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Objective: The study examined in-
terest in treatment and treatment
preferences and obstacles of low-
income depressed parents. Meth-
ods: A total of 273 primarily low-
income, Hispanic parents of chil-
dren aged seven to 17 attending
an urban family medicine practice
agreed to complete a survey by in-
terview or self-report, including
screening diagnoses and treat-
ment history. Three groups were
compared: major, subthreshold,
and no depression. Results: Nearly
one-third had major (9%) or sub-
threshold depression (23%), and
many in the depressed groups re-

pression was associated with poorer
child outcomes. Low-income, single,
depressed mothers, however, tended
to have the lowest rates of treatment
retention and depression remission.
Even when their depression remitted,
their children tended to have the worst
psychiatric outcomes (6).

Given the lower retention and im-
provement rates among low-income,
single, depressed parents and their
children, treatment preferences and
obstacles in these high-risk families
need to be identified to facilitate the
development of feasible and accept-
able mental health services. Although
these factors have been assessed
among ethnically diverse, depressed
primary care patients (7,8), no studies
have focused specifically on de-
pressed parents and their children. In
addition, no studies have focused on
subthreshold depression among par-
ents attending primary care practices.
This group is important to assess, be-
cause studies have found that subsyn-
dromal depression is associated with
later psychiatric disorders and clinical
impairment (9,10). This report pres-
ents data from a systematic survey to
assess treatment needs of parents with
depression attending an urban family
medicine practice primarily serving
low-income, Hispanic families.

Methods
The survey was conducted at Colum-
bia University’s Center for Family
and Community Medicine’s Herman
“Denny” Farrell, Jr., Community
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ported recent treatment (50% and
31%, respectively). Parents with
any depression were significantly
more likely than nondepressed
parents to report interest in re-
ceiving help, endorse treatment
obstacles, and report children’s
problems. Conclusions: High rates
of personal and child problems, in-
terest in treatment, and treatment
obstacles among low-income, de-
pressed parents highlight the need
to develop acceptable mental
health services for them and their
children, even when parents do
not meet full diagnostic criteria
for depression. (Psychiatric Ser-
vices 62:317–321, 2011)

For many low-income parents, pri-
mary care and family medicine

practices are the main sources of psy-
chiatric treatment for depression. Nu-
merous studies have shown that chil-
dren of depressed parents are signifi-
cantly more likely than children of par-
ents without depression to experience
psychiatric disorders (1,2) and to have
less favorable treatment outcomes (3).
Increasing evidence suggests that pro-
viding effective treatment for de-
pressed parents is associated with a
positive impact on child psychopathol-
ogy and functioning (4). Weissman and
colleagues (5) found that successful
medication treatment of maternal de-
pression was associated with reduc-
tions in children’s diagnoses and symp-
toms three months after remission,
whereas nonremission of maternal de-

KKaatthhlleeeenn  AA..  KKlliinnkk,,  MM..DD..
AAnniittaa  MM..  SSooffttnneessss,,  MM..DD..
CCaarrmmeenn  DDoommiinngguueezz--RRaaffeerr,,  MM..DD..
RRiicchhaarrdd  GG..  YYoouunnggee,,  MM..DD..,,  MM..PP..HH..
MMyyrrnnaa  MM..  WWeeiissssmmaann,,  PPhh..DD..



Health Center between January
2008 and January 2009. Approxi-
mately 10,000 patients attend this
center annually. Patients are prima-
rily Hispanic and on low income, ap-
proximately 70% of patients are fe-
male, and most patients are insured
through Medicaid.

Eligible participants were aged 21
to 60, English or Spanish speaking, a
parent of a child aged seven to 17 or a
caregiver (that is, someone who lives
with the child at least 50% of the
time), and scheduled for an appoint-
ment; all had at least one prior visit to
the center. Patients were excluded if
they could not complete the survey.

