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ABSTRACT

Access to mental health services for older Hispanic adults is limited and often older Hispanic adults
must rely on their own resources in dealing with mental health issues. The aim of this study was to
understand how older Hispanic immigrants cope mental health issues (e.g. stress, anxiety, and/or
depression). A qualitative, descriptive approach was used to interview 17 older Hispanic immigrants
from Guatemala, Dominican Republic and Colombia. Interviews were audio recorded, transcribed and
translated verbatim by bilingual research assistants. Data were analyzed using content analysis with a
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Coping included spiritual beliefs and religious practices, social support, distraction, medications and profes-
Older Adult sional help. Primary care providers may be more effective if they build upon the cultural constructs
Hispanic that undergird older Hispanic immigrants’ ways of coping in addressing emotional distress and mental
health issues in this population.
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Introduction service use."!® Furthermore Hispanic immigrants are even less likely

The growth of the Hispanic population has reached a historical
high in the United States (U.S.) when compared to other minority
groups. Hispanic older adults will account for a considerably larger
portion of the Hispanic population and a significant segment of the
general U.S. population. It is projected that by 2050, Hispanics will
account for 19.8% of the older population in the U.S. Despite the rapid
growth in the Hispanic population and the number of efforts to
reduce health care disparities, Hispanic older adults continue to face
substantial challenges, even more so under the current political
environment.' >

Mental health illnesses and physical disabilities are closely associ-
ated. Older adults with mental health issues have poorer health and
social outcomes and higher rates of hospitalization and emergency
room visits.” Conversely, chronic illnesses can impact older adults’
mental health and pose challenges for older adults’ participation in
treatment regimens.® The most common mental health issues faced by
older adults include depression, anxiety, neurocognitive disorders, such
as Alzheimer's disease and other dementias, suicide and alcoholism.” "'

Prevalence rates for depression alone among older Hispanic adults
living in the U.S range from 13% to 35%.'? In spite of this, researchers
continue to show that Hispanics have very low rates of mental health
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to use mental health services than U.S. born Hispanic adults.'*!”

When older Hispanic adults seek care for mental health issues,
they often seek care in the primary care sector. Primary care pro-
viders, nurses and other health care professionals tend to focus
on the standard assessment and treatment protocols and less on
understanding culturally-based ways of coping. Furthermore few
nurse researchers have focused on understanding how older His-
panic immigrants cope with the psychological and emotional
stress of extreme life events before, during, and after immigration
where mental health resources were limited and often non-exis-
tent.'? In order to design meaningful and effective mental health
interventions, nurses need to have a greater understanding of
how this population copes with mental health issues. The aim of
this study is to understand how older Hispanic adults who have
migrated from Guatemala, Dominican Republic and Columbia, liv-
ing in a low income community cope with the mental health
issues of stress, anxiety and depression.

Method

An inductive, qualitative, descriptive research design, including
interviews with seventeen Hispanic older adults, was used to address
the following questions.

1. How do older Hispanic adults who have migrated to the U.S. cope
and/or think one should cope with mental health issues?
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2. How do these relate specifically to stress, anxiety and/or depres-
sion?

Recruitment

The participants were recruited from a free clinic for uninsured resi-
dents of a low income, urban, predominantly Hispanic, community in
New England. Flyers in Spanish and English were posted at the clinic
which noted that participants needed to be 65 years of age and of His-
panic origin. A monetary incentive of a 25 dollar gift card for participa-
tion in the study was also offered. Initially two participants were
recruited from the posting of the flyers. Using a snowballing sampling
approach'®~'® additional participants were recruited for the study.

The Institutional Review Board at the respective University
granted human subjects approval for the study. An initial phone con-
tact was made with each participant in order to schedule a home visit
to obtain informed consent and conduct the interview. All partici-
pants who were contacted participated in the study. During data col-
lection and analysis, an initial sense of data saturation was noted at
the fifth to sixth participant, however not until the inclusion of the
sixteenth and seventeenth participant were similar responses consis-
tently surfacing.

Participants

In terms of sociodemographic data, all of the participants entered
the United States as adults anywhere from four to 39 years ago, with it
being over 20 years for the majority. Eight were from the Dominican
Republic, five from Columbia and four from Guatemala. There were 11
women and six men who ranged in age from 65 to 83 years, with nine
having had some elementary education, three having been to high
school and two having college degrees. The majority of the participants
described extreme life events as reasons for migrating including
destruction of homes and lives due to drug trafficking and civil war,
severe poverty and abuse from alcoholic fathers or husbands.

