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Objective: The adverse consequences of untreated peri-
natal depression highlight the need to identify populations
to target in order to increase treatment rates. The authors
sought to evaluate treatment initiation for a new diagnosis
of depression during pregnancy or postpartum and to
describe racial-ethnic differences in initiation and type
(psychotherapy, antidepressants) of treatment in a large
health care system with universal perinatal depression
screening.

Methods: This retrospective cohort study included
women who delivered a live birth in the Kaiser Perma-
nente Northern California system between October
2012 and May 2017. Black, Latina, Asian, andWhite women
ages $15 years were eligible. New depression diagnoses
were defined by using ICD-9 and ICD-10 codes from
electronic health records. Treatment initiation was de-
fined as receiving at least one antidepressant medication
dispensation or psychotherapy visit up to 90 days after
the diagnosis. Modified Poisson regression was used to

estimate the risk for initiating treatment and the type of
treatment initiated.

Results: In total, 13,637 women with a new depression di-
agnosis (prenatal: N57,041, 51.6%; postpartum: N56,596,
48.4%) were identified. Of the pregnant women, 31.4% ini-
tiated treatment, and of the postpartum women, 73.1% ini-
tiated treatment. Latina and Asian women were less likely
than White women to initiate treatment postpartum. During
pregnancy and postpartum, non-White women were more
likely to initiate psychotherapy. White women were more
likely to initiate antidepressant medication during pregnancy
and postpartum or a combination of antidepressant medi-
cation and psychotherapy during the postpartum period.

Conclusions: Research is warranted to identify patient-,
provider-, and system-level barriers that contribute to racial-
ethnic disparities in perinatal mental health care.
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Perinatal depression is a debilitating condition that affects
12%–20% of pregnant and postpartum women in the United
States (1–4). The condition is associated with severe health
consequences for both the mother and baby (5–8), high-
lighting the importance of treatment. However, less than
half of women with prenatal depression and between 10%
and 70% of women with postpartum depression initiate
treatment. Furthermore, although racial-ethnic inequities in
depression treatment are well documented in the general
population (9, 10), two studies assessing these relationships
among pregnant and postpartum women reported conflict-
ing results (11, 12).

It is imperative to investigate the potential existence of
racial-ethnic disparities in depression treatment during
pregnancy and postpartum. Such investigations could in-
form interventions that increase treatment initiation and
thereby improve the health of all women and their children.
This study identified treatment initiation rates after a
new depression diagnosis during pregnancy or postpartum

overall and by depression severity.We describe racial-ethnic
differences in treatment initiation and type of treatment

HIGHLIGHTS

• During the postpartum period, Latina and Asian women
were less likely than White women to initiate treatment,
and non-White women were more likely than White
women to initiate psychotherapy.

• Perinatal women’s preference for psychotherapy over
antidepressant medication to manage new perinatal de-
pression underscores the need for alternative evidence-
based treatment options, such as mindfulness, exercise,
and peer support.

• The racial-ethnic differences in initiation of perinatal
depression treatment highlight the need to identify pa-
tient-, provider-, and system-level barriers that contrib-
ute to these disparities.
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(psychotherapy or antidepressant medication) within a
health care system with universal perinatal depression
screening. On the basis of the previous literature, we hy-
pothesized that pregnant women of color would have lower
rates of treatment initiation and be less likely to initiate
antidepressant medication compared with pregnant White
women.

METHODS

Setting
This study was conducted within Kaiser Permanente
Northern California (KPNC), a large integrated health care
delivery system that provides medical care to .4.5 million
members. All 15 regional service centers (and 48 associated
office facilities) have obstetrics and gynecology depart-
ments as well as behavioral medicine and psychiatry
departments. KPNC members are covered by employer-
sponsored insurance plans, the insurance exchange, and
Medicaid. Coverage is provided for approximately 40%
of Northern California residents, and membership is
similar to the population living in the geographic area
(13). Information on diagnoses, outpatient visits, and
prescribed medications is maintained within adminis-
trative and electronic health records (EHRs).

