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ABSTRACT: Introduction: The Quilombola population is subject to numerous sources of  social vulnerability, 
but few studies investigate their physical or mental health conditions. Objectives: To investigate the factors 
associated with depression in men and women, separately. Methodology: Cross-sectional population-based 
study with 764 randomly selected participants from five quilombo communities in Vitória da Conquista, Bahia, 
Brazil. The cutoff  point for depression was ≥ 10 points, assessed by the Patient Health Questionnaire score 
(PHQ-9), and the presence of  five or more symptoms. We estimated the prevalence ratio with 95% confidence 
intervals using Poisson regression models with robust estimators stratified by gender. Results: Among men, 
factors associated with depression were previous diagnosis of  chronic illnesses, poor/very poor health self-
assessment, and poor access to health services. Among women, the associated factors were previous diagnosis of  
psychiatric disorders, poor/very poor health self-perception, history of  tobacco smoking, and self-declaration 
of  race as not black. Conclusion: Factors associated with depression differ between men and women and must 
be considered in interventions to fight depression within this population.
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INTRODUCTION

The worldwide prevalence of  depression is estimated between 2.2 and 10.4%1. In Brazil, 
the National Household Sample Survey (PNAD) conducted in 2008 assessed the prevalence 
of  depression in the general population at 4.1%2. Studies conducted in different countries 
indicate the severity of  the disease3, its epidemic nature4, its high cost for healthcare services5, 
and its relationship with factors of  social vulnerability1. Another common finding is the 
observation of  higher prevalence of  depression among women, at a ratio of  2:13. 

Explanations for the higher prevalence of  female depression include hypotheses of  biological 
reaction to stress6, double workdays7, and use of  less effective coping strategies8. Differences 
between men and women are not restricted to the prevalence of  depression. Some studies 
found differences in terms of  responses to treatment with antidepressants9, in the ability 
to remember mood swings10, and in the modulation of  depressive symptoms11. However, 
other studies indicate the absence of  gender differences in the prevalence of  depression in 
cultures in which there is greater female appreciation12, and in specific subpopulations, as is 
the case with African Americans13, young Israelis14, and Orthodox Jews residing in London10. 

Investigations into the mental health of  traditional Brazilian populations are very 
scarce, but one study15 indicated a 29% prevalence of  depression among Karajás Indians. 
The Quilombolas are another traditional Brazilian subpopulation. The Quilombolas are an 
Afro-Brazilian social group descending from slaves, who live in rural areas where there 
were quilombo settlements during the slavery period, and that still connects with the black 
culture16,17. In 1988, the Brazilian government acknowledged the Quilombola rights and 
granted them land ownership. However, the Quilombola territories are predominantly rural 
areas, with little infrastructure and limited access to healthcare services, which portrays 
their vulnerability and raises questions about their physical and mental health16,17. Despite their 
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history of  ethnic and social victimization, the Quilombolas have been neglected in public 
health policies16,18 and few studies have investigated their health conditions18-21.

With regard to mental health, a study 20 investigated the Quilombola community from Caiana 
dos Crioulos, Paraíba, and found the presence of  alcoholism and mental problems. Another 
one21, focusing on depression in the Quilombola community in Bahia, observed the prevalence 
of  a disorder similar to the one present in the general Brazilian population and the absence of  
gender differences in prevalence and intensity of  depressive symptoms. Studies on this subject 
are still scarce18,21, and, to date, none had investigated gender differences in the determinants of  
mental illness within this population. Considering the lack of  information about the Quilombola 
population and the factors associated with depression for each gender, this study aimed to 
analyze the factors associated with depression in adult men and women residing in Quilombola 
communities in the Vitória da Conquista County, Bahia, stratified by gender. 

