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Abstract

OBJECTIVE—To explore racial differences in reporting of early postpartum depressive 

symptoms. To explore whether racial differences in early postpartum experience (such as mother’s 

health status and social context) might account for racial differences in reported postpartum 

depressive symptoms.

METHODS—This was a telephone survey of 655 white, African-American, and Hispanic 

mothers between 2 and 6 weeks postpartum. Mothers reported on demographic factors, physical 

symptoms, daily function, infant behaviors, social support, skills in managing infant and 

household, access, and trust in the medical system. We explored racial differences in report of 

early postpartum depressive symptoms using bivariate and multivariate statistics.

RESULTS—African-American and Hispanic women more commonly reported postpartum 

depressive symptoms (43.9% and 46.8%, respectively) than white women (31.3%, P < .001). 

Similar factors (physical symptom burden, lack of social support, and lack of self-efficacy) were 

associated with early postpartum depressive symptoms in white, African-American, and Hispanic 

mothers. In a comprehensive model including other demographic factors, history of depression, 

physical symptoms, daily function, infant behavior, social support, skills in managing infant and 

household, access, and trust, the adjusted odds ratio for reported postpartum depressive symptoms 

remained elevated for African-American women at 2.16 (95% confidence interval 1.26–3.70) and 

Hispanic women at 1.89 (95% confidence interval 1.19–3.01) as compared with white women.

CONCLUSION—African-American and Hispanic mothers are at higher risk for reporting early 

postpartum depressive symptoms as compared with white mothers. Factors associated with these 

symptoms are similar among African-American, Hispanic, and white mothers.

Racial differences in traditional obstetric health outcomes are well documented. Higher rates 

of infant and maternal mortality are reported for African-American women as compared 

with white women.1,2 Although racial differences in specific obstetric complications (such 
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as hypertensive disorders)3 have been reported, little research has investigated racial 

differences in immediate patient-focused health outcomes such as physical symptom burden 

and daily function. In fact, research on racial differences in the physical symptom burden 

and daily function of new mothers is virtually absent from the medical literature. Data do 

exist on 1 immediate health outcome new mothers may experience, symptoms of depression. 

However, the relationship between race and postpartum depressive symptoms has not been 

well established.

A great deal of research has focused on symptoms of depression postpartum because of its 

high prevalence and its negative consequences on patient well-being, functioning, mother–

infant interaction, and cognitive child development.4–9 Prevalence rates vary from 10% to 

more than 50% based on the screening instrument used and the population studied.3,10,11 

Although some investigators have reported that women of color have higher levels of 

depressive symptoms than white women, this assertion is difficult to evaluate, because race 

or ethnicity and low socioeconomic status are often confounded, and women of low 

socioeconomic status typically report higher levels of depressive symptoms.11 In addition, 

other studies that controlled for sociodemographic factors have found no racial differences 

in reports of depressive symptoms.11,12

Researchers have consistently reported that a past history of depression and lack of social 

support predict postpartum depressive symptoms.13 However, there is inadequate 

documentation of racial group differences in these factors and differences among the groups 

in other factors present in the immediate postpartum setting that may be responsible for 

racial differences in reports of depressive symptoms. For example, few studies have 

examined the association between depressive symptoms and physical factors such as 

postpartum symptoms and functional limitations. Likewise, the extent to which postpartum 

physical symptom burden, daily function, and infant characteristics differ for minority and 

majority women has not been studied. Although research on racial and ethnic disparities in 

other areas of medicine have found that access and trust often differ by patient race and 

sometimes explain differences in medical outcomes,14 the extent to which access to 

healthcare providers and trust in obstetric providers is associated with racial and ethnic 

disparities in prevalence rates of postpartum depressive symptoms also has not been 

investigated.

The theoretical model underlying our study of racial differences in the early postpartum 

experience assumes that depressive symptoms are a product of factors that may differ among 

the races such as situational demands (eg, infant stress—a colicky infant—and infant-related 

and household demands), the physical status of the mother affecting her ability to meet these 

demands (eg, physical symptoms and function postpartum), personal factors such as her 

sense of efficacy in managing the environment (eg, confidence to perform tasks related to 

the management of infants and household), and features of the social context that can buffer 

(eg, social support) or exacerbate stress (eg, social criticism) (Fig. 1). The model also 

assumes that each mother brings a set of characteristics to the birthing situation that affect 

the presence of environmental stressors and buffers (eg, the mother’s age, language, culture, 

marital status, education, income, parity), vulnerability to depressive symptoms (eg, past 

history of depression), and her perceptions of the availability of assistance from the health 
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care system (eg access, trust). Our goal, therefore, was to describe racial differences in 

reporting of depressive symptoms and if these differences exist, to assess whether racial 

differences in situational factors, ie, situational demands, the mother’s health status, and the 

social context, might account for the differences in symptom reporting.

