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Abstract 
Objectives: To examine differences in 
treatment use and preference among 
women with mood disorders based on 
race, ethnicity, and type of health 
insurance. 

Methods: Women (N = 2,877) with 
depression, anxiety, and bipolar 
disorders were surveyed in primary 
care and specialty clinics affiliated 
with the National Network of 
Depression Centers from January 
2018 to December 2020. Logistic 
regression was employed to examine 
the probabilities of Black, White, and 
Hispanic women, who varied on public 
(government-funded) vs private 
insurance, using and preferring 

medication, psychotherapy, or 
complementary treatments. 

Results: Black women had lower odds of 
receiving medications for treatment of all 
mood disorders, while White women had 
higher odds. For example, in treatment of 
depression, the odds ratio (OR) for Black 
women was 0.435 (P = .011), while the OR 
for White women was 2.048 (P = .009). 
Hispanic women had higher odds of 
using complementary treatments than 
other women. For example, in treatment 
of anxiety, their OR was 2.346 (P = .008). 
Across mood disorders, government- 
funded (Medicaid/Medicare) coverage 
was associated with greater use of 
psychotherapy and complementary 
treatments (ORs ranging from 1.529 to 
5.011 ) as well as greater medication use 

for bipolar disorder (OR = 5.805, P = .027). 
Psychotherapy was preferred by the 
majority of all women (55.5%), although 
preferences for other treatments differed 
between racial/ethnic groups. 

Conclusions: Research is needed 
regarding the degree to which clinicians 
are offering varied treatments to 
diverse women with mood disorders 
and how clinicians consider women’s 
preferences. Results highlight the 
necessity for treatment that integrates 
culturally based values and preferences, 
along with policies that ensure treatment 
access for women who are privately 
insured. 
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M ood disorders are common, debilitating 
psychiatric conditions and leading causes of years 
lived with a disability.1 Sex differences in mood 

disorders are well recognized, with women twice as likely 
to experience depression and anxiety as men2 and more 
susceptible to rapid cycling and antidepressant-induced 
rapid cycling bipolar disorder.3 Despite their prevalence 
and impact among women, mood disorder treatment 
rates are not optimal.4,5 Some evidence suggests that 
reduced access to and use of treatment may be 
influenced by race and ethnicity6,7 as well as type of 
health insurance coverage.8,9 

Influence of Race and Ethnicity 
The non-Hispanic White community has typically 

shown higher rates of mental health screening and 
referrals to subsequent treatment compared to other 
racial and ethnic groups.10 For example, the Centers for 

Disease Control and Prevention’s Pregnancy Risk 
Assessment Monitoring Survey demonstrated 
significantly lower mental health treatment access for 
all racial and ethnic minorities compared with White 
women.11 However, White women perceived similar 
barriers to mental health care access and more 
frequently reported cost as a barrier to treatment. Still, 
among women on Medicaid who initiated treatment for 
postpartum depression, White women were more likely 
than Black and Hispanic women to receive follow-up 
care.12 Regarding preferences for treatment of 
depression, White individuals have indicated a 
predilection for medications over talk therapy,13 although 
gender differences were not noted in that study. 

In contrast to White women, Black women are often 
screened for mental health conditions at lower rates, are 
referred for care less often, and experience less evidence- 
based care.14,15 Barriers to Black women receiving 
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services have been identified across system levels, 
including less disclosure of mental health concerns, fear 
and skepticism of the health care system, discriminatory 
mental health screening and treatment, and lack of care 
accessibility (eg, proximity, transportation, cost).16–20 

Black women have frequently noted a preference toward 
nonpharmacologic treatment for their mental health 
concerns.18,19 

Compared to non-Hispanic White people, Hispanic 
individuals often experience significantly lower treatment 
rates for depression and anxiety and are more likely to 
receive inadequate care for bipolar disorder.21,22 

Hispanic women may encounter barriers to accessing and 
utilizing treatment, including lack of health insurance, 
language and acculturation challenges, fears associated 
with immigration and legal systems, discrimination, and 
mental health stigma in Hispanic communities.23–25 A 
study of Hispanic mothers experiencing depression 
found they preferred to first rely on their own resources, 
then formal support systems such as home-visiting 
nurses, followed by behavioral therapy. Medications 
were viewed as acceptable only in severe cases.26 

