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Abstract

The migration of working-aged men from Mexico to the United States fractures the family-

centered support structures typical of Latin America and contributes to high levels of depression in 

women left behind in migratory sending communities in Mexico. Mujeres en Solidaridad 
Apoyandose (MESA) was developed to improve depression in women through social support in a 

resource poor setting. MESA is a promotora intervention that trains women in the community to 

lead social support groups over a five-week period. The MESA curriculum uses a combination of 

cognitive behavioral theory (CBT) techniques, psychoeducation, and social support activities 

aimed at alleviating or preventing depression in women. Results from this pilot efficacy study 

(n=39) show that depressed participants at baseline experienced declines in depression as 

measured by the CES-D at follow-up. Other findings demonstrate the complexity behind 

addressing social support and depression for women impacted by migration in different ways.
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BACKGROUND

Approximately 11.7 million Mexican immigrants live in the US, representing 29% of the US 

foreign-born population and 10.4% of the Mexican population.(1,2) While Mexican 

migrants to the US constitute a substantial population, their families who remain behind 

constitute an even larger proportion of the population.(2) While numerous studies have 

focused on the mental health of Mexican immigrants in the US (3–5) and offered strategies 

for the prevention and treatment of depression in this group,(6,7) considerably less attention 

has been directed towards how migration affects family members left behind in Mexico.
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In Mexico, depression disproportionately impacts women (8) and particularly women either 

living in rural areas (9–11) or those affected by international migration.(12–14) When 

working-aged men migrate to the US, the women left behind must adjust to family 

reorganization, new roles, and decreased social support.(15) This erosion of support has 

mental health implications for these women since depression is associated with less social 

support, less close relationships, and smaller social networks.(16,17) Family separation 

experienced by women with migrant spouses or children is associated with depressive 

symptoms.(18) Perhaps most dramatically, Mexicans with a family member in the US were 

found to be at a higher risk for suicidal ideation and suicide attempts than Mexicans who 

have never migrated or did not have family in the US.(19)

Promotoras or lay health advisors represent a strategy to address the health of Mexican 

immigrant women in the US.(20) This approach is based on the theoretical framework of 

lay-health advocacy to promote health education for populations with limited access to 

health care.(21–23) Promotoras are considered effective in Latino communities since they 

have a thorough knowledge of community social networks, cultural values, and health needs 

and are able to communicate in a language that recognizes these attributes of their local 

communities.(24) Studies have shown that lay health advisors are seen as role models and 

provide social support for positive behaviors within their communities.(25,26) While 

promotoras have been used to address depression in Latinas in the US (27) and other health 

issues in Mexico, (28) we could not find examples of using promotoras to improve mental 

health in women in rural Mexico. Whether lay health advisor programs designed for Latina 

immigrants in the US can be adapted and successfully implemented in rural communities in 

Mexico remains an open question.

This paper describes a pilot efficacy study for a promotora intervention focused on 

improving depression in women through social support in a migratory sending community in 

Mexico. We named this intervention Mujeres en Solidaridad Apoyandose (MESA), which 

translates to Women in Solidarity and Support. MESA (table in Spanish) connotes women 

coming together at a table to cope with the emotional hardships associated with family 

migration by providing each other social support. MESA was modeled after a promotora 

intervention focused on mental health in Latina immigrants in the US named ALMA (29) 

and uses a combination of cognitive behavioral theory (CBT) techniques, psychoeducation, 

and social support activities for alleviating depression in women.

METHODS

Research setting

MESA was conducted in Santa Cruz de Juventino Rosas, Guanajuato, which is referred to as 

Juventino Rosas in short. Guanajuato has the largest share of international migrants among 

all states in Mexico(30) and the largest proportion of Mexican immigrants who relocate to 

central North Carolina.(31) The municipality of Juventino Rosas has a population of 79,214 

with nearly 40% living in rural areas.(2) More than 16% of all households and 25% of rural 

households are impacted by international migration.(11) This setting was chosen due to a 

long-standing relationship between the University of North Carolina at Chapel Hill (UNC-
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CH) and local community leaders. Observing the lack of access to mental health services, 

local leaders expressed the need to address depression among the local population.

