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Abstract
Objective: to identify the prevalence of depression in elderly men and associated factors 
using Latent Class Analysis. Method: a cross-sectional, epidemiological study evaluating 
162  Primary Care users resident in the community in Recife, Brazil, was carried out. 
The Yesavage Geriatric Depression Scale was used as a screening instrument. The study 
was based on descriptive analysis and Latent Class Analysis, which allows the indirect 
measurement of the phenomenon of Depression by measuring the latent phenomenon 
of depression through 15 directly observed questions/answers from the scale used 
followed by ordinal logistic regression. Results: Elderly men with up to four years of 
schooling had a 2.43 times greater chance of developing depression. Those with normal 
levels of cortisol were less likely to become depressed while elderly men with low levels 
of Vitamin D and testosterone and high levels of thyroid stimulating hormones (TSH) 
were more likely to be depressed. The prevalence of the highest level of depression in 
the study population was 29% and was associated with low levels of education and 
alterations in the clinical data investigated. Conclusion: The study concluded that Latent 
Class Analysis allowed an innovative perspective of the phenomenon of depression and 
its relationship with associated factors, allowing a better and broader approach to this 
phenomenon in clinical practice.
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INTRODUC TION

In the 1990s the World Health Organization 
(WHO) considered depression to be the fourth 
leading cause of social disability among diseases. It 
is expected that by 2012 it will become the second 
leading cause of disability in developed countries 
and the main cause of this condition in developing 
countries. It is estimated that the disorder will be 
the leading pathology of the global disease burden 
by 20301. 

In Brazil, according to Ministry of Health 
data, the prevalence of depression is higher among 
women, ranging from 3% to 11% of the population, 
representing a significant public health problem2. It 
is worth noting that among the elderly, symptoms 
of depression may be related to socioeconomic, 
cultural and biological factors3. The high prevalence 
of depression among this group requires special 
attention due to its direct and indirect impact on 
the health of individuals. Improved diagnosis rates, 
the early identification of cases and a more effective 
approach to depressive disorders in Primary Care 
involves systematic screening4. This demonstrates the 
need for a wider investigation as such conditions have 
their own characteristics, and untreated depression 
in patients with preexisting diseases tends to have 
a longer or recurrent course5. The proportion of 
individuals with depression, as well as the severity 
of the condition, increases proportionally with 
advancing age, and is less frequent among men6.

Although depression affects both genders, studies 
show that there is a lower prevalence of this disorder 
among men. There is controversy about this finding, 
however, as there is a difference between the number 
of men and women who seek health services7. One 
possible explanation may come from the cultural 
characteristics of gender relations, as women seek 
treatment for their health problems more frequently 
and express their feelings more often4. 

Depression is the most common psychiatric 
illness which leads to suicide, and the elderly are 
the age group which most often commit suicide. It 
is estimated that the majority (75%) of people who 
commit suicide consult with their doctors in the 
month and between one-third and one-half in the 
week prior to their deaths for reasons other than 

depression. The majority of first depressive episodes 
are undiagnosed and therefore untreated2.

When accompanied by suicidal ideation, 
depression is a risk factor that justifies immediate 
and preventive measures. A greater number of 
ways to diagnose and assertively treat depression 
in the elderly is required8. Psychiatric disorders, 
and more specifically depression, are clearly the 
most important risk factors. Socio-environmental 
factors, such as lifestyle and social isolation, should 
also not be ignored9. 

Research specifically involving the topic of 
depression in the elderly male population remains 
rare. And as this population is not culturally 
accustomed to seeking outpatient care in Preventive 
Medicine, there is a need for greater knowledge.

This study aims to identify the prevalence of and 
factors associated (socioeconomic, demographic, 
morbidity and clinical-laboratory) with depression 
in elderly men treated in Primary Care.  

METHOD

A cross-sectional epidemiological study was 
carried out in a Family Health Centre (FHC) in 
Sanitary District VIII, in Recife, Pernambuco, from 
June to September 2015.

