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Prevalence of depressive disorder in the adult population of
Latin America: a systematic review and meta-analysis
Antonia Errazuriz,a,e,∗ Dalia Avello-Vega,b Juan P. Ramirez-Mahaluf,a Rafael Torres,a Nicolas A. Crossley,a Eduardo A. Undurraga,c,f ,g and
Peter B. Jonesd,h

aDepartment of Psychiatry, School of Medicine, Pontificia Universidad Catolica de Chile, Santiago, Chile
bRegional Research Institute, School of Social Work, Portland State University, Oregon, United States
cEscuela de Gobierno, Pontificia Universidad Católica de Chile, Santiago, Chile
dDepartment of Psychiatry, University of Cambridge, Cambridge, United Kingdom
eMillennium Institute for Research on Depression and Personality-MIDAP, Santiago, Chile
fResearch Center for Integrated Disaster Risk Management (CIGIDEN), Santiago, Chile
gCIFAR Azrieli Global Scholars Program, CIFAR, Toronto, Canada
hNIHR Applied Research Collaboration East of England, CPFT, Cambridge, United Kingdom

Summary
Background Depressive disorder is one of the leading causes of disability worldwide; however its prevalence and
association with inequality and crime is poorly characterised in Latin America. This study aimed to: i. systematically
review population-based studies of prevalence of ICD/DSM depressive disorder in Latin America, ii. report pooled
regional, country, and sex-specific prevalence estimates, and iii. test its association with four country-level
development indicators: human development (HDI), income (Gini) and gender inequality (GII), and intentional
homicide rate (IHR).

Methods We conducted a systematic review and meta-analysis of population-based studies reporting primary data on
the prevalence of ICD/DSM depressive disorder in Latin America from 1990 to 2023, irrespective of language. We
searched PubMed, PsycINFO, Cochrane Library, SciELO (regional database), LILAC (regional database), and
available grey literature. Study quality was assessed using JBI’s critical appraisal tools. We generated pooled
estimates using random-effects meta-analysis; heterogeneity was assessed using the I2 statistic. Meta-regression
analyses were used to test associations of depression prevalence with indicators of inequality and human
development. The study was registered with PROSPERO (CRD42019143054).

Findings Using data from 40 studies in Latin America, lifetime, 12-month, and current prevalence of ICD/DSM
depressive disorder were calculated at 12.58% (95% CI 11.00%–14.16%); 5.30% (4.55–6.06%), and 3.12%
(2.22–4.03), respectively. Heterogeneity was high across lifetime, 12-month, and current prevalence, sex, and
countries. 12-month and current prevalence was associated with higher Gini and GII, 12-month prevalence with
lower HDI, and current prevalence with higher IHR.

Interpretation We found a high prevalence of ICD/DSM depressive disorders in Latin America, and a statistically
significant association with inequality and development indicators. The high heterogeneity found across prevalence
periods and the major gaps in country representation underscore the need to escalate efforts to improve mental
health access and research capabilities in Latin America. Systematic, comparable prevalence estimates would inform
more effective decision-making in the region.
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Introduction
Depressive disorders are the most common psychiatric
condition in modern society,1 one of the leading causes
of disability worldwide, and a major contributor to the
global burden of disease.2 The COVID-19 pandemic has
exacerbated the problem, with the most affected areas
experiencing the greatest prevalence increase.3

Major Depressive Disorder (MDD), according to the
International Classification of Diseases (ICD-10), is a
complex mental health condition characterised by
persistent low mood, loss of interest or pleasure in ac-
tivities, reduced energy, changes in appetite or weight,
disturbed sleep patterns, difficulty concentrating, feel-
ings of worthlessness or guilt, and recurrent thoughts of
death or suicide. The prevalence of MDD is associated
with several factors,1,4–15 healthcare disparities,16 societal
norms,5,17,18 and other factors such as objective or
perceived crime, including interpersonal violence and
property crime19,20 Prevalence of MDD is elevated in
conflict-affected populations20 and has been positively
associated with an area’s gender inequality,18 income,5,6

and income inequality.7 However, and some studies
have only observed an association of income and in-
come distribution in men but not women.5 Population
levels of human development, as measured by the

human development index (composite measure of life
expectancy, education, and per capita income), have also
been hypothesized to be associated with prevalence of
MDD. However, the available evidence is inconsistent,
and the direction of the association seems to differ be-
tween developing and developed countries.21 Analyses of
the Global Burden of Disease (GBD) data showed a
positive association between human development and
MDD prevalence.21,22 In contrast, a recent global sys-
tematic review of 64 studies23 concluded that medium
human development levels were associated with a
higher prevalence of depression, relative to low or high
human development. Moreover, no clear trends were
observed in the World Health Survey.24

Understanding the prevalence, impact, and under-
lying factors of MDD is essential for its effective man-
agement and prevention. However, most research has
been conducted in high-income countries,19,21,24,25

resulting in a significant gap in knowledge regarding
depression, specifically in Latin America (LATAM), a
region composed almost entirely of upper-middle-
income countries. While studies in high-income coun-
tries provide valuable insights into the understanding of
depression, the experiences, cultural contexts, and so-
cioeconomic factors in Latin America may differ

Research in context

Evidence before this study
The epidemiology of depressive disorder is well-known in
high-income countries. However, it is insufficiently
understood in low- and middle-income countries, and
particularly in Latin America, a region characterised by large
income and gender inequalities, and violence. To fill this gap,
we conducted a systematic review and meta-analysis of the
prevalence of ICD/DSM depressive disorder in the general
adult population (≥15 years) of Latin America in four
electronic databases from 1990 to 2023, and tested its
association with four country-level development indicators:
human development (HDI), income (Gini) and gender
inequality (GII), and intentional homicide rate (IHR). We
summarise available data from 40 studies meeting our
eligibility criteria, report pooled prevalence estimates of ICD/
DSM depressive disorder in the region and conclude about the
association between overall prevalence and HDI, Gini, GII and
IHR.

Added value of this study
With a focus on Latin America, this article provides: i. a
systematic review of the prevalence of ICD/DSM depressive
disorder; ii. meta-analysis providing regional, country, and
sex-specific lifetime, 12-month, and current estimates; and iii.
association between the prevalence of ICD/DSM depressive
disorder and HDI, Gini, GII, and IHR, providing systematic,
comparable evidence of structural factors related to
depression in middle-income countries. We found partial

evidence of a higher prevalence of depression in the region
compared to global estimates, with women consistently
showing a higher prevalence across countries and studies. We
also found a strong positive association between Gini and
prevalence of ICD/DSM depressive disorder and provide
evidence of the adverse association of low HDI, high GII, and
IHR with ICD/DSM depressive disorder in the region, over a
thirty-year period. Last, our review highlights the lack of
population-based mental health research in many countries in
the region.

Implications of all the available evidence
The availability of population-representative prevalence
estimates for ICD/DSM depressive disorder in Latin America is
essential for evidence-based decision-making in the region,
including policy, funding, and research priorities. The high
prevalence of depression reveals the region’s need for better
access to high-quality care, particularly for women, and for
more population-based mental health research. Studies from
unrepresented Latin American countries will enable
policymakers to understand and more effectively address the
mental health needs of their populations, track health
progress, improve resource allocation, and contribute to a
more comprehensive view of the region’s mental health
epidemiology. Last, consistent with previous studies in the
Global North, we found that the prevalence of depression was
associated with structural factors related to inequality,
violence, and human development.
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substantially, including a high level of income
inequality,26 gender disparities, violence,27 fragmented
and underfunded28–30 health systems, rapidly
increasing urbanization, and significant demographic
changes including south-to-south migration and an
increase in the proportion of elderly individuals in the
population.

Government expenditures on mental health in
LATAM are low (Supplementary p 35). Mental health
research is limited,31 as suggested by global studies,
generated primarily by a small group of countries.32

Despite efforts to advance epidemiological mental
health data in the region, and participation of some
countries in large adult epidemiological studies (e.g.,
World Health Organisation-World Mental Health Sur-
vey Consortium (WHO-WMHS)6,33,34; 10/66 Dementia
Research Group Study), scarce research funding, high
variability of methodological approaches, language bar-
riers, competing needs, and a need to build capacity in
the limited local research community35 have resulted in
a major gap in mental health research.

Most primary studies of depression prevalence in
LATAM have largely been conducted in urban areas,
usually using self-reported tools that vary widely in
quality and results, limiting their generalizability.36

The region’s prevalence of Major Depressive Dis-
order (MDD) or depressive episodes in the com-
munity defined according to the 10th Revision of
the International Classification of Diseases (ICD-10)
or the Diagnostic and Statistical Manual of Mental
Disorders (DSM) criteria and assessed using struc-
tured clinical interviews (hereafter: ICD/DSM
depressive disorder) has only been described
through limited evidence syntheses36,37 and a review
of seven Brazilian studies.38

Conclusions about the rate of ICD/DSM depressive
disorder in LATAM versus other world regions are often
drawn from four sources: i. cross-national comparisons
of studies participating in the WHO-WMHS6,33,34 which
report prevalence of DSM-IV MDD assessed using the
Composite International Diagnostic Interview (CIDI), ii.
the 10/66 population-based dementia research
studies14,15 which report prevalence of DSM-IV and ICD-
10 depressive disorder/episode in older adults in ten
low- and middle-income countries (LMICs), seven
of which are located in the LATAM region, iii. the
GBD study which estimates the health burden of
depression,2,3 and iv. global systematic reviews of
population-representative prevalence of common mental
disorders39 or depressive disorder/symptoms.23,40–43

There are, however, important limitations to map-
ping the region using findings from these four sources:
i. results of the WHO-WMHS are analysed within the
Americas WHO region, which includes Canada and the
United States of America; ii. 10/66 studies focus
exclusively on population aged 65 years or beyond; iii.
the GBD study and available global systematic

reviews23,40–43 mainly include sources using self-report
assessment methods that tend to produce significantly
higher prevalence estimates23,43; and iv. the LATAM re-
gion tends to be underrepresented in global systematic
reviews.23,42,43

The aim of this study is to systematically appraise
and synthesize the best available evidence of the prev-
alence of ICD/DSM depressive disorder in the general
adult population (i.e., aged ≥15 years) of LATAM. Our
second aim is to describe the ecological association be-
tween macro-level development, and violence indicators,
and the regional pooled prevalence estimates of ICD/
DSM depressive disorder. By providing systematic, up-
to-date, and comparable epidemiological information
on ICD/DSM depressive disorder, we hope its findings
will help inform public policy, research priorities, and
service planning and advance the field of psychiatric
epidemiology in the Global South.

Methods
Search strategy
The apriori review protocol was registered with PROS-
PERO (CRD42019143054) and published44 with minor
changes. These changes involved the inclusion of an
additional electronic database (LILAC) and the re-
definition of the geographic area as LATAM versus
LATAM and the Caribbean. Methods follow both
GATHER45 and PRISMA46 reporting standards
(Supplementary p 3).

Five electronic databases were independently
searched from inception to May 2nd, 2023: PubMed,
PsycINFO, Cochrane Library, SciELO, and LILAC. The
boolean operator AND with three search terms was
used: i. depressive condition; ii. context and population
(i.e., LATAM region); and iii. epidemiological study
design (Supplementary pp 4). No language restriction
was applied. Identified citations’ details were uploaded
and managed using EndNote V9 (Clarivate Analytics)
and later imported into Microsoft Excel. Python scripts
were used to systematically eliminate identical citations,
followed by a manual search of undetected duplicates
(Supplementary pp 11–15).

A hand search of citations from international orga-
nisations, specialised repositories and LATAM govern-
mental health/development agencies (Supplementary
pp 29–30), and reference lists of all retained citations
was conducted to detect published, ongoing or unpub-
lished studies.

Study selection
Two independent reviewers conducted a three-stage
screening and selection process. A third independent
reviewer acted as arbiter in case of disagreements. Cita-
tions were considered eligible if they contained data from
community surveys on prevalence of depressive disorder
according to validated diagnostic criteria (i.e., ICD or
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DSM) assessed using a structured clinical interview (i.e.,
CIDI, CIS-R or MINI), in the general population (i.e.,
aged 15 years) of LATAM, in the scientific or grey liter-
ature. We excluded studies conducted during the
COVID-19 pandemic and studies only reporting results
for older adults (i.e., aged 65 years) (Supplementary p 16).

Stage 1 screened title-only to identify citations
distinctly out of topic. Stage 2 screened abstracts against
inclusion criteria, classifying records as ‘‘meeting’’,
‘‘possibly meeting’’, or ‘‘not meeting” inclusion criteria.
Stage 3 performed a full-text review using a piloted de-
cision matrix to identify citations fully meeting inclu-
sion criteria (Supplementary p 16).