Data collection and analysis

An initial interview lasting from one to two hours was conducted
in each participant's home by bilingual research assistants. In a sec-
ond interview, the research assistants checked for the accuracy and
comprehensiveness of the transcript with each participant. Addition-
ally, further clarification of inconsistencies and additional data were
gathered. A semi-structured interview guide was used to gain an
understanding of how Hispanic older adults cope with potential and
acute mental health issues in general and specifically in regards to
stress, anxiety and depression.'? The interview began with a general
question about the participant's life growing up in his or her country

Table 1
Participants’ beliefs on how they cope with mental health issues: questions and
probes.

Questions Probes

Can you tell me what it is that What do people do when they have stress?
people do for mental health What do people do when they have anxi-
problems? ety?

What do people do when they have
depression?

If you had a friend with a mental If it were stress? anxiety? depression?
health problem, what are some
of the things you would tell
them to become better?

What did you do to cope with
stress, anxiety or depression?

Did you do anything to try and get better?
What are some of the things that
helped?

of origin in order to gain an initial understanding of the sociocultural
context in which ideas about coping with mental health often are
formed. This was followed by a series of open ended questions and
follow up probes on the participant's beliefs about how people ideally
should respond to mental illness and then how any people they have
known (themselves included) have coped with mental health issues
in general and specifically in relation to stress, anxiety and depression
(See Table 1, for examples). The interviews were digitally recorded,
transcribed and translated verbatim by bilingual research assistants.

Interviewers received 12 h of training and practice in recruiting,
interviewing and transcribing and were closely supervised during the
interview and transcription of audio recordings. The interviewers
shared a similar ethnic background with the participants. Addition-
ally the interviewers were often familiar with the culture and Spanish
dialect of the participants. All participants chose to be interviewed in
Spanish. The interviewers used a series of techniques for interviewing
older adults recommended by Domarad and Buschmann.?° These
included the wording of questions in a non-judgmental way, provid-
ing positive reinforcement, giving the participants control, allowing
time and adapting to hearing impairments in order to enhance the
credibility of the interview data.

The interviews were content analyzed in a series of three steps
using immersion/crystallization, editing and template organizing
styles.?!~2* The first step, immersion and crystallization, involved an
initial reading and immersion in the interviews in order to illuminate
any emergent insights related to how the participants coped or thought
one should cope with potential mental health issues. It was during this
step that it became apparent that the participants were generally
describing “ways of coping” rather than deliberate, intentional strate-
gies that one may use to cope. In the second step, the editing level of
analysis allowed for the identification and grouping of “ways of coping”
into categories (e.g., spiritual beliefs and religious practices). In the final
step, the template analysis, the data in each category were analyzed
separately in regard to stress, anxiety and depression, codes that were
specified ahead of time in the second research question.

In each of the above steps, each researcher began by reading and
analyzing each individual interview and completing an initial cross
case analysis and then the researchers met multiple times to discuss
and complete the analysis and confirm the findings.

In 1985, Lincoln and Guba®* developed one of the most well estab-
lished set of criteria for evaluating the quality of qualitative research.
This included four criteria: credibility, dependability, transferability
and confirmability. Credibility ensures that the phenomenon was
accurately identified and described. In this study, three activities
were used to enhance credibility: prolonged engagement, audio
recording, back to back translation, and verbatim transcription.
Dependability is the attempt by the researcher to account for multiple
and changing conditions. In this study, interviews were conducted
until data saturation occurred. Confirmability refers to the extent to
which the data represent accurately the information participants pro-
vided and the findings reflect the participants’ voices. This was
enhanced by using member checks and multiple quotations in the
findings. Finally, transferability demonstrates the application of the
findings from this study to the older adult population. In this study
an effort was made to provide sufficient detail so the reader can eval-
uate the potential applicability across geriatric settings.

Findings

The majority of participants openly shared their beliefs and their
experiences and/or those of their family and friends with coping with
mental health issues. Their ways of coping ranged from their spiritual
beliefs and religious practices to social support, distraction, medica-
tions and professional help. Table 2 provides an example reflecting
each of the four ways of coping.
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Table 2
Participants’ ways of coping with stress, anxiety and depression.

