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Abstract

Depression is a significant problem for ethnic minorities that remains understudied partly due to a 

lack of strong measures with established psychometric properties. One screening tool, the Patient 

Health Questionnaire-9 (PHQ-9), which was developed for use in primary care has also gained 

popularity in research settings. The reliability and validity of the PHQ-9 has been well established 

among predominantly Caucasian samples, in addition to many minority groups. However, there is 

little evidence regarding its utility among Hispanic Americans, a large and growing cultural group 

in the United States. In this study, we investigated the reliability and structural validity of the 

PHQ-9 in Hispanic American women. A community sample of 479 Latina women from southern 

California completed the PHQ-9 in their preferred language of English or Spanish. Cronbach’s 

alphas suggested that there was good internal consistency for both the English- and Spanish-

language versions. Structural validity was investigated using multigroup confirmatory factor 

analysis (CFA). Results support a similar one-factor structure with equivalent response patterns 

and variances among English- and Spanish-speaking Latinas. These results suggest that the PHQ-9 

can be used with confidence in both English and Spanish versions to screen Latinas for 

depression.
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The World Health Organization predicts that by the year 2030 major depression will be the 

second greatest cause of illness, disability, and death in the world and the leading cause of 
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disease burden in high-income countries (Lopez & Mathers, 2006). In the general 

community, 6.7% of individuals are estimated to be clinically depressed (Kessler, Chiu, 

Demler, & Walters, 2005). Depression is also very common in primary care medical settings 

(Simon & VonKorff, 1995; Wolf & Hopko, 2008).

Proactive screening and identification of depressed individuals is essential in reducing the 

impact of this global public health concern. Programs such as National Depression 

Screening Day have been useful in case identification in the general population (Greenfield 

et al., 2000; Jacobs, 1995). Moreover, the United States Preventive Services Task Force has 

recommended that all patients seeking medical care be screened for depression (U.S. 

Preventive Services Task Force, 2002). Although depression is common and treatable in 

primary care (Gill & Dansky, 2003; Spitzer et al., 1994), many cases are overlooked or 

misdiagnosed (Coyne, Schwenk & Fechner-Bates, 1995; Diez-Quevedo, Rangil, Sanchez-

Planell, Kroenke, & Spitzer, 2001; Wolf & Hopko, 2008).

Diagnostic interviews are the gold standard in identification of depression; however, they 

are time-consuming and therefore unsuitable in settings where visits are short and/or 

screening must be brief. Consequently, self-report screening questionnaires, which can be 

completed and scored quickly, have gained popularity. These brief, easily administered tools 

can also serve important roles in research settings.

Although self-report surveys can be very useful for depression screening it cannot be 

assumed that a measure will accurately assess the construct it intends to, when diverse ethnic 

and language groups were not included in the measure’s standardization (Bravo, 2003; 

Padilla & Medina, 1996). Many self-report measures have been validated on predominantly 

Caucasian samples, calling their cross-cultural applicability into question (Allen & Walsh, 

2000).

In order to be used in a new group, measures that are developed using one standard group 

must be translated linguistically and conceptually/meaningfully, then empirically proven to 

measure the construct equivalently (Geisinger, 1994). That is, the measure must be made 

invariant for use between groups. Adaptations may be needed for cross-cultural applications 

across nations (e.g., Mexico vs. the United States), subcultures with a nation (e.g., Latinos 

within the United States), or cultural adaptations within a language (e.g., English- or 

Spanish-speaking Latinos within the United States; Allen & Walsh, 2000; Geisinger, 1994).

Once a measure is translated and/or adapted, its validity must be empirically proven, as the 

consequences of using nonequivalent measures can yield case-finding misclassifications and 

inaccurate epidemiological estimates. Advances in culturally sensitive assessments have 

resulted from recognition that depression occurs and negatively influences human quality of 

life across all races and ethnicities (Murray & Lopez, 1997) and that different cultural 

groups may define, experience, and communicate depression in different ways (e.g., Riolo, 

Nguyen, Greden, & King, 2005; Simon, VonKorff, Piccinelli, Fullerton, & Ormel, 1999).