The FHC features three teams and covers an area 
with 2,699 registered families and approximately 
6,300 users.

The study population was formed by male elderly 
residents in the areas covered by the micro-areas of 
the three teams in the community of Jordão Alto. 
Elderly persons were considered those who at the 
time of data collection were aged 60 years or more, 
as stipulated by Brazilian Legislation. A total of 224 
individuals were identified with these characteristics.

The study was carried out based on population 
census, without the use of a sample. Elderly men 
living in the community of Jordão Alto were 
included, without cognitive deficits or deficiencies 
that impeded their understanding and ability to 
respond to the questionnaire. Caregivers could be 
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present but could not participate in the interview 
responses. In the case of illiterate elderly persons, 
the reading of the FICF was performed by the 
interviewer and signed by fingerprint. Data collection 
was performed by means of a questionnaire and 
analysis of the patient's medical records (which 
included morbidity and clinical-laboratory data). 
The evaluation began with the Mini Mental State 
Exam (which was used as an exclusion criterion in 
case of moderate or severe cognitive impairment) 
and the Yesavage Geriatric Depression Scale with 
15 questions. 

The interviews were carried out at the Jordão Alto 
Health Center, in the Medical Treatment Room, or in 
the patient's home (in a private space) in the case of 
elderly people who could not visit the Health Center, 
with only the researcher and the interviewee (and 
their caregiver, when necessary) present, regardless 
of the chosen location. The users were selected 
during previously scheduled routine appointments 
and through invitation to attend the Health Center, 
delivered by Community Health Agents, during 
home visits.   

Laboratory data was recorded from information 
taken from medical records. The Health Center 
laboratory collections are routinely performed when 
requested during consultations at the center itself. 
The results were analyzed according to laboratory 
reference values, in accordance with the guidelines 
of the Brazilian society of endocrinology and 
metabolism.

The reduced Yesavage Geriatric Depression 
Scale (GDS 15)10 was used for screening of 
depressive symptomatology and the Mini Mental 
State Examination (MMSE) was applied as the 
exclusion criterion in case of cognitive impairment. 
The MMSE is one of the main and most frequently 
used instruments for cognitive evaluation, mainly 
among the elderly, and is recommended for the 
screening of cognitive deficit. It was decided to use 
the original cutoff point of 2311. It is known that 
the MMSE is influenced by several factors, notably 
schooling. Because of this, the use of varied cutoff 
points, appropriate to the different educational levels 
of the study population, is recommended12. To date, 
however, there is no consensus regarding cut-off 
points for cognitive decline in Brazil. Schooling 
has received special attention, being the subject of 

analyzes carried out with different samples, aimed 
mainly at the suitability of these cut-off points13. 
A questionnaire elaborated by the authors was 
also applied, containing questions about social, 
economic, demographic factors, morbidities and 
clinical information.

The instrument selected for the screening of 
Depression in this study was the Yesavage Geriatric 
Depression Scale with 15 items (EDG 15) 10, which 
is widely used and validated as a diagnostic tool for 
depression in elderly patients. These items, taken 
together, exhibited good diagnostic accuracy, with 
adequate sensitivity, specificity and reliability14.

Although the use of the Geriatric Depression 
Scale is recommended by the Brazilian Ministry 
of Health in Primary Care, its routine application 
only occurs in local contexts. The inclusion of such 
screening can provide early and more accurate 
diagnoses and interventions, as well as result in lower 
costs for the health system4.

During the aging process, functional capacity can 
be impaired by incapacitating and psychosomatic 
diseases, which lead to physical inactivity, social 
isolation, affect quality of life and can be a risk 
factor for death9. The socioeconomic-demographic, 
morbidity and clinical questionnaire was elaborated 
with the objective of evaluating the association of 
these factors with the depressive symptomatology.

The socioeconomic variables, demographic 
variables, morbidities and those related to the 
hormonal profile of the subjects were considered 
as independent. The morbidities studied were 
considered those most frequently exhibited by users 
in Primary Care, such as Cardiovascular Diseases, 
Rheumatic Diseases, Diabetes Mellitus and Cancer. 

