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ABSTRACT

Background. This study aims to identify socio-cultural-specific
characteristics of depressive symptoms in ageing South Asians.

Methods. Data were collected in a probability-sampled survey on 210
South Asians aged 55 years and older in Calgary. Depressive symptoms
associated with different genders, age, religious affiliations, and the
length of residency in Canada were examined.

Results. A mean of 2.6 depressive symptoms was reported and 21.4%
participants reported being mildly depressive. Differences in depressive
symptoms were observed in participants from different gender groups,
religious groups, and lengths of residency in Canada.

Conclusions. Health providers should understand the intra-cultural
differences affecting depressive symptoms and be proactive when
discussing commonly reported depressive symptoms with patients, as a
strategy for early identification. Mental health professionals should pay
attention to intra-cultural and gender differences governing depressive
symptoms. Understanding the most frequently reported depressive
symptoms enables practitioners to concentrate on these symptoms
when they surface. Health providers are encouraged to actively discuss

Asian J Gerontol Geriatr 2008; 3: 84-91

! Professor and Alberta Heritage Health
Scholar, Faculty of Social Work, The
University of Calgary, Calgary, Alberta,
Canada

2 Diversity Research/Evaluation Strategist,
Calgary Health Region, Calgary, Alberta,
Canada

commonly reported depressive symptoms with patients.

Key words: Aging; Asia, western; Canada; Culture; Depression; Emigrants

and immigrants

Correspondence to: Prof Daniel WL Lai,
Faculty of Social Work, The University

of Calgary, 2500 University Drive NW,
Calgary, Alberta, T2N 1N4, Canada. E-mail:
dlai@ucalgary.ca

© © ¢ 0 0 0 0 0 0 0 000 0000000000000 0000000000 00000000 0000000000000 0000000000000 0000000 0 o

INTRODUCTION

Despite the increase in culturally diverse older
adults in Canada, empirical research on the mental
health of ageing cultural minority groups is lacking.
Depression affects many older adults' with an
estimated prevalence of 10% to 15% in North
America.*Yet, many depressive symptoms have been
undetected or misdiagnosed in ageing populations,**
probably due to lack of awareness in the early stages,
or to mistaking the symptoms as common traits of
the ageing process.

Research on depressive symptoms in ageing
ethno-cultural minority groups in North America
has not caught up with the region’s growth in
ethnic and cultural diversity. For instance, between

1996 and 2001, the proportion of visible minorities
grew from 11.2% to 13.4%.> Of these, Chinese and
South Asians formed the largest two groups. From
1996 to 2001, the South Asian population in Canada
increased by 37%, whereas the Chinese population
grew by 20%.° In the 2006 census, South Asians
were the largest visible minority group in Canada
with a total population of 1.26 million.” Despite
the growth of this ethno-cultural minority group,
a comprehensive search of major relevant research
databases including Medline, Psychinfo, Cinahl,
and AARP Ageline indicated that no research on
depression of older South Asian Canadians has
been done in Canada. A few studies have been
conducted in the United Kingdom,®*'* the United
States,”® and India.’" These studies examined the
predictors of depressive symptoms, including age,

84  Asian Journal of Gerontology & Geriatrics Vol 3 No 2 August 2008



Socio-cultural variations in depressive symptoms of ageing South Asian Canadians

illiteracy, abuse and neglect, family conflicts, social
isolation, physical health, feeling like a burden,
the loss of self-respect, dependency on others, low
social support, inadequate housing, insufficient
income, and illiteracy in the English language.®*
In a study in the United Kingdom, 20% of elderly
immigrant South Asians reported being depressed.®
A study in the United States found 12% of the non-
English-speaking South Asian older immigrants
were depressed, while only 7% of the English-
speaking immigrants were depressed.”® For older
South Asians in South Asian countries, the reported
prevalence of depression among elderly Pakistani
in Karachi was 19.8%,'° whereas in Bikaner, India
the prevalence was 18% among the medically ill
elderly.’” The percentages reported were slightly
lower than those reported among the older Chinese
in Canada. In a study on a representative sample of
older Chinese in Canada, 23.2% of the respondents
were depressed.’®