Ways of coping

Description

Findings

Spiritual beliefs and religious practices

mary way to cope.
Social support

depression.
Distraction

Medicine and professional help

Reference to their reliance on God. In some cases
it was though their faith in God was their pri-

Reference to family and/or friends with the sup-
port varied from mild, relatively casual to criti-
cal in dealing with anxiety, stress and/or

Refers to cognitive and behavioral activities helps

the individual to focus on something else.

Refers to antidepressant or anxiolytic medica-
tions and/or therapist/psychiatrist.

“...At this point of my life [ put myself in the
Lord's hands.”

...Right now I live nears some friends and
we go out and eat and hang out outside.
We go on the porch and stay there until
it's time for bed.”

...you have to cooperate with yourself;”
and “...try to distract oneself... try to
think about good things. Not negative
things.”

“...I'need to have my pills and if I don't take

them I can't sleep and I feel like death . ..

you can't control mental illness unless you
take pills.”

Spiritual beliefs and religious practices

During the interviews, almost half of the participants specifically
referred to their reliance on God as a way of coping. In some cases it
was as though their faith in God was their primary way to cope. One of
the participants stated, “Yes, He (God) helped me through everything, I
always pray and hold on to Him. It's the only one.” Another also saw
God as central in coping with mental health issues. He stated,

There is this saying I go by, ‘In bad times always keep a good face
and always give thanks to God for everything, the good and the
bad.’ Everything is in His wish and He has a reason behind it.

When one participant was asked how she dealt with stress, she
replied,

Speaking to the Lord and a lot of prayer. .. To me mental illness is
not really an illness. I believe that it is a lack of connection with

the Lord... it's a lack of communication with the Lord... it is
spiritual.
Another stated,

I was able to come out. .. well I had an emotional problem, lack of
forgiveness. I asked the Lord to help me forgive this person that
had hurt me years ago; the person didn't even know me. [ went to
the person and asked for forgiveness and I forgave. At that
moment | was able to stand and live again. My self-esteem
increased, it was all better after that. Through that particular
depression was how I got to have an encounter with the Lord.

Paradoxically, for five of the participants, God was the cause of the
mental illness as well as their coping mechanism. It's as though God
meant it to be and God will get me out of this. For example, a female
participant shared,

... when my husband became ill, not knowing what was wrong
with him caused me anxiety. [ would say to myself ‘Why God,
why is this happening?’ ... At this point of my life I also put myself
in the Lord's hands. I know that everything happens for a reason
and I cannot be upset at the Lord's decisions. | would go to church
very often, this would help me.

A couple of the participants spoke of a supernatural being caus-
ing the mental illness. For one it was God, “My mentality has
always been that if God let this happen, it is for a reason... He is

“

the one that knows.” For another it was a demon, Litis a
demon, which takes possession of the person's mind, because
schizophrenia is mental.”

Social support

Social support was a powerful way of coping even though it varied
from mild, relatively casual to critical in dealing with stress, anxiety
and/or depression for participants. Sources of social support included
family and/or friends. The participants talked about social support in
general like the husband who said, “My wife and kids were a great

help.” A response specific to stress was, “... you can just hang out
with your friends. This can help out greatly, by disconnecting
yourself.”

One participant who talked about social support for coping with
depression commented:

[ visit my children and friends. Right now I live near some
friends and we go out and eat and hang out outside. We go on the
porch and stay there until it's time for bed. From like five o'clock
to seven o'clock pm we're usually outside hanging out and that
makes me feel good.

Another participant stated, “I got out of my depression because
of my kids, friends and family who supported me.” One partici-
pant discussed the decision not to take her own life due to her
son's words:

‘Have you thought about the pain and shame you would bring to
our family if you did that? I love you mom, you are my everything,
but I would be so ashamed if you did a cowardly thing like that. It
would shame me so much that I would try to take you out of my
heart.’ Those words would come to my mind while I stood at that
bridge and made me walk away and I'd say to myself ‘for you my
sonlwon'tdoit.’

Distraction

Distraction was another mechanism utilized by the participants to
“get through” issues with mental health issues. Distractions used can
be differentiated as cognitive/mental or behavioral/activities to cope
with stress, anxiety and/or depression. Some cognitive/mental ways
of coping included disconnecting self from the “problem,” and being
positive. Cognitive/mental distractions were suggested as a way to
get through anxiety. For example as one participant stated, “... it's a
personal situation to you, you have to cooperate with yourself;” and
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“... try to distract oneself. . . try to think about good things. Not nega-
tive things.”

