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Department of Psychiatry and Behavioral Sciences (ECAV, LH) and The Betty Irene Moore 
School of Nursing (LH), University of California Davis, Davis, CA; the Department of 
Anthropology, History, and Social Medicine (JCB), University of California San Francisco, San 
Francisco, CA and the Department of Psychiatry and Behavioral Sciences and Departments of 
Health Services and Global Health (JU), University of Washington, Seattle, WA

Abstract

Objective—Depression is associated with poor quality of life, higher healthcare costs, and 

suicide. Older, especially minority, men suffer high rates of depression under-treatment. Illness 

attributes may influence depression under-treatment by shaping help-seeking and physician 

recognition in older and minority men. Improved understanding of depression attributes may help 

to close gaps in care for older men. The study aims are to describe the range and most frequent 

attributes of depression in a diverse sample of older men and to describe ethnic similarities and 

differences in depression attributes between white non-Hispanic and Mexican-origin older men.

Methods—In this qualitative study of white non-Hispanic and Mexican-origin older men who 

were recruited from outpatient primary care clinics in central California, 77 (47 white non-

Hispanic and 30 Mexican-origin) men aged 60 and older who were identified as depressed and/or 

receiving depression treatment in the past year completed in-depth interviews covering their 

experiences of depression. Transcribed interviews were analyzed per established descriptive 

qualitative techniques.

Results—Twenty-one depression attributes were identified and 9 were present in at least 17% of 

the interviews. Men often attributed their depression to stressors such as grief/loss and spousal 

confiicts, feelings of moral failure, and poor health. Although there were similarities in depression 

attributes between the groups, we found several differences in the frequency of certain attributes.

Conclusion—Similarities and differences in depression attributes between Mexican-origin and 

white non-Hispanic older men suggest the confluence of various sociocultural factors. Awareness 

of the variety of ways that older men understand depression can help clinicians identify and 

engage them in depression treatment.
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INTRODUCTION

Clinical depression is a leading cause of disability in the United States1 and commonly 

afflicts older adults.2–4 Men in general have low rates of depression help-seeking and mental 

health service utilization.5–7 Older men are less likely than older women to receive 

depression treatment, especially men from minority ethnic backgrounds.7,8 Equally 

important, older men are at high risk for completed suicide, particularly whites and Latinos,9 

and depression remains a strong predictor of suicide.10,11 Disparities in depression care 

persist, with high rates of undiagnosed and untreated clinical depression among older 

Latinos and men specifically.5,12–15 In addition, studies have found that men are less likely 

than women to have their depression recognized by a primary care physician,12,16 and 

minority patients are less likely to be screened and treated for depression than are white 

patients.7,8 Latino older men have been found to have significantly lower rates of depression 

treatment than their white-non-Hispanic (WNH) counterparts.15 Improving depression 

treatment among older men in general, and especially in those of minority backgrounds, is 

of public health significance if we are to reduce disparities and meet the needs of our 

increasingly ethnically diverse older adult population.15 Part and parcel of advancing this 

public health goal is promoting patient-centered and socioculturally tailored services and 

interventions to improve management of late-life depression in men of underserved 

backgrounds.13

Previous research has identified important ethnic differences in conceptions and experiences 

of illness.17–19 Ethnic differences in how individuals experience, explain, and express their 

distress (i.e., explanatory models) may contribute to patterns of help-seeking and to under-

recognition and lack of depression treatment, particularly among ethnic minorities.20–23 

Illness attributes, and in this case depression attributes, have been found to be associated 

with health outcomes and quality of life.24–27 Equally important, illness attributes provide 

insights into the barriers and facilitators of depression recognition, engagement, and 

treatment in older men.28–30 However, we know little about depression attributes among 

ethnically diverse older men and how these attributes may be shaped by aging-related 

factors.

