the century a person 

was born, the higher the incidence of depression at a younger age. For example, people 

born in the 1930's had their first episode between age 30 to 35 years, and for those born 

in 1956 their first attack took place between the ages of20-25 years (O'Connor, 1997). 

Reproductive Phase. Some researchers attach the higher incidence of depression in 

women on differences in brain structure, genetic transmission and reproductive factors 

(Levenson, 2000). For example, estrogen and progesterone make a difference in the way 

neurotransmitters, serotonin, and norepinephrine among others, behave in the brain. 

Incidence of depression is higher in women who are premenstrual, postpartum and peri

menopausal, although the latter is controversial. Depression is higher during reproductive 

events such as, miscarriages and when oral contraceptives are used (Levenson, 2000). Also, 

progesterone, present in hormone replacement therapy, might influence the higher rate of 

depression in women (Levenson, 2000). It has been noted that the serotonin receptors in 

postmenopausal women show decreased sensitivity that improves when women are started on 

estrogen replacement therapy (Stahl, 1998). 
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Psychosocial Factors 

Marital Status. O'Connor (2001) identified several stressors that could lead to a 

depressive episode. Among these stressors is the loss of interpersonal relationships, such as 

loss due to death, separation, or illness. The grief caused by a loss could initiate changes in 

the brain, much like kindling, and precipitate a depressive episode (O'Connor, 2001). In the 

case of divorce, there is a loss of a role, and loss of elements in a social support system. 

Divorces usually generate a winner and a loser. If the woman is the loser, she might also lose 

her support system that included friends, and her children (O'Connor, 2001). ). Also, Gove 

(1973) reported that being married caused more stressors and conflicts in women than in men 

that in tum could lead to depression. 

Living Arrangements. Women facing life stressors, that included poor relationships 

and living alone, were at higher risk for long-term difficulties with anxiety and depression 

according to a study that consisted of a sample of 57 4 women aged 18-65 years old (Miller et 

al. , 1988). Another study conducted by Dean et al. (1992) in a sample of848 subjects who 

were 65 and older found that elderly persons who lived alone showed a higher rate of 

depressive symptoms. The incidence of depression was higher in men than in women (Dean 

et. al., 1992). Another study that consisted of715 Hispanics, aged 60-93 years, found that 

females living alone and suffering from health problems had a higher score on the CES-D 

scale (Falcon & Tucker, 2000). 

Employment. Results from studies in Mexican American women regarding 

employment have yielded dissimilar results. Krause & Markides (1985), reported that 

employed Mexican American women had lower levels of depression. Other studies report 

that what is important is how fulfilling a role is; in the case of employment, lower levels of 



depression could be associated with low levels of stress at the job, and additionally, feeling 

supported from supervisors and co-workers (Golding & Karno, 1988). 
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Number of Years Living in the U.S. if not U.S. Born. Income, Education and 

Language. These variables are discussed in the Literature Review under Studies in Mexican 

American Women. 

Cultural Factors 

Culture. The cultural dimension includes self-identity as a Mexican American 

woman. Mexican Americans are proud of their Indian and Spanish heritage and consider it 

important for Mexican Americans to have a sense of their roots (Neimann, et..al., 1999). 

Also, culture will influence how people will respond to changes in their health status, and to 

what extent they will incorporate new ways to deal with health problems (Ferran, et al., 

1999). 

What is Known about Mexican Americans. Mexican Americans are considered 

Hispanics, a term used to name people whose descent can be traced to Spanish-influenced 

countries such as, Mexico, Puerto Rico, Cuba, Central and South America, Spain and regions 

where the Spanish Language is spoken. Current U.S. Hispanics immigrated to the United 

States from the above name countries while others were born here (Spector, 1996). 

The U.S. Hispanic population has increased rapidly during the last decades. 

According to the Census 2000, the Hispanic population grew almost 60% during the last 

decade, and is now the leading minority group (Raum, 20001). There are about 35,305,818 

Hispanics living in the United States, and Hispanics constitute 13o/o of the general population 

(Census 2000). In Arizona, Hispanics comprise 25% of the total state population. Most of 



the growth caused by migration experienced in Arizona came from those who crossed the 

border from Mexico. 
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The Mexican American culture is the result of a blend of Spanish and Mexican Indian 

characteristics (Martinez, 1986). The Mexican American population is composed of several 

groups, including well-educated individuals born in this country, and those with little 

education who generally came to the United States illegally (Martinez, 1987). Some Mexican 

Americans are considered bicultural and bilingual, meaning they have two cultures and two 

languages. Even Mexican Americans thought to be completely acculturated cannot be 

grouped with Anglo-Americans, because ethnicity and cultural beliefs distinguish them 

(Martinez, 1987). Among these beliefs are machismo, marianismo andfamiliasmo. 

Machismo is based on the belief of a family headed by a man and does not allow 

female-heads of families. Machismo also categorizes women as inferior and passive (Orozco, 

1995). Marianismo refers to women who have the Virgin Mary as a model. The role ofthe 

marianista entails the role of the women as caregivers and the notion that they are supposed 

to put always the needs of the family first. The marianista role is closely related to the 

important position that the church has for Mexican American women (Gil & Vasquez (1996). 

Fami/iasmo is the closeness that Mexican Americans have with their children to the extent 

that they place children as the first priority in their lives. Mexican Americans report that 

teaching their children discipline, emotional and physical closeness and respect for the 

elderly, such as grandparents and great-grandparents, is different in their culture, and grown 

up children often ask for advice from their parents. Also, some Mexican Americans think 

that it is lack of respect to place parents in a nursing home since older family members need 

to be cared for by the family and are supposed to die at home (Niemann et al., 1999). 
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Marriages are very important and women reported that they would stay with their husbands 

unless the situation is unbearable. Chicanas, Mexican American women who were born to 

parents of Mexican ancestry, who had themselves been born in the U.S. or whose ancestors 

have been in the U.S. for several generations, may disagree with this rule. Mexican 

Americans, who have not resided in the U.S. for too long, consider that this change signifies 

a loss to the Mexican culture (Niemann et al., 1999). 

Mexican Americans may suffer from different psychiatric disorders at some time 

during the acculturation process. Some of the more acculturated persons develop anxiety as a 

consequence of having changed or replaced their cultural values, beliefs and habits. 

Hispanics may experience guilt and longing for their lost culture. Certain changes include 

the belief in the male as head of the family and the expectation that children will always be 

close to the family (Martinez, 1986). Failure to meet these expectations may foster anxiety 

and depression. Rapid acculturation could also bring conflicts with other members of the 

family, thus damaging the support system. Research done in other ethnic groups has 

documented that suicide is higher in second-generation immigrants (Martinez, 1986). Also, 

children who did not learn the Spanish language may resent their parents for not teaching 

them the language. Second generation Mexican Americans may not consider the racism that 

their parents had to endure during the 1930's, 1940's and 1950's that made them abandon 

their language and customs (Martinez, 1986). 

Literature Review 

Depression in the U.S. Population 

Depression affects people despite gender, level of education, income or race. 

Depression has a higher incidence in the 18-44 age-group, and clinicians will see people with 
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their first episode of major depression in their early twenties, at a younger age than 

previously reported (Weisman, 1987). According to Reinherz (1999), major depression has 

a high incidence during the transition period from mid-adolescence to mid 20's. In young 

adults, some of the factors leading to depression are related to lack of interpersonal 

relationships, a high need for support, and an inability to maintain close relationships 

(Reinherz, 1999). Clinicians will also observe that the gender ratio is two or three women 

with depressive symptoms to one man. The highest rate of depression was found in women in 

unsatisfactory marriages. Among the risk factors associated with depression are being 

"female, born after World War II, divorced, separated or having marital discord" (Weissman, 

1987, p. 449). Biological and cultural inheritance is also known to play a role in depression. 

Children between the ages of 6-17, whose parents suffer from depression, have 2-3 times the 

risk of developing depression (Weissman, 1987). 

Even though depression has lifetime prevalence from 5% to 3 5% and individuals who 

suffer from this disorder are at greater risk of relapse and psychosocial dysfunction, only one

fourth of affected individuals receive professional treatment. Untreated depression affects 

the quality and quantity of life of the affected individual because of high morbidity and 

mortality. Moreover, depression has an impact on high health care costs (Kendler, et al., 

1992). 

