
132 |    Birth. 2022;49:132–140.wileyonlinelibrary.com/journal/birt

1 |  INTRODUCTION

Concern with depression during the perinatal period has 
resulted in multiple states enacting legislation to require or 

support universal screening of new mothers for postpartum 
depression.1 A cross- national meta- analysis of data from 56 
countries found a global prevalence of postpartum depres-
sion, based on the Edinburgh Post- Partum Depression Scale, 
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Abstract
Background: Concern with depression during the perinatal period has resulted in 
multiple states enacting legislation to require universal screening of mothers for post-
partum depression. Despite this concern, rates of women receiving mental health 
counseling during pregnancy and postpartum remain low. This study examines fac-
tors, especially inequities in race/ethnicity, associated with receiving perinatal men-
tal health counseling.
Methods: This study draws on data from the Listening to Mothers in California 
survey of 2539 women, based on a representative sample of birth certificate files of 
women who gave birth in 2016. The survey included a series of mental health ques-
tions, based on the 4- item Patient Health Questionnaire (PHQ- 4), and questions on 
the receipt of counseling, whether a practitioner asked respondents about their mental 
health, and whether the respondent was taking medications for anxiety or depression.
Results: We found non- Latina Black women to experience both higher rates of pre-
natal depressive symptoms and significantly lower use of postpartum counseling 
services and medications than non- Latina White women. Among women with de-
pressive symptoms, those asked by a practitioner about their mental health status 
reported a 46% rate of counseling compared with 20% who were not asked, and in 
a multivariable analysis, those asked were almost six times more likely (aOR 5.96; 
95% CI 1.6- 21.7) to report counseling.
Discussion: These findings lend evidence to those advocating for state laws requiring 
universal screening for depressive symptoms to reduce inequities and help address 
the underuse of counseling services among all women with depressive symptoms, 
particularly women of color.

K E Y W O R D S

perinatal mental health, perinatal mental health counseling, postpartum depression

This is an open access article under the terms of the Creative Commons Attribution- NonCommercial- NoDerivs License, which permits use and distribution in any medium, 
provided the original work is properly cited, the use is non- commercial and no modifications or adaptations are made.
© 2021 The Authors. Birth published by Wiley Periodicals LLC.

mailto:
https://orcid.org/0000-0001-5411-3033
mailto:declercq@bu.edu
http://creativecommons.org/licenses/by-nc-nd/4.0/


   | 133DECLERCQ Et aL.

of 17.7%, with extraordinary variation from 3% (Singapore) 
to 38% (Chile).2 In the United States, estimates range widely 
across states, but a summary of data from the Pregnancy Risk 
Assessment Monitoring System (PRAMS) described a self- 
reported depression prevalence of 12.0% during pregnancy 
and 12.5% postpartum in 2017.3 In California, the rate of 
self- reported symptoms of depression for 2013- 2015 among 
women surveyed on average 4 months after birth was 14.1% 
at any time during pregnancy and 13.5% at any time postpar-
tum.4 Factors identified in individual studies as contributing 
to higher rates of perinatal depression included non- White 
race, cesarean birth, and nulliparity,5 and in a study of Latina 
women in rural California, postpartum unemployment.6

Despite the concern from policymakers and clinicians with 
perinatal depression, rates of women receiving mental health 
counseling and support during pregnancy and postpartum re-
main low. Multiple barriers have been noted, including limited 
mental health treatment practitioners, lack of training among 
obstetric practitioners, and stigma associated with depres-
sion,7 with one study describing a “treatment cascade” of bar-
riers that contribute to underuse.8 These barriers do not affect 
all women equally, with an earlier study finding those who are 
on low income and on public insurance and who are women 
of color more likely to find challenges in accessing services.9

This study draws on a large representative 2016 survey of 
California childbearing women to examine factors associated 
with receiving mental health counseling and support during 
the prenatal and postpartum periods, with particular attention 
to inequities in race/ethnicity, insurance status, and the rela-
tionship to practitioner inquiry about depressive symptoms.