Data extraction and management
For each selected record, two independent reviewers
extracted the following information: survey name,
country, location, fieldwork date(s), study design,
setting, response rate, sample size, the proportion of
women, participants’ age range, the definition of
depressive disorder, diagnostic criterion, assessment
method, and period studied. Overall and sex-specific
number of cases and prevalence estimates were
extracted for all studies, while age-stratified estimates
were extracted when available. Multiple records asso-
ciated with the same study were matched. Study
quality was assessed using JBI’s Critical Appraisal
Checklist for Studies Reporting Prevalence Data
(Supplementary p 34).47 A sensitivity analysis was
conducted to determine if studies meeting eligibility
criteria, but only reporting prevalence for age-specific
subgroups should be excluded from the study
(Supplementary pp 19, 21).

External data sources
For each selected study, information about country-level
human development (Human Development Index;
HDI), income distribution (Gini Index; Gini), gender
inequality (Gender Inequality Index; GII), and level of
interpersonal violence (Intentional Homicide Rate per
100,000; IHR) at fieldwork midpoint was extracted from
external sources (Supplementary p 31).

Data synthesis and statistical analysis
A narrative synthesis of studies and results was first
conducted. Overall pooled prevalence estimates for each
prevalence period (lifetime, 12-months, or current) were
calculated using a random-effects meta-analysis that
accounted for between-study heterogeneity
(Supplementary p 19).48 Secondary outcomes were: i.
country, ii. sex, iii. study setting, iv. publication status, v.
diagnostic criterion, and vi. Survey interview-specific
prevalence of depressive disorder, calculated by sub-
group. Individual study-specific proportions with 95%
exact Confidence Intervals (CI) for each study were
calculated using Metaprop.49 The Clopper-Pearson50 CI
for binomial proportion were constructed by inverting

the equal-tailed test, based on the binomial
distribution.51

Heterogeneity between studies was assessed using
standard χ2 tests and the I2 statistic (i.e., percentage of
variability in the prevalence due to heterogeneity rather
than sampling error or chance, with values ≥75%
indicating considerable heterogeneity). Publication bias
was evaluated by inspecting funnel plots, Egger’s test,
and non-parametric trim-and-fill analyses. All analyses
were performed using Stata 16.0.52

Pearson’s correlation coefficients were computed to
examine the relationship between the values of the four
country-level indicators (i.e., HDI, Gini, GII, IHR) of
selected studies. Meta-regression analyses were then
performed to test univariate associations of all indicators
with the overall 12-month and current prevalence of
ICD/DSM depressive disorder. In addition, we calcu-
lated principal component analyses (PCA) of all in-
dicators and performed meta-regressions to test the
association with overall 12-month and current preva-
lence of ICD/DSM depressive disorder (Supplementary
p 22). Random-effects models were fitted via the
restricted maximum likelihood method, and weights
estimated via the inverse-variance method.53

Role of the funding source
The funders of the study had no role in the study design,
data collection, data analysis, data interpretation, or
writing of the report.

Results
Study characteristics
The database search identified 23,910 citations. After
removing duplicates, screening titles and abstracts, and
reviewing 166 full text, 31 citations33,34,54–82 reporting on
21 studies met inclusion criteria. 21 citations identified
via other methods also met inclusion criteria: three
published articles/books were available from interna-
tional organisations and repositories6,83,84 and 18 un-
published citations from government agencies85–102

(Fig. 1; Supplementary p 20). In total, 52
citations6,33,34,54–7071–102 corresponding to 40 studies
involving 123,500 individuals from seven countries,
representing about 79% of the population in the
LATAM region, were included.

Table 1 presents the overall study characteristics. The
selected studies were conducted between 1992 and 2019.
The annual number of studies or publications did not
increase over time (Supplementary p 51). Of all studies,
38 were cross-sectional, and two used longitudinal
design.62,63,68 A high concentration of studies in four
LATAM countries was observed: 14 in Peru,6,61,72,90–102 nine
in Colombia,6,64,65,73,78,86–89 eight in Brazil,6,54–56,62,63,66–68,75,79,82

and four in Mexico.6,54,58,60,69–71,76,77,83,84 Three studies from
Chile57,80,81,85 and single studies from Argentina33,34 and
Guatemala74 were also included (Supplementary p 50).

Articles

4 www.thelancet.com Vol 26 October, 2023

I 

www.thelancet.com/digital-health


Nationally representative studies from Argentina,33,34

Chile,80,81,85 Colombia,64,65,73 Guatemala,74

Mexico,6,69–71,77,83,84 and Peru6,61,72 were identified. All
Brazilian studies represented a city or state. Regarding
setting, 25 studies were conducted in urban
areas,6,33,34,54–58,60–62,64,66–73,75,77–79,83,84,90–93,97,99–102 four in rural
areas76,95,96,98 and 11 in mixed urban-rural
settings.6,65,74,80–82,85–89,94 In terms of income category, 29
studies were conducted in countries classified as upper-
middle-income at the time of their
publication,6,33,34,54–58,60,62,65–71,75–84,86–89,96–102 ten in lower-
middle-income countries61,64,72–74,90–95 and one (2.5%) in
a high-income country85 (Supplementary pp 31–32).

The median number of participants per study was
2308. The 34 studies reporting prevalence by
sex55–57,60,63–65,67,68,71,73,75–77,79–82,84,85,88–102 involved 46,537 men
and 60,177 women. Seven studies did not report sex-
specific estimates,6,33,34,61,72,74,78,86,87 and one study only
reported sex-stratified estimates.67

Thirty studies included population aged 18 or
older6,33,34,54–56,58,60,61,64,65,69–74,77–79,82,84–87,90–102 and seven included
participants over the age of 15 years.66,75,76,80,81,88,89 One
study67 focused exclusively on population aged 18 to 24,
while two birth cohort studies reported the prevalence of
ICD/DSM depressive disorder at ages 18,62 22,63 and 30.68

Thirty-nine studies6,33,34,54–58,60–62,64–6668–8284–101 reported the

prevalence of ICD/DSM depressive disorder in the overall
population (121,940 individuals), 34 inquired about life-
time prevalence6,33,54,55,58,61,64,65,69,73–79,81,82,85–89,91–102 (102,894 in-
dividuals), 32 about prevalence in the last 12
months6,34,54–56,64,65,70,72,73,75,77,78,81,82,85,87–101 (101,077 individuals),
14 in last 6 months77,80,90–102 (44,834 individuals), and 30
reported current prevalence6,54,55,57,63,65,68,73,80,82,86,88–102 (104,645
individuals).

To diagnose depressive disorder, 18 studies used ver-
sions of the DSM diagnostic system,6,33,34,56,61,66,67,72–75,77–81,85–89

16 used the ICD-1057,64,90–102 and six reported results under
both classification systems.6,54,55,58,60,62,63,68–71,82,84,85 Regarding
assessment instruments, 22 studies used the
CIDI,6,33,34,54–56,58,60,61,64–66,69–81,84,85,87–89 17 the Mini International
Neuropsychiatric Interview (MINI),62,63,67,68,86,90–102 and one
used the Revised Clinical Interview Schedule (CIS-R).57

Prevalence of ICD/DSM depressive disorder in the
general population of LATAM
The pooled overall lifetime prevalence of ICD/DSM
depressive disorder was 12.58% (95% CI [11.00–14.16],
34 studies, I2 = 98.61%, p < 0.0001), and country-
specific pooled prevalence ranged from 10.26%
[7.00–13.53] (8 studies I2 = 98.69%, p < 0.0001) in
Colombia to 17.38% [15.96–18.81] (5 studies,
I2 = 71.80%, p < 0.0001) in Brazil. The difference
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Fig. 1: Study selection and identification (PRISMA flow).
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Study characteristics % Prevalence (95% CI) [SE]d

Country ID
citation(s)

Location
(Survey)

Period Outcomea Designb Settingc Response
rate

Sample
size

Women
%

Age
range
(years)

Diagnostic
criteria

Interview Overall By sex

L 12 m 6 m C L 12 m 6 m C

Argentina

Published

1 Cia et al.
20181g;
Stagnaro
et al.
20182

National
(AMHES)i

2015 MDD CS U 77.0 3927 NA ≥18 DSM-IV CIDI 8.7
(7.8–9.6)

3.8
(3.2–4.4)

Brazil

Published

2 Andrade
et al.
20023;
Andrade
et al.
20034

Sao Paulo
(ECAS-SP)h

1994–1996 MDE CS U 62.4 1464 57.4 ≥18 DSM-III-R;
ICD-10

CIDI 16.8
(14.9–18.7)

7.1
(5.8–8.4)

4.5
(3.4–5.6)

F: 19.2
(16.7–21.7)
M: 13.5
(10.5–16.6)

F: 9.2
(7.4–11.0)
M: 4.3
(12.5–6.1)

F: 5.4
(4.0–6.8)
M: 3.2
(1.6–4.8)

3 Vorcaro
et al.
20015

Bambuí 1996–1997 DE**** CS M 85.3 1041 56.6 ≥18 DSM-III-R;
ICD-10

CIDI 15.6
(13.4–17.8)

10.0
(8.2–11.8)

8.2
(6.5–9.8)

F: 20.9
(17.6–24.2)
M: 8.6
(6.0–11.2)

F: 13.8
(11.0–16.5)
M: 5.1
(3.1–7.1)

F: 11.4
(8.8–13.9)
M: 4.0
(2.2–5.8)

4 Andrade
et al.
20126g;
Bromet
et al.
20187;
Viana et al.
20128g

Sao Paulo
(SPMHS)i

2005–2007 MDD CS U 81.3 5037 52.8 ≥18 DSM-IV CIDI 16.9
(15.9–17.9)

9.4
(8.6–10.2)

4.2
(3.7–4.8)

F: 23.0
(21.5–24.5)
M: 10.0
(8.7–11.3)

F: 13.2
[1.0]
M: 5.3
[0.6]

5 Jansen
et al.
20139f

Pelotas 2007–2008 DE CS U NR 1560 56.4 18–24 DSM-IV MINI F: 12.9
M: 6.2

6 Ribeiro
et al.
201310g

Rio de
Janeiro

2007–2008 MDD CS U 80.5 1208 56.6 15–75 DSM-IV CIDI 17.4
(15.0–19.8)

6.0
(4.5–7.5)

F: 22.5
(21.4–28.5)
M: 10.8
(8.8–15.0)

F: 8.8
(6.4–11.7)
M: 2.4
(0.9–3.9)

7 Jaen-Varas
et al.
201611g

Ribeiro
et al.
201310g

Sao Paulo 2007–2008 MDD CS U 84.5 2536 56.8 15–75 DSM-IV CIDI 19.9
(17.0–20.8)

8.2
(6.9–9.5)

F: 24.2
(21.5–27.0)
M: 11.6
(9.1–14.0)

F: 11.7
(9.7–13.5)
M: 3.4
(2.0–4.7)

8 Gallo
et al.12e;
Gomes
et al.
201913f

Pelotas
(PBCS1993)

2011–2012
(18 y)
2015 (22 y)

MDD L (birth
cohort)

U 70.8
(18 y);
72.1 (22 y)

3715
(18 y);
3781
(22 y)

52.6
(18 y);
53.4
(22 y)

18 and
22

DSM-IV/
ICD-10
(18 y);
DSM-5
(22 y)

MINI 6.8 (18 y)
2.9 (22 y)

F: 10
(18 y)
M: 3.3
(18 y)
F: 4.2
(22 y)
M: 1.4
(22 y)

9 Loret de
Mola et al.
201614f

Pelotas
(PBCS1982)

2012–2013 MDE L (birth
cohort)

U 68.1 3542 52.0 30 DSM-IV/
ICD-10

MINI 7.9 F: 11.3
M: 4.2
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Study characteristics % Prevalence (95% CI) [SE]d

Country ID
citation(s)

Location
(Survey)

Period Outcomea Designb Settingc Response
rate

Sample
size

Women
%

Age
range
(years)

Diagnostic
criteria

Interview Overall By sex

L 12 m 6 m C L 12 m 6 m C

(Continued from previous page)

Chile

Published

10 Vicente
et al.
200415

Vicente
et al.
200616

National
(CPPS)h

1992–1999 MDE CS M 90.3 2978 51.2 ≥15 DSM-III-R CIDI 9.2
(8.2–10.2)

5.7
(4.9–6.5)

4.7
(4.0–5.5)

3.4
(2.8–4.1)

F: 11.5
(10.0–13.0)
M: 6.8
(5.4–8.2)

F: 7.3
(6.3–8.8)
M: 3.7
(2.7–4.7)

F: 6.2
(5.1–7.4)
M: 3.0
(2.1–4.0)

F: 4.5
(3.5–5.5)
M: 2 .3
(1.5–3.1)

11 Araya et al.
200117

Santiago
(SMHS)

1996–1998 DE CS U 90.0 3870 39.7 16–64 ICD-10 CIS-R 5.5
(4.5–6.7)

