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Abstract
Depression is one of the most important causes of disability in the world, causes considerable suffering, and problems associated with depression are extremely costly to
society. Depression is one of the most common and debilitating illnesses of older people that is frequently overlooked.
The most recent epidemiological study in Mexico estimated the lifetime prevalence of major depressive episodes
among people 18 to 54 years old to be 7.8%, only second
to alcohol dependence (8.2%). A previous study found that
older adults tend to have higher levels of depression than
younger adults. There are important gaps of information
about depression among the elderly. Along with refined
measurement approaches, further research is needed on
risk and protective factors for depression as these factors
might highlight the areas that need to be targeted. Addressing depression among the elderly can significantly contribute in reduced health care costs, lowered disability, morbidity
and mortality. This could yield important savings, freeing
resources that might become available for the attention of
important health care needs.

Resumen
La depresión es una de las causas más importantes de discapacidad en el mundo, genera considerable sufrimiento a
quienes la padecen, y los problemas asociados con ella son
extremadamente costosos para la sociedad. La depresión es una de las enfermedades más debilitantes y más
comunes entre los ancianos; sin embargo, generalmente es
pasada por alto. El estudio epidemiológico más reciente
en México estima que la prevalencia de episodios de depresión mayor es de 7.8% en la población de entre 18 y
54 años de edad, superada únicamente por la dependencia
al alcohol (8.2%). Un estudio previo encontró que los adultos mayores tienden a presentar niveles de depresión más
altos que los adultos jóvenes. Hay importantes brechas de
información acerca de la depresión entre los ancianos. Es
preciso afinar las técnicas de medición, y se requiere más
investigación acerca de factores de riesgo y protección para
la depresión, ya que ello puede dar la pauta para establecer
áreas de intervención. Atender la depresión entre las personas de edad avanzada puede contribuir significativamente
a reducir costos de atención en salud, disminuir la discapacidad, la morbilidad y la mortalidad. Esto generaría importantes ahorros y liberaría recursos que podrían ser
dedicados a la atención de otras necesidades de salud.
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Growth of the older population in Mexico

Depression as a public health concern

the past 50 years, the profile of the Mexican
During
population has changed profoundly and rapidly.

