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Objectives. We estimated racial/ethnic differences in rates of major depression and in-
vestigated possible mediators.

Methods. Depression prevalence rates among African American, Hispanic, and White
adults were estimated from a population-based national sample and adjusted for poten-
tial confounders.

Results. African Americans (odds ratio [OR]=1.16, 95% confidence interval [CI]=0.93,
1.44) and Hispanics (OR=1.44, 95% CI=1.02, 2.04) exhibited elevated rates of major
depression relative to Whites. After control for confounders, Hispanics and Whites ex-
hibited similar rates, and African Americans exhibited significantly lower rates than Whites.

Conclusions. Major depression and factors associated with depression were more fre-
quent among members of minority groups than among Whites. Elevated depression rates
among minority individuals are largely associated with greater health burdens and lack of
health insurance, factors amenable to public policy intervention. (Am J Public Health.
2003;93:1945–1952)
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We sought to estimate the prevalence of
major depression within 12 months of the
HRS interview among older minority and
White Americans and investigate factors asso-
ciated with differences in prevalence rates that
might be altered by clinical, public health, or
public policy interventions. In addition, since
racial/ethnic differences in sociodemographic
(other than race/ethnicity),2,16,17 health,2,17–20

and economic16,17,21 characteristics may be en-
tangled in observed depression frequen-
cies,22,23 we evaluated the influence of such
factors on racial/ethnic differences in rates of
depression.

METHODS

Overview
We analyzed data from the 1996 HRS,

which involved a national probability sample of
noninstitutionalized members of the 1931 to
1941 US birth cohort and a 2:1 oversampling
of African Americans and Hispanics relative to
Whites.24,25 The interview conducted in the
1996 HRS included a one-time assessment of
major depressive episodes through the use of a
short form of the World Health Organization’s
Composite International Diagnostic Interview
(CIDI-SF), which was completed by 94% of the
cohort.25,26

The 1996 cohort comprised 8447 individu-
als who were aged 54 to 65 years at the time of
the interview. Analyses used person-weights,
strata, and sampling error codes for the 1996
HRS data developed at the University of Michi-
gan to allow valid inferences to the US popula-
tion as a whole.27 Our analyses were restricted
to the 7690 people who completed the CIDI-
SF and identified themselves as African Ameri-
can, Hispanic, or White. For analytical pur-
poses, we eliminated 190 individuals who
reported “other” racial/ethnic backgrounds or
for whom race/ethnicity information was not
available. In addition, we did not include 484
persons with missing information on depression
status and 83 persons with insufficient data in
any of the following areas: income, wealth, ac-
tivities of daily living, education level, and alco-
hol consumption.

Outcome Variable
We used the term major depression to refer

to the presence of a DSM-based major de-
pression episode14,28 as measured via the
CIDI-SF.29 The full CIDI has been shown to
have excellent validity and reliability among
individuals of different nationalities.13,30–32

The CIDI-SF has established reliability, as
demonstrated by good probability rates in
terms of identifying cases of major depression

Depression and other mental illnesses are lead-
ing causes of disability and premature mortality
in the United States, costing more than $150
billion in 1997.1 Later life depression is particu-
larly costly because of associated mortality, ex-
cess disability, and interactions with other phys-
ical health problems.2–5

While it is generally believed that mental
disorders are at least as prevalent among ethnic
minority groups as among the White popula-
tion of the United States,6,7 there is a paucity of
information on the prevalence of mental disor-
ders among minority groups.8 Earlier epidemio-
logical studies based on community or clinical
samples have limited generalizability.9–11 Com-
munity-based samples, such as the Epidemio-
logical Catchment Area Study,12 reflect demo-
graphic and cultural characteristics of specific
geographic locations and cannot be extrapo-
lated to the national experience.13

Studies that assess depressive disorders
through the use of national probability samples
are needed to make inferences to the nation as
a whole. The National Comorbidity Survey,
which involved a sample of US residents aged
15 to 54 years, gathered epidemiological data
on selected psychiatric disorders defined by the
Diagnostic and Statistical Manual of Mental Dis-
orders, Revised Third Edition (DSM-III-R) and
provided evidence of ethnic/racial differences
in these disorders.13,14

The goal of the current study was to esti-
mate prevalence rates of DSM-based major de-
pression in an older cohort (aged 54 to 65
years) of individuals who took part in the
Health and Retirement Survey (HRS). The
prevalence of depression in this largely prere-
tirement national cohort is of particular interest
because it has been reported that incidence
rates of major depression increase in the sixth
decade of life15; moreover, it is important to de-
termine the effect on this cohort of the deleteri-
ous health sequelae of depression,2,10 since
these individuals’ medical costs will imminently
be covered through Medicare.