2 |  METHODS

This study analyzes data from the Listening to Mothers in 
California survey of 2539 women who gave birth between 
September and December 2016. The sample was drawn from 
a representative sample of birth certificate files. The sur-
vey excluded women younger than 18, women with out- of- 
hospital births, women with multiple births and nonresidents 
of California, while oversampling Black women, women 
with midwifery- attended births, and women with vaginal 
birth after cesarean, to allow analysis of those subgroups. The 
data were weighted to represent all women who gave birth in 
California in 2016, including a correction for oversampled 
groups, using the 2016 Birth Statistical Master File of all 
California births. Despite the exclusions, the sample results 
closely align with statewide results on most variables when 
compared to statewide birth data for 2016.10

The questionnaire took approximately 30  minutes to 
complete in English or Spanish by the women themselves 
using any electronic device (laptop, tablet, smartphone) or by 
means of telephone with a trained interviewer. Further exclu-
sions at the point of contact were women who were unable 

to participate in English or Spanish and whose babies were 
not living with them at that time. The survey had a 55% re-
sponse rate. Our survey respondents completed the survey at 
different time points, from 2 to 11 months after giving birth, 
and we therefore examined whether the timing was related to 
their responses. Topics covered the prenatal through postpar-
tum periods, with a focus on maternity care experiences and 
perspectives and women's postpartum outcomes.10

2.1 | Measures

The survey included a series of mental health questions, based 
on the 4- item Patient Health Questionnaire (PHQ- 4) for anxiety 
and depression (see Table S2 for question wording). The PHQ- 4 
is an ultrabrief screening tool that combines previously vali-
dated two- item screening questions for depression and anxiety 
into one measure. The PHQ- 4 has been validated in large sam-
ples in the United States11 and overseas.12 The PHQ- 4 postpar-
tum questions explore respondents’ feelings in the two weeks 
before the survey administration (eg, Over the past 2  weeks 
how often were you bothered by feeling down, depressed, or 
hopeless?). Response options were never (0); sometimes (1); 
usually (2); and always (3). Based on the scoring algorithm, 
scores are rated as normal (0- 2), mild (3- 5), moderate (6- 8), or 
severe (9- 12) depressive symptoms.11 Respondents were also 
asked about their prenatal mental health with the same ques-
tions; however, the prenatal question involved the time frame of 
their pregnancy as a whole rather than the prior 2 weeks.

The assessment of practitioners inquiring about depres-
sion was based on a question asked of the 91% of mothers 
who reported having a postpartum visit in the 8 weeks after 
birth, “During your postpartum office [visit/visits] in the first 
8 weeks after birth, did any maternity care provider ask if you 
were feeling depressed?” The use of services was assessed 
by questions that asked, “Did you receive any counseling or 
treatment for emotional or mental well- being (during your re-
cent pregnancy?/ since your recent birth?).” The use of med-
ications postpartum was based on responses to the question, 
“Are you now taking any medicine for anxiety or depression?”

2.2 | Covariates and statistical analysis

We estimated the likelihood of receiving postpartum mental 
health counseling in a succinct multivariable model, given the 
relatively small number of women who reported postpartum 
depressive symptoms. The model included maternal race/eth-
nicity, maternal age, insurer for the birth, and whether or not 
the mother reported being asked about depressive symptoms 
in a postpartum visit. Covariates were chosen either because 
prior research had identified a relationship5,6,9,13 or because 
a bivariate relationship was seen in our analysis. In a pre-
liminary analysis, we also examined the breakdown by race/
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ethnicity and preferred language, though sample sizes became 
too limited with these multiple subgroups to include in the full 
model. Adjusted odds ratios (aORs) and 95% confidence inter-
vals (CIs) were computed from this logistic model. We limited 
the analytic sample to those respondents with complete data 
on race/ethnicity, depressive symptoms, having a postpartum 
visit, and use of counseling, resulting in an analytic sample of 
2187 (see Table S1). The analysis was completed using SAS, 
version 9.4, with P < 0.05 denoting statistical significance.