Comorbidity of depression with other public health problems

The population over 60 years has increased from 5.1%
of the total population or one million people in 1940 to
6.1% or about five million people in 1990, and it is expected that the population aged 60 years or more will
increase to 14.6% of the total population by the year
2025.1,2 In other words, since 1940, the number of people 60 years of age and older has increased consistently, relative to the rest of the Mexican population. In all,
about 17 million Mexican people will be 60 years or
older in the year 2025.3
The aging of the population is associated with
higher morbidity, mortality, disability, and associated costs. In part, these problems result from accumulation of toxic exposures, quality of life, and nutrition
as well as traumatic events over the years, problems
that interact with the naturally occurring process of
general decline of the immune system among the elderly.4 The increasing number of elderly with health
problems already are taxing the health care delivery
system in Mexico. For example, 30% of the beds at
general hospitals are being used by older adults.5 and
about 20% of all the outpatient visits are for this age
group. These data show that the needs of the elderly
are overpowering the available resources and capacities of the health care system in Mexico as of today.
The aging of the population will undoubtedly create
greater needs for appropriate health and mental
health care.
In Mexico, there will be at least 17.4 million cases
of mental disorders among older persons in the year
2000, 62% more cases than in 1985.6 Anxiety disorders,
alcohol abuse or dependence, cognitive impairment,
and affective disorders are expected to be the most
prevalent problems. If studies from the United States
and elsewhere are any guide, mental disorders of the
elderly are often not well assessed or treated but are
associated with important functional outcomes.7,8 To
the extent that mental disturbances are unrecognized
and not addressed, psychiatric conditions are associated with unnecessary burden and cost to older Mexicans, their families, and the nation. While we realize
there are gaps in knowledge which will only be answered by careful research in Mexico, the purpose of
this article is to call attention to a condition for which
effective treatment is available but which frequently is
under-treated in older persons, namely, depression.
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Depression can increase the risk for somatic diseases
and accidents, may accelerate or aggravate functional impairment progression, and may cause unnecessary delays in disease recovery. The body of evidence
linking depression with other health problems is already impressive. Depression has been found to be
associated with anxiety disorders, primarily with panic and social phobia, substance abuse, suicide, and
heart attacks; also, with increased mortality in the
young, in the elderly, and in depressed stroke patients.
Additional problems associated with depressive illness are diminished immunological responses, diabetes mellitus, chronic pain, gastrointestinal complaints,
somatoform disorders, migraine headaches, cancer,
Alzheimer’s disease, bone fractures, and various neurologic conditions such as Parkinson’s disease and
stroke.8,9
Several studies have shown that patients with
depression tend to be high utilizers of medical services.10-12 In turn, the over-utilization of services is likely
to have an impact on several areas of mental health
care delivery, primarily due to the lack of efficiency
and effectiveness that result from increases in services
utilization (e.g., increased costs, diminished availability of services). For example, conservative estimates
show that primary care patients who meet one or
more of eight DSM-III-R criteria for major depression
have higher health care costs ($ 2 390) than patients
with sub-threshold disorders ($ 1 098), and than those
who do not meet any criteria for a psychiatric disorder
($ 749).13 At a 12-month follow up, it was estimated
that only about 10% of the total cost in the most affected group was due to mental health care costs. Therefore, the higher costs associated with psychiatric
disorders are due to greater utilization of all types of
inpatient and outpatient medical services, and not just
due to increased costs associated with utilization of
psychiatric services. Another recent longitudinal study
that focused on older adults found that health care costs
for patients with significant depressive symptoms were
about 50% higher than costs for those without symptoms, and the difference remained statistically significant even after controlling for differences in age, sex,
and chronic medical illness. The difference in costs was
not explained by increased use of specialty mental
health care.14
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Diabetes mellitus, cardiovascular disease, and depression
In response to the aging of the Mexican population,
the “Programa de Reforma del Sector Salud 1995-2000”
specified interventions for the adult and elderly populations with three sub-programs: tuberculosis prevention and control; hypertension detection and control;
and, diabetes mellitus detection and control.1 The
above response-plan is important because diabetes and
hypertension have been identified as major causes of
death, morbidity and disability.15-17 In addition, a study
found that, on the average, diabetes and hypertension
were the most expensive treatments of an institutional
state care system in Mexico [$ 240.42 Mexican pesos
(about $ 30 dollars) and $ 312.54 ($ 40 dollars), respectively], as compared to prenatal care [$ 92.26 (or $ 12
dollars)] and diarrhea ($ 93.76 Mexican pesos), which
were the least expensive.18 Other authors have found
even higher costs in hypertension medical care.19
Given that an increase of the medical problems
mentioned above is associated with the aging of the
population, it is important to highlight the associations
found between diabetes and depression and that
patients with depression are at increased risk of death
from coronary heart disease (CHD).20 Recently, a longitudinal study analyzed the effects of increased depression on risk of death and stroke or myocardial
infarction (MI), among a sample of 4 508 individuals
60 years and older enrolled in a longitudinal clinical
trial of isolated systolic hypertension in the U.S.21 The
study used the Center for Epidemiological Studies of
Depression (CES-D) to measure depression. A 5-unit
increase in CES-D score for depressive symptoms was
found to be associated with a 25% increase in the risk
of death and an 18% increase in the risk of stroke or
myocardial infarction, after accounting for covariates
such as age, sex, race, years of education, history of MI
and diabetes, and current smoking status.
Another longitudinal study estimated the risk of
MI associated with a prior history of major depressive
episode to be 4.54 times greater (95% CI, 1.65 to 12.44),
than among those who did not report depressive symptoms, even after controlling for coronary risk factors.22
Moreover, the study also analyzed the role of specific
kinds of medicines, concluding that the association
between psychotropic medication use and MI was
probably a reflection of the primary relationship between depression and MI. This study addressed many
of the considerations discussed by Borja-Aburto and
colleagues,4 namely, the use of information from community samples, statistical power, and the use of standardized measurements and instruments for data
gathering. It is becoming increasingly clear that depressalud pública de méxico / vol.41, no.3, mayo-junio de 1999
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sion is a major contributor to the course and severity
of heart disease, and that in later life the two conditions may have a synergistic relationship. 23
Suicide and depression
The general rate of suicide in Mexico is estimated to
be 2.55 per 100,000 persons (4.4 for males and 0.8 for
females), the higher rates being found among people
75 years and older and between 15 to 19 years.24
Although the general rate of suicide in the U.S. is higher
than in Mexico (11.9 suicides per 100 000 persons; 19.8
for males and 4.4 for females),25 a similar ratio of
male:female suicide rates is observed (4.4/0.8= 5.5 in
Mexico, 19.8/4.4= 4.5 in the U.S.).
Common medical conditions, treatments, medications, and depression can increase the risk of suicide.26
Although treatable, depression is often not treated,
and suicide rates are high among depressed elderly persons.27 Actually, depression is the psychiatric condition
most often linked to suicide among older adults.28 A
consistent finding from a number of studies of older
persons reveals that they had seen their physician within a short interval before completing suicide. In some
cases, suicide victims thought they had terminal illness without any evidence, or thought their physician
was hiding information about severe illness. In other
cases, victims of suicide might have faced inadequate
treatment of depression, either because they were prescribed an incorrect medication or because the dose
