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D

epression is a serious, prevalent, and treatable health condition affecting many parents in the United States (NRC and IOM
2009). More than one in six adults with at least one
child has had depression in his or her lifetime (NRC
and IOM 2009). National estimates from the Medical Expenditure Panel Survey showed nearly 40 percent of mothers with depression had not received
treatment, and only 35 percent of those treated had
received adequate treatment1 (Witt et al. 2009).
Low-income women, the uninsured, African American women, and Hispanic women are at even
greater risk of receiving no or inadequate treatment
(Kristofco, Stewart, and Vega 2007; Miranda et al.
2008; Santiago, Kaltman, and Miranda 2012; Witt
et al. 2009).
Depression in parents—both fathers and
mothers—can affect children, although research evidence on fathers is limited (NRC and IOM 2009).
This brief explores rates of treatment for major
depression among low-income mothers with young
children. We focus on mothers because of the high
depression rates in women and the strong research
evidence linking untreated depression in mothers to
developmental risks in children. We focus on mothers of young children (younger than age 6) due to
growing evidence about developmental vulnerabilities in infancy and early childhood and long-term
consequences that can extend to later childhood and
adolescence (Essex et al. 2001; Naicker, Wickham,
and Colman 2012).
The effects of a mother’s untreated depression
on her infant and young child can include preterm
birth and low birth weight (Grote et al. 2010), poor
physical health (Marcus et al. 2003), and physical
endangerment including child abuse and neglect
(Berger 2005; Buist 1998). Parental depression is
also linked to children’s developmental, emotional,
and mental health problems such as increased risk of
depression, separation anxiety, and oppositional defiant disorders (Beardslee, Gladstone, and O’Connor
2011; Council on the Developing Child 2009; Feder
et al. 2009; Kiernan and Huerta 2008; NRC and
IOM 2009). Fortunately, depression screening and
early detection combined with treatment strategies
that follow mothers to remission can help both

Key Findings
88 More low-income mothers with young chil-

dren experience severe depression than
higher-income mothers with young
children.
88 One in every 11 experienced a major depressive episode in the past year.
88 Over one-third had not seen anyone or
taken medication for her depression—even
though the risks of untreated depression can
be serious for mothers and children.
88 The uninsured were much less likely to have
seen anyone or taken medication than the
insured.
88 Mothers on Medicaid had similar treatment
rates as mothers with private or other
insurance.

mother and child (Gunlicks and Weissman 2008).
In addition to the effective use of prescription medication, these strategies include place-based interventions designed to improve early parenting and
educate mothers on the two-generational impacts of
their depression (Knitzer, Theberge, and Johnson
2008, Weissman et al. 2006).
More and more research shows how depression
in mothers affects children. We know very little,
however, about how many mothers with young children are affected nationally and how many receive
treatment. We know even less about how depression
treatment rates vary by income and health insurance
status, how Medicaid compares to private insurance,
and whether mothers with young children feel their
treatment is effective.

About This Brief
This brief provides a national look at rates of major
depression and treatment in low-income mothers of
young children. We define this population as mothers with household incomes below 200 percent of
the federal poverty level, where “mother” refers to
any woman over 18 years of age with at least one
biological child under age 6 living in her household.

1

What Is Major Depression?
A “major depressive episode” (major depression) is a concentrated collection of severe
depression symptoms, defined by the American
Psychiatric Association as including five of
the nine criteria outlined in the Diagnostic
and Statistical Manual of Mental Disorders
(DSM-IV) in a two-week period. Depression
itself is generally characterized by feelings of
sadness and irritability, and a loss of selfworth, interest, and pleasure within one’s
work, school, social, and home environments
(APA 1994). The National Survey of Drug
Use and Health (NSDUH) assesses both lifetime depression prevalence and whether
respondents have had an episode in the past
year. The questions for the NSDUH adult
depression module were adapted from the
National Comorbidity Survey-Replication
(Harvard School of Medicine 2005) and
modified from the Composite International
Diagnostic Interview.