The New York State Psychiatric In-
stitute’s Institutional Review Board
approved this study. Informed, signed
consent was obtained before participa-
tion. Fliers informing patients about
the study were displayed in the waiting
room. Patients were given a flier after
signing in and, according to where
they sat, were systematically ap-
proached to determine their eligibility.
Overall, 3,216 patients were ap-
proached; 964 (30%) refused more in-
formation or did not complete the eli-
gibility assessment. Of the 2,252 pa-
tients assessed, 1,616 (72%) were inel-
igible for at least one of the following
reasons: not the parent or caregiver of
a child aged seven to 17 who lived with
the child at least 50% of the time
(86%), not in the parental age range
selected for the study (26%), not
scheduled for an appointment (27%),
and first visit to the center (13%). Two
hundred forty-eight patients (11%)
could not participate because they had
previously completed the survey. Fi-
nally, 30 patients completed the survey
more than once. We retained their
first survey; 42 repeated surveys from
30 patients were removed.

Of 346 eligible parents, 282 (82%)
provided written, informed consent.
Four participants were excluded be-
cause they endorsed suicidal ideation.
Five did not complete the study.
Analyses are based on 273 of the 346
(79%) surveys.

Assessments were translated from
English to Spanish and back-translat-
ed into English by bilingual staff. Par-
ticipants completed the survey as an
interview, self-report, or a combina-
tion, as requested. Demographic in-

formation was collected. The DSM-
IV Primary Care Evaluation of Men-
tal Disorders Patient Health Ques-
tionnaire was used to assess screening
diagnoses of major depression, panic
disorder, generalized anxiety disor-
der, and past-year alcohol use disor-
der. Past-year drug use disorders
were assessed similarly. Participants
received screening diagnoses of ma-
jor depression if they endorsed five of
nine symptoms (including depressed
mood or anhedonia) for more than
half the days or nearly every day of
the preceding two weeks (if one of
the five symptoms was suicidal
ideation, it was included if it was pres-
ent at any time during the two
weeks). Subthreshold depression was
defined as endorsement of two to
four symptoms of depression for
more than half the days or nearly
every day of the two preceding weeks
(including depressed mood or anhe-
donia) or more than five symptoms of
depression for at least several days in
the two preceding weeks (including
depressed mood or anhedonia). Not
having depression was defined as not
meeting criteria for major or sub-
threshold depression. Social anxiety
was assessed via the Mini-Social Pho-
bia Inventory. Questions were includ-
ed about lifetime and recent psychi-
atric treatment.

Participants were asked to indicate
whether they wanted to receive help
for a variety of described problems
and to indicate their treatment pref-
erences and obstacles to attending
treatment by endorsing checklist
items that were based on the Nation-
al Comorbidity Survey–Replication.
Participants were also asked to indi-
cate whether their seven- to 17-year-
old child or children had any of the
listed internalizing or externalizing
problems.

Descriptive statistics are presented
for demographic and clinical charac-
teristics. The sample was divided into
three groups: participants with major
depression, subthreshold depression,
or no depression. These groups were
compared on demographic and clini-
cal variables with analysis of variance
for continuous variables and chi
square tests for categorical variables.

Chi square comparisons across the
three groups were conducted for all

outcome variables. When significant
differences were found (p<.05, two-
tailed), pairwise comparisons were
conducted. The first pairwise com-
parisons assessed were between the
major and subthreshold depression
groups. These two groups were then
consolidated into a combined depres-
sion group. Pairwise comparisons
were conducted between the com-
bined depression group and the
group with no depression. For these
pairwise comparisons, alpha was set
at .01 (two-tailed). In addition, di-
chotomous variables were analyzed as
dependent variables in binary logistic
regressions, with dummy variables
representing depression group status
and potential demographic and diag-
nostic confounders simultaneously
designated as independent variables.
These results are presented as adjust-
ed odds ratios with 95% confidence
intervals.

