iMedPub Journals

ARCHIVES OF MEDICINE

2009
Vol. 1
No. 3:2

doi: 10.3823/045

Originals

Depression in women with perimenopause in a rural community of
Huimanguillo, Tabasco, Mexico.
Marco Antonio Zavala-González*, Juana Bautista-Torres**, Elsy del Carmen Quevedo-Tejero**
*Mexican Society of Public Health, A.C. ** Division Academy of Health Sciences, Juarez Autonomic University of Tabasco. Tabasco, Mexico.
E-mail: zgma_51083@yahoo.com.mx

Abstract
A concurrent study was carried out, in order to determine the prevalence of depression and associated factors in rural women
with perimenopause, living in Huimanguillo, Tabasco, México. Sample consisted in 40 women, aged between 40-59 years, interviewed after previous informed consensus. The Apgar Familiar and Test of Depression of Zung were applied, obtaining sociodemographic and gynecobstetric information. Descriptive statistics and odds ratio (OR) with 95% confidence level (p≤0,05).
Mean of age was 47,7±5,6 years. Depression prevalence was 55%. A significant association was found with school years: low OR
13,36 (IC95 1,45-122,88), medium-high OR 0,07 (IC95 0,01-0,69). Depression prevalence was bigger than the one reported by
other authors; contrary to other studies, there was no difference found in frequency between premenopause y postmenopausal. Rates of age were in concordance with literature studied and school years figured as determinants.
Introduction
Depression (Key CIE-10 F32) is defined as light, moderate or severe
episodes of mood declining, with energy reduction and decrease of capacity to feel joy, of interest and concentration, plus frequent tiredness
even if minimum strength is used. Normally, sleep is perturbed, hanger
diminishes, self-esteem and self-confidence decline and frequently
there are ideas of guilt or uselessness, even in light forms of the disease [1, 2]. The most common depressive problems are: Major Depression, Dysthymia and Bipolar Disorder [3] Depression is the psychiatric
disease most frequently seen by the general health practitioner [4, 5].
However, close to 50% of the doctors does not show a good willingness
for attention of people suffering from it, and for this reason depression
is sub-diagnosed [6-9].
In Spain, depression affects approximately 9,6% of adults.[10] In United
Sates of America, it is estimated that every year 10% of adult population
suffer from it; the most affected population is of 18-44 years, and of this
group women present the double of episodes compared to men [11].
In Mexico, depression has its maximum incidence in women of 35- 45
years. Prevalence in general population is 6-12% at lifetime 6% in men
and 10% in women. In high-risk populations, like older adults prevalence is more high, affecting the 37,2% of population [12]. In Republic
of Mexican States, the higher rates of suicide X 100.000 habitants, were
registered in: Querétaro 23,5, Oaxaca 12,7, Aguascalientes 12,1, Sonora
11,8, Morelos 11,1, Campeche 9,0, Durango 8,8, Tabasco 8,7, Colima
8,6, and San Luís Potosí 8,5.[13] The fact that depression appears more
frequently in “mature” women is a broadly studied field. The most accepted hypothesis postulates that it is because of the estrogenic diminishment, associated with perimenopause, which affects in the axis of
hypothalamus-hypophysis, modifying some behaviour fields [14].
Various authors have investigated the prevalence of Depression in
women with perimenopause. They have found rates of presentation
from 14,9% to 30%, presented normally in a mean age of 49,5 years,
varying the frequency of presentation in function with the premen-
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strual period, regular menstrual cycles, postmenopausal, and disorders
related to endothelial dysfunction[15-18]. These findings were obtained
in United States of America populations. Studies in Spanish speaking
countries are rare; there was only found one study of Spain and one of
Mexico. The Spanish study reports that 42% of women with perimenopause present Depression [19]. While The Mexican study reported a
prevalence of 57,2% of depression, in women of 40-59 years [20]. This
absence of Spanish studies makes clear the little knowledge about the
subject.
In Mexico, the Social Evolution Secretary (SEDESOL) implemented the
“Opportunity Programme” in 1997, destined to rural and urban families in situation of poorness (alimentary, of capacities or patrimonial),
that suffer from more school desertion, more diseases and malnutrition
and less possibilities of finding more productive and better remunerated employments. Its purpose is to reach equality of opportunities. It
is constituted by the following means of support to the beneficiaries:
monetary resources every two months, scholarships up to the last grade
of middle superior education, economic support for young people that
finish middle superior education before completing 22 years, monetary
support for obtain scholar staff at the beginning of every school year,
Basic health pack guaranteed and community workshops for achieving
skills of self care, alimentary complements for children suffering from
malnutrition and pregnant women or in breast feeding period, economical support for older adults of 70 years, support for compensating expenses of energy consuming and support of alimentary expenses every
two months. Nowadays there are 5 millions of beneficiary families [21].
In order to give to the beneficiary families the previous described supports, it is necessary that their integrants assist to Community Health
Centres (CSC) once a month, so as to receive the medical preventive attention and self care abilities. The absence of one of the integrants to
any of these activities, constitutes a family absence and deprive them
temporarily of the programme benefits, and a second occurrence causes
a definitive expulsion of the programme.
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During the implementation of “Opportunities Programme” in the Community Health Center of “Río Seco y Montaña 1st Section”, located in
Huimanguillo, Tabasco, Mexico, where most families of this and other
close communities are members, it was observed that women use to
go to the medical and preventive appointment alone causing them affliction. Moreover, it was estimated that in women suffering from Diabetes Mellitus and Arterial Hypertension, it is not possible to maintain
their situation under control, even though they report to complete
pharmacological and non-pharmacological treatment. In addition, it
was observed that in this group there were frequent appointments for
converted crises, triggered by family confusions. This context brought
the attention to this group, observing that this phenomenon was presented with more frequency in women of 40-59 years. So, this statement raised the question: which characteristic does this group have
that commonly causes the facts exposed above? The answer to this
question that explained the phenomenon in a reasonable way was
one: “Depression”. Consequently, this study was designed in order to
determine the prevalence of Depression and its associated factors in
women with perimenopause, residents of Ranchería Río Seco y Montaña 1st Section, of Huimanguillo, Tabasco, México.
Material and Methods
A concurrent study was carried out, in which participated a universal simple of 40 women aged between 40 and 59 years, residents in
Ranchería Río Seco y Montaña 1st Section, Huimanguillo, Tabasco,
México. The simple didn´t suffer from cognitive dysfunctions or physical disorders. Have accepted to participate and have authorised their
participation through informed consense. The following variables were
included: age, civil status, occupation, school years, finance income
per month, number of sons, pregnancies, labours, caesarean births,
abortions, litter deaths and dead sons, hysterectomies, climacterium,
premenopause (woman of 40-years that has the period but in irregular
periods), postmenopausal (woman of 40-59 years, that does not have
the period for a year or more, for a natural cause or as a consequence
of an hysterectomy/ salpyngotomy or/and ovariotomy) –in the interval between pre and post menopause in the range of age cited, it is
denominated perimenopause (before and after the last menstruation)
–and hormonal therapy of replacement.
In order to collect the necessary information, we chose two validated
and self-administered instruments, the “Apgar Familiar” and the “Zung
Self Administered Depression Scale”, for determining the perception of
family functioning and Depression respectively. The cut-off point for
the first instrument was a 6 or less score (so as to consider the family
functioning dysfunctional), and for the second a score higher than 50
was considered as a depression index.

