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Background: Maternal depression can have
significant repercussions for the health and well-
being of mothers and children. In primarily white
middle-income populations, approximately 15%
of mothers experience depression. Among ethni-
cally and socioeconomically diverse populations,
the prevalence of maternal depression has not
been as well established. However, the highest
rates have been observed among low-income
women. Because information about minority,
underserved women is particularly sparse, we
utilize data from the San Mateo County, Cali-
fornia, Prenatal to Three project to describe the
prevalence and self-recognition of depressive
symptoms among low-income Hispanic mothers
of infants and toddlers.

Method: Telephone interviews of arandom
sample of women who received Medicaid and
gave birth in San Mateo County provided our
sample of 218 nonpregnant Hispanic mothers.
High levels of depressive symptoms were defined
as ascore of = 10 on the Edinburgh Postnatal
Depression Scale (EPDS). We performed de-
scriptive analyses and analyses of variance.

Results: Twenty-three percent of mothers
reported high levels of depressive symptoms.
Half of them recognized a need for help with
depression.

Conclusions: High levels of maternal de-
pressive symptoms were prevalent among the
Hispanic women on Medicaid, but only half of
the women experiencing these symptoms identi-
fied themselves as needing help with depression.
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U nrecognized and untreated depression in people
of all ages, genders, and ethnicities in the United
States is a serious public health problem. Depression is
one of the leading causes of disability and can have long-
term effects not only for the person experiencing the
depression, but aso for those who care for and interact
with that person. Depression in mothers of young chil-
drenis of particular concern, because experts have deter-
mined that maternal depression not only can negatively
impact the woman but may aso have many negative con-
sequences for a child’s development,™® pediatric health
care utilization,” and follow-up with pediatric preventive
practices.®

Many mothers of young children are depressed. It
is estimated that between 10% and 47% of mothers
with young children are depressed.>™ While it is com-
monly accepted that maternal depression is widespread,
the prevalence varies widely depending on differencesin
definitions or diagnostic criteria; age groups of women
and children; and/or ethnic, racial, and socioeconomic
groups. One significant limitation in establishing the ex-
act prevalence is that there have been no large epidemi-
ologic studies of maternal depression in the United
States. Individual studiesare limited to specific socioeco-
nomic or ethnic populations or specific cohorts of women
(i.e., adolescent mothers), and many haverelatively small
sample sizes.
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A second important limitation is that an exact defini-
tion of maternal depression does not exist. Maternal de-
pression may refer to depression experienced by mothers
of children of any age but most often is applied to moth-
ersof children preschool aged or younger. Thus, maternal
depression includes but is not equivalent to postpartum
depression. For the purposes of this study, we will usethe
“traditional” definition of maternal depression, referring
to mothers of children preschool aged or younger who are
experiencing a depression. Another contributing factor to
the wide range of prevalence rates is the varying defini-
tions of depression used in research. Depression may be
narrowly defined, such as meeting the DSM-1V-TR crite-
ria for major depression through a structured clinical in-
terview, or it may be more broadly defined. Most studies
invoke a broader definition, using validated self-report
measures such as the Center for Epidemiologic Studies
Depression Scale (CES-D), Beck Depression Inventory,
or Edinburgh Postnatal Depression Scale (EPDS) to re-
port high levels of depressive symptomatology rather
than a diagnosis of depression. While the meritsand limi-
tations of each of these definitional approaches have been
argued,” self-report measures have the advantages of be-
ing simple and inexpensive to administer aswell asbeing
able to detect mild depressive states that may be particu-
larly important in maternal depression.

A vulnerable group that has been largely ignored is
poor minority mothers of young children. Studies that
describe the prevalence of postpartum or maternal de-
pression among poor, Hispanic women are virtually
nonexistent. Yonkers and colleagues™ described postpar-
tum depression rates among 604 Hispanic women who
were followed in publicly funded inner-city materna
health clinics in Dallas, Tex. They found 35% of women
at 3 weeks postpartum and 26% at 4 weeks postpartum
scored 12 or greater on the EPDS and/or 18 or greater on
the Inventory of Depressive Symptomatology.** Slightly
higher percentages were found among African American
women with rates of 45% and 34%, respectively. When
the definition of postpartum depression was restricted to
DSM-1V criteriafor major depressive disorder and deter-
mined by the Structured Clinical Interview for DSM-1V
(SCID) at 5 weeks postpartum, the rates were between
4.8% and 7.4% for Hispanic women and between 6.8%
and 12.3% for African American women. This study
concluded that the rates of major depressive disorder
among this socioeconomicaly and ethnically diverse
group were not higher than those reported among
Caucasian, middle-class groups.™ In alongitudinal study
of 66 low-income, multiparous Mexican American wo-
men, Martinez-Schallmoser and colleagues™ found 53%
scored 16 or above on the CES-D at 6 weeks postpartum.
Finally, Wolf and colleagues'® found between 34% and
47% of mothersin 3 separate studies (2 in Costa Rica, 1
in Chile) assessed with the CES-D met the cutoff for
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depression (= 16). This study reinforces the cross-cultural
nature of maternal depression and its prevalence among
Hispanic women worldwide.