METHODS

STUDY AND PARTICIPANT DESIGN 

This is a cross-sectional population-based study, designed to assess several health determinants 
in Quilombola communities in the Vitória da Conquista County, Bahia (COMQUISTA Project), 
in 2011. The County had 25 Quilombola communities certified by the Palmares Cultural 
Foundation in the period of  the study, divided into five districts. For the definition of  the sample, 
one community per district, communities with over 50 households, household data collection, 
randomized household selection, in proportion to community size, inclusion of  all residents 
older than 18 years old from the selected households, census estimation of  2–3 residents per 
household, prevalence of  50%, investigation of  multiple events, accuracy level of  5%, 95% 
confidence level, design effect = 2, and estimated loss of  30% were considered. By these criteria, 
there were 2,935 eligible adults and the sample was set at 884 individuals. At the end of  data 
collection, losses were 12%, making the total of  764 respondents and presenting a satisfactory 
sample power for the identification of  prevalence of  depression and the factors associated with 
this condition in this population, from the prevalence ratio of  1.1. The methodological details 
of  the COMQUISTA Project may be obtained from a methodological paper on the subject22. 

INSTRUMENT AND PROCEDURE

The studied outcome was depression, classified as positive screening for a major depressive 
episode, by the Patient Health Questionnaire (PHQ-9). The presence of depression was considered 
when the individual scored 10 or more points in the PHQ-9 and revealed the presence of  five or 
more symptoms in the scale, among which depressed mood and/or anhedonia on most days are 
required. The PHQ-9 comprises nine statements related to the 15 previous days, based on nine 
criteria for diagnosing depression from the Diagnostic and Statistical Manual of  Mental Disorders, 
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4th edition. For each statement, four possible responses are provided, ranging from 0 (never) and 
3 (almost every day), with the highest possible score of  27 points23. The adequacy of  the scale 
to be used in the Quilombola community was previously investigated using the Item Response 
Theory (IRT). This analysis identifies the capability of  each item of  an instrument to obtain 
information about the investigated event, to discriminate between groups according to the 
responses given, and also the possible difficulties in understanding items24. 

Data were collected by trained interviewers in individual interviews, using an adaptation of  
the National Health Survey questionnaire, the adequacy of  which was tested in a pilot study22. 
The following variables were considered: gender, age, education, unemployment, placement in 
the job market before the age of  16, having suffered physical or sexual violence, participation 
in group and religious activities, regular physical activity, TV watching, alcohol consumption, 
history of  tobacco smoking, previous self-reported medical diagnosis of  chronic illnesses and/or 
psychiatric disorders, health self-assessment, use of  health services in the past year, and rating of  
overall access to health services. The access rate was established by examining healthcare services 
(composition of  healthcare professional teams) and household (registration with a Basic Health 
Unit and number of  visits by the community health workers) characteristics21. 

The study was approved by the Research Ethics Committee from Universidade Federal 
de Minas Gerais and Universidade São Francisco de Barreiras, and all participants signed the 
informed consent form. 

STATISTICAL ANALYSIS

In the first instance, descriptive analyses stratified by gender were performed and the 
gender differences among the Quilombolas were assessed using measures of  central tendency 
and the χ2 test. Potential factors associated with depression were investigated by bivariate and 
multivariate analyses, stratified by gender. Poisson regression models with robust estimators 
stratified by gender were used to obtain the prevalence ratio (PR) with 95% confidence 
interval (95%CI). Following indications from the literature25, for the multivariate analyses, 
all variables with p-Value ≤ 0.20 in the bivariate analyses were considered, while only the 
significant variables (p ≤ 0.05) remained in the final models for each gender. The adequacy of  
the final models was verified by means of  the Goodness-of-fit and Omnibus tests. Statistical 
analyses were performed using the SAS software, Version 9.0.