half by negative terms. Somatic and cognitive symptoms have a great
weight, represented by 8 items for each group, and this scale complement two items referring to mood state and two items referring to psychomotor symptoms. Patient quantifies frequency of every symptom
and not its intensity. The scale has good index of reliability (0,70-0,80 of
half split reliability, and Cronbach index between 0,79 and 0,92) [27,28].
Correlation indexes with other scales (Hamilton Depression Scale and
Beck Depression Inventory) and with global clinical judgement oscillate between 0,50 and 0,80 [29-30]. This scale is not considered an adequate scale for detection of depression in geriatric populations. For
this kind of cases Yessavage Scale offers better psychometric indexes
[31-33]. Even though this scale was not designed for screening, shows
acceptable indexes of sensibility (85%) and specificity (75%), when it is
administered for case detection in clinical or general populations [34]
and has been widely used for this purpose.
Additionally, 15 questions were formulated, in order to obtain sociodemographic and gynecobstetric data, define the profile of the studied group and achieve the data for identifying factors associated to
Depression. Data were collected by investigators that coordinated reunions with participants of the study in the Communal House of the
community and proceeded to domestic visits during the period from
October 2007 to April 2008.. El this study was approved by the related
Investigation Committee. Collected information was analysed by dispersion measures, preference and central tendency and odds ratio (OR)
with 95% of confidence (p≤0,05), estimated by the Epi-Info software‚
version 3.3.2 (freeware distributed by the Center of Disease Control and
Prevention [CDC] of U.S.A.). For the odds ratio estimation, subjects with
Depression were considered the “case” group. The “exposed” group was
defined by the presence or absence of sociodemographic and gynecobstetric variables, considered as risk factors for Depression, at this
and other age groups, by the authors [14-20,35-37], with the aim of
verify or reject the presence of associations between them in the target
population of this study.
Results and Discusión
Mean age of the sample was 47,7±5,6 years, with lowest age 40 years,
and highest age 59 years, medium age 47 years and mode age 42
years.
As far as sociodemographic profile is concerned, predominated married women (55%), housewives (92,5%), with 6 or less years of school
(80%), mean income per month up to $2.000,00 (Mexican pesos). The
rest of sociodemographic characteristics of the simple are exposed to
Table I.