The dependent variable was chosen to characterize 
the concept of depression in the participants. GDS 
1515 was used, which is a test for the detection of 
depressive symptoms in the elderly consisting of 15 
questions (affirmative or negative), where the result is 
the sum of responses: 0 - when the answer is different 
from the example in parentheses and 1 - when the 
answer is the same as the example in brackets. The 
cutoff points and classification according to the sum 
of these points are: score of 0 - 4 points (absence 
of suspicion of depression); between 5 -11 points 
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(suspicion of depression); equal to or greater than 
12 points (characterizes depression). The variable is 
therefore composed of 15 questions whose answers 
are categorical and dichotomous (Yes or No), ranging 
from zero to fifteen points10,15.

However, considering: a) the limitations that cut-
off points impose on the analysis and the impossibility 
of ensuring that people with the same score would 
have answered the same questions in a similar way; 
b) the complexity of the subject (Depression) and the 
difficulty of directly measuring and observing the 
same, and c) that the 15 questions of the instrument 
are strategies to indirectly measure something that is 
difficult to grasp in a single direct measure, Latent 
Class Analysis (LCA) was chosen as an evaluation 
technique. This is a latent phenomenon (not observed 
directly) but is indirectly measured by the 15 directly 
observed questions/answers of the scale used. Latent 
Class Analysis is a statistical method that identifies 
distinct groups (latent classes) based on the patterns 
of responses observed in categorical variables. This 

method investigates whether the relationship of 
covariance among a group of observable variables 
is explained by another latent variable (class)16.

A descriptive analysis was performed, according 
to the nature of the presented variables. After the 
latent variable "depression" was created, it was used 
as a response variable (dependent). The strength of 
association between the independent variables and 
the response variable was expressed by the Odds 
Ratio (OR) with a confidence interval of 95%. For 
the calculation of the Odds Ratio, ordinal logistic 
regression, also called the proportional odds model, 
was used. Simple and multiple analyzes were 
performed. In the simple analysis, variables that 
obtained a p-value <0.25 were elective for multiple 
analysis. For the multiple regression the forward 
method was used and the other conclusions were 
considered at a significance level of 5%.

In terms of the blocks of analysis, the variables 
were classified according to Figure 1.

Figure 2. Absolute and relative frequency by class. Recife, Pernambuco, 2015.

Created by authors
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The Project was approved by the Research 
Ethics Committee of the Universidade Federal de 
Pernambuco (Federal University of Pernambuco), 
under approval number 1,076,173, according to 
resolution 466/12 on research with human beings. 
The interview was conducted following consent 
and the reading and signing of the FICF by the 
participants, and authorization of the letter of 
agreement from Recife City Council for access to 
users.

	
RESULTS

From a total of 224 elderly men registered with 
and receiving care at the Health Center, 36 users 
were rejected based on the exclusion criteria and 26 
were not found at their address during the survey. A 
total of 162 elderly persons aged between 60 and 102 
years were therefore interviewed. The median age 
was 69 years (interquartile Intervals from 64 to 78 
years) and the Caucasian/white population totaled 
26.5%. The median age position did not interfere 
with the extreme values.

It was found that approximately 83% of the 
respondents had a low level of schooling (1 to 4 
years) and 15% had studied for five years or more. 
Regarding marital status, 68% were married, 6% 
were single and 26% were separated or widowed.  

In an initial analysis of the results obtained 
in the Geriatric Depression Scale (GDS), the 
following profiles were observed: 37% of the elderly 
interviewed had a score between zero and four, with 
no suspicion of depression; 58.6% had scores between 
5 and 11 (suspicion of depression) and 4.4% had 
scores between 12 and 15, and so were considered 
to have a diagnosis of depression, according to the 
established classification12. However, such cut-off 
points include, for example, individuals who scored 
5 and those who scored 11 in the same category, with 
the former probably more likely to be included in 
the category with no suspicion of depression, and 
the latter, who scored 11, more predisposed to a 
diagnosis of depression.