Taking as a departure the literature on illness explanatory models,31–34 we focus on 

depression attributes among an ethnically diverse population of older men. To close the gap 

in our understanding of factors that shape older men’s depression help-seeking and 

treatment engagement, this study’s goal is to describe older men’s explanations of the causes 

of their depression. The specific aims of this study are to describe the range and identify the 

most frequently perceived causes of depression in a sample of WNH and Mexican-origin 

(MO) older men and to describe the similarities and differences in perceived causes of 

depression between WNH and MO men. A better understanding of how older men view the 

causes or sources of their depression may aid clinicians in better recognizing depression in 

older men and more effectively engaging them in treatment.
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METHODS

This study was part of a parent mixed-method, cross-sectional study (Men’s Health and 

Aging Study) that identified barriers and facilitators of depression care in ethnically diverse 

older men (R01 MH080067). Study participants were recruited from primary care outpatient 

clinics in California’s Central Valley, including clinics in a large academic medical center 

and its affiliated primary care network and in a safety-net, teaching county hospital (for 

additional parent study methods, see previously published data15,35,36). The study protocol 

was approved by the institutional review boards at both institutions. The authors are an 

interdisciplinary team that includes a medical sociologist, a medical anthropologist, and two 

geriatric psychiatrists who are health services researchers.

Recruitment of Older Men

To generate a sample as representative as possible of depressed older men (treated and 

untreated) in this predominantly rural area, a two-step depression screening process was 

used to identify older men with a 1-year history of clinical depression and/or depression 

treatment.15 Study criteria also included the following: (1) age 60 years or older, (2) 

Mexican origin or U.S.-born non-Hispanic whites, (3) nonpsychotic, (4) nondemented, and 

(5) noninstitutionalized. During a first phase of recruitment, men were approached at their 

scheduled primary care visit and asked to complete a brief sociodemographic form, which 

was a modified version of the Patient Health Questionnaire-revised5,37 and a question on 

past year depression care use (i.e., “In the past 12 months, have you had any treatment such 

as medications or counseling for stress, depression, or problems with sleep, appetite, or 

energy?”).5

Men who met initial study criteria were administered the Structured Clinical Interview for 

Diagnostic and Statistical Manual of Mental Disorders, Third Edition Revised, or SCID, 

major depression module to assess the occurrence of an episode of major depression in the 

past month and past year.38 In addition, chronic depression was assessed based on the 

endorsement of three or more SCID items, including at least one of two core symptoms of 

major depression (i.e., anhedonia) on most days over the past 2 years. After completing this 

second phase of screening, it was determined whether men fully qualified for the study. Men 

who qualified were invited to participate in a follow-up interview at a place and time of their 

preference.

In-Depth Interviews with Older Men

Participants in the in-depth qualitative interview were each compensated $100. In-depth 

qualitative interviews were conducted with older men (in their homes or in the clinic) by 

trained qualitative researchers (Ph.D. or M.D.). All but four of the interviews with older men 

were conducted by the lead author who is bilingual/bicultural (ECAV), and the remaining 

interviews were conducted by one of the coauthors (LH). The interview guide for older men 

covered the following domains: conceptions of masculinity, depression explanatory model, 

family responses to illness, views of suicide, and help-seeking generally and in primary care. 

These a priori domains were informed by the study conceptual framework and aims (e.g., to 

identify barriers and facilitators of depression care in ethnically diverse older men). 
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Consistent with standard approaches in qualitative data collection through in-depth 

interviews, the interviewer had considerable latitude in conducting the interview, including 

the order in which interview domains were explored and the flexibility to ask follow-up 

clarifying questions.39

Interviews with men ranged from 1.5 to 2.5 hours and were conducted in Spanish or English 

per participant preference. All interviews were audiotaped, transcribed verbatim by three 

bilingual research staff, and deidentified. Spanish language interviews were also translated 

into English. The lead author (ECAV) reviewed translations for accuracy and quality. If 

issues were identified during the translation process, these were brought to the entire parent 

study team, which included other bilingual/ bicultural researchers, for discussion and 

resolution.