F: 8.0
(6.5–9.8)
M: 2.7
(1.4–5.1)

Unpublished

12 MINSAL
201818g

National
(ENS2016)

2016–2017 MDE CS M 90.2 3403 64.0 ≥18 DSM-IV CIDI 11.1
(9.0–13.6)

6.2
(4.5–8.4)

F: 16.8
(13.3–21.0)
M: 5.1
(3.4–7.5)

F: 10.1
(7.1–14.1)
M: 2.1
(1.1–4.2)

Colombia

Published

13 Gomez-
Restrepo
et al.
200419g

National
(HHSRS)

2000–2001 DE** CS U 93.0 6116 59.7 ≥18 ICD-10 CIDI 10.0
(9.2–10.7)

8.5
(7.8–9.2)

F: 12
(11–13)
M: 6.2
(5.1–7.2)

F: 10.2
(9.2–11.1)
M: 5.3
(4.4–6.3)

14 Posada-
Villa et al.
200420

National
(NSMH2003)i

2003 MDD CS U 87.7 4544 56.2 18–65 DSM-IV CIDI 12.1
(11.2–13.1)

5.6
(4.9–6.3)

1.9
(1.5–2.3)

F: 14.9
(13.5–16.3)
M: 8.6
(7.4–9.8)

F: 7.3
(6.3–8.3)
M: 3.5
(2.7–4.3)

F: 2.8
(2.2–3.4)
M: 0.7
(0.3–1.1)

15 Bromet
et al.
20187

Medellín
(MMHHS)i

2011–2012 MDD CS M 97.2 3261 61.3 19–65 DSM-IV CIDI 9.9
(8.9–10.9)

3.8
(3.1–4.5)

1.4
(1.0–1.8)

16 Torres de
Galvis
et al.
201421

Itagüi
(MHPSI)

2012 MD or
dysthymia

CS U NR 642 55.5 19–65 DSM-IV CIDI 9.2 2.9

17 Gomez-
Restrepo
et al.
201622

National
(NSMH2015)i

2015 MDD or
dysthymia

CS M NR 10,870 59.7 ≥18 DSM-IV CIDI 4.3
(3.7–5.0)

1.6
(1.3–1.9)

0.5
(0.3–0.7)

F: 5.4
(4.6–6.4)
M: 3.2
(2.4-4.2)

F: 2.3
(1.8–2.9)
M: 0.9
(0.6–1.3)

F: 0.8
(0.5–1.3)
M: 0.2
(0.1–0.4)

Unpublished

18 Dirección
Territorial
Caldas23

Caldas 2009 MD** CS M NR 1269 49.0 ≥18 DSM-IV MINI 19.5
(18.4–20.6)

9.7
(8.9–10.5)

19 Torres de
Galvis
et al.
201824g

Envigadoi 2017 MDD CS M NR 2072 53.3 15–65 DSM-IV CIDI 6.4
(5.4–7.5)

2.4
(1.8–3.1)

0.9
(0.5–1.3)

F: 7.3
(5.8–8.9)
M: 5.4
(4.0–6.8)

F: 2.9
(1.9–3.9)
M: 1.9
(1.0–2.7)

F: 0.9
(0.4–1.5)
M: 0.8
(0.2–1.4)

20 Torres de
Galvis
et al.
201825g

Sabanetai 2018 MDD CS M NR 608 53.6 15–65 DSM-IV CIDI 7.5
(5.4–9.5)

2.7
(1.4–4.0)

1.3
(0.4–2.2)

F: 11.0
(7.6–14.4)
M: 3.4
(1.3–5.5)

F: 3.5
(1.5–5.5)
M: 1.7
(0.2–3.3)

F: 2.5
(0.8–4.1)
M: 0.0
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Study characteristics % Prevalence (95% CI) [SE]d

Country ID
citation(s)

Location
(Survey)

Period Outcomea Designb Settingc Response
rate

Sample
size

Women
%

Age
range
(years)

Diagnostic
criteria

Interview Overall By sex

L 12 m 6 m C L 12 m 6 m C

(Continued from previous page)

21 Torres de
Galvis
et al.
202026g

Medellini 2019 MDD CS M NR 2304 52.9 19–65 DSM-IV CIDI 13.5 5.4

Guatemala

Published

22 Puac-
Polanco
et al.
200427

National
(GNMHS)

2009 MDD CS M 87.3 1452 52.7 18–65 DSM-IV CIDI 4.2
(3.2–5.3)

Mexico

Published

23 Andrade
et al.
20034;
Caraveo-
Anduaga
et al.
199928e,g;
Caraveo-
Anduaga
et al.
199929;
Caraveo-
Anduaga
et al.
200230

Mexico City
(EPM)h

1995 MDE;
MD or
dysthymia

CS U 92.0 1734 56.8 18–54 DSM-III-R;
ICD-10

CIDI 7.9 4.5
(3.5–5.5)

2.2
(1.5–2.9)

F: 10.0
(6.5–13.6)
M: 5.5
(3.1–7.9)

24 Salgado de
Snyder
et al.
199931

Jalisco 1996–1997 MD or
dysthymia

CS R NR 945 53.2 15–89 ICD-10 CIDI 6.2 F: 9.1
M: 2.9

25 Slone et al.
200632

National 1999–2001 MDD CS U 79.0; 82.0;
76.0; 70.0

2509 63.9 18–92 DSM-IV CIDI 12.8
(11.4–14.2)

6.1
(5.1–7.1)

4.6
(3.8–5.4)

F: 15.9
(13.9–17.9)
M: 9.0
(7.2–10.8)

F: 7.6
(6.2–9.0)
M: 4.3
(3.1–5.5)

F: 5.7
(4.5–6.9)
M:3.3
(2.2–4.4)
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Study characteristics % Prevalence (95% CI) [SE]d

Country ID
citation(s)

Location
(Survey)

Period Outcomea Designb Settingc Response
rate

Sample
size

Women
%

Age
range
(years)

Diagnostic
criteria

Interview Overall By sex

L 12 m 6 m C L 12 m 6 m C

(Continued from previous page)

26 Bromet
et al.
20187;
Medina-
Mora et al.
200333;
Medina-
Mora et al.
200534;
Medina–
Mora et al.
200735g;
Medina-
Mora et al.
200836;
Kessler
et al.
201037e,g

National (M-
NCS)i

2001–2002 MDD, MDE CS U 76.6 5826 52.4 18–65 DSM-IV
ICD-10

CIDI 7.2
(6.5–7.9)

3.7
(3.2–4.2)

1.6 [0.2] F: 9.7
(8.1–11.3)
M: 4.6
(3.4–5.8)

F: 4.7
(3.6–5.9)
M: 2.3
(1.4–3.2)

F: 0.5 [0.1]
M: 0.2
[0.1]

Peru

Published

27 Bromet
et al.
20187;
Fiestas
et al.
201438g;
Piazza
et al.
201439

National
(EMSMP)i

2004–2005 MDD CS U 90.2 3930 51.6 18–65 DSM-IV CIDI 6.4
(5.6–7.2)

2.7
(2.3–3.1)

0.7
(0.4–1.0)

Unpublished

28 NIMH,
200240

Metropol.
Lima

2002 DE* CS U 82.4 2077 59.7 ≥18 ICD-10 MINI 18.2
(16.2–20.4)

9.5
(8.2–11.1)

6.6
(5.6–7.9)

F: 22.6
M: 13.5

F: 13.3
M: 5.6

F: 10.1
M: 3.0

29 NIMH,
200341

Sierra 2003 DE* CS U 91.9 3895 51.4 ≥18 ICD-10 MINI 16.2
(14.5–18.1)

7.2
(6.2–8.3)

5.8
(5.0–6.8)

3.5
(2.9–4.2)

F: 19.5
M: 12.8

F: 8.7
M: 5.7

F: 6.8
M: 4.8

F: 4.1
M: 2.8

30 NIMH,
200542

Amazon 2004 DE* CS U 92.2 3909 53.2 ≥18 ICD-10 MINI 21.4
(19.5–23.6)

8.2
(7.1–9.4)

5.8
(4.8–6.8)

2.1
(1.6–2.9)

F: 28.4
M: 13.5

F: 11.6
M: 4.2

F: 8.1
M: 3.1

F: 2.9
M: 1.2

31 NIMH,
200643

Fronteras 2005 DE* CS U 92.5 5857 51.5 ≥18 ICD-10 MINI 17.1
(15.6–18.6)

6.9
(6.0–7.9)

5.5
(4.7–6.4)

2.9
(2.3–2.5)

F: 21.8
M: 12.2

F: 9.1
M: 4.5

F: 7.3
M: 3.6

F: 3.7
M: 1.9

32 NIMH,
200744

Costa 2006 DE* CS M 93.9 6555 50.1 ≥18 ICD-10 MINI 14.1
(12.5–15.8)

5.8
(4.9–6.8)

4.5
(3.7–5.4)

1.5
(1.1–2.1)

F: 20.1
M: 8.0

F: 8.9
M: 2.7

F: 7.2
M: 1.7

F: 2.6
M: 0.4

33 NIMH,
200845

Rural Lima 2007 DE* CS R 96.5 2536 49.3 ≥18 ICD-10 MINI 15.8
(13.0–19.0)

4.0
(2.8–5.7)

3.0
(2.1–4.2)

1.5
(0.9–2.6)

F: 22.6
M: 9.1

F: 5.4
M: 2.6

F: 4.4
M: 1.6

F: 2.4
M: 0.7

34 NIMH,
200946

Rural Sierra 2008 DE* CS R 94.8 3031 49.3 ≥18 ICD-10 MINI 14.6
(12.7–16.7)

3.3
(2.5–4.2)

2.8
(2.1–3.7)

1.3
(0.8–2.0)

F: 16.9
M: 12.3

F: 3.8
M: 2.7

F: 3.3
M: 2.3

F: 1.3
M: 1.2

35 NIMH,
201247

Rural
Amazon

2009 DE* CS R 99.9 2331 47.2 ≥18 ICD-10 MINI 14.2
(12.1–16.7)

4.1
(3.1–5.3)

2.8
(2.0–3.8)

0.6
(0.4–1.0)

F: 18.7
M: 10.2

F: 5.5
M: 2.9

F: 3.6
M: 2.1

F: 0.8
M: 0.4

36 NIMH,
201148

Abancay 2010 DE* CS U 98.6 1746 52.6 ≥18 ICD-10 MINI 14.8
(12.6–17.4)

3.9
(3.0–5.0)

2.5
(1.9–3.3)

0.8
(0.5–1.4)

F: 20.9
M: 8.1

F: 6.0
(4.5–7.8)
M: 1.7
(1.0.2.9)

F: 4.6
M: 0.7

F: 1.3
(0.7–2.4)
M: 0.3
(0.1–1.2)
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37 NIMH,
201349

Metropol.
Lima (R)

2012 DE* CS U 98.6 4445 52.0 ≥18 ICD-10 MINI 14.5 5.3 3.9 2.5 F: 18.2
M: 10.4

F: 7.3
M: 3.1

F: 5.3
M: 2.4

F: 3.3
M: 1.6

38 NIMH,
201650

Huánuco 2013 DE* CS U 94.7 1496 62.0 ≥18 ICD-10 MINI 10.5 3.9 3.3 1.9 F: 16.1
M: 5.2

F: 6.6
M: 1.3

F: 5.8
M: 1.1

F: 3.3
M: 0.6

39 NIMH,
201651

Cerro de
Pasco

2013 DE* CS U 85.6 1469 66.4 ≥18 ICD-10 MINI 14.4 4.9 2.9 2.0 F: 17.4
M: 10.4

F: 6.5
M: 2.8

F: 4.2
M: 1.2

F: 3.3
M: 0.4

40 NIMH,
201952

Abancay (R) 2016 DE* CS U 92.6 1724 56.3 ≥18 ICD-10 MINI 5.3
(4.0–6.9)

2.8
(1.9–4.1)

F: 7.8
(5.7–10.6)
M: 2.6
(1.6–4.2)

F: 4.2
(2.7–6.6)
M: 1.2
(0.6–2.5)

Studies are ordered alphabetically by country, then by publication status and then by year of survey. Abbreviations: AMHES (Argentina Mental Health Epidemiologic Survey); CIDI (Composite International Diagnostic Interview); CIS-R (Revised Clinical
Interview Schedule); CPPS (Chile Psychiatric Prevalence Study); ECAS-SP (Epidemiologic Catchment Area Study in the city of Sao Paulo); EMSMP (Encuesta Mundial de Salud Mental en el Peru); ENS2016 (Encuesta Nacional de Salud 2016); EPM (Epidemiology
of Psychiatric Comorbidity Project); GNMHS (Guatemala National Mental Health Survey); HHSRS (Health and Health System Responsiveness Survey); NSMH (Colombian National Study of Mental Health); M-NCS (Mexico National Comorbidity Survey); MHPSI
(Mental Health Population Study Itagüí); MINI (Mini International Neuropsychiatric Interview); MMHHS (Medellín Mental Health Household Study); NIMH (National Institute of Mental Health Peru); NR (Not Reported); PBCS1982 (Pelotas Birth Cohort Study
1982); PBCS1993 (Pelotas Birth Cohort Study 1993); SMHS (Santiago Mental Disorders Survey); SPMHS (Sao Paulo Megacity Mental Health Survey). aMD (Major Depression); MD**(Mild, moderate or severe major depression); MDD (Major Depressive
Disorder); MDE (Major Depressive Episode); DE (Depressive Episode); DE* (Moderate or severe depressive episode); DE** (Mild, moderate or severe depressive episode); DE**** (Single or recurrent mild, moderate or severe depressive episode). bCross-sectional
(CS); Longitudinal (L). cMixed (M); Rural (R); Urban (U). dLifetime (L); 12 months (12 m); 6 months (6 m); Current-period prevalence from 1-month to 1-week or point prevalence (C). eCitation not included in meta-analysis. fCitation only reporting age-
specific prevalence estimates. gCitation reporting age-stratified estimates. hInternational Consortium of Psychiatric Epidemiology (ICPE) Surveys. iWHO World Mental Health Survey (WHO-WMHS) Consortium.