Mexican Americans, who are illegal aliens, may not receive the treatment for 

depression when they need it because they may be afraid to seek care at public mental health 

facilities because of the fear of apprehension and deportation (Martinez, 1998). Also, there is 

a shortage of Spanish-speaking therapists in the U.S. and Spanish speaking only Mexican 
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therapists (Gonzalez, 200 1). 
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Depression is "a multifactorial disorder" (Kendler et al, 1993, p. 1993). Depression 

has to be considered in relation to traumatic experiences, genetic factors, temperament and 

interpersonal relations. Kendler et al., (1993) reported that genetic and environmental factors 

need to be taken into consideration, and in this study the largest risk factor for major 

depression was a stressful life event, especially a recent event, and the second one was 

genetic predisposition. Kendler and colleague's study (1993) concluded that genetic 

characteristics could influence environmental factors, such as the presence or absence of 

support, neuroticism, and how people cope with stressful events. 

Some risk factors have been identified as responsible for precipitating depression. 

One of these factors is a negative life event, such as infidelity and marital separation. 

Negative life events exert their action independently from genetic factors (Cano & O'Keary, 

2000). Adverse life events are known to affect children, but they can also cause a stronger 

reaction to distress later in life and be instrumental in the onset of depression. Minor episodes 

of depression can be a source of impairment and maladaptation (Hammen et al., 2000). 

Previous exposure to higher levels of stress during childhood can make adults more prone to 

depression. Adults who had stressful lives as children were more likely to develop 

depression when exposed to lower levels of stress. Adverse events considered significant 

during childhood and adolescence were family mental health problems, death of a parent, 

parental marital problems, divorce, and lack of an adult in whom children could confide with 

confidence (Hammen, et al., 2000). Kendler et al., 1998, found that monozygotic twins were 

2.6 times more at risk of developing depression when exposed to stressful life events. This 
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study concluded that subjects with high genetic risk were more prone to develop depression 

upon the impact of stressful events (Kendler, et al., 1998). Brown, Bifulco & Harris (1987) 

looked at the vulnerability to develop depression. This study included 400 women and the 

results were consistent with previous research that indicated that, after experiencing the same 

traumatic event, only one woman out of five will develop depression 

Depression in Mexican American Men and Women 

Higher rates of depression for both men and women were reported from the Hispanic 

Populations for Epidemiologic Studies of the Elderly. The rates of depression reported were 

31.9% for women and 17.3% for men (Black, et al, 1998). The rate in the general population 

for women is 21%, and for men 13% (Levenson, 2000). (See Table I). 

Despite the growing population of Mexican Americans, most studies done in this 

group have found that Mexican Americans have lower rates of mental illness when compared 

to Anglos. The lower incidence of depression found in Mexican Americans has been 

attributed to a more united and supportive family system commonly observed in the Mexican 

American population. These studies used global assessments of mental health status, such as 

the Langer 22 - Item Symptoms Inventory and the Health Opinion Survey. However, the 

studies involving Mexican Americans have been limited and more research is needed to 

determine the mental health problems among this population (Vega, et. al., 1984). 

The existing research is inconsistent, and the problems could be related to 

instrumentation, refusal rates, and sample sizes. Also, different instruments have yielded 

different results (Vega et al., 1984). For example, Gaitz and Scott (1974), and Antunes 

(1974) both used the Langner 22-Item Inventory, and found lower depressive symptoms in 

Mexican American than in Anglos (Vega et al., 1984). However, Vega (1984) reported that 
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in one study conducted by his group, they found that there were no significant differences 

among Mexican American women and Anglo women when they used the Health Opinion 

Survey. However, in the 1984 study by Vega et.al., using the Florida Health Study 

Depression Scale, they found higher degree of depression in Mexican American immigrants 

when compared to U.S. Mexican American born and Non-Hispanic Whites. The depression 

scores of Anglos and the English speaking Mexican Americans, who in this sample were 

U.S. born, were similar. Researchers attributed the higher depressive symptoms to the lack 

of language skills that led to a low educational attainment that accounted for a low 

acculturation and low societal integration. This study separated women as a subsample, and 

it stated that lower education in women, being female, and separated, yielded higher levels 

of depression (Vega, et.al., 1984). Other researchers, Quesada et al. (1978) used the Zung 

depression score and the Florida Health Study analytical design found lower levels of 

depression in Mexican Americans when compared to Anglos. 

Among the available studies performed with Mexican Americans using the CES-D 

Scale, the following used a small sample and had a 30 percent rate of nonrespondents. The 

results were consistent and reported higher rates of depression in Mexican Americans. 

Vernon and Roberts (1982) in Alameda County, California, found higher levels of depression 

in Mexican Americans when compared to Anglos and Blacks (Vega et. al., 1984). Frerichs 

( 1981) in Los Angeles County also found higher rates of depression among Hispanics than in 

Anglos or Blacks; however, when these studies controlled for demographic and 

socioeconomic variables, the differences were not important (Vega et al., 1984). Vega et al., 

1984, found that the sample size used in some studies was small and he recommended more 



30 

research to determine the mental health status of Mexican-Americans. The studies on 

Mexican Americans presented in the Literature Review are summarized in Table 1. 

Table 1. Studies of Depression in Mexican Americans. 

Author/Year 

Black, et. al., 
(1998) 

Gaitz and Scott 
(1974) 

Antunes (1974 

Quesada et al., 
(1978) 

Vernon and 
Roberts (1982) 

Variables Instrument Used 

Depression in Epidemiologic 
Hispanic men and Studies for 
women Elderly 

Comparison of the Lagner 22-Item 
rate of depression Inventory 
In 

Mexican 
Americans and 
Anglos 
Comparison of rate 
of depression 
between 
Mexican 
Americans and 
Anglos 
Comparison of rate 
of depression 
among Mexican 
Americans, Anglos 
and blacks 

Zung Depression 
Score and the 
Florida Health 
Opinion Survey 

CES-D Scale 

Frerichs (1981) Comparison of rate CES-D Scale 
of depression 
among Hispanic, 
Anglos and Blacks 

Vega et. al, (1984) Depression Florida Health 

Results 

Found rate of depression 
the for women was 31.9% and 

for men 17.3%, compared 
to Levenson (2000) who 
reported that depression in 
the general population was 
21% for women, 13% for 
men. 
Reported lower 
Depressive symptoms in 
Mexican Americans than 
in Anglos. 

Lower levels of 
depression in Mexican 
Americans when 
Compared to Anglos. 

Higher levels of 
depression in Mexican 
Americans when 
compared to Anglos and 
Blacks. 

symptoms among Study Depression 

Higher levels of 
depression in Hispanics 
when compared to 
Anglos and Blacks. 
Higher degree of 
Depression in Mexican 
American immigrants 
when compared to U.S. 
Mexican American born 
and Anglos 

Mexican Scale 
Americans and 
Anglos 
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Research Studies in Mexican American Women 

Research in the field of depression has also been conducted with Mexican American 

women that has taken age, educational and socioeconomic status into consideration. A study 

conducted by Vega et. al., (1984) used the CES-D scale and found that the level of 

depression was higher in young females, women under 30, in subjects with lower educational 

levels and in those who reported marital problems. Also, the Spanish-speaking respondents 

had higher depression scores. Vega et al, ( 1984) learned that a higher degree of acculturation, 

measured by higher educational attainment and socioeconomic status, yielded lower rates of 

depression (Vega, et al., 1984). Gallagher et al., (1997) found that the degree of depression in 

Mexican American women was high not only in the young population, but also in older 

women. Three different scales were used to determine the level of acculturation and the 

Center for Epidemiologic Studies of Depression scale employed to determine depression. 

Results found the level of depression high in older healthy women (Gallagher et al., 1997). 

The study concluded that the problem of depression in Mexican American women may be an 

undetected problem that needs to be addressed (Gallagher et al., 1997). 

A study by Vega et al. (1986) using the CES-D scale, conducted in San Diego 

County, California found that the percentage ofthe MA women who scored~ 16 in the CES

D scale was 41.53%. It also reported that women who reported marital problems had higher 

symptom levels than the married or never married (Vega, 1986). According to results 

yielded by Vega et. al., (1986) depression in Mexican American women was higher when 

they lived in the United States < 5 years .. Vega attributed the higher incidence to the 

psychological anguish these women suffered when they immigrated. Also, the CES-D scale 
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is very sensitive to situational stress and the high level of depression in these women could be 

caused by the desire to keep their own culture while adopting a new one (Vega et al., 1986). 