was inadequate.29 These findings show the importance
of recognizing and adequately treating depression,
particularly in primary care settings.
Depression and substance use/misuse
Using data from the National Household Survey on
Addictions 1993, Tapia and colleagues explored drug
use among people aged 60 to 64 years, the oldest respondents included in the survey. These authors found
a high rate of psychotherapeutic drug use (28% for
women and 17% for men). The most commonly used
drugs were central system depressant drugs (22% of
the women and 13% of the men). Interestingly, about
85% reported to use these drugs by medical prescription.30 Elderly patients may receive several medications
from numerous physicians in pursuit of symptomatic
relief from unrecognized depression, because therapeutic interventions might be duplicated or contradictory
and might be associated with the development of neuroadaptation to tranquilizers, sedatives and opiate
analgesics. Transient fevers, arrhythmias and changes
in mental status in the elderly may not be recognized
191
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as a cluster of symptoms indicating a withdrawal syndrome, and thus the cycle of dependence might be expanded.31 Thus, recognizing depression is considered
an important first step in the treatment response for
those who have alcohol and other drug dependence.32
Unfortunately, as noted by Gallo and Lebowitz, substance abuse and dependence have not been well studied in the elderly.33
Depression and disability
Depression not only leads to higher health care costs
but also to considerable and unnecessary suffering of
patients. Psychiatric disorders are associated with high
levels of disability, showing a dose-response relationship (those patients with more psychiatric morbidity
and co-morbidity have higher levels of disability). A
World Health Organization (WHO) study of 25 916
people who consecutively attended primary health care
facilities in 14 countries found the functioning from
depressed patients to be comparable or worse than
that of patients with a major chronic medical disease.34
This finding is supported by an extensive literature
review that led other researchers to conclude that minor depression was associated with absenteeism from
work and was responsible for 9 to 16% of total disability days.35 As part of an international collaborative
study sponsored by the World Health Organization
(WHO), standardized instruments were used in a twostage sampling/screening strategy in three primary
health clinics in Santiago, Chile. Disability was evaluated using two measurements: the Social Disability
Scale and a self-report questionnaire. One third of primary health care patients with one or more psychological disorders suffered moderate to severe disability,
a rate that was twice as high as among patients without a diagnosis of a psychological disorder.36 Unfortunately, this international study did not include older
adults.
The serious implications of these findings are highlighted when viewed in relation to the findings of a
study by the World Health Organization, the World
Bank, and the Harvard School of Public Health on the
global burden of diseases. In this cross-regional, worldwide study, the impact of several health problems was
evaluated by analyzing the number of deaths attributed to a particular disease as well as the impact of premature death and disability on the population. For this
purpose, the DALY (Disability-Adjusted Life Years)
was developed as an indicator of disease burden. A
DALY represents a lost year of healthy life. In this manner, it was found that depression (unipolar major depression) and its health and social consequences was
192
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the fourth most important cause of disease during the
1990’s. This study also shows that depression will be
the second most important source of disease burden
by the year 2020, given the aging of the population.
These findings apply to all regions of the world.37 In
particular, for the region comprised of Latin American
and Caribbean countries, the report highlights that the
group of communicable diseases will show important
declines in disease burden (34.7 million DisabilityAdjusted Life Years in 1990 vs. 13.5 in 2020), while the
group of non-communicable diseases will show the
greatest increase. The number of DALYs associated
with depression will increase more than 60% from 1990
to the year 2020, so that disability attributed to depression will rival that due to cardiovascular disease. The
next section will review studies that can help unravel
the scope and distribution of depressive disorders in
terms of person, time, and place.
Epidemiology of depression
Mexico
We are unable to provide recent national estimates of
the prevalence and incidence of depression in Mexico.
Therefore, we present findings from studies of depression in Mexico that have used probability samples
based on specific populations. The rationale for limiting the revision to community and primary care health
care samples is that convenient and clinical samples
may confound associations of depression with referral patterns, severity and/or duration of the disorder,
or functional impairment, as well as with socioeconomic factors associated with access and utilization of
health services. In contrast, this review is aimed at providing an overview of the scope and impact of depression in the general population of Mexico.
Studies on depression in Mexico have focussed on
different populations and have used different methodological strategies and instruments.38 This review
may be useful in constructing an overview of the
present and future scope of the problem. Also, we have
included data from other countries to provide a general sense of the characteristics of depression in countries other than Mexico to develop a plan about what
can be accomplished regarding the problem of depression from systematic, continued efforts.
An overview on some of the most important studies available in Mexico at the beginning of the 1970’s
led Dr. Cabildo Arellan39 to estimate the prevalence of
“neurotic reactions” at about 10% to 13% of the general population, and about 1 in 4 persons over 15 years
of age. Neurotic reactions were used as indicators of
salud pública de méxico / vol.41, no.3, mayo-junio de 1999
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neurotic disorders, because it was thought that the diagnostic criteria for these disorders were less well defined than those for other disorders.
More recently, in 1987, a cross-sectional survey
was conducted in Tijuana, Baja California, Mexico, in
order to measure the scope of depressive symptoms
among people 18 years of age or older.40 Participants
in that study were selected via a multi-stage, systematic random sample of 50 clusters. The data were gathered by social workers that conducted structured
interviews with 991 respondents. The mean age of
those participating in the survey was 34 years, and
about 10% were 60 or more years old. A cutoff point of
16 or above in the CES-D questionnaire score was used
as an indicator of depression. All in all, 19.1% of males
and 33.0% of females scored the same or above the caseness threshold. The sex-adjusted mean in the CES-D
score was higher for those 50 years or more than the
overall mean, suggesting that older adults tend to have
higher levels of depression than do younger adults.
Other studies of depression in Mexicans have not
focused on older persons. A study of depression among
students 8-10 years old was conducted in west Guadalajara, Jalisco, (one of the three most populated Mexican cities). A multi-stage systematic random sample
of 377 children was obtained (about 10% of the 3 967
registered students in third to fifth grade), gathering
the data through face-to-face interviews by practicing physicians (pasantes en servicio social). The prevalence of depression was calculated using a cutoff of 16
points or above in the CES-D. Depression was the second most prevalent condition (46.3%) with females
(52.2%) having a higher proportion than males (40.6%).
The only disorder that was more prevalent than depression was aggressive conduct disorder (48.9%).41 A
binational survey among adolescent students was conducted in six cities of Texas and neighboring Tamaulipas. The CES-D was also used, with a cutoff of 16 points
or above. Depressive symptoms were less frequent
among Mexican youths (39.4%) than among Texan
youths (48.1%).42
Recently, Caraveo and colleagues used an adapted version of the World Health Organization Composite International Diagnostic Interview (CIDI), known
as CIDI-Fresno, to collect data from a representative
sample of adults 18-64 years old, in Mexico City. This
is the most comprehensive study ever conducted in
Mexico of psychiatric disorders with a large community sample. Findings from this study are being published, however, it will be possible to obtain estimates
of the lifetime and 12-month prevalence of major
depression and several other mental disorders, according to the 10th edition of the International Classificasalud pública de méxico / vol.41, no.3, mayo-junio de 1999