Cultural diversity and mental health

In South Asian cultures depressive symptoms are
often considered normal, and their occurrence is
perceived to be due to major social or personal loss."
Somatisation of mental distress is common among
South Asians.” It has been documented that South
Asians have higher rates of physical complaints.?*
For example, expressing depressive symptoms as any
kind of pain® or using physical idioms like ‘sinking
heart® or ‘heartache’” is very common among
South Asians. These physical expressions sometimes
undermine and act as barriers to the detection
of mental illnesses.”** Even when psychological
distress is reported, diagnoses are generally related
to physical health and the psychological aspects are
overlooked by health practitioners.?

The roles of gender, age, and ethnicity are important
for understanding and identifying depression. For
instance, research into the depressive symptoms
seen in older adults has consistently indicated that
gender is a factor in depression.** Older women
often report more depressive symptoms or are more
likely to be depressed than older men.””* Age is
another significant correlate of depression within the
ageing population. Age has been positively related
to depression among older adults.'*? Ethnicity refers
to the psychological aspects of identity,* as it relates
to an individual’s self-identification with a culture

that may change with time, experience in life, and
place of residency.»*? In Canada, ‘South Asia’is an
umbrella term, including countries on or in proximity
to the Indian sub-continent. People from South
Asia belong to a very heterogeneous group; this
diversity is based not only on country of origin, but
also extends to religion, language, and rural-urban
background, etc. According to Statistics Canada,® the
term‘South Asians’refers to people originating from
Bangladesh, India, Pakistan, Sri Lanka, and Nepal.
The Public Use Microdata File of the 2001 Census
indicated that 13.7% of the South Asians in Canada
were 55 years and older and of these, 50.5% were
male and 49.5% female. Most (99.2%) ageing South
Asians were immigrants. About a third (32.1%) of the
South Asians were affiliated with the Sikh religion,
followed by the Hindu (28.6), and Muslim (20.2%)
religions. As religion probably has a strong influence
on their cultural values, beliefs, and norms, there
may be differences in how depressive symptoms are
manifested.

There has been no research comparing the
depressive symptoms in older adults from these
different South Asian groups in Canada. This study is a
pilot attempt to examine the socio-cultural variations
in depressive symptoms in this diverse ethno-cultural
minority group. The key research question is “To
what extent do the depressive symptoms reported
by ageing South Asians in Canada differ according
to their socio-cultural characteristics, including sex,
age, and ethnicity?”

METHODS

Data were extracted from a telephone survey
conducted between August 2004 and July 2005,
which examined the health and well being of older
South Asians aged 55 years and older in Calgary. We
do not consider 55 years and older‘old age’. As ageing
is a continuous process that may not have a clear
chronological demarcation,* we consider people
who are 55 years and older as’ageing’. Until recently,
many older adults in South Asian countries retired at
age 55 years. Although 65 is the usual retirement age
in Canada, it is not uncommon for Canadian South
Asians to consider people 55 years and older‘ageing
adults’. The inclusion of participants aged 55 years
and older also permitted a comparison of depressive
symptoms between South Asians under 65 years and
those 65 years and older.
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The sample used in the original study was obtained
using random selection of published telephone
numbers listed with South Asian surnames. An
exhaustive list of names for South Asian older adults
does not exist, so surnames listed in the telephone
directory were used as the sampling frame. Previous
studies have established this method of using
surnames as the identification key for locating Asian
participants.® From the local telephone directory,
a total of 10 640 telephone numbers listed under
3241 South Asian surnames were identified. These
telephone numbers were all entered into a statistical
programme, which was then used to generate a
random list of telephone numbers for this study.
Research assistants speaking English and different
South Asian languages were hired and trained to
call all the randomly selected numbers to identify
eligible participants who were South Asians and 55
years of age or older and invite them to take part in
a telephone survey. In households with more than
one eligible participant, the one whose birthday was
soonest was selected. The telephone screening was
conducted using 4719 randomly selected telephone
numbers and these yielded a total of 329 eligible
participants. Of the remaining telephone numbers,
2316 were not answered, 950 were not South Asian
families, and 1124 were South Asian households
with no members that met the age criteria. Of the
329 eligible participants identified, 220 completed
the telephone survey, with a response rate of 66.9%.