Table 1: Characteristics of 40 studies included in the systematic review and meta-analysis.
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Fig. 2: Lifetime prevalence of ICD/DSM depressive disorder in Latin America by country.
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Prevalence Weight 

Study (Location) Sample Size [95%CI] % 

Argentina 

Cia et al, 2018 3,927 • 8-71[7-83, 9·59] 2-98 

♦ 8-71 [ 7·83, 9·59] 

Brazil 

Andrade et al, 2002 1,464 -■- 16-80 [14·89, 18·72] 2·88 

Vorcaro et al, 2001 1,041 ----
15·56 [13·36, 17·76] 2-85 

Viana et al, 2012 5,037 • 16·89 [15·86, 17·93] 2·97 

Ribeiro et al, 2013 (Rio de Janeiro) 1,208 

----
17·38 [15·25, 19·52] 2·86 

Ribeiro et al, 2013 (Sao Paulo) 2,536 

---
19·91 [18·36, 21·47] 2·93 

Subtotal (P= 71 ·80%, p<0·00l) ♦ 17·38 [15·96, 18·81] 

Chile 

Vicente et al, 2006 2,978 • 9·20 [ 8·16, 10·24] 2·97 

:MINSAL Chile, 2018 3,403 • 11 · 11 [10·05, 12·16] 2·97 

Subtotal (P=- 84·31%, p<0·00l) ♦ 10·15 [ 8-28, 12·02] 

Colombia 

Posada-Villa et al, 2004 4,544 12·10[11·16, 13·05] 2·98 

Caldas Territorial Health Directory, 2010 1,269 

----
19·46 [17·29, 21 ·64] 2-85 

Bromet et al, 2018 3,261 • 9·90 [ 8·88, 10·93] 2·97 

Torres de Galvis et al, 2014 642 

----
9·19 [ 6·96, 11-42] 2·84 

Gomez-Restrepo et al, 2016 10,870 ■ 4·30 [ 3·92, 4-68] 3·01 

Torres de Galvis et al, 2018 (Envigado) 2,072 • 6·42 [ 5·36, 7·47] 2-97 

Torres de Galvis et al, 2018 (Sabaneta) 608 

----
7·57 [ 5·46, 9·67] 2·86 

Torres de Galvis et al, 2020 2,304 13·50 [12·10, 14·89] 2-94 

Subtotal (P- 98·69%, p<0·00l) 10·26 [ 7·00, 13·53] 

Guatemala 

Puac-Polanco et al, 2015 1,452 • 4·17 [ 3·14, 5·20] 2·97 

♦ 4·17 [ 3·14, 5·20] 

Mexico 

Craveo-Anduaga et al, 1999 1,734 -■- 7-90 [ 6·63, 9·17] 2·96 

Salgado de Snyder et al, 1999 945 

---
6·24 [ 4·70, 7·79] 2-93 

Slone et al, 2006 2,509 12·79 [ 11 ·49, 14·10] 2·95 

Medina-Mora et al, 2007 5,826 ■ 7·19 [ 6·53, 7·86] 3·00 

Subtotal (Il= 96·01 %, p<0·001) • 8·53 [ 5·69, 11·37] 

Peru 

NIMH Peru, 2002 2,077 

---
18-20[16·54, 19·86] 2·92 

NIMH Peru, 2003 3,895 -■- 16·20 [15·04, 17·36] 2·96 

NIMH Peru, 2005 3,909 -■- 21·41 [20·13, 22·70] 2·95 

Fiestas et al, 2014 3,930 ■ 6-41 [ 5·65, 7·18] 2·99 

NIMH Peru, 2006 5,857 • 17·11 [16·14, 18·07] 2-98 

NIMH Peru, 2007 6,555 • 14·10 [13·25, 14·94] 2·99 

NIMH Peru, 2008 2,536 

---
15·81 [14·39, 17·23] 2·94 

NIMH Peru, 2009 3,031 -■- 14·62 [13·36, 15·87] 2·96 

NIMH Peru, 2012 2,331 

---
14·20[12-78, 15·62] 2·94 

NIMHPeru, 2011 1,746 

---
14·78 [13·11, 16·44] 2-92 

NIMH Peru, 2013 4,445 • 14·51 [13·48, 15·55] 2·97 

NIMH Peru, 2016 (Hwinuco) 1,496 

---
10·49 [ 8·94, 12·05] 2·93 

NIMHPeru, 2016 (C. de Pasco) 1,469 14·43 [12·63, 16·23] 2-90 

Subtotal (P=- 97·19%, p<0·001) 14·78 [12·81, 16·74] 

Overall 12·58 [11·00, 14·16] 

Heterogeneity: T 2= 21 ·61, f= 98·61 %, H2 = 71 ·92 

Test of 8 ; = 8 i: Q(33) = 2896·54, p<0·00l 

Test of group differences: Q,(6) = 252·04, p<0·00I 

10 20 

Random-effects REML model 
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Fig. 3: 12-month prevalence of ICD/DSM depressive disorder in Latin America by country.
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Prevalence Weight 
Study ocation Sample Size [95%CI] % 

Argentina 

Stagnaro et al, 2018 3,927 • 3·79 [3·20, 4·39] 3·21 

♦ 3·79 [3·20, 4·39] 

Brazil 

Andrade et al, 2002 1,464 -■- 7-10 [5·79, 8·42] 2·98 

Vorcaro et al, 2001 1,041 -■- 9·99 [8·17, 11·81] 2·75 

Andrade et al, 2012 5,037 • 9·39 [8·58, 10·20] 3·16 

Ribeiro et al, 2013 (Rio de Janeiro) 1,208 5·96 [4-63, 7-30] 2·97 

Ribeiro et al, 2013 (Sao Paulo) 2,536 8·20 [7·13, 9·27] 3·07 

Subtotal (P= 85·21 %, p<0·00l) 8·11 [6·72, 9·51] 

Chile 

Vicente et al, 2006 2,978 5·71 [ 4·88, 6·54] 3·15 

MINSAL Chile, 2018 3,403 6·20 [5·39, 7·01] 3·15 

Subtotal (I'- 0·00%, p-0·41) 5·96 [5·38, 6·54] 

Colombia 

Gomez-Restrepo et al, 2004 6,116 • 10·01 [9·25, 10·76] 3·17 

Posada-Villa et al, 2004 4,544 5·59 I 4·92, 6·26] 3·19 

Brom et et al, 2018 3,261 • 3·80 [3· 15, 4·46] 3·19 

Torres de Galvis et al, 2014 642 -■- 2·96 [1·65, 4·27] 2·98 

Gomez-Restrepo et al, 2016 10,870 ■ 1-60[1·36, 1·84] 3·26 

Torres de Galvis et al, 2018 (Envigado) 2,072 • 2-41 [1·75, 3·07] 3·19 

Torres de Galvis et al, 2018 (Sabaneta) 608 -■- 2·63 [1·36, 3-90] 2·99 

Torres de Galvis et al, 2020 2,304 5·38 [ 4-46, 6·30] 3·12 

Subtotal (P= 98·54¾, p<0·0Ol) 4·30 [2-42, 6·19] 

Mexico 

Andrade et al, 2003 1,734 4·50 [3·52, 5·47] 3·10 

Slone et al, 2006 2,509 6·10 [5·16, 7-03] 3·12 

Medina-Mora et al, 2005 5,826 3·71 [3·22, 4·19] 3·23 

Subtotal (P= 89·33%, p<0·00l) 4·73 [3·34, 6·12] 

Peru 

N1MH Peru, 2003 3,895 • 7·19 [6·38, 8·00] 3·15 

NIMH Peru, 2005 3,909 • 8·21 [7·35, 9·07] 3·14 

Piazza et al, 2014 3,930 ■ 2·70 [2· 19, 3·20] 3·23 

NIMH Peru, 2006 5,857 • 6·90 [6·25, 7·55] 3·20 

NIMH Peru, 2007 6,555 5·80 [5·23, 6·36] 3·21 

N1MH Peru, 2008 2,536 3-98 [3·22, 4·74] 3·17 

NIMH Peru, 2009 3,031 3-30[2·66, 3·94] 3·20 

N1MH Peru, 2012 2,331 4·12[3-31, 4·93] 3·16 

NIMH Peru, 2011 1,746 3·89 [2·99, 4-80] 3·13 

N1MH Peru, 2013 4,445 5·31 I 4·65, 5·97] 3·19 

NIMH Peru, 2016 {Hu!lnuco) 1,496 3·88 [2·90, 4·86] 3·10 

N1MH Peru, 2016 (C. de Pasco) 1,469 4·90 [3·80, 6·01] 3·06 

NIMH Peru, 2019 1,724 5·28 [ 4·22, 6·33] 3·08 

Subtotal (P= 94·70¾, p<0·0Ol) 5·03 [4·14, 5·93] 

Overall 5·30 [ 4·55, 6·06] 

Heterogeneity: 1" 2 = 4·53, 12 = 97·25%, H 2 = 36·40 

Test of8, a 0;: Q(31)- 1384·01, p<0·00l 

Test of group differences: Q,(5) = 45·69, p<0·00l 

0 10 15 

Random-effects REML model 
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Fig. 4: Current prevalence of ICD/DSM depressive disorder in Latin America by country.
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Prevalence Weight 

Study (Location) Sample Size [95% CI] (%) 

Brazil 

Andrade et al, 2002 1,464 ---
4·51 [3·45, 5·57] 3·25 

Vorcaro et al, 2001 1,041 --- 8·17[650, 9·83] 3·05 

Brom et et al, 2018 5,037 • 4·21[3-65, 4·76] 3·36 

Gomes et al, 2019 3,715 2-91[2·37, 3·44] 3·36 

Lore! de Mola et al, 2016 3,542 -- 7·90 [7·03, 8-78] 3·30 

Subtotal (F- 97·05%, p<0·00I) ~ 5-48 [3·43, 7·53] 

Chile 

Vicente et al, 2004 2,978 3·39 [2·74, 4·04] 3·34 

Araya et al, 200 I 3,870 5·50[4-79, 6·22] 3·33 

Subtotal (F- 94·52%, p<0·00l) 4·44 [2·37, 6·51] 

Colombia 

Gomez-Restrepo et al, 2004 6,116 • 8·50 [7·80, 9·20] 3·34 

Posada-Villa et al, 2004 4,544 ■ 1·89 [l ·50, 2·29] 3-38 

Caldas Territorial Health Directory, 20 I 0 1,269 --- 9·69 [8·06, 11 ·32] 3·06 

Brom et et al, 2018 3,261 ■ 1·41 [1·01, 1·82] 3-38 

Gomez-Restrepo et al, 2016 10,870 ■ 0·50 [0·36, 0·63] 3·40 

Torres de Galvis et al, 2018 (Envigado) 2,072 ■ 0·87 [0·47, 1·27] 3·38 

Torres de Galvis et al, 2018 (Sabaneta) 608 -- 1·32 [0·41 , 2·22] 3·29 

Subtotal (F- 99·71 %, p<0·00I) 3-41 [0·56, 6·27] 

Mexico 

Andrade et al, 2003 1,734 • 2·19 [1 ·50, 2-88] 3·34 

Brom et et al, 2018 5,826 ■ 1·61 [1·28, 1·93] 3·39 

Subtotal (F= 55·58%, p<0·00l) ♦ 1·82 [1·27, 2·37] 