ARTÍCULO

ORIGINAL

tion of Diseases (ICD-10), and the 3rd revised and 4th
editions of the Diagnostic and Statistical Manual of
Mental Disorders (DSM-III-R and DSM-IV). In addition, this study will yield important information regarding the association of mental disorders and
disability as well as about the help seeking process
among persons with mental disorders.43 Preliminary
estimates of the lifetime prevalence of major depressive episode among persons 18 to 54 years old is approximately 7.8%, only second to alcohol dependence
(8.2%).44
All of the studies described earlier have contributed important information regarding the scope and
distribution of depression among children, adolescents
and adults. However, it is necessary to acknowledge
the scarcity of information on the epidemiology of depression among the elderly.
Other populations
In the United States (U.S.), the 12-month prevalence of
major depression varies according to the population
under study: 2-4% in community samples; 5-10% in
primary care settings; 6-14% in inpatient medical
wards.9,45 The prevalence of patients with depressive
symptoms that fall short of meeting the criteria for a
diagnosis of major depression is at least 2-3 times that
of those who receive a diagnosis of major depression.
Young adults are the most affected, with the elderly
showing lower prevalence rates than would be expected. Estimates of the lifetime prevalence of depression based on the National Comorbidity Survey, a
national representative stratified study of mental disorders in the U.S., are considerably higher for women
(21.3%) than for men (12.7%).46 This high prevalence is
troublesome because major depression can be recurrent and, at times, chronic. Typically, persons who suffer from depression have repeated episodes over time,
but approximately 25 to 50% of cases only have a single episode. We are not aware of studies with community epidemiologic samples that have estimated the
incidence or prevalence of seasonal depression, a
course specifier for mood disorders included in the
DSM-IV.47 However, methods of depression ascertainment in epidemiologic studies include persons who
meet criteria for major depression, and are inclusive
of the presence of seasonal affective disorder.
Other studies have been conducted throughout the
world regarding mental disorders in general, and depression in particular, many of them based on translations of standardized instruments that include the
Diagnostic Interview Schedule (DIS), the Composite
International Diagnostic Interview (CIDI), the Center
193
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for Epidemiologic Study of Depression (CES-D) scale,
and the General Health Questionnaire (GHQ). A salient finding from some studies has been that people
from Latin America and Japan obtain higher scores on
some sub-scales or items of these instruments when
compared to the original population for which the instruments were designed. Differences may indicate that
the meaning and domains of depression may be culturally sensitive.48-52 For example, Salgado-de-Snyder
and Maldonado50 argue that in the U.S. a cutoff point
of the CES-D score is associated with the 80th percentile, or 16 points. The corresponding cutoff threshold
in a sample of adult women in rural areas of the Mexican states of Jalisco and Michoacán ought to be 18
points. At lower thresholds, the prevalence of depression would be over 60% which the authors thought was
probably too high.
Another interesting methodological issue when
measuring depression is that Mexican Americans are
more likely than non-Hispanic Whites to endorse items
related to lack of positive affect and that U.S.-born
Mexican Americans are more likely to report somatic
and negative affect symptoms than Mexican-born people surveyed in the U.S.53 These differences in depression between the U.S.-born Mexican Americans and
those born in Mexico were not accounted for by differences in acculturation, strain, social resources, social
conflict, and education. Results of additional studies
on this topic suggest that unmeasured variables such
as selective migration or return, or generation differences, might account for the differences in depression
symptoms.54
More research is needed in this area, and an improved understanding of the cross-cultural expression
of depression is necessary for a better comprehension
of the problem. While we await special studies to address cultural similarities and differences of depression among the population, it may be possible to
examine the influence culture has on depression by analyzing findings from studies of countries with shared
cultural characteristics (i.e., Mexico and other Latin
American countries, the U.S. and the United Kingdom).
In this topic, studies participating in the International
Consortium in Psychiatric Epidemiology are most interesting and definitely will be useful in improving our
understanding of similarities and differences in the
scope and distribution of psychiatric disorders across
countries. The recent survey of 3 012 Mexican-Americans who were born in the United States or who migrated from Mexico to Fresno County, California, U.S.,
is an excellent example. In this study, a probability community sample was surveyed allowing interviewees
to choose the language in which they wanted to be in194
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terviewed (i.e., English or Spanish). Consistent with
prior research among Mexican-Americans,55 this study
found that Mexican immigrants have lower lifetime
rates of mental disorders than decendents of Mexicans
born in the U.S. In particular, an estimated 5.2% of
Mexican immigrants met criteria for at least one episode of major depression in their lifetime, while decendents of Mexicans born in the U.S had a higher rate
(14.8%). However, these rates are lower than the estimated 18.3% found by the U.S. National Comorbidity
Survey for all ethnic groups of Hispanics taken together.44 Merikangas and colleagues found that despite
important sociocultural differences across six countries
–Mexico included– a lifetime history of mood and anxiety disorders was associated with alcohol problems
or dependence, as well as with other drug problems or
dependence.56
In spite of the great interest on psychological and
psychiatric disorders in the primary health care sector,
studies about depression are not yet common in Latin
America. In addition to the studies conducted in Mexico, a few studies of psychological disorders have also
been conducted in Chile. Three recent studies in Chile
found similar prevalence rates of psychological disorders among patients in primary health care clinics. One
of these studies used the Self-Reporting Questionnaire
(SRQ) and found a prevalence of 51.9% among patients