With more than 35 million persons, Latinos are the largest and fastest growing minority 

group in the United States (U.S. Census Bureau, 2002). Moreover, there is evidence that 

Latinos experience high rates of depression (Chung et al., 2003; Mendelson, Rehkopf, & 
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Kubzansky, 2008; Riolo et al., 2005). Several reports indicate that immigrant stressors (e.g., 

acculturation, poverty) render Latinos particularly at risk for depression (Alegria et al., 

2007; Sue & Chu, 2003; Torres, 2010; Vega, Sribney, Aguilar-Gaxioloa & Kolody, 2004).

Because of Latinos’ increasing populace, and particular vulnerability to depression, it is 

important that common screening measures are valid to use among Latinos. However, little 

is known regarding the utility of these instruments among this group. One self-report 

measure of depression that has been widely used in screening, primary care, and research is 

the Patient Health Questionnaire-9 (PHQ-9; Spitzer, Kroenke, & Williams, 1999). The 

PHQ-9 takes approximately five minutes to fill out, and one minute to score (Kroenke, 

Spitzer, & Williams, 2001). It contains 9 items that parallel the diagnostic criteria for 

depression outlined by the Diagnostic and Statistical Manual of Mental Disorders, Fourth 

Edition – Text Revision (DSM-IV-TR; American Psychiatric Association, 2000). 

Respondents describe their experience of nine symptoms (anhedonia, depressed mood, sleep 

difficulties, fatigue, changes in appetite, feelings of worthlessness or guilt, difficulty 

concentrating, motor agitation, suicidality) over the previous two weeks. Each of the 

symptoms is rated on a 4-point scale as having occurred not at all (0), on several days (1), on 

more than half the days (2), or nearly every day (3) over the previous two weeks (Kroenke et 

al., 2001; Spitzer et al., 1999). Summed scores range from 0–27; larger scores reflect a 

greater endorsement of depressive symptoms. A recommended clinical cut-point (≥ 10) is 

used to identify respondents who should be evaluated further with a diagnostic assessment to 

determine their depression status (DeJesus, Vickers, Melin, & Williams, 2007; Kroenke et 

al., 2001; Kroenke, Spitzer, Williams, & Löwe, 2010; Spitzer et al., 1999).

The PHQ-9 has been embraced in screening, primary care, and research settings due to its 

brevity and excellent psychometric properties (Kroenke et al., 2001; Kroenke & Spitzer, 

2002; Kroenke et al., 2010; Maizels, Smitherman, & Penzien, 2006; Spitzer et al., 1999). 

The original validation studies conducted in the United States by Spitzer and colleagues 

(1999, 2000) were of 3,000 patients from primary medical care clinics and 3,000 patients 

from obstetrics-gynecology care clinics. These reports suggest that the PHQ-9 has good 

internal consistency reliability (α = .89, α = .86, respectively), and good criterion validity 

with the clinical diagnostic interview as gold standard (r = .84, r = .79, respectively; Spitzer 

et al., 1999, Spitzer et al., 2000). Among 6,000 patients pooled, the PHQ-9 discriminated 

well between depressed and nondepressed individuals at the clinical cut-off of total score ≥ 

10, with good sensitivity (88.0%) and specificity (88.0%) values (Kroenke et al., 2001).

Other studies have confirmed that the PHQ-9 has excellent test-retest reliability (e.g., 

Kroenke et al., 2001, Pinto-Meza et al., 2005, Patten & Schopflocher, 2009), and good 

construct criterion validity with structured diagnostic interviews (e.g., Spitzer et al., 1999; 

Löwe et al., 2004; Watnick, Wang, Demadura, & Ganzini., 2005) and with other depression 

questionnaires such as the Beck Depression Inventory-II (e.g., Dum, Pickren, Sobell, & 

Sobell, 2008, Hepner, Hunter, Edelen, Zhou, & Watkins, 2009, Martin, Rief, Klaiberg, & 

Braehler, 2006). For a recent review of the psychometric properties of the PHQ-9, see 

Kroenke and colleagues (2010).
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The structural construct validity of the PHQ-9 has received some empirical attention. In 

general, any psychological measure should reveal the same simple structure that is defined a 

priori, and this structure should be reproducible across different samples and populations 

(Cicchetti, 1994; Clark & Watson, 1995; Floyd & Widaman, 1995; Reise, Waller, & 

Comrey, 2000). Because the PHQ-9 aims to measure the single construct of depression, it is 

generally hypothesized that a one-factor solution will fit the data. The majority of studies 

examining the structural validity of the PHQ-9 have yielded strong support for a single 

underlying factor (Cameron, Crawford, Lawton & Reid, 2008; Cannon et al., 2007; Dum et 

al., 2008; Hepner et al., 2009; Huang et al., 2006; Kendel et al., 2010; Lamoureux et al., 

2009; Monahan et al., 2008).