Data Analysis of In-Depth Interview Transcripts

Although 80 in-depth interviews were completed, only 77 (47 WNH and 30 MO) were 

deemed usable for qualitative analysis (3 were lost to technical issues). Computer-assisted 

data analysis (i.e., data management and coding) was conducted using NVIVO (QSR 

International, Melbourne, Australia) and involved multiple steps that included open-coding 

and constant comparison, following an accepted approach for descriptive qualitative studies.
38,40,41

First, three researchers systematically read and coded the 77 interviews with older men for 

major topics: psychosocial and emotional distress, family, suicide, coping and self-

management, formal help-seeking, masculinity, and substance use/abuse. These topics were 

both anticipated (based on the design and content of the interview guide) and emergent 

(based on initial open coding and discussion of whole transcripts by the research team). 

Depression attributes were one of the a priori themes operationalized in the “explanatory 

model” domain of the interview guide, and thus it was systematically explored during each 

interview with older men. The coded material included older men’s statements regarding 

their identified causes of their depression. Consistent with the principles of qualitative 

methods, data saturation was achieved on the theme of depression attributes across the 

sample of interviews.

In a second phase, interview material coded as “psychosocial and emotional distress” was 

further analyzed by the lead author who created a code book with attributes categories (e.g., 

physical decline, economic/financial strain, conflict with wives/ partners). This set of coding 

categories was discussed and agreed on by the entire team (LH, JCB, JU). A research staff 

and the lead author then independently and systematically recoded all interviews based on 

these agreed on categories of depression attributes. In addition, every fifth interview was 

independently coded by two other research staff to ensure good agreement and consensus 

throughout the coding process.

During a third phase of analysis, the lead author constructed a general matrix for the entire 

sample of interview transcripts that allowed the team to visualize the codes to examine the 

range of attributes and identify the most common attributes. Given that one of our goals was 

to compare depression attributes across WNH and MO older men, the lead author then 
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stratified the interview by ethnic group and constructed side-by-side matrices. This allowed 

the team to identify group patterns to establish similarities and differences between the two 

groups. All team members independently reviewed these results and through a consensus-

building process discussed patterns and interpretation of the data.

RESULTS

Description of the Sample

The screening process results are summarized in Figure 1 and elsewhere.15 Of 108 qualified 

men, 80 agreed to qualitative interviews. Three interviews were lost to technical issues, 

leaving 77 interviews for analysis. Compared with the 28 men who qualified but did not 

complete the qualitative interview, the 80 men who completed the qualitative interviews 

were more likely (p <0.05) to be WNH and not to report past-year depression treatment (p 

<0.10) but not differ significantly (p >0.10) in terms of the other characteristics. Most men, 

especially MO, were recruited from outpatient clinics in a safety-net hospital in the 

California Central Valley. The majority of the older men, particularly MO, were low income; 

were mostly unemployed or retired; had histories of blue-collar (i.e., truck driver), farm 

labor, and unskilled (i.e., seasonal farm worker) occupations; and resided with a spouse, 

partner, or other kin. Years of schooling varied among men: WNH men were more likely to 

have completed high school and have a technical degree or some college compared with 

their MO counterparts. Most MO men had histories of being uninsured or receiving minimal 

coverage through a county-based medical assistance program, whereas WNH men were 

more likely to have received medical insurance through their past employment or 

government (Medicare) programs (for sociodemographics, see Table 1).

Most Common Depression Attributes Identified by Older Men

Our analysis yielded a wide range of reported depression attributes. We found 21 categories 

of attributes (for a list of depression attributes, see Table 2). Of these 21 categories, 9 were 

most commonly invoked by men as a cause of their depression (for the most common 

attribution frequencies, see Table 3). The remaining 12 depression attribution categories 

were present in fewer than 15% of the interviews.

Topping the chart and mentioned by all men in our sample was experiencing financial, 

economic, and employment problems. Men viewed economic constraints and their inability 

to remain productive as a central source of their depressed mood. Following financial/

economic/employment issues, over 50% of the men identified their declining health as 

having a detrimental effect on their mood. Men perceived this physical decline both as part 

of their aging bodies and/or the consequences of chronic illnesses, something they believed 

they could do little about. In third place with a frequency of 48%, men spoke about the death 

and the loss of those around them (not just family and friends but also pets) as causing their 

depression. Men typically described the loss of loved ones as unexpected, and they were 

unprepared to handle the ensuing grief. Following grief and loss, 46% of older men in our 

sample attributed their depressed mood to chronic or recurrent conflicts with children and 

extended family.
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Less frequent yet still evident in the men’s views (34%) were the conflicts they said to 

experience with wives and partners, which men thought to be responsible for their distress. 