Figure 2 therefore shows the absolute and relative 
frequency of each class as well as the names for each, 
according to the result obtained by LCA. Four distinct 
classes with greater parsimony were observed. Such 
distribution reveals a similar proportion (about 29%) 
at the extremes (Happy and Motivated, Depressed 
and Hopeless). In intermediate positions were 14.8% 
of discouraged but motivated elderly, and 26.5% who 
were considered as bored and helpless. 

Table 1 shows the probabilities of belonging to 
each latent class according to the answer (Yes or 
No) given to each of the 15 questions in the GDS 
questionnaire.

Figure 2. Absolute and relative frequency by class. Recife, Pernambuco, 2015.

Created by authors
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Table 1. Discrimination among four latent classes generated and response probability for the 15 questions of the 
GDS. Recife, Pernambuco, 2015.

Latent Classes Happy and 
motivated

Discouraged 
but motivated

Bored and 
helpless

Depressed 
and hopeless

Are you basically satisfied with your life? 18.60 84.70 73.40 100.00
Have you dropped many of your activities and interests? 91.20 100.00 100.00 100.00
Do you feel that your life is empty? 0.00 20.30 54.00 100.00
Do you often get bored? 43.00 85.40 100.00 86.50
Are you in good spirits most of the time? 2.20 0.00 27.00 78.80
Are you afraid that something bad is going 
to happen to you?

9.80 84.50 84.70 97.80

Do you feel happy most of the time? 4.60 100.00 0.00 100.00
Do you often feel helpless? 38.50 33.20 100.00 72.80
Do you prefer to stay at home, rather than going out 
and doing new things?

82.50 92.40 100.00 100.00

Do you feel you have more problems with memory 
than most?

6.60 47.60 13.50 40.50

Do you think it is wonderful to be alive now? 0.00 0.00 9.00 28.50
Do you feel pretty worthless the way you are now? 0.00 0.00 11.20 30.60
Do you feel full of energy?? 42.90 100.00 93.30 100.00
Do you feel that your situation is hopeless? 0.00 0.00 4.50 39.40
Do you think that most people are better off 
than you are?

86.80 100.00 100.00 89.10

Created by the authors.

It can be seen in Table 1 that there are three 
questions whose responses were very similar for 
the four classes. Dropping most activities and 
interests, preferring to stay home instead of going 
out and doing new things, and thinking that many 
others are better off may be common perceptions 
in older people, from the most motivated to the 
most depressed. They do not therefore clearly and 
effectively discriminate a state of depression and 
could not be included in the sum of a score, even 
less so with the same weight as the other questions.

The chi-squared test (Table 2) revealed an 
association between the two forms of classification, 
while analysis of the standardized residuals 
showed that there was a higher than expected 
count (standardized residuals greater than 1.96 
at a significance level of 5) between the extreme 
classifications of the presence and absence of 

depression, where the agreement was 100% The 
two intermediate latent classes coincided with the 
classification of suspicion of depression of the GDS 
scale, but with distinct profiles in these borderline 
areas of the extremes.

Table 2 shows that there is greater agreement 
between individuals who were classified as without 
depression by the GDS (as Happy and Motivated) and 
those with Depression (as Depressed and Hopeless). There 
is an intermediate zone that the GDS classifies as 
Suspicion of Depression, where when only the scores 
are considered, the subtlety of the class profile is lost. 
Regarding GDS specificity and sensitivity, Table 2 
demonstrates the agreement between the LCA and 
the GDS. It was not the aim of this study to compare 
LCA to a gold standard for the screening or diagnosis 
of Depression, but to help an already validated 
instrument improve the definition of its categories.
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Table 2. Association between two forms of Depression Classification Chi-squared test and Standardized Residuals 
Analysis. Recife, Pernambuco, 2015.