METHODS

As part of a longitudinal cohort study, we interviewed postpartum white, Hispanic or Latina, 

and African-American or black women between 2 and 6 weeks postpartum, asking questions 

on demographics, physical symptoms, emotional symptoms, daily function, social support, 

personal factors, and perceptions of their health care providers. The overall study consists of 

3 surveys and medical chart review. The analysis used data from the first of the 3 surveys 

and the medical chart review and examined racial differences in the early postpartum 

experience and their association with early postpartum depressive symptoms.

Our patient population included postpartum mothers who delivered at an urban tertiary care 

academic medical center between January and September of 2002. After obtaining approval 

from our institutional review board and acquiring written consent from physicians delivering 

patients at the study hospital, we approached women who met the following eligibility 

requirements: aged 18 years or older, English or Spanish speaking, delivered infants with 

birth weights 2,500 g or more, and had 5-minute Apgar scores greater than 6. In addition, 

mothers were excluded if they were hospitalized for more than 3 days after vaginal 

deliveries and more than 5 days after cesarean delivery. We used length of hospital stay as a 

proxy for maternal complications, because the Labor and Delivery log book did not reliably 

code complications.

We identified postpartum mothers through the Labor and Delivery Log and approached 

consecutive eligible (except for length of stay eligibility requirements) patients (Monday 

through Friday) to participate during their postpartum hospitalization. After acquiring 

written consent from participants, patients were called at home between 2 and 6 weeks 

postpartum (mean 31.2 days) for the baseline interview. Ten attempts to contact patients 

were made. Interviews were conducted in English and Spanish and lasted between 35 and 45 

minutes. All participants received a monetary incentive to participate. We approached 1,166 

patients who met all of our eligibility requirements; 202 refused to participate (17%), and 

240 patients were unreachable by telephone (21%). We completed 724 surveys and 

successfully reached and interviewed 62% of eligible mothers we approached. In this 

analysis, we excluded women who were not white, Hispanic, or African American (69 

patients). The final sample for this analysis was 655 patients. Patients who refused to 

participate were more likely to be white and to have a vaginal delivery as compared with 

women who participated in our survey.

Our survey instrument used validated scales when available and developed new scales based 

on the results of earlier focus groups with postpartum mothers and providers as well as 

extensive literature searches. Survey questions were written to address specific issues that 

were raised by postpartum mother focus group participants. The wording of our survey 

reflects content and language used by mothers in our focus groups. In addition our survey 
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was pilot tested in a sample of 18 women to make sure the questions were understandable to 

participants. Patients were asked to think back to the first 2 weeks after they delivered their 

infants when answering questions on physical and psychological symptoms, daily function, 

infant behaviors, social support, self-efficacy (skills in managing infant and household), and 

perceptions of their health care provider (access and trust). Mothers also reported on 

demographic factors.

The primary variable of interest was race. Race was self-classified in 3 categories: white, 

African American or black, and Hispanic or Latina. Other maternal demographic variables 

included age (coded as a continuous variable), marital status (classified as single, not legally 

married but living as if married, married, separated, divorced, and widowed; later collapsed 

into single or not single), education (coded as less than eighth grade, less than high school, 

high school graduate, some college, and college graduate and collapsed into less than or 

equal to a high school education compared with those with more education), and household 

income (classified as less than $5000, $5000 to $15,000, more than $15,000 to $30,000, 

more than $30,000 to $45,000, more than $45,000 to $60,000, and more than $60,000). For 

some analyses, income was dichotomized into those whose annual incomes were up to 

$30,000 compared with those with greater incomes.