We combine three rounds of data from the National
Survey of Drug Use and Health (NSDUH), 2008–
2010, and examine both lifetime depression prevalence and major depression in the past year. We
highlight the prevalence of major depression in
mothers of young children, the extent to which the

FIGURE 1. Depression in Mothers of Young Children: Depression Severity,
by Income (%)
69.7***
53.5
46.5
30.2***

Mild/moderate
Low income

Severe/very severe
Higher income

Source: National Survey of Drug Use and Health, 2008–2010. Data provided by the Substance Abuse
and Mental Health Services Administration.
Note: We define “mother” as any woman over 18 years of age with at least one biological child
younger than 6 living in her household, “depression” as having a major depressive episode in the
past year, and “low income” as household income below 200 percent of the federal poverty level.
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mothers receive treatment, how health insurance
relates to treatment access and type, and how mothers rate the effectiveness of their treatment. The data
were produced with assistance from the Substance
Abuse and Mental Health Services Administration
(SAMHSA), which administers the NSDUH and
provided aggregate numbers for the previously
unanalyzed subset of mothers with young children.2

Depression Is More Prevalent
and More Severe among
Low-Income Mothers
Roughly 2.6 million mothers with young children, or
14.5 percent of all mothers with young children, have
had major depression at some time in their lives. This
proportion does not vary by income. However, at
8.8 percent, a larger share of low-income mothers
with young children has had major depression in the
past year, compared to 7.5 percent of mothers with
young children across all income groups.
Within this group that has experienced major
depression, itself a serious illness, low-income mothers are also more likely to have had severe depressive
symptoms that substantially interfered with daily
life.3 In our sample, 69.7 percent of depressed lowincome mothers with young children have a condition classified as severe or very severe—to a degree
that disrupts her home, social, or work life. A somewhat smaller proportion, but still a majority, of
depressed higher-income mothers with young children have depression that is severe or very severe
(54 percent) (figure 1).
Given that roughly 1 in 11 low-income mothers
with young children has had major depression in the
past year—and the vast majority at a level that severely
impairs daily functioning—it is critical to understand
how many have actually received treatment.

Low-Income Mothers Are Less Likely
to Receive Treatment
Common treatments for depression include anti
depressant medication, interpersonal psychotherapy,
cognitive-behavioral therapy, psychosocial interventions, and alternative medicines (Council on the
Developing Child 2009; NRC and IOM 2009).
The NSDUH provides a national look at the number of mothers who received two general categories
of treatment for major depression: talk therapy and
prescription medication. Depression remission is
the ultimate goal of both types of treatment—a
state characterized by a lack of depression symptoms

adhere to their prescribed medication regimen may
affect treatment efficacy. Unfortunately, the
NSDUH survey does not measure the intensity,
duration, or other indicators of the adequacy of
treatment received specifically for major depression,
so we cannot determine whether treatment was sufficient to minimize the harm to mother and child.
However, given major depression’s seriousness and
its consequences, mothers who report receiving no
treatment at all are likely at high risk.
The NSDUH defines depression treatment
broadly, and includes several different types of
health care and other professionals (see “The
Treatment Measure”). Even when treatment is
broadly defined, the data show that more than onethird of low-income mothers with major depression
(37.3 percent) have neither used prescription medication nor received talk therapy for their depression
in the past year (figure 2). That represents roughly
282,000 mothers. Among higher-income mothers
with depression, one in four (25.3 percent) with
young children has also neither received talk therapy
nor prescription medication in the past year. In
total, across all income groups nationally, roughly
437,000 depressed mothers of young children have
not received any form of treatment.