The “Apgar Familiar” assesses the systemic family functioning, according to the individual’s perception of whether family could be considered a resource, or on the contrary has a negative influence upon him/
her. Consists on five components of family function: adaptability, cooperation, evolution, affective state and resolution capacity. Instrument
validation has reported an up to 80% (_=0,8) reliability [22-26].

Referring to the gynecobstetric profile, mean of pregnancies was
4,7±2,9, with a minimum of 0 and a maximum of 10, which were resolved by vaginal via, except from one abortion and two obits. 25% of
them declared that had lived a death of a son (without specifying the
age of death or time passed since then). Gynecobstetric antecedents of
major relevance: hysterectomy, menopause and hormonal therapy of
replacement, were presented at 7,5%, 45% and 42,5%, respectively.

The “Zung Self Administered Depression Scale”, is a scale that quantifies symptoms in an empirical base, derived in a way from de Hamilton Depression Scale. It is a self-administered scale that consists in 20
phrases related to depression, half formulated by positive terms and

52,5% of them perceived functionality at their family nuclear, 30% of
them perceived moderate dysfunction and 17,5% of them perceived severe dysfunction. In sum, prevalence of family dysfunction was of 47,5%.
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Characteristic

Frequency P

ercentage

Civil status

Married
Divorced
Single
Widow
Free couple

22
1
3
7
7

55
2,5
7,5
17,5
17,5

Occupation

Farm labourer
Merchant
Housewife

2
1
37

5
2,5
92,5

Scholarship

Illiterate
Primary school
Secondary school
Preparatory

5
27
7
1

12,5
67,5
17,5
2,5

Income

$500 a $1,000
$1,001 a $1500
$1,501 a $2,000
$2,000 a $2,500
$2,501 a $3,000

8
13
13
3
3

20
32,5
32,5
7,5
7,5

(Mexican pesos)

Table I. Sociodemographic characteristics of the sample

Prevalence of Depression was 55%, equivalent to 22 cases, of which
42,8% were light, 33,3% were moderate and 23,9% were severe. This
rate is bigger than the indicated by other foreign authors like Bromberger et al., that informed a prevalence of 14,9-18,4% of depressive
symptoms in this age group (in U.S.A) [15]; Richards et al., that indicated
a 26% (in U.S.A)[16]; and Barreiro et al., that informed of a 42% (in Spain)
[19]. Such a difference, could be attributed to sociodemographic divergences that exist in populations of U.S.A and Spain (Developed countries) compared to Mexico (developing country), and to instruments
used in those studies in order to obtain Depression diagnosis, that are
different from the instrument applied in this study. Also, prevalence
obtained in this study is lower than the one found in a Mexican study
of Peralta-Predero y cols.,[20] who informed of a prevalence of 57,2%,
difference that could be attributed on the one hand to demographic
differences between populations, as that study extracted the sample
from an urban population with a middle socioeconomic level, and the
present study was realised with a rural population with low socioeconomic level. On the other hand, perhaps it could be attributed to the
divergence of the instruments applied, as those authors administrated
the “ Epidemiologic Studies Depression Questionnaire”.
Besides that, mean of age that Depression was presented was of
46,2±4,1 years, similar to the one found by Harlow et al., one of 49,5
years,[14] and also similar to the one reported by Peralta-Predero et al.,
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one of 48,2 years,[20]. This similarity is probably due to the biological
aspect of the disease, that does not really fluctuate depending on the
geographic region studied.
Searching for an association between Depression and sociodemographic and gynecobstetric variables, there was only found an association with years of scholarship “primary or minor”- risk factor- OR 13,36
(IC95 1,45-122,88), “secondary or major” – protective factor – OR 0,07
(IC95 0,01-0,69); the rest of variables did not present an significant statistic association (Table II). This absence of evidence for affirming or
rejecting the role of posmenopause as a risk factor for Depression, results are contrary to those reported by Wagner et al.[17], who found a
significant statistic between these phenomenon; difference that could
be attributed to a systematization error of the author, who studied only
women in menopause, excluding this way those in premenopause and
climacterium. This makes it impossible to know whether el phenomenon, Depression in this case, appears with the same, lower or higher
intensity, compared to the posmenopause group. What’s more, this author informed of a significant statistic association in this same group,
between endotelial disorders and Depression. This association was not
explored in this study. On the contrary, Lara-Tapia et al.,[35] reported
of a significant statistic association between climacterium (premenopause) and Depression, that was incremented with the administration
of hormonal treatment. Both associations were not found in this study,
as there was no evidence for affirming or rejecting these associations.
Moreover, in the present study there were no inquiries made about the
influence of menstrual circles on the prevalence of Depression, suggested by Freeman et al. [18], so it is not possible to affirm or reject the
existence of this kind of association.

