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Abstract 

Background: Different factors are associated with late life depression and diagnosis, including gender. It has also 
been reported that depression among older people is underdiagnosed. As a result, the mental health needs of this 
group are insufficiently met. The aim of this study was to explore gender differences in the factors associated with 
positive screens for depression and self-reported diagnosis among older adults in Chile.

Methods: Data from 3786 older adults who participated in the Social Protection Survey in 2016 were analysed. 
PHQ-9 was used to identify screen-positive cases. Self-reported diagnosis of depression was used to determine the 
proportion of people with a screen-positive result who had received a diagnosis of depression. Logistic regression 
models were used to determine sociodemographic and health factors associated with depression and underdiagno-
sis in older men and women.

Results: The prevalence of a screen-positive result was 20.91% (5.83% major depressive disorder) among men, and 
36.38% (12.43% major depressive disorder) among women. 18.77% of men and 34.11% of women with a positive 
depression screening had received a diagnosis. More educated men were more likely to receive a diagnosis. Older age 
was associated with a lower probability of diagnosis among older women.

Conclusions: Our results suggest that depressive disorders are undiagnosed in a high proportion of older adults 
in Chile. Gender is a relevant factor in the underdiagnosis of depression in this group. Further research is needed to 
understand the factors involved in these gaps, to improve detection and provide timely support and treatment.
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Background
Major depressive disorder (MDD) is the second most 
prevalent mental disorder (4.4%) [1], and the third 
leading global cause of years lived with disability YLD 
[2]. According to the World Health Organization [1], 
the prevalence of depression is higher in older adult-
hood, reaching above 7.5% among women and above 
5.5% among men aged 55–74 years. Nevertheless, the 

prevalence of depression varies widely, depending on the 
regional and cultural context, and the assessment method 
used. Horackova et  al. [3] reported 17–35% prevalence 
among older Europeans from different countries. Güzel 
& Kara [4] found a prevalence of 51.8% among older 
people in Turkey. In Latin America and the Caribbean, 
depressive symptoms ranged from 9.1% in Barbados to 
36.8% in Chile [5]. Chile has the highest prevalence of 
depression in the region, and several initiatives have been 
implemented to address it [6, 7].

Among the several factors that are associated with 
depression, gender has been analyzed. A higher 
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prevalence of depression is observed among women, 
across the lifespan [8–10]. However, the suicide rate is 
at least six times higher in older men with depression, as 
compared with women of the same age [11, 12]. Although 
the direction of the gender difference in depression in 
old age is consistent, the magnitude of this gap varies by 
cultural context [13]. The factors that explain these dif-
ferences in old age are not well understood. Previous 
studies report conflicting results with respect to a greater 
vulnerability of women to social factors [14, 15]. There 
are factors that occur across the lifespan that may have 
an influence on depression in old age, but events that are 
more frequent at this age should also be considered, such 
as widowhood or health problems [9].

Late life depression has a negative impact on quality 
of life [16, 17] and is a risk factor for mortality [18, 19]. 
Nevertheless, there are important barriers to treatment, 
including underdiagnosis [20–22]. With respet to diagno-
sis of depression among older adults in Chile, a previous 
study reported that only 22.6% men and 42.3% women 
who screened positive for mild to severe depression had 
been diagnosed in 2009, according to their self-report 
[23]. To the best of our knowlege, gender differences in 
the factors associated with underdiagnosis of late life 
depression have not been analyzed previously. This study 
was aimed at exploring gender differences in the factors 
associated with positive screens for depression and self-
reported diagnosis among older adults in Chile.

Methods
Sample
Secondary analyses of data from the Social Protection 
Survey (SPS) were carried out. The SPS is a fixed panel 
plus births longitudinal study that collects information 
about social security in Chile [24]. The SPS sample was 
recruited through multi-stage, stratified cluster sampling 
[24]. Since 2004, the sample has been nationally repre-
sentative of people aged 18 or more years [25]. In 2015, 
a refreshment sample was recruited and weights were 
calculated, considering the projections of population 
to June 2015, made by the National Institute of Statis-
tics [25]. Hence, the sample analyzed in this report was 
representative of the Chilean population in 2015. In the 
present study, data from the SPS sixth wave, collected 
in 2016, were analyzed, involving a total of 3786 people 
aged 60 years or older.

Since the present study performed secondary analyses 
of an anonymized and publicly available database, no eth-
ical approval was required.

Outcome measures
The 9-item Patient Health Questionnaire (PHQ-9) [26] 
was used as a depression screening. This instrument has 

performed well as a screening test for depression in pri-
mary care among adults [27] and older population [28] 
in Chile. A recent meta-analysis found that the PHQ-9 
has high-sensitivity (0.88) and specificity (0.85) at a cutoff 
score of 10, compared with semi-structured diagnostic 
interviews to detect MDD [29]. Furthermore, the speci-
ficity increased with age. The PHQ-9 is a useful tool to 
detect the severity of depression, which is relevant for 
treatment decisions [26]. The PHQ-9 has nine items 
related to the presence of symptoms in the previous two 
weeks. The response categories and scores are: 0 (never), 
1 (several days), 2 (more than half the days), and 3 (nearly 
every day). The cutoff scores to determine the severity of 
the symptoms are: 5–9 (mild) 10–14 (moderate), 15–19 
(moderately severe), and 20–27 (severe) [30].