attending to two general health care clinics in Concepción.57 Another study used the Clinical Interview
Schedule-Revised (CIS-R) in Lo Prado and found a
prevalence rate of 53.4%.58 In the third study, as part of
an international collaborative effort coordinated by the
WHO in primary health care centers, Florenzano and
colleagues36 found a weighted prevalence of 53.5% of
any psychological disorder diagnosis in Santiago. The
most frequent diagnosis was depression (29.5%) followed by generalized anxiety disorder, which affected
18.7% of the patients. Unfortunately, these studies
did not include substantial numbers of older adults;
however, the findings highlight the high rates of distress experienced by persons receiving health care.
Health services
Pathways to mental health care
Goldberg and Huxley59,60 formulated the model of
“Pathways to Mental Health Care” to describe the process by which individuals become defined as mentally
ill and eventually receive mental health services. The
first level includes all individuals in the community
with an episode of mental disorders (which Goldberg
and Huxley estimated at 260 to 315 per thousand per
salud pública de méxico / vol.41, no.3, mayo-junio de 1999
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year in the United Kingdom). The corresponding filter between the first and the second level is the “illness behavior”, that is, the response of the individual
and the community to the symptoms (e.g., denial, neglecting, segregation, somatization, support and referral). The second level corresponds to people in primary
health care who have an episode of mental disorders
and seek help (230 per thousand per year). Thus, the
filter to the next level is recognition of the mental disorder by the doctor. The third level includes those patients in primary health care who have been identified
as having a mental disorder by their doctors (102 per
thousand per year), and the filter to the next level consists of the referral and admission to mental health services. The fourth level corresponds to cases of mental
disorders that receive specialized mental health services (24 per thousand per year). Finally, the fifth level
corresponds to cases in psychiatric hospitals (6 per
thousand per year).
Most persons with psychological distress never
pass beyond the first two levels. Only a small proportion of people is identified and seen in specialized settings. It appears that most individuals with depressive
and anxiety related disorders remain within the first
two levels, while patients in the fifth level have more
severe conditions that may be more disruptive, such
as organic mental disorders or schizophrenia. Goldberg and Huxley provide extensive evidence that common mental disorders in the community level account
for enormous suffering, severe disability and elevated
financial costs.45 From the perspective of public mental health, it is essential to keep this framework in mind.
Since most cases occur in the first levels of the model
(that is, to up primary health care), the bulk of disability in the population will occur here, even though more
severe cases will be found in the specialty sector. Improving the recognition and treatment at these first levels could have a large effect on disability due to
depression on the overall population.
The World Health Organization’s Study on
psychological disorders in primary health care found that,
on the average, about one out of every four patients
who seek help in primary health care units throughout
the world has an identified mental disorder. Depressive
disorders are the most common of all, and about 12.8%
of all contacts have anxiety and/or depression symptoms, but insufficient in number to qualify as cases.61
Nearly one half of the patients with anxiety or depressive disorders are not identified as having the disorder by the physicians in primary care centers across
the world. In addition, the study uncovered that recognizing depression by the physician does not mean
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that the patient will be provided with treatment, as only
half were offered a drug treatment.61,62
Pathways to mental health care in Mexico and in other
countries
This section describes a number of studies selected
to provide a general understanding of pathways to
mental health care with a focus on Mexico. We summarize these studies in Table I. One of the earliest
studies of depression in Mexico was by Pérez-Toledo63
who studied depression among psychiatric patients.
The study consisted in administering the Zung
Depression Scale to 317 patients that sought treatment
for the first time in an outpatient psychiatric clinic in
Mexico City. About one out of three patients (32.8%)
was found to be depressed, and it was estimated that
31% of the cases had an intense level of depression,
while 16% of the cases suffered at a more severe level.
A survey conducted among patients 65 years
and older who sought general health care in a private
hospital in Mexico City64 found high rates of psychological distress. In this high-risk group, the general
prevalence of mental disorders in this sample was estimated to be 50.7%, and the most frequent diagnoses
were neurosis (42.1%), cerebral organic syndrome without psychosis (39.4%), and major affective disorders
(10.5%). In another study, Padilla and colleagues65 estimated the prevalence of psychiatric disorders among
patients 18 to 64 years old attending the general practice service of a health center in Mexico City. The study
used a systematic random sample of 501 patients,
which amounted to 50% of all the patients that attended the health center during a period of 6 weeks. The
study found that 51.8% of the patients presented a psychiatric disorder as measured by the GHQ-60. The most
prevalent disorders were adaptation reactions (29.1%)
and neurosis (13.4%). Of note, psychiatric care and inpatient care was necessary for 10% of the affected population or 5.3% of the entire sample in this study.
A similar study to the one mentioned above was
conducted by Medina-Mora and colleagues.66 These
authors conducted a survey of patients 18 to 64 years
old in a general hospital service in Mexico City using
the GHQ. Almost all patients attending the general
practice service during a 5-week period answered the
questionnaire (96.4% of 619). In this study, the prevalence of mental disorders was estimated to be 34%.
Neurosis, mainly depressive neurosis, was found to be
the most frequent diagnosis (25% in females, 17% in
males). Given the above findings, the authors of that
study indicate that the overall prevalence proportion
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All first-time patients receiving
psychiatric services in 24
primary health care centers
(Mexico City, 1981)