Parity and delivery type were obtained from review of medical records. Parity was classified 

as primiparous compared with multiparous. Delivery type was classified as vaginal 

(spontaneous, forceps, and vacuum) or cesarean. Past history of depression was defined by 

whether participants ever noted a time in the past that they felt depressed for 2 or more 

weeks or that they received treatment for depression. The time after delivery (in days) when 

the interview took place was coded as a continuous variable.

Physical symptoms were assessed by self-report, with a range of 0 to 8. Participants were 

asked about the presence or absence of 8 physical symptoms (vaginal bleeding, cesarean or 

episiotomy site pain, urinary incontinence, hemorrhoids, headaches, back pain, and hair 

loss). Physical functional limitations included the 4 items on physical function from the 12-

Item Short-Form Health Survey (Cronbach alpha—a measure of the internal consistency of 

the scale—was 0.78).15 Role functioning was adapted from work by Tulman et al,16 and 

included 3 items focused on taking care of the newborn (feeding, bathing, and diapering). 

Each question had a 5-point response scale, and the possible range for role demands was 3–

15 (Cronbach alpha = .68).

We evaluated the social context of participants in 2 ways. First we asked 5 questions on 

social support, which included questions on emotional support, instrumental support 

(support with managing every day task of…) with the baby, instrumental support with the 

household, and questions about partner support. Each question had a 5-point response scale, 

and the possible range for social support was 5–25 (Cronbach alpha = .65). Second, we 

asked 2 questions about negative social support in the form of criticism.

We also developed 5 questions on self-efficacy, the confidence that one can carry out a 

behavior necessary to reach a desired goal,17 including questions such as “How much of 

time did you feel that you were able to do all of the things needed to take good care of your 
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baby… how much of time did you feel that you were able to do all of the things needed to 

take good care of your of your household?” All questions had a 5-point response scale with 

a possible range of 5–25 (Cronbach alpha = .71).

We developed 3 questions on access to provider based on work from Safran and others.18 

Patients rated their ability to get through to the doctor’s or midwife’s office by telephone, 

ability to speak to their provider by telephone, and ability to see provider if the patient felt 

she needed to. All questions had 6-point response scales, with a possible range of 0–15 

(Cronbach alpha = 0.87). We assessed overall trust in the provider by asking patients how 

much they trusted their providers on a 5-point scale.

We measured depressive symptoms with 2 items from the Primary Care Evaluation of 

Mental Disorders Procedure screening questionnaire.19 The item assessing depressed mood 

asked 1) “During the past two weeks, have you often been bothered by feeling down, 

depressed, or hopeless?” The item assessing anhedonia asked 2) “During the past two 

weeks, have you often been bothered by little interest or pleasure in doing things?”19 We 

changed the time reference from 1 month to 2 weeks to fit the time frame of our study. We 

chose to use the first 2 items of the Primary Care Evaluation of Mental Disorders Procedure 

to measure depressive symptoms rather than the Edinburgh Postnatal Depression Scale 

because the Edinburgh Postnatal Depression Scale is a multifactorial instrument of 

depression. Principal-component factor analysis has revealed that 4 items of this 10-item 

Edinburgh Postnatal Depression Scale load on depression and 3 items load on anxiety.20

The original Primary Care Evaluation of Mental Disorders Procedure study reported that a 

“yes” answer to 1 of these 2 questions was 86% sensitive and 75% specific compared with a 

subsequent telephone interview diagnosis of major depressive disorder. Later, Whooley et 

al19 compared the test characteristics of this 2-question finding instrument with 6 previously 

validated case instruments (long and short from of the Center for Epidemiologic Studies 

Depression Scale, long and short forms of the Beck Depression Inventory, the Symptom-

Driven Diagnostic System for Primary Care, and the Medical Outcomes Study depression 

measure) and simultaneously administered a diagnostic interview (Quick Diagnostic 

Interview Schedule). A positive response to the 2-item instrument had similar test 

characteristics to other case-finding instruments.

Al statistical analyses were done using PC SAS 8.2 (SAS Institute Inc., Cary, NC). Bivariate 

analyses were conducted using χ2 tests to evaluate the association between race and 

categorical variables (ie, marital status) . One-way analysis of variance was used to assess 

the association between race and continuous variables: (ie, physical symptoms, physical 

functioning, role functioning, infant characteristics, social support, self efficacy, and access). 