For analytic purposes, the previously validated cut-
off score of 10 points or more [29] (Levis et  al., 2019) 
was used to ascertain a screen-positive result for MDD. 
Analyses were also performed for any level of depression 
(score > 4).

Diagnosis of depression was self-reported. The ques-
tion employed was: Have you been diagnosed with 
depression by a doctor?

Covariates
Considering the relevant variables that may be associated 
with depression and depression diagnosis in old age [13], 
and those available from the SPS, specific sociodemo-
graphic and health variables were chosen.

Sociodemographic variables considered in the analyses 
were gender, age, educational attainment, living alone, 
and marital status. Age was categorized in three groups: 
60–69, 70–79, and 80 or more years. Educational attain-
ment was classified as less than 8 (incomplete primary 
education), 8–11 (complete primary education, but 
incomplete secondary education), and 12 or more years 
(complete secondary education or higher). Marital status 
included married, single, separated/divorced, and wid-
owed. For each variable, the reference category was: man, 
60–69 years of age, less than 8 years of education, not liv-
ing alone, and married.

Health variables included were self-rated health, 
assessed through the question: Would you say your 
health is: excellent, very good, good, fair, poor, or very 
poor. The response categories were collapsed into good 
(good or better), and poor (fair or worse). Good was used 
as a reference. Disability was defined as needing help, or 
having difficulties performing any of the following basic 
activities of daily living: bathing, dressing, eating, and 
getting out of bed. The reference category was without 
disability. Self-report of the following chronic conditions 
was used: chronic obstructive pulmonary disease, diabe-
tes, hypertension, cardiovascular disease, cancer, stroke, 
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chronic kidney disease, and arthritis. The variable was 
categorized as none, 1–2, and 3 or more, using none as 
the reference.

Statistical analyses
Due to the complex study design, weights were used 
in the analyses [24]. Chi square tests were employed to 
determine gender differences in sociodemographic and 
health characteristics of the sample. Prevalences and 95% 
confidence intervals of positive screen for MDD screen 
and for depressive symptoms (any level) were estimated, 
by gender.

Fully adjusted logistic regression models were esti-
mated to determine the association between positive 
screen for MDD and sociodemographic and health varia-
bles in men and women. The covariates included in these 
models were: age, educational attainment, marital sta-
tus, living alone, self-rated health, disability, and number 
of chronic diseases. The same procedure was used with 
a positive screen for depression of any level as the out-
come. The factors associated with a diagnosis of depres-
sion among those participants with positive depression 
screening were explored with logistic regression models, 

stratified by gender, considering the same covariates as in 
the previous models.

All the analyses were performed with Stata 15.

Results
As observed in Table 1, a higher proportion of men were 
married. Compared to men, women were more likely to 
be widowed, to live alone, and to have a poorer health 
status. Marital satus (2 cases, 0.1% of the sample), dis-
ability (9 cases, 0.2% of the sample), and self-reported 
diagnosis of depression (27 cases, 0.7%) had missing data. 
These cases were omitted in the logistic models.

The prevalence of a positive screen for MDD was 9.37% 
(95% CI 8.25–10.62) (Table 2). The prevalence was more 
than twice as high in women (12.43, 95% CI 10.72–14.38) 
than in men (5.83, 95% CI 4.58–7.40). Positive screen for 
mild depressive disorder was also more prevalent among 
women (23.95, 95% CI 21.71–26.33), as compared with 
men (15.08, 95% CI 13.19–17.19). The same gender dif-
ference was observed when considering all levels of 
severity of depression, with women reaching 36.38% (95% 
CI 33.75–39.09), and men, 20.91% (95% CI 18.66–23.35).

A lower proportion of men (18.77, 95% CI 14.26–
24.29), among those who screened positive for any level 

Table 1 Sociodemographic and health characteristics of the sample

Total (N = 3786) Men (N = 1803) Women (N = 1983) P-value

Age 0.3

 60–69 50.24 51.27 49.35

 70–79 32.43 32.85 32.06

 80+ 17.33 15.87 18.59

Education 0.09

 Less than 8 38.22 36.60 39.62

 8–11 27.68 26.94 28.31

 12 or more 34.11 36.46 32.07

Marital status < 0.001

 Married 55.56 70.13 42.89

 Single 11.30 8.54 13.70

 Separated/Divorced 9.34 8.48 10.10

 Widowed 23.80 12.85 33.31

Lving alone 0.001

 Yes 16.51 13.75 18.91

Self-rated health < 0.001

 Good 35.91 40.36 32.06

 Poor 64.09 59.64 67.94

Disability < 0.001

 Yes 23.06 17.72 27.70

Chronic conditions < 0.001

 0 27.82 34.44 22.07

 1–2 54.85 53.94 55.64

 3 or more 17.33 11.62 22.29
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of severity of depression, had received a medical diagno-
sis of depression, as compared with women (34.11, 95% 
CI 30.04–38.42). Among men with a positive screening 
for MDD, 67.89% were undiagnosed, whereas 57.30% 
women were in the same case.