Latent Class Analysis 
                    GDS Analysis* Total
Without 
depression

Suspicion of 
depression

Depressed

Happy and motivated n 22 25 0 47
% Line 46.80 53.20 0.00 100.00
% Column 100.00 21.60 0.00 29.00
Standardized 
Residual

7.9 -3.3 -3.4

Discouraged but motivated n 0 24 0 24
% Line 0.00 100.00 0.00 100.00
% Column 0.00 20.70 0.00 14.80
Standardized 
Residual

-2.1 3.3 -2.2

Bored and helpless n 0 43 0 43
% Line 0.00 100.00 0.00 100.00
% Column 0.00 37.10 0.00 26.50
Standardized 
Residual

-3 4.8 -3.2

Depressed and hopeless n 0 24 24 48
% Line 0.00 50.0 50.00 100.00
% Column 0.00 20.70% 100.00 29.60
Standardized 
Residual

-3.3 -4 8.2

Total n 22 116 24 162
% Line 13.60 71.60 14.80 100.00
% Column 100.00 100.00 100.00 100.00
% do Total 13.60 71.60 14.80 100.00

*Chi-squared test ( p<0.05); GDS – Geriatric Depression Scale

The results of the simple and mult iple 
ordinal logistic regression models in each block 
are shown in Table 3. The p value and the 95% 
Confidence Interval (CI) were estimated by the 

Wald test. Multiple analysis reveals similar results, 
highlighting level of schooling and laboratory 
data as factors associated with Depression in the 
study population.
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Table 3. Results for depression from the simple and multiple models of ordinal logistic regression. Recife, 
Pernambuco, 2015.

Independent variables 
of each block

Simples Multiple
OR CI 95% p-value OR CI 95% p-value

Inf Sup Inf Sup
Block 1
Age < median (69) 1.00
Age ≥ median (69) 1.37 0.78 2.39 0.265
Caucasians 1.00
Non-Caucasians 1.49 0.78 2.83 0.225
No schooling 1.97 0.87 4.43 0.100 1.90 0.76 4.70 0.166
Up to 4 years of schooling 1.74 0.79 3.82 0.167 2.43 1.01 5.89 0.048
5 years or more of schooling 1.00 1.00
Individual income <median 790 1.20 0.67 2.14 0.529
Renda individual ≥median 790 1.00
Renda familiar <median-1580 1.08 0.62 1.88 0.788
Renda familiar ≥median-1580 1.00
Leisure activities 1.00
No leisure activities 1.50 0.86 2.62 0.152
N.people/room<median 2 1.45 0.77 2.73 0.239
N.people/room≥median 2 1.00
Single 1.00
Married 2.21 0.64 7.58 0.206
Separated or widowed 2.28 0.61 8.45 0.218
Block 2
Heart disease 1.23 0.65 2.32 0.522
Without heart disease 1.00
Rheumatologic diseases 0.97 0.53 1.77 0.920
Without rheumatologic diseases 1.00
Diabetes 0.86 0.47 1.57 0.625
Without diabetes 1.00
Cancer 0.82 0.21 3.16 0.775
Without cancer 1.00
Block 3
Low Vitamin D level 14.14 6.18 32.32 <0.001 10.33 4.06 26.27 <0.001
Normal Vitamin D level 1.00 1.00
Low TSH level * 1.00 1.00
Normal TSH level 3.68 0.34 39.45 0.280 11.31 0.97 131.98 0.053
High TSH level 12.10 1.10 132.53 0.041 15.73 1.30 189.95 0.030
Low cortisol level 1.00 1.00
Normal cortisol level 0.26 0.14 0.50 <0.001 0.34 0.17 0.69 0.003
High cortisol level 0.53 0.23 1.17 0.120 0.55 0.22 1.37 0.200
Low testosterone level 7.73 3.89 15.36 <0.001 3.24 1.41 7.42 0.005
Normal testosterone level 1.00 1.00

*TSH = Thyroid stimulating hormone
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Regarding level of schooling, it can be affirmed 
that the elderly with no schooling have a 90% 
chance (though not significant) of developing 
depressive symptoms, while those with up to 4 years 
of schooling have a 2.43 times greater chance of 
developing depression than those with 5 years or 
more of schooling. Analysis of the laboratory data 
revealed that low serum levels of vitamin D and 
testosterone were associated with depression in the 
elderly persons, and that high or normal levels of TSH 
also contributed to a predisposition to depression in 
these individuals. Normal levels of serum cortisol 
"protect" the individual, giving a 66% chance of not 
developing depressive symptoms.