Although often the men identified external sources as the culprits of their depression, at 

times they also reported internal ones. We found that 21% of the men identified “being 

morally weak,” “being defected,” or “an individual failure” as a source of emotional distress 

(Table 4). Following moral weakness/individual failure, a similar number of men (20%) 

attributed their depression to loneliness and isolation. Likewise, for 20% of the men, those 

who had others around such as family or partners, the burden of caregiving for others was 

perceived as causing their depressed mood. Finally, 17% of the men also referred to 

substance use, especially drinking alcohol, as a source of emotional distress. Although a 

number of these men disclosed having a history of substance use (e.g., alcohol, drugs), this 

attribution was less frequently invoked in men’s accounts of their depression.

In short, we found that older men in our overall sample characterized the origins of their 

depression in complex ways and attributed it to a variety of external and internal causes. In 

particular, the intersection of biologic, psychological, and social factors evident in their 

changing bodies, roles, and relationships with others were described as overwhelming and 

disconcerting, so much so that many reported long or chronic periods of depression, even 

when having received depression treatment such as anti-depressant medications.

Ethnic Comparison of Depression Attributes in Older Men

In addition to describing the range and most commonly identified depression attributes in 

our sample, we sought to describe specific similarities and differences by ethnic group. 

Taking the analysis a step further, our cross-ethnic comparison of depression attributes 

revealed some expected and unexpected insights into the similarities and differences 

between WNH and MO older men (for cross-ethnic comparison of depression attributes, see 

Table 5).

Similarities Between WNH and MO Older Men—Both WNH and MO men 

overwhelmingly identified financial/economic problems as an important source of their 

depressed mood. Also, we found similar frequencies across the two groups regarding the 

identification of conflicts with their children and extended family and having a moral 

weakness/being an individual failure as reasons for feeling sad and disinterested. We found 

all three depression categories (financial/economic/employment issues, children and 

extended family conflicts, and moral weakness/individual failure) to be similarly present in 

the depression accounts of both ethnic groups (Table 5). The most striking similarity, and 

perhaps the most counterintuitive to extant knowledge, is the one related to the identification 

of children and extended family conflicts, something that is typically associated with 

minority, especially Latino, strong family orientations.

Differences Between WNH and MO Older Men—We found several differences across 

ethnic groups in terms of depressions attributes (Table 5). First, a higher percentage of MO 

men referred to their declining health compared with WNH men. This difference may be 

explained in terms of MO men’s’ concerns about their inability to physically sustain jobs in 

the context of their limited economic resources, not just for themselves but for their 
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extended families, and of more physically demanding jobs such as farm labor. In contrast, 

the WNH men for the most part could count on a more stable source of retirement income 

having had traditional working class jobs (e.g., truck driver, mechanic, clerical).

Second, another notable difference across WNH and MO men’s perceptions of what causes 

their depression involved the couple conflicts attribution. In particular, WNH men referred to 

conflicts with wives and partners almost twice as much (40% compared with approximately 

20%) as MO men did. WNH older men typically focused on their strained individual 

relationships with their wives or partners whom they attributed to their depression or said to 

worsen their depression. On the other hand, MO men were more likely to place their 

conflicts with their wives and partners in the context of their families (e.g., the woman’s role 

as a mother) and their relationship with children and grandchildren.

Third, we found that over one-fourth of WNH older men perceived caregiving for others as 

causing them to feel depressed. In contrast, caregiving for others was not frequently 

mentioned by MO men. Instead, slightly under one-fourth of the MO men attributed their 

feelings of sadness and disinterest to loneliness and isolation from others. This may be due 

to WNH men taking on caregiver roles more often than MO men who are likely to see 

caregiving as the purview of women, especially older daughters.