With the Hispanic community rapidly growing to
become the largest minority group in the United States,
it is particularly important to understand the extent, se-
verity, and effects of maternal depression in this popula-
tion. Research suggests that Hispanic women, particu-
larly Mexican American adolescent girls,*” have higher
rates of depression than non-Hispanic women'® but are
less likely to be identified as depressed.”® In San Mateo
County, California, behavioral risk factor survey data
show that the lifetime prevalence of depression in His-
panicsis 37%, which is higher than the prevalence in the
general population of 25%.% Despite higher prevalence
rates, minorities access mental health services at lower
rates than nonminorities.?2

We utilized data from the 1999-2000 San Mateo
County, California, Prenatal to Three (PTT) parental sur-
vey to describe the prevalence of, and associations with,
maternal depressive symptoms in low-income Hispanic
mothers of children aged 6 to 18 months.

METHOD

Data were originally collected for the San Mateo
County Health Services PTT initiative as part of a pro-
gram evaluation. The PTT program is a county-wide ini-
tiative designed to improve the health care system for
low-income families and children. The program provides
integrated health, mental health, and substance abuse ser-
vices through a comprehensive service model to pregnant
women and mothers of children under 4 years of age.
It includes service coordination with numerous ancillary
services in the public, private, and nonprofit sectors. De-
tails of the program and interventions are described in
the 2002 PTT Initiative evaluation report (San Mateo
County Health Services Prenatal to Three Report; 2002,
San Mateo, Calif.).

Original data were collected between February and
April 2001 through telephone surveys conducted in Span-
ish or English based upon subject preference. To ensure
validity of the survey, the interview was translated into
Spanish and back-translated into English.

Theinitial sampleincluded 1700 women who received
Medicaid and gave birth in San Mateo County between
February 1, 1999, and June 30, 2000. Medicaid records
were used to identify the mother’s most recent phone
number. One thousand names were randomly selected
and 842 eligible subjects identified. Surveyors attempted
to contact 684 women to obtain a sample of 300 women.
Of those contacted (N = 356), 300 were eligible and par-
ticipated in the study, 30 participated in the pilot study,
and the remaining 26 refused or wereineligible. All inter-
views were completed and included in the data set. Ap-
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Table 1. Sample Characteristics of Hispanic Mothers
(N =218)

Variable Value
Age y

Mean (SD) 26.5 (5.6)

Range 16-44
Education, mean (SD), y 8.8 (3.7)
Born outside of the United States, % 89
Self-identified nationality, %

Mexican or Mexican American 78

Other Hispanic or Latino 22
Spanish interview, % 89
Married, % 86
Employed, % 35
Primiparous, % 35
No. of children, mean (SD) 2.11 (1.16)
Premature infant, % 6
Child with health problems at birth, % 13
Index child’s age at interview, %

6-12 mo 40

13-18 mo 58

< 6 mo or age not recorded 2

Figure 1. Low-Income Hispanic Mothers of Young Children
(N = 218) Who Self-Identified as Needing Help With
Depression

Initial Sample
N=218
EPDS =10 EPDS <10
N =50 N =168
(23%) (77%)
Have you thought that

you needed help with
sadness or depression | No | | Yes | | No | | Yes |
since your child was born?

N=23 | [ N=27 | [N=134] [ N=34
(46%) (54%) (80%) (20%)

proval was obtained from the Mills-Peninsula Hospital in-
stitutional review board.

For this study, we limited the sample to biological
mothers of index children aged 6 to 18 months, self-
identified as Hispanic, who were not pregnant during the
interview (N = 218). Pregnant mothers were excluded to
avoid confounding depression during pregnancy with de-
pression during the 6 to 18 months postpartum. We limit-
ed the sample to Hispanic mothers because the cell sizes
for the other ethnic groups were too small to provide reli-
able estimates.

Measures

Telephone survey. The San Mateo County Parental
Survey is a 30-minute telephone interview designed to
evaluate the PTT Program. It was adapted from the Johns
Hopkins University survey of parents participating in
their “Healthy Steps for Young Children Program.”* The
survey uses a skip format where an affirmative answer
leads to another question and a negative answer discontin-
ues the line of questioning.