Education and income were found to be highly correlated (r = 0.76) and moderately 

correlated with the outcome variable, so education was used in all multivariate analyses as a 

proxy for socioeconomic status. All independent variables were stratified by race, and the 

association between depressive symptoms and maternal demographics, physical and 

environmental factors, social factors, personal factors, and perception of health care were 

assessed using χ2 tests for categorical variables, and t tests for continuous variables. 

Multivariate logistic regression models were developed to assess the independent 
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association of race, other demographics, past history of depression, physical symptom 

burden, physical functioning, infant-related role demands, infant characteristics, social 

support, self-efficacy, access, and trust with early postpartum depressive symptoms.

Additional analyses were conducted to assess whether time from delivery to interview 

affected reporting of other variables, eg, physical symptoms and depressive symptoms. 

There were no correlations between the time of interview and symptom reporting, indicating 

that time was not a confounder in these data.

RESULTS

Of 655 patients, 55% (n = 361) were white, 16% (n = 107) were African American, and 29% 

(n = 187) were Hispanic or Latina (Table 1). White women were older (mean age 33 years) 

as compared with African-American and Hispanic women (mean ages 27 and 28 years, 

respectively, P <.001). White women were more likely to be married (99%) compared with 

African-American and Hispanic women (44% and 69%, respectively, P <.001). White 

women also had significantly higher levels of education and income. White women were 

more likely to be primiparous than African-American or Hispanic women. There was no 

significant difference among white, African-American, and Hispanic women by delivery 

type. In addition, there was no significant difference by race in prevalence rates of past 

history of depression.

The overall status of patients 2 weeks after delivery differed for white, African-American, 

and Hispanic mothers on many factors within each category. Although all of the mothers 

regardless of group, experienced vaginal bleeding, white mothers experienced more 

cesarean or episiotomy site pain (87%) as compared with African-American and Hispanic 

women (66% and 70%, respectively, P <.001), less back pain (50%) than African-American 

and Hispanic women (74% and 70%, respectively; P <.001), and accomplished less because 

of their physical health (60%) than African-American and Hispanic women (42% and 51%, 

respectively, P <.001). White women experienced lower levels of infant-related role 

demands (bathing, diapering, and feeding) and reported more instrumental social support 

(receiving help taking care of their newborns). For example, 63% of white participants 

reported primary responsibility for diapering their babies as compared with 90% of African-

American women and 92% of Hispanic women (P < .001). In contrast, 74% of white women 

reported instrumental social support (receiving help taking care of their newborns) as 

compared with 60% of African-American and 60% of Hispanic women (P < .001). In terms 

of access, white women rated their access to see their provider as excellent (47%) compared 

with African-American and Hispanic women (31% and 33%, respectively), P <.05). In 

addition, white women were more likely to completely trust their provider (76.1%) as 

compared with African-American and Hispanic women (66% and 61%, respectively, P <.

01).

The status of patients on our key dependent measure, reports of depressive symptoms during 

the 2 weeks after delivery, differed for whites, African Americans, and Hispanics: 31% of 

white, 44% of African-American, and 47% of Hispanic women screened positive for 

depressive symptoms. These racial group differences on the depression screen led us to 
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explore which factors differ among mothers not reporting symptoms of depression from 

those who do within each of the 3 racial or ethnic groups and to explore whether the pattern 

differs across the groups.

White mothers who reported depressive symptoms differed from those who did not on 6 

factors (Table 2 and Table 3). Two of these referred to the poorer physical status and 

reduced physical functional competence among the mothers reporting symptoms of 

depression (physical symptoms, 4.6 compared with 4.3, P < .05: functional limitations, 7.6 

compared with 7.0, P <.05) as compared with mothers not reporting symptoms of 

depression. Two additional factors referred to increased infant demands and less social 

support to buffer stress among the mothers reporting symptoms of depression (colicky 

infant, 1.3 compared with 1.1, P < 05; social support 20.4 compared with 21.4, P <.01) as 

compared with mothers not reporting these symptoms. The white mothers with depressive 

symptoms also reported feeling less efficacious in managing their infants and households 

(13.8 compared with 16.1, P < .01), and were less trusting of their providers (69.6% 

compared with 79.2%, P < .05) as compared with white mothers not reporting symptoms of 

depression.