KPNC’s universal perinatal depression screening program
screens women with the Patient Health Questionnaire–9
(PHQ-9), twice during pregnancy and 3–10weeks postpartum
(14, 15). The PHQ-9 is a validated instrument for depression
screening across racial-ethnic groups (16) and has high sen-
sitivity (.88%) and specificity (.88%) for obstetric patients
(17, 18). For PHQ-9 scores $10, KPNC guidelines include
symptom assessment and review of related medical history. A
depression diagnosis is documented in the EHR on the basis
of the screening score and clinical judgment. Treatment or
referral are provided accordingly. Mental health care cover-
age includes individual and group psychotherapy, medication
management, and prescriptions.

Study Design and Population
This population-based retrospective cohort study included
women who delivered a live birth between October 7, 2012,
and May 31, 2017. Black, Latina, Asian, and White women
ages $15 years who were enrolled in the health plan for
6months before their pregnancy and anytimewithin 90 days
after the depression diagnosis were eligible (10). New de-
pression diagnoses during the perinatal period were defined
as those identified through ICD-9 and -10 codes anytime
during pregnancy through 1 year postpartum (see the online
supplement to this article), without evidence of a history of
depression (diagnosis or treatment with antidepressant
medication or psychotherapy) in the 6 months before
pregnancy. Women with a new depression diagnosis be-
tween the first day of their last menstrual period and the day
before delivery were included in the prenatal analyses.
Those with a depression diagnosis after delivery through

1 year postpartum (and no depression diagnosis during
pregnancy) were included in the postpartum analyses.
Women belonging to racial-ethnic groups not listed above
were excluded because of small samples. KPNC’s institu-
tional review board approved the study and waived in-
formed consent.

Measures
Race-ethnicity was based on self-report. Treatment initia-
tion was defined as receiving at least one antidepressant
medication dispensation or psychotherapy visit up to
90 days after the new depression diagnosis. Antidepressant
medications included selective serotonin reuptake inhibi-
tors, tricyclic acids, serotonin-norepinephrine reuptake in-
hibitors, monoamine oxidase inhibitors, and others (see the
online supplement). A psychotherapy visit was defined as
any visit .30 minutes with a CPT code (see the online
supplement). Individual and group psychotherapies were
covered by all insurance plans. Specifications for psycho-
therapy visits were based on research by the Mental Health
Research Network (10).

Covariates
Covariates included the mother’s age at delivery; pre-
pregnancy body mass index (underweight and normal
weight, ,25.0 kg/m2; overweight, 25.0–29.9 kg/m2; and
obese,$30.0 kg/m2) (19); alcohol (yes or no), tobacco (yes or
no), or other drug use (yes or no) during pregnancy; parity
(number of previous pregnancies, 0, 1,$2); gestational age at
prenatal care initiation; Medicaid status during pregnancy
and postpartum; Charlson Comorbidity Index (CCI) score;
and anxiety diagnoses during pregnancy and postpartum up
to the date of the depression diagnosis. CCI scores were
calculated on the basis of diagnosis codes identified in the
EHR for the year before pregnancy, and the number of
comorbid conditions was categorized as 0, 1, or$2 (20). The
highest PHQ-9 score during pregnancy and postpartum
recorded up to the date of the respective depression diag-
nosis was categorized as severe ($15), moderate (10–14), or
no-to-mild (,10) depressive symptoms (17). PHQ-9 scores
were not available for all women.

Analysis
Chi-square and analysis of variance tests were conducted.
Racial-ethnic differences in treatment initiation and type
were assessed for the prenatal and postpartum periods
separately. Point and interval estimates of relative risks for
treatment initiation were obtained with modified Poisson
regression with robust error variance (21), with and without
adjustment for patient characteristics. Modified Poisson
regression was used to estimate the likelihood for initiating
each type of treatment, after adjustment for patient char-
acteristics. Sensitivity analyses to address potential con-
founding by depression severity were conducted to adjust
for PHQ-9 scores among women who had been screened
with the PHQ-9 before their depression diagnosis. To assess
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whether the relationship between depression
severity and treatment initiation differed by
race-ethnicity, we conducted a likelihood
ratio test comparing the full model (including
the interaction term between severity and
race-ethnicity) with the nested model (with-
out the interaction term). Analyses were
conducted in R, version 3.5.3.