Depression scale. Depressive symptoms were mea-
sured by the EPDS* It is a 10-item self-report scale
that has been validated in English and Spanish,** as a
telephone screening tool,® in ethnically diverse popula-
tions,** and in community samples.®**% |t was origi-
nally designed to assess depressive symptoms in women
who have recently given birth but has been validated as a
depression screening tool in nonpostpartum women® and
has been used to identify prevalence of depression in
pregnant and postpartum Latino women.* It has a sensi-
tivity of 90% to 100% and a specificity of 78% to 88% for
the identification of major and minor depression with
a cutoff score of 10 or greater.2**2"32 |n the PTT survey,
English® or Spanish?’ versions were given based on the
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subject’s language preference. The EPDS was chosen for
this study because of its validated forms in English and
Spanish, its simplicity, and its validation as a telephone
screening tool.

We utilized demographic data (Table 1), total EPDS
scores, and specific EPDS itemsin our analysis.

Analyses

High maternal depressive symptoms were defined as
an EPDS score of 10 or greater for prevalence estimates.
Percentages were calculated to determine prevalence of
high levels of depressive symptoms, suicidal ideation, and
a history of mental health treatment. Analyses of variance
(ANOVAS) were used to eval uate the rel ationship between
maternal depressive symptoms (mean EPDS scores) and
demographic and child health measures. Self-recognition
of depression was defined as a“yes’ answer to the survey
question, “Have you thought that you needed help with
sadness or depression since your child was born?’

RESULTS

Sample Characteristics

Asshown in Table 1, the sample was comprised of His-
panic mothers primarily in their mid-20s with less than
a high school education. Most were immigrants, married,
and not employed outside the home. Most had older chil-
dren in addition to the index child; more were mothers of
toddlers than of infants.

Prevalence of Maternal Depression

The prevalence of high levels of depressive symptoms
(EPDS score = 10) was 23% (N =50). Of these 50 wo-
men, 54% (N = 27) thought they needed help with sadness
or depression since their child’s birth (Figure 1). When a
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Table 2. Association of Individual Risk Factors to Mean EPDS
Score by ANOVA

EPDS Score, p
Risk Factor Mean (SE) F df Value
Agey
<20 858(1.07) 322 2204 .04*
20-30 5.70 (0.39)
>30 5.78 (0.70)
Education, y
<12 599(0.38) 0.61 1,217 43
=12 5.42(0.61)
Country of origin
United States 561(0.99) 0.05 1,217 .83
Non-United States 5.84 (0.34)
Marital status
Married 570(0.34) 0.73 1,217 .39
Not married 6.48 (0.85)
Employment
Yes (employed/ 5.76(0.53) 0.01 27216 .99
maternity leave)
No (unemployed) 5.85(0.41)
Student or other 5.67 (1.93)
Parity
Primiparous 592(054) 0.06 1,217 .80
Multiparous 5.75 (0.40)
Index child’s age, mo
6-12 591(0.51) 010 1,213 75
13-18 5.70(0.42)
Spanish interview
Yes 588(0.34) 035 1,217 .55
No 5.26 (0.99)
Have you EVER seen
amental health specialist
inyour life?
Yes 7.22(0.83) 337 1,217 .07
No 5.57(0.34)
Prematureinfant or <51b
Yes 6.21(1.27) 010 1,215 75
No 5.80(0.33)
Children < 2 years apart
Yes 6.44(0.81) 0.72 1,217 40
No 5.70(0.35)
Child with health problems
at birth
Yes 479(0.89) 156 1,216 21
No 5.98 (0.34)
Have you thought that you
needed help with sadness
or depression since your
child was born?
Yes 8.75(0.56) 3866 1,217 <.001**
No 4.67 (0.35)
Did your primary doctor or
other health professional
talk with you about these
feelings?
Yes 841(0.96) 024 1,60 .63
No 9.09 (0.91)
Did they refer youto a
mental health specialist?
Yes 12.30(1.37) 1234 1,28 .002**
No 6.37 (0.99)

*Statistically significant at p < .05.

** Statistically significant at p < .01.

Abbreviations: ANOVA = analysis of variance, EPDS = Edinburgh
Postnatal Depression Scale.
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more stringent criterion (EPDS score = 12) was used, 13%
(N = 28) of women met the criteria, and of these 28 wo-
men, 64% (N = 18) answered “yes’ to needing help with
sadness or depression. The mean (SE) EPDS score was
4.67 (0.35) for women who did not identify themselves as
needing help with depression and 8.75 (0.56) for women
who did identify a need for help with depression. Thirty-
two (15%) of the 218 women self-reported a history of
mental health treatment, while 13 (6%) reported suicidal
ideation as defined by answering “quite often” or “some-
times’ to the EPDS question “The thought of harming
myself has occurred to me.”