Golding and Karno ( 1988) assessed gender differences in depression using the CES

D scale in Mexican Americans born in Mexico, Mexican Americans born in the United States 

and non-Hispanic whites born in the United States. This study found that there was a higher 

incidence of depression in English-speaking Mexican American women born in the U.S. 

when compared to English-speaking Mexican American men born in the U.S. No difference 

was found in the Mexican born women and men. These results have also been found by 

other researchers who explain that employment is associated with less depressive symptoms 

in U.S. born Mexican American married women, but the U.S. Mexican American women 

were less likely to be employed than Anglo wives. Also, some researchers try to explain the 

increased depression in Mexican American women by looking at the cultural conflicts 

between traditional Hispanic values, for example, the role of the homemaker. On the other 

hand, Anglo wives, who place employment above homemaking, suffer from fewer depressive 

symptoms. While other researches have found that Hispanic women born in the U.S. are 

more highly acculturated than immigrants, the higher incidence of depression in this sample 

contradicts previous results in which higher acculturation meant decreased depression. This 

study suggested that the subjects preferred traditional gender roles and it is possible that this 

choice was distressing because previous research has shown that working Mexican American 

women who believe that it is acceptable for women to work outside the home, find that more 

fulfilling. Also, U.S. born Mexican American women and Anglo women reported low marital 

support, which was linked to depression. Previous studies have also shown that Mexican 

American women tend to marry men with traditional Mexican values that dictate that men are 
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more dominating than supportive (Golding & Karno, 1988). The studies discussed in the 

Literature Review on Mexican American women are summarized in Table 2. 

Table 2. Studies of Depression in Mexican American Women. 

Author/Year 

Golding & Karno 
(1988) 

Variables 

Depression, 
employment, marital 
support in MA born in 
Mexico, MA born in 
the U.S. and Anglos 

Gallagher et 
(1987) 
Vega 
(1986) 

al, Depression and age in 
MAwomen 

et. al., 

Vega et. al, (1984) 

Depression and marital 
status, marital discord, 
and number of years 
lived in the U.S. 

Depression, age, 
education, 

. . 
socioeconomic status, 
and 
satisfaction with 
marital relationship. 

Instrument 
Used 

CES-D 
Scale for 
Depression 

CES-D 
Scale 
CES-D 
Scale 

Florida 
Health 
Study 
Depression 
Scale 

Krause & Employment and CES-D 
Markides (1985) Depression 

Results 

Higher rate of depression was found in 
the women who were unemployed and 
also in the women who reported low 
marital support 

High rate of depression In young and 
healthy old women 
Found a rate of depression of 41.53% 
when assessing middle aged women 
Also, women with marital problems 
reported higher depression symptoms 
than the married or never married. 
Higher rate of depression in MA women 
who had lived in the U.S. less than 5 
years 
Mexican American women reported 
more depressive symptoms. A higher 
level of depression was found in 
younger MA females when compared to 
Anglos. Depression in MA women was 
also higher in those with lower 
educational levels and in those who 
reported marital problems. Higher 
depression in Spanish speaking MAs. 
A higher degree of acculturation and 
integration to the American society 
resulted in higher levels of education 
and a higher 
socioeconomic status that 
yielded lower levels of 
depression. 

Employed women 
depression scores. 

reported lower 
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Implications for Health Care for Mexican Americans 

Mexican Americans constitute two thirds of the Hispanic population in the United 

States, and are the largest subgroup among Hispanics. Mexican Americans and other 

Hispanics groups have "Latin cultural characteristics", such as, they all are Spanish or 

English and Spanish speakers and they are likely to be Catholic. Even though there are 

different varieties of Mexican Americans, mental health providers should deliver care taking 

into consideration the patient's sociocultural environment. One of the most important factors 

needing to be assessed is the patient's degree of acculturation. Immigration is a process of 

adaptation that could be very difficult for some people. Acculturation will be at a different 

level if the patient just immigrated or if he was born in the United States, but his parents were 

born in Mexico, than when patients cannot trace ancestry to Mexico because their ancestors 

immigrated a long time ago (Martinez, 1998). Immigration can also have a personal and an 

emotional meaning attached to it that could be important in psychotherapy. It is important for 

the psychotherapist to know why the patient or his parents decided to immigrate because the 

reason behind it can affect how immigrants view themselves. For example, first generation 

Mexican Americans who believe their parents left Mexico looking for a better life might have 

a positive attitude towards Mexico. On the contrary, if Mexican Americans born in the 

United States feel that they had to leave Mexico because of political reasons, they might feel 

deprived, and have a negative attitude to Mexico because they might feel they will never 

have in the United Stated what they could have had in Mexico (Martinez, 1998). 

It is difficult to treat ill illegal immigrants as they are afraid to seek care at 

public mental health facilities because of the fear of apprehension and deportation (Martinez, 

1998). Other Mexican Americans do not receive mental health treatment in the United States, 
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perhaps because they travel to Mexico to receive care. (Martinez, 1987). If illegal immigrants 

need emergency care, they may be admitted to hospitals, but once they are stabilized they 

leave treatment. The illegal aliens not only face the anxiety of the fear of deportation, but also 

the loneliness and depression associated with the separation from their family and homeland. 

Most of the illegal aliens are young men who might tum to alcohol and drugs as a way of 

self-treatment to cope with depression and anxiety, further complicating their lives (Martinez, 

1998). 

Health care providers must consider that immigrant status is not always associated 

with the length of time in this country, because some Mexican Americans have decided not to 

legalize their status (Martinez, 1987). This phenomenon may be one of the reasons Mexican

Americans are able to keep their culture and resist assimilation. Resistance of assimilation 

may also be because Mexico is a neighbor country. Mexico is close to the United States, and 

there are 2000 miles of shared border between the U.S. and Mexico. This proximity 

facilitates travel between the two countries. Constant travel allows constant movement of 

persons and culture (Martinez, 1987). 

Martinez (1986) reported that mental health treatment is more difficult when there is 

little communication, because psychiatric treatment is composed of drugs and of verbal 

therapy. Counseling, individual or group therapy cannot be effective when communication is 

poor because of a shortage of Spanish-speaking therapists. There are only about 500 to 600 

Spanish-speaking therapists in the U.S. for 200,000 patients that need Spanish-speaking 

mental health services in a six-month period (Gonzalez, 2001). Vega et al., (1986), reported 

that Mexican Americans were more willing to utilize psychiatric services when they were 
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provided with Spanish speaking mental health providers. Utilization was lower when the 

services were provided by English speaking doctors in general medicine (Vega, et al., 1986). 

Other problems that affect the venue for psychotherapy, besides not being able to 

communicate, are economic status and cultural factors. Hispanics may use both folk healers 

and the medical system. A folk healer, curandera, might be consulted first for the treatment of 

some disorders, such as chronic pain, musculoskeletal problems and anxiety conditions 

(Martinez, 1986). These practices may delay essential intervention for depression that could 

be grounded on stigma or by thinking that looking for medical care signifies a failure of the 

family's support system since the illness could not be dealt with within the family. 

Summary 

A Biopsychosocial and cultural conceptual model was adapted in the present study to 

explain how life experiences can have an impact on the prevalence of depression. The 

conceptual framework presented biological and psychosocial variables that could have an 

impact on the onset of depression. Literature was reviewed on factors affecting depression in 

the general population in the U.S, in Mexican Americans, and in Mexican American females. 

The literature review provided information that depression is more common in women and 

that life events can affect the onset of depression. The literature on depression in Mexican 

American females is inconsistent and limited in scope. Implications for health care in 

Mexican Americans were also discussed. 
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Research Methodology 
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The purpose of this study was to describe the prevalence of depression in Mexican 

American women in Pima County. This chapter will discuss the research design, sample and 

setting criteria, human subjects protection, data collection instruments, data collection 

protocol, and data analysis. 

Research Design 

A cross sectional descriptive design was used to conduct this study. Cross-sectional 

descriptive studies are nonexperimental in which the researcher describes situations without 

attempting to establish causality. The data are only collected once (Polit & Hungler, 1999). 

The specific research questions were: 

L. What is the prevalence of depression in Mexican American women in Pima County 

as measured by a score of~ 16 on the CES-D? 

2. Is there a significant relationship between selected variables representing the 

biological and psychosocial dimensions and presence or absence of depression (score 

of ~ 16 on the CES-D; <16 on CES-D) in Mexican American women? 

Protocol 

Data were collected in November 2001, following approval from the Human 

Subject's Committee of the University of Arizona. Subjects agreed to participate after an 

explanation of the general purpose and completion of informed consent procedures. 