Intervention design

This pilot efficacy study was conducted among a convenience sample of women in 

Juventino Rosas during summer 2011. It tested a promotora-based intervention targeting 

depression developed through an iterative process during 2010 (Clark, unpublished 

manuscript). Employing a train-the-trainer model, the MESA intervention is designed to 

train lay persons to serve as promotoras to lead five weekly group sessions focused on 

alleviating depression through social support, mental health education, and coping 

techniques. The promotoras were trained to address common problems that can occur in 

groups to prepare them for their leadership roles. Each session began with an icebreaker 

activity, had a particular focus, and concluded with a relaxation exercise (Figure 1).

During each MESA group session, the promotoras replicated the training they received from 

study personnel and a psychologist during a five-day intensive training program prior to the 

start of the intervention. Promotoras were provided notebooks outlining each of the MESA 

intervention session’s activities and goals. Flipcharts were used throughout to record ground 

rules (e.g., confianza or confidentiality) and key points. To practice concepts such as active 

listening and identifying negative automatic thoughts, promotoras employed role-playing. 

For the third session, a local psychologist joined the groups and discussed depression and 

anxiety. This intervention was approved by the UNC-CH Institutional Review Board. Given 

low literacy rates in the study community, verbal consent was utilized and acquired by study 

staff at baseline pre-intervention assessment.

Recruitment of Promotoras

Based on community recommendations, church catechists were recruited through the local 

Catholic parish to serve as promotoras. These women were targeted given their community 

leadership roles and literacy level. Eligibility criteria for the promotoras included being a 

female over 18 years of age, the ability to read and write, availability for the five-day 

promotora training, and few or no symptoms of depression as indicated by a score of less 

than 16 on the Center for Epidemiologic Studies Depression Scale (CES-D). (32) While 

most promotoras were catechists, some were recruited through word of mouth by other 

promotora candidates. A total of eight promotoras were recruited initially; one, however, 

withdrew prior to group recruitment due to health problems. Seven promotoras ultimately 

led groups.

MESA Participants

Upon completion of the promotora training, the promotoras recruited women over the age of 

18 to participate in their own MESA support groups. The primary means of recruitment was 

through word of mouth and flyers promoting support groups for women in the promotoras’ 

communities or neighboring communities. To avoid stigmatization of volunteers, any willing 

volunteer was included in the intervention unless the following exclusion criteria were met: 

suicidality or pre-intervention CES-D score over 36 and assessment by study personnel as 
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being unfit for participation. Volunteers excluded from the study were referred to a local 

psychologist per study protocol.

The promotoras recruited a total of 65 women as potential participants in the MESA 

program (Figure 2). Promotoras reported that the reasons for loss to follow-up included 

variable work schedules, health problems, family commitments, and uncertainty about 

participating in a community-based group. Follow-up data were collected for participants 

who attended at least four sessions (n=39), thereby excluding an additional 10 participants 

from data collection who did not meet attendance requirements. A comparison of baseline 

demographic, depression, and social support data between those excluded or lost to follow-

up (n=21) and those who completed the intervention (n=39) revealed no significant 

difference between these two groups.

Data Collection & Measures

Pre- and post-intervention assessment of the participants and promotoras was conducted by 

study staff. Baseline and follow-up data collection consisted of basic demographic questions, 

migrant spouse status (i.e., no migrant spouse, returned migrant spouse, or current migrant 

spouse), the CES-D, and a modified Medical Outcomes Study (MOS) social support scale. 

The CES-D is used extensively and has been validated in Latino immigrant (31) and 

Mexican populations, (33) and applied in promotora-based interventions (range 0–60).(5) 

For Latina populations, CES-D scores from 16 to 23 indicate moderate depressive symptoms 

and scores of 24 or higher indicate severe depressive symptoms. (34) A five-point change in 

CES-D score from baseline to follow-up was considered clinically meaningful change in this 

study and is similar to other mental health interventions. (35) Social support was measured 

by a modified version of the MOS social support scale(36) adapted for Spanish speaking 

populations.(37,38) The MOS scale has been used in Latino populations in the US (39) and 

Spanish-speaking countries(38) and measures perceived social support using a five-point 

Likert scale based on level of agreement to nine statements regarding different types of 

social support.