Inthe original study, a structured questionnaire was
used in the telephone survey, covering a wide range
of topics. As the purpose of this study was to examine
the socio-cultural differences in depressive symptoms
experienced by ageing South Asian Canadians, only
the socio-demographic and cultural variables and
depressive symptoms were included in the analysis.
In the original study, the telephone interviews
were conducted in either English or a South Asian
language spoken by the participant. Ethics approval
was obtained from the research ethics board of the
university. Verbal informed consent was obtained
from the participants on the telephone before the
interview. As a result, 30.9% of the interviews were
completed in English, 18.2% in Hindu, 9.5% in Urduy,
40.5% in Punjabi and 0.9% in Gujarati.

Measures

Depressive symptoms were measured by a 15-

item Geriatric Depression Scale (GDS), which was
forward and backward translated, adapted, and
validated to better fit the cultural context of the elderly
Asians in North America.* Scores were assigned to
participants who indicated positive answers to items
that represent depressive symptoms. Participants
who scored a total of 4 or below were considered
‘normal’. Those who scored between 5 and 9 on the
scale were ‘mildly depressed’, and those who scored
10 or higher were ‘moderately to severely depressed’.
For all participants in this study, a Cronbach’s alpha
of 0.87 was reported when the GDS was used.
For participants who completed the GDS using
English, a Cronbach’s alpha of 0.83 was reported. A
Cronbach’s alpha of 0.87 and 0.85 was reported for
those who completed the scale in Hindi and Punjabi,
respectively. When completed by participants using
Urdu and Gujarati, a Cronbach’s alpha of 0.91 was
reported. These findings suggest the translated GDS
used by participants from different language groups
had reasonable psychometric properties.

To understand the socio-demographic and
cultural background of the ageing South Asians in
this study, data on a list of socio-demographic and
cultural variables were collected. These included
age, sex, marital status, education, income, self-rated
financial adequacy, living arrangements, religion,
country of origin, length of residence in Canada, and
self-rated English competence. Age was measured by
asking participants to report their chronological age
at the time of the interview. Sex was grouped as male
and female. Marital status was grouped as married
or single, which included never married, widowed,
divorced, and separated. The educational level of the
participants was grouped as no formal education,
elementary, secondary, and post-secondary. Income
referred to the personal monthly income of the
participants. In the survey questionnaire, this was
measured by a question asking the participants to
report their answers along a nine-group continuum
ranging from less than $500 to $4000 and over,
with an interval of $500 between each group. Many
reported lower income levels, so the income data
were regrouped as less than $500, $500 to $999, $1000
to $1499, and $1500 and above. Self-rated financial
adequacy was measured by asking the participants
to indicate how well their income and investments
satisfied their financial needs, from the answers
of very inadequate, not very well, adequately, and
very well, with corresponding scores of 1, 2, 3, and
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4 respectively. A higher score represented a higher
level of financial adequacy. Living arrangements
were grouped as either living alone or living with
someone. Religion was measured by asking the
participants to identify their religion. The country
of origin referred to the country from which the
participant migrated. Length of residence in Canada
referred to the number of years they had resided
in Canada. Self-rated English competence was
measured by two questions asking the participants
whether they were able to understand and speak
English, from the choices of very well, a little bit, to
not at all. A score was assigned to each answer and
the answers to the two questions were combined
to form a self-rated English proficiency scale with a
score range from 2 to 6. A higher sum represented a
higher level of self-rated English competence.