The PHQ-9 has been widely embraced for cross-cultural use. It has been translated into 

many languages including Arabic (Becker, Al Zaid, & Al Faris, 2002), Brazilian Portuguese 

(Osório, Mendes, Crippa, & Loureiro, 2009), Chinese (Lubetkin, Jia, & Gold, 2003; Yeung 

et al., 2008), Dutch (Persoons, Luyckx, Desloovere, Vandenberghe, & Fischler, 2003), 

French (Carballeira et al., 2007; Dumont et al., 2005), German, (Löwe et al., 2004), Italian 

(Mazzotti et al., 2003; Picardi et al., 2005), Korean (Donnelly, 2007; Han et al., 2008), 

Malay (Azah et al., 2005), Spanish (Spain: Diez-Quevedo et al., 2001; United States: Huang, 

Chung, Kroenke, Delucchi, & Spitzer, 2006; Huang, Chung, Kroenke, & Spitzer, 2006), 

Swahili (Omoro, Fann, Weymuller, Macharia, & Yueh, 2006), Thai (Lotrakul, Sumrithe, & 

Saipanish, 2008), Twi, (Weobong et al., 2009), and Turkish (Corapcioglu & Ozer, 2004). 

The existence of many linguistic versions of the PHQ-9 makes it a particularly useful 

resource for application in non English-speaking groups in the United States, with its 

extremely diverse population.

Due to its established psychometric properties and availability of both English and Spanish 

language versions, the PHQ-9 is a particularly encouraging candidate for use with Latinos 

(Huang et al., 2006). Given the large Latino population in the United States, it is surprising 

that there is a paucity of studies evaluating the construct validity of the PHQ-9 in this group. 

To date, there has been only one published study that examined the construct validity of the 

PHQ-9 among Latinos, and this study focused on structural validity (Huang et al., 2006). 

Using a mostly female (97.8%), and mixed English- (26.4%) and Spanish-speaking (73.6%) 

sample derived from the original validation studies (Spitzer et al., 1999, Spitzer et al., 2000), 

Huang and colleagues examined the factor structure of the PHQ-9 via exploratory factor 

analysis. A one-factor solution, which explained 39.6% of the overall variance in the test 

scores, was derived. The internal consistency reliability of the PHQ-9 in this sample was 

good (α= .80; Huang et al., 2006).

Although this provides support for the unidimensionality of the PHQ-9 among this mostly 

female Latino sample, the psychometric properties of the English and Spanish-language 

versions of the PHQ-9 were not examined separately, and thus it remains unknown whether 

language preference will influence the structural construct validity of this measure. As first 

and second-generation Latinos in the United States become more acculturated, their 

language preference is likely to match that of their current sociocultural environment (Lara, 

Gamboa, Kahramanian, Morales, & Bautista, 2005). It is therefore important to ensure that 

the internal consistency reliability and factor structure of the PHQ-9 is maintained across 
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English and Spanish language versions administered to Latinos with different language 

preferences.

The present study assessed the structural validity of the English and Spanish versions of 

PHQ-9 among Latinos with different language preferences. To our knowledge, no published 

study has examined the equivalence of the PHQ-9 across English- and Spanish-speaking 

Latinos.

Method

Participants

Participants were a community sample of 479 women who self-identified as Hispanic 

American (English-speaking = 245, Spanish-speaking = 234) from San Diego County. 

Sample characteristics are described in Table 1. The ages of participants ranged from 18 to 

80. In general, English-speaking respondents were born in the United States (63.7%) and 

had some college education (40.0%). Spanish-speaking respondents were mostly born in 

Mexico (87.6%) and had less than a high school education (72.5%).

Measure

Patient Health Questionnaire-9 (Spitzer et al., 1999)—The PHQ-9, described above, 

is a 9-item self-report measure that assesses depression on a 4-point scale (from 0 = not at all 
to 3 = nearly every day). Total scores range from 0–27 with higher scores denoting a greater 

endorsement of depressive symptoms, and scores ≥ 10 indicating that a respondent may be 

depressed.