RESULTS

Among 126,032 eligible women, 13,637
(10.8%) had a new diagnosis of perinatal de-
pression (Figure 1). Of this subset, 7,041
(51.6%) women had a new diagnosis during
pregnancy (White, 42.9%; Latina, 30.7%;
Asian, 13.8%; and Black, 12.6%), and 6,596 (48.4%) had a new
diagnosis during the postpartum period (White, 38.2%; La-
tina, 32.8%; Asian, 18.7%; and Black, 10.2%). Descriptive
characteristics of the sample are reported in Table 1. During
pregnancy, Black women were more likely than Latina,
White, and Asian women to have a missing PHQ-9 score
(59% vs. 53%, 52%, and 48%, respectively, p,0.001), but no
racial-ethnic differences were found during the postpartum
period (54% vs. 55%, 51%, and 53%).

Treatment Initiation
Prenatal period. Of the 7,041 women with a new prenatal
depression diagnosis, 2,211 (31.4%) initiated treatment
within 90 days of the diagnosis (Table 2). After we adjusted
for covariates, we observed no differences in treatment ini-
tiation for Black or Asian women compared with White
women (Black: adjusted relative risk [ARR]51.07, 95%
confidence interval [CI]50.95–1.21; Asian: ARR50.95,
95% CI50.85–1.07). Compared with White women, Latina
women were more likely to initiate treatment (ARR51.10,
95% CI51.01–1.20). After adjustment for depression sever-
ity, we observed no significant differences in treatment ini-
tiation for Latina, Black, or Asian women compared with
White women (Table 2). Depression severity was statisti-
cally significantly associated with treatment initiation re-
gardless of race-ethnicity (reference: PHQ-9 score ,10;
PHQ-9 score 10–14: ARR51.54, 95% CI51.35–1.73; PHQ-9
score $15: ARR51.84, 95% CI51.63–2.07; likelihood ratio
test, p50.997).

Postpartum period. Of the 6,596 women with a new post-
partum depression diagnosis, 73.1% (N54,820) initiated
treatment within 90 days (Table 2). Latina and Asian women
were less likely than White women to initiate treatment
(Latina: ARR50.93, 95%CI50.90–0.97; Asian: ARR50.91,
95% CI50.87–0.95), whereas Black women were as likely
as White women to initiate treatment (Black: ARR50.98,
95% CI50.93–1.03). Adjustment for depression severity
yielded similar relationships (Latina: ARR50.93, 95%
CI50.89–0.98; Asian: ARR50.93, 95% CI50.88–0.98; and

Black: ARR50.99, 95% CI50.93–1.05). Women with higher
depression severity were more likely to initiate treatment
regardless of race-ethnicity (reference: PHQ-9 score ,10;
PHQ-9 score 10–14: ARR51.03, 95% CI50.98–1.08; PHQ-9
score $15: ARR51.11, 95% CI51.06–1.16; likelihood ratio test,
p50.938).

Treatment Type
Prenatal period. Of the 2,211 women who initiated treatment
during the prenatal period, 62% (N51,360) started psycho-
therapy only, 21% (N5467) started antidepressant medica-
tion only, and 17% (N5384) started both (Figure 2).
Significant racial-ethnic differences were found in the type
of treatment initiated (see the online supplement). After we
adjusted for covariates, women of color remained more
likely to initiate psychotherapy only than White women
(Latina: ARR51.36, 95% CI51.20–1.53; Black: ARR51.50,
95%CI51.27–1.77; and Asian: ARR51.30, 95%CI51.12–1.51).
Adjustment for depression severity produced similar results.

After adjustment for covariates, women of color were less
likely than White women to start antidepressant medica-
tion only (Latina: ARR50.75, 95% CI50.60–0.92; Black:
ARR50.59, 95% CI50.43–0.80; and Asian: ARR50.42, 95%
CI50.29–0.62). Similar relationships emerged when we
adjusted for depression severity.

Compared with White women and after adjustment for
covariates, Asian and Blackwomenwere less likely to initiate
both psychotherapy and antidepressant medication; how-
ever, the findings for Black women did not reach statistical
significance (Asian: ARR50.66, 95% CI50.47–0.94; Black:
ARR50.71, 95% CI50.49–1.02). Similar results were ob-
tained after adjustment for depression severity.