Results
Most participants were women (N=
237, 87%) and single (N=174, 64%).
A total of 231 participants (85%) were
Hispanic; 36 (13%) were non-His-
panic black; two (1%) were non-His-
panic white; and four (2%) were Asian,
Pacific Islander, or other. A total of
158 parents (58%) completed the sur-
vey in Spanish. Overall, 152 parents
(56%) reported making less than
$12,000 a year.

The rate of current depression (ma-
jor or subthreshold) was high (N=87,
32%); 24 (9%) met criteria for major
depression, and 63 (23%) met criteria
for subthreshold depression. A total
of 107 (39%) met criteria for any
mental or substance use disorder (in-
cluding subthreshold depression). [A
table with additional data on sample
characteristics is available in an on-
line appendix to this report at ps.psy
chiatryonline.org.]

Gender, marital status, educational
attainment, and household income
were not significantly different across
the three depression subgroups.
However, the mean ages of the
groups differed significantly: major
depression, 45.1±8.4; subthreshold
depression, 36.7±10.4; and no de-
pression, 39.4±9.9 years (F=6.32,
df=2 and 268, p=.002). Tukey B tests
showed that parents with major de-
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pression were significantly older than
parents in the other groups (t=2.99,
df=269, p=.003).

No significant between-group dif-
ferences were found in diagnoses of
substance use disorders. The groups
differed significantly in the frequency
of anxiety disorders (χ2=70.34, df=2,
p<.001). Compared with the group
with no depression, the combined de-
pression group had a significantly
larger proportion of parents meeting
criteria for any anxiety disorder (N=7,
4%, compared with N=39, 45%; χ2=
68.30, df=1, p<.001). Parental age
and any anxiety disorder were con-
trolled for in the logistical regression
analyses.

As shown in Table 1, a larger pro-
portion of the group with major de-
pression (67%) reported a lifetime
history of psychiatric treatment, com-
pared with the subthreshold group
(46%) and the group with no depres-
sion (16%). Few significant differ-
ences were found between the major

depression and subthreshold groups;
however, the adjusted odds of report-
ing a history of treatment were higher
in the combined depression group
than in the group with no depression
for most variables.

In general, the major depression
and subthreshold groups did not dif-
fer significantly in their interest in
getting help, treatment preferences,
treatment obstacles, or frequency of
children’s problems. However, the
adjusted odds of being interested in
help for several problems (for exam-
ple, anxiety, sadness, and financial
problems) were 2.05 to 6.66 times as
high in the combined depression
group as in the group with no depres-
sion, after controlling for parental age
and any anxiety disorder. [A table in
the online appendix at ps.psychiatry
online.org presents detailed results
on interest in getting help].

Results for treatment preferences
and obstacles are shown in Table 2.
The adjusted odds of being interested

in most types of help were 2.06 to
4.60 times as high in the combined
depression group as in the group with
no depression. Preferred treatment
options included talking to their doc-
tor or a mental health professional,
taking medication, obtaining help
with practical problems, and getting a
doctor’s recommendation. For many
obstacles, the adjusted odds were
2.08 to 3.49 times as high in the com-
bined depression group as in the
group with no depression. Significant
obstacles included treatment cost,
transportation, child care, feeling un-
comfortable discussing problems, and
not thinking treatment will help.

The adjusted odds of reporting a
child problem were 2.25 to 3.69 times
as high in the combined depression
group as in the group with no depres-
sion. The most prevalent child prob-
lems were losing his or her temper,
being inattentive, and disobeying
rules at home. [A table in the online
appendix at ps.psychiatryonline.org
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TTaabbllee  11

Treatment history reported by 273 parents attending an urban family medicine practice, by depression subgroup

Combined major
Major Subthreshold No Major depression and subthreshold
depression depression depression compared with depression compared
(N=24) (N=63)a (N=186)b subthreshold with no depression

Treatment variable N % N % N % AORc 95% CI AORc 95% CI

Treatment for emotional or mental problems
Everd,e 16 67 28 46 30 16 1.43 .49–4.23 4.21 2.14–8.25
Within past yeard,e 12 50 19 31 17 9 1.60 .53–4.36 2.90 1.32–6.39