The IRB of record is the Committee for the Protection of 
Human Subjects of California's Office of Statewide Health 
Planning and Development, and they approved the study and 
subsequent protocol amendments. The project was also ap-
proved by the UCSF IRB, and the California Department of 
Public Health Vital Statistics Advisory Committee approved 
access to birth certificate data. The data were fully ano-
nymized before the authors received the analytic file.

3 |  RESULTS

Overall, based on the PHQ- 4 measure, 13.3% of respondents 
reported symptoms of either moderate (9.5%) or severe (3.8%) 
depression in the prenatal period, whereas 6.7% (4.7% moder-
ate; 2.1% severe) reported symptoms in the postpartum period 
(Table S1).12 Likely attributable to the difference in question 
wording (prenatal questions asking about feelings at any time 
during pregnancy; postpartum questions concerning feelings 
during the prior two weeks), the prenatal rates were consistently 
higher than the postpartum figures, a finding consistent with 
postpartum surveys using a similar time frame.4 Prenatally, 
these rates varied widely by race/ethnicity (Figure  1). Non- 
Latina Black women were significantly more likely than Latina 
and non- Latina White women to report depressive symptoms, 
with more than half reporting at least mild symptoms prenatally 
and almost a third postpartum. Slightly more than one- fourth 
of non- Latina Black women (25.7%) met the criteria for de-
pressive symptoms prenatally, a proportion significantly higher 
than any other race/ethnicity group (Table S1).

The rates of reported mental health counseling among 
those with symptoms of depression presented in Table  1 

show that non- Latina White women, while having rates 
of depression that were comparable to or lower than other 
groups, reported significantly higher rates of receiving coun-
seling prenatally than Latina women. Overall variation in 
prenatal counseling by other categories was minimal, with 
some differences trending toward significance (eg, lower 
rates of counseling for women <25). In an analysis of race/
ethnicity by preferred language, the largest group in our sam-
ple, self- identified Latinas, had similar rates of counseling 
prenatally— 15.3% (95% CI 8.2- 26.6) among English speak-
ers and 18.4% (95% CI 9.5- 32.8) among Spanish speakers. 
When we attempted to examine interactions between other 
covariates and counseling among respondents with symp-
toms of depression, the small sample sizes precluded mean-
ingful analysis. For postpartum counseling, whereas there 
were some notable absolute differences in receipt of services 
by race/ethnicity and insurer, the only statistically signifi-
cant difference was by age, with women aged 35 and older 
(70.9%) compared with those younger than 25 (23.6%) and 
those aged 30- 34 (36.1%) reporting that they received coun-
seling (P < 0.05).

Figure 2 presents the pattern of counseling and conditions 
about perinatal mental health. As noted, 13.3% of women re-
ported symptoms of prenatal depression. There was a strong 
relationship between reported prenatal and postpartum symp-
toms. Few women (3.5%) who reported no prenatal symp-
toms indicated postpartum symptoms. In contrast, 27.7% 
of those with prenatal symptoms also reported postpartum 
symptoms (Figure  2). Among women reporting depressive 
symptoms postpartum, less than half (40.4%) received coun-
seling. Postpartum counseling was in turn strongly related to 
whether or not a woman with depressive symptoms reported 
receiving medications for anxiety or depression postpartum. 
Although only 8.3% (95% CI 1.8- 14.8) of those with symp-
toms of depression and without counseling received med-
ications, 56.8% (95% CI 43.6- 70.1) of those who received 
counseling reported medication use, though it is possible 
that medication could have been prescribed by a practitioner 
before counseling. We also examined women who reported 
prenatal depressive symptoms and whether, if they got pre-
natal counseling, they were less likely to report postpartum 

F I G U R E  1  Prenatal and postpartum 
PHQ- 4 categories by race/ethnicity. Lat –  
Latina; NLW- non- Latina White; NLB- non- 
Latina Black; NLAPI— non- Latina Asian & 
Pacific Islander; * P < 0.05 for difference 
with Latina and NLW prenatally
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depressive symptoms and found no significant difference 
(data not shown).