Positive screen for MDD was associated with health 
status in both men and women (Table 3). People with a 
negative self-rating of health and disability were more 
likely to screen positive for depression, in both sexes. 
Additionally, having three or more chronic diseases was 
associated with positive screen for MDD among men 
(OR = 3.79; 95% CI 1.67–8.59). The number of chronic 
conditions was also associated with depression of any 
level of severity in men. Additionally, more educated men 
were less likely to have a positive screen for depression of 

any level of severity (OR = 0.67; 95% CI 0.45–0.99). Men 
(OR 0.70; 95% CI 0.49–0.99) and women (OR = 0.59; 95% 
CI 0.44–0.78) aged 70–79 years were less likely to screen 
positive for any level of depression, as compared with the 
youngest group, and having three or more chronic condi-
tions was associated with a positive screen for depressive 
symptoms among both genders (men: OR = 2.73; 95% 
1.70–4.37; women: OR = 2.15; 95% CI 1.42–3.26).

With respect to diagnosis, the highest level of educa-
tion was associated with a higher odds of depression 
diagnosis among older men with a positive screen for 
MDD (Table  4). For depression of any level of severity, 
having 12 or more years of education was associated with 
a medical diagnosis in men (OR = 3.32; 95% CI 1.52–
7.23), whereas widowhood decreased the likelihood of 

Table 2 Prevalence of positive screen for depressive disorders among Chilean older men and women, and proportion who had 
received a diagnosis of depression

Total 95% CI Men 95% CI Women 95% CI

Major depressive disorder (≥10) 9.37 8.25–10.62 5.83 4.58–7.40 12.43 10.72–14.38

% Diagnosed 39.56 33.26–46.23 32.11 20.99–45.72 42.70 35.27–50.5

Mild depressive disorder (5–9) 19.83 18.32–21.43 15.08 13.19–17.19 23.95 21.71–26.33

% Diagnosed 24.08 20.65–27.88 13.54 9.66–18.65 29.78 25.12–34.90

Any depressive disorder (≥5) 29.19 27.40–31.05 20.91 18.66–23.35 36.38 33.75–39.09

% Diagnosed 28.99 25.81–32.39 18.77 14.26–24.29 34.11 30.04–38.42

Table 3 Adjusted odds ratios and 95% confidence intervals of positive screen for depression among Chilean older men and women

Major depressive disorder Depressive disorder of any level of severity

Men Women Men Women

OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Age (60–69)

 70–79 1.00 0.55–1.82 0.67 0.44–1.01 0.70 0.49–0.99 0.59 0.44–0.78

 80+ 1.18 0.60–2.34 0.99 0.54–1.83 1.13 0.71–1.81 0.83 0.55–1.24

Years of education (< 8)

 8–11 1.58 0.88–2.81 0.94 0.61–1.46 1.21 0.86–1.71 0.93 0.69–1.26

 12+ 1.58 0.84–2.95 1.19 0.77–1.84 0.67 0.45–0.99 0.81 0.60–1.10

Marital status (married)

 Single 0.93 0.40–2.16 1.33 0.72–2.46 1.03 0.59–1.81 0.93 0.62–1.40

 Divorced 0.52 0.17–1.55 1.25 0.67–2.32 0.89 0.4–1.98 1.36 0.89–2.08

 Widowed 0.53 0.22–1.27 1.37 0.84–2.23 1.22 0.74–1.99 1.22 0.88–1.70

 Living alone 2.13 1.00–4.52 1.17 0.74–1.84 1.21 0.72–2.05 1.26 0.91–1.74

 Negative self-rated 
health

5.45 2.37–12.52 10.02 5.08–19.77 3.06 2.04–4.59 4.25 3.03–5.96

 Disability 2.11 1.19–3.76 2.14 1.45–3.15 2.29 1.63–3.21 2.23 1.68–2.98

Chronic conditions (none)

 1–2 1.40 0.70–2.8 1.63 0.86–3.08 1.55 1.05–2.27 1.42 0.98–2.06

 3+ 3.79 1.67–8.59 1.69 0.87–3.29 2.73 1.70–4.37 2.15 1.42–3.26
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having received a diagnosis (OR = 0.32; 95% 0.11–0.93). 
Among those women with a positive screen for MDD, 
being 80 years or older decreased the likelihood of receiv-
ing a diagnosis (OR = 0.08; 95% CI 0.03–0.23). The same 
occurred among women who screened positive for any 
level of depression (OR = 0.17; 95% CI 0.09–0.33), and a 
negative self-rating of health increased the likelihood of 
medical diagnosis of depression among them (OR = 2.09; 
95% CI 1.10–3.97).

Discussion
Late life depression is a major public health concern, 
due to its significant impact in quality of life, health tra-
jectories and survival [16, 19, 31]. This study sought to 
examine the gender differences in positive screens and 
self-reported diagnosis of depression in older adults 
in Chile, as a contribution to understand the factors 
involved in underdiagnosis.

A positive screening for depression was associated 
with health problems in men and women. It could be 
hypothesized that older people with more health prob-
lems are more likely to be in contact with health services, 
but a negative self-rating of health, disability, or a higher 
number of chronic diseases did not increase the odds of 
having received a diagnosis of depression. For any level 
of depression, we found that less than one fifth of older 
men and only one third of older women who screened 

positive, self- reported a diagnosis of depression. Consid-
ering those who screened positive for MDD, less than half 
had been diagnosed, according to their self-report. These 
results support the existence of a substantial gap between 
the prevalence of depressive disorders and their diagnosis 
and treatmentt, among the Chilean older population.