Procedure

This study used data that were collected as part of a larger cross-sectional community-based 

study examining English- and Spanish-language instruments for potential use in a 

subsequent separate study evaluating the impact of an educational intervention to promote 

participation of Hispanic Americans in clinical trials. Research protocols were approved by 

Institutional Review Boards at the University of California, San Diego and San Diego State 

University. Recruitment strategies included face-to-face meetings at community sites and 

word-of-mouth. Individuals who agreed to participate were given the survey packet in their 

preferred language. Participants all gave written consent for their anonymous participation 

in the study. Survey completion took approximately one hour, and participants received $20 

for their participation.

Data analysis—Confirmatory factor analysis (CFA) represents a theory-driven approach 

to test the a priori factor structure and goodness-of-fit between competing models. As 

described previously, it has been reliably demonstrated that a one-factor solution is the most 

appropriate fit for PHQ-9 data among several demographic groups. However, a more robust 

investigation of measurement properties involves making comparisons across demographic 

groups to ensure that these properties are retained, regardless of group characteristics. The 

statistical method used to test measurement and structural invariance across groups is 

multigroup CFA. Using this technique, separate models for each group were simultaneously 
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estimated, with equality constraints imposed upon relevant model parameters between 

groups, and change in model fit between nested models was tested. A series of multigroup 

CFA models replicating the factor structure of the PHQ-9 were fit to the data for English 

and Spanish-speaking participants in EQS 6.1 (Bentler, 2004). Following the methods of 

Vandenberg and Lance (2000), three multigroup CFA models (configural invariance, metric 

invariance, factor variance invariance) were fit to the PHQ-9 data.

The configural invariance model, which is the least restrictive, tests whether English and 

Spanish-speaking groups have the same factor structure across groups, with no equality 

constraints imposed. This provides the baseline value for the comparison of a more 

constrained model. If data support the same factor loading pattern across groups (i.e., the 

constructs are not substantially different across groups), this model may be tested against a 

more restrictive model (Vandenberg & Lance, 2000). The metric invariance model, which is 

more restrictive, tests whether each item on the PHQ-9 loads equivalently onto the same 

factor for both English and Spanish groups by constraining each item’s factor loading to 

equivalence between language groups. If the metric invariance model fits well, then the 

associations between each item and the overall depression factor are the same regardless of 

language. Poorer model fit reflects either genuine differences, or bias in response patterns 

between groups. The metric invariance model is then compared to the baseline model. If this 

comparison demonstrates improved fit, then it is determined that the metric invariance 

model fits the data best. The factor variance invariance model, which is the most restrictive, 

tests whether English- and Spanish-language PHQ-9 factors have equivalent variability. 

Improved model fit from the previous step indicates that each language group has the same 

range of the continuum of scores. Conversely, worsened model fit indicates that the range of 

one group is truncated, due to real group differences or measurement bias.

Mardia’s coefficients for the current sample revealed evidence of multivariate nonnormality 

for both English (114.84) and Spanish (94.55) groups (Mardia, 1970). Data that depart from 

multivariate normality can inflate the χ2 maximum likelihood ratio, therefore the Satorra-

Bentler scaled χ2 (S-Bχ2) was used to evaluate model fit (Satorra & Bentler, 2001). Because 

χ2 tests may be unsatisfactory to determine model fit descriptive indices were also utilized to 

determine model fit (see Tanaka, 1993). In the current study we employed (a) the robust 

comparative fit index (CFI; Bentler, 1990), with a value greater > .95 indicating that a model 

fits well and values > .90 indicating a model is plausible; and (b) the standardized root mean 

square residual (SRMR; Hu & Bentler, 1999), with values < .05 indicating that a model fits 

well and values < .08 indicating that a model is plausible; and (c) the robust root mean 

square error of approximation (RMSEA; Steiger, 1990), with values < .05 indicating that a 

model fits well and values < .08 indicating that a model is plausible. A model was 

determined to fit well if two of the three criteria were met. For all individual model level 

parameters (e.g., factor loadings, factor variances), a significance level of .05 was employed. 

After each constraint was added, imposing more cross-group equality, a S-Bχ2 difference 

test (Δ S-Bχ2; Satorra & Bentler, 2001) was performed between the less restrictive and more 

restrictive model. This test uses scaling correction factors developed by Satorra and Bentler 

(2001), which allow for model comparison between nested models when data depart from 

normality. A significant test value (p > .05) indicates that the two models are not equivalent 

across English and Spanish groups.