RESULTS

DESCRIPTIVE ANALYSIS

From the 884 subjects determined for the sample, 764 were interviewed, 355 (46.4%) of  
which were men and 409 (53.6%) were women. Participants who were not found after three 
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Individual Variables
Men

(n = 355)
Women
(n = 409) χ2 by 

gender
p-value

n % n %
Depression 37 10.4 55 13.4 1.62 0.202

Socioeconomic characteristics
Color/race

Black 286 80.6 356 87.0
Not black 69 19.4 53 13.0 5.9 0.015

Quilombola
No 63 17.7 52 12.7 3.8 0.052
Yes 292 82.3 357 87.3

Marital status
In a relationship 222 62.5 252 61.6 0.1 0.793
Not in a relationship 133 37.5 157 38.4

Age (in years)
18 – 40 154 43.4 217 53.1 7.1 0.008
41 + 201 56.6 192 46.9

Education (in years of school completed)
5 + 104 29.3 112 27.4 1.7 0.431
1 – 4 127 35.8 165 40.3
0 124 34.9 132 32.3

Family income (in minimum wages)*
> 0.5 238 67.0 262 64.1 0.7 0.387
≤ 0.5 117 33.0 147 35.9

Unemployed
No 269 75.8 299 73.1
Yes 86 24.2 110 26.9 181.6 < 0.001

Age of first employment (in years)
16 + 66 18.6 164 40.1 41.8 < 0.001
≤ 15 289 81.4 245 59.9

Table 1. Characteristics of participants by gender, separately. Vitória da Conquista, BA, Brazil, 
2011 (n = 764).

Continue...

visits, who refused to participate in the study, or who did not fully fill out the instruments 
were excluded, totaling 50 men and 37 women. 

Depression was observed in 10.4% men and in 13.4% women, and no statistical 
differences between genders were indicated. Women described themselves mostly as 
black, were younger, had higher unemployment rates, began to work later, got more 
diagnoses of  chronic illnesses, used healthcare services more frequently, and participated 
more in religious activities than men (Table 1). Men participated more in group activities 
and volunteer work, reported more physical activity, and presented more alcohol and 
cigarette consumption than women.
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Individual Variables
Men

(n = 355)
Women
(n = 409) χ2 by 

gender
p-value

n % n %
Health and violence conditions

Health self-assessment 
Very good/good 162 45.6 177 43.3 4.7 0.095
Average 141 39.7 189 46.2
Poor/very poor 52 14.6 43 10.5

Diagnosis of chronic illnesses
No 159 44.8 119 29.1 20.2 < 0.001
Yes 196 55.2 290 70.9

Diagnosis of psychiatric disorders
No 342 96.3 395 96.6 0.1 0.858
Yes 13 3.7 14 3.4

Physical or sexual violence    
No 345 97.2 399 97.6 0.1 0.748
Yes 10 2.8 10 2.4

Use of services in the past 12 months      
Yes 152 42.8 231 56.5 14.2 < 0.001
No 203 57.2 178 43.5

Rating of overall access to healthcare services
Good 165 46.5 198 48.4 0.3 0.845
Average 85 23.9 92 22.5
Poor 105 29.6 119 29.1

Coping strategies
Social support 

Yes 338 95.2 33 8.1 3.3 0.068
No 17 4.8 376 91.9

Participation in religious activities     
Yes 242 68.2 332 81.2 17.2 < 0.001
No 113 31.8 77 18.8

Participation in group activities     
Yes 144 40.6 71 17.4 50.6 < 0.001
No 211 59.4 378 82.6

Participation in volunteer work      
Yes 98 27.6 67 16.4 14.1 < 0.001
No 257 72.4 342 83.6

Regular physical activity        
Yes 120 33.8 74 18.1 24.8 < 0.001
No 235 66.2 335 81.9

TV watcher
Yes 261 73.5 324 79.2 3.4 0.064
No 94 26.5 85 20.8

Alcohol consumption   
Yes 155 43.7 296 72.4 64.8 < 0.001
No 200 56.3 113 27.6

Tobacco smoking   
Never smoked 230 64.8 332 81.2 26.2 < 0.001
Smoke/smoked 135 35.2 77 18.8

*minimum wage of 545.00 brazilian Real at the time of the data collection.