American Journal of Public Health | November 2003, Vol 93, No. 111946 | Research and Practice | Peer Reviewed | Dunlop et al.

 RESEARCH AND PRACTICE 

consistent with the CIDI.33,34 The short form
includes only those questions needed to as-
certain diagnoses defined in the revised third
edition of the DSM; also, a 12-month time
frame is used in capturing current depression,
and questions have been reorganized to mini-
mize interview burden. A major depressive
episode is defined as a CIDI-SF symptom
score of 3 or above on a 0 to 7 scale.35

Explanatory Variables
Sociodemographic characteristics examined

included race/ethnicity, age, gender, and living
arrangements. HRS race/ethnicity data were
used to classify people into 3 mutually exclu-
sive groups: Hispanic, (non-Hispanic) African
American, and (non-Hispanic) White. Members
of other racial/ethnic groups were excluded
from the present analyses. The HRS also pro-
vided categorical information on marital status
(married, divorced/widowed, never married/
other) and family structure (children, grandchil-
dren, parents, parental caregiver). 

Health needs were assessed via self-reported
information on physical health, health behav-
iors, and functional limitations. Physical health
status was based on respondents’ reports of
being informed by a physician of the presence
of (1) potentially life-threatening chronic dis-
eases, including cancer, heart disease (e.g.,
heart attack, coronary artery disease, conges-
tive heart failure), lung disease, and stroke, or
(2) other chronic diseases, including arthritis or
rheumatism, diabetes, and hypertension. Obe-
sity was classified as a body mass index above
30, as determined from self-reported height
and weight data. 

Functional limitations were assessed based
on reports of physical and daily task limita-
tions. The number of physical limitations was
enumerated from respondents’ reports of diffi-
culty with, inability to perform, or avoidance of
4 tasks involving the lower extremities: walk-
ing several blocks, climbing several flights of
stairs without resting, pulling or pushing large
objects, and lifting or carrying objects weighing
more than 10 lb (4.5 kg).

Limitations in basic activities of daily living
(ADLs) or instrumental ADLs (IADLs) were as-
certained from respondents’ reports (e.g., un-
able to complete task, receive help/use a de-
vice in completing task). ADL tasks included
dressing, eating, using the toilet, bathing, walk-

ing across a room, and transferring in and out
of bed; IADL tasks included preparing a hot
meal, shopping, using the telephone, taking
medication, and managing money. Health be-
haviors also were assessed, including reports of
current smoking, alcohol consumption (catego-
rized as none in past 3 months, less than an av-
erage of 3 drinks per day, 3 or more drinks per
day), and lack of regular vigorous exercise
(fewer than 3 times per week).

Economic resources reflected access to
health care, as measured via financial ability to
pay for medical care (income, wealth, and
health insurance coverage), human capital (ed-
ucation level), and employment status. Family
income represented the preceding year’s in-
come of the respondent and his or her spouse/
partner from all sources. Wealth reflected
household net worth in terms of both housing
and nonhousing equity.36 For analytic purposes,
we dichotomized income and wealth using the
lowest 1996 HRS population-weighted quar-
tiles of $19792 and $10000, respectively. We
used imputed estimates developed at the Uni-
versity of Michigan when partial income or
wealth information was provided.36

We classified health insurance coverage as
Medicare, Medicaid, other government insur-
ance, or private insurance. We dichotomized
education level as completion of less than 12
years of schooling versus completion of 12 or
more years. Finally, we categorized employ-
ment status as follows: working, retired/home-
maker, and otherwise not employed (looking
for work, disabled, or other).

Statistical Analysis
We used weighted analyses to account for

the complex HRS sampling design, thus allow-
ing valid representation of the national popula-
tion. We used χ2 tests in making separate com-
parisons between the demographic, health, and
economic characteristics of African American
and Hispanic adults and those of White adults.

We employed multiple logistic regression
analyses to model racial/ethnic differences in
probability of depression after controlling for
explanatory factors. We estimated logistic re-
gression odds ratios (ORs) and 95% confidence
intervals (CIs) using Taylor series methods, with
between-cluster robust estimation, to adjust for
the complex sampling design. SUDAAN soft-
ware was used in conducting these analy-

ses.37,38 The logistic models first adjusted for ra-
cial/ethnic differences in depression related to
sociodemographic characteristics and then se-
quentially adjusted for health needs and eco-
nomic resources. 