Consenting subjects were asked to fill out the CES-D and the demographic data form at a 

time and place that was convenient to them. Participants were recruited at work places, 

homes, and parks. Snowballing was also used in which friends and relatives of participants 



were referred as potentials to the study. Prior to data collection, all subjects were given the 

approved study disclaimer. (See Appendix B). 

Sample and Setting 
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The convenience sample used in this study had to meet the following study inclusion 

criteria: a) female gender b) self-identity as Mexican American, c) 18 years of age or older, 

and d) able to read, write and understand English or Spanish. Each subject received a 

demographic questionnaire and the CES-D Scale in the language of her choice. A study 

disclaimer form was included in the packets which subjects were allowed to keep. A total of 

70 questionnaires were distributed and 63 were returned. The demographics questionnaire 

and the CES-D scale took about 10 minutes to complete at homes and workplaces. All 

participants understood that the information they provided would be kept confidential. 

Human Subject Protection 

The Human Subjects Committee of the University of Arizona approved the study 

(See Appendix A). As part of the consent process, participants were informed that their 

participation was voluntary. Study data collection packets were comprised of the 

demographic data form, CES-D, and a study disclaimer and were distributed to participants 

according to their preference in either English or Spanish. The principal investigator, a nurse 

fluent in both languages, was available to answer questions. Participants were advised they 

had the right to refuse to answer questions without any consequences or bad feelings toward 

them. All data collected were stored in a secured location and were only available to the 

researcher and data management personnel in the College of Nursing Office of Nursing 

Research. Participants were assured that the forms did not include their name as a measure of 

confidentiality protection. 
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Instruments 

Demographic Data Questionnaire. The demographic data were collected by using a 

1 0-item, open-ended and multiple choice questionnaire. (See Appendix C 1 for English 

version and Appendix C 2 for the Spanish translation). The demographic variables included 

in this study were age (ratio scale), marital status (nominal data), reproductive phase 

(nominal data), birthplace (nominal), number of years living in the United States (ratio scale), 

living arrangements (nominal data), relationship to other people in household, if applicable 

(nominal data), income (ordinal data), educational attainment (ordinal data), employment 

status (nominal) and number of working hours (ratio scale). The type of data on the CES-D 

scale is ordinal. Reliability and validity are traditionally not reported for demographic data 

instruments. 

Center for Epidemiologic Studies for Depression CCES-D) Scale. The CES-D was 

used to measure depressed mood. The CES-D was developed by incorporating items that had 

been previously validated by other scales to detect affective symptoms of depression. The 

CES-D has been successfully tested and is a valid tool that can be used in a broad range of 

subgroups such as age, sex, race, and educational level. The CES-D includes four major 

components that have been detected in depressive symptoms, which include, depressed 

affect, positive affect, somatic symptoms and retarded activity. The CES-D includes 20 

questions and uses a Likert-like scale system. Participants rate their symptoms based on a 4 

point scale, from zero to three, the zero is used to record symptoms that were experienced 

rarely or none of the time (less than 1 day), number 1 is used for some or little of the time (1-

2 days), number 2 reports symptoms that are felt moderately some of the time (3-4 days), and 

number three is used to denote that symptoms are present most or all the time (5-7 days). 



The total score results in this scale range from 0 to 60 points. Scores of~ 16 points are 

considered to be in the depressed range (Radloff, 1977). 

Validity and Reliability 

40 

Validity. Validity is defined as the degree to which an instrument measures what is 

intended to measure (Polit & Hungler, 1999). In this study, the instrument used was the 

CES-D. The CES-D has been found to be a valid instrument to measure depressed mood 

since many studies have examined its psychometric properties (Stroup-Benham et al., 1992). 

Most studies have used a score of 16 or greater to indicate depression. However, other 

investigators have found that the present cut point should be assessed on female Hispanic 

populations because the studies have found scores of 16 or greater in 41.5% of Mexican 

American women in California, and of33% in Northern Mexico adult females. Some 

researchers, based on the Diagnostic Interview Schedule (DIS) as the psychometric criterion 

measure, have proposed using a score of 27 as the cut point to avoid overestimating the 

presence of clinical depression. Most results indicate that the risk for depression to be 16% 

to 20% in the community (Stroup-Benham et al., 1992) instead of 5% to 10% as proposed by 

Levenson, 2000. 

Psychometric measurement will not be conducted in this study since many studies 

have examined the psychometric properties of the CES-D scale. Also, the score of~16 points 

was chosen as the cutting score because it is most commonly utilized in research studies 

using the CES-D (McDowell & Newell, 1996). 

Reliability. Reliability is the degree of consistency obtained when an instrument 

reflects accurately the true scores of the attributes studied (Po lit & Hungler, 1999). In this 

case, the reliability of the instrument could have been assessed by giving the same 
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answers, or the total score, were the same. Internal consistency reliability in this study was 

tested by using Cronbach' s alpha coefficient. 

Data Analysis Plan 
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Data were analyzed using the Statistical Package for the Social Sciences (SPSS) 

statistical program. Data for the variables of interest were ordinal, nominal, and ratio scale. 

Ordinal measurement allows attributes to be ordered according to levels. It permits 

researchers to categorize results that are incremental without specifying how much greater is 

one level than another level (Polit & Hungler, 1999). Ordinal measurement was used in this 

study to indicate household income and educational attainment. Nominal measurement 

involves the designation of numbers to characteristics that not give any quantitative 

information (Polit & Hungler, 1999). For example, in this study nominal data was used to 

analyze marital status by assigning numbers to each marital status, number one was used for 

single, number two for married, number three for living with a partner, number four for 

divorced or separated, and five for widowed. The same procedure was applied when 

analyzing reproductive phase, place of birth, and employment status. Ratio indicates 

measurements that have equal distances and has a meaningful zero (Polit & Hungler, 1999). 

Ratio scale was used in this scale to analyze age, and the number of years the individual had 

lived in the U.S. In this study, data were categorized for age, marital status, reproductive 

phase, birthplace, number of years living in the United States, financial status and living 

arrangements. 

CES-D data were managed by categorizing scores ;;::: 16 as depressed and < 16 not 

depressed as suggested by Radloff (1977). Demographic variables were compared by 



depression group membership to determine significant differences. The p value was set at 

<.05 for all inferential statistical tests (Polit & Hungler, 1999). 

Analysis 

L. Before data were analyzed, the numbers assigned to questions 4, 8, 12, and 16 

were reversed on the CES-D, because these questions are made in the positive 

direction, and the rest of the questions are negative statements. The instrument 

was designed in this fashion to avoid response set bias. 

2. Demographic characteristics of the sample were profiled using descriptive 

statistics and measures of central tendency and dispersion. 

J. The CES-D was checked for internal consistency reliability using Cronbach's 

alpha coefficient. 
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4. Answers to the first research question were obtained by scoring the CES-D Scale, 

categorizing women by group membership (depressed,~ 16 on CES-D; not 

depressed, <16 on CES-D), then providing descriptive details of these data in the 

sample of Mexican American women. 

2:. Inferential statistics of Student's T, Chi-square, Spearman's rho and Pearson 

Product Moment correlations were used to detect significant relationships 

between selected variables and depression group membership (depressed, ~ 16 on 

CES-D; not depressed, <16 on CES-D). 

Summary 

A cross-sectional descriptive design was used to determine the prevalence of 

depression in Mexican American women living in Pima County. The CES-D determined 

presence of depression as a score of ~16 and not depressed as a score of <16. The 
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convenience sampling design was outlined, and measures to protect their confidentiality were 

described. Data analysis plans were detailed to describe the sample and to answer the 

research questions. 
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CHAPTER FOUR 

Introduction 

The focus of this study was a) to find the prevalence of depression among Mexican 

American women in Pima County, and b) to compare the absence or presence of depression 

with the biological variables of age, and reproductive phase; and with the psychosocial 

variables of marital status, born in the U.S. or Mexico, number of years living in the U.S., 

living arrangements, total household income, education, and current employment. 

Demographic Characteristics of the Sample 

The sample consisted of 63 Mexican American females, living in Pima County 

between the ages of 20 to 65 years, who were born in the US or had emigrated from 

Mexico. The subjects were approached at homes and workplaces. The sample was 

intended to include women of various backgrounds, from different ages, at various 

reproductive phases, from diverse educational and socioeconomic levels to make a fair 

representation of the population. Most of the participants were employed and lived with 

their spouses and children. Similar numbers of respondents preferred English and 

Spanish. A total of70 questionnaires were distributed, six were not returned, and one 

was not included due to non-completion of the CES-D, leaving a total sample size of 63 

Mexican American women. 