Table 1. Continuation.
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BIVARIATE ANALYSIS

For men, the factors statistically associated with depression (p ≤ 0.05) were: being 41 years 
of  age or older and having poor/very poor health self-assessment, previous diagnosis of  chronic 
illnesses, poor access to health services, and not participating in physical activity. The remaining 
variables considered for the multivariate model (p ≤ 0.20) were: lower schooling, unemployment, 
placement in the job market before the age of 16, average access to health services, nonparticipation 
in group activities, alcohol consumption, and history of  tobacco smoking.

For women, the factors statistically associated with depression (p ≤ 0.05) were: self-
declaration of  race as not black, placement in the job market before the age of  16, poor/
very poor health self-assessment, previous diagnosis of  psychiatric disorders, participation in 
volunteer work, history of  tobacco smoking, and poor or average rating of  overall access to 
healthcare services. The remaining variables considered for the multivariate model (p ≤ 0.20) 
were: being 41 years of  age or older, having previous diagnosis of  chronic illnesses, having 
suffered physical or sexual violence, and not watching TV.

MULTIVARIATE ANALYSIS

When carrying out the multivariate analysis for male participants (Table 2), adjusted by all 
bivariate analyses with p-value up to 0.20, it was observed that there was a higher probability 
of  identifying prevalence of  depression among men who reported that a doctor had already 
diagnosed them with a chronic illness, such as tuberculosis and hypertension, among others 
(PR = 5.1; 95%CI 1.8 – 14.8), than among men without any previous diagnoses. Depression was 

Variables
Men

PR 95%CI p-value

 Diagnosis of chronic illnesses 5.1 1.8 – 14.8 0.002

 Poor/very poor health self-assessment 2.3 1.1 – 5.1 0.036

 Poor rating of overall access to healthcare services 1.9 1.1 – 4.1 0.049

Variables
Women

PR 95%CI p-value

 Diagnosis of psychiatric disorder 2.4 1.2 – 4.8 0.011

 Poor/very poor health self-assessment 2.4 1.2 – 4.8 0.011

 Non-black race/color 1.5 1.3 – 1.9 0.015

 History of tobacco smoking 1.9 1.2 – 3.2 0.015

Table 2. Multivariate analysis for men and women, Vitória da Conquista, BA, 2011 (n = 764).

PR: adjusted prevalence ratio; 95%CI: 95% confidence interval.
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also more frequent among those who assessed their own health as poor/very poor in comparison 
to those who assessed their health as good/very good (PR = 2.3; 95%CI 1.11 – 5.1) and among 
men whose rating of  overall access to healthcare services was poor in comparison to those 
whose rating of  overall access to healthcare services was good (PR = 1.9; 95%CI 1.1 – 4.1). 

For women, the factors associated with depression show a higher probability of  positive 
screening among women who reported that a doctor had already diagnosed them with 
psychiatric disorders than among women without any previous psychiatric disorders (PR = 2.4; 
95%CI 1.2 – 4.8). Similarly to men, there was a higher chance to positively identify for 
depression among women who assessed their own health as poor than among those who 
assessed their health as good (PR = 2.4; 95%CI 1.1 – 4.8). Moreover, women who declared 
themselves as not black had a higher chance to positively identify for depression than the 
ones who declared themselves as black (PR = 1.5; 95%CI 1.3 – 1.9) and those who had a 
history of  tobacco smoking than the ones who never smoked (PR = 1.9; 95% CI 1.2 – 3.2). 
The models were adequate for both men (Goodness-of-fit 138.63; p = 0.397 and Omnibus 
28.69; p < 0.001) and women (Goodness-of-fit 216.09; p = 0.531 and Omnibus 4.61; p = 0.032).