DISCUSSION

It is important to ful ly understand the 
physiological, biochemical and social changes that 
elderly individuals suffer during the aging process to 
meet the specific needs of this age group. Depression 
in the elderly is considered a secondary illness in 
relation to chronic diseases, and may be related to 
the end of one’s professional career, the onset of 
chronic diseases and abandonment by relatives17.

The fact that men report fewer depressive 
symptoms contributes to the erroneous idea that 
depressive disorders affect the male gender less. In 
recent years, the number of men hospitalized for 
depression has increased, according to a study carried 
out in a medium-sized philanthropic psychiatric care 
hospital in Minas Gerais18. 

It was observed in the present study that both 
clinical data and schooling had significant and 
independent effects on depression. Older people 
with no education were 90% more likely to become 
depressed, while the chances of developing depression 
were 2.43 times greater in those with up to 4 years 
of schooling than those with 5 years or more of 
schooling. Another study carried out with the elderly 
population in the south of Brazil19, showed that those 
with a lower educational level had a statistically 
higher mean (p<0.05) of depressive symptoms. In 
a cross-sectional study conducted by Brischiliari20 
to assess CNCD, it was shown that such symptoms 
were more prevalent in elderly and in individuals 
with low educational levels, a fact also evidenced in 
a study by Paula et al.21 which found that depressive 

symptomatology was more evident among younger 
elderly people, women and the less educated. In 
terms of the clinical-laboratory data of this study, 
four relevant factors were observed in relation to the 
interviewed public: 1) the elderly with normal levels 
of cortisol are 66% less likely to become depressed; 2) 
those with hypovitaminosis D had a 10 times greater 
chance of suffering from depression; 3) those with low 
total testosterone levels tend to be 2.24 times more 
likely to become depressed; 4) those with high TSH 
levels were 15 times more likely to become depressed.

Vitamin D also plays an important role in 
depression. It has been revealed that depression 
is strongly associated with lower serum levels of 
Vitamin D, even after adjusting for age, gender, 
body mass index, smoking, health status, physical 
activity level and level of urbanization22.

The geriatric population is more sensitive to 
hypovitaminosis D. This occurs for several reasons, 
both due to the inadequate intake of vitamin D, 
reduced exposure to the sun and the interference of 
polypharmacy in the metabolism of the vitamin23. A 
study conducted in Australia that sought to explore 
the association between serum levels of Vitamin D 
and a wide variety of health conditions to identify an 
optimal range for vitamin D concentrations, found 
that in men aged 70 years this level was between 
50.0 and 74.9 nmol/l, with no additional benefits 
associated with levels above this24.

In this study, those with high serum levels of 
thyroid stimulating hormone (TSH) had a 15-fold 
greater chance of developing depressive symptoms 
than elderly patients with low serum levels of TSH25. 
The association between depression and frank 
hypothyroidism has been described in scientific 
literature. The incidence of hypothyroidism increases 
after 60 years, often ranging from 0.5% to 5% in cases 
of frank hypothyroidism and 15% to 20% in cases 
of subclinical hypothyroidism. Thyroid hormone 
concentrations are associated with the severity of 
depression and may have an impact on the final 
clinical outcome26.

To diagnosis hypothyroidism, however, it is 
necessary to evaluate other thyroid hormones, 
although the association in this study between TSH 
and predisposition to depression was statistically 
significant.



Depression in older men

823

The population of this study with normal levels 
of the hormone Cortisol had a 66% greater chance of 
not developing depressive symptoms than individuals 
with low level of this hormone.

The population analyzed in this study with low 
levels of total testosterone (when compared to normal 
levels) had a 2.24 times greater chance of developing 
depression, corroborating studies by other authors 
in which psychological factors were related to low 
testosterone levels in men from an age group identical 
to that of our study population27,28.