Professional seen for emotional or mental
problems

Mental health professionald,e,f 21 88 31 50 44 24 3.90 .95–10.07 3.39 1.94–6.87
Primary care or medical doctord,e,g 15 71 31 52 46 26 1.10 .32–3.78 2.61 1.37–4.90
Religious advisor or other healerd 9 38 10 16 20 11 3.02 .93–9.75 2.42 1.08–5.44

Hospitalization for emotional or mental
problems

Everd 9 38 9 14 21 11 3.02 .91–10.00 1.24 .53–2.89
Within past year 3 13 4 6 5 3 2.47 .40–15.18 1.53 .44–5.36

Medication for emotional or mental problems
Everd,e 18 75 28 44 29 16 1.53 .35–6.63 4.45 2.23–8.91
Within past yeard,e 15 63 21 33 16 9 1.68 .54–5.23 5.71 2.55–12.79
Type within past month

Antidepressant or antianxietyd,e 13 54 19 30 19 10 1.52 .51–4.56 3.41 1.59–7.32
Antimanic or antipsychoticd,e 1 4 4 6 1 1 .43 .04–4.50 8.71 .84–90.46
Sleepd,e,f 12 50 9 14 9 5 3.53 1.11–11.18 6.19 2.38–16.09
Any of the aboved,e 18 75 32 51 39 21 1.62 .50–5.25 3.41 1.81–6.42

a N is 62 or 63 because of missing data.
b N is 185 or 186 because of missing data.
c Adjusted odds ratios (AORs) were adjusted for parental age and any anxiety disorder.
d Chi square comparisons across groups were significant (p<.05).
e Pairwise comparisons between the combined major and subthreshold depression groups and the group with no depression were significant (p<.01).
f Pairwise comparisons between the major depression and subthreshold depression groups and were significant (p<.01).
g Because of missing data Ns are 21, 60, and 176 for major, subthreshold, and no depression groups, respectively.



presents detailed results on child
problems endorsed.]

Discussion
Results indicate that almost one-third
of these predominantly low-income,
Hispanic parents had either major or
subthreshold depression. These par-
ents reported high rates of past or
current treatment and psychotropic
medication. They also expressed in-
terest in getting help for many cur-
rent problems. Treatment prefer-
ences often involved interpersonal
contact with professionals, and a large
proportion wanted help with practical
problems (such as child care and
jobs). Given that many of the partici-
pants were in treatment and contin-
ued to report depressive symptoms,
their desire for treatment beyond
medication seems justifiable. Other
research also indicates that de-
pressed, Hispanic patients in primary
care are likely to prefer psychothera-

py over medication (7). These find-
ings are in sharp contrast to the cur-
rent national trend of decreased use
of psychotherapy in favor of antide-
pressant medication (11). Psycho-
therapy is an important option to con-
sider, particularly for parents with
mild depression who experience
functional impairment but do not
benefit from medication (12).

Depressed parents were signifi-
cantly more likely than nondepressed
parents to cite a number of practical
obstacles and concerns about dis-
cussing problems. Solutions to practi-
cal problems, such as fee reimburse-
ments and child care, seem most
salient, as does a focus on engaging
parents in discussions of their atti-
tudes about help seeking. Depressed
parents were also more likely than
nondepressed parents to report chil-
dren’s problems, which is consistent
with findings from numerous studies
(1,2). Arranging for parents and chil-

dren to see the same provider may
enhance the opportunity for effective
family intervention.