Analysis

Statistical methods for MESA focused on assessing the goal of increasing social support and 

decreasing depression before and after the five-week intervention. Given the duration of the 

program, participants who attended fewer than four of the five sessions were excluded. Two-

tailed paired t-tests were conducted to look at change in depression scores and levels of 

social support from baseline to follow-up. Subgroup analysis was performed on participants 

according to baseline depression level and migrant spouse status. Bivariate regression 

analyses were used to examine the association between variables of interest, such as migrant 

spouse status, and change in depression and social support scores. Descriptive statistics, tests 

of association, and regression analyses were computed using Stata 12.1.
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RESULTS

MESA Participant Characteristics

The majority of the 39 participants (77%) who were present for preintervention and follow-

up data collection attended all five weekly MESA meetings. Group sizes ranged from 3 to 

12. The baseline characteristics revealed most participants were middle aged (mean age, 

40.6 ± 13.9), married (64%), had children (85%), and had migrant family members (90%) 

(Table 1). Almost 30% of participants had a current or former spouse who was a return 

migrant, and 18% had a current migrant spouse in the US.

Outcomes

CES-D—Table 2 shows baseline and follow-up depression scores for MESA participants. 

At baseline, approximately 70% of participants were considered depressed (mean CES-D, 

22.9 ±12.3). Overall, there was a decrease of 2.4 points in CES-D score for all participants 

(p=.23). When grouped according to baseline CES-D score, change in depressive 

symptomology varied across groups. For those with no depressive symptoms at baseline 

(n=12), CES-D scores went up by 3.9 (p=.23), but remained below the threshold for 

depression. Participants with moderate depressive symptoms (n=8) experienced a decrease 

from baseline to follow-up of 3.9 (p=.10). For those with high depressive symptoms who 

represented almost half of MESA participants (n=19), the reduction in depressive symptoms 

was 5.6 (p=.09). When grouped according to migration status of spouse, those with current 

migrant spouses (n=7) experienced an increase of 2.0 (p=.06) in depressive symptoms. 

Having a current migrant spouse was the only demographic factor associated with a 

decreased odds of improvement in depressive symptoms (OR=.17, p=.097; 95% CI 0.02, 

1.38). Respondents with return migrant spouses (n=11) experienced a decrease of 4.9 (p=.

33) in CES-D scores, while those with no migrant spouse (n=21) experienced a decrease of 

2.4 (p=.35).

Outcomes

Social Support Scale—Mean social support was 31.0 for all groups at baseline (Table 3). 

Participants with no depressive symptoms reported higher levels of social support at baseline 

(33.3±4.9) than those with moderate (29.9±8.2) or high depressive symptoms (30.0±9.0). 

Overall, reported social support increased by 2.1 points from baseline to follow-up for 

MESA participants (p=.06). When grouped by degree of depression, participants with no 

depressive symptoms at baseline experience a 3.5 point increase (p=.09) in social support. 

Participants with moderate and high depressive symptoms at baseline experienced non-

significant 1.6 and 1.5 increases in social support, respectively. When examining social 

support by migrant spouse status, participants with current migrant spouses had similar 

baseline levels of social support (30.6±6.3) as those with return migrant spouses (32.5±7.2) 

or no migrant spouse (30.3±8.7). Those with return migrant spouses experienced an increase 

in social support of 3.8 (p=.07), while those without migrant spouses experienced an 

increase of 1.4 (p=.38) and those with current migrant spouses experienced a 1.7 (p=.58) 

increase in social support.
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DISCUSSION

This study was designed to evaluate a brief group intervention focused on improving 

depression through social support for women impacted by migration in rural Mexico. 