We used direct standardization rates to illus-
trate the effects of explanatory factors on ra-
cial/ethnic differences, with the HRS White
subpopulation as the reference group.39 In this
approach, we calculated adjusted prevalence
rates by estimating probabilities of depression
from the multiple logistic model for (1) each
member of the White reference sample, and
then, (2) as (hypothetically) a member of the
African American subpopulation, and (3) as
(hypothetically) a member of the Hispanic sub-
population.

We restricted our analyses to the 94% of re-
spondents who completed the CIDI-SF depres-
sion assessment. To allow us to make popula-
tion statements regarding major depression
prevalence rates, we statistically adjusted for
potential bias due to missing depression assess-
ments by including respondents at an addi-
tional sampling stage and readjusting sample
weights using standard sampling methodol-
ogy.40 Respondents with complete CIDI-SF in-
formation were compared with nonrespondents
to identify potential differences in characteris-
tics such as age, gender, race/ethnicity, hearing
problems, education level, activity limitations,
nonresponse to sensitive income and wealth
questions, and geographic region. The sampling
weight used for respondents who provided
CIDI-SF information was calculated as the
1996 HRS sampling weight multiplied by the
inverted probability of completing a depression
assessment given these characteristics; this
probability was estimated via logistic regression.
We used a nominal 5% alpha significance level
in our statistical tests. 

RESULTS

Table 1 shows demographic, health need,
and economic characteristics, according to
race/ethnicity, among 7690 members of the
study cohort aged 54 to 65 years. In compari-
son with White respondents, both African
American and Hispanic respondents were sig-
nificantly more likely to be unmarried or not
living with a partner and to have grandchil-
dren. African Americans were more likely than
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TABLE 1—Distribution of Characteristics Among 7690 Members of the 1996 Health and
Retirement Survey Cohort, by Race/Ethnicity

White African American African Hispanic 
(n = 5760), (n = 1268), American (n = 662), Hispanic
% or Mean % or Mean vs White: % or Mean vs White:

Baseline Characteristic (95% CI) (95% CI) Pa (95% CI) Pa

Sociodemographics

Age, y, mean 59.3 (59.3, 59.4) 59.4 (59.2, 59.6) NSb 59.2 (58.9, 59.4) NSb

Female 51.3 (50.2, 52.3) 56.8 (54.4, 59.3) <.001 54.4 (50.6, 58.2) NS

Marital status

Married/lives with partner 78.0 (76.7, 79.2) 53.5 (50.9, 56.0) <.001 66.0 (61.6, 70.4) <.001

Divorced/widowed 19.0 (17.8, 20.1) 39.5 (36.9, 42.1) 29.1 (25.0, 33.1)

Single 3.0 (2.5, 3.5) 7.1 (5.7, 8.4) 4.9 (2.6, 7.2)

Lives alone 14.3 (13.3, 15.2) 21.4 (19.7, 23.1) <.001 14.4 (11.0, 17.8) NS

Has child 93.2 (92.4, 93.9) 92.7 (90.9, 94.4) NS 92.2 (89.6, 94.8) NS

Has grandchild 77.4 (75.4, 79.3) 82.3 (79.8, 84.8) .002 82.5 (79.1, 85.8) .026

Parent alive 55.1 (53.4, 56.8) 46.4 (43.7, 49.1) <.001 51.4 (47.8, 55.0) NS

Helps parent with basic 18.6 (17.5, 19.7) 16.5 (14.0, 19.1) NS 15.0 (12.0, 18.1) .045

activities

Health needs

Chronic conditions

None reported 23.2 (21.9, 24.6) 12.1 (10.4, 13.9) <.001 21.3 (18.1, 24.5) NS

Potential life threatening

Cancer 7.6 (7.0, 8.2) 5.9 (4.4, 7.4) NS 6.5 (4.4, 8.6) NS

Heart disease 16.5 (15.3, 17.6) 17.7 (15.7, 19.7) NS 12.2 (10.1, 14.3) .005

Lung disease 9.5 (8.5, 10.5) 8.5 (7.2, 9.8) NS 7.1 (3.9, 10.2) NS

Stroke 3.2 (2.7, 3.8) 6.0 (4.5, 7.4) .001 3.3 (0.7, 5.9) NS

Other chronic condition

Arthritis 48.4 (46.8, 50.0) 53.6 (50.4, 56.8) .007 44.6 (38.7, 50.4) NS

Diabetes 10.4 (9.6, 11.1) 23.3 (20.7, 25.9) <.001 18.5 (15.4, 21.7) <.001

Hypertension 39.1 (37.6, 40.6) 62.7 (60.0, 65.4) <.001 44.5 (40.0, 49.0) NS

Obesity 23.2 (21.8, 24.7) 36.3 (34.0, 38.7) <.001 29.1 (24.5, 33.7) .043

Functional limitations

Physical limitations

None 54.4 (52.5, 56.4) 39.9 (36.8, 43.0) <.001 42.9 (38.0, 47.8) .002

One 20.1 (19.0, 21.2) 18.7 (16.0, 21.4) 18.0 (14.6, 21.4)