A substantial overall relationship between postpartum 
counseling rates among women with depressive symptoms, 
based on whether or not a practitioner asked whether the 
women were feeling depressed, is examined by race/ethnicity 
in Figure 3. A total of 79% of mothers reported being asked 
about depressive symptoms in their postpartum visit, a fig-
ure that varied little by whether a women was experiencing 
depressive symptoms (80%) or not (79%) or by race/ethnic-
ity (Latina 78%; non- Latina White 81%; non- Latina Black 
78%; and non- Latina Asian 79%) (data not shown). However, 
women who were asked about depressive symptoms reported 
getting counseling 46% of the time (95% CI 35.6%- 55.6%) 
compared with 20% (95% CI 2.5%- 36.5%) among women 
who were not asked. Because of limited sample sizes by race, 
we could only compare non- Latina White women with all 
others in Figure  3, and although the subgroup differences 
were not statistically significantly different, the directions 
of the differences are notable. Among non- White women, 
only 6.6% of those with symptoms of depression who were 
not asked about depression reported receiving counseling, 
whereas among non- Latina White women, whether one was 
asked (56%) or not (51%) appeared to have little impact on 
counseling rates.

The use of medications postpartum to treat anxiety or de-
pression, among women with reported symptoms, also varied 
widely by race/ethnicity. Non- Latina White women (37.7%; 
95% CI 21.9%- 53.6%) were significantly more likely than 
non- Latina Black women (7.7%; 95% CI 0.0%- 18.3%) to re-
port medication use, with non- Latina Asian/Pacific Islander 
women (18.7%; 95% CI 0.0%- 41.5%) and Latina women 
(27.3%; 95% CI 16.2%- 38.4%) in between (data not shown).

The multivariable analysis (Table 2) largely confirmed the 
bivariate results. The likelihood of counseling was lower for 
non- Latina Black women (aOR = 0.26; 95% CI, 0.07- 0.99) 
and non- Latina Asian/Pacific Islander women (aOR = 0.16; 
95% CI, 0.05- 0.58) than for non- Latina White women. 
Counseling was also more likely among women aged 35+ 
(aOR  =  3.9; 95% CI, 1.01- 15.1). Counseling trended to-
ward being less likely among women on Medicaid or self- 
pay compared with women on private insurance, but those 
relationships were not statistically significant. Women with 
depressive symptoms who were asked about their feelings 
of depression in a postpartum visit were far more likely 
(aOR 6.0; 95% CI 1.6- 21.7) to report receiving postpartum 
counseling.

Finally, we examined the possible effect of timing of sur-
vey responses, since respondents could have answered the 
survey between 2 and 11 months postpartum. Half the respon-
dents completed the survey within 5 months of giving birth 
and 93% within 8 months (data not shown). Comparing the 
reported rates for postpartum depression across time periods, 
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there was some month- to- month variation with higher rates 
in earlier months 2- 4 (8.4% in months 2- 4) than later (5.7% 
at 7+ months), but no month was statistically significantly 
higher or lower than any other month. Likewise, recall of 
being asked about depression, and the use of counseling or 
medications among those with postpartum depression dis-
played no temporal pattern and did not vary significantly 
across time periods (data not shown).

4 |  DISCUSSION

This study of the use of perinatal mental health services in 
a representative survey of 2187 women who gave birth in 
California in 2016 found non- Latina Black women to ex-
perience both higher rates of prenatal depressive symptoms 

and significantly lower use of postpartum counseling ser-
vices and medications than non- Latina White women. Non- 
Latina Asian women with postpartum symptoms were also 
less likely than non- Latina White women to receive coun-
seling. In both the bivariate (35.5% vs 48.3%) and multi-
variable analyses (aOR 0.62 95% CI 0.26- 1.48), there was a 
trend toward women on Medi- Cal being less likely to receive 
counseling, but neither relationship achieved statistical sig-
nificance, in part because of limits in sample size. As in prior 
studies, there was also a strong relationship between reported 
prenatal and postpartum mental health with women report-
ing symptoms prenatally far more likely to report postpartum 
depressive symptoms as well.14