Depression scores declined modestly (2.4) overall, and perceived social support increased 

significantly from baseline to follow-up, especially for non-depressed participants or those 

with return migrant spouses. Depression outcomes among participants varied according to 

baseline level of depression and migrant spouse status. Participants with high depressive 

symptoms at baseline experienced a significant decrease of 5.6 in mean CES-D scores and 

approached a transition from high to moderate depressive symptoms. When results were 

grouped according to current, return, or no migrant spouse, depressive symptoms increased 

significantly among those with a current migrant spouse, while the other groups experienced 

decreases in depressive symptoms from baseline to follow-up.

Cultural context and feasibility issues in the study community influenced the development of 

MESA. Mental health problems such as depression are not well recognized among Latin 

Americans, especially those with low socioeconomic status;(40) thus, cultural beliefs may 

inhibit depressed adults from seeking traditional mental health care services. When 

compared to US-born whites, Latina immigrants are more likely to report concerns about 

stigma regarding mental health care. (41) Similarly, rural Mexicans are highly unlikely to 

seek care from mental health specialists, due in part to limited access and health-seeking 

behaviors focused on self-care or social network support.(42) Since mental health represents 

a new area for promotoras (27,43) the ability to compare our findings to similar 

interventions is limited. A review of randomized controlled trials comparing peer support to 

usual care for depression found that peer support resulted in better outcomes than usual care 

and similar outcomes to group therapy.(44) Our results show a decrease in depressive 

symptoms for those with depression that is close to a clinically meaningful decrease of 5 

points on the CES-D scale. Given the cultural context surrounding mental health, limitations 

of clinical mental health interventions in rural Mexico and the benefits of peer support, a 

community-based promotora intervention is likely a culturally acceptable and feasible way 

to address depression in Mexican migratory sending communities.

While social support has been shown to be protective against depression(10) and to be 

negatively impacted by the migration of family members,(43) the exact mechanism of this 

effect is unclear. Our work confirms the finding that social support is protective against 

depression, as those in our study with the highest perceived social support both at baseline 

and at follow-up were those who were either not depressed or who had a return migrant 

spouse. In addition, these groups experienced the largest and only significant increases in 

social support, perhaps because they are better equipped to accept or perceive additional 

social support through a promotora intervention. In addition, MESA may not provide 

sufficient social support to compensate for support lost from spousal migration, explaining 

why this group’s depression scores did not improve. On the other hand, the decrease in CES-

D scores for the depressed groups may have been due to factors other than social support. 

Other aspects of the MESA curriculum, such as coping strategies and mindfulness exercises, 

could contribute to a decrease in depression. Further work will be needed to fully explore 
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how the MESA intervention improves social support and depression, and identify the 

appropriate target population and duration of the intervention.

The outcomes from the implementation of this brief intervention are encouraging but have 

limitations and point to the need for a larger study to confirm the hypothesis that MESA 

improves depression in women through social support. A small sample size (n=39) limits 

our ability to ascertain the effectiveness of this intervention across a wider population and to 

investigate meaningful associations among hypothesized relationships. Our results point to a 

change in depression for MESA participants that most benefits those with higher levels of 

depression; however depression tends to attenuate over time and thus regression to the mean 

cannot be excluded as a possible explanation for our results. Given the challenges of 

performing a controlled trial in this setting, we could not compute the impact of the 

intervention as compared to placebo and solely focused on program participants. MESA is a 

five-week intervention with promising results; however, most effective community-based 

programs focused on peer social support and depression are at least 8 weeks long.(45) This 

short duration might have a dose response effect on depression and social support scores at 

follow-up. While group sessions were designed to last an hour and a half, promotoras 

reported that group meetings often lasted longer, possibly impacting attrition. Because 

promotora groups varied in size and composition, we were unable to measure whether some 

promotoras were more effective group leaders than others given the small sample size and 

potential confounding factors. The social support instrument we used was found to be 

reliable in our sample, but future tests with larger samples are needed to establish the 

validity of this instrument for Mexican women. In-depth qualitative work with promotoras 

and program participants is needed to better to understand how the MESA curriculum, group 

dynamics, and promotora effectiveness could be improved.