The Treatment Measure
Talk therapy for a major depressive episode is
captured in the NSDUH by asking respondents to identify which types of medical
doctors or other professionals they have
spoken to at least once in the past year
regarding their major depression. These
professionals include family doctor or general practitioner, psychiatrist, psychologist,
counselor, religious advisor, social worker,
healer, nurse or occupational therapist, other
doctor, or other mental health professional.
Additionally, respondents are asked a separate
question about their use of prescription medication for a major depressive episode in the
past year (SAMHSA 2012).

as well as the “presence of positive features of mental
health such as optimism, vigor, and self-confidence”
(Zimmerman et al. 2006). Research indicates that
adequate treatment to remission leads to a mother’s
own improvement and also better outcomes for her
children, including decreased symptoms of psychiatric disorder and improved behavioral, social, and
academic functioning (Gunlicks and Weissman
2008; Pilowsky et al. 2008; Weissman et al. 2006).
Depression treatment’s effectiveness often
depends on many factors related to quality and
intensity. For example, how individuals delivering
the treatment are trained or how well patients

Health Insurance Makes a Difference
Part of the income disparity in treatment rates
appears to be related to health insurance. One-quarter
(25.4 percent) of low-income depressed mothers
with young children are uninsured compared to

FIGURE 2. Depression in Mothers of Young Children: Mothers Who Have Not Received Treatment, by Income (%)
Low-income mothers**

Higher-income mothers
25.3
37.3
No treatment
Treatment

62.7
74.7
Source: National Survey of Drug Use and Health, 2008–2010. Data provided by the Substance Abuse and Mental Health Services Administration.
Note: We define “mother” as any woman over 18 years of age with at least one biological child younger than 6 living in her household, “depression”
as having a major depressive episode in the past year, and “low income” as household income below 200 percent of the federal poverty level.
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FIGURE 3. Depression in Mothers of Young Children: Low-Income Mothers Who Have Not Received Treatment,
by Insurance Status (%)
Insured*

Uninsured

33.1
49.4
No treatment
Treatment
50.6
66.9

Source: National Survey of Drug Use and Health, 2008–2010. Data provided by the Substance Abuse and Mental Health Services Administration.
Notes: We define “low income” as household income below 200 percent of the federal poverty level, “mother” as any woman over 18 years of age
with at least one biological child younger than 6 living in her household, and “depression” as having a major depressive episode in the past year.
Health insurance status was categorized as either insured or uninsured, where insured includes mothers receiving Medicaid/CHIP, private
insurance, or any other health insurance.

11.7 percent of higher-income depressed mothers
with young children. When we look just among the
group who are low income, nearly half (49.4 percent) of the mothers without insurance had not
received any treatment for their major depression
compared to one-third (33.1 percent) of the mothers
with health insurance (figure 3). Mothers without
health insurance were also much less likely to have
used prescription medication (29.3 compared to
47.0 percent respectively, figure 4). The differences
do not appear to be related to differences in depression severity; around 70 percent of mothers in both

groups had severe or very severe depression that
interfered with daily activities.

Medicaid-Covered and Privately
Insured Mothers Have Comparable
Treatment Rates
Within the insured group of low-income mothers
with depression, mothers with Medicaid and mothers with private or other insurance have statistically
comparable treatment rates4 (65.1 percent for those
with Medicaid and 69.9 percent for those with

FIGURE 4. Depression in Mothers of Young Children: Low-Income Mothers Who Have Not Received Prescription
Medication, by Insurance Status (%)
Insured **

Uninsured

29.3
Did not use
prescription
medication
53.0
47.0

Used
prescription
medication
70.7

Source: National Survey of Drug Use and Health, 2008–2010. Data provided by the Substance Abuse and Mental Health Services Administration.
Notes: We define “low income” as household income below 200 percent of the federal poverty level, “mother” as any woman over 18 years of age
with at least one biological child younger than 6 living in her household, and “depression” as having a major depressive episode in the past year.
Health insurance status was categorized as either insured or uninsured, where insured includes mothers receiving Medicaid/CHIP, private
insurance, or any other health insurance.
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FIGURE 5. Depression in Mothers of Young Children: Low-Income Mothers Who Have Not Received Treatment,
by Insurance Type (%)
Private or other insurance

Medicaid

30.1

34.9

No treatment
Treatment
65.1

69.9

Source: National Survey of Drug Use and Health, 2008–2010. Data provided by the Substance Abuse and Mental Health Services Administration.
Note: We define “low income” as household income below 200 percent of the federal poverty level, “mother” as any woman over 18 years of age
with at least one biological child younger than 6 living in her household, and “depression” as having a major depressive episode in the past year.