Our results contribute to the previous information 
about depressive disorders among older adults in Chile. 
Aravena et al. [23] found a prevalence of positive screen 
for MDD of 6.9% in this group in 2009, assessed with the 
15-item Geriatric Depression Scale (GDS-15). Our study 
found a higher prevalence (9.4%), which could be attrib-
uted to the use of a different screening test. However, a 
previous study found that the GDS-15 performed simi-
larly to the PHQ-9 among older adults without neuro-
cognitive disorders [32]. Furthermore, another survey in 
Chile found a similar prevalence of depressive disorders 
among older people in 2019, using both the PHQ-9 and 
GDS-15 (UC & Caja Los Andes, 2020). Accordingly, the 
prevalence of MDD was 10.2%, suggesting a progressive 
increase in MDD among Chilean older people during the 
last decade.

With respect to sociodemographic variables, Ara-
vena et  al. [23] reported that female gender, having a 
lower level of education, and living alone were associ-
ated with depression, whereas older age decreased the 
odds of depression. We observed that gender alone was 

Table 4 Adjusted odds ratios and 95% confidence intervals of self-reported diagnosis of depression among Chilean older men and 
women with positive depression screening

Major depressive disorder Depressive disorder of any level of severity

Men Women Men Women

OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Age (60–69)

 70–79 0.76 0.17–3.44 0.86 0.39–1.91 0.99 0.44–2.21 0.77 0.49–1.21

 80+ 0.77 0.14–4.38 0.08 0.03–0.23 0.58 0.25–1.35 0.17 0.09–0.33

Years of education (< 8)

 8–11 5.56 1.06–29.22 0.59 0.26–1.33 1.60 0.77–3.33 0.96 0.60–1.51

 12+ 13.67 2.42–77.09 1.38 0.57–3.33 3.32 1.52–7.23 1.52 0.92–2.50

Marital status (married)

 Single 2.29 0.39–13.30 0.77 0.22–2.61 0.93 0.25–3.42 0.88 0.43–1.79

 Divorced 3.42 0.35–32.95 2.11 0.65–6.99 1.31 0.30–5.67 1.0 0.54–1.86

 Widowed 0.84 0.11–6.68 2.16 0.89–5.21 0.32 0.11–0.93 1.40 0.83–2.36

 Living alone 1.87 0.33–10.6 2.46 0.99–6.02 1.70 0.50–5.71 1.27 0.75–2.15

 Negative self-rated 
health

1.59 0.19–13.20 2.21 0.64–7.65 2.04 0.82–5.07 2.09 1.10–3.97

 Disability 0.98 0.29–3.31 1.64 0.75–3.63 1.05 0.51–2.15 1.04 0.68–1.58

Chronic conditions (none)

 1–2 1.93 0.36–10.53 0.67 0.20–2.22 1.52 0.63–3.69 0.62 0.32–1.18

 3+ 3.95 0.58–26.80 1.03 0.28–3.83 2.29 0.80–6.60 1.32 0.67–2.60
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associated with a positive screen for MDD (data not 
shown). Higher levels of education, and being between 
the ages of 70–79 years-old, decreased the odds of a posi-
tive screen for depression of any level (data not shown). 
However, the gender-stratified analyses showed that a 
higher educational attainment decreased the odds of 
a positive screen for depression among men, but not 
among women. Considering that a recent systematic 
review of factors associated with depression in older 
adults found heterogeneous results for men and women, 
with respect to education [33], further research is needed 
to explore this association.

Men with a positive screen for any level of depression 
were less likely to self-report a medical diagnosis, as pre-
viously found by Aravena et al. [23]. As these authors had 
reported, we observed associations between age, edu-
cational attainment, and the odds of diagnosis, but we 
found that older women were less likely to self-report a 
depression diagnosis, and that educational attainment 
increased this likelihood only among men.

The important treatment gap for depression in Chile 
was identified in the early 2000’s, showing inequities in 
the distribution of mental health provision [34]. In 2005, 
the Regime of Explicit Health Guarantees (AUGE) was 
introduced, aimed at providing access, quality, opportu-
nity, and financial protection for prioritised health con-
ditions in Chile, including depression [35]. As a result, 
once a person is diagnosed with depression, access to 
treatment within a specific period of time is guaranteed 
by law [36]. An analysis by Araya et al. [35] suggested that 
access to health-care among people who screened posi-
tive for MDD had increased in Chile between 2003 and 
2010. According to the authors, people with depression 
aged 60 years and older reported a more frequent acces 
to health-care, reaching 71.5% in 2010 [35]. We observed 
a wider gap, with only 39.6% self-reported diagnosis 
among people with a positive screen for MDD. Aravena 
et  al. [23] reported that 47% of people who screened 
positive for moderate to severe depression in 2009, 
had been diagnosed. Hence, the gap between a positive 
screen for depression and diagnosis among older Chil-
ean people should be addressed by mental health pro-
grams. In Chile, there is a unique protocol to monitor 
and treat depression in people aged 15 and older, but no 
tailored interventions for older adults have been devel-
oped in the context of the national mental health pro-
grams. Recently, an increasing awareness of the urgency 
of mental health needs of older adults in Chile has been 
observed. Several initiatives to disseminate information 
about this topic have been observed, including a proposal 
to address mental health problems and a guide to pre-
vent suicide among older adults in Chile [37, 38]. Also, 
the National Service for Older Adults (Servicio Nacional 