Postpartum period. Of the 4,820 women who initiated
treatment postpartum, 48% (N52,295) started psychother-
apy only, 19% (N5937) started antidepressant medication
only, and 33% (N51,588) initiated both (Figure 3). Significant
racial-ethnic differences emerged for the type of treatment
initiated (see the online supplement). After we adjusted for
covariates, compared with White women, Latina, Black, and

FIGURE 1. Study cohort flow diagrama
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a Source: Authors’ analysis of data from the Kaiser Permanente Northern California elec-
tronic health record system.

Psychiatric Services 74:4, April 2023 ps.psychiatryonline.org 343

AVALOS ET AL.

https://ps.psychiatryonline.org/doi/suppl/10.1176/appi.ps.20220173/suppl_file/appi.ps.20220173.ds001.pdf
https://ps.psychiatryonline.org/doi/suppl/10.1176/appi.ps.20220173/suppl_file/appi.ps.20220173.ds001.pdf
http://ps.psychiatryonline.org


TABLE 1. Demographic characteristics of women with a new diagnosis of prenatal or postpartum depression, overall and by race-
ethnicity, October 7, 2012, to May 31, 2017a

Total White Latina Black Asian

Characteristic N % N % N % N % N %

Prenatal depression

Total 7,041 100.0 3,018 42.9 2,164 30.7 884 12.6 975 13.8
Maternal age at delivery (M6SD years) 29.366.1 30.165.7 27.966.3 27.166.5 31.765.1
Pre-pregnancy BMI
Underweight or normal weight 2,929 41.6 1,371 45 711 33 270 31 577 59
Overweight 1,909 27.1 789 26 638 30 237 27 245 25
Obese 2,060 29.3 804 27 764 35 358 41 134 14
Missing 143 2.0 54 2 51 2 19 2 19 2

Substance use during pregnancy
Alcohol use 791 11.2 353 12 238 11 107 12 93 10
Tobacco use 437 6.2 242 8 83 4 73 8 39 4
Other drug use 247 3.5 97 3 64 3 79 9 7 1

Parityb

0 3,065 43.6 1,454 48 839 39 334 38 438 45
1 2,149 30.5 947 31 633 29 261 29 308 32
$2 1,557 22.1 500 17 626 29 249 28 182 19
Missing 270 3.8 117 4 66 3 40 5 47 5

Medicaid coverage 794 11.3 173 6 237 11 301 34 83 9
Gestational age at prenatal care

initiation (M6SD days)
52.7624.1 51.8623.1 53.7625.6 54.9628.1 51.2618.7

CCIc

0 5,397 76.7 2,342 78 1,656 77 599 68 800 82
1 1,482 21.0 614 20 462 21 254 29 152 16
$2 162 2.3 62 2 46 2 31 4 23 2

Anxiety diagnosis 206 2.9 113 4 55 3 14 2 24 3
Depression symptom severityd

Severe 368 5.2 118 4 136 6 49 6 65 7
Moderate 495 7.0 173 6 164 8 70 8 88 9
None or mild 2,485 35.3 1,164 39 723 33 244 28 354 36
Missing 3,693 52.4 1,563 52 1,141 53 521 59 468 48

Postpartum depression

Total 6,596 100.0 2,519 38.2 2,165 32.8 676 10.2 1,236 18.7
Maternal age at delivery (M6SD years) 30.365.5 30.665.1 29.365.9 29.266.3 32.064.5
Pre-pregnancy BMI
Underweight or normal weight 2,669 40.5 1,134 45 649 30 172 25 714 58
Overweight 1,885 28.6 672 27 696 32 195 29 322 26
Obese 1,937 29.4 688 27 774 36 294 44 181 15
Missing 105 1.6 25 1 46 2 15 2 19 2

Substance use during pregnancy
Alcohol use 687 10.4 282 11 219 10 56 8 130 11
Tobacco use 196 3.0 109 4 39 2 26 4 22 2
Other drug use 91 1.4 37 2 23 1 25 4 6 1

Parityb

0 2,694 40.8 1,147 46 731 34 251 37 565 46
1 2,327 35.3 937 37 723 33 212 31 455 37
$2 1,361 20.6 360 14 632 29 188 28 181 15
Missing 214 3.2 75 3 79 4 25 4 35 3