Multiple 25.4 (23.9, 27.0) 41.4 (38.5, 44.4) 39.1 (34.2, 44.0)

Daily task limitations

None 93.1 (92.3, 93.9) 83.8 (81.6, 85.9) <.001 86.0 (82.4, 89.5) .017

IADL only 3.1 (2.5, 3.7) 5.8 (4.2, 7.4) 6.8 (4.6, 9.1)

Any ADL 3.8 (3.3, 4.3) 10.5 (8.8, 12.1) 7.2 (4.8, 9.6)

Health behavior

Current smoker 24.5 (23.0, 26.1) 28.1 (25.3, 30.9) .045 22.2 (18.6, 25.8) NS

Alcohol use

None in past 3 months 60.6 (58.2, 63.1) 73.6 (70.8, 76.3) <.001 70.3 (65.6, 75.1) .012

Less than 3 drinks/day 36.3 (33.8, 38.8) 24.3 (21.9, 26.7) 28.3 (23.7, 32.8)

3 or more drinks/day 3.1 (2.7, 3.5) 2.1 (1.2, 3.0) 1.4 (0.0, 2.9)

Lack of regular exercise 46.8 (45.1, 48.5) 56.9 (54.0, 59.8) <.001 60.5 (56.1, 65.0) <.001

Economic resources

Education less than 12 years 19.5 (17.7, 21.4) 41.5 (37.4, 45.6) <.001 62.4 (55.6, 69.2) <.001

Continued

Whites to be female and to live alone and were
less likely to have a living parent. Notably, Afri-
can Americans reported more chronic condi-
tions than Whites (88% vs 77% reporting at
least one such condition), particularly arthritis,
diabetes, hypertension, stroke, and obesity. 

Hispanics were similar to Whites in terms
of chronic conditions, except that they exhib-
ited a higher rate of diabetes and a lower rate
of heart disease. African Americans and His-
panics had disproportionately more physical
or functional limitations than Whites; were
significantly less likely to consume alcohol or
engage in regular exercise; had less education,
income, and wealth; were less likely have
health insurance coverage; and were more
likely to be unemployed.

Table 2 shows prevalence rates of 12-month
major depression (i.e., CIDI-SF score of 3 or
higher) and associated odds ratios according to
sociodemographic, health need, and economic
resource characteristics. Major depression was
most prevalent among Hispanics (10.8%), fol-
lowed by African Americans (8.9%) and
Whites (7.8%). The odds of depressive disor-
ders among older Hispanics were 44% greater
than among Whites (OR=1.44; 95% CI=
1.02, 2.04), representing a significantly greater
prevalence of major depression.

A comparison of Tables 1 and 2 shows that
many characteristics more frequently reported
by African Americans and Hispanics were
strongly associated with higher rates of major
depression. Table 2 indicates that younger age,
female gender, being widowed or divorced, liv-
ing alone, and providing care for a parent each
significantly increased the odds of depression.
All of the health needs (i.e., chronic diseases,
functional limitations, and health behaviors)
evaluated were significantly associated with
major depression. Similarly, the presence of
fewer economic resources—less education, in-
come, or wealth; lack of private health insur-
ance coverage or employment—was associated
with a greater frequency of depression. Since
these depression-associated factors were more
common among members of minority groups
than among Whites, it is of interest to examine
the relationships of these factors to the greater
prevalence rates of depression in minority
racial/ethnic groups.

Table 3 shows standardized prevalence rates
of major depression among African Americans
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TABLE 1—Continued

Household income less than 20.3 (18.6, 22.1) 45.4 (42.4, 48.4) <.001 54.0 (45.1, 63.0) <.001

25th percentile

Family wealth less than 25th 18.2 (16.3, 20.0) 57.0 (54.0, 60.1) <.001 59.2 (50.9, 67.5) <.001

percentile

Health insurance

Private/other 75.6 (74.1, 77.2) 53.8 (51.1, 56.5) <.001 44.9 (39.1, 50.6) <.001

Government only 17.2 (15.9, 18.5) 32.4 (29.5, 35.3) 26.9 (22.6, 31.2)

No health insurance 7.2 (6.2, 8.1) 13.8 (12.1, 15.4) 28.3 (23.0, 33.5)