private or other insurance, figure 5). This suggests
that Medicaid may fill a gap for mothers who might
otherwise not have health insurance coverage. This
finding is consistent with other research that shows
little difference in the rates of access to mental
health treatment among low-income mothers
regardless of whether they are covered under public
or private health insurance (Loprest, Zedlewski, and
Schaner 2007). A more detailed look at this comparison is warranted but beyond the scope of this
paper, as we also see characteristic differences
between the two groups that suggest patterns
influencing access may not be the same.

Types of Treatment and
Mother-Reported Effectiveness
We turn to look specifically at the type of treatment
mothers of young children receive for major depression and examine differences by income (table 1).
In a comparison of our higher- and lower-income
groups, significant differences emerge in the source
of treatment mothers use for their major depression.
Only about 4 in 10 (42.2 percent) low-income
mothers with depression reported using prescription
medication, compared to 56.5 percent of higherincome mothers. This may be partially explained by
the observation that low-income mothers were also
less likely to report seeing a family doctor or a
psychiatrist—two types of doctors trained and
qualified to prescribe prescription medication.
In contrast, low-income mothers were significantly more likely to have received treatment from a

social worker or counselor. There were no significant
differences by income in the proportion of mothers
who saw a psychologist (15.5–17.6 percent). There
were also no detectable significant differences by
income in the proportion of mothers reporting having received less common forms of treatment from
sources such as nurses or occupational therapists,
religious advisors, or healers. When we define treatment using a narrower frame that considers only
those who saw or spoke to a professional qualified to
prescribe medication (family doctor, psychiatrist, or
other doctor), we see that only 40.3 percent of lowincome mothers have received treatment from these
sources. This is significantly less than the 60.1 percent of higher-income mothers who have received
treatment from this type of provider.
Our previous analysis showing an association
between insurance status and treatment among lowincome mothers is consistent with the hypothesis
that insurance plays a role in what treatment sources
are available to a mother. As we discuss in more
detail below, other factors related to income may
also manifest themselves as barriers in the quality
and duration of treatment the mother receives.

Most Mothers Who Received
Treatment Felt It Helped
The NSDUH includes two questions related to
depression treatment effectiveness for prescription
medication and counseling, each asking the
respondent to rank on the following scale how helpful their depression treatment in the past 12 months
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Table 1. Depression in Mothers of Young Children: Treatment Utilization Rates, by Income (%)
Type of professional seen in the past year
(at least one contact)

Low-income
mothers

Higher-income
mothers

Family doctor/general practitioner
Psychiatrist
Other type of doctor
Family doctor, psychiatrist, or other doctor (combined)
Psychologist
Counselor
Social worker
Other mental health professional
Religious advisor
Nurse or occupational therapist
Healer
Used prescription medication for major depression in the past year

31.9
10.3
7.4
40.3
17.6
20.6
7
5.3
12.8
5.1
2.6
42.2

42.4
16.9
13
60.1
15.5
9.5
2.4
5.2
9.2
6.9
5.6
56.5

Significance

*
*
***
***
**

***

Source: National Survey of Drug Use and Health, 2008–2010. Data provided by the Substance Abuse and Mental Health Services Administration.
Note: We define “low income” as household income below 200 percent of the federal poverty level, “mother” as any woman over 18 years of age with at
least one biological child younger than 6 living in her household, and “depression” as having a major depressive episode in the past year.
*p<.05 **; p<.01 ***; p<.001

has been: not at all, a little, some, a lot, or extremely
(figure 6). Only half of low income mothers
(49.7 percent) who had received prescription medication for depression felt it helped a lot or extremely
compared to two-thirds of higher-income mothers
(62.7 percent). Nearly 15 percent (14.9 percent) of
low-income mothers felt that their prescription
medication did not help at all, compared to only
4.2 percent of higher-income mothers. The selfreported effectiveness of counseling treatment did
not differ significantly between the low- and higher-