RESULTS

Among the original 220 older South Asians who
took part in the study, only 210 completed all the
questions measuring depressive symptoms. The 10
incomplete questionnaires were excluded from the
analysis. As shown in TaBLE 1, the mean age was 65.8
(standard deviation [SD], 7.6; range, 55-93) years.
Over half (56.2%) of the participants were men. The
gender distribution in the sample was similar to that
reported in the 2001 census. Most (80.0%) reported
their marital status as married. Over half (56.2%) of
the participants reported a personal monthly income
between $500 and $999. About one in ten (10.5%)
reported an income less than $500 and a similar
proportion (14.3%) reported an income level of
$1500 and above. Close to 19% reported an income
between $1000 and $1499. Most of the participants
(63.3%) reported their financial status as being
adequate. Close to 20% indicated that their financial
adequacy level was either ‘very inadequate’ or ‘not
very well’. Almost all of them (95.7%) reported living
with someone.

The results also indicate that approximately
three quarters (75.2%) of the participants had an
educational level equal to or higher than secondary
level, with 37.1% reporting a secondary level of
education and 38.1% a post-secondary level or
higher. However, 16.7% of the participants had no
formal education, while a small proportion (8.1%)
had an elementary level of education. On average,
the participants had been living in Canada for 15.6

(SD, 11.4) years. Their length of residency ranged
from less than a year to 46 years. In the case of self-
reported English competence, the mean was 4.4 (SD,
1.5; range, 2-6).

The 210 participants reported a mean of 2.6
(SD, 3.3) depressive symptoms. Using the GDS-SF
suggested cut-off point of 4, the results indicated
that over one in five (21.4%) participants reported
having at least a mild level of depression (GDS
scores of 5 and above). More females than males
were depressed (33.7% vs 11.9%, Chi squared=14.63,
p<0.01). No significance was found in the proportion
of participants reporting depression in terms of age,
religion, and length of residence.

A frequency distribution was used to present the
depressive symptoms reported by the participants.
The Chi squared test was used to examine differences
in the frequency distribution of the depressive
symptoms reported by participants of different sexes,
ages, religions, and lengths of residency in Canada.

As a group, participants reported ‘dropped
many activities and interests’, ‘often get bored’, and
‘frequently worry about the future’ most frequently.
These three symptoms were also among the
symptoms most frequently reported by those who
were found to be depressed (meaning that they had
more than four symptoms), as well as those who
were not depressed (had fewer than four symptomes).
When examining the depressive symptoms reported
by participants of different sexes, age ranges, religions,
and lengths of residency in Canada, the findings in
TaBLE 2 indicated that the three most frequently
reported depressive symptoms were more or less the
same. On the other hand,‘basically not satisfied with
life’,feeling pretty worthless’, and ‘not feeling happy
most of the time’were the symptoms least frequently
reported by the participants. Again, a similar pattern
was observed when examining the least frequently
reported symptoms of participants from different
socio-cultural backgrounds.

As would be expected, the depressed participants
reported significantly higher prevalence rates of all
depressive symptoms than participants who were
not depressed. Sex differences were observed in
depressive symptoms despite the fact that the most
frequently and least frequently reported symptoms
were similar. A significantly higher proportion of
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Demographic and socio-cult::aBﬁn;ckground of the participants
(n=210)
Demographics Percentage*
Gender
Female 43.8
Male 56.2
Age (mean+SD) [years] 65.8+7.6
Marital status
Single 20.0
Married 80.0
Personal monthly income
<$500 10.5
$500-$999 56.2
$1000-$1499 19.0
=$1500 14.3
Self-rated financial adequacy
Very inadequate 1.4
Not very well 18.6
Adequately 63.3
Very well 16.7
Education
No formal education 16.7
Elementary 8.1
Secondary 37.1
Post-secondary & above 38.1
Country of origin
India 75.7
Pakistan 9.0
Africa 9.0
Others (England, USA, Fuii, Brazil, etc) 6.2
Religion
Not having a religion 0.5
Catholic 1.0
Hindu 21
Muslim 20.5
Sikh 54.8
Others 2.4
Length of residency (mean+SD) [years] 15.6+11.4
Self-rated English competency (mean+SD) 4.4+1.5
Living with someone 95.7

* Values are presented as percentages unless otherwise stated

females than males reported the three most frequently  males reporting these symptoms.