Medicaid status 1,258 19.1 365 14 423 20 386 57 84 7
Gestational age at prenatal care

initiation (M6SD days)
51.6622.7 49.8619.0 53.0625.7 53.5625.5 52.2622.1

CCIc

0 5,411 82.0 2,087 83 1,761 81 519 77 1,044 85
1 1,076 16.3 402 16 364 17 142 21 168 14
$2 109 1.7 30 1 40 2 15 2 24 2

Anxiety diagnosis 575 8.7 250 10 208 10 48 7 69 6

continued
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Asian women were significantly more likely to initiate psy-
chotherapy (Latina: ARR51.11, 95% CI51.01–1.20; Black:
ARR51.30, 95% CI51.16–1.46; and Asian: ARR51.11, 95%
CI51.01–1.22). Similar findings emerged after adjustment
for depression severity.

Overall, Latina, Black, and Asian women were less likely
to initiate antidepressant medication than were White
women (Latina: ARR50.62, 95% CI50.54–0.71; Black:
ARR50.50, 95% CI50.39–0.58; and Asian: ARR50.47, 95%
CI50.38–0.58). These findings persisted after adjustment
for depression severity.

No significant differences emerged in initiation of both
psychotherapy and antidepressant medication between
women of color and White women, after we adjusted for
covariates. However, after adjustment for depression se-
verity, Black women (ARR50.78, 95% CI50.61–0.99) were
less likely thanWhite women to initiate both antidepressant
medication and psychotherapy; results for Latina women
suggested a similar trend that did not reach statistical sig-
nificance (ARR50.89, 95% CI50.77–1.04).

DISCUSSION

In this study of women who delivered a live birth in the KPNC
system, we documented low levels of treatment initiation for
prenatal depression, and no significant racial-ethnic differences
emerged. Despite overall high levels of initiation of postpartum
depression treatment, Asian and Latinawomenwere less likely
than White women to begin treatment. Higher depression se-
verity was associated with treatment initiation during preg-
nancy and postpartum, regardless of race-ethnicity. Moreover,
Black, Asian, and Latina women were more likely than White
women to initiate psychotherapy, whereasWhite women were
more likely to initiate antidepressant medication without psy-
chotherapy during pregnancy and with or without psycho-
therapy during the postpartum period.

Treatment Initiation
The observed rate of treatment initiation during pregnancy
of 31.4% was equivalent to rates reported in a study con-
ducted in hospital-based obstetrics clinics (22) but lower

TABLE 1, continued

Total White Latina Black Asian

Characteristic N % N % N % N % N %

Depression symptom severityd

Severe 607 9.2 182 7 220 10 83 12 122 10
Moderate 570 8.6 195 8 199 9 70 10 106 9
None or mild 1,922 29.1 852 34 566 26 156 23 348 28
Missing 3,497 53.0 1,290 51 1,180 55 367 54 660 53

a Source: Authors’ analysis of data from the Kaiser Permanente Northern California electronic health record system. BMI, body mass index; PHQ-9, Patient
Health Questionnaire–9. Percentages for each total sample (prenatal and postpartum) are row percentages; percentages within each stratum (total sample
and by race-ethnicity) are based on totals for each stratum.

b Parity was defined as number of previous pregnancies.
c The Charlson Comorbidity Index (CCI) indicates the number of comorbid conditions in the year before pregnancy.
d Depression severity was defined by PHQ-9 score: ,10, none to mild; 10–14, moderate; $15, severe.

TABLE 2. Association between race-ethnicity and treatment initiation within 90 days of a new prenatal or postpartum depression diagnosisa

Initiated treatment

Race-ethnicity N % Crude RR 95% CI ARRb 95% CI

Sensitivity
analysis
ARRc 95% CI

Prenatal depression (N57,041)

Overall 2,211 31.4
White (N53,018; reference) 921 30.5
Latina (N52,164) 734 33.9 1.11 1.03–1.20 1.10 1.01–1.20 1.05 .93–1.19
Black (N5884) 270 30.5 1.00 .89–1.12 1.07 .95–1.21 1.09 .92–1.30
Asian (N5975) 286 29.3 .96 .86–1.07 .95 .85–1.07 .98 .84–1.14