FIGURE 6. Depression in Mothers of Young Children: Prescription Drug Effectiveness,
by Income (%)
62.7
49.7*
35.3

32.6

14.9**
4.2
Not at all

A little/some
Low income

A lot/extremely

Higher income

Source: The National Survey of Drug Use and Health, 2008–2010. Data provided by the Substance and
Mental Health Services Administration.
Note: We define “mother” as any woman over 18 years of age with at least one biological child
younger than 6 living in her household, “low income” as household income below 200 percent of the
federal poverty level, and “depression” as having a major depressive episode in the past year. Values
do not sum to 100 percent due to missing data.
*p<.10; **p<.05; ***p<0.1
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income mothers in any category: between 15 and
20 percent of both groups felt counseling did not
help at all and between 34 and 40 percent felt it was
extremely effective or helped a lot.

Discussion and Implications
Several implications can be drawn from the findings
in this brief. Most importantly, a sizeable share of
low-income mothers with major depression has not
received any form of treatment for this very serious
health condition. This represents a vital public
health concern and opportunity, especially given the
two-generational impact of parental depression on
children and the effectiveness of existing treatment.
Second, among low-income mothers, Medicaid fills
an important gap. Treatment rates are comparable
for low-income mothers on Medicaid compared to
low-income mothers with private or other health
insurance—although conclusions about comparability warrant further study, given differences between
the two populations of low-income mothers. For
uninsured low-income mothers, however, treatment
rates are quite low—only half receive any treatment,
and most (70.7 percent) have not used prescription
medication. Third, low-income mothers have higher
rates of depression than higher income mothers and
their symptoms are more severe.
Research identifies several barriers that tend to
affect access to treatment for depression. Cost, as well
as providers’ reluctance to offer care and patients’
reluctance to seek it, are three common challenges.
Financial worries and whether costs will be covered

by health insurance often top the list (Scholle et al.
2003; Uebelacker et al. 2012). Concerns about lost
pay or taking time off from work are also cited
(Alegría et al. 2008; Ojeda and McGuire 2006;
Scholle et al. 2003). Other obstacles include transportation, lack of child care, or inconvenient location
(Diamant et al. 2004; Ojeda and McGuire 2006;
Scholle et al. 2003). These access barriers may not
only prevent low-income mothers from initiating
treatment but may also hinder their ability to receive
the high-quality mental health services necessary for
long-term improvement. A single visit to a mental
health professional or dose of medication, while captured in this survey as a treatment, is not likely to
effectively treat the mother to remission.
Also, if mothers are more likely to receive medical care from the physicians who feel least equipped
to address depression, they may be less likely to
receive effective treatment or any treatment at all.

Some physicians feel inadequately trained to address
maternal depression or provide referrals. Others may
spend too little time with mothers to make an assessment or feel limited to reliance on visual cues, since
they do not have direct questions or an assessment.
Some prefer leaving identification to other professionals (Heneghan, Morton, and DeLeone 2007).
Sometimes reluctance to seek treatment is
another critical hurdle to getting help. A depressed
mother may not recognize or accept symptoms, feel
uncomfortable disclosing symptoms to a provider
they do not know well, fear negative consequences
for her children (e.g., getting reported to child protective services), believe that treatment is not effective, or distrust treatment options. Her reluctance
may also reflect the weaknesses of the treatment
options available to her, as when mothers report
they would be far more willing to speak to a provider who had a longer-term relationship with them