5 and more

Not applicable

18 - 64 yrs.
More than
50% were 45 or more

18 - 64 yrs.
(48.5% between 18
and 29 yrs.)

>65 yrs.
(46% >74
yrs.)

NA
(inferred 10-80 yrs.)

>15 yrs.

Age
(range or mean)

N= 7 968
first time patients
N= 18 828
subsequent

GHQ
N= 597

GHQ-60
N= 501

GHQ-60
N= 75

Zung’s Depression
Scale
N= 317

Neurotic reactions

Construct/Instrument/
Sample size

2.66 per thousand
8.93%
35%
24%

50%
46%
37.8%
31.5%

12%
25%
12.8%

34%
36%, 24%
25%
17%

51.8%
29.1%
13.4%
10%

50.7%
42.1%
39.4%
10.5%

32.8%
31%
16%

10-13%
33%

Findings

Annual demand rate
Service utilization rate
Neurosis among all females
Conduct disorders among all males

Required psychiatric services in 2 public health care centers
Required psychiatric services in a private hospital
Among patients with diagnosis of neurosis were seen in psychiatric
care services
Worries
Irritability
Generalized anxiety
Simple depression

General prevalence
Females, males
Neurosis in females
Neurosis in males

Any mental disorder
Adaptation react
Neurosis
Severe

Any mental disorder
Neurosis
Cerebral organic syndrome
Major affective disorder

Overall
Intense
Severe

Notes
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[66]
Gutiérrez and Barilar (1986)

Review

General hospital
service (5weeks)
(Mexico City)

General health care,
private hospital
(Mexico City)

[63]
Martínez et al. (1983)

[65]
Medina-Mora et al. (1985)

First-time outpatient
psychiatric patients
(Mexico City)

[62]
Pérez-Toledo (1973)

General practice
service (6weeks)
(Mexico City)

Review.
General population

[38]
Cabildo (1971)

[64]
Padilla (1984)

Setting/Population

[Reference #]
Author (year)

[67]
Caraveo (1986)

Table I

ESTIMATES OF DEPRESSION AND OTHER PSYCHIATRIC DISORDERS IN M EXICAN POPULATIONS:
A SUMMARY OF COMMUNITY AND PRIMARY HEALTH CARE-BASED EPIDEMIOLOGICAL STUDIES
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(San Antonio, Tx, U.S.)
(Monterrey, N.L., Mex.)

Students
(Guadalajara, Jal., Mex.)

Binational bi-state
survey among students

Community random sample
(Mexico City)

[68]
Hoppe et al. (1991)

[40]
Robles Silva et al. (1991)

[41]
Swanson et al. (1992)

[42]
Caraveo et al. (1998)

[43]
Vega et al. (1998)

Community random
sample among
persons of Mexican origin in
Fresno County, CA, U.S.

Community random
sample in 6 countries
[Mexico City included,
see Caraveo et al. (1998)
and Vega et al. (1998)]

Community random sample
(Tijuana, B.C., Mex.)

[39]
Vega et al. (1987)

[55]
Merikangas et al. (1998)

Community random sample
Los Angeles, CA, U.S.

[54]
Karno et al. (1987)

ICD-10, DSM-IV,
DSM-III-R
CID-Fresno

CIDI

for Mexico;
n15-54=8,098 for U.S.

18-59 years
n= 3 012
(1 810 immigrants,
1 202 U.S.- born)

ICD-10, DSM-IV,
DSM-III-R

ICD-10, DSM-IV,
DSM-III-R
CIDI-Fresno,
GHQ-12, RQC

Depression
N= 1775
N= 2382

Depression and more
CES-D 15/16
N= 377

Depression
N= 132
N= 150

Depression
CES-D 15/16
N= 991

DSM III: Major
depressive disorder,
and other
DIS
N= 312

18-54 years
n18-54 =1,734

18-64 years

11-19 years

8-10 years

Mean= 43.6
Mean= 31.5

18 +
(51.5% less than 34 yrs.)