de Adulto Mayor, SENAMA) has formed an intersecto-
ral committee on mental health in older adults, provid-
ing a series of recommendations to implement a mental 
health strategy for older adults in Chile [39]. However, 
these initiatives are still a first approach, and their impact 
on diagnosis and access to treatment is yet to be deter-
mined. More research is needed to better understand the 
factors involved in the underdiagnosis of depression in 
old age and the gender differences in prevalence, access 
to diagnosis and treatment, and suicide risk among older 
adults in Chile. This information would be a contribution 
to the development of protocols, the allocation of new 
resources, and the design of relevant and effective tools 
to train mental health providers.

This study has some limitations. Although the PHQ-9 
has shown good sensitivity and sensibility as a screening 
test for MDD [29], a meta-analysis found that when this 
instrument is used in population surveys, it overestimates 
the prevalence of MDD by an average of 2.5 times [40]. A 
positive screen of MDD with the PHQ-9 should be con-
firmed with a clinical interview. Nevertheless, in a clinical 
setting, a positive screen should always be followed-up to 
determine the presence of MDD, other depressive disor-
ders or mental health problems that require treatment or 
monitoring [41]. Also, recall bias cannot be ruled out for 
the information about a medical diagnosis of depression, 
which was self-reported. However, as mentioned above, 
people who receive a diagnosis of depression in Chile 
have access to treatment by a specific time [36]. The sub-
sequent monitoring of these guarantees could reduce the 
likelihood of this bias. It is also possible that some people 
may have preferred not to report a diagnosis of depres-
sion, due to the existing negative stereotypes about men-
tal health problems in Latin America [42], which could 
have led to an overestimation of the gap between a posi-
tive screen for MDD and diagnosis. Our results should be 
interpreted taking these limitations into account.

Conclusions
Health status was associated with a positive screen for 
depression in men and women. Our results suggest that 
depressive disorders are underdiagnosed in a high pro-
portion of older adults in Chile. Gender was a relevant 
factor in the underdiagnosis of depression in this group, 
with a lower proportion of diagnosis among men who 
screened positive for depression. In our study, less edu-
cated men and women aged 80 years or more, were less 
likely to receive a diagnosis. Further research is needed to 
understand the factors involved in these gaps, to improve 
detection and provide timely support and treatment.

Acknowledgements
This research employed information from the databases of the Social 
Protection Survey of the Chilean Undersecretary of Social Protection. The 



Page 7 of 8Moreno et al. BMC Geriatrics           (2022) 22:54  

authors acknowledge the Undersecretary of Social Protection, who is the 
intellectual property owner of the survey, for having allowed them to access 
the anonymised databases. The results of the study are responsibility of the 
authors, and they do not in any way commit that institution. The authours 
acknowledge the Vice-Rectory for Research and Doctoral Studies of the Uni-
versidad San Sebastián for providing the funding to publish this article.

Authors’ contributions
XM designed the study, obtained the database and made the data analyses. 
XM, JG and MJM interpreted the results. XM and JG drafted the manuscript. JG 
and MJM revised and approved the submitted version. All authors read and 
approved the final manuscript.

Funding
This article was funded by the project VRIDFAI21/11, from the Vice-Rectory 
for Research and Doctoral Studies of the Universidad San Sebastián. This 
institution played no role in the design of the study, or collection, analysis, and 
interpretation of the data or in writing the manuscript.

Availability of data and materials
The datasets generated and/or analysed during the current study are available 
in the database repository of the Social Protection Undersecretary from the 
Ministry of Labor and Social Security: https:// www. previ sions ocial. gob. cl/ sps/ 
bibli oteca/ encue sta- de- prote ccion- social/ bases- de- datos- eps/

Declarations

Ethics approval and consent to participate
Not applicable. This study was based on secondary analyses of anonymised 
and publicly available databases.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Facultad de Psicología, Universidad San Sebastián, Lota 2465, Santiago, Chile. 
2 Facultad de Ciencias para el Cuidado de la Salud, Universidad San Sebastián, 
Lota 2465, Santiago, Chile. 3 Departamento de terapia ocupacional y ciencia 
de la ocupación, Universidad de Chile, Independencia 1027, Santiago, Chile. 
4 Facultad de Medicina y Ciencia, Universidad San Sebastián, Lota 2465, 
Santiago, Chile. 5 Area de Salud Pública, Instituto de Investigación en Ciencias 
Odontológicas, Facultad de Odontología, Universidad de Chile, Sergio Living-
stone Pohlhammer 943, Santiago, Chile. 

Received: 27 October 2021   Accepted: 22 December 2021

References
 1. World Health Organization. Depression and Other Common Mental 

Disorders: Global Health Estimates. World Health Organization. Geneva, 
2017. Available from: https:// apps. who. int/ iris/ bitst ream/ handle/ 
10665/ 254610/ WHO- MSD- MER- 2017.2- eng. pdf. Accessed 14 Oct 2021.