Employment

Working 55.8 (54.0, 57.5) 47.6 (44.8, 50.4) <.001 47.2 (41.8, 52.6) .029

Retired/homemaker 33.7 (32.2, 35.1) 29.1 (25.5, 32.7) 33.0 (28.1, 38.0)

Not employed 10.6 (10.0, 11.5) 23.3 (20.8, 25.9) 19.7 (14.5, 24.9)

Note. CI = confidence interval; ADL = activities of daily living; IADL = instrumental ADL.
aStatistical difference from White value based on unadjusted P value < .05 from �2 test. Other results deemed not
significant (NS).
bDifference in mean ages assessed with 2-tailed t test.

and Hispanics relative to Whites after control
for explanatory factors. In calculating these
standardized rates, we initially adjusted for so-
ciodemographic characteristics and then ad-
justed for health needs (factors amenable to
public health interventions) and for economic
resources (factors potentially amenable to pub-
lic policy interventions). 

The prevalence of major depression in the
White adult reference group was 77.5 per
1000 respondents. The original standardized
depression prevalence of 88.5 per 1000
among older African Americans (relative to
Whites) was reduced 17% (to 73.1 per 1000)
when sociodemographic differences were taken
into account. After further control for health
needs, this rate was reduced by another 17%
(to 58.1 per 1000) to a level significantly
below that of comparable White respondents,
reflecting the greater health need burden
among African Americans. Adjustment for eco-
nomic differences reduced the African Ameri-
can standardized depression rate an additional
7% (to 52.3 per 1000). 

Among Hispanics, adjustment for sociode-
mographic, health, and economic differences
sequentially reduced standardized depression
prevalence rates 10% (from 107.8 to 96.8 per
1000 respondents), 8% (to 87.7 per 1000),
and 12% (to 74.8 per 1000), respectively. Al-
though major depression occurs more fre-
quently among older minority group members
than older Whites, adjusted prevalence rates

among those with similar sociodemographic,
health, and economic profiles were similar be-
tween Hispanics and Whites and significantly
lower for African Americans than for Whites.

Table 4 shows the relative association of
demographic, health, and economic factors
with odds of major depression estimated in
the multiple logistic regression analysis. In the
case of older adults with similar sociodemo-
graphic, health, and economic profiles, de-
pression was significantly less prevalent
among African Americans than among
Whites (OR=0.62; 95% CI=0.49, 0.79)
and occurred with similar frequency among
Hispanics (OR=0.92; 95% CI=0.61, 1.38)
and Whites, consistent with the standardized
results presented in Table 3. Physical limita-
tions were the factor most strongly associated
with major depression, more than doubling
the odds of depression after other factors had
been taken into account. 

In addition, the odds of depression were sig-
nificantly greater among women, those who
were widowed or divorced, and those provid-
ing care for their parents; however, after con-
trol for other factors, odds were lower among
those aged 60 to 65 years than among those in
the late-50s age group. Other characteristics
that significantly increased the odds of major
depression, after control for other factors, in-
cluded potential life-threatening illness, ADL
limitations, lack of regular exercise, tobacco
use, and being unemployed or uninsured. Re-

liance on government health insurance margin-
ally increased the odds of depression.

Additional analyses explored the interaction
of race/ethnicity with risk factors for depres-
sion. Relationships were similar across racial/
ethnic groups, except that among Hispanics
chronic conditions were more strongly associ-
ated, and low income was less strongly associ-
ated, with major depression. Finally, we con-
ducted sensitivity analyses using the more
stringent criterion of a CIDI-SF score of 5 or
above, recommended by some researchers as
the cutoff for clinical relevance.33 When this
criterion was used, the overall prevalence esti-
mate of major depression was reduced to 5.5%
(5.2% among Whites, 6.8% among African
Americans, and 7.3% among Hispanics), but
the relationships of other depression risk factors
with racial/ethnic differences were similar. 

DISCUSSION

In this study, we used a national probability
sample to examine differences in prevalence
rates of major depression between African
Americans and Hispanics aged 54 to 65 years
and Whites in the same age group. Reports of
major depression were more frequent among
Hispanics (a rate of 107.8 per 1000 respon-
dents) and African Americans (88.5 per 1000)
than among Whites (77.5 per 1000), and the
difference was statistically significant for His-
panics. However, after adjustment for sociode-
mographic, health, and economic factors, de-
pression was found significantly less frequently
among African Americans than among Whites
and with similar frequency among Hispanics
and Whites. Elevated rates of depression were
related to the presence of potentially life-threat-
ening diseases, functional limitations, absence
of health insurance coverage, and lifestyle fac-
tors such as smoking and exercise, all factors
that vary across ethnic/racial groups.