18 +
(18->65)

48.1%
39.4%

52.2%
40.6%
48.9%

26.8%
7.6%

33%
19.1%

4.9%
8.4%
6.1%
15.3%

24.9%
48.1%
5.2%
14.8%

9.2%
9.0%
19.1%
29.7%

Lifetime

Forthcoming

(CONTINUATION TABLE I)

Lifetime. Any disorder, immigrants to U.S.
Lifetime. Any disorder, U.S.-born
Lifetime. Major depressive episode, immigrants
Lifetime. Major depressive episode, U.S.-born

Studies participating in the International
Consortium in Psychiatric Epidemiology
Mexico City: any mood disorder
Mexico City: any anxiety disorder
U.S. National Comorbidity Survey (NCS), any mood disorder
NCS, any anxiety

See Merikangas et al (1998) and Vega et al. (1998)

Texas, U.S.
Tamaulipas, Mex.

Depression among females
Depression among males
Overall conduct disorders

Mexican-Americans
Mexicans

Females
Males

Lifetime prevalence
Mexican-Americans
Non-Hispanic Whites
Female Mex-Amer 18–39 yrs. old
Fem. Non-Hispanic Whites 18-39 yrs.
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of mental disorder among this population is similar to
that found in other countries, once the proper thresholds are used.
In another study of psychiatric problems in health
centers, Gutiérrez-Avila and Barilar67 analyzed data on
all first-time patients who received services by psychiatrists in 24 primary health centers in the Federal
District of Mexico City in 1981, as well as among individuals who already had received services but continued to do so during the same year. These authors
examined the proportion of potential new users that
actually received services (demand rate) and the proportion of individuals with a disorder that received
services, regardless of their status as new or continuing services user (the service utilization rate). Patients
were diagnosed by the treating psychiatrist according
to the Eighth Edition of the International Classification of Diseases. The annual demand rate was found
to be 2.66 per 1 000 inhabitants, while the service utilization rate during 1981 was 8.93 per 100 patients. The
most frequent problems identified in this study included neurosis (35% of all female patients) and conduct
disorders (24% of all male patients). In this study, several factors seemed to indicate that primary health care
is not the main pathway to the health care system. In
light of the rather small demand and utilization rates,
Gutiérrez and Barilar hypothesized that either the demand of mental health services among adults is very
low or that the population may get specialized services directly from the third level of (mental) health care
or in the private sector.
Caraveo and colleagues68 concluded that the percentage of patients requiring psychiatric care was 12%
in two public primary care centers and 25% in a private general hospital. These authors were also able to
estimate that only 12.8% of patients with a diagnosis
of neurosis in primary health care were actually seen
in psychiatric care services. The most prevalent psychiatric syndromes in a sample of patients from a general family practice were worries (50%), irritability
(46%), generalized anxiety (37.8%) and simple depression (31.5%). In the same study, Caraveo and colleagues
report factors associated with recognition of mental
disorders in primary care settings. They conclude that
recognition of mental disorders varied as a function of
the patient’s symptomatology, chronicity of disorders,
and implicitly, the time available to the doctor to know
the patient.
A binational survey among Mexican-Americans
and Mexican family practice patients in San Antonio,
Texas, U.S., and in Monterrey, Nuevo León, Mexico,
found that rates of depression and anxiety were not
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significantly different in the two samples. However,
rates of disorders in Monterrey were substantially lower than those reported in previous studies. For example, the age-adjusted rate of depression for U.S.-born
Mexican Americans was over three times the rate for
those born in Mexico (26.8% vs. 7.6%, respectively).
Findings from this study need to be replicated, important regional and cultural differences are possibly
present within regions and populations in Mexico, but
it is also possible that the samples were not representative, despite the random procedures that were used
in both cities.69
In 1988, The World Health Organization conducted a study of 1 554 patients newly referred to mental
health services, to examine the pathways to psychiatric care in 11 countries. These countries, included Cuba,
Czechoslovakia, India, Indonesia, Kenya, Mexico, Portugal, Pakistan, People’s Democratic Republic of Yemen, Spain, and the United Kingdom. In this study,
somatic problems were found to be the most common
initial presenting problem, and the majority of the patients had previously received some form of treatment
for their present problem.62 The proportion of patients
with depressive disorders across centers was comparable. Contrary to what is often reported, somatic complaints were not more frequent in developing countries.
Additionally, the three main service providers on the
pathways to psychiatric services were: (a) the primary
care physician, (b) the general hospital doctor, and (c)
the native or religious healers. At least one of them is
involved with about 80% of all patients in all centers.
The pathway pattern seen in Mexico was similar to that
found in European centers but with more direct referrals from the community to specialty mental health
services. Mexican patients presented the highest median delay from the time they first developed symptoms to the time they received specialized mental
health care.
Results from the Mexican sites of the WHO study
show that the median delay from the onset of the disorder to obtaining psychiatric services varies considerably according to the disorder and type of institution.
Specifically, affective disorders had a median delay of
21.5 to 30 weeks from onset of the disorder to the time
when the patient reached the psychiatric service. Neurosis, stress and somatoform disorders had a corresponding median delay between 48 and 52 weeks.
However, it is important to mention that other disorders had much larger median delays, such as physiologic dysfunctions associated to mental disorders (494
weeks) and personality and conduct disorders, with
208 weeks of median delay. The study in these two
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psychiatric services found that the chief complaints
leading 60% of the patients to seek health care were
affective and conduct disorders. Finally, the authors of
this study highlight the small proportion of patients
who received services because less than 30% of these
patients received drug treatment.70