Peru 

NIMH Peru, 2002 2,077 

---
6·60 [5·53, 7-66] 3·25 

NIMH Peru, 2003 3,895 3·49 [2·92, 4·07] 3·36 

NIMH Peru, 2005 3,909 2-10[1·65, 2·55] 3·38 

Brom et et al, 2018 3,930 0·71 [0-45, 0·98] 3·39 

NIMH Peru, 2006 5,857 2-90[2·47, 3·33] 3-38 

NIMH Peru, 2007 6,555 ■ 1·50 [1·20, 1·79] 3·39 

NIMH Peru, 2008 2,536 ■ 1·50[1·03, 1·97] 3·37 

NIMH Peru, 2009 3,031 ■ 1 ·29 [0·89, 1 ·69] 3·38 

NIMH Peru, 2012 2,331 ■ 0·60 [0·29, 0·91] 3·39 

NIMH Peru, 2011 1,746 ■ 0·80 [0·38, 1·22] 3-38 

NIMH Peru, 2013 4,445 ■ 2·50 [2·04, 2·96] 3·37 

NIMH Peru, 2016 1,496 • 1·87 [1 ·18, 2·56] 3·34 

NIMH Peru, 2016 (Huanuco) 1,469 • 1·97 [1·26, 2·69] 3·33 

NIMH Peru, 2019 (C. de Pasco) 1,724 2·78[2-01, 3·56] 3·32 

Subtotal (F- 97·65%, p<0·00I) 2·15 [1 ·38, 2-91] 

Overall 3·12 [2·22, 4·03] 

Heterogeneity: T 2 = 6'23, I 2 = 99·25%, H 2 = 132·54 

Test of 8 ; a 8 ;: Q(29)- 1580·77, p<0·00I 

Test of group differences: Q,,(4)- 16·89, p<0·00l 

0 IO 15 

Random-effects REML model 
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current prevalence. Positive associations between preva-
lence of ICD/DSM depressive disorder and Gini and GII
were observed in both prevalence periods. Higher Gini
values were associated with higher 12-month (β = 0.23
[0.09–0.37], p < 0.0001, Fig. 5b) and current prevalence
(β = 0.35 [0.19–0.51], p < 0.0001, Fig. 5c), and higher GII
with higher 12-month (β = 13.98 [0.56–27.40], p = 0.041,
Fig. 5d), and current prevalence (β = 23.71, [3.47–43.95],
p = 0.022, Fig. 5e). IHR was only associated with current
but not 12-month ICD/DSM depressive disorder
(β = 0.05 [0.01–0.09], p = 0.016, Fig. 5f) (Supplementary p
45).

The principal component of ecological indicators for
12-months prevalence, which accounted for 69% of the
variance, was significantly associated with 12-month
prevalence of ICD/DSM depressive disorder (β = 0.71
[0.24–1.19], p = 0.0030; see Supplementary pp 46–47).
For current prevalence, the principal component
accounted for the 62% of the variance and was signifi-
cantly associated (β = 0.89 [0.39–1.40], p = 0.00056, for
details see Supplementary p 48).

Discussion
The present review provides an up-to-date and
comprehensive synthesis of the regional, country, and
sex-specific prevalence of ICD/DSM depressive disorder
among adults in the community in LATAM prior to the
COVID-19 pandemic. Using data from 40 studies, we
found that between 1992 and 2019, one out of eight
people in LATAM met ICD/DSM criteria for depressive
disorder throughout their lifetime, while one out of
twenty and one out of thirty-three did in the 12 months
and one month prior to assessment, respectively.

According to GBD estimates, regions of LATAM
rank among the highest in aggregates of mental

disorder,2 and previous systematic reviews have high-
lighted the higher prevalence of depression in South
America compared to other regions of the world.23,43 In
the present study, we found partial evidence to support
that prevalence of ICD/DSM depressive disorder in
LATAM is higher than global estimates.

Our lifetime prevalence of depressive disorder
(12.58%) falls within the confidence interval of the
global lifetime prevalence reported in a systematic re-
view of 13 studies in 8 countries by Lim et al. (10.8%
[95% CI: 7.8–14.8])23 However, it is worth noting that
higher income is often associated with a higher preva-
lence of MDD,6 and that the countries in Lim et al.‘s
review were notably richer than LATAM countries.

Our 12-month prevalence (5.30%) is similar to global
12-month MDD estimates reported in the World Health
Survey24 (4.9% [3.6–6.2]) and in a systematic review of 47
studies by Ferrari et al. (3.7% [2.7–5.0]).103 It falls within
the confidence intervals of global estimates of 12-month
prevalence among adults (Lim et al.23: 7.2% [4.8–10.6])
and adolescents (Shorey et al.25 8.0% [5.0–12.0]) based
on data from 9 to 8 studies, respectively. However, the
World Health Survey and the Ferrari et al.‘s and Lim
et al.‘s reviews did not exclude studies using self-report
scales, unstructured interviews, and the CIDI short
version, which may overestimate major depression by
two to three times23,43,104 and the Shorey et al. review only
included studies conducted in high-income countries,
which in the WHO-WMHS presented higher prevalence
of 12-month MDD relative to the low-income countries.6

Our current prevalence of 3.12% is lower than the
global current estimates of MDD and depression among
adults (Ferrari et al.43: 4.7% [3.7–5.5]; Baxter et al.41: 4.0%
[3.7–4.2]); Lim et al.23 (12.9% [11.0–15.1]) and adoles-
cents (Shorey et al.25: 8.0% [2.0–13.0]) reported in
available systematic reviews. It is also lower than the

Fig. 5: Univariate analyses of prevalence of ICD/DSM depressive disorder as modulated by macro-level indicators.
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estimated current prevalence of ICD-10 depressive
episode in LATAM reported in the 10/66 study (5.4%).15

However, direct comparisons with these reviews are
complicated as the adult reviews mainly include studies
using symptom-based self-report measures,41,43 which
tend to largely overestimate prevalence and the adoles-
cent review focused on the age group presenting the
highest prevalence of MDD in the WHO-WMHS when
only analysing high-income countries. A comparison
with the regional estimate from the 10/66 study is also
complicated as it only studies the population aged 65
years or more and evidence from the WHO-WMHS
suggests that in LMICs, the prevalence of MDD is
highest in the oldest age cohort (i.e., 60+ years).6

Taken together, the evidence suggests that using the
same inclusion criteria and assessment methods and
adjusting for income, our estimates for ICD/DSM
depressive disorder in LATAM may be higher than
global estimates from systematic reviews, but more
mental health research in the region would allow a more
definite conclusion.

When comparing our results to findings from the
WHO-WMHS,6 the most comparable cross-national
study available which produced global lifetime (10.6%),
12-month (4.5%), and 1-month (1.5%) prevalence esti-
mates of MDD as well as lifetime (9.2%), 12-month
(4.6%), and 1-month (2.0%) prevalence estimates for
upper middle-income countries, our estimates for
LATAM also appear elevated. However, it is noteworthy
that in our subgroup analyses, estimates of lifetime
prevalence for studies using DSM-IV (11.0%) and the
CIDI (10.6%) were significantly lower than for studies
using ICD-10 (14.5%) and the MINI (15.8%), and closer
to WHO-WMHS6 global lifetime estimates. This high-
lights the importance of considering these methodo-
logical features when interpreting differences in lifetime
prevalence.

The results underscore the importance of heteroge-
neity. Our study revealed substantial heterogeneity
across different prevalence period as well as variations
based on sex, country, diagnostic criterion, and clinical
interview category. Considering that only studies which
defined depressive disorder according to a structured
clinical diagnostic interview were included, the observed
between-study variations may partially reflect true het-
erogeneity across studies settings in LATAM.36 Howev-
er, several factors may affect the prevalence of
depressive disorder.1,4

Socioeconomic characteristics,5–10 such as income,
income inequality, education, and unemployment op-
portunities, have been identified as significant factors
affecting the prevalence of depressive disorders. Dis-
parities in the healthcare system, including limited
availability and quality of mental health services and
professionals, as well as underfunding and fragmented
health systems, can impede timely and effective pre-
vention and treatment efforts.16 Societal factors, such as

cultural norms and beliefs that stigmatize mental health
reporting and symptoms, interpersonal violence and
crime,8,19,20,105 age,11–15 and gender norms,5,17,18 including
gender inequalities and barriers to healthcare and
mental health services, may also play a crucial role.
Additionally, other factors such as urbanization or
migration11,106,107 may result in social isolation, increased,
discrimination, or differential access to healthcare ser-
vices, which can impact the prevalence of depressive
disorders within the population. Regrettably, due to data
limitations, we were unable to systematically test most
of these factors, with the exception of the increased
prevalence of depressive disorders in urban, relative to
rural catchment areas, which is consistent with findings
from Peru and Mexico in the 10/66 study.14 Addressing
these knowledge gaps would enable the development of
targeted interventions and strategies to understand and
effectively manage the heterogeneity in depressive dis-
order prevalence.”

Our overall results show that levels of HDI, Gini,
and GII strongly relate to the 12-month and current
prevalence of ICD/DSM depressive disorder in the
region as do IHR levels with the current prevalence.
These findings are consistent with evidence from
ecological studies primarily conducted in high-income
countries,18,21 and systematic reviews7,19 with few
LATAM countries included. Our finding of a positive
association between current prevalence of depressive
disorder and context levels of intentional homicide are
also consistent with the elevated prevalence of
depression observed in conflict settings.20 They shed
light on the importance that changes in human devel-
opment, income, and gender inequality, and inten-
tional homicide rates in LATAM possibly had on the
overall prevalence of depressive disorder between 1992
and 2019.

Differences between our findings and previous
research not reporting association24 or reporting a
reversed pattern22 of association between HDI and
prevalence of ICD/DSM depressive disorder shed light
on a specific human development pattern observed for
12-month prevalence of ICD/DSM depressive disorder
in a thirty-year period in LATAM that may be masked in
global cross sectional analyses. It is important to note
these differences may also be partly explained by
methodological differences in design, case definition
and assessment method. The prevalence may be smaller
when using a narrower definition of depressive disorder
(i.e., according to a classification system and assessed
using a clinical interview).

The results of the present study fill a key knowledge
gap about the prevalence of ICD/DSM depressive dis-
order in a highly populous and understudied region of
the world, a region where the mental health of its pop-
ulations has been notably impacted by the COVID-19
pandemic. Combining a comprehensive search strat-
egy, clear inclusion criteria, critical appraisal of studies
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and the use advanced meta-analytic techniques, our
study provides ICD/DSM depressive disorder preva-
lence estimates for LATAM using data from a larger
number of studies than previously systematized, allow-
ing for systematic comparisons within and outside the
region. The analytic strategy to predict prevalence based
on country-level data also provides evidence of the
adverse association of low human development, high
income and gender inequality, and IHR with ICD/DSM
depressive disorder. The results also underscore the
stronger association between Gini and prevalence of
ICD/DSM depressive disorder in the region, compared
to the other macro-level development and violence in-
dicators assessed.

This study has several limitations. First, the het-
erogeneity across meta-analyses was high despite the
effort invested in the methodological homogeneity of
included studies and the strict inclusion criteria. Sec-
ond, the absence of data from 13 LATAM countries
(representing 21% of the region’s population) limits
the generalizability of our findings to the whole Central
America subregion and the LATAM region in general.
Unrepresented countries of LATAM have, on average,
lower levels of income, expenditure on mental health,
human development (i.e., HDI), income inequality
(i.e., Gini), and violence (i.e., IHR) and higher gender
inequality (i.e., GII) than represented countries, high-
lighting existing regional differences (Supplementary
pp 35, 52). Third, most studies in our review were
conducted in urban settings, which may affect the
generalizability of the results. Compared to urban
communities, rural communities may be systemati-
cally different in characteristics that affect the preva-
lence of depressive disorder, including limited access
to mental health services, lower socioeconomic re-
sources, agricultural or labour-related stressors, social
isolation, and different social norms. Incorporating
rural communities or marginalized populations into
research studies may provide a more accurate charac-
terization of depression in the region. Finally, human
development, inequality and violence were measured at
an aggregate level, so the study’s results cannot be used
for causal relationships and should be carefully inter-
preted at the individual level, to avoid ecological
fallacies.

From a public health perspective, limitations in the
number and geographic spread of population-
representative depressive disorders prevalence studies
in LATAM demonstrate the need for mental health
research capacity building in the region. Research-
generated information about the rates of mental
disorders in LATAM is crucial for governments to
establish the health needs of the population, define
research priorities, improve health policies, track
health progress, and assess the impact of public health
interventions targeted at improving population mental
health.

Contributors
AE and PBJ conceived and designed the project. PBJ and EAU provided
supervision to AE. AE designed the regional grey literature search,
carried out the database searches and the screening process, prepared
data for analyses, provided supervision to DA and research assistants,
drafted the manuscript, administrated the project, and acquired the
funding. DA carried out the grey literature search, provided methodo-
logical guidance and supervision to research assistants, quality scored all
citations, produced figures and contributed to the original manuscript.
JPRM carried out statistical analyses. EAU, RT, and NAC contributed to
the interpretation of the data for the manuscript. PBJ and AE resolved
conflicts regarding the inclusion of studies. All authors reviewed the
study findings, critically revised the manuscript at all stages, and
approved the final version before submission.