However, health care discrimination has been associated 
with Hispanics’ preference for medications over 
psychotherapy.27 

The Influence of Health Insurance 
Health care in the US is funded primarily by either 

private or public (federal or state government) insurance. 
Private health insurance plans (eg, employer-sponsored 
or purchased directly from insurance companies) are 
often viewed as offering more comprehensive coverage of 
medical services, elective treatments, and specialized 
care as well as access to a broader network of care 
providers. However, public health insurance in the US 
(eg, government-funded Medicaid and Medicare) exists 
to ensure that every individual has access to health care 
services, regardless of their financial circumstances. 

Expanding insurance coverage to increase treatment 
access has been a major policy and research focus.28 As 
the largest provider of coverage in the country, Medicaid 
primarily funds health care services to children and 
adults with limited incomes and resources.29 Medicare is a 
US government-funded insurance program for 

individuals 65 years of age and older, as well as for 
certain younger people with disabilities.30 Research has 
shown that both Medicaid and Medicare expansion can 
improve access to care, diagnosis, and treatment for 
persons with depression,31–33 even in locations where 
shortages of mental health professionals exist.34 

However, expansion of government-funded care has not 
always enhanced behavioral health treatment.35,36 

When comparing private and public insurance, some 
research indicates that type of coverage has no effect on 
treatment for young adults who are depressed.37 In other 
research, individuals who were publicly insured had 
greater access to mental health specialists than did the 
privately insured.38,39 This finding is supported by data 
from the National Alliance on Mental Illness, noting that 
private health plans typically offer fewer mental health 
services than Medicaid or public health programs (www. 
nami.org). 

Study Purpose 
Although treatments commonly used for mood 

disorders are known, less is understood about how factors 
such as race, ethnicity, and health insurance coverage 
influence treatment utilization among women. Women 
from Hispanic and Black communities, or with limited 
insurance coverage, may face disparities in treatment for 
their mood disorders. Further, almost nothing is known 
about the preferences for type of treatment among women 
from different racial and ethnic groups. The purpose of 
this study was to examine treatment use and treatment 
preferences in a diverse sample of women with mood 
disorders (depression, bipolar disorder, anxiety) 
recruited from different primary care and specialty 
settings. Based on limited research to date, we 
hypothesized that (1) Black and Hispanic women will 
report less use of all types of mental health treatment 
relative to White women, (2) women whose care is 
covered by government-funded insurance will use more 
types of all mental health treatment than those with 
private insurance, and (3) racial and ethnic groups will 
differ in their preferences for type of mental health 
treatment. 

METHODS 

Data Collection 
Women 18 years of age and older were recruited 

from 17 clinics in obstetrics-gynecology (OB/GYN), 
primary care, and psychiatry that were affiliated with 
the National Network of Depression Centers (NNDC). 
Survey collection was approved by the institutional 
review board (IRB) of each participating institution or 
given waivers by the IRB if the surveys were 
anonymous, including no personally identifiable 
information. 

Clinical Points 
• Little is known about how race, ethnicity, and type of health 

insurance may influence women’s use of and preference 
for treatment of mood disorders. However, we found these 
factors to be significant. 

• Clinicians may enhance the likelihood that women will use 
and adhere to treatment if they consider women’s views of 
the pros, cons, and feasibility of various treatment 
approaches. 
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Data used for this analysis were collected as part of a 
larger study in which participants completed a self-report 
questionnaire developed by the Women and Mood 
Disorders Research Group of the NNDC.40 Women did 
not receive reimbursement for completing the survey. 
While a few sites used paper questionnaires, most 
entered data directly from mobile or other devices to a 
Research Electronic Data Capture (REDCap) platform 
housed at the University of California, San Francisco 
Data Coordinating Center. 