DISCUSSION

Our findings highlight that older men viewed the causes of their depression in a wide range 

of circumstances and experiences, the most prominent ones including financial/economic/

employment issues, health decline, grief/loss, and conflicts with children and/or spouses. 

The nine most common depression attributes men articulated paint a complex landscape of 

the interplay of sociocultural factors shaping the experience of emotional distress. These 

accounts of the causes of depression point to physical, social, and psychological changes due 

to aging (both in the biologic and social sense) that coalesce to threaten men’s emotional 

well-being, and men’s ability to cope with them over time seems especially adversely 

affected.

Overall, we found substantial overlap in how WNH and MO men made sense of their 

depression but also identified several important differences. Our cross-ethnic comparison 

showed similarities, although somewhat counterintuitive to current understandings, between 

WNH and MO men’s views of the causes of their depression. These similarities involved 

financial/economic/employment issues, conflicts with children/extended family, and having 

a moral weakness/being an individual failure as depression attributes. Although these men 

may be separated by their ethnically imbued values and orientations, they are also united by 

dominant (hegemonic) ideas about manhood in the context of culturally (and generationally) 

defined norms about men’s roles as workers and family providers.

Although similarities between the two groups were striking, so were the differences we 

found regarding attributes such as declining health for MO men versus grief/loss for WNH 

men. Although both groups invoked these as depression attributes, they did so to different 

degrees, with MO men identifying declining health as the second most common cause of 
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their emotional distress. For MO men, declining health was intrinsically related to their 

ability to remain economically productive workers, even in old age, given their typically 

poor backgrounds. This may be partly due to ethnicity (e.g., expectation to economically 

provide for nuclear and extended family) but could also be explained in terms of MO mens’ 

poorer general health status or high prevalence of chronic illnesses or comorbid conditions 

such as type 2 diabetes, which have been linked to depressive symptoms.

It may also be the case that other factors such as differences in socioeconomic status and in 

the number of losses/deaths of close intimates and friends across these two groups accounts 

for this difference. Of equal note is the discrepancy in how frequently both groups of men 

invoked conflicts with wives/ partners as a depression attribution. WNH men were twice as 

likely to do so as their MO counterparts. This may be due to a combination of ethnic familial 

values, household structure, and residential patterns. In other words, it is possible that MO 

men are more focused on their relationship with children and grandchildren in that they 

continue to see themselves as providers for the “whole” family. Likewise, MO men may be 

more oriented toward seeing children and grandchildren as a reflection or symbolic 

representation of their own accomplishment or as an extension of themselves and their 

status. Thus, incongruences between their own expectations about what they would like their 

extended families to “look like” or “do” might more readily lead them to be in conflict with 

them and attribute their depression to them. Further, MO men may rely more readily on the 

nuclear and extended family (beyond their wife) for a variety of day-to-day activities, both 

because their wives may be unable to help (e.g., due to limited English proficiency) and 

because they are likely to reside in intergenerational households or have family in close 

geographic proximity with whom they interact more frequently. Again, this may create more 

opportunities for conflict and disagreements, which the MO men are likely to see as a cause 

of their low mood compared with the WNH men. Finally, it is striking that loneliness/

isolation was a common depression attribution for MO men only, whereas caregiving for 

others was so exclusively for the WNH men. This may be explained by MO men’s strong 

family orientations, where they feel disillusioned by strained and disengaged relationships 

with children and spouses given their inability to fulfill the provider role. In contrast, for 

WNH men, caregiving might be experienced as a heavier burden given their more prominent 

roles in caring for wives and partners compared with MO men, who may leave that to other 

(e.g., women) kin to perform.