AE and DA accessed and verified the data and AE was responsible
for the decision to submit the manuscript.

Data sharing statement
The study protocol is publicly available at PROSPERO,
CRD42019143054. The data used for this meta-analysis will be made
available on request to the corresponding author.

Editor note
The Lancet Group takes a neutral position with respect to territorial
claims in published maps and institutional affiliations.

Declaration of interests
AE, DA and JPRM have received funding from Pfizer Global Medical
Grants (Independent Medical Education Grant 69879319). PBJ has
received an honorarium from MSD for participating in a scientific
advisory board. EAU, NAC and RT declare no competing interests.

Acknowledgements
This work was supported by a competitive Pfizer Independent Grant [
69879319]. We thank the research assistants who assisted with data
selection and extraction from the eligible papers in this review and with
quality assessment of studies: Maria Teresa Ferrari and Rodrigo Beltrán.
We also thank the individuals who provided support in various ways
throughout the conduct of this study, including development of Python
scripts, assistance with locating and interpreting data: Fernando
Huanca, Eduardo Viollier, Pablo Araya, Denise Yates, Diego Roa, Edith
Serfaty (Centro de Estudios Epidemiologicos, Buenos Aires, Argentina),
Javier Saavedra Castillo (Instituto Nacional de Salud Mental-Peru),
Guillermo de la Parra (Pontificia Universidad Católica de Chile).
Assistance in sourcing and verifying data was provided by many in-
dividuals from government, nongovernment, and research organisa-
tions in LATAM, for which we are thankful.

Appendix A. Supplementary data
Supplementary data related to this article can be found at https://doi.
org/10.1016/j.lana.2023.100587.

References
1 Herrman H, Kieling C, McGorry P, Horton R, Sargent J, Patel V.

Reducing the global burden of depression: a Lancet-World Psy-
chiatric Association Commission. Lancet. 2019;393(10189):e42–
e43.

2 GBD 2019 Mental Disorders Collaborators. Global, regional, and
national burden of 12 mental disorders in 204 countries and ter-
ritories, 1990-2019: a systematic analysis for the Global Burden of
Disease Study 2019. Lancet Psychiatry. 2022;9(2):137–150.

3 Santomauro DF, Mantilla Herrera AM, Shadid J, et al. Global
prevalence and burden of depressive and anxiety disorders in 204
countries and territories in 2020 due to the COVID-19 pandemic.
Lancet. 2021;398(10312):1700–1712.

4 Lund C, Brooke-Sumner C, Baingana F, et al. Social determinants
of mental disorders and the Sustainable Development Goals: a
systematic review of reviews. Lancet Psychiatry. 2018;5(4):357–369.

5 Yu S. Uncovering the hidden impacts of inequality on mental
health: a global study. Transl Psychiatry. 2018;8(1):98.

Articles

16 www.thelancet.com Vol 26 October, 2023

I 

https://doi.org/10.1016/j.lana.2023.100587
https://doi.org/10.1016/j.lana.2023.100587
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref1
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref1
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref1
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref1
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref2
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref2
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref2
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref2
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref3
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref3
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref3
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref3
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref4
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref4
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref4
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref5
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref5
www.thelancet.com/digital-health


6 Bromet E, Andrade L, Bruffaerts R, Williams D. Major depres-
sive disorder. In: Scott KM, de Jonge P, Stein DJ, Kessler RC,
eds. Mental disorders around the world: facts and figures from the
WHO world mental health surveys. Cambridge University Press;
2018:41–56.

7 Patel V, Burns JK, Dhingra M, Tarver L, Kohrt BA, Lund C. Income
inequality and depression: a systematic review and meta-analysis of
the association and a scoping review of mechanisms. World Psy-
chiatry. 2018;17(1):76–89.

8 Herba CM, Glover V, Ramchandani PG, Rondon MB. Maternal
depression and mental health in early childhood: an examination of
underlying mechanisms in low-income and middle-income coun-
tries. Lancet Psychiatry. 2016;3(10):983–992.

9 Chang-Quan H, Zheng-Rong W, Yong-Hong L, Yi-Zhou X, Qing-
Xiu L. Education and risk for late life depression: a meta-analysis of
published literature. Int J Psychiatr Med. 2010;40(1):109–124.

10 Esch P, Bocquet V, Pull C, et al. The downward spiral of mental
disorders and educational attainment: a systematic review on early
school leaving. BMC Psychiatry. 2014;14:1–13.

11 Fisher J, Mello MCD, Patel V, et al. Prevalence and determinants of
common perinatal mental disorders in women in low-and lower-
middle-income countries: a systematic review. Bull World Health
Organ. 2012;90:139–149.

12 Luppa M, Sikorski C, Luck T, et al. Age-and gender-specific prev-
alence of depression in latest-life–systematic review and meta-
analysis. J Affect Disord. 2012;136(3):212–221.

13 Prina AM, Stubbs B, Veronese N, et al. Depression and incidence
of frailty in older people from six Latin American countries. Am J
Geriatr Psychiatry. 2019;27(10):1072–1079.

14 Guerra M, Ferri CP, Sosa AL, et al. Late-life depression in Peru,
Mexico and Venezuela: the 10/66 population-based study. Br J
Psychiatry. 2009;195(6):510–515.

15 Johansson L, Guerra M, Prince M, et al. Associations between
depression, depressive symptoms, and incidence of dementia in
Latin America: a 10/66 dementia research group study. J Alzheim
Dis. 2019;69(2):433–441.

16 Peters DH, Garg A, Bloom G, Walker DG, Brieger WR, Hafizur
Rahman M. Poverty and access to health care in developing coun-
tries. Ann N Y Acad Sci. 2008;1136(1):161–171.

17 Zugman A, Alliende Luz M, Medel V, et al. Country-level gender
inequality is associated with structural differences in the brains of
women and men. Proc Natl Acad Sci U S A. 2023;120(20):
e2218782120.

18 Bracke P, Delaruelle K, Dereuddre R, Van de Velde S. Depression
in women and men, cumulative disadvantage and gender inequality
in 29 European countries. Soc Sci Med. 2020;267:113354.

19 Baranyi G, Di Marco MH, Russ TC, Dibben C, Pearce J. The impact
of neighbourhood crime on mental health: a systematic review and
meta-analysis. Soc Sci Med. 2021;282:114106.

20 Charlson F, van Ommeren M, Flaxman A, Cornett J, Whiteford H,
Saxena S. New WHO prevalence estimates of mental disorders in
conflict settings: a systematic review and meta-analysis. Lancet.
2019;394(10194):240–248.

21 Barbalat G, Franck N. Ecological study of the association between
mental illness with human development, income inequalities and
unemployment across OECD countries. BMJ Open. 2020;10(4):
e035055.

22 Shahbazi F, Shahbazi M, Poorolajal J. Association between socio-
economic inequality and the global prevalence of anxiety and
depressive disorders: an ecological study. Gen Psychiatr. 2022;35(3):
e100735.

23 Lim GY, Tam WW, Lu Y, Ho CS, Zhang MW, Ho RC. Prevalence
of depression in the community from 30 countries between 1994
and 2014. Sci Rep. 2018;8(1):2861.

24 Cifuentes M, Sembajwe G, Tak S, Gore R, Kriebel D, Punnett L.
The association of major depressive episodes with income
inequality and the human development index. Soc Sci Med.
2008;67(4):529–539.

25 Shorey S, Ng ED, Wong CHJ. Global prevalence of depression and
elevated depressive symptoms among adolescents: a systematic
review and meta-analysis. Br J Clin Psychol. 2022;61(2):287–305.

26 Inter-American Development Bank. The inequality crisis: Latin
America and the caribbean at the crossroads. Busso M, Messina J.
Washington, DC. 2020.

27 Chioda L. Stop the violence in Latin America: a look at prevention from
cradle to adulthood. Washington, DC: World Bank; 2017.

28 Ruano AL, Rodríguez D, Rossi PG, Maceira D. Understanding
inequities in health and health systems in Latin America and the
Caribbean: a thematic series. Int J Equity Health. 2021;20(1):94.

29 Wagstaff A, Dmytraczenko T, Almeida G, et al. Assessing Latin
America’s progress toward achieving universal health coverage.
Health Aff. 2015;34(10):1704–1712.

30 Atun R, de Andrade LO, Almeida G, et al. Health-system reform
and universal health coverage in Latin America. Lancet.
2015;385(9974):1230–1247.

31 Moloney A. Latin America faces hurdles in health research. Lancet.
2009;374(9695):1053–1054.

32 Razzouk D, Gallo C, Olifson S, et al. Challenges to reduce the ’10/
90 gap’: mental health research in Latin American and Caribbean
countries. Acta Psychiatr Scand. 2008;118(6):490–498.

33 Cía AH, Stagnaro JC, Aguilar Gaxiola S, et al. Lifetime prevalence
and age-of-onset of mental disorders in adults from the argentinean
study of mental health epidemiology. Soc Psychiatry Psychiatr Epi-
demiol. 2018;53(4):341–350.

34 Stagnaro JC, Cía AH, Aguilar Gaxiola S, et al. Twelve-month
prevalence rates of mental disorders and service use in the
Argentinean Study of Mental Health Epidemiology. Soc Psychiatry
Psychiatr Epidemiol. 2018;53(2):121–129.

35 Vicente B, Rioseco P, Saldivia S, Kohn R, Torres S. Prevalencia de
trastornos psiquiátricos en Latinoamérica: revisión crítica. Rev
Colomb Psiquiatr. 2005;XXXIV(4):506–514.

36 Cárdenas E, Vicente B. Epidemiology of psychiatric morbidity in
Latin America. Gaceta Médica Espirituana. 2020;22(3):160–174.

37 Kohn R, Ali A, Puac-Polanco V, et al. Mental health in the Amer-
icas: an overview of the treatment gap. Rev Panam Salud Publica.
2018;42:e165.

38 Silva MT, Galvao TF, Martins SS, Pereira MG. Prevalence of
depression morbidity among Brazilian adults: a systematic review
and meta-analysis. Braz J Psychiatry. 2014;36(3):262–270.

39 Steel Z, Marnane C, Iranpour C, et al. The global prevalence of
common mental disorders: a systematic review and meta-analysis
1980-2013. Int J Epidemiol. 2014;43(2):476–493.

40 Moreno-Agostino D, Wu Y-T, Daskalopoulou C, Hasan MT,
Huisman M, Prina M. Global trends in the prevalence and inci-
dence of depression:a systematic review and meta-analysis. J Affect
Disord. 2021;281:235–243.

41 Baxter AJ, Scott KM, Ferrari AJ, Norman RE, Vos T, Whiteford HA.
Challenging the myth of an "epidemic" of common mental disor-
ders: trends in the global prevalence of anxiety and depression
between 1990 and 2010. Depress Anxiety. 2014;31(6):506–516.

42 Gutiérrez-Rojas L, Porras-Segovia A, Dunne H, Andrade-
González N, Cervilla JA. Prevalence and correlates of major
depressive disorder: a systematic review. Braz J Psychiatry.
2020;42(6):657–672.

43 Ferrari AJ, Somerville AJ, Baxter AJ, et al. Global variation in the
prevalence and incidence of major depressive disorder: a systematic
review of the epidemiological literature. Psychol Med.
2013;43(3):471–481.

44 Errazuriz A, Crisostomo N. Prevalence of depression in Latin
America and the Caribbean: protocol for a systematic review and
meta-analysis. JBI Evid Synth. 2020;19(1):201–207.

45 Stroup DF, Berlin JA, Morton SC, et al. Meta-analysis of observa-
tional studies in epidemiology a proposal for reporting. JAMA.
2000;283(15):2008–2012.

46 Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020
statement: an updated guideline for reporting systematic reviews.
BMJ. 2021;372:n71.

47 Munn Z, Moola S, Riitano D, Lisy K. The development of a critical
appraisal tool for use in systematic reviews addressing questions of
prevalence. Int J Health Pol Manag. 2014;3(3):123–128.

48 Riley RD, Higgins JP, Deeks JJ. Interpretation of random effects
meta-analyses. BMJ. 2011;342:d549.

49 Nyaga VN, Arbyn M, Aerts M. Metaprop: a Stata command to
perform meta-analysis of binomial data. Arch Publ Health.
2014;72(1):39.

50 Clopper CJ, Pearson ES. The use of confidence or fiducial limits
illustrated in the case of the binomial. Biometrika. 1934;26(4):404–
413.