One set of questions involved demographic 
information. Available data on race and ethnicity allowed 
for assessment of Black/African American, White/ 
European American, and Hispanic/Latina women. Data 
distinguished women covered by either private insurance 
or government-supported insurance (Medicare/ 
Medicaid). A second set of questions identified diagnoses 
and treatment women received for depression, bipolar 
depression, and anxiety. Women reported any 
diagnosis they were given by a health provider for a 
mental health disorder (eg, major depressive disorder) 
and selected from a list the specific type(s) of 
treatment they received for that mental disorder. 
Options for treatment received were (1) counseling or 
talk therapy, (2) prescription medications, or (3) 
complementary/integrative approaches such as 
support groups, meditation, spiritual/religious 
counseling, stress reduction, or self-help. The final set 
of questions acquired data on women’s treatment 
preferences. Participants were asked to identify which 
type of treatment they preferred from the following 
options: (1) counseling/talk therapy, (2) 
medications, (3) video teletherapy, (4) support groups, 
or (5) complementary/integrative approaches (eg, 
stress reduction, diet, yoga). Participants were asked 
to select their first and second preferences. Because 
many participants selected only 1 type of treatment, 
their primary preference was used in analysis. 

Data Analysis 
We employed logistic regression to examine the 

association of race, ethnicity, and health care insurance 
coverage to the type of treatment women received. In 
separate models, receipt (or not) of each type of 
treatment was the categorical dependent variable, with 
race, ethnicity, and health insurance being the predictors 
while adjusting for one another. We also used logistic 
regression to examine whether race and ethnicity 
predicted women’s preference for each type of 
treatment. These regressions examined treatment 
preference overall and were not linked to treatment of a 
particular disorder. Chi-square tests were also employed 
to evaluate differences in the frequency with which 
women of a specific racial or ethnic group preferred each 
type of treatment in contrast to other women. Age was 
considered as a potential covariate in our models, but it 

had no association to type of treatment used (odds ratios 
[ORs] = 0.97–1.00) or preference for any treatment 
(ORs = 0.99–1.00). We used IBM SPSS Statistics 
(Version 29) for analyses and evaluated all tests of 
significance with a 2-sided α of 0.05. 

RESULTS 

Sample Characteristics 
Table 1 shows demographic and clinical 

characteristics for our sample of 2,877 women, recruited 
from 3 clinical settings (OB/GYN, primary care, and 
psychiatry) across 17 sites. 79.8 percent were enrolled 
from obstetrics and gynecology, 18% from primary care, 
and 2.2% from psychiatry. Women had a mean age of 
39.44 years (14.16), with a range from 18 to 90 years. 
65.2% of the sample was White/European American, 
14.8% was Black/African American, and 9.4% was 
Hispanic/Latina. 56% of the women were married or in a 
committed relationship. 65.2% of the participants had a 
bachelor’s degree or higher. The health care of 78.8% 
(n = 2,267) of women was covered by private insurance 
while the remaining 21.2% (n = 610) were covered by 
Medicare or Medicaid. 

Table 1. 
Characteristics of the Sample (N = 2,877) 
Variable N Percent 
Race/ethnicitya 

White/European American 1,875 65.2 
Black/African American 426 14.8 
Hispanic/Latina 270 9.4 
Other ancestry or mixed race 306 10.6 

Reproductive status 
Menstruation 1,553 54.0 
Pregnancy 288 10.0 
Postpartum 115 4.0 
Menopause 921 32.0 

Relationship status 
Single 691 24.0 
Married/partnered 1,611 56.0 
Separated/divorced/widowed 575 20.0 

Education 
High school or less 529 18.4 
Associate degree 472 16.4 
Bachelor’s degree 938 32.6 
Advanced degree 938 32.6 

Clinical setting where recruited 
Obstetrics/gynecology 2,296 79.8 
Primary care 518 18.0 
Psychiatry 63 2.2 

Depression (PHQ-9), screened positive 561 19.5 
Anxiety (GAD-7), screened positive 768 26.7 

aWhite and Black women are all non-Hispanic. 
Abbreviations: GAD-7 = Generalized Anxiety Disorder-7, PHQ-9 = Patient Health 

Questionnaire-9. 
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The mean depression score for women on the Patient 
Health Questionnaire-9 was 5.39 (5.59), indicating mild 
depression on average. However, 19.5% met the cutoff of 
10 for clinically significant depression, and 7.3% were in 
the range indicating moderately severe or severe 
depression. The mean score on the Generalized Anxiety 
Disorder Scale-7 was 5.36 (5.37), reflecting mild anxiety 
on average. 26.7% of women met the cutoff for clinically 
significant anxiety, with 9% scoring in the range of 
severe anxiety. 