Our study involved notable strengths relative
to previous investigations. The HRS included
sufficient numbers of African Americans and
Hispanics to allow evaluation of differences in
major depression among these minority groups.
Furthermore, we were able to evaluate the con-
tribution of various risk factors to rates of
major depression from the strong methodolog-
ical platform of a national probability sample.
Our results are methodologically more reliable
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TABLE 2—Prevalence Rates of 12-Month Major Depression, by Demographic, Health, and
Economic Characteristics (n=7690)

Depression Odds Ratio
Baseline (1996) Characteristic No. Depressed Population, % (95% Confidence Interval)

Race/ethnicity

White 5760 7.75 Reference

African American 1268 8.85 1.16 (0.93, 1.44)

Hispanic 662 10.78 1.44 (1.02, 2.04)

Sociodemographics

Gender

Male 3367 5.91 Reference

Female 4323 10.06 1.78 (1.51, 2.10)

Age, y

Less than 60 3965 9.35 Reference

≥ 60 3725 6.64 0.69 (0.59, 0.81)

Marital status

Married/lives with partner 5658 6.57 Reference

Divorced/widowed 1765 13.26 2.17 (1.78, 2.66)

Single 267 7.85 1.21 (0.81, 1.82)

Lives alone 1144 11.55 1.62 (1.28, 2.06)

Has child 7194 8.15 1.19 (0.86, 1.64)

Has grandchild 6151 8.33 1.18 (0.93, 1.50)

Parent alive 4063 7.58 0.87 (0.71, 1.06)

Helps parent with basic activities 1383 10.12 1.37 (1.10, 1.70)

Health needs

Chronic conditions

None 1590 3.56 Reference

Potential life threat

Cancer 574 11.21 1.49 (1.14, 1.93)

Heart disease 1261 15.77 2.66 (2.23, 3.18)

Lung disease 699 18.11 2.92 (2.27, 3.74)

Stroke 294 16.98 2.44 (1.69, 3.52)

Other conditions

Arthritis 3844 10.79 2.08 (1.77, 2.44)

Diabetes 1025 12.23 1.72 (1.36, 2.18)

Hypertension 3365 10.44 1.71 (1.40, 2.10)

Obesity 2011 9.79 1.34 (1.14, 1.57)

Functional limitations

Physical limitations

None 3857 3.23 Reference

One 1553 7.09 2.29 (1.66, 3.15)

Multiple 2280 17.79 6.48 (5.19, 8.11)

Daily task limitations

None 7011 6.71 Reference

IADL Only 279 18.62 3.18 (2.12, 4.77)

ADL 400 26.41 4.99 (3.80, 6.55)

Health behavior

Currently smokes 1872 11.59 1.77 (1.47, 2.12)

Alcohol use

None in past 3 months 5008 9.59 Reference

Continued

than estimates of major depression based on
national administrative health data,41,42 which
are problematic as a consequence of ethnic dis-
parities in use of health care.43,44

Other reports based on clinical or commu-
nity samples cannot be generalized to the na-
tional experience.45 US national studies other
than the National Comorbidity Survey, involv-
ing younger adults, have assessed depressive
symptoms, which are an inadequate measure
for diagnostic purposes.46 In contrast, we used
DSM criteria to estimate prevalence rates of
12-month major depression among a probabil-
ity sample of older US adults and evaluated the
effects of sociodemographic, health, and eco-
nomic differences on relative frequencies of
major depression among members of ethnic
minority groups.

Limitations common to studies involving sec-
ondary databases may have affected our find-
ings. For example, the 1996 HRS cohort repre-
sented people only in the 55- to 65-year age
range. Also, the CIDI-SF ascertains major de-
pressive episodes within the past 12 months
but does not distinguish between episodes that
involve major depressive disorder, bipolar dis-
order, or psychotic disorder.26 Relationships be-
tween depression and potential mediators are
complex and may be bidirectional,28 and we
were unable to determine the nature of such
relationships in the present cross-sectional
study. Moreover, we classified people into one
of 3 mutually exclusive racial/ethnic groups for
analytic purposes, which may prevent compar-
isons with studies involving other categoriza-
tions. Finally, some of the differences revealed
in our multiple comparisons could have been
due to chance.