Results 

Sample 

Participants (N=63) were born in the US (n=33, 52.4%) or not (n=30, 47.6%) and 

elected to complete the questionnaires in English (n=37, 58.7%) or Spanish (n=26, 

41.3o/o). Mean age for the Mexican American born in the U.S. was 36.1 years and for the 
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Mexican American born was 42 years(± 10.2 ), mean number of years lived in the US for 

Mexican born participants was 18.3 years(± 12.4) and the median 16.5 years. Many of 

the demographic variables for the sample are profiled, in tables numbered 4 through 8, by 

depression category in Part A of research question number two found below. 

Research Question One 

What is the Prevalence of Depression in Mexican American Women? The 

prevalence of depression in the sample of Mexican American women as measured by a 

total score of ~ 16 on the CES-D was a surprising 61.9% (n=39). Only 38% (n=24) scored 

<16 on the CES-D, which indicated the absence of depression. Table 3 details the range, 

frequency, and percent of scores on the CES-D obtained for this sample. Measures of 

central tendency were: mode = 20; median = 20; mean = 20.1 ( ± 10. 7). The test 

distribution was normal as seen in Fig. 1. The internal consistency reliability of the CES

D score was calculated using Cronbach' s alpha coefficient and determined to be a 

moderate .89. 



Figure 3. Total Depression Distribution 
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N = 63.00 

Table 3. Total Depressed Scores on the CES-D Scale. 

Score Frequency 
17.00 1 
18.00 4 
19.00 1 
20.00 5 
22.00 3 
23.00 2 
24.00 1 
25.00 4 
26.00 2 
27.00 1 
28.00 1 
29.00 1 
31.00 4 
35.00 3 
36.00 2 
37.00 1 
41.00 1 
42.00 1 
47.00 1 
Total 39 
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Percent 
2.6 
10.3 
2.6 
12.8 
7.7 
5.1 
2.6 
10.3 
5.1 
2.6 
2.6 
2.6 
10.3 
7.7 
5.1 
2.6 
2.6 
2.6 
2.6 

100.0 
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Research Question Number Two: 

Is there a significant relationship between selected variables representing the 

biological and psychosocial dimensions and presence of depression (score of ~ 16 on the 

CES-D scale) in Mexican American women? This research question was answered in 

two parts. Part A relates the presence or absence of depression to biological factors (age, 

reproductive phase) and to psychosocial factors (marital status, place ofbirth, living 

arrangements, total household income, level of education and current employment). 

These descriptive data are detailed in tables 4 through 8. Part B reports the results of 

inferential statistical tests to determine significant relationships of these selected variables 

to presence and absence of depression. 

Biological Factors 

Age. The youngest participant was 20 years old and the oldest 65. Mean age was 

38.83 years(± 10.5) with a median age of 40 years. In order to analyze data, the age 

groups were divided as follows: 1) ages 20 thru 35, 2) ages 36 thru 45 and 3) ages 46 to 

65. Chi Square was used to determine the relationship between age and presence or 

absence of depression. In the depressed group, the mean age was 40.5 years ( ± 1 0.2), but 

depression was found in all the age groups at a consistent rate. The greatest difference in 

percentages can be seen in the 46-65 year group in which 6.3% were not depressed, but 

19o/o were depressed, which means that about 2/3rds of the population in this age group 

were depressed. The group that had the highest incidence of depression was the 36-45 

year group. Also, in the nondepressed group the mean age was 36.17(± 10.5). 
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Table 4. Profile of Presence or Absence of Depression by Age Group. 

Depression Category 20-35 y/o 36-45 y/o 46-65 y/o Total 
n(% of all) n(% of all) n(% of all) N(% of all) 

Not depressed 11 (45.8) 9 (37.5) 4 (16.7 %) 24 (100 o/o) 
(CES-D <16) 

Depressed 13 (33.3) 14 (22.2%) 12 (19%) 39 (100%) 
(CES-D ~16) 

Total 24 (38.0) 23 (36.5) 16 (25.3%) 63 (100) 

Reproductive Phase. Participants were asked to select the appropriate 

reproductive phase category: 1) menstruating regularly, 2) perimenopause and 3) 

menopause. The highest incidence of depression was found in the group that was 

menstruating regularly, followed by the perimenopause and the menopause groups. 

Details of depression categories (depressed, not depressed) can be found in Table 5. 

Table 5. Profile of Presence or Absence of Depression by Reproductive Phase. 

Depression category Menst. Perimenopause Menopause 

Not depressed 
(CES-D <16) 

Depressed 
CCES-D >16) 

Psychosocial Factors 

Reg. 
n(% of all) n(% of all) 
17 (70.8) 3(13.4) 

24(61.5) 9 (23.1) 

41 (65 .1) 12 (19.1) 

n(% of all) 

4(16.66) 

6(15.4) 

10(15.8) 

Total 

N(% of all) 

24(1 00) 

39(100) 

63(100) 

The psychosocial factors that were analyzed were marital status, place of birth, years 

living in the U.S., living arrangements, household income, level of education, employment 
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status and number of working hours in a week. Presence or absence of depression is detailed 

by these variables in tables. 

Marital Status. Subjects were divided into four groups 1) single, 2) married, 3) 

living with a partner, 4) divorced or separated and 5) widowed. The highest rate of 

depression was found in the married group, followed by divorced, single, and living with 

a partner. None of the participants was widowed. See Table 6 for details of depression by 

relationship category. 

Table 6. Profile ofPresence or Absence of Depression by Marital Category. 

Depression Single Married Living Div/Separated Widowed Total 
Category w/partner n(% of all) 

n(% of all) n(% of all) n (%of all) n (%of all) N(% of all) 

Not depressed 8 (33.3) 11(45.8) 3 (12.5) 2 (8.3) 0 24(100) 
(CES-D <16) 

Depressed 5 (12.8) 24(61.5) 1 (2.6) 9 (23.1) 0 39(100) 
(CES-D ~16) 

Total 13(20.6) 35(55.5) 4 (6.3) 11 (17.5) 0 63(100) 

Living Arrangements. Only three of the participants lived alone, and the mean of 

these scores on the CES-D Scale was 28.33 (±3.1), which is much higher than the mean for 

the total group, 20.13 (± 10.7). 

Years Living in the U.S. if not U.S. Born. Of the 63 participants, 33 were born in the 

U.S. and 30 were born in Mexico. The Mexican born participants were divided into 

categories of years lived in the US: 1) less than five years, n=3, 10o/o (depressed, n=1, 3.3o/o; 

not depressed, n=2, 6.7%), 2) 6 to 15 years' n=9, 30% (depressed, n=6, 20%; not depressed, 

n=3, 10%), and 3) >16 years, n=18, 60o/o (depressed, n=13, 43.3%; not depressed, n=5, 
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16.7%). Mexican born participants demonstrated that the longer they lived in the US, the 

higher the prevalence of depression. The highest prevalence of depression was found in the 

group that had emigrated from Mexico more than 16 years ago. 

Income. Income was divided in six levels 1) $7,500 or less, 2) $7,501 to 15, 000 

3) 15,001 to 25,000 4) 25,001 to $35,000 5) 35,001 to $50,000 and 6) more than $50,000. 

See Table 7 for details of depression prevalence by total household income category. 

Table 7. Profile of Presence or Absence of Depression by Income Category. 
Depression $7,5000 $7,501 to $15,001 to $25,001 to $35,001 to More than Total 
Category or less 15,000 $25,000 $35,000 $50,000 $50,000 N(% of 

n(% of all) n(% of all) n(% of all) n(% of all) n(% of all) all) 

Not 
depressed 1(4.2) 2(8.3) 2 (8.3) 5(20.8) 4 (16.7) 1 0( 41. 7) 24 (100) 
(CES-D 
<16) 

Depressed 4(10.3%) 5(12.8%) 12(30.8) 11(28.2) 3(7.7) 4(10.3) 39 (100) 
(CES-D 
~16) 

Total 5(7.9%) 7(11.1%) 14((22.2) 16(25.4%) 7 (11.1) 14(22.2%) 63(100) 

The highest number of participants can be found in the $25,001 to $35,000 income 

bracket, in which out of 14 participants, 2 were not depressed and 12 were depressed. 