This study has several limitations. Interviews were conducted typically in a nonclinical 

setting by a nonclinical expert. Our sample size, although adequate for a qualitative study, 

does not allow for definitive generalizations to a larger group of older men. Our MO sample 

was smaller than the WNH sample, and, arguably, it is about the MO men that we 

understand the least when considering barriers and facilitators of depression care. Further, 

the MO sample was not diverse in terms of sociodemographic characteristics (the majority 

selected from a rural, poor, farm labor region), which limits any analysis of potential 

intragroup differences in the idioms of distress used by older MO men. Likewise, the MO 

sample size does not permit comparisons based on migration history or between U.S.-born 

Mexicans and those born in Mexico. Another important limitation relates to working with 

and analyzing translated material. Although our translations were performed by fully 

bilingual, non–U.S.-born Latino individuals, translations are always subject to individual 
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and sociocultural idiosyncrasies, especially given the diversity and heterogeneity among 

Latinos (including among Mexicans). Finally, our study is limited only to MO older men 

rather than Latino older men. Future research may focus on the complex interaction between 

aging, sociocultural background, and gender identity in other groups and test models 

emerging from this study to improve depression care for older men.

The results of this study may be useful for clinicians and researchers. In clinical practice, the 

types of depression attributes described in this study may influence how men experience and 

express their distress. Our description of the most common attributes may help clinicians 

recognize depression. Further, understanding how patients make sense of their depression 

can deepen clinicians’ awareness of patient experience to facilitate a more trusting, empathic 

therapeutic relationship and align clinicians’ care with patient-centered principles. 

Appreciation of depression attributes can reveal important stresses in patients’ lives that can 

inform targeted intervention and referral to additional services. This study provides a 

foundation to develop future observational and interventional research focusing on the 

mechanisms by which the interplay of a variety of sociocultural factors influence depression 

care trajectories in older men. A dynamic process-oriented understanding of the mechanisms 

involved will advance a more nuanced theoretical model that can be tested across other 

populations and can more effectively inform clinical practice and supporting mental health 

services.
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FIGURE 1. 
Flowchart of recruitment of older men with 1-year depression and/or depression treatment.
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TABLE 1

Sociodemographic and Clinical Characteristics of Older Men

Characteristic N (%)

Sex

 Male 77 (100)

 Female 0 (0)

Agea

 60–64 years 39 (51)

 >64 years 38 (49)

Race/ethnicity

 NHW 47 (61)

 MO 30 (39)

Education

 None 3 (4)

 Grades 1–6 11 (14)

 Grades 7–11 15 (20)

 Grade 12 or GED 21 (27)

 College 1–3 years 15 (20)

 College 4 years or more 8 (10)

 Graduate degree 4 (5)

Marital status

 Married 46 (60)

 Divorced, separated, widowed cohabitating 31 (40)

Self-reported health

 Good to excellent 27 (35)

 Fair 30 (39)

 Poor 20 (26)

Language of interview

 English 60 (78)

 Spanish 17 (22)

Clinical depression

 Past year clinical depression 60 (78)

 No past year clinical depression 17 (22)

Clinical depression treatment

 Past year depression treatment 46 (60)

 No past year depression treatment 31 (40)

Recruitment site

 Academic medical center clinics 33 (43)

 County hospital clinics 44 (57)

Income

 <$10,000 22 (28)

 $10,000–$25,000 29 (38)
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Characteristic N (%)

 $26,000–$50,000 13 (17)

 $51,000–$75,000 3 (4)

 $76,000–$100,000 6 (8)

 >$100,000 3 (4)

 No answer 1 (1)

Employment

 Retired 63 (82)

 Unemployed but seeking work 3 (4)

 Employed part/full time 11 (14)

a
Age range: 60–80 years; median: 64 years.

Am J Geriatr Psychiatry. Author manuscript; available in PMC 2020 May 28.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Apesoa-Varano et al. Page 15

TABLE 2

List of All Depression Attribution Categories

Inability to cope with situations Financial/economic/employment issues Loss and grief of family, friends, and/or pets

Moral weakness/individual failure Children and extended family conflicts Negative neighborhood and physical environment

Declining health Declining intimacy Old age

Craziness Couple conflicts Antidepressants

Loneliness Life problems Genetics/heredity

Lack of access to healthcare Substance abuse Caregiving for others

Discrimination and prejudice (not just ethnic) Retirement and inactivity Threats to masculinity
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TABLE 3

Most Common Depression Attributes Identified by Older Men

Attributes Frequency (%) (N = 77)

Financial/economic/employment issues 77 (100)