51 Brown LD, Cai TT, DasGupta A. Interval estimation for a binomial
proportion. Stat Sci. 2001;16(2):101–117.

52 Stata Corp. Stata statistical software: release 16. College Station, TX:
StataCorp LP; 2013.

Articles

www.thelancet.com Vol 26 October, 2023 17

I 

http://refhub.elsevier.com/S2667-193X(23)00161-8/sref6
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref6
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref6
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref6
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref6
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref7
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref7
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref7
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref7
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref8
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref8
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref8
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref8
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref9
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref9
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref9
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref10
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref10
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref10
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref11
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref11
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref11
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref11
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref12
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref12
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref12
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref13
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref13
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref13
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref14
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref14
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref14
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref15
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref15
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref15
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref15
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref16
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref16
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref16
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref17
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref17
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref17
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref17
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref18
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref18
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref18
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref19
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref19
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref19
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref20
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref20
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref20
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref20
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref21
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref21
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref21
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref21
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref22
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref22
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref22
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref22
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref23
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref23
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref23
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref24
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref24
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref24
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref24
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref25
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref25
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref25
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref26
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref26
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref26
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref27
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref27
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref28
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref28
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref28
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref29
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref29
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref29
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref30
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref30
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref30
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref31
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref31
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref32
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref32
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref32
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref33
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref33
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref33
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref33
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref34
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref34
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref34
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref34
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref35
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref35
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref35
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref36
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref36
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref37
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref37
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref37
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref38
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref38
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref38
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref39
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref39
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref39
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref40
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref40
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref40
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref40
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref41
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref41
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref41
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref41
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref42
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref42
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref42
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref42
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref43
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref43
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref43
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref43
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref44
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref44
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref44
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref45
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref45
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref45
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref46
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref46
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref46
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref47
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref47
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref47
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref48
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref48
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref49
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref49
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref49
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref50
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref50
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref50
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref51
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref51
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref52
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref52
www.thelancet.com/digital-health


53 Whitehead A, Whitehead J. A general parametric approach to the
meta-analysis of randomized clinical trials. Stat Med.
1991;10(11):1665–1677.

54 Andrade L, Caraveo-Anduaga JJ, Berglund P, et al. The epidemi-
ology of major depressive episodes: results from the International
Consortium of Psychiatric Epidemiology (ICPE) Surveys. Int J
Methods Psychiatr Res. 2003;12(1):3–21.

55 Andrade L, Walters EE, Gentil V, Laurenti R. Prevalence of ICD-10
mental disorders in a catchment area in the city of São Paulo,
Brazil. Soc Psychiatry Psychiatr Epidemiol. 2002;37(7):316–325.

56 Andrade LH, Wang YP, Andreoni S, et al. Mental disorders in
megacities: findings from the São Paulo megacity mental health
survey, Brazil. PLoS One. 2012;7(2):e31879.

57 Araya R, Rojas G, Fritsch R, Acuña J, Lewis G. Common mental
disorders in Santiago, Chile: prevalence and socio-demographic
correlates. Braz J Psychiatry. 2001;178:228–233.

58 Caraveo-Anduaga J, Colmenares E, Saldivar G. Morbilidad psi-
quiátrica en la ciudad de México: prevalencia y comorbilidad a lo
largo de la vida/Psychiatric morbility in Mexico City: prevalence
and comorbidity during life time. Salud Ment.
1999;22(Supl):62–67.

59 Caraveo-Anduaga J, Colmenares E, Saldivar G. Estudio clínico-
epidemiológico de los trastornos depresivos. Salud Ment. 1999;22.

60 Caraveo-Anduaga J, Colmenares-Bermúdez E. Los trastornos psi-
quiátricos y el abuso de sustancias en México: panorama epi-
demiológico. Salud Ment. 2002;25:9–15.

61 Fiestas F, Piazza M. [Lifetime prevalence and age of onset of mental
disorders in Peru: results of the World Mental Health Study, 2005].
Rev Peru Med Exp Salud Pública. 2014;31(1):39–47.

62 Gallo EAG, De Mola CL, Wehrmeister F, Gonçalves H, Kieling C,
Murray J. Childhood maltreatment preceding depressive disorder
at age 18 years: a prospective Brazilian birth cohort study. J Affect
Disord. 2017;217:218–224.

63 Gomes AP, Soares ALG, Kieling C, Rohde LA, Gonçalves H.
Mental disorders and suicide risk in emerging adulthood: the 1993
Pelotas birth cohort. Rev Saude Publica. 2019;53:96.

64 Gómez-Restrepo C, Bohórquez A, Pinto Masis D, Gil Laverde JF,
Rondón Sepúlveda M, Díaz-Granados N. [The prevalence of and
factors associated with depression in Colombia]. Rev Panam Salud
Publica. 2004;16(6):378–386.

65 Gómez-Restrepo C, Tamayo N, Bohórquez A, et al. [Depression and
anxiety disorders and associated factors in the adult Colombian
population, 2015 National Mental Health Survey]. Rev Colomb Psi-
quiatr. 2016;45(Suppl 1):58–67.

66 Jaen-Varas D, Mari Jde J, Coutinho Eda S, et al. A cross-sectional
study to compare levels of psychiatric morbidity between young
people and adults exposed to violence in a large urban center. BMC
Psychiatry. 2016;16:134.

67 Jansen K, Campos Mondin T, Azevedo Cardoso T, et al. Quality of
life and mood disorder episodes: community sample. J Affect Dis-
ord. 2013;147(1-3):123–127.

68 Loret de Mola C, Horta B, Gonçalves H, et al. Breastfeeding and
mental health in adulthood: a birth cohort study in Brazil. J Affect
Disord. 2016;202:115–119.

69 Medina-Mora ME, Borges G, Benjet C, Lara C, Berglund P. Psy-
chiatric disorders in Mexico: lifetime prevalence in a nationally
representative sample. Braz J Psychiatry. 2007;190:521–528.

70 Medina-Mora ME, Borges G, Lara C, et al. Prevalence, service use,
and demographic correlates of 12-month DSM-IV psychiatric dis-
orders in Mexico: results from the Mexican National Comorbidity
Survey. Psychol Med. 2005;35(12):1773–1783.

71 Medina-Mora ME, Borges G, Lara C, et al. Prevalence of mental
disorders and use of services: results from the Mexican National
Survey of Psychiatric Epidemiology. Salud Ment. 2003;26:1–16.

72 Piazza M, Fiestas F. [Annual prevalence of mental disorders and
use of mental health services in Peru: results of the World Mental
Health Survey, 2005]. Rev Peru Med Exp Salud Pública.
2014;31(1):30–38.

73 Posada-Villa J, Aguilar-Gaxiola S, Magaña CG, Gómez LC. Preva-
lencia de trastornos mentales y uso de servicios: resultados pre-
liminares del Estudio Nacional de Salud Mental. Colombia, 2003.
Rev Colomb Psiquiatr. 2004;33:241–262.

74 Puac-Polanco V, Lopez-Soto V, Kohn R, Xie D, Richmond T,
Branas C. Previous violent events and mental health outcomes in
Guatemala. Am J Public Health. 2015;105(4):764–771.

75 Ribeiro WS, Mari Jde J, Quintana MI, et al. The impact of epidemic
violence on the prevalence of psychiatric disorders in Sao Paulo and
Rio de Janeiro, Brazil. PLoS One. 2013;8(5):e63545.

76 Salgado de Snyder V, Díaz-Pérez M. Los trastornos afectivos en la
población rural = Affective disorders in the rural population. Salud
Ment. 1999;22(No. Esp):68–74.

77 Slone LB, Norris FH, Murphy AD, et al. Epidemiology of major
depression in four cities in Mexico. Depress Anxiety.
2006;23(3):158–167.

78 Torres de Galvis Y, Agudelo-Martínez A, Sierra-Hincapié G, Salas-
Zapata C. Prevalencia de trastornos mentales en población general
del municipio de Itagüí (Colombia), 2012. CES Medicina.
2014;28:49–60.

79 Viana MC, Andrade LH. Lifetime prevalence, age and gender dis-
tribution and age-of-onset of psychiatric disorders in the São Paulo
Metropolitan Area, Brazil: results from the São Paulo megacity
mental health survey. Braz J Psychiatry. 2012;34(3):249–260.

80 Vicente B, Kohn R, Rioseco P, Saldivia S, Baker C, Torres S. Pop-
ulation prevalence of psychiatric disorders in Chile: 6-month and 1-
month rates. Braz J Psychiatry. 2004;184:299–305.

81 Vicente B, Kohn R, Rioseco P, Saldivia S, Levav I, Torres S. Lifetime
and 12-month prevalence of DSM-III-R disorders in the Chile
psychiatric prevalence study. Am J Psychiatry. 2006;163(8):1362–
1370.

82 Vorcaro CM, Lima-Costa MF, Barreto SM, Uchoa E. Unexpected
high prevalence of 1-month depression in a small Brazilian com-
munity: the Bambuí Study. Acta Psychiatr Scand. 2001;104(4):257–
263.

83 Kessler RC, Birnbaum HG, Shahly V, et al. Age differences in the
prevalence and co-morbidity of DSM-IV major depressive episodes:
results from the WHO World Mental Health Survey Initiative.
Depress Anxiety. 2010;27(4):351–364.

84 Medina-Mora ME, Borges G, Lara C, et al. The Mexican National
Comorbidity Survey (M-NCS): overview and results. In: Kessler R,
Üstün T, eds. The WHO world mental health surveys global perspec-
tives on the epidemiology of mental disorders. United Kingdom:
Cambridge University Press; 2008:144–165.

85 Ministerio de Salud (MINSAL). Informe Encuesta Nacional de Salud
2016-2017. Salud Mental 1: trastorno del ánimo: depresión y bipolar-
idad I y II. Ministerio de Salud; 2018. Retrieved from: http://epi.
minsal.cl/wp-content/uploads/2021/08/Informe_Trastornos_del_
Animo_ENS_2016_17.pdf. Accessed March 1, 2022.

86 Dirección Territorial de Salud de Caldas. Trastornos Mentales y por
Consumo de Sustancias en el Departamento de Caldas. Editorial
Universidad de Caldas; 2010. Retrieved from: http://www.bibliot
eca.cij.gob.mx/Archivos/Materiales_de_consulta/Drogas_de_Abuso/
Articulos/trastornosmentalessustanciasdepartamentocaldas.pdf.

87 Torres de Galvis Y, Castaño G, Sierra G, Salas C, Bareño J. Estudio
de Salud Mental Medellín 2019. Medellín, Colombia: Editorial CES;
2020.

88 Torres de Galvis Y, Restrepo D, Castaño G, et al. Estudio Poblacional
de Salud Mental Sabaneta 2018. Medellín Colombia: Editorial CES;
2018.

89 Torres de Galvis Y, Restrepo D, Castaño G, et al. Estudio Poblacional
de Salud Mental Envigado 2017. Medellín Colombia: Editorial CES;
2018.

90 Instituto Especializado de Salud Mental (Números 1 y 2). Estudio
Epidemiológico Metropolitano de Salud 2002. vol. XVIII2002;vol.
XVIII. Peru: Anales de Salud Mental; 2002. Retrieved from: http://
www.insm.gob.pe/investigacion/archivos/estudios/2002-ASM-EESM-
M/files/res/downloads/book.pdf.

91 Instituto Especializado de Salud Mental (Números 1 y 2). Estudio
Epidemiológico de Salud Mental en La Sierra Peruana 2003. vol.
XIX2003;vol. XIX. Peru: Anales de Salud Mental; 2003. Retrieved
from https://www.insm.gob.pe/investigacion/archivos/estudios/
2003-ASM-EESM-SP/files/res/downloads/book.pdf.

92 Instituto Especializado de Salud Mental (Números 1 y 2). Estudio
Epidemiológico en Salud Mental en la Selva Peruana 2004. vol.
XXI2005;vol. XXI. Peru: Anales de Salud Mental; 2005. Retrieved
from https://www.insm.gob.pe/investigacion/archivos/estudios/
2004-ASM-EESM-SP/files/res/downloads/book.pdf.

93 Instituto Especializado de Salud Mental (Números 1 y 2). Estudio
Epidemiológico de Salud Mental en Fronteras 2005. vol. XXII2006;vol.
XXII. Peru: Anales de Salud Mental; 2006. Retrieved from: https://
www.insm.gob.pe/investigacion/archivos/estudios/2005-ASM-EESM-
F/files/res/downloads/book.pdf.