Education. Educational Attainment was divided into the categories of 1) less than ih 

grade, 2) junior high school, 3) partial high school (lOth or 11th grade), 4) high school 

graduate, 5) college graduate, and 6) graduate degree. There were 6 participants that did not 

answer this question, which left a total of 57 subjects. The highest prevalence of depression 

was found in the high school graduates, which constituted 24.6% of the population, but in the 

group with less than seventh grade and junior high the prevalence was 100%. 
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Table 8. Profile of Presence or Absence ofDe_Qression b~ Education Level. 

Depression Less Junior Partial High College Graduate Total 
Category than high High School Degree Degree 

ih School School Graduate n(%of n(% of all) N(% of all) 
Grade n(% of n(% of n(% of all) all) 
n(% of all) all) 
all 

Not 
depressed 0 0 2 (8.7) 9(39.1) 10 (43.5) 2 (8.7) 23 (100) 
(CES-D 
<16) 

Depressed 2 (5.9) 1 (2.9) 7 (20.6) 14 (41.2) 8 (23.5) 2 (5.9) 34 (100) 
(CES-D 
~16) 

Total 2 (3.5) 1 (1.8) 9 (15.8) 23(40.4) 18(31.6) 4 (7) 57 (100) 

Language. From the sample of 63 subjects, 37 preferred to answer the questionnaire 

in English, and 26 opted for the Spanish questionnaires. The mean score on the CESD-Scale 

was very similar for both groups with a mean score of20.46 (± 11.0) for the English CES-D 

version and 19.65 (± 10.5) for the Spanish one. 

Employment Status. For this part of the questionnaire, there were only 57 

participants who chose to answer the question. In the sample of 57 subjects, it was found 

that 9 did not work, while 48 did. Most employed women worked 40 hours or fulltime, 

with the median number of hours worked also 40 hours. Mean hours worked were 37.5 

hours per week. The mean score on the CES-D for the employed women was 18.8 

(± 10.4) and 27.9 (± 11.9) for the unemployed. Both of these groups' means fell into the 

depressed range. 
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PartB 

The biological and psychosocial variables were compared to the presence of 

depression using the Pearson's Product Moment Correlations. No significant relationships to 

depression scores were found for the biological variables. Significant relationships were 

found for total household income and depression category, r= -.319, n=63, :Q<.05, for 

education level and depression category, r=-.312, n=57, :Q<.05, and for current employment, 

r=-.302, n=57, :Q<.05. These data are interpreted to mean that the higher the household 

income, the lower the CESD-score; the higher the educational level, the lower the CES-D 

score. Currently employed participants also had lower CES-D scores. Chi-square statistics 

were calculated for marital status categories and depression category, X2 (3, n=63) =7.85, :Q 

<.05 . Surprisingly, the married participants were significantly more likely to be depressed 

than single women or women living with a partner. 

Summary 

Findings from this study were presented in this chapter with many data detailed in 

tabular form. The scores yielded by the CES-D scale were compared to the biological and 

then to the psychosocial variables. Lastly, the data were compared using correlations and 

Chi-square statistics to find significant relationships. 



CHAPTER FIVE 

Findings, Need for Future Research, Limitations and Implications for Nursing 

The results of the study will be discussed and compared to the literature and 

conceptual framework. The limitations of the study, implications for nursing and future 

research will be presented. 

Findings Related to the Literature 
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The prevalence of depression was much higher than has been reported in the general 

population and also higher than previous reports for Mexican Americans. This study 

included only women, and the rate of depression found was 63%. According to Levenson 

(2000), the rate of depression in the community is between 5 to 10%, but when gender is 

taken into consideration, the prevalence of major depression for women is 21% followed by 

men at 13% in the United States. Also, Vega et. al., (1986) found a rate of depression of 

41.5% when assessing middle aged women, and Black et al., found that the rate for women 

Hispanic populations was 21%. Studies in California reported higher levels of depression for 

Mexican Americans when compared to Anglos (Vernon & Roberts, 1982; Fredrichs (1981 ). 

The high prevalence of depression found in the present study may be related to cultural 

factors, to economic factors, or to recent life events, such as terrorist activities in the U.S., 

known to affect mood. Whatever the reason for the unexpected high prevalence of depression 

found in this study, this issue must be further assessed. 

The conceptual framework used in this study was the Biopsychosocial cultural model 

by Berg ( 1997; 2001) and it included biological, cultural and psychosocial dimensions. The 

results provided by the data in this study will be compared to previous literature reports. 
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Biological Variables 

Gender, age and reproductive phase. All participants were women. According to 

Levenson (200 1 ), higher rates of depression are found during the childbearing years. In the 

( 

sample for this study, a higher prevalence was found in the group that was menstruating 

regularly, but depression was very similar across all ages. A previous study in Mexican 

Americans found higher rates of depression in the young and in the old (Gallagher et al., 

1986). 

Psychosocial Factors 

The psychosocial factors included were marital status, place of birth, financial status, 

educational level, employment status, and language preference. 

Marital Status. O'Connor (2001) reported that grief caused by a loss due to separation 

or illness could trigger a depressive episode, but that was not the case in this study because 

most of the women were married, none were widowed, and the number of divorced women 

was also low. However, there was a significance found between being married and 

depression, in which married women had the most depression. This positive correlation is 

inconsistent with previous studies that have found that being married was associated with less 

depressive symptoms (Krause & Markides, 1985). It may be that contemporary Mexican 

American women are more willing to express their discontent. 

Place of Birth. Women that had lived in the U.S. more than 16 years had the highest 

rate of depression when compared to the ones that had lived in the U.S. for five years or less, 

and the ones that emigrated 6 to 16 years ago. This result is inconsistent with Vegas's et. al. , 

(1986) study that reported women who had lived in the U.S. less than 5 years had the 

greatest prevalence of depression. It may be that the present sample varied from previous 
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research on the acculturation rate. Or it may be that contemporary Mexican American women 

with multiple roles, including full time employment, experience more life stress or have less 

time to tap their traditional support networks. 

Preferred Language. Vega et. al, (19984) reported a higher rate of depression in the 

Spanish speaking Mexican Americans than English speaking Mexicans and Anglos. This 

finding is not supported by the mean scores for both the Mexican and English questionnaires 

were very close and not significant. It may be that the current sample reflects values and 

language use of a particular region, such as Sonoran. Also, some participants chose the 

English or Spanish versions according to their language preference and not to their ability to 

speak English. 

Living Arrangements. People that live alone report higher rates of depression 

(Miller et al., 1988; Dean et. al., 1992 & Falcon & Tucker, 2000). The present study 

confirms previous reports, as the mean on the CES-D was 28.3 (±3.0) for women living 

alone and for the ones who lived with spouses and children was 20.1 (± 10.4) and 20.8 

(± 12.3) respectively. 

Employment. In this study, employment had a negative correlation with 

depression, in which employed women were less depressed than unemployed females. 

This finding is congruent with previous research (Golding & Kamo, 1988; Krause & 

Markides 1985). 

Education. Income and Depression. Vega et. al., (1984) found that higher levels of 

education and higher socioeconomic levels were associated with less depressive symptoms. 

The present study is consistent and found a negative and significant correlation between 



depression when compared to income and educational level. Lower levels of depression 

were found in women with higher income and higher educational level. 

Need for Future Research 

The results from this study indicate that the psychosocial dimension strongly influences the 
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prevalence of depression in Mexican American women in Pima County as evidenced by the 

inferential statistical test results. Interestingly, age and reproductive phase were not 

significantly related to prevalence of depression. It may be that sample size affected the 

inferential test results, as a larger sample may be needed to detect significance (Polit, & 

Hungler, 2000) between these variables. It may also be that reproductive phase was not 

significantly related to prevalence of depression, because these categories were not defined 

for participants. Participants were asked to select their reproductive phase from a list. Future 

studies related to this topic should include a larger sample and better descriptions for 

reproductive phase. This might provide better directions and bolster reliability. 

Another factor that needs future research is the high prevalence of depression 

found in this study and also in the literature review. One possible explanation is that the 

CES-D scale exaggerates the symptoms of depression in Mexican Americans. To find out 

if the CES-D scale, in its current form, is suitable for the Mexican American population it 

must be compared between Mexican American known to be depressed and Mexican 

Americans known to not be depressed. 