 2. Institute for Health Metrics and Evaluation (IHME). Findings from the 
Global Burden of Disease Study 2017 [Internet]. IHME. Seattle, WA, 
2019. Available from: http:// www. healt hdata. org/ sites/ defau lt/ files/ 
files/ policy_ report/ 2019/ GBD_ 2017_ Bookl et_ Issuu_2. pdf. Accessed 14 
Oct 2021.

 3. Horackova K, Kopecek M, Machů V, Kagstrom A, Aarsland D, Motlova LB, 
et al. Prevalence of late-life depression and gap in mental health service 
use across European regions. Eur Psych. 2019;57:19–25.

 4. Güzel A, Kara F. Determining the prevalence of depression among older 
adults living in Burdur, Turkey, and their associated factors. Psychogeriat-
rics. 2020;20(4):370–6. https:// doi. org/ 10. 1111/ psyg. 12515.

 5. Quashie NT, Andrade FCD. Family status and later-life depression among 
older adults in urban Latin America and the Caribbean. Ageing Soc. 
2020;40(2):233–61.

 6. Alvarado R, Rojas G. El programa nacional Para el diagnóstico y tratami-
ento de depresión en atención primaria: una evaluación necesaria 
(evaluation of the program for detection and treatment of depression in 
Chilean primary health care centers). Rev Med Chile. 2011;139(5):592–9.

 7. Ministerio de Salud Subsecretaría de Salud Pública. Guía Clínica AUGE 
Depresión en personas de 15 años y más (Depression in people aged 
15 years or more GES Clinical Guide). Serie Guías Clínicas MINSAL. 2013. 
Available from: https:// www. minsal. cl/ portal/ url/ item/ 72227 54637 c0864 
6e040 01011 f014e 64. pdf. Accessed 14 Oct 2021.

 8. Salk R, Hyde J, Abramson L. Gender differences in depression in repre-
sentative national samples: Meta-analyses of diagnoses and symptoms. 
Psychol Bull. 2017;143(8):783–822.

 9. Girgus J, Yang K, Ferri C. The gender difference in depression: are elderly 
women at greater risk for depression than elderly men? Geriatrics (Basel). 
2017;2(4):35.

 10. Jiménez-Molina A, Reyes P, Rojas G. Determinantes socioeconómicos y 
brechas de género de la sintomatología depresiva en Chile [Socioeco-
nomic determinants and gender gaps in depressive symptoms in Chile]. 
Rev Med Chile. 2021;149(4):533–42.

 11. Hinton L, Zweifach M, Oishi S, Tang L, Unützer J. Gender disparities in the 
treatment of late-life depression: qualitative and quantitative findings 
from the IMPACT trial. American J Geriatr Psychiatry. 2006;14(10):884–92.

 12. Aravena J, Gajardo J, Saguez R. Salud mental de hombres mayores en 
Chile: una realidad por priorizar [Mental health in older men in Chile: a 
reality to be prioritized. Saúde mental de homens idosos no Chile: uma 
realidade a ser priorizada]. Rev Panam Salud Publica. 2018;42:e121.

 13. Kiely K, Brady B, Byles J. Gender, mental health and ageing. Maturitas. 
2019;129:76–84.

 14. Zunzunegui M, Minicuci N, Blumstein T, Noale M, Deeg D, Jylhä M, et al. 
Gender differences in depressive symptoms among older adults: a 
cross-national comparison: the CLESA project. Soc Psychiatry Psychiatr 
Epidemiol. 2007;42(3):198–207.

 15. Carayanni V, Stylianopoulou C, Koulierakis G, Babatsikou F, Koutis C. Sex 
differences in depression among older adults: are older women more 
vulnerable than men in social risk factors? The case of open care centers 
for older people in Greece. Eur J Ageing. 2012;9(2):177–86.

 16. Sivertsen H, Bjørkløf G, Engedal K, Selbæk G, Helvik A. Depression and 
quality of life in older persons: a review. Dement Geriatr Cogn Disord. 
2015;40(5–6):311–39.

 17. Voros V, Martin Gutierrez D, Alvarez F, Boda-Jorg A, Kovacs A, Tenyi T, et al. 
The impact of depressive mood and cognitive impairment on quality of 
life of the elderly. Psychogeriatrics. 2020;20(3):271–7.

 18. Schulz R, Beach S, Ives D, Martire L, Ariyo A, Kop W. Association between 
depression and mortality in older adults: the cardiovascular health study. 
Arch Intern Med. 2000;160(12):1761–8.

 19. Corrêa V, Confortin S, d’Orsi E, de Sá-Junior A, de Oliveira C, Schneider IJC. 
Depressive symptoms as an independent risk factor for mortality. Braz J 
Psychiatry. 2021;43(3):247–53.

 20. Small G. Differential diagnoses and assessment of depression in elderly 
patients. J Clin Psychiatry. 2009;70(12):e47.

 21. Allan C, Valkanova V, Ebmeier KP. Depression in older people is underdiag-
nosed. Practitioner. 2014;258(1771):19 -22,2-3.

 22. Argyropoulos K. Late - life depression in North Greece: prevalence 
and under-detection. International Journal of Depression and Anxiety. 
2018;1:1.