Similarly participants suggested these ways for dealing with
stress. One participant recommended that “... the person suffer-
ing from stress needs to leave and disconnect, to release this
pressure.” Another suggested that stress was addressed by for-
getting for a while about what's happening in your life: “I have to
get up and go out and leave the house. I do my chores in the
house. I tell myself, ‘I'm not doing anything sitting down here.” So
I get up and start cleaning the house.” When asked, what are
things that can be done to reduce or make your stress go away?,
one participant replied,

In order to make your stress go away, the best thing you can do is
disconnect from the stressful situation; for example, if you are
stressed at work you can take a vacation because you are feeling
so stressed out. This is a way for you to release that pressure you
feel when you are stressed out. You can also go to the movies or a
resort; you can just hang out with your friends. This can help out
greatly, by disconnecting yourself . . . this is why the person suffer-
ing from stress needs to leave and disconnect, to release this
pressure.

More than half of the participants also recommended or used
distraction to deal with depression. One participated stated, “If
you don't toughen up you can fall apart.” Another suggested, “To
keep the mind busy is good.” Some other participants suggested:
“It is also very important to think about other things, not only
about the sadness and the depression;” “The only thing that can
help is to find the positive, and accept what has already hap-
pened;” “Distraction inspires hope.” Another female participant
stated,

My spirit is very positive and very happy all the time, nothing
about being sad. I think depression is related greatly with being
sad and negative. If you're sad you become depressed. There is
this saying I go by, ‘In bad times always keep a good face.” You
can't let yourself down.

The behavioral ways to cope were often described as activities to
distract yourself. One participant described,

I go out... There are a group of older adults. There we spend time
and play bingo. We do exercises. There I distract myself a lot. You
have to find a way to not become too closed (shut off), because
this is what causes anxiety.

One participant suggested that when she is stressed she “... get up
and go out and leave the house. I do my chores in the house. I tell
myself, I'm not doing anything sitting down here.” So I get up and
start cleaning the house.” Another suggested,

In order to make your stress go away, the best thing you can do is
disconnect from the stressful situation; for example if you are
stressed at work you can take a vacation because you are feeling
so stressed out. This is a way for you to release that pressure you
feel when you are stressed out. You can also go to the movies or a
resort; you can just hang out with your friends. This can help out
greatly, by disconnecting yourself.

Several participants suggested cognitive and behavioral distrac-
tion to deal specifically with depression. For example, one participant
stated,

You have to keep your mind off the problems. You should go out and
walk around. Go to the mall. Go to the park and read. That helps
you forget the problems a bit.

Another suggested, “You can't let yourself down. I had three kids
at the time and they were very young. You have to move forward. ..
don't let it get to you. Stay active...” While one woman participant
stated “... Entertain myself with things, I start to sew, or do some-
thing in the house. I clean, organize the house. [ paint, or do projects.
It is very important to remain occupied.” Still another suggested that
“To keep the mind busy is good.” One participant gave this advice,
“... not to let depression and sadness get to them. I would tell them
to get up and stay active and that will help them forget.”

Medications and professional help

A third of the participants also acknowledged the importance of
medications for persons with severe anxiety, depression and other
mental illnesses. In regards to anxiety, one woman described how, “I
feel like eating. I need to have my pills and if [ don't take them I can't
sleep and I feel like death... you can't control mental illness unless
you take pills.”

One male participant stated,

Depression is a state of negative mood that a lot of times needs to
be treated with medication. I personally experienced depression
in 1993. I had a “stroke” and got very depressed, but with medi-
cine it was treated.

One woman recognized that medications helped her, but she did
not like taking them. Once feeling better, she stopped the medica-
tions and did not tell the psychiatrist:

... The doctors told me I couldn't stop the medication and I even
went to a psychiatrist. I lied to the doctor and told him I was con-
tinuing the medication when [ wasn't. | was taking the medication
on and off. The days I didn't take the medication I felt nervous.
And I continued that way for a long time. But now it's been years
since then. Here I can go to the doctors and get medications. If |
were in Dominican Republic I wouldn't be alive right now.