DISCUSSION

The investigated communities are rural and the descriptive analyses showed that the Quilombola 
men had a more “active” profile than women, which has been associated with the social roles of  
masculinity in the general Brazilian population.26. That profile indicates the man as the family 
provider, who must carry out labor activities away from the household, someone more rational 
and straightforward27. It further shows that men engage in more physical activities and participate 
in group recreational actions (e.g., soccer), in addition to showing increased consumption of  
psychoactive substances such as alcohol and tobacco26,27. The conclusion that men residing 
in Quilombola communities follow the expected pattern in the Brazilian population as more 
“masculine” may help us to understand why the factors associated with depression among 
men represent physical health aspects (presence of  chronic physical illnesses, poorer health 
assessment) or more specific problems (access to health services). The study on gender roles 
in Brazil indicates that falling physically ill is more common among people who adopt more 
masculine social roles, while femininity is associated with greater emotional instability and 
the development of  psychological/psychiatric disorders27.

The Quilombola women also follow the most expected social role for females, reporting more 
chronic diseases and having more individual leisure/coping activities, such as participation 
in religious practices. Investigations into gender roles in the Brazilian culture still associate 
women with a more submissive and receptive attitude than men, which would lead them to 
marrying older men and staying more at home, where they would take on roles of  caretakers 
of  the home and the family27, as observed among the studied Quilombola women.

Results showed that the factors associated with depression in adults residing in Quilombola 
communities in Vitória da Conquista, Bahia, differ between men and women, although there 



FACTORS ASSOCIATED WITH DEPRESSION: SEX DIFFERENCES BETWEEN RESIDENTS OF QUILOMBO COMMUNITIES

511
REV BRAS EPIDEMIOL APR-JUN 2015; 18(2): 503-514

are no gender differences in the prevalence of  depression in this population21. The presence of  
different factors associated with depression for men and women had already been indicated 
in a previous study28, in which it was observed that not living with a partner and having a less 
comprehensive social network were associated with depression among elderly men, but that 
such factors were not related to depression in the investigated elderly women. Other studies 
have shown that men and women differ in the relationships they establish with health7 and 
in the way they use healthcare services, including in the Quilombola population29. 

In this study, an association between depression and the poorest health self-assessment, 
for both men and women, was observed, which indicates that the way a person assesses their 
own health condition is a very important factor for the understanding of  the development of  
psychiatric disorders, regardless of  gender. Studies on mental illnesses in other populations5,7 

and researches concerning other health conditions in the Quilombola population18,19,21 had 
already indicated the relationship between the poorest health self-assessment and falling 
physically18,19,30 and mentally21 ill. That is still an understudied aspect in health interventions, 
but that affects the demand for healthcare services and the compliance with treatments of  
several diseases31-33, which shows its importance and the need for its inclusion in interventions 
in the Quilombola population. 

The presence of  pre-existing conditions was also significant for both genders, and the 
type of  disease varies. For men, previous diagnosis of  chronic physical diseases has been 
related to depression, while for women the association occurred between depression and 
previous diagnosis of  psychiatric disorders. These observations highlight the importance of  
knowing and treating chronic health conditions in low-income populations. The presence 
of  a chronic disease, especially if  untreated, denotes the poor access to healthcare services, 
jeopardizes (in a real or imaginary manner) the ability to develop daily activities and 
worsens patients’ self-assessment of  health. In poor communities, such as the Quilombola 
communities researched, the diagnosis of  a chronic disease can usually be made only in 
more severe cases in which the symptoms can be disabling and, therefore, may adversely 
affect work activities or the functional independence of  the individual, representing a risk to 
the safety of  the family’s livelihood26,27. The observation of  the association between physical 
illness and depression, found between Quilombola men, can be explained accordingly. In the 
Quilombola communities, most men work as farm workers, and a chronic disease could 
prevent this activity, causing constant concern for such men with regard to the security of  
family support, thereby facilitating the emergence of  depressive disorder. 