Treatment by Race and Ethnicity 
Table 2 shows data for reported use of psychotherapy 

by women of different racial and ethnic groups. Black 
women in treatment for bipolar disorder had an 
approximately 80% decrease in their odds of undergoing 
psychotherapy than other women (OR = 0.207). In 
contrast, White women with bipolar disorder had 
3 times greater odds of being in psychotherapy 
(OR = 3.11). Race and ethnicity were not associated with 
the probability of psychotherapy use in treatment of 
depression or anxiety. 

However, as shown in Table 3, Black women had 
significantly decreased odds of using medications than 
other women for depression (OR = 0.435), bipolar 
disorder (OR = 0.134), and anxiety (OR = 0.379). White 
women had the opposite effect, with increased odds of 
using medication for all 3 disorders, ranging from 2.05 
(OR = 2.048) times greater odds for depression to 
3.89 greater odds (OR = 3.885) of medication use for 
bipolar disorder than other women. 

For complementary/alternative approaches, 
effects were found specifically for Hispanic women 
(Table 4). They had significantly greater odds of using 
these approaches for treatment of both depression 

(OR = 1.66) and anxiety (OR = 2.34) than other 
women. 

Treatment by Health Care Coverage 
Across mood disorders, women whose care was 

covered by Medicare or Medicaid had increased odds of 
engaging in various treatments than women with private 
insurance. The effects were especially strong for bipolar 
disorder where women with government-supported 
insurance (Medicare/Medicaid) had 5.01 times greater 
odds of psychotherapy (Table 2) and 5.80 times greater 
odds of medication use (Table 3) than women with private 
insurance. Women supported by government health 
insurance also had greater odds of using psychotherapy 
and complementary/alternative approaches for both 
depression and anxiety than women covered by private 
insurance. As shown in Tables 2 and 4, their odds were 
2.68 and 2.16 times greater for depression and 1.96 and 
1.53 greater for anxiety. 

Preference for Treatments by Race and 
Ethnicity 

As shown in Figure 1, the preferred choice for 
treatment of their mood-related problems was 
psychotherapy across all racial and ethnic groups 
(N = 1,597; 55.5% of women overall). Hispanic women 
indicated a slightly greater preference for psychotherapy 
(64.1%) than other women, although this differential 
effect by ethnicity was not significant. White women 
(27%) had 2.13 times greater odds of preferring 
medication than other women (B = 0.79, OR = 2.13, 
P = .006; see Table 5). Chi-square analysis reinforced 
this finding, indicating that the frequency with which 
White women preferred medication as a treatment was 
significantly higher than for other women (χ2 = 16.40, 

Table 2. 
Odds of Receiving Psychotherapy for Treatment of Mood 
Disorders by Race/Ethnicity and Type of Health Care Coverage 

B SE OR P value 95% CI 
Depression 

Black –0.178 0.49 0.837 .719 0.317–2.209 
Hispanic 0.467 0.50 1.596 .351 0.598–4.257 
White 0.326 0.40 1.386 .422 0.625–3.071 
Medicaid/Medicare (vs private insurance) 0.986 0.33 2.679 .003 1.402–5.120 

Bipolar disorder 
Black –1.574 0.74 0.207 .034 0.048–0.889 
Hispanic –0.131 0.77 0.877 .866 0.192–4.002 
White 1.135 0.58 3.111 .050 1.100–9.689 
Medicaid/Medicare (vs private insurance) 1.612 0.71 5.011 .024 1.240–10.250 