reported depressive symptoms. Sex differences were

also observed in other symptoms, including ‘often Participants aged more than 65 years reported
get restless and fidgety’,’having more problems with  higher prevalence rates than those younger than
memory’,‘frequently get upset over little things’,and 65 years in the first two most frequently reported
‘frequently feel like crying’, with more females than ~ symptoms. However, no significant differences in
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TABLE 2
Depressive symptoms by gender, age, religion, and length of residency in Canada*

Depressive All cases, Depressive Gender Age (years) Religion® Length of residency
symptoms n=210 (years)
No Yes Male Female <65 =265 Hindu Muslim Sikh <10 =10

(n=165) (n=45) (n=118) (n=92) (n=99) (n=111) (n=44) (n=43) (n=115) (n=74) (n=136)
Basically not 71(13) 1.2(11)F 289(@8F 7.6(8) 6.5(12) 5.1(10) 9.0(10) 6.8(11) 9.3(9 6.1 (11) 8.1(8) 6.6 (12)
satisfied with life
Dropped many 333(1) 23.0(1F 711@F 27.1(1F 41.3(1)F 26.3(1F 39.6(1)f 3642 37.2(2) 304(1) 351(1) 32.4(1)
activities and
interests
Feel that life is 14.3(10) 6.7 (6)F 422(7)F 13.6(4) 152(10) 10.1(9 18.0() 159(8) 14.0(8) 13.9(5) 16.2(6) 13.2(8)
empty
Often get bored 27602 145@2F 756(1)F 21.2(2)F 359(Q2F 21.2(Q)F 333(Q2)F 386(1)f 39.5(1)F 183((2)F 324(2) 25.0(2)
Notin good spirits ~ 14.8(9) 4.2 (9 53.3(4)} 153(1) 141(11) 12.1(8) 17.1(6) 159(8) 23.3(5) 11.3(8) 21.6(4)* 11.0 (10}
most of the time
Afraid that 16.2 (7) 6.1 (7)+ 5334} 127() 20.7(7) 16.2(6) 16.2(7) 20.5(6) 23.3(5) 13.0(6) 21.64) 1329
something bad is
going to happen
Not feel happy most  13.3 (11) 558 422 (7)* 10.2(7) 17.4(©Q) 13.1(7) 13.5(9) 9.1(10) 2091 12.2(5 21.6 (4 8.8 (1)
of the time
Often get restless 20.5(4) 109 5563 1533y 27.2(B)F 182(4) 225(4) 22.7(5) 326(@3) 16.5(3) 21.6(4) 19.9©)
and fidgety
Frequently worry 233(Q) 1034 711@F 153(@)F 33.7(3)F 2222 2433 341Q1) 3024 1832  31.1(3)F 19.1 (4)F
about the future
Have more 16.7 (6) 6.7 (6) 53.3(4)} 102(7)* 25.0(6)} 17.2(6) 16.2(7) 27.3(4) 9.3(©9) 14.8(4) 17.6(5) 16.2(5)
problems with
memory
Often feel 14.3(10) 4.2(9QF 511 102(7) 19.6(8) 13.1(7) 153(8) 13.6(9) 23.3(5) 11.3(8) 149(7) 14.0(7)
downhearted and
blue
Feel pretty worthless 11.9 (12) 2.4 (10)* 46.7 (6} 10.2(7) 14.1(11) 1019 1359 13.6(9* 23.3(5)* 7.0(10F 17.6(5) 8.8 (11)
Think that most 13.3(11) 4.20QF 46.7(@F 11.9(6) 152(10) 10.1(9) 16.2(7) 18.2(7) 18.6 (7) 8.7 (09 149((7) 12.5(9)
people are better off
Frequently get upset 17.1 (5) 7.3(B)} 5334 T7.6(0BF 29314 162(®) 18.0(B) 20.5(6) 23.3(6) 13.9(9 21.64) 1470
over little things
Frequently feel ke  15.7 (8) 48@)F 556Q)F 5.1(9F 29.3@4)F 131(7) 18.0(B) 159(9) 23.3(6) 13.9(5 176 () 14.7(6)
crying
Overall score 78.6 21.4 11.98 33.7% 17.2 25.2 25.0 32.6 16.5 24.3 19.9

* Values are presented as percentages (ranking within the group)
T Eight participants reporting other religions are not included

+ p<0.05

§ p<0.01

other symptoms were reported between these two
age-groups.