Problems for depression identification
and diagnosis
Recognition of depression among the elderly may be
difficult both in epidemiological surveys and in the
context of health care units. First, it is interesting to
note that surveys have found lower prevalence rates
of depression among the elderly than in younger populations. This may be explained by consideration of
several factors that may act alone or in combination.
Among these factors, co-morbidity with somatic problems may directly or indirectly explain a good proportion of the underestimation of depression: directly,
because within the hierarchic categories of psychiatric
diseases (e.g., the DSM and the ICD), depression could
not be diagnosed in the presence of any other disease
that could account for one or more depression symptoms, and indirectly, because older people are more
likely to attribute their problems to somatic rather than
to emotional origins.71,72 Persons 65 years or older are
less likely to report feelings of sadness/anhedonia than
younger persons.73,74
Problems that people may face in recognizing depression include such characteristics as lack of knowledge or understanding of symptoms by both patients
and caregivers, the tendency to avoid psychiatric care,
fears of expenses for medical consultations and medicines, a cultural misconception of aging as a naturally
depressing process, social isolation, and lack of social
networks that could help recognize symptoms. Also,
physicians may fail to detect depression in patients
with cognitive impairment, or when caregivers (family, staff) are unable or not willing to inform of current
symptoms because of the issues that were described
earlier.7,73,75
The implications of the failure to treat depression
are multiple, including iatrogenic injury, patient complaints due to aggressive medical testing, and comorbid disease progression. 76 Failure to identify or
diagnose depression has important implications both
for estimating the scope of the problem as well as for
timely treatment. Problems and implications for detecting depression may be particularly complex among
the elderly.
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Depression, primary health care, and
health care reform
In order to meet the increasing and more complex
needs of the population, the Mexican Health System
has undergone a process of reorganization that is expected to allow for more effective, timely, and satisfactory delivery of health care services. If the current
conditions of the elderly prevail in oncoming years,
the health care system will have to deal with a population that has very low school attainment level, low income, and little or no savings.38 However, as important
as they are, access and socioeconomic barriers will not
be the only challenges the health care system will have
to address. It will also be necessary to develop a health
care system that integrates primary health care and the
mental health care of older persons. Fragmentation of
services might prove particularly problematic for a
population that presents an additional need for establishing and maintaining rapport and orientation to
ensure treatment compliance and continuity. The creation of bridges that foster mutual understanding between specialties, with advocacy for integration of
mental health into a general medical framework, is an
additional challenge the health system reform may
need to consider.33
Where do we go from here?
The aging of the population is no longer a phenomenon solely observed in developed nations (e.g., Japan,
United States, Germany). Indeed, the age group comprised by individuals 65 year and older has been the
fastest growing age group in Mexico. An anticipated
consequence of the aging of the population is the increase in psychological disorders that must be addressed by the Mexican health care system. Our review
of the literature on depression indicates the need for
further studies given that depression and related health
problems produce considerable suffering to the individuals, and are extremely costly.
Several steps can be considered in order to best
respond to the health care needs of the aging population. First, it is important to document the extent of
depression among the elderly in Mexico. However,
given that prior studies have shown a cultural bias in
measurement, especially with the use of screening and
diagnostic instruments developed for English speaking populations, studies must be conducted to establish the validity and reliability of the instruments with
the populations under investigation. While it is clear
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that refined measurement approaches need to be developed, we also need to further advance our knowledge on the risk and protective factors for depression
as these factors might highlight the areas that need to
be targeted. Although a number of risk and protective
factors for depression among the elderly have been
identified in several countries, this type of work needs
to progress quickly in Mexico. An equally important
area of investigation is the study of help-seeking behaviors among the Mexican elderly. According to Goldberg and Huxley’s pathways-to-care model it would
seem as though the majority of cases of depression will
not be identified, perhaps, until other medical and/or
more serious problems have occurred. Therefore, the
study of help-seeking behaviors among the Mexican
elderly must not be neglected. Simultaneously, the
study in primary health care clinics about recognition
of patients with depression by attending physicians
could help increase the proportion of cases that receive
early interventions, and therefore prevent further complications and co-morbidity.
The reduction of depression among the elderly can
bring important benefits not only for the individual in
terms of decreased suffering but also for health care
providers in the form of reduced health care costs. A
growing literature indicates that addressing depression
among the elderly can significantly contribute in reduced costs, lowered disability, morbidity and mortality.
This could yield important savings, freeing resources
that might become available for the attention of other
equally important health care needs. As stated in the
quote from the Mexican Health Care Reform in the introduction section of this paper, the seeds of future
problems are being planted today. A multifaceted,
multidisciplinary approach to readying the health and
mental health care services for the increasing numbers
of older Mexicans is essential in order to meet the already existing challenges, and will be even more important during the coming years.
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