 23. Aravena JM, Saguez R, Lera L, Moya MO, Albala C. Factors related to 
depressive symptoms and self-reported diagnosis of depression in 
community-dwelling older Chileans: a national cross-sectional analysis. 
Int J Geriatr Psychiatry. 2020;35(7):749–58.

 24. Ministry of Labor and Social Security. Undersecretary of Social Protec-
tion. Centro UC Encuestas y Estudios Longitudinales. Diseño Muestral y 
Factores de Expansión de la VI Ronda EPS (Sample Design and Weights of 
the VI Wave of the SPS). Santiago de Chile, 2016. Available from: https:// 
www. previ sions ocial. gob. cl/ sps/ downl oad/ estud ios- previ siona les/ encue 
sta- de- prote ccion- social/ docum entos- eps/ docum entos- eps- 2016/ infor 
me- metod ologi co- facto resex pansio% CC% 81n- eps- 2015. pdf. Accessed 
09 Sep 2021.

https://www.previsionsocial.gob.cl/sps/biblioteca/encuesta-de-proteccion-social/bases-de-datos-eps/
https://www.previsionsocial.gob.cl/sps/biblioteca/encuesta-de-proteccion-social/bases-de-datos-eps/
https://apps.who.int/iris/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-eng.pdf
http://www.healthdata.org/sites/default/files/files/policy_report/2019/GBD_2017_Booklet_Issuu_2.pdf
http://www.healthdata.org/sites/default/files/files/policy_report/2019/GBD_2017_Booklet_Issuu_2.pdf
https://doi.org/10.1111/psyg.12515
https://www.minsal.cl/portal/url/item/7222754637c08646e04001011f014e64.pdf
https://www.minsal.cl/portal/url/item/7222754637c08646e04001011f014e64.pdf
https://www.previsionsocial.gob.cl/sps/download/estudios-previsionales/encuesta-de-proteccion-social/documentos-eps/documentos-eps-2016/informe-metodologico-factoresexpansio%CC%81n-eps-2015.pdf
https://www.previsionsocial.gob.cl/sps/download/estudios-previsionales/encuesta-de-proteccion-social/documentos-eps/documentos-eps-2016/informe-metodologico-factoresexpansio%CC%81n-eps-2015.pdf
https://www.previsionsocial.gob.cl/sps/download/estudios-previsionales/encuesta-de-proteccion-social/documentos-eps/documentos-eps-2016/informe-metodologico-factoresexpansio%CC%81n-eps-2015.pdf
https://www.previsionsocial.gob.cl/sps/download/estudios-previsionales/encuesta-de-proteccion-social/documentos-eps/documentos-eps-2016/informe-metodologico-factoresexpansio%CC%81n-eps-2015.pdf


Page 8 of 8Moreno et al. BMC Geriatrics           (2022) 22:54 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 25. Ministry of Labor and Social Security. Undersecretary of Social Protection. 
In: Bravo D, Behrman J, Mitchell O, Todd P, editors. Encuesta de Protección 
Social 2004. Presentación General y Principales Resultados (Social Protec-
tion Survey 2004. General Presentation and Main Results). Santiago de 
Chile, 2006. Available from: https:// www. previ sions ocial. gob. cl/ sps/ downl 
oad/ estud ios- previ siona les/ encue sta- de- prote ccion- social/ docum entos- 
eps/ docum entos- eps- 2004/ libro- eps- 2004. pdf. Accessed 09 Sep 2021.

 26. Spitzer RL, Kroenke K, Williams JB. Validation and utility of a self-report 
version of PRIME-MD: the PHQ primary care study. Primary care 
evaluation of mental disorders. Patient health questionnaire. JAMA. 
1999;282(18):1737–44.

 27. Saldivia S, Aslan J, Cova F, Vicente B, Inostroza C, Rincón P. Propiedades 
psicométricas del PHQ-9 (Patient Health Questionnaire) en centros de 
atención primaria de Chile. Rev Med Chile. 2019;147(1):53–60.

 28. Aslan J, Cova F, Saldivia S, Bustos C, Inostroza C, Rincón P, et al. Psycho-
metric properties of the patient health Questionnaire-9 in elderly Chilean 
primary care users. Front Psychiatry. 2020;0:1259.

 29. Levis B, Benedetti A, Thombs BD. Accuracy of patient health Question-
naire-9 (PHQ-9) for screening to detect major depression: individual 
participant data meta-analysis. BMJ. 2019;365:l1476.

 30. Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression 
severity measure. J Gen Intern Med. 2001;16(9):606–13.

 31. Wei J, Hou R, Zhang X, Xu H, Xie L, Chandrasekar EK, et al. The association 
of late-life depression with all-cause and cardiovascular mortality among 
community-dwelling older adults: systematic review and meta-analysis. 
Br J Psychiatry. 2019;215(2):449–55.

 32. Costa MV, Diniz MF, Nascimento KK, Pereira KS, Dias NS, Malloy-Diniz LF, 
et al. Accuracy of three depression screening scales to diagnose major 
depressive episodes in older adults without neurocognitive disorders. 
Braz J Psychiatry. 2016;38(2):154–6.