We estimated the overall prevalence of 12-
month major depression at 5.5% to 8.1%
among adults aged 54 to 65 years; the upper
estimate was based on the recommended
CIDI-SF criterion,35 while the lower estimate
reflected a more stringent criterion.28,47 Our
estimates are somewhat lower than the corre-
sponding National Comorbidity Survey esti-
mate, based on a modified version of the CIDI,
of 10.8% among individuals aged 15 to 54
years. However, the lower prevalence rates we
observed are consistent with reports of de-
clines in the frequency of major depression
(not depressive symptoms) in the older age
group sampled.48
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TABLE 4—Odds Ratios for 12-Month
Major Depression: Multiple Logistic
Regression Analysis (n=7690)

Odds Ratio 95% 
for Confidence 

Characteristic Depression Interval

Race/ethnicity
White Reference
African American 0.62 0.49, 0.79
Hispanic 0.92 0.61, 1.38

Sociodemographics
Female 1.39 1.17, 1.65
Aged 60–65 years 0.61 0.49, 0.75
Marital status

Married/lives with Reference
partner

Divorced/widowed 1.53 1.14, 2.07
Single 1.06 0.62, 1.83

Lives alone 1.05 0.77, 1.43
Has child 1.32 0.87, 1.98
Has grandchild 0.92 0.71, 1.19
Parent alive 1.06 0.83, 1.36
Helps parent with basic 1.47 1.13, 1.91

activities
Health needs

Life-threatening condition(s) 1.60 1.31, 1.96
Other chronic condition(s) 1.17 0.87, 1.58
Physical limitation(s) 2.35 1.88, 2.94
Any IADL limitation 1.25 0.88, 1.77
Any ADL limitation 1.74 1.25, 2.43
Current smoker 1.34 1.10, 1.64
Alcohol use

None in past 3 months Reference
Less than 3 drinks/day 0.84 0.65, 1.08
3 or more drinks/day 1.16 0.69, 1.92

Lack of regular exercise 1.34 1.06, 1.69
Economic resources

Education less than 1.05 0.85, 1.29
12 years

Household income less 0.96 0.73, 1.26
than 25th percentile

Family wealth less than 1.20 0.87, 1.66
25th percentile

Health insurance
Private/other Reference
Government only 1.28 1.01, 1.64
No health insurance 1.49 1.10, 2.02

Employment
Working Reference
Retired/homemaker 1.28 0.99, 1.66
Not employed 1.77 1.27, 2.48

Note. In instances in which 95% confidence intervals
exclude 1, odds ratios and confidence intervals are
shown in boldface. ADL = activities of daily living;
IADL = instrumental ADL.

TABLE 2—Continued

Less than 3 drinks/day 2484 5.26 0.52 (0.41, 0.67)

3 or more drinks/day 198 8.87 0.92 (0.59, 1.43)

Lack of regular exercise 3802 11.08 2.27 (1.84,2.79)

Economic resources

Education less than 12 years 2061 11.74 1.80 (1.48, 2.20)

Household income less than 25th 2133 13.51 2.35 (1.98, 2.79)

percentile

Family wealth less than 25th 2176 14.10 2.54 (2.01, 3.21)

percentile

Health insurance

Private/other 5311 5.78 Reference

Government only 1569 14.36 2.73 (2.28, 3.28)

No health insurance 810 12.50 2.33 (1.66, 3.27)

Employment

Working 4096 5.15 Reference

Retired/homemaker 2590 8.09 1.62 (1.34, 1.96)

Not employed 1004 20.76 4.83 (3.83, 6.07)

Note. In instances in which 95% confidence intervals exclude 1, odds ratios and confidence intervals are shown in boldface.
ADL = activities of daily living; IADL = instrumental ADL.

TABLE 3—Standardized Prevalence Rates of Depression, by Race (n=7690)

Prevalence per 1000 Respondents

Adjustment Factor White African American Hispanic

Unadjusted 77.5 88.5 107.8a

Demographicsb 77.5 73.1 96.8

Health needsc 77.5 58.1a 87.7

Economic accessd 77.5 52.3a 74.8

aAssociated logistic regression coefficient significant at .05 level.
bAdjusted for sociodemographics (race/ethnicity, age, gender, marital status, living alone, has child, has grandchild, parent
alive, helps parent with basic activities).
cAdjusted for sociodemographics and health needs (arthritis, cancer, diabetes, hypertension, heart disease, lung, stroke,
obesity, cognitive impairment, functional limitations, physical limitations, smoking, alcoholic use, exercise).
dAdjusted for sociodemographics, health needs, and economic access (education, income, wealth, health insurance,
employment).