Limitations 

According to the media, a current national disaster this year caused an increase in 

depressive symptoms that interfere with a person's ability to enjoy life and an increase in 

sleep disturbances. This phenomenon could have caused higher prevalence of depression in 
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the current study. The study may need to be repeated after a time span required to recover 

from terrorists threats. As well, the sample for this study was a convenience one consisting of 

people known to the Principal Investigator. This may have created a sample with specific 

characteristics that do not necessarily represent the Pima County Mexican American 

community. Also, when assessing marital status and depression, whether the subject was in a 

fulfilling relationship or was having marital problems was not taken into consideration. Most 

of the available literature has studied the quality of the relationship when assessing for 

depression. 

Another limitation was that, even though this sample was very cooperative, some of 

the subjects did not want to fill out information concerning their education and their working 

status. This could have been caused by unwillingness to admit they were working or that 

their educational level was low. However, must did answer these questions and provided a 

beginning description of this population. 

It would have been helpful to include other variables such as health status and 

relationship satisfaction, since these aspects of health can have an impact on depression. 

More thorough research is needed in the Mexican American group in Pima County, 

especially in women who may have a much higher rate of depression than men. 

Implications for Nursing 

The purpose of this study was to explore the prevalence of depression in Mexican 

American women in Pima County, and to provide data on this mental health problem in a 

rapidly growing group. The nursing profession must be aware that the presenting medical 

disorder complaint might not be the cause for which Mexican Americans seek care (Chun & 

Akutsu, 1999). Nurses need to be informed that even though depression has lifetime 
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prevalence from 5% to 35% and individuals who suffer from this disorder are at greater risk 

of relapse and a greater risk to suffer psychosocial dysfunction, only one-fourth of affected 

individuals receive professional treatment (Levenson, 2000). Untreated depression affects 

the quality and quantity of life of the affected individual because of high morbidity and 

mortality (Kendler, et al., 1992). 

Other considerations that nurses need to be aware of is that the high rate of depression 

seen in this study could be related to recent national events, but it could also be that Mexican 

American women are afraid to seek care at public mental health facilities because of the fear 

of apprehension and deportation (Martinez, 1998). Other problems that affect getting 

treatment are not being able to communicate properly, as happens in the case of the Spanish

speaking only subjects. Treatment can also be hindered by economic and cultural factors that 

include the use of curanderas first (Martinez, 1986). The stigma that mental disorders carry 

could cause people not to seek treatment, especially in the Mexican American culture. 

Hispanics have a tendency to consult the family and community as first option when 

health problems arise, and some patients may only seek medical help after self-treatment was 

unsuccessful. Factors that may impact women's ability to obtain health care are financial 

difficulties, accessibility, and lack of care that is acceptable to the patient's belief system 

(Chun & Akutsu, 1999). Health professionals also need to assess for mental health problems 

when Mexican American women come to their offices seeking medical care as some women 

will first seek medical care for their mental health problems (Chun & Akutsu, 1999). In 

order to treat depression efficiently, and for individuals to stay in treatment, it is important 

not to forget that depression needs to be a addressed from biopsychosocial and cultural 

perspectives. 
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Summary 

Mexican American women may have a high prevalence of depression that is largely 

left untreated. This has strong implications for all health care providers, particularly 

advanced practice nurses, who interface with these women in health care settings. More data 

must be gathered to understand the true prevalence in this community, but his study 

underscores the urgent need for further research than can lead to important early intervention. 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL 



21 November 2001 

Gladys Loyol~ . Master's Student 
Advisor: Judith Berg, Ph.D. 
College of Nursing 
PO BOX 21 0203 

THE UNIVERSITY Of' 

ARIZONA~ 1350 N. Vlnt A\'<nue 
.P .. O. !lox HS137 
Tu~~)n. Al 85724·:5137 
(520) 626-6121 

RE: THE PREVALENCE OF DEPRESSION IN MEXICAN AM.ERICAN WOMEN 

Dear Ms. Loyola: 

We received documents concerning your above cited project Regulations fJUblished by the U.S. 
Department of Health and Human Services {45 CFR PartA6.101 (b) (2)] exempt this type of research 
from review by our Institutional Review Board. Note: Copies ofyour En.gUsh/Spanisb Dis<:Jabncr 
Forms with ap·pro .... ·al stamp affixed arc enclosed for duplication itOd use in enrc>Jlingsubjects. 

Thank you for informil1g us of your work. 1 f you have any questions concerning the above, please 
contact this office. 

Sinc-erely~ 

Rebecca Dahl, R.N., Ph.D. 
Direc1or 
Human Subjects Prot.ecti.on Progr.Jm 

RD/js 
cc: Departmentai/Colleg.e Review Committee 
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DISCLAIMER FORMS 

ENGLISH AND SPANISH VERSIONS 
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UNIVERSITY OF ARIZONA 

SUBJEcrS DISCLAIMER FORM 
The Prevalence of Depression in Mexican American Wom.en 

You are being ask.ed to voluntarily participate in a study exploring the p;reva~ence of 
depression in Me·xican American Women. By respond iog to questions •n two 
questionnaires, you will be giving your consent to participat,e in the study. 
The quastionnajres will consist of a demographics form and the CES--D scale. 
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It will take approximately 10 minutes to complete the que!:ltionna.ires. You may choose 
not to .an,swer some or all o·f the ques,tions. Your identity win not be revealed and your 
confldenUa'lity wm be maintained in an reports of this project. The questionnaires will be 
locked in .a cabinet in a secure place and only the Principal Investigator, Gladys Loyola. 
RN. PMH-NP :student and her advfsor. Dr. Judith A. Berg 1 PhD. RNC~ WHNPwiU have· 
access to the data. 

There is no cost to you or any compensation for participating_ Neither is there any d i:rect. 
benefit Any questions you have wil:l be answered and you may wtthdraw· from; the study 
at any time without causing bad feelings. There are n<> known risks involved in your 
participation. The overall arm of this study is to help nurses have an understand~ng of 
how preval.ent, depression is in Mexican American women so that nurses can be more 
aware of this mood d'isorder when providing care to this population. 

You can obtain further information from Gladys Loyola, :RN r PMH- NP Student at 617, 
0043 and from Dr. Judith A. Berg, PhD, RNC. WHNP at 626~2206 . If yo.u have 
questions conceming· your rights as a research subj~. you may call the Human 
Subjects Committee office at 626-6721. 

Thank you . 

Investigator Date 

(520)61! 7-0043 
Telephone Number 



UNIVERSIDAD DE AR1ZONA 

APfiiOVED BY UNIVERIITY OF AZ lRS. 
11111 S'Wit IIUIT APP£AR 0J1 AU. 
DOCU . ....• ·· .... -·.· ... • · ··USED··· . · l. O. ·.· CONSBIT. . SUBJ. · ECTS.· .. · .• DATE: /f11J.1 ()1 . _ 

FORMA DE .P:ERMISO D.E LOS PARTICIPANTES 

La Frequencia de Ia Dcprcsi6n en las Mujeres t-.'iexico-Americanas 

Le e:stamos pidiendo que partici:pe voluntariamente en un estudio que se interesa en 
averigilar la frequencia con que se encuentra la depression en las mujeres Mexico
American as. U sted estani dan do su penni so para participar en est.e estudio cuando 
conte.ste el questionarario que consiste de preguntas demogn1ficas y de una escala para 
dctectar .la depresion Hamada CES-D. 

El cuestionario ~c tomar<\ aproximadamente 10 minutos en completar. Ustcd puede 
decidir no contestar a ciertas preguntas. Estos reportes son confidenciales y su identidad 
no sera revelada. Los cuestionarios seran guardados bajo nave en un lugar seguro y 
solamente ellnvestigador Principal~ Gladys Loyola, RNt PMH-NP estudiante, y su 
consejera Dr. Judith A. Berg. PhD, RNC, WHNP tendran acceso a la informacion. 

Su participacion no le cuesta nada y tampoco recibira. compensacion. Tampoco hay 
ningon beneficia para usted sl participa. Cualquier pregunta que tenga le sera contestada 
y usted tiene et derccho de salirsc del cstudio en cualqu_ier momento si.n ningun problema. 
No existen riesgos conocido.s para used si decide participar e-n este estudio. La meta de 
este cstudio cs proveer a enfemero(a)s con inforrnaci6n para que tengan un entendimiento 
de la frcquencia de la depresion en ]as mujercs Mexico-americanas para que 
enfermero(a)s tengan una idea de este padecimi'ento cuando traten a rnujeres de cste 
grupo. 