 33. Maier A, Riedel-Heller SG, Pabst A, Luppa M. Risk factors and protective 
factors of depression in older people 65+. A systematic review. PLOS 
ONE. 2021;16(5):e0251326.

 34. Araya R, Rojas G, Fritsch R, Frank R, Lewis G. Inequities in mental health 
care after health care system reform in Chile. Am J Public Health. 
2006;96(1):109–13.

 35. Araya R, Zitko P, Markkula N. The impact of universal health care Pro-
grammes on improving “realized access” to Care for Depression in Chile. 
Admin Pol Ment Health. 2018;45(5):790–9.

 36. Errázuriz P, Valdés C, Vöhringer PA, Calvo E. Financiamiento de 
la salud mental en Chile: una deuda pendiente. Rev Med Chile. 
2015;143(9):1179–86.

 37. Ministerio de Salud. Guía práctica en salud mental y prevención de 
suicidio para personas mayores (Practical guide on mental health and 
suicide prevention for older people). 2019. Available from: https:// www. 
minsal. cl/ wp- conte nt/ uploa ds/ 2019/ 10/ 2019. 10. 08_ Gu% C3% ADa- Pr% 
C3% A1cti ca- Salud- Mental- y- preve nci% C3% B3n- de- suici dio- en- Perso nas- 
Mayor es_ versi% C3% B3n- digit al. pdf. Accessed 05 Oct 2021.

 38. Servicio Nacional del Adulto Mayor. Guía Práctica Salud Mental y 
Bienestar para Personas Mayores (Practical Guide of Mental Health and 
Wellbeing for Older People). 2021. Available from: http:// www. senama. 
gob. cl/ stora ge/ docs/ SD_ OK_-2. pdf. Accessed 21 Oct 2021.

 39. Servicio Nacional del Adulto Mayor. Estrategia de Salud Mental para Per-
sonas Mayores (Mental Health Strategy for Older Adults). Available from: 
http:// www. senama. gob. cl/ stora ge/ docs/ ESTRA TEGIAS_ SALUD_ MENTAL. 
pdf. Accessed 30 Sep 2021.

 40. Levis B, Benedetti A, Ioannidis JPA, Sun Y, Negeri Z, He C, et al. Patient 
Health Questionnaire-9 scores do not accurately estimate depression 
prevalence: individual participant data meta-analysis. J Clin Epidemiol. 
2020;122:115–28 e1.

 41. Baader MT, Molina FJL, Venezian BS, Rojas CC, Farías SR, Fierro-Freixenet C, 
et al. Validación y utilidad de la encuesta PHQ-9 (Patient Health Question-
naire) en el diagnóstico de depresión en pacientes usuarios de atención 
primaria en Chile. Rev Chil Neuropsiquiatr. 2012;50(1):10–22.

 42. Mascayano Tapia F, Lips Castro W, Mena Poblete C, Manchego SC. Estigma 
hacia los trastornos mentales: características e intervenciones (stigma 
towards mental disorders: characteristics and interventions). Salud Ment. 
2015;38(1):53–8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.previsionsocial.gob.cl/sps/download/estudios-previsionales/encuesta-de-proteccion-social/documentos-eps/documentos-eps-2004/libro-eps-2004.pdf
https://www.previsionsocial.gob.cl/sps/download/estudios-previsionales/encuesta-de-proteccion-social/documentos-eps/documentos-eps-2004/libro-eps-2004.pdf
https://www.previsionsocial.gob.cl/sps/download/estudios-previsionales/encuesta-de-proteccion-social/documentos-eps/documentos-eps-2004/libro-eps-2004.pdf
https://www.minsal.cl/wp-content/uploads/2019/10/2019.10.08_Gu%C3%ADa-Pr%C3%A1ctica-Salud-Mental-y-prevenci%C3%B3n-de-suicidio-en-Personas-Mayores_versi%C3%B3n-digital.pdf
https://www.minsal.cl/wp-content/uploads/2019/10/2019.10.08_Gu%C3%ADa-Pr%C3%A1ctica-Salud-Mental-y-prevenci%C3%B3n-de-suicidio-en-Personas-Mayores_versi%C3%B3n-digital.pdf
https://www.minsal.cl/wp-content/uploads/2019/10/2019.10.08_Gu%C3%ADa-Pr%C3%A1ctica-Salud-Mental-y-prevenci%C3%B3n-de-suicidio-en-Personas-Mayores_versi%C3%B3n-digital.pdf
https://www.minsal.cl/wp-content/uploads/2019/10/2019.10.08_Gu%C3%ADa-Pr%C3%A1ctica-Salud-Mental-y-prevenci%C3%B3n-de-suicidio-en-Personas-Mayores_versi%C3%B3n-digital.pdf
http://www.senama.gob.cl/storage/docs/SD_OK_-2.pdf
http://www.senama.gob.cl/storage/docs/SD_OK_-2.pdf
http://www.senama.gob.cl/storage/docs/ESTRATEGIAS_SALUD_MENTAL.pdf
http://www.senama.gob.cl/storage/docs/ESTRATEGIAS_SALUD_MENTAL.pdf

	Gender differences in positive screen for depression and diagnosis among older adults in Chile
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Sample
	Outcome measures
	Covariates
	Statistical analyses

	Results
	Discussion
	Conclusions
	Acknowledgements
	References