The greater prevalence of depression
among ethnic minority groups observed here,
particularly among Hispanics, is consistent
with findings from other national studies. Re-
sults from the 1993 through 1996 Behavioral
Risk Factor Surveillance System studies, which
involved samples of the noninstitutional US
adult population, showed mental distress (i.e.,
recent mental health problems over a span of
14 days or more) to be more frequent among
members of minority groups (Hispanics:
10.3%; African Americans: 9.7%) than among
Whites (8.3%).1 Our finding of significantly

greater prevalence rates of major depression
among Hispanics are compatible with National
Comorbidity Survey results showing signifi-
cantly higher rates of 30-day major depression
among Hispanics (8.1%) aged 15 to 54 years
than among Whites (4.7%) in the same age
group but similar rates among African Ameri-
cans (3.8%) and Whites.14

For the purpose of identifying ways in which
to reduce disparities, we explored the contribu-
tions of sociodemographic, health, and eco-
nomic factors to differences in major depres-
sion. Consistent with other studies indicating
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that demographic factors attenuate disparities
in depression,49,50 adjustment for demographic
and social factors reduced standardized preva-
lence rates by 17% among African Americans
and 10% among Hispanics. Of particular inter-
est are the results observed when we addition-
ally adjusted for health needs and economic
factors, since these factors are amenable to pol-
icy intervention. 

Further adjustment for health needs reduced
depression prevalence rates an additional 17%
among African Americans and an additional
8% among Hispanics, reductions comparable
to the initial attenuation from sociodemo-
graphic differences. Final adjustment for eco-
nomic differences reduced African American
rates a further 7% and Hispanic rates by 12%.
These findings demonstrate strong and sepa-
rate contributions of health needs and eco-
nomic disparities to the greater frequency of
major depression found among ethnic minority
groups.

We also evaluated the relative contribu-
tions of other factors to major depression.
Among sociodemographic characteristics, the
strongest factors were being divorced or wid-
owed (OR=1.53) and providing care for a
parent (OR=1.47), followed by female gen-
der (OR=1.39). Of note is the strong associa-
tion of caregiving with major depression,
comparable to the well-known risk of depres-
sion resulting from the loss of a spouse
through death or divorce.1,22 This finding
points to the potential importance of provid-
ing social support for caregivers to reduce the
burden associated with this complex role.

The health needs most strongly associated
with major depression were physical limita-
tions (OR=2.35) and ADL limitations (OR=
1.74), followed by the presence of a poten-
tially life-threatening condition (OR=1.60),
lack of regular exercise (OR=1.34), and to-
bacco use (OR=1.34), all factors more com-
mon among members of ethnic minority
groups. The strong association between de-
pression and functional limitations is particu-
larly notable, since such limitations are conse-
quences of disease processes.51 While it is well
known that life-threatening conditions such as
heart disease and cancer52–54 are strongly as-
sociated with depression, our findings point to
the importance of not only disease prevention
but management of disease consequences.

The economic factors most strongly associ-
ated with major depression were lack of em-
ployment (OR=1.77) and lack of health insur-
ance coverage (OR=1.49). Of note is the
absence of statistically significant effects related
to education, income, and wealth after control
for other sociodemographic, health, and med-
ical access variables. Although these factors
were individually associated with greater fre-
quencies of depression, consistent with other
studies,55–58 their effects were diluted when the
influence of other factors was considered. Spe-
cifically, barriers imposed by lower access to
medical care (via health insurance coverage)
and by stress related to being out of the work-
force were more directly related to major de-
pression. We cannot determine from this study
whether depression is the cause or effect of
these economic barriers, but the strong associa-
tion points to the importance of access to men-
tal health care among the high-risk group ex-
amined here.

Our findings regarding the high frequency of
major depression among older African Ameri-
cans and Hispanics are relevant in formulating
policies regarding medical treatment, public
health interventions, and research. Disparities
in depression frequencies are related to specific
health and economic factors that are amenable
to public policy intervention. The high fre-
quency of major depression among older His-
panics and African Americans observed here
must be considered in light of minority groups’
lower rates of use of mental health services.59,60

Confirmation of our findings in longitudinal
studies of depression may lead to reductions in
racial/ethnic disparities in depression rates
through public policies that promote both men-
tal health care and general medical care tar-
geted at minority groups. Our finding that lack
of health insurance coverage is strongly associ-
ated with frequency of major depression partic-
ularly implicates the need for health insurance
carriers to facilitate better access to medical
care among ethnic minority groups. 

Furthermore, the strong relationship of
health needs to depression frequency, includ-
ing functional limitations and potentially life-
threatening conditions, points to the impor-
tance of public health interventions involving
disease prevention and management. Given
the clear association between frequency of
major depression and greater health burden

and fewer economic resources, factors com-
mon to older ethnic minority individuals, more
effective treatment, public health, or public
policy programs that increase access to mental
health care and general medical care may lead
to long-term reductions in racial/ethnic dispari-
ties in depression.
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