Anxiety 
Black –0.269 0.56 0.764 .635 0.252–2.319 
Hispanic 0.153 0.43 1.166 .722 0.501–2.714 
White –0.068 0.46 0.934 .884 0.375–2.326 
Medicaid/Medicare (vs private insurance) 0.671 0.30 1.957 .027 1.080–3.545 
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P = .001). In addition, although not one of their strongest 
preferences as a group (favored by 5.8%), Black women 
had 3.62 times greater odds of preferring support groups 
than other women (B = 1.29, OR = 3.62, P = .006). Chi- 
square results also showed that Black women had a 
significantly higher frequency of preferring support 
groups than did other women (χ2 = 7.903, P = .005). 
Likewise, although selected by a small percent overall 
(4.3%), Hispanic women had approximately 3½ times 
greater odds of preferring teletherapy than did Black and 
White women (B = 1.25, OR = 3.48, P = .027). Chi- 
square analysis affirmed that Hispanic women more 
frequently selected teletherapy as their preference than 
did other women (χ2 = 3.699, P = .05). 

DISCUSSION 

Across mood disorders, Black women were less likely 
to have used medication, while White women were more 
likely to have used it. Black women were also less likely 
to have been in psychotherapy for bipolar disorder in 
contrast to White women. Hispanic women reported 
significantly greater use of complementary approaches 
for depression and anxiety than other women. In 
contrast to women with private insurance, women 
covered by Medicare or Medicaid had increased odds of 
using psychotherapy for all mood disorders, 
complementary approaches for depression and anxiety, 
and medications for bipolar disorder. While all groups of 

Table 3. 
Odds of Receiving Medications for Treatment of Mood Disorders 
by Race/Ethnicity and Type of Health Care Coverage 

B SE OR P value 95% CI 
Depression 

Black –0.832 0.33 0.435 .011 0.229–0.827 
Hispanic 0.308 0.46 1.361 .506 0.548–3.379 
White 0.717 0.27 2.048 .009 1.200–3.495 
Medicaid/Medicare (vs private insurance) 0.322 0.27 1.380 .243 0.803–2.371 

Bipolar disorder 
Black -2.009 0.71 0.134 .005 0.033–0.543 
Hispanic 1.374 1.11 3.951 .217 0.447–14.947 
White 1.357 0.59 3.885 .021 1.224–12.335 
Medicaid/Medicare (vs private insurance) 1.759 0.81 5.805 .027 1.191–18.282 

Anxiety 
Black –0.970 0.36 0.379 .007 0.188–0.764 
Hispanic –0.052 0.40 0.950 .898 0.430–2.099 
White 0.958 0.28 2.605 .001 1.486–4.568 
Medicaid/Medicare (vs private insurance) 0.586 0.31 1.797 .057 0.982–3.290 

Table 4. 
Odds of Using Complementary or Alternative Approaches for 
Treatment of Mood Disorders by Race/Ethnicity and Type of 
Health Care Coverage 

B SE OR P value 95% CI 
Depression 

Black 0.145 0.32 1.156 .655 0.611–2.186 
Hispanic 0.508 0.26 1.661 .049 1.043–2.772 
White –0.196 0.26 0.822 .449 0.496–1.365 
Medicaid/Medicare (vs private insurance) 0.770 0.16 2.159 .001 1.583–2.944 

Bipolar disorder 
Black 0.795 0.86 2.215 .356 0.408–12.013 
Hispanic 0.613 0.63 1.845 .332 0.536–6.356 
White 0.502 0.71 1.651 .478 0.413–6.609 
Medicaid/Medicare (vs private insurance) 0.682 0.39 1.977 .079 0.923–4.235 

Anxiety 
Black 0.064 0.42 1.066 .879 0.470–2.419 
Hispanic 0.853 0.32 2.346 .008 1.251–4.398 
White –0.117 0.33 0.889 .727 0.461–1.715 
Medicaid/Medicare (vs private insurance) 0.424 0.18 1.529 .021 1.066–2.193 
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women preferred psychotherapy over other options, 
each racial/ethnic group had unique preferences for other 
treatments. 