The study had several limitations.
First, we did not collect information
on reasons for attending the practice,
such as medical problems that may
have been related to depression. Sec-
ond, many patients refused to be as-
sessed for the study, and their eligibil-
ity is unknown. We also did not in-
clude parents with children younger
than seven. Third, we utilized a
screening self-report rather than a di-
agnostic interview. Fourth, checklists
regarding treatment needs may not
reflect actual concerns, which may be
elicited with qualitative interviews.
Fifth, direct interviews with children
may have reduced potential biases in
the reports of depressed parents.
Sixth, we did not follow up with fam-
ilies to determine whether parents
who reported interest in help actually
sought services. Future studies
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TTaabbllee  22

Treatment preferences and obstacles reported by 273 parents attending an urban family medicine practice, by depression
subgroup

Combined major
Major Subthreshold No Major depression and subthreshold
depression depression depression compared with depression compared
(N=24)a (N=63)b (N=186)c subthreshold with no depression

Preference or obstacle N % N % N % AORd 95% CI AORd 95% CI

Type of help parent would like
Talk to doctore,f 18 75 35 57 65 36 1.26 .39–4.10 2.06 1.09–3.87
Take medicatione,f 16 70 19 31 30 17 3.55 1.15–10.95 2.43 1.20–4.89
Talk to mental health professionale,f 18 78 39 63 40 22 1.56 .45–5.41 4.60 2.42–8.73
Meet in groupe,f 12 50 24 39 39 21 1.19 .41–3.46 1.50 .77–2.94
Talk to religious advisore,g 12 52 14 23 33 18 2.65 .90–7.81 1.70 .83–3.46
Help with practical problems (child care

and job)e,f 15 65 36 58 49 27 1.49 .49–4.51 2.64 1.42–4.90
Doctor’s recommendatione,f 17 74 44 71 81 45 1.04 .32–3.35 2.65 1.41–5.00

Obstacles
Coste,f 8 35 24 40 40 22 .98 .33–2.90 2.16 1.12–4.17
Transportatione,f 14 58 34 56 64 35 1.32 .47–3.72 2.08 1.13–3.81
No babysittere,f 9 39 28 46 36 20 1.73 .53–5.62 3.49 1.68–7.26
Can’t miss work 6 27 13 21 38 21 3.10 .77–12.45 .96 .46–2.00
No time 5 23 15 25 32 18 .92 .27–3.14 1.45 .70–3.02
Family or friends wouldn’t approvee 0 — 7 12 5 3 na 3.53 .96–13.02
Would feel strange about cominge,f 4 17 11 18 9 5 .98 .25–3.86 2.53 .89–7.20
Uncomfortable discussing problemse,f 6 26 14 23 14 8 .74 .22–2.50 2.49 1.04–6.00
Don’t think it will help 3 13 10 16 12 7 1.17 .25–5.47 3.09 1.22–7.80
Bad past experiencee 5 22 4 7 9 5 4.42 .90–21.78 1.77 .56–5.59

a N is 22–24 because of missing data.
b N is 59–63 because of missing data.
c N is 180–186 because of missing data.
d Adjusted odds ratios (AORs) were adjusted for parental age and any anxiety disorder.
e Chi square comparisons across groups were significant (p<.05).
f Pairwise comparisons between the combined major and subthreshold depression groups and the group with no depression were significant (p<.01).
g Pairwise comparisons between the major depression and subthreshold depression groups were significant (p<.01).



should explore differences in treat-
ment needs among single and mar-
ried depressed parents.

Conclusions
These findings highlight the need to
develop affordable, accessible, per-
sonalized interventions that are effec-
tive for low-income, Hispanic parents
with depression and their children at-
tending urban family medicine prac-
tices. Strategies have been developed
to engage depressed primary care pa-
tients in mental health services and
reduce their symptoms. Specifically,
evidence has been found for the ef-
fectiveness of telephone and face-to-
face engagement interventions (13),
collaborative care provided by trained
depression care managers and pri-
mary care doctors (14), and a combi-
nation of evidence-based treatment
and case management (15). Feasible
and acceptable mental health services
targeting depressed parents and their
children will most likely include a
combination of these strategies. Fi-
nally, the similarities found between
parents with major and subthreshold
depression in their rates of problems
and interest in treatment emphasize
the importance of addressing depres-
sion among parents even when full di-
agnostic criteria are not met.
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