94 Instituto Especializado de Salud Mental (Números 1 y 2). Estudio
Epidemiológico de Salud Mental en la Costa Peruana 2006. vol.
XXIII2007;vol. XXIII. Peru: Anales de Salud Mental; 2007.
Retrieved from: https://www.insm.gob.pe/investigacion/archivos/
estudios/2006-ASM-EESM-CP/files/res/downloads/book.pdf.

Articles

18 www.thelancet.com Vol 26 October, 2023

I 

http://refhub.elsevier.com/S2667-193X(23)00161-8/sref53
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref53
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref53
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref54
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref54
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref54
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref54
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref55
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref55
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref55
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref56
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref56
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref56
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref57
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref57
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref57
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref58
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref58
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref58
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref58
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref58
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref59
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref59
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref60
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref60
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref60
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref61
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref61
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref61
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref62
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref62
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref62
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref62
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref63
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref63
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref63
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref64
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref64
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref64
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref64
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref65
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref65
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref65
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref65
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref66
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref66
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref66
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref66
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref67
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref67
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref67
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref68
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref68
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref68
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref69
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref69
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref69
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref70
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref70
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref70
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref70
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref71
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref71
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref71
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref72
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref72
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref72
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref72
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref73
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref73
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref73
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref73
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref74
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref74
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref74
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref75
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref75
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref75
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref76
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref76
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref76
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref77
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref77
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref77
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref78
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref78
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref78
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref78
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref79
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref79
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref79
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref79
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref80
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref80
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref80
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref81
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref81
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref81
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref81
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref82
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref82
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref82
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref82
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref83
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref83
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref83
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref83
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref84
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref84
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref84
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref84
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref84
http://epi.minsal.cl/wp-content/uploads/2021/08/Informe_Trastornos_del_Animo_ENS_2016_17.pdf
http://epi.minsal.cl/wp-content/uploads/2021/08/Informe_Trastornos_del_Animo_ENS_2016_17.pdf
http://epi.minsal.cl/wp-content/uploads/2021/08/Informe_Trastornos_del_Animo_ENS_2016_17.pdf
http://www.biblioteca.cij.gob.mx/Archivos/Materiales_de_consulta/Drogas_de_Abuso/Articulos/trastornosmentalessustanciasdepartamentocaldas.pdf
http://www.biblioteca.cij.gob.mx/Archivos/Materiales_de_consulta/Drogas_de_Abuso/Articulos/trastornosmentalessustanciasdepartamentocaldas.pdf
http://www.biblioteca.cij.gob.mx/Archivos/Materiales_de_consulta/Drogas_de_Abuso/Articulos/trastornosmentalessustanciasdepartamentocaldas.pdf
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref87
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref87
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref87
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref88
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref88
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref88
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref89
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref89
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref89
http://www.insm.gob.pe/investigacion/archivos/estudios/2002-ASM-EESM-M/files/res/downloads/book.pdf
http://www.insm.gob.pe/investigacion/archivos/estudios/2002-ASM-EESM-M/files/res/downloads/book.pdf
http://www.insm.gob.pe/investigacion/archivos/estudios/2002-ASM-EESM-M/files/res/downloads/book.pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2003-ASM-EESM-SP/files/res/downloads/book.pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2003-ASM-EESM-SP/files/res/downloads/book.pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2004-ASM-EESM-SP/files/res/downloads/book.pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2004-ASM-EESM-SP/files/res/downloads/book.pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2005-ASM-EESM-F/files/res/downloads/book.pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2005-ASM-EESM-F/files/res/downloads/book.pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2005-ASM-EESM-F/files/res/downloads/book.pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2006-ASM-EESM-CP/files/res/downloads/book.pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2006-ASM-EESM-CP/files/res/downloads/book.pdf
www.thelancet.com/digital-health


95 Instituto Especializado de Salud Mental (Números 1 y 2). Estudio
Epidemiológico de Salud Mental en Lima Rural 2007. vol.
XXIV2008;vol. XXIV. Peru: Anales de Salud Mental; 2008.
Retrieved from: http://www.insm.gob.pe/investigacion/archivos/
estudios/2007-ASM-EESM-LR/files/res/downloads/book.pdf.

96 Instituto Especializado de Salud Mental. Estudio Epidemiológico de
Salud Mental en La Sierra Rural 2008 (Números 1 y 2)
XXV2009;XXV. Peru: Anales de Salud Mental; 2009. Retrieved
from: https://cdn.www.gob.pe/uploads/document/file/389689/
Estudio_epidemiol%C3%B3gico_de_salud_mental_en_la_sierra_
rural_2008._Informe_general20191016-26158-b7ip7w.pdf.

97 Instituto Especializado de Salud Mental (Suplemento 1). Estudio
Epidemiológico de Salud Mental en la ciudad de Abancay 2010. vol.
XXVII2011;vol. XXVII. Peru: Anales de Salud Mental; 2011.
Retrieved from http://www.insm.gob.pe/investigacion/archivos/
estudios/2010-asm-eesm-a/files/res/downloads/book.pdf.

98 Instituto Especializado de Salud Mental (Suplemento 2). Estudio
Epidemiológico de Salud Mental en la Selva Rural 2009. vol.
XXXVIII2012;vol. XXXVIII. Anales de Salud Mental; 2012.
Retrieved from: http://www.insm.gob.pe/investigacion/archivos/
estudios/2009-ASM-EESM-SR.pdf.

99 Instituto Especializado de Salud Mental (Suplemento 1). Estudio
Epidemiológico de Salud Mental en Lima Metropolitana y Callao-
Replicación 2012. vol. XXIX2013;vol. XXIX. Peru: Anales de Salud
Mental; 2013. Retrieved from: http://www.insm.gob.pe/investi
gacion/archivos/estudios/2012%20ASM%20-EESM%20-LM.pdf.

100 Instituto Especializado de Salud Mental (Número 1). Estudio Epi-
demiológico de Salud Mental en la Ciudad de Cerro de Pasco 2013. vol.
XXXII2016;vol. XXXII. Peru: Anales de Salud Mental; 2016.
Retrieved from: https://www.insm.gob.pe/investigacion/archivos/

estudios/2021/Vol%20XXXII%202016%20nro1%20EESM_ciudad
%20de%20Cerro%20de%20Pasco%202013%20(1).pdf.

101 Instituto Especializado de Salud Mental (Número 2). Estudio Epi-
demiológico de Salud Mental en la Ciudad de Huánuco 2013. vol.
XXXII2016;vol. XXXII. Peru: Anales de Salud Mental; 2016.
Retrieved from: https://www.insm.gob.pe/investigacion/archivos/
estudios/2021/Vol%20XXXII%202016%20nro2%20EESM_ciudad
%20de%20Huanuco%202013%20(1).pdf.

102 Instituto Especializado de Salud Mental (Número 2). Estudio Epi-
demiológico de Salud Mental Comparativo Ciudad de Abancay 2010-
2016. vol. XXXV2019;vol. XXXV. Peru: Anales de Salud Mental;
2019. Retrieved from: https://www.insm.gob.pe/investigacion/arch
ivos/estudios/_notes/Vol%20XXXV%202019%20Nro2%20EESM_
comparativo%20ciudad%20de%20Abancay%20%202010-2016.pdf.

103 Ferrari AJ, Charlson FJ, Norman RE, et al. Burden of depressive
disorders by country, sex, age, and year: findings from the global
burden of disease study 2010. PLoS Med. 2013;10(11):e1001547.

104 Patten SB. Performance of the composite international diagnostic
interview short form for major depression in community and
clinical samples. Chron Dis Can. 1997;18(3):109–112.

105 Wosu AC, Gelaye B, Williams MA. History of childhood sexual
abuse and risk of prenatal and postpartum depression or depressive
symptoms: an epidemiologic review. Arch Wom Ment Health.
2015;18:659–671.

106 Fellmeth G, Fazel M, Plugge E. Migration and perinatal mental
health in women from low-and middle-income countries: a sys-
tematic review and meta-analysis. BJOG. 2017;124(5):742–752.

107 Breslau J, Borges G, Tancredi D, et al. Migration from Mexico to the
United States and Subsequent risk for depressive and anxiety disor-
ders: a cross-national study. Arch Gen Psychiatry. 2011;68(4):428–433.

Articles

www.thelancet.com Vol 26 October, 2023 19

I 

http://www.insm.gob.pe/investigacion/archivos/estudios/2007-ASM-EESM-LR/files/res/downloads/book.pdf
http://www.insm.gob.pe/investigacion/archivos/estudios/2007-ASM-EESM-LR/files/res/downloads/book.pdf
https://cdn.www.gob.pe/uploads/document/file/389689/Estudio_epidemiol%C3%B3gico_de_salud_mental_en_la_sierra_rural_2008._Informe_general20191016-26158-b7ip7w.pdf
https://cdn.www.gob.pe/uploads/document/file/389689/Estudio_epidemiol%C3%B3gico_de_salud_mental_en_la_sierra_rural_2008._Informe_general20191016-26158-b7ip7w.pdf
https://cdn.www.gob.pe/uploads/document/file/389689/Estudio_epidemiol%C3%B3gico_de_salud_mental_en_la_sierra_rural_2008._Informe_general20191016-26158-b7ip7w.pdf
http://www.insm.gob.pe/investigacion/archivos/estudios/2010-asm-eesm-a/files/res/downloads/book.pdf
http://www.insm.gob.pe/investigacion/archivos/estudios/2010-asm-eesm-a/files/res/downloads/book.pdf
http://www.insm.gob.pe/investigacion/archivos/estudios/2009-ASM-EESM-SR.pdf
http://www.insm.gob.pe/investigacion/archivos/estudios/2009-ASM-EESM-SR.pdf
http://www.insm.gob.pe/investigacion/archivos/estudios/2012%20ASM%20-EESM%20-LM.pdf
http://www.insm.gob.pe/investigacion/archivos/estudios/2012%20ASM%20-EESM%20-LM.pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2021/Vol%20XXXII%202016%20nro1%20EESM_ciudad%20de%20Cerro%20de%20Pasco%202013%20(1).pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2021/Vol%20XXXII%202016%20nro1%20EESM_ciudad%20de%20Cerro%20de%20Pasco%202013%20(1).pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2021/Vol%20XXXII%202016%20nro1%20EESM_ciudad%20de%20Cerro%20de%20Pasco%202013%20(1).pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2021/Vol%20XXXII%202016%20nro2%20EESM_ciudad%20de%20Huanuco%202013%20(1).pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2021/Vol%20XXXII%202016%20nro2%20EESM_ciudad%20de%20Huanuco%202013%20(1).pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/2021/Vol%20XXXII%202016%20nro2%20EESM_ciudad%20de%20Huanuco%202013%20(1).pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/_notes/Vol%20XXXV%202019%20Nro2%20EESM_comparativo%20ciudad%20de%20Abancay%20%202010-2016.pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/_notes/Vol%20XXXV%202019%20Nro2%20EESM_comparativo%20ciudad%20de%20Abancay%20%202010-2016.pdf
https://www.insm.gob.pe/investigacion/archivos/estudios/_notes/Vol%20XXXV%202019%20Nro2%20EESM_comparativo%20ciudad%20de%20Abancay%20%202010-2016.pdf
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref103
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref103
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref103
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref104
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref104
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref104
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref105
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref105
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref105
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref105
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref106
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref106
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref106
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref107
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref107
http://refhub.elsevier.com/S2667-193X(23)00161-8/sref107
www.thelancet.com/digital-health

	Prevalence of Depressive Disorder in the Adult population of Latin America: a systematic review and meta-analysis
	Let us know how access to this document benefits you.
	Citation Details
	Authors

	Prevalence of depressive disorder in the adult population of Latin America: a systematic review and meta-analysis
	Introduction
	Methods
	Search strategy
	Study selection
	Data extraction and management
	External data sources
	Data synthesis and statistical analysis
	Role of the funding source

	Results
	Study characteristics
	Prevalence of ICD/DSM depressive disorder in the general population of LATAM
	Ecological association between macro-level indicators and prevalence of ICD/DSM depressive disorder in LATAM

	Discussion
	ContributorsAE and PBJ conceived and designed the project. PBJ and EAU provided supervision to AE. AE designed the regional ...
	Data sharing statementThe study protocol is publicly available at PROSPERO, CRD42019143054. The data used for this meta-ana ...
	Editor noteThe Lancet Group takes a neutral position with respect to territorial claims in published maps and institutional ...
	Declaration of interests
	Acknowledgements
	Appendix A. Supplementary data
	References