Treatments Used 
In concert with our results, other research has shown 

that Whites are more likely to receive medication than 
Blacks for treatment of psychiatric disorders, including 
mood disorders.41,42 Considering the value of medication 
in preventing adverse outcomes such as suicide in 
bipolar disorder, our finding may reflect less 
adequate treatment for this disorder among Black 
women.43 In contrast to our findings, previous studies 
indicate that Black individuals are more likely than 
Whites to receive psychotherapy for bipolar 
disorder.41,42 Our results may differ for 2 reasons: (1) 
the types of health care settings reflected in our study 
(ie, more OB/GYN and primary care clinics) were 
unlike those in previous research, and (2) our sample 
was exclusively women, while both male and female 
participants were included in prior studies. Our 
findings do raise concern about potential disparities in 
treatments provided to Black women for bipolar 
disorder. Such disparities have garnered concern 

previously, along with a call for action to address this 
issue.44 

Our research supports prior findings that use of 
complementary therapies such as herbal remedies and 
prayer are higher among Hispanic than White women.45 

Further, Rhee et al46 found that Hispanics were more 
likely than other groups to use traditional healers to 
manage psychological distress. The belief that Hispanic 
women should be the spiritual pillars of the family has 
been associated with greater use of home remedies, herbs, 
or folk healers in lieu of conventional health care.47,48 

However, it is noteworthy that Hispanic women reported 
less preference for complementary approaches to treat 
their mood disorders than did other women. Research is 
needed to understand the degree to which they use these 
approaches because of familial and cultural expectations 
rather than a personal predilection for their use. 

Irrespective of racial/ethnic background, women with 
Medicare/Medicaid coverage were more likely to engage 
in all types of treatment than those with private 
insurance. This finding is somewhat unexpected 
considering the belief that privately funded care provides 
more comprehensive health coverage than publicly 
funded care. However, increased coverage by private 
insurance may not actually be the case for mental health 
care. Dieleman et al49 found in their analysis of US health 
care spending that 53.4% of depression care was covered 
by public insurance in contrast to only 37.7% by private 
insurance, with the remainder of costs assumed by 
patients themselves (“out-of-pocket”). They discovered 
an even greater disparity for treatment of individuals 
having bipolar disorder, with 73.6% of care funded by 
public insurance in contrast to 21.6% by private 
insurance. Although we do not know the specific reasons 
for these disparities, some private health insurance plans 
impose limitations on preexisting conditions, restricting 

Table 5. 
Odds of Women From Different Racial and Ethnic 
Backgrounds Preferring Medications for 
Treatment of Mood Disorders 

B SE OR P value 95% CI 
Black –0.389 0.37 0.681 .294 0.327–1.402 
Hispanic –0.189 0.28 0.830 .494 0.482–1.422 
White 0.757 0.28 2.13 .006 1.229–3.702 

Figure 1. 
Percent of Women From Different Racial and Ethnic Groups Who Reported 
Various Types of Treatment as Their Preferred Choice 

Psychotherapy Medications TeletherapySupport GroupsComplementary
Approaches
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availability of treatment for individuals with more severe 
and chronic mood disorders. Furthermore, individuals 
may not be able to pay their insurance deductible, 
required copay, or portion of the costs not covered by 
private insurance reimbursements.50 These requirements 
for increased cost sharing by patients can have a 
negative impact on treatment engagement and 
resource use. 

Our results reinforce previous findings that 
individuals who are publicly insured have greater access 
to options and specialists for their mental health care 
than do the privately insured.38,39 Individuals with 
private insurance often experience a lack of available 
mental health providers in their networks, long wait 
times for appointments, higher out-of-pocket spending 
for mental health care, and restrictions that limit access to 
specific mental health services.38,51 

Treatment Preference 
Our finding that, regardless of race or ethnicity, 

women prefer psychotherapy as a treatment is supported 
by a previous meta-analysis52 as well as a study of 
patients receiving depression treatment in primary 
care.53 Women’s comfort with and perceived benefit from 
talking about their feelings with others as well as 
potential concerns about side effects of medications may 
underlie their preference for psychotherapy. However, 
reasons for this inclination need further study. 