Relationship of Risk Factors
to Mean Depression Scores

Results of the ANOVAsfor 15 risk factors and their re-
lationship to EPDS scores are listed in Table 2. Adolescent
mothers and mothers who reported that they needed help
for depression or were referred to a specialist had higher
EPDS scores. History of mental health treatment showed
atrend toward predicting high depression scores but was
not statistically significant.

DISCUSSION

This study provides important information about
maternal depressive symptoms among an understudied
population of women—Iow-income, immigrant, Hispanic
mothers of young children. The prevalence of EPDS
scores consistent with clinically significant depressive
symptoms was between 13% and 23%, depending on the
cutoff score used (= 12 and = 10 respectively). Our find-
ings are similar to the prevalence found among young
and lower-income non-Hispanic mothers of young chil-
dren.*** The prevalence of EPDS scores greater than or
equal to 12 (13%) is approximately half that found among
Latina women evaluated with a screening tool in the im-
mediate postpartum month in Dallas, Tex. (26%-35%)."
Thelower rate of depressive symptoms found in our group
may reflect a variety of factors. Because we used data
from San Mateo County, California, which has a county-
wide initiative to improve health care access and to inte-
grate health care services, it is possible that PTT interven-
tions decreased the prevalence of depression at the time
of the survey. Another possibility is that among low-
income Hispanic women, there is a lower prevalence of
depressive symptoms among mothers of children between
6 months and 18 months of age than among mothers of
newborns (3—4 weeks of age). The disparate rates may re-
flect demographic differences in the comparison groups
that can affect rates of depressive symptoms (i.e., age,
marital status, socia support, and/or cultural differences
including acculturation and ethnic identification). Finally,
our study used only EPDS scores as criteria for determin-
ing clinically depressive symptomatology, while Yonkers
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and colleagues* used a cutoff score on 1 of 2 different
screening tools (EPDS or the Inventory of Depressive
Symptomatology), thereby possibly increasing the per-
centage of positive screens. Our study design precluded
testing these hypotheses, but these differences suggest ar-
eas for further study.

Among this group of immigrant, low-income, married,
and unemployed mothers, being an adolescent was the
only demographic factor related to higher depression
scores. Studies of non-Hispanic mothers have found sim-
ilar increased rates of depression among adolescents.®
Adolescent mothers may have additional risk factors, re-
gardless of race or ethnicity, that increase their likelihood
for maternal depression. Because this sample was homo-
geneously low-income, as defined by their Medicaid sta-
tus, and Hispanic, we could not explore the effects of so-
cioeconomic status or ethnicity asindependent risk factors
for maternal depression.

Wefound that only about half (54%) of the women who
were currently experiencing high levels of depressive
symptoms recognized themsel ves as depressed or needing
help with depression. Although this rate is slightly higher
than previous studies in which 44% of women in primary
care® and 32% of women with postpartum depression®
recognized their depression, it is still unacceptably low.
The reason for our relatively higher self-detection rate is
unknown. We hypothesize that a broad question (*Have
you thought that you need help with sadness or depression
since your child was born?") rather than a specific ques-
tion (“Do you feel that you are depressed?’) may be con-
ducive to affirmative answers. Conversely, it isimportant
to note that 20% of women who did not have high levels
of depressive symptoms at the time of assessment did re-
port that they thought they had needed help with depres-
sion sometime during the interim since their child’s birth.
The open nature of the question with regard to the timing
of the need for help with depression “since your child was
born” leads usto believe that some women may have been
depressed and improved with or without treatment prior to
the telephone survey.

Limitations

There are 4 primary limitations of this study: (1) The
sample is restricted to those with telephones. Women
without telephones or who could not be contacted prob-
ably represent a population at greater risk of depression.
(2) The survey was designed to evaluate a program and
was not designed to answer the specific aims of this study.
(3) The EPDS specifically targets feelings during the last
7 days. Thus, these data indicate the mother’s most recent
psychological state, and these states may be transient.
However, the EPDS has been validated in this population
with cutoff scores correlating highly with minor or major
depressive episodes, which are, by definition, not tran-
sient, and therefore likely reflects an accurate estimate of
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the prevalence of clinically depressed women among this
population. (4) The study population was limited to His-
panic women receiving Medicaid. Therefore, the findings
may not be generalizabl e to other populations of Hispanic
women or to hon-Hispanic women.

Contribution of This Study

Most studies of Hispanic mothers are conducted
in clinic populations affiliated with academic institutions,
and the mgjority of studies focus on the immediate post-
partum period. The strengths of this study are its utili-
zation of a random community sample of underserved
women about whom very littleisknown in regard to prev-
aence of maternal depression and its focus on mothers of
older infants and toddlers beyond the 4- to 6-week post-
partum period. It is the beginning of information upon
which to understand the burden of depression among this
population and upon which further research may be de-
signed to evaluate the effects and possible interventions.
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