The screening instrument used was GDS-15. It 
was observed that three questions (dropped many 
activities and interests, prefer to stay at home, rather 
than going out and doing new thing, think that most 
people are better off ) may be part of the reality 
of many elderly, without necessarily representing 
depressive symptomatology, and may reflect their 
socioeconomic or family situation, similar to that 
observed in another study29. These questions have 
the same weight as others aimed more directly at the 
diagnosis of depression, which makes the analysis 
more fragile, especially in the cut-off points. 

According to Latent Class Analyzes, four ordinal 
classes were created from the results obtained: happy 
and motivated, discouraged but motivated, bored and helpless 
and depressed and hopeless (with similar proportional 
distribution at the extremes of 29%) for a better 
evaluation of results. This analysis allowed a 
new form of evaluation for the classification and 
screening of depressive symptomatology in the 
elderly, overcoming the typical limitations of the 
traditionally used cut-off points.

Bretanha et al.30 concluded in their studies that 
the high prevalence of depressive symptoms in the 
population requires investment in prevention actions, 
focusing on practices that promote active aging, 
contributing to the improvement of self-perception of 
health and satisfaction with life. A need to expand the 
present study was noted, considering the importance 
of psychosocial factors that may also be associated 
with depression and which were not considered in 
depth here.

Due to the cross-sectional nature of the study 
causal association could not be established. The 
limitations that cut-off points impose on the analysis 

and the impossibility of ensuring that people with the 
same score would have answered the same questions 
in a similar way limit the traditional approach of the 
instrument used.   

The imposition of cutoff points for the diagnostic 
classification of depression remains a typical 
limitation of this type of measurement, especially in 
borderline scores between one category and another, 
as well as the lack of weighting between the different 
questions used. 

In addition, depression is a complex and 
difficult to observe/measure object of study, and 
the 15 questions of the instrument are an attempt to 
indirectly measure something that is hard to grasp 
in a single direct measure. However, Latent Class 
Analysis (LCA) represented an innovative aspect 
in the discussion of this emblematic phenomenon, 
which is increasingly present among the elderly, but 
little studied from a gender perspective.

CONCLUSION

The study concluded that Latent Class 
Analysis represented an innovative perspective 
on the phenomenon of depression, revealing a 
prevalence of 29% in the population studied, with 
expressive socioeconomic, demographic and clinical 
associations.  

Studies that propose to investigate depression 
in the elderly male population and its associated 
correlates are rare. The present study represents an 
opportunity for an understanding of Depression 
through Latent Class Analysis, in which the condition 
is a non-directly observed phenomenon. Meanwhile, 
it can be measured by a greater probability of 
belonging to a given response profile, taken from 
the Geriatric Depression Scale used.

It was therefore proposed to identify the 
prevalence and factors associated with depression 
in elderly men treated in Primary Care. The 
increase in the number of depressive symptoms in 
the studied population was associated with a low 
level of education and alterations in the clinical 
data investigated. In addition, intermediate levels 
of depression were observed.
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In this context, an alternative view of elderly 
residents in this and similar communities is 
extremely valuable and can support agendas and 
educational activities in health and investment in 
the improvement of health services, through the 
extension of gerontological knowledge for multi and 
interdisciplinary teams, as well as encouraging the 
involvement of the family and society, contributing to 
an early diagnosis and the application of appropriate 
treatment.

A new scenario has emerged in clinical practice. 
The perception of the signs and symptoms of 
depression in the elderly (as well as the observation 
of related variables) and especially among elderly 
men is a great challenge for professionals, and 
fundamental for the prevention of injuries and 
correct interventions. 

The health of elderly men needs to be properly 
evaluated. It is essential that new studies are carried 
out in the geriatric-gerontological area, in order to 
include more such elderly men and treat them more 
effectively, as well as to qualify and train health 
teams and continuously invest in the Health Service 
to meet the demands of this population. A healthier 
and longer life expectancy can subsequently be 
achieved.
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