Postpartum depression (N56,596)

Overall 4,820 73.1
White (N52,519; reference) 1,919 76.2
Latina (N52,165) 1,547 71.5 .94 .91–.97 .93 .90–.97 .93 .89–.98
Black (N5676) 502 74.3 .97 .93–1.02 .98 .93–1.03 .99 .93–1.05
Asian (N51,236) 852 68.9 .90 .87–.94 .91 .87–.95 .93 .88–.98

a Source: Authors’ analysis of data from the Kaiser Permanente Northern California electronic health record system. ARR, adjusted relative risk; RR, relative risk.
b Analyses were adjusted for maternal age at delivery, parity, Medicaid coverage, Charlson Comorbidity Index score, gestational age at prenatal care initiation,
pre-pregnancy body mass index, alcohol use during pregnancy, tobacco use during pregnancy, other drug use during pregnancy, and anxiety diagnosis.

c Sensitivity analysis was restricted to women with complete covariate information and a Patient Health Questionnaire–9 (PHQ-9) screening during pregnancy
(N53,348) and during the postpartum period (N53,099) and was also adjusted for PHQ-9 score.
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than the 50% reported in national samples (11, 23, 24). These
differences may be due to variations in data collection or in
the time frame for depression diagnosis and treatment. The na-
tional studies collected self-reported depression and treatment
data for the previous 12 months (including before pregnancy),
whereas this study used diagnoses and EHR data to identify
treatment initiation within 90 days after depression diagnosis.

Conversely, we documented that nearly three-quarters of
women with a new diagnosis of postpartum depression ini-
tiated treatment. This rate is higher than rates in previous re-
ports that have documented that ,10% of publicly insured
women living in New Jersey initiated treatment within
6months of delivery (12) and that 70% of privately insured and
50% of publicly insured women in a national sample initiated
treatment within 90 days of a postpartum diagnosis (11).

Latina and Asian women were less likely than White
women to initiate treatment for postpartum depression.

Overall, we noted comparable rates of
treatment initiation for Black and White
women. Research on depression treat-
ment in general populations (10) and
perinatal populations (12) has found that
Latina women are less likely than White
women to initiate treatment. Our finding
of similar rates of treatment initiation for
Black and White women was comparable
to findings in a study of pregnant women
with private insurance or Medicaid (22)
but contrasted with the results of a sec-
ond study of a Medicaid-only sample,
which reported that pregnant and post-
partum Black women were less likely than
White women to initiate treatment (12).
The discrepancy with the second study
may be due to differences in socioeco-
nomic status, because our sample included

women covered by either private insurance or Medicaid. To
our knowledge, ours is the first study of depression treatment
initiation during the perinatal period to include Asianwomen.

Treatment Type
Women of color were more likely than White women to
initiate psychotherapy only, whereasWhite women initiated
antidepressant medication treatment alone at higher rates
compared with women from other racial-ethnic groups.
These findings are consistent with those of previous studies
of nonpregnant (10) and postpartum women (12).

Implications
The low rates of prenatal depression treatment initiation
found in this study suggest the need to identify specific
treatment barriers during pregnancy. The lower rates could
have been partially due to concerns over the safety of anti-

depressant medication during pregnancy (25,
26), because rates of any antidepressant use
were higher in the postpartum period. Low
rates of prenatal depression treatment are
concerning given that prenatal depression is
the largest risk factor for postpartum de-
pression (27).

The divergent patterns of the treatment
type initiated may suggest that women of
color request or are offered psychotherapy
more often, or are more amenable to it, than
White women. These patterns may also re-
flect that White women are more likely to be
offered or more willing to fill an antidepres-
sant medication prescription compared with
women of color. A large majority of White
women initiated psychotherapy alone or in
combination with antidepressants, whereas
#50% of Latina, Black, or Asian women ini-
tiated antidepressants during pregnancy or

FIGURE 2. Prevalence of prenatal depression treatment type, overall and by race-ethnicitya
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FIGURE 3. Prevalence of postpartum depression treatment type, overall and by
race-ethnicitya
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postpartum. Access to preferred treatment choice improves
treatment initiation, adherence, and outcomes (28, 29).
Women’s preference for nonpharmaceutical treatment op-
tions during the perinatal period (26) highlights the need for
evidence-based research into alternative treatment options,
such as mindfulness, exercise, or peer support.