Significant differences were found in ‘often get
bored’ and ‘feel pretty worthless’. Muslims tended to
report a higher prevalence rate of these two symptoms,
followed by Hindus, then Sikhs. No significant
differences were observed in the prevalence rates of
other symptoms in these three religious groups.

Significant differences were found in two
depressive symptoms between participants who had
resided in Canada for less than 10 years and those for
10 years or more. Those who had resided in Canada
for a shorter period reported higher prevalence rates
of feeling ‘not in good spirits most of the time” and

‘not feeling happy most of the time’. No significant
differences were reported in the prevalence rates of
other depressive symptoms in these two groups.

DISCUSSION

We found that ageing female South Asians reported
more depressive symptoms, as well as presented
higher prevalence rates in many depressive symptoms,
a finding consistent with previous findings on gender
and depression.***! Our findings also suggest that
ageing South Asian women have different symptoms
from ageing South Asian men, with some depressive
symptoms ranked very differently between women
and men. For example,‘frequently getting upset over
little things” and ‘frequently feels like crying” were

Asian Journal of Gerontology & Geriatrics Vol 3 No 2 August 2008 89



Lai & Surood

both ranked the fourth most frequently reported
symptoms by women. These symptoms were ranked
as least frequently reported by the men. When
considering other socio-cultural characteristics, the
findings did not indicate many differences in the types
of depressive symptoms reported by participants
from different age-groups, religious groups, and with
different lengths of residency.

These findings inform medical and health
practitioners of the importance of understanding
intra-cultural and intra-group differences in mental
health symptoms manifested by ageing South Asians.
Although this randomised study’s sample size is
relatively small, our findings have indicated a few
directions and suggestions for mental health practice.
First, understanding the most frequently reported
depressive symptoms in these groups should enable
health practitioners to pay more attention to these
symptoms when manifested by patients. Being aware
of the most common types of depressive symptoms
presented by South Asian older adults from certain
backgrounds should also enable practitioners to
identify signs of depression more easily in this
group. Therefore, health providers and practitioners
can take a more proactive role, questioning patients
about commonly reported depressive symptoms, as
a means of identifying those at risk of depression.
Health and mental health professionals need to be
aware of the specific types of depressive symptoms
reported by patients from different socio-cultural
backgrounds. For example, we have found that
older South Asian women report slightly different
types of depressive symptoms than their male
counterparts. When interacting with socio-culturally
diverse patients, health providers can better attend
to the different symptom characteristics presented
by different groups of patients by using different
intervention and treatment strategies.

A few limitations of this study should be noted.
The use of South Asian surnames listed in local
telephone directories might have missed potential
participants who lack a telephone, or have unlisted
phone numbers, as well as those with non-South
Asian surnames. As only those participants living in
the community were included, the findings cannot
be generalised to elderly South Asians living in long-
term care facilities or those who were too frail to
take part in the study. The relatively small sample
size means the findings cannot be generalised to the

ageing South Asian population in Canada. The use
of a larger multi-site representative sample in future
studies is recommended. Living alone is a key factor
in depression,*>* yet in this study almost all of the
participants reported living with someone. Therefore,
the effect of living alone on the types of depressive
symptoms presented should be further examined
in future studies. Although previous research
has found that income is an important correlate
of depression,** data on income in this study
were inadequately collected, due to the sensitivity
surrounding the collection of actual financial
information in a survey.* Most of the participants
reported a relatively low income, resulting in the
sample being unrepresentative of those in higher
income groups. Future research should consider
using a more generalisable sample inclusive of
higher income older South Asians. Finally, use of
self-reporting risks potential under-reporting, due to
the stigma and shame associated with mental health
problems.
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