Previous research also supports our findings 
regarding the preference of White women for 
medications, indicating that, regardless of gender, White 
individuals appear more comfortable with medications 
as a treatment modality than Black or Hispanic persons.54 

In fact, Sonik et al13 reported that Whites preferred 
medication over talk therapy. This preference may reflect 
its perceived convenience over other forms of treatment. 
In addition, the lower interest among other racial/ethnic 
groups in pharmacotherapy may reflect a distrust of its 
use by the medical system, less access to information 
about this option, or cultural beliefs about drugs that are 
not held by White women. Racial/ethnic groups are 
typically underrepresented in clinical trials research 
which can also contribute to perceived suitability, 
treatment utilization, and preference.55 

Our finding that Black women prefer support groups 
more than other women further supports their preference 
for nonpharmacologic treatments. Neal-Barnett et al56 

have shown the effectiveness of “Sister Circles,” or 
groups of mutually supportive Black women, in the 
treatment of anxiety. Support groups with women of 
similar racial/ethnic backgrounds can provide an avenue 
to discuss gendered racism and other stressors that Black 
women may experience.50 Research indicates they view 
support groups as providing information and knowledge 
sharing, emotional or psychological support, instrumental 
support, and coaching.57 

Lastly, previous research supports our finding that 
Hispanics view teletherapy and telehealth positively, 
including Mexican American women experiencing 
perinatal depression31 and individuals from underserved 
Hispanic border communities.58 Preference for 
teletherapy may stem from its convenience, less need for 
arranging childcare or time off work, travel-related cost 
savings, or reduced anxiety when talking about distressing 
feelings in one’s own home. 

Strengths and Limitations 
Study strengths include a large sample of women 

across the lifespan from varied health settings and 
geographical areas. Three mood disorders were 
represented, and treatments were examined beyond the 
most widely established practices of psychotherapy and 
medication. 

However, some populations (eg, Asian Americans) 
were not represented, and no data were available 
regarding gender identification. Specific details were not 
available about the nature of treatments, when they were 
received, or their frequency or duration. Data were based 
on self-report, with potential for recall bias or 
misinterpretation by women regarding their treatment. 
Findings are not necessarily generalizable to settings or 
patient populations not reflected in the sample. 
Participation of women and sites was voluntary, and this 
may limit generalizability. Also, findings related to health 
care insurance may not apply to countries with health 
care systems having features such as universal health 
care that differ from the US. 

CONCLUSIONS AND IMPLICATIONS 

We cannot know from our data whether Black women 
were offered fewer options for their treatment (eg, 
medication or psychotherapy for their bipolar disorder) 
or declined options that were offered. Further research is 
needed to understand how preferences of women are 
taken into account in treatment decisions and if 
providers are routinely discussing the availability and 
advantages of varied approaches with women. This is 
especially important for Black and Hispanic women who 
frequently experience barriers to treatment access and 
culturally competent care. Inequities in treatment 
discussions can create eventual disparities in mood 
outcomes for women. Future research should identify 
how to best integrate culturally based values and 
preferences into individualized treatment of women’s 
mood disorders. Working directly with patient advocacy 
groups to enhance research designs and treatment 
modalities is one potential approach. The alignment of 
patient care preferences with the availability of a robust 
mental health workforce may be a key component of 
accessing and sustaining care, both within specialty and 
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primary health settings. Offering women the opportunity 
to work with clinicians of similar race and gender may 
also be important. Understanding engagement patterns 
and variation in women’s experiences of the care they 
receive is essential for enhanced quality of care. This 
knowledge can inform clinicians regarding culturally 
competent strategies for engagement and participation 
of women in care. 

Findings from this study reaffirm the importance of 
integrating mental health care within primary care and 
other nonpsychiatric settings to promote timely, 
evidence-based treatment, particularly among women 
who may encounter disproportionate barriers to specialty 
mental health care. Moreover, results indicate the 
importance of government funding for mental health 
care, considering the greater engagement in treatment 
among women covered by Medicaid and Medicare than 
among women who were privately insured. Policies that 
ensure access to treatment and sustained funding for 
assessment and treatment of a broad spectrum of 
women with depression, anxiety, and bipolar disorder 
are critical, including an infrastructure that supports 
mental health care across the lifespan. Such policies are 
particularly essential at a time when women’s mood 
disorders and their adverse outcomes (such as suicide and 
life-threatening substance abuse) are increasingly 
prevalent. 
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