Lack of health insurance contributes to racial-ethnic
disparities in mental health care. Given that this study was
conducted in an insured population, our findings suggest the
need to identify other factors that contribute to the dispar-
ities we observed, especially among women in the perinatal
period. Financial circumstances, inflexible work schedules,
and lack of childcare have been identified as barriers to
perinatal depression treatment (30), especially among
women of color (26). Addressing these barriers and under-
standing how cultural beliefs, racial-ethnic differences in
patient perceptions and experiences of mental health and
motherhood, depression stigma, patient-provider commu-
nication, and institutional racism in the health care system
contribute to these disparities are necessary to increase
treatment rates and reduce disparities (26, 31).

Women of color often report negative interactions with
the health care system during pregnancy, including experi-
ences of racism, unmet information needs, and stressful in-
teractions with staff, which may contribute to differential
treatment decisions by race and ethnicity (32–34). Non-
White patients have reported a general distrust in the ability
of the majority-White medical establishment to appropri-
ately meet their health care needs (26). Additionally, cultural
differences may be a factor in decisions regarding treatment
initiation. Qualitative research has documented that Latina
patients report that they declined treatment because of
family expectations that they were responsible for parenting
duties, leaving no time for treatment (26).

Strengths and Limitations
Study limitations included the inability to capture brief
treatment provided by the obstetrician-gynecologist or
psychotherapy received outside of KPNC that was not paid
for by Kaiser Permanente. We do not know whether more
affluent women paid out of pocket to receive psychotherapy
outside of KPNC. If so, the disparities in treatment initiation
may be greater than reported here and may explain the few
differences in treatment initiation during pregnancy and
between Black andWhite women postpartum. This possible
unobserved difference may also have decreased the differ-
ences noted between non-White and White women in ini-
tiation of postpartum psychotherapy. However, our study
captured psychotherapy received outside of the health care
system that was paid for by Kaiser Permanente. Additionally,
Medicaid beneficiaries—a small portion of women at the
beginning of the study period—received mental health care
outside of KPNC, which was not captured in our study. We
did not have information on non-evidence-based treatment
received, such as mindfulness interventions or religious
support, whose utilization may differ across racial-ethnic

groups (26, 35). Additionally, prescriptions filled outside of
the health plan were not captured. However, most KPNC
members (.96%) fill their prescriptions within the health
care system (36). We do not know the reasons for failure to
initiate treatment, nor do we know the role of the patient,
provider, or health care system in lack of treatment initiation
overall or for the differences in treatment initiation by race-
ethnicity.

The study period overlapped with the period for imple-
mentation of the perinatal depression screening program.
Screening scores may not have been entered into the EHR
while clinic workflows were being developed. Thus, PHQ-9
scores were not available for all women, and pregnant Black
women were less likely to have a screening score. However,
all women in this study had a new depression diagnosis, and
depression was therefore addressed by the clinician during a
perinatal care visit. Of note, our previous work documented
that 97% of women were screened for perinatal depression
at least once during pregnancy or postpartum (15), as rec-
ommended by the U.S. Preventive Services Task Force (37).

Our findings were strengthened by the use of EHR data to
ascertain perinatal depression diagnoses, depression sever-
ity scores, and covariates such as Medicaid status and
comorbid anxiety and by the focus on the prenatal and
postpartum periods. KPNC’s integrated health care delivery
system has been influential in the development and diffusion
of new models of care and has provided a setting to study
innovative approaches to health care delivery (38, 39). Re-
search conducted in integrated health care systems has been
disseminated to other settings; thus, these findings have
important implications outside of KPNC.

CONCLUSIONS

This study identified low rates of treatment initiation for
prenatal depression, racial-ethnic inequities in postpartum
depression treatment initiation, and racial-ethnic inequities
in perinatal treatment type in a large integrated health care
delivery system with a program for universal perinatal de-
pression screening designed to enhance identification and
care. These findings signify the need for research to identify
patient-, provider-, and system-level barriers that contribute
to racial-ethnic disparities in perinatal mental health care;
findings from such research could inform the development
of programs and policies to improve the health of all women
and their children.
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