Study Data and Methods
The study involved descriptive analysis of the treatment low-income mothers in the United States currently
receive for depression. We combined the 2008, 2009, and 2010 National Survey on Drug Use and Health
(NSDUH). The NSDUH provides nationally representative estimates of drug use and mental health in the
United States through an annual nationwide survey of approximately 70,000 individuals ages 12 and older.
The survey measures the prevalence of major depressive episodes in the past year using criteria established
by the fourth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV), and distinguishes between episodes with and without severe impairment.
Our 2008–2010 combined sample consisted of over 14,000 mothers older than 18 with at least
one biological child younger than 6. For the analyses described in this paper, the sample was further
broken down by poverty status (less than 100 percent of the federal poverty level, between 100 and
199 percent of the federal poverty level, or 200 percent of the federal poverty level or higher), depression
status (major depressive episode in the past year, major depressive episode in one’s lifetime), insurance
status (insured, uninsured), insurance type (Medicaid/Child Health Insurance Plan, private or other
health insurance, no insurance), and self-reported race/ethnicity (African American/black non-Hispanic,
Hispanic, white non-Hispanic). The subsample of low-income mothers (those with incomes less than
200 percent of the federal poverty level) consisted of 7,400 mothers, 800 of whom reported experiencing a major depressive episode in their lifetime. The weights and survey design variables, including
the analysis weight for the 2008 NSDUH split-sample design, have been taken into account in this
analysis following the recommendations of SAMHSA’s Office of Applied Studies NSDUH
Codebook.
SAMHSA’s Center for Behavioral Health Statistics and Quality provided aggregate tables for the
selected subsamples of mothers of young children used in this brief. For each subsample (for example,
insured and uninsured depressed, low-income mothers of young children), SAMHSA conducted
comparison of means tests across all variables of interest (e.g., depression severity, demographic characteristics, treatment source). SAMHSA was unable to provide data on any subpopulations that
included fewer than 100 mothers. Special care was taken to account for missing data and legitimate
skips in the respondents’ answers.
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and knew them well (Abrams, Dornig, and Curran
2009; Anderson et al. 2006; Golden, Hawkins, and
Beardslee 2011). Racial and ethnic differences in
treatment seeking are also a consideration. For
example, African American and Latina women may
be less likely than white women to endorse medication and more likely to seek religion or faith
(Nadeem, Lange, and Miranda 2008).
Our findings provide national estimates of treatment prevalence, but they include little indication of
treatment quality other than the mother’s selfreported effectiveness. Key issues affecting the ultimate outcomes of depression treatment are likely to
be treatment duration, intensity, and quality. While
the NSDUH does measure these aspects of treatment
for general mental health services, it does not measure
it specifically for the treatment of a major depressive
episode. As treatment is only effective for parents and
their children if depression is treated to remission,
one next step in future research is to go beyond
examining the “percentage treated” to better understand these factors and how they vary by income,
treatment type, race and ethnicity,5 and gender, and
across geographic locations. A final implication of
this work is the need for more research on major
depression in mothers (and fathers) of young children. That includes sufficient data sources to identify
parents and to track depression treatment type, quality, and outcomes for parents and children.

Notes
1. Adequate treatment is defined in this study as receiving at least four prescriptions of antidepressants, any
combination of eight office-based or outpatient psychotherapy or counseling visits, or both.
2. We collaborated with SAMHSA on this work, providing its analyst with detailed request for demographic and other estimates for several population
subgroups for whom we could not access individual
data (for estimating our own tables) due to data
confidentiality restrictions.
3. The Sheehan disability scale, one tool commonly
used to diagnose and classify depression severity,
uses a 10-point scale to measure the extent to which
symptoms interfere with a variety of daily activities:
not at all (0), mildly (1–3), moderately (4–6),
markedly (7–9) or extremely (10). The NSDUH
survey asked one question each on home and work
life, and two questions on social life. The highest
rating given to any of these four questions is
reported as the respondent’s overall depression
severity (SAMHSA 2012).
4. Differences are not statistically significant at a
p<.05 level.

8

5. Sample size limitations prevented sufficient comparisons by race and ethnicity among low-income mothers of young children. Cross-tabulations comparing
African American, Hispanic, and white low-income
mothers of children under 18 were also limited by
sample size but show not only differences in treatment access (with African Americans less likely to
have used prescription medication or seen or talked
to someone about their major depression), but also
differences in insurance access, family structure,
income, and education, making interpretation difficult and warranting further study with additional
rounds of NSDUH data to increase sample sizes.
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