African-American mothers who reported depressive symptoms differed from those who did 

not on only 3 factors, all 3 overlapping with those reported by white mothers. African-

American mothers who reported symptoms of depression also reported more physical 

symptoms (4.8 compared with 3.9, P < .01) and less social support (18.2 compared with 

20.2, P < .05) and felt less efficacious in managing infant and household (16.4 compared 

with 18.7, P < .01) as compared with African-American mothers who did not report 

symptoms of depression. Although the pattern of associations between these 3 factors and 

depressive symptoms were similar in both white and African-American mothers, African-

American mothers reported higher levels of efficacy overall than did their white 

counterparts.

Hispanic mothers reporting depressive symptoms differed on 8 factors from Hispanic 

mothers who did not report symptoms of depression. Some of these differences were unique 

to this group. First, a greater proportion of the Hispanic mothers reporting depressive 

symptoms were less than 25 years of age (56% compared with 37%, P <.01) and were more 

likely to have a high school or less education (61% compared with 46%, P <.01) as 

compared with Hispanic women not reporting depressive symptoms. Hispanic mothers 

reporting depressive symptoms also reported having less access to their health care 

providers (8.6 compared with 9.8, P < .05) as compared with Hispanic mothers who did not 

report symptoms of depression.

The remaining 5 factors differentiating Hispanic mothers reporting depressive symptoms 

compared with mothers not reporting depressive symptoms were similar to those found in 

both whites and African Americans. Thus, Hispanic mothers reporting depressive were more 

symptomatic (4.8 compared with 4.1, P < .01), less functional (6.9 compared with 6.3, P < .

05), and had more demanding infants (infant colic, 1.4 compared with 1.1, P < .01). In 

addition, Hispanic mothers reporting depressive symptoms also reported less social support 

(17.8 compared with 20.4, P < .01) and less efficacy in managing the infant and household 
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affairs (15.7 compared with 18.0, P < .01) as compared with Hispanic mothers who did not 

report symptoms of depression.

In a multivariate model for depressive symptoms that controlled for demographics (age, 

marital status, education, parity, delivery type) and past history of depression, only race was 

significantly associated with depressive symptoms in the early postpartum period (results 

not shown). In our final model, we included the primary variable of interest, race, as well as 

past history of depression (known risk factor), physical symptoms, physical functional 

limitations, infant colic, infant-related role demands, social support, criticism, self-efficacy, 

access, and trust. Race was independently associated with depressive symptoms in this 

model. African-American women had an odds ratio (OR) of 2.16 (95% confidence interval 

[CI] 1.26–3.70) and Hispanic women had an OR of 1.89 (95% CI 1.19–3.01) as compared 

with white women (Table 4). Four additional variables were independently associated with 

depressive symptoms: physical symptoms (OR 1.17, 95% CI 1.02–1.35), infant colic (OR 

1.70, 95% CI 1.20–2.42), social support (OR 0.91, 95% CI 0.86–0.95), and self-efficacy in 

managing the infant and household (OR 0.90, 95% CI 0.86–0.95). Past history of 

depression, physical functional limitations, infant role demands, criticism, access, and trust 

were not independently associated with reports of depressive symptoms in the early 

postpartum period.

DISCUSSION

Racial differences in reports of early postpartum depressive symptoms were present in our 

study. Nearly one half of Hispanic mothers and 45% of African-American mothers reported 

early postpartum depressive symptoms as compared with approximately 31% of white 

mothers. Further, even when controlling for demographic, personal, and situational factors, 

the differences in rates of depressive symptoms among ethnic groups persisted. In addition, 

racial differences in physical and environmental factors, social factors, personal factors, and 

perceptions of health care providers existed. Despite these findings, there were more 

similarities than differences among the major factors associated with depressive symptoms 

within each of the 3 groups of women.