A few of the participants accepted professional help like the
woman above and another female participant who spoke of her ses-
sions with a psychologist, “... I would talk and talk to him, and well
never did I take a pill. He would tell me to write...” and her participa-
tion in a support group,

... I went there, in this big conference room, with students, boys
and girls, who were studying psychology. .. and if you wanted to
talk and tell your story you would say it. I would not say anything
about my daughter.

According to a male participant,

A person that is depressed needs to be seen by a psychologist and
a psychiatric, professional help. .. They are two fundamental treat-
ments, going to the psychologist or being seen by a psychiatric
doctor. Psychology has been effective and can take a person out of
depression.

He continued to comment on mental illness, “There are medical
treatments and psychiatrists which are the people who deal with
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mental illness. Sometimes they can be cured and sometimes they
relapse. When cured or become better they are never the same, they
are quiet.”

In summary the older Hispanic adults demonstrated their strength
through their ability to find ways of coping in the face of poverty,
adverse life events, language challenges and immigration. Other than
professional help and medications, they coped by socially connecting
with others including friends and family, drawing on their spiritual
beliefs and distracting themselves. The participants were able to use
medical resources such as medications and professional mental
health only when they felt they were needed.

Discussion

Like many of the researchers in the literature, we began with the
assumption that there is a need for professional mental health serv-
ices for older Hispanic immigrants and the vulnerability of this popu-
lation. The most striking finding however was the participants’
strength when they were faced with adversity. This is similar to
researchers who have indicated the strengths and resiliency of immi-
grants and immigrant communities.?® In fact, Whitley et al.?° have
argued that people who immigrate may be especially resilient, and
thus less vulnerable to mental health issues. They suggested that
immigrants are more likely to belong to close-knit families, tight eth-
nic communities and religious groups which can provide social sup-
port and a sense of belonging, both of which are known to protect
mental health. Nurses need to identify existing sources of support for
older Hispanic adults, such as religious and social networks in which
the older immigrant engages in supportive activities.

The participants’ description of spiritual and family supports used
to cope with mental health issues are consistent with previous stud-
ies'*1527 suggesting the centrality of spirituality and family in the
daily life of older Hispanic adults. Spiritual coping has been associated
with lowered levels of stress and depression.”® Similarly, Lerman and
colleagues®® found that there was a higher likelihood of depressive
and/or anxiety symptomatology among Hispanic older adults report-
ing no religious affiliation or that religion/spirituality was “not impor-
tant” in their daily lives. In Harrison and colleagues’ review,*° the
authors noted that religious persons give meaning and purpose to
adversity which helps them make sense of these events and is a major
resource when struggling with illness or other adverse events. Fur-
thermore Stanley et al.>! in a study of older adults in general found
that they preferred religion and/or spirituality integrated within their
treatment of anxiety and depression. Primary care providers, nurses
and other health professionals need to assess older immigrants’ spiri-
tuality especially in relation to understanding stressful events.

As noted earlier, family is a major support for older adults. Fami-
lismo refers to the strong sense of collectivism and family orientation
of older Hispanic adults.>>** Beyene et al.>* reported that Hispanic
older adults’ feelings of well-being were influenced by their family
connectedness. In Martinez-Tyson and colleagues’ study'” of Hispanic
adults’ perception of depression, they found that support from family
and friends was vital in coping with depression, and for some a moti-
vating factor in seeking professional care. Controversies do exist in
regards to the erosion of familial networks among older Hispanic
immigrants as a result of economic, structural and cultural changes in
transitioning to the U.S. and its impact on the health and well-being
among older Hispanic adults. Often the erosion of familial networks
has contributed to the sense of loneliness and isolation described by
some older Hispanic adults leading to depression.>* 37 Nurses across
all health care settings could have an instrumental role in developing
innovative programs in which Spanish speaking, health navigants,
community workers, and/or volunteers work with at risk older immi-
grants in engaging in social activities and support. Other programs

such as the shared medical appointments may provide support
around chronic disease management.