The findings also suggested that whether or not a prac-
titioner asked about depressive symptoms in a postpartum 
visit was unrelated to depressive symptoms, with women 

F I G U R E  2  Patterns of care for 
perinatal mental health, CA, 2016
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reporting depressive symptoms no more likely to be asked 
than those not reporting. However, being asked about de-
pressive symptoms was very strongly related to receiving 
counseling. Women with depressive symptoms who reported 
being asked about their feelings of depression were almost 
6 times more likely to report receiving counseling when we 
controlled for age, race/ethnicity, and insurer. The use of 
medications to support postpartum mental health also varied 
widely by race/ethnicity, and it, in turn, was strongly related 
to whether or not a woman reported counseling.

Screening for perinatal depression has been widely rec-
ommended by professional organizations, including the 
American College of Obstetricians and Gynecologists15 and 
the United States Preventive Services Task Force,16 which 
found “…convincing evidence that counseling interventions, 
such as cognitive behavioral therapy and interpersonal ther-
apy, are effective in preventing perinatal depression.”(p.585)17 
If counseling is one key step in improving perinatal mental 
health, then getting women to counseling remains a challenge, 
with only 40% of those women with postpartum depressive 

symptoms, and 24% of those with prenatal depressive symp-
toms receiving counseling.

As noted, we found higher rates of prenatal and postpar-
tum counseling for non- Latina White women compared with 
non- Latina Black women. These differences can result from 
both individual-  and systems- level factors.18 At the individ-
ual level, cultural wariness of counseling including fear of 
presenting as less than a “strong” Black or Latina woman,19 
the stigma associated with accessing mental health services,20 
and practical issues of timing, childcare, and transportation 
challenges associated with caring for a newborn21 can im-
pede the use of counseling. At the systems level, having ac-
cessible mental health services is an obvious need, with one 
study finding a preference among women for mental health 
services to be available at the site of their obstetric services.22 
Although our study did not directly address those imped-
iments, the low levels of counseling we found suggest the 
need for multiple strategies to improve access.

In terms of increasing access, our findings presented both 
positive and negative results. It is encouraging that such a 

Sample distribution
Unweighted n (Weighted %)

Likelihood of counseling among women 
with postpartum
PHQ mod/severe

aOR* and 95% CI

Race/ethnicity

Non- Latina 
White (ref)

36 (31.6) 1.00

Latina 58 (47.4) 0.45 (0.17- 1.20)

Asian and 
Pacific Isl.

15(12.5) 0.16 (0.05- 0.58)

Black 21 (8.5) 0.26 (0.07- 0.99)

Age, years

25- 29 (ref) 34 (25.5) 1.00

18- 24 39 (30.2) 0.32 (0.10- 1.01)

30- 34 32 (24.5) 0.87 (0.27- 2.79)

35+ 25 (19.9) 3.91 (1.01- 15.08)

Insurer

Private 
insurance 
(ref)

61 (48.5) 1.00

Medi- Cal 63 (45.9) 0.62 (0.26- 1.48)

Self- Pay/
Unknown

6 (5.6) 0.19 (0.03- 1.50)

PPM practitioner asked if depressed

No (ref) 25 (19.9) 1.00

Yes 105 (80.1) 5.96 (1.64- 21.72)

Note: Bolded cells are significant at P < 0.05.
aExcludes women who had missing data on whether or not they had a postpartum visit or were asked about 
depressive symptoms, if they did have a visit.