Declining health 40 (52)

Grief and loss 37 (48)

Children and extended family conflicts 35 (46)

Couple conflicts 26 (34)

Moral weakness/individual failure 16 (21)

Loneliness and isolation 15 (20)

Caregiving for others 15 (20)

Substance use 13 (17)
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TABLE 4

Illustrative Quotes of the Most Common Depression Attribution Categories

Depression 
Attribution 
Category Illustrative Quote

Financial/
economic/
employment 
issues

“When you get older, and you lose your job, you ain’t got no way to make no more money. You are too old to do anything 
now. You get depressed because you can’t do nothing about it [getting old and not making money]. That’s what I think 
now is at the bottom of it.” (WNH)

Declining health “Because as you get older, so does your body. A person can go out and mow a lawn right now. I can’t do that. I’m too old. 
My legs are killing me, and my back just kills me. I can’t go out trout fishing anymore. You feel useless. You can’t do 
something you did before. There are pains that you never thought you’d ever have. …I’m not kidding you. …I feel down 
and [depressed].” (MO)

Grief and loss “Just my dog died, and finding out a lot more about my wife, all the stuff that she has to do to stay alive. My buddy died. 
Another best friend died. …it just seemed like… people were dying. Things were happening and I wasn’t ready for it….” 
(WNH)

Children and 
extended family 
conflicts

“[I got depressed because….] my step-daughter used to tell me, ‘you just want to control everything.’ That’s not the case. 
I don’t want to control everything, but I don’t like drug addicts coming to my home, I don’t like idiots coming to my 
home, whether they are drug addicts or not… I got three grand babies, 2, 3 and 7, that I’ve got to consider when idiots 
come to my house….” (WNH)

Couple conflicts “She’s [wife] negative. So I say, ‘sometimes I’d like to do some of these things.’ ‘Well, I don’t know.’ I don’t have that 
partner to go with me, but I should be able to go myself. But she gets a little jealous. She started ragging on me… I would 
like to take her with me to some of these things. It’s a disagreement [every time] and it gets me [down].” (MO)

Morally weak and 
individual failure

“…Especially older men because the older you get, the more serious depression sets in. …Some men work around that 
[obstacles and problems] and they find ways. I had tried, God knows I tried. Yeah, I’m a failure …It’s like a strong person 
will always keep getting up. A weak person will just lay there and stay there.” (WNH)

Loneliness and 
isolation

“Yeah, because out where I live, it’s not like people [come] by all of the time. And I kind of like that, though. But as you 
get older, and I don’t know whether you need more attention, but you feel lonely. …But as I get older, the drive into town 
may be so much longer.” (MO)

Caregiving for 
others

“It gets [me] down… I worry about that [caring for his ill wife] because she can’t do nothing. She can’t hardly get up and 
go around anymore. …I start getting angry…she can’t walk. Basically that is the way she is going to be for the rest of her 
life. So, that gets me down. I just get angry, depressed… I’m the caregiver.” (WNH)

Substance use “…if I were to say it was the reason [to be depressed], it would be the fact that my wife and I were drinking. And that 
would make me depressed, and I could get more depressed by drinking. …Because she would drink, I would be worried 
about her, and then my escape was to drink also. I would only drink beer, but I would drink sometimes a lot of beer.” 
(MO)
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TABLE 5

Ethnic Comparison of Most Common Depression Attributes Identified by Older Men

Attributes of WNH Men (N = 47) Frequency (%) Attributes of MO Men (N = 30) Frequency (%)

Financial/economic/employment issuesa 47 (100) Financial/economic/employment issuesa 30 (100)

Grief and loss 24 (51) Declining health 19 (63)

Children and extended family conflictsa 22 (47) Children and extended family conflictsa 13 (43)

Declining health 21 (45) Grief and loss 13 (43)

Couple conflicts 19 (40) Couple conflicts 7 (23)

Caregiving for others 12 (26) Loneliness and isolation 7 (23)

Moral weakness/individual failurea 11 (23) Moral weakness/individual failurea 5 (17)

a
Similarities between WNH and MO men’s depression attributes.
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