Other ways of coping among the participants noted above
included behavioral and cognitive distraction. These ways may be
aligned with cultural constructs noted by Anez and colleagues.*”
They refer to controlarse (self-control of negative affects), aguantarse
(the ability to bear stressful events), and sobreponerse (suppression
and overcoming challenges) as important culturally embedded con-
structs to consider when assessing Hispanic adults. In a younger
cohort comparing Mexican citizens, Mexican-Americans and non-
Hispanic whites, Farley et al.*® noted that denial, self-distraction and
behavioral disengagement were associated with higher levels of per-
ceived stress, and not successful ways of coping unless the perceived
stress is addressed directly. These studies highlight a major issue that
needs further study: When do culturally based ways of coping pro-
vide an effective way to deal with mental health issues and when do
they become an impediment to accessing professional care?

Lastly, similar to Jimenez et al.> study of ethnically diverse older
adults, the participants in this study clearly described depression as a
challenging illness and one needing professional treatment. At least
half of the participants in this study did not oppose the use of psycho-
tropic medications or psychotherapy for the treatment of depression
and/or anxiety compared to other studies’ which found the use of
psychotropic medications a less favorable treatment modality.'*>%'8
Nurses need to encourage older immigrants to consider medication
treatment and/or consultation with a behavioral health specialist if
recommended. Nurses can be instrumental in providing education
regarding the benefits to treatment options for mental health issues.

Primary care providers in our community and many communities
across the U.S. provide the majority of mental health services. Byers
et al.’ argue that older Hispanics may not access mental health care,
unless they have a medical illness, since this is often their entry into
the health care system. Therefore primary care providers need to
learn to engage Hispanic patients in a culturally appropriate way in
order to decrease stigma and improve patient engagement in mental
health services.’>*° Most of the traditional treatment modalities in
primary care are culturally bound and derived from a western, bio-
medical model. Several researchers®”>>>9 have argued that the inclu-
sion of cultural constructs of familismo and personalismo can build
trust and rapport in the development of a therapeutic relationship
where Hispanic adults feel more comfortable in sharing. Moreover
interventions and health promotion programs need to be developed
from a community perspective that focuses on culture, language,
affordability and ultimately effective.'®

Although multiple studies have identified factors for the underuti-
lization of mental health services, perhaps older Hispanic adults have
a different explanatory model where mental health issues are not
perceived as an illness but an inevitable part of everyday life.?®*> The
findings also suggest that development of interventions may be more
effective if they expand upon the older Hispanic immigrants’ cultural
constructs which are embedded in their strategies used to cope with
emotional distress and mental health issues. These include focusing
on the extension of social support networks, learning constructive
distracting activities, focusing on inner strengths and spirituality. For
example, programs such as Jimenez et al.*° Happy Older Latinos are
Active (HOLA) which is a multicomponent health promotion inter-
vention, focusing on social and physical activation sessions, group
exercise and scheduling pleasant events show promise in reducing
stress and depressive symptoms.

Limitations
This was an initial study exploring the way older, low income His-

panic immigrants cope with mental health issues and as such was not
intended to be generalizable. Qualitative research methods are often
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valuable in providing rich descriptions of complex phenomena, espe-
cially in relation to mental health issues. Although a considerable
investment was made in order to develop a relationship with partici-
pants, the snowballing approach to recruitment seemed to help with
establishing trust among the participants and interviewers in this
study. In addition, the interviewers had to pay particular attention as
to the source of the basis of the descriptions among the participants
in depicting their responses to mental health issues. For example,
some of the participants described their own ways of coping, while
others described the ways that their family, friends or others coped
with stress, anxiety and/or depression. Despite the frequent need to
clarify, the interviewers were allowed to obtain a deeper understand-
ing of participants’ experiences and responses of coping with stress,
anxiety and/or depression.

Conclusion

This study provides valuable insights into the ways of coping with
mental health issues among older, low income, Hispanic immigrants
and has implications for health care providers across all health care
settings. The need to understand the responses to mental health
among older Hispanic immigrants is crucial in developing strategies
and interventions in health promotion and prevention of stress, anxi-
ety and depression as well as treatment strategies. Incorporating the
coping styles of the older Hispanic adult into the therapeutic plan by
health care professionals may lead to more successful health and
social outcomes. Inevitably, the relationship between the health care
provider and older adult is important in the successful implementa-
tion of any program. Cultural constructs such as familismo (family)
and personalismo (relationships) may be important areas to explore
in developing the therapeutic relationship with older Hispanic adults
in the primary care settings. Further research should focus on piloting
programs aimed at prevention and coping with stress as well as rec-
ognizing sub clinical or depressive symptoms among older Hispanics
across health care setting.
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