First, comparisons among the 3 ethnic groups showed that the status of women at 2 weeks 

differed significantly. White women reported more cesarean or episiotomy site pain as 

compared with African-American or Hispanic mothers. Despite having lower cesarean rates, 

white women also reported more physical functional limitations than their Hispanic or 

African-American counterparts. Hispanic women experienced higher rates of infant colic 

and infant illness than either white or African-American women. Although white women 

reported fewer infant-related role demands (diapering, feeding, and bathing their babies), 

they had more social support at home as compared with women of color. Interestingly, 

Hispanic and African-American women had higher rates of self-efficacy as compared with 

white women. African-American and Hispanic women had less access to their providers and 

were less likely to completely trust their health care providers. The key question is whether 

these differences account for the less frequent reports of depressive symptoms by white than 

by African-American and Hispanic mothers, a question that has been addressed in few if any 

prior studies.
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A detailed examination of our data showed a greater number of similarities than differences 

in the association of depressive symptom reporting with other contextual factors. More 

physical symptoms, physical functional limitations, and infant colic were associated with 

depressive symptoms in whites, African Americans, and His-panics, although not all of 

these associations were significant. In addition, more social support, and more self-efficacy 

were associated with fewer depressive symptoms in whites, African Americans, and 

Hispanics. The data support our assumption that situational factors play a critical role in the 

generation of depressive symptom reports and show that they do so in all 3 racial or ethnic 

groups. Thus, despite the fact that report of more physical symptoms, more physical 

functional limitations, more infant colic, less social support, less self-efficacy, less access, 

and less trust were all associated with depressive symptoms in our stratified bivariate 

analysis by race, differences among whites, African Americans, and Hispanics on these 

factors did not account for the observed differences in depressive symptoms among the 3 

ethnic groups. Unlike previous research, we did not find a significant association between 

past history of depression and report of depressive symptoms in this early postpartum 

period.

Our study has a few limitations. The impact of depressive mood on function and quality of 

life may be less intense and of shorter duration given that we used a well-known screening 

instrument to identify women with depressive symptoms rather than identifying women 

meeting Diagnostic and Statistical Manual of Mental Disorders 4th Edition criteria for 

major depressive disorder. However, our prevalence rates are similar to rates found when 

others have investigated postpartum depression in minority women3,10 The depression 

screening instrument we used has good psychometric properties and has been validated in 

other populations. Furthermore, it was brief so the interviewer could minimize burden to the 

patients questioned. Second, the cross-sectional design of our study does not allow us to 

draw causal relationships between more physical symptoms, infant colic, less social support, 

and less self-efficacy with depressive symptoms. However, our findings are consistent with 

others who found that both lack of social support and infant colic are associated with 

postpartum depression.5,21 Finally, we included only uncomplicated deliveries, and 

therefore our estimate of depressive symptoms may be an underestimate, because patients 

with adverse pregnancy outcomes may be more likely to report depressive symptoms and to 

do so for longer periods of time. The strengths of our study are the diverse patient sample, 

which increases the likelihood that our findings will be replicated in other populations, and 

the detailed data collected on the experiences, environment, and social and personal factors 

that determine the context in which mothers live during the early postpartum period.

Our results suggest that screening for postpartum depressive symptoms is important, 

particularly in women of color. Our research documents substantial racial or ethnic 

differences in the prevalence of early postpartum depressive symptoms. We also found that 

similar factors are associated with early postpartum depressive symptoms in whites, African 

Americans and Hispanic women. This latter result suggests that interventions aimed at these 

processes (such as social support, teaching skills aimed at helping mothers deal with colicky 

infants, etc.) may reduce early postpartum depressive symptoms for all women. It is also 

conceivable that interventions targeting both common and unique factors associated with 
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early postpartum depressive symptoms in white, African-American, and Hispanic women 

may reduce racial and ethnic disparities in postpartum depressive symptoms.
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Fig. 1. Theoretical model
Howell. Race and Postpartum Depression. Obstet Gynecol 2005.
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Table 4

The Multivariate Association Between Race and Depressive Symptoms

Adjusted Model

Race

    African American 2.16 (1.26–3.70)

    Hispanic 1.89 (1.19–3.01)

History of depression 1.17 (0.74–1.83)

Physical or environmental factors

    Physical symptoms 1.17 (1.02–1.35)

    Infant colic 1.70 (1.20–2.42)

    Physical functional limitations 1.07 (0.98–1.17)

    Infant-related role demands 0.98 (0.90–1.08)

Social factors

    Social support 0.91 (0.86–0.95)

    Criticism 1.16 (0.80–1.69)

Personal factors

    Self-efficacy 0.90 (0.86–0.95)

Perceptions of health care

    Access 0.99 (0.94–1.05)

    Trust 0.92 (0.70–1.21)

Values are odds ratio and (95% confidence interval).

Obstet Gynecol. Author manuscript; available in PMC 2015 January 22.