T A B L E  2  Likelihood of counseling 
postpartum among respondents with 
postpartum depressive symptoms and a 
postpartum visit within 8 weeks of delivery 
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high proportion (79%) of women reported being asked about 
their mental health in a postpartum visit and that this applied 
across race/ethnicity groups and regardless of depressive 
symptoms. This suggests a systems approach to querying 
mothers about their depressive symptoms and provides sup-
port for efforts to routinize these practices through statutory 
change. For example, California passed a law in 2018 requir-
ing universal prenatal and postpartum screening beginning 
in July 2019.23 However, there were two related findings of 
concern. Among those with depressive symptoms who were 
not asked about those symptoms, only 20% reported receiv-
ing counseling. Likewise, less than half (46%) of those who 
were asked reported getting counseling. With increasing calls 
for attention to perinatal health,24 the need for alternatives 
to traditional approaches, including telemental health25 and 
task shifting,26 provides opportunities to expand access to 
services and perhaps redress the differences found here.

Concerns with inequities in maternal health have become 
a particular focus of attention in light of the high United 
States maternal mortality ratio27 and the persistent inequities 
in those ratios with Black mothers 2.5- 4 times to experience 
a maternal death than White mothers.28 The importance of 
Black women having access to physical and mental health 
services overall and in high- quality sites has been described 
as one means to reduce these inequities,29 with one study find-
ing deaths associated with mental health issues second only 
to cardiomyopathy as a cause of maternal deaths in the post-
partum period.30 There has also been recent documentation 
of pregnancy- associated suicides, which are not included in 
official United States maternal mortality statistics, as a grow-
ing problem, though that is one instance where rates for Black 
women are substantially lower than for White women.31 The 
inter- racial differences seen in counseling were also evident in 
the use of medications by women with depressive symptoms 
to deal with mental health issues. Non- Latina White mothers 
were far more likely to report using medications (38%) than 
non- Latina Black women (8%) with the likelihood of medica-
tion use strongly related to receipt of counseling.

This paper is subject to several limitations. California, 
being the site of almost half a million births in 2016 (12.4% 
of the national total), is not representative of the United States 
as a whole, in particular in its large proportion of births (47%) 
to Latina mothers. In addition, our reported postpartum rates 
of women with depressive symptoms were lower than the 
rate reported by a similar survey, the California Maternal and 
Infant Health Assessment (MIHA), likely because of question 
wording.4 Although our postpartum measure asked women to 
refer to their feelings in the prior two weeks, the MIHA sur-
vey asked about the entire time period since birth. Our sam-
ple, while large for a statewide survey, when limited to the 7% 
of women reporting postpartum depressive symptoms, did 
not permit a detailed analysis by subgroups. In addition, the 
smaller subset of women with depressive symptoms meant 

that in several instances, large absolute differences did not 
reach statistical significance.

The survey did not include questions concerning depres-
sion and counseling before the index pregnancy, so a longer 
term history of mental health status and treatment was un-
available. Such a history could have affected the likelihood of 
depression screening and referral for treatment. The survey 
also relied on maternal recall of feelings of depression and 
interactions with practitioners, both in the postpartum period 
and during pregnancy, and both may be subject to recall and 
social desirability biases. Mothers’ recall in past studies has 
been found to be generally reliable,32- 34 but we cannot be cer-
tain of mothers’ recall of these specific events or whether the 
discussion of depressive symptoms was followed by a recom-
mendation for counseling.

This paper has identified a familiar problem— racial/eth-
nic inequities in the rates of a condition and the subsequent 
use of services— in this case involving prenatal and post-
partum mental health services. However, we also identified 
what appears to be a standardized approach to addressing 
the problem. A large proportion of mothers reported being 
asked about their mental health in their postpartum visits, but 
among those who were not asked about their mental health, 
the receipt of postpartum counseling was strikingly less likely. 
The finding that the asking about depressive symptoms was 
not related to maternal depressive symptoms suggests it is a 
systems question that can be addressed by more focused ef-
forts on prenatal and postpartum screening and greater access 
to mental health services. These findings support advocating 
for state laws and regulations calling for universal screening 
for postpartum depression to reduce inequities and hopefully 
increase access to and use of counseling services among all 
women with depressive symptoms, but particularly among 
women of color.
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