Si necesita mas informacion comuniquesc con Gladys Loyola, R.N, PMH-NP Estudiante 
al numero 617-0043 o tambien puede llamar a la Dra. Judith A. Berg, PhD, RNC, 
WHN P, al telefono 626~2206. Si tiene dudas referents a sus derechos como partcipantc 
en este estudio, puede Uamar a Ia oficina deJ Comite de Participantes al nume-ro 626-
6721. 

M uchas gracias, 

lnvestigador Fecha. 

(520} 6 17-0043 
N umero de Telefono 
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CES-D Scale 
Below is a list of statements describing how people behave or feel. Please circle the number which best indicates how you felt or 
behaved the past week. 

Rarely or 
None of the time 
(less than 1 day) 

1. I was bothered by 
things that usually 
don't bother me .. .. .. .. .. .. .. .. . 0 

2. I did not feel like 
eating; my appetite was 
poor . . .. . . . . . . . . . .. . . . . . .. . . . .. . . .. 0 

3. I felt that l could not 
shake offthe blues even 
with help from my family 
and friends .. .. .. .. .. .. .. .. .. .. .. .. . 0 

4. I felt that I was just as 
good as other people ............ ... 0 

5. I had trouble keeping 
my mind on what I was 
doing ...... ... .. ... . . ........... ... . 0 

6. I felt depressed .. .. .. .. .. .. .. ... 0 

7. I felt everything I did 
was an effort .. .. .. .. .. .. .. . . 0 

8. I felt hopeful about the 
future.. .. .. ...... ... ............ 0 

9. I thought my I ife had been 
a failure.... ............ ........ 0 

10. I felt fearful.................. . 0 

11 . My sleep was restless... ... 0 

12. I was happy . . ... .. . . . ... ..... . 0 

13. I talked less than usual . . . . 0 

14. I felt lonely . . . ..... ... . . . ....... 0 

15 . People were unfriendly . ..... . 0 

16. I enjoyed life ... .... .... . ... .. 0 

17. I had crying spells . ....... . 0 

18. I felt sad ........................ 0 

19. I felt that people dislike me 0 

20. I could not "get going" 0 

Some or 
little of the 
time (1-2 days) 

Moderate 
mount of 

time (3-4 days) 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

Most or all 
of the time 
(5-7 days) 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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Demographics 
Prevalence of Depression in Mexican American Women 

I am a nurse studying the Prevalence of Depression in Mexican American Women. By 
completing these questionnaires, you are granting your consent to participate in this 
study, and please remember that all information is confidential. If after completing the 
questionnaires you feel that you need assistance, please contact your primary care 
clinician for advice or contact El Rio Behavioral Health (623-9034) or Southern Arizona 
Mental Health Corporation (622-6000). 

1. What is your age in years? 

2. What is your marital status? Please mark. 

___ Single 
Married ---

___ Living with a partner 
___ Divorced or separated 

Widowed ---

3. What is your reproductive phase? 

____ Menstruating regularly 
____ Perminenopause 
____ Menopause 

4. Were you born in the United States? Please circle: 

Yes No 

5. If you answered no, how many years have you lived in the United States? 

6. Who lives at home with you? Please mark all that apply. 

live alone ---
___ with my spouse/ partner 

children ---
___ stepchildren 
___ parents 

roommate ---
sister ---
mother ---

___ other (please indicate) 
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7. Please indicate your total household income for the past year before taxes 
$7,500 or less S7, 501 - $15,000 
$15,001 - $25,000 $25,001- $35,000 
35,0001 - $50,000 more than $50,000 

8. What is the highest grade or year of school you completed? 

1. Less than ih grade 

2. Junior high school 

3. Partial high school (lOth of 11th grade) 

4. High school graduate 

5. College graduate 

6. Graduate degree 

9. Are you presently employed? Please circle. 

Yes No 

If yes, how many hours a week do you work? ___ _ 
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CES-D Scale 

A continuaci6n hay una Iista de frases que describen diferentes estados de animo y de comportamiento . Por favor circule el numero 
que mejor indique como se sinti6 o se comport6 durante Ia semana pasada. 

1. Me molestaron 
cosas que usualmente 
no me molestan 

2. No me sentia con 
ganas de comer; tenia 

Raramente o 
ninguna vez 

(Menos de un 
dia) 

0 

mal apetito.......... .. ... ..... .. 0 

3. Sentia que no podia 
quitarme de encima la 
tristeza aun con Ia ayuda 
de mi familia y amigos........ ... . 0 

4. Sentia que yo era tan 
buena como cualquier 
otra persona ......................... 0 
5. Tenia dificultad en 
mantener mi mente en 
lo que estaba hacienda . . . . . . . . . 0 

6. Me senti a deprimida . . . . . . . . . 0 

7. Sentia que todo lo que 
hacfa era un esfuerzo. . . . . . . . . 0 

8. Me sentia optimist 
sobre el futuro . . . . . . . . . . . . . . . 0 

9. Penseque mi vida 
era un fracaso . ... .... ............. 0 

10. Me senti con miedo . . . . . . 0 

1l.Mi sueiio era inquieto...... 0 

12. Me senticontenta . . . . . . . . . . . . 0 

13. Hable menos de lo 
usual . . . . . . . . . . . . . . . . . . . . . . . . . 0 

14. Me senti sola .. .. .. .. .. .. .. . . . 0 

15. La gente no era 
amistosa.... . . . .. . . . . . . . . . . . . 0 

Alguna o muy 
pocas veces 

(1-2 dias) 

Una cantidad 
moderada de 

tiempo 

(3-4 dias) 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

La mayor 
parte o todo 

el tiempo 

(5-7 dias) 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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Raramente o 
ninguna vez 

16. Disfrute de Ia vida . . . . . . . . . 0 

17. Pase ratos llorando . . . . .. .. .. 0 

18. Me senti triste ... . . . .. . . .. . . . 0 

19. Senti que no le caia 
bien a Ia gente .. .. . . . .. . . .... 0 

20. No tenia ganas de 
hacer nada . . . . . . . . . . . . . . . . . . 0 

Alguna o mu 
pocas veces 

71 

Una cantidad La mayor 
moderada de parte o todo 

tiempo el tiempo 

2 3 

2 3 

2 3 

2 3 

2 3 
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Datos Personales 
Presencia de Depresion en Mujeres Mexico-Americanas 

Yo soy una enfermera que esta estudiando la Presencia de la Depresi6n en mujeres 
Mexico-Americanas. Usted estara dando su aprobaci6n de participar en el estudio 
cuando conteste los siguentes cuestionario. Por favor recuerde que toda la informacion es 
confidencial. Si despues de contester los cuestionarios, usted siente que necesita ayuda 
por favor Harne a su proveedor de servicios medicos o Harne a El Rio Behavioral Health 
(623-9043) o a Southern Arizona Mental Health Corporation (622-6000). 

1. Cuantos afios tiene? 

2. Cua es su estado civil? 
Soltera ---

Casada ---
___ Vivo con mi pareja 
___ Divorciada o separada 

Viuda ---

3. En que etapa reproductive se encuentra? 
____ Menstruando regularmente 
____ Perminenoupausia o sea antes de la menopausia 
____ Menopausia 

4. Naci6 usted en los Estados Unidos? Por favor circule: 

Yes No 

5. Si respondi6 que no, cuantos afios ha vi vi do en los Estados Unidos? 

6. Quien vive con usted? Por favor marque a todos los que vi van con usted. 
vivo sola ---

___ con mi esposo/pareja 
___ con mis hijos 
___ con mis hijastros 
___ con mis padres 
___ con un(a) compafiero(a) de vivienda 

hermana ---
mama ---

___ otros (por favor indique) _____________ _ 
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7. Por favor indique la cantidad total de dinero que entr6 en su cas a el afio pasado, antes 
de pagar taxes. 

$7,500 o menos 
$15,001 - $25,000 
35,0001 - $50,000 

S7, 501 - $15,000 
$25,001- $35,000 
mas de $50,000 

8. Cual fue el ultimo afio que complet6 en la escuela? 

Menos del afio Septimo o hasta el afio Septimo 
Escuela de Junior high o escuela intermedia (termine el afio #8) 
La mitad de high school (grados #10 a #11) 
Me gradue de high school o sea termine el afio #12. 
Me gradue de la Universidad 
Me gradue con un Master (Postgrado) en la Universidad 

9. Esta trabajando en la actualidad? Por favor circule: 

SI No Soy jubilada 

Si contest6 que siesta trabajando, cuantas horas trabaja ala semana? 
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