Merz et al. Page 6

Cultur Divers Ethnic Minor Psychol. Author manuscript; available in PMC 2014 October 27.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



Results

Preliminary analyses

The means and standard deviations for each item in English and Spanish are reported in 

Table 3. English-language total scores ranged from 0 to 23 (M = 4.43, SD = 4.25). Spanish-

language total scores ranged from 0 to 27 (M = 4.58, SD = 4.87). Mean PHQ-9 scores were 

not significantly different between groups, t (477) = −.356, p > .05. In total, 12.9% (n = 62) 

of all participants in the sample met criteria for depression with scores ≥ 10, the clinical cut-

off. Twenty-seven of these were English-speaking (11.0% of the English-speaking 

subsample) and 35 were Spanish-speaking (15.0% of the Spanish-speaking subsample). The 

proportion of respondents in each language group that met the clinical threshold was not 

significantly different (χ2 [1] = 1.65, p > .05). Thirty-four (7.1%) respondents endorsed item 

9 (suicidal ideation), with approximately half in each language group (English: 16, Spanish: 

18). The proportion of respondents in each language group who endorsed this item was not 

significantly different (χ2 [1] = .245, p > .05).

Reliability

Cronbach’s alphas were calculated for the English and Spanish groups. In the current 

sample, the internal consistency was good for English (α = .84) and Spanish (α = .85) 

versions.

Multigroup CFA models

Configural invariance—First, we examined configural invariance by fitting the one-

factor solution to the data for English- and Spanish-speaking groups. In this model, the 

factor loadings were freely estimated; no parameter estimates were constrained to equality 

across groups. The data are presented in Table 2. The one-factor solution provided a good fit 

to the data. All factor loadings for both groups were significant (Table 3), providing further 

evidence for configural invariance.

Metric invariance—Next, we examined metric invariance by constraining factor loadings 

to equivalence across English- and Spanish-speaking groups (Table 2). The metric 

invariance model fit well overall, which indicates that response patterns between groups 

were equivalent. The fit of this constrained model was then compared to that of the 

unconstrained configural invariance model. As shown in Table 2, a ΔS-Bχ2 test comparing 

the full metric invariance model with the configural model revealed that adding equality 

constraints to the factor loadings did not compromise model fit (ΔS-Bχ2 = 14.59, df = 8, p =.

068). Because of this, invariance testing of individual factor loadings was not needed.

Factor Variance invariance—In the final step, equality constraints on the factor 

variance were added to the metric invariance model (Table 2). The factor variance 

invariance model fit well overall, which indicates that both English and Spanish groups 

yield the same range on the continuum of PHQ-9 scores. When the factor variance 

invariance model was compared to the metric invariance model, no significant difference 

was noted (ΔS-Bχ2 = 1.61, df = 1, p =.204). This suggests that the factor variance invariance 

model, which is the most parsimonious, is the best fit to the data. That is, for both English 
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and Spanish groups, there was equal variability of scores among the single-factor with 

(mostly) equivalent factor loadings.

Discussion

Overall, the PHQ-9 appears to have good internal consistency and structural validity when 

used in English and Spanish among Latinas. Internal consistency coefficients in the current 

study were similar between language groups and consistent with previous studies (e.g., 

Spitzer et al., 1999, Spitzer et al., 2000). Moreover, mean scores did not differ significantly 

between language groups. Both English and Spanish group means were similar to a report of 

population epidemiological data derived from the general community in Germany (M = 

3.56; Rief, Nanke, Klaiberg, & Braehler, 2004) and another predominantly female, Latino 

sample (M = 4.7; Huang et al., 2006). The sample used by Rief and colleagues (2004) was 

approximately half male, which may explain the slightly lower group average. The 

proportion of patients who met the clinical threshold was also similar to that reported in 

these previous studies (Huang et al., 2006; Rief et al., 2004). Because all data were collected 

anonymously, respondents who scored above the clinical threshold were not able to be 

identified and referred for further assessment.

In this sample, the PHQ-9 demonstrated configural, metric, and factor variance equivalence. 