Understanding the health impacts of migration means addressing both the health of those 

who left and currently reside in a foreign country, such as immigrant health in the United 

States, and tackling how migration impacts those left behind. Decreased migration between 

the US and Mexico in recent years highlights the need to address the mental health 

implications of migration since the separation and loss of social support experienced by 

families across borders is now more permanent than in the past.(44,46) Addressing mental 

health for a vulnerable population through a community-based approach has the potential to 

improve depression and social support in communities of migration, and a lay health 

provider model may be the most feasible approach in low-resource settings. Programs like 

MESA have the potential to raise awareness about mental health and ultimately lead to 

health behaviors that contribute to the quality of life in communities who are by necessity 

unstable. While international migration is impacted by forces beyond the scope of a public 

health intervention, the development of community based approaches to mental health care 

represent a step towards addressing the health impacts of migration on the other side of the 

border and warrants further attention.
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Figure 1: 
MESA Five-Week Curriculum
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Figure 2: 
MESA Participant Flowchart
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Table 1:

Demographic Characteristics of Participants (n=39)

Mean SD

Age 40.6 13.9

Household Size 4.7 1.9

Number of children (n=33) 3.0 2.4

N %

Civil Status

Married 25 64.1%

Single 8 20.5%

Partnered 2 5.1%

Divorced 3 7.7%

Widowed 1 2.6%

Have children 33 84.6%

Employed 14 35.6%

Family Migration

Currently has migrant family members 35 89.7%

Has ever received remittances from US 13 33.3%

Current Migrant Spouse in the US 7 18.0%

Return Migrant Spouse 11 28.2%
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Table 2:

Mean (SD) Baseline and Follow-up Depression Scores

n Baseline CES-D Follow-up CES-D Change in CES-D p value

All participants 39 22.9 (12.3) 20.5 (12.3) −2.4 0.23

According to baseline depression level (n=39)

No depressive symptoms 12 9.3 (5.3) 13.2 (11.1) 3.9 0.23

Moderate depressive symptoms 8 18.8 (2.7) 14.9 (6.3) −3.9 0.10

High Depressive symptoms 19 33.1 (7.7) 27.5 (11.3) −5.6* 0.09

According to migrant spouse status (n=39)

Current Migrant Spouse 7 21.4 (14.5) 23.4 (14.4) 2.0* 0.06

Return Migrant Spouse 11 22.6 (14.3) 17.7 (13.6) −4.9 0.33

No migrant Spouse‡ 21 23.4 (11.0) 21.0 (11.2) −2.4 0.35

Note: Reported p-values are for a two-tailed paired t-test.

*
p<0.10

**
p<0.05.

‡
This group consists of 12 married and 9 single participants.

J Immigr Minor Health. Author manuscript; available in PMC 2019 July 27.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Edelblute et al. Page 14

Table 3:

Mean (SD) Baseline and Follow-up Social Support Scores

n Baseline Social Support Follow-up Social Support Change in Social 
Support

p value

All participants 39 31.0 (7.8) 33.1 (7.8) 2.1* 0.06

According to baseline depression level (n=39)

No depressive symptoms 12 33.3 (4.9) 36.8 (5.1) 3.5* 0.09

Moderate depressive symptoms 8 29.9 (8.2) 31.5 (9.0) 1.6 0.61

High Depressive symptoms 19 30.0 (9.0) 31.5 (8.2) 1.5 0.34

According to migrant spouse status (n=39)

Current Migrant Spouse 7 30.6 (6.3) 32.3 (9.3) 1.7 0.58

Return Migrant Spouse 11 32.5 (7.2) 36.3 (8.2) 3.8* 0.07

No migrant Spouse‡ 21 30.3 (8.7) 31.8 (6.9) 1.4 0.38

Note: Reported p-values are for a two-tailed paired t-test.

*
p<0.10

**
p<0.05.

‡
This group consists of 12 married and 9 single participants.
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