Also, to get a proper diagnosis of  chronic physical illnesses or psychiatric disorders, the 
individual needs to consult a professional and sometimes do laboratory or imaging tests. 
The higher the level of  diagnostic complexity, as in mental disorders, the greater the difficulty 
of  access for residents of  poor or rural populations34. Given the precarious conditions of  
access to healthcare services by the Quilombola population, the need for consultation with 
medical specialists and/or additional tests can deprive a significant portion of  the population 
of  a diagnosis and the treatment needed. This condition worsens when the disorder is of  a 
mental nature. Among the Quilombola respondents, more than half  the women (55.2%) and 
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44% of  men reported having received previous medical diagnosis of  chronic diseases, but 
only 3.5% reported having received previous diagnosis of  psychiatric disorders, a much lower 
percentage in comparison with that of  respondents screened for depression in the study.

The relationship between depression and the poor access to healthcare services proves to be 
even more immediate among Quilombola men. The Quilombola population is predominantly rural, 
which has been identified as a factor associated with poor access to healthcare services15,16,20 and 
related to higher prevalence of  depression in other studies21,34. In the researched communities 
in the COMQUISTA Project, a previous study20 brought out the precariousness of  access 
to healthcare services, reporting that only three out of  five communities in the project had 
facilities to hold a Basic Healthcare Unit to service the community. In the others, healthcare 
procedures were performed in schools or in the homes of  community workers. The authors also 
showed that the Quilombolas used healthcare services less often than the Brazilian population 
in general, and that the amount of  uses differed according to gender. Women used healthcare 
services more frequently than men, corroborating findings of  other studies on use frequency34 
and better disease monitoring among women35. The greater number of  women searching for 
healthcare services can help identifying and treating their illnesses, which causes an artificial 
increment in the estimated prevalence of  some diseases among them, nevertheless enabling 
better prognostics on the their evolution.

Two other factors proved to be associated with depression among women are: history of  
tobacco smoking and self-declaration of  race as not black. Although in the group of  Quilombolas 
researched there were more men than women smoked, the association between smoking and 
depression occurred only among women. Such result can indicate the existence of  a higher 
level of  anxiety among women, who would seek smoking in a way to deal with anxiogenic 
situations, which has proven to be a coping strategy of  little effect. This interpretation is 
based on previous findings regarding history of  tobacco smoking, which associate smoking 
with higher prevalence of  mood and psychiatric disorders among women34,36. 

The connection between depression and the self-declaration of  race as not black observed 
in Quilombola women raises some hypothesis. An explanation of  such result is that the 
association arises from continuous stigmatized life experiences of  self-declaration of  race as 
black in Brazil16,17. However, considering the methodology choices for this study, the reasons 
behind such observation are impossible to be probed. Future research with methodology 
designed to answer this kind of  question must be done in order to clarify the relationship 
between race/color, social stigma and depression in Quilombola women.

In addition to this limitation, it is necessary to point out some others. The choice of  a 
cross-sectional study methodology prevents the establishment of  direct causality between 
the event and the explanatory variables researched. Another limitation refers to the use of  
personal reports with no clinical confirmation. The statistical power of  the sample also 
represented a limitation to the estimation of  the prevalence of  depression stratified by gender, 
as this was not one of  the original goals of  the research project. Thus, further studies are 
necessary to elicit the differences in depression symptoms in men and women, in addition 
to forward the investigation on the occurrence of  depression in the Quilombola population. 
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CONCLUSION

Considering the existence of  chronic illnesses as well as of  people’s individual assessment 
on their own health proved relevant to both genders, in addition to demonstrate the need for 
improvement of  Quilombolas’ access to healthcare services. The results also brought out the 
fact that interventions focused on identifying chronic physical diseases can contribute more 
to fighting depression among men, while anti-smoke interventions as well as those which 
identify other psychiatric disorders can be more effective in women. Making healthcare teams 
aware of  these differences and enabling them to use screening instruments for various illnesses 
can direct patient referrals to specialized medical care, also helping the early detection and 
treatment of  several conditions such population may have, including depression.
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