The same underlying one-factor structure was revealed for both English and Spanish groups, 

which is consistent with previous findings (e.g., Cameron et al., 2008, Huang et al., 2006). It 

should be noted that although all of the items loaded significantly onto the overall factor, 

item 9, which assesses suicidality, yielded the lowest factor loading. This is unsurprising, 

considering that item 9 does not discriminate well between depressed and non-depressed 

persons (Kroenke & Spitzer, 2002) and previous reports have also shown a lower factor 

loading for this item (Cameron et al., 2008, Cannon et al., 2007, Huang et al., 2006). This 

item is rarely endorsed, and is not a sensitive indicator of depression, however it should be 

retained due to its high-stakes clinical importance (e.g., Duffy et al., 2008, Huang et al., 

2006; Kroenke et al., 2001; Kroenke & Spitzer, 2002). Any affirmative response on this 

item, regardless of duration should be immediately evaluated for suicide risk and appropriate 

action (e.g., hospitalization) be taken for those in imminent danger (DeJesus et al., 2007; 

Duffy et al., 2008). Although a small proportion of participants did endorse this item, the 

proportion was similar to previous reports (e.g., Huang et al., 2006; Rief et al., 2004), and, 

as noted earlier, because all data were collected anonymously, it was not possible to make 

participant referrals.

The final model, in which the factor variances of English and Spanish were constrained to 

equivalence, showed that each group’s scores yielded the same variability across the 

depression continuum. That is, neither group yielded a truncated range of scores. In sum, 

these data suggest that, in Latinas, and for both English- and Spanish-language versions of 

the PHQ-9, there is a single underlying factor, items load equivalently onto that factor in 

general, and that there is an invariant range of total scores that make up that factor.

The implications of these findings are that the current version of the PHQ-9 can be 

recommended as an appropriate measure of depression, and the original recommended 
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clinical cut-point (≥ 10) may be retained, among English- and Spanish-speaking Latinas. 

After a rigorous test of model fit in each group, it appears that the overall construct of 

depression is being measured equivalently in Latinas, regardless of the language of 

administration. These findings, considered in light of the United States Preventive Services 

Task Force’s recommendation for clinicians to offer routine screening for depression in their 

clinical practices (U.S. Preventive Services Task Force, 2002), suggest that the PHQ-9 can 

serve as a brief and low-burden screen for depression in Latinas, in both English and 

Spanish versions.

This study contributes to the growing literature on the psychometric properties of the PHQ-9 

by exploring the structural construct validity in English and Spanish among Latinas. 

However, the study has several limitations. All respondents were community women who 

were largely of Mexican heritage, limiting the generalizability of findings to women of other 

Hispanic cultures. Diagnostic interviews were not administered, making it impossible to 

determine the case-finding characteristics of the PHQ-9 among Latinas. Another limitation 

is that because all study data were collected anonymously, the women who exceeded the 

clinical cut-point could not be followed up or referred.

In order to be certain of the psychometric properties and clinical implications of the PHQ-9, 

future research is needed. The factor structure should be tested with Mexican American men 

and other Latino sub-groups in the United States (e.g., Puerto Ricans, Cubans). Sensitivity 

and specificity rates within Latino men should also be established. Future studies should 

also assess the usefulness of the PHQ-9 in clinical populations.
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Table 1

Sample characteristics

English (n = 245) Spanish (n = 234)

Age1 36.96 (13.74) 39.96 (12.34)

Education2

   Less than high school 32 (13.1%) 169 (72.5%)

   High school/trade school 88 (35.9%) 40 (17.2%)

   Some college/Associates degree 98 (40.0%) 13(5.6%)

   Bachelor’s degree 22 (9.0%) 8 (3.4%)

   Postgraduate 5 (2.0%) 3 (1.3%)

Employment Status2

   Employed 187 (76.3%) 96 (42.3%)

   Unemployed 6 (2.4%) 19 (8.4%)

   Homemaker 14 (5.7%) 94 (41.4%)

   Student/retired/disabled 38 (15.5%) 18 (7.9%)

Marital Status2

   Married 124 (50.6%) 129 (55.1%)

   Single 121 (49.4%) 105 (44.9%)

Country of birth2

   United States 156 (63.7%) 10 (4.3%)

   Mexico 74 (30.2%) 205 (87.6%)

   Other 15 (6.1%) 19 (8.1%)

Note.

1
M (SD),

2
n (p)
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