Factor

OR

Civil status-joint (married, free couple)
Civil status not joint
Occupation “housewife”
Occupation other than “housewife”
Scholarship primary or minor
Scholarship secondary or major
Without children
Past of dead children
Past of hysterectomy
Postmenopausal
Premenopause
Past of hormonal therapy received
Perception of dysfunction in family nuclear

2,86
0,35
0,59
1,70
13,36
0,07
0,38
0,44
1,70
0,69
1,44
0,87
1,25

IC95
0,68
0,08
0,05
0,14
1,45
0,01
0,03
0,10
0,14
0,20
0,41
0,25
0,36

12,08
1,47
7,07
20,42
122,88
0,69
4,58
1,92
20,42
2,43
5,07
3,05
4,36

p
>0,05
>0,05
>0,05
>0,05
<0,05
<0,05
>0,05
>0,05
>0,05
>0,05
>0,05
>0,05
>0,05

Table II. Association strength between Depression and sociodemographic and gynecobstetric variables

As far as the sociodemographic factors investigated is concerned, in this
study there was no association found with family dysfunction, fact that
concurs with that of Peralta-Pedrero et al., in this same group of age.[20]
Nevertheless, these authors found a significant association between
Depression and family dysfunction in women aged between 20-39
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years old. This could be attributed to the fact that young people (during the first years of adult life) present a major sensibleness to changes
and personal losses (examples: family dysfunctions, family break-ups,
girlfriend/boyfriend break-ups, changes of house or school, pregnancy
etc.) compared to people in a more mature age. Lastly, the association
between Years of scholarship/ Depression found in this study, is a finding in this group of age that although described by authors like Chevalier & Feinstein,[36] y Zavala-González & Domínguez-Sosa,[37] that
report that risk of Depression increments up to a 20% in subjects with
low scholarship (in general population and older adults respectively),
there are no references about similar findings in women of 40-59 years
old (group with specific characteristics investigated in this study).
Conclusions
Depression prevalence in women with perimenopause in this study is
elevated. A high prevalence of family dysfunction is also found, without having any association with suffering depression. Scholarship is a
determinant factor for Depression presence in women of 40-59 years
old, whose frequency of presentation is indirectly proportional to years
of scholarship. More extensive studies are required, including bigger
samples, stricter inclusion criteria and taking into account other variables, in order to lead to better conclusions.
Findings of this study corroborate that Depression and Family Dysfunction are subdiagnosticated disorders that play an important role in the
process health-illness in the community. For this reason, it is recommended to establish technical-medical lines, to do screening in the
general population, with emphasis on the vulnerable groups, which
permit to make a praecox diagnosis and offer the accurate treatment.
furthermore, taking Under consideration the absence of Iberoamerican
studies about women with perimenopause, that constitute a risk group,
which number is getting bigger because of demographic transition, it
is recommended to reproduce this study in other regions of Spanish
speaking populations, with emphasis on Mexico and Latin America, so
as to ameliorate local and regional knowledge of the phenomenon.
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