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Mental disorders are leading
causes of disability in the
United States (1). Antide-

pressant medications are a mainstay
of treatment for depressive and anxi-
ety disorders (2). However, many
people, particularly those in racial
and ethnic minority groups, do not
receive effective treatment (3–5).
Substantial racial and ethnic differ-
ences in access to and quality of men-
tal health care have been reported,
including antidepressant pharma-
cotherapy (6–10), and the general un-
dertreatment of mental disorders is
even greater for black Americans
(11). Previous reports have indicated
that less than half of black Americans
with depressive conditions were pre-
scribed antidepressants compared
with about two-thirds of white Amer-
icans (5,12). These differences in
mental health care may contribute to
the persistence and severity of mental
disorders and the burden of nonlethal
suicidality among black Americans
(13,14). Understanding some of the
reasons for the racial and ethnic dif-
ferences in antidepressant use could
inform methods for improving access
to mental health care.

A substantial proportion of individ-
uals who met criteria for mental dis-
orders in the past 12 months have
been found not to receive mental
health services; however, the types of
therapies used or not used (including
psychotherapy or pharmacotherapy)
are not specified (15–18). Studies
specifying antidepressant therapy
have indicated that many drugs were
prescribed for non–mental health in-
dications and that nearly half of all
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Objective: The study objective was to estimate the prevalence and cor-
relates of antidepressant use by black and white Americans. Methods:
Data from the Collaborative Psychiatric Epidemiology Surveys (CPES)
were analyzed to calculate nationally representative estimates of past-
year antidepressant use by black and white Americans ages 18 years
and older (N=9,723). Results: Among individuals with depressive and
anxiety disorders in the past year (N=516), black respondents (14.6%)
had significantly lower (p<.001) antidepressant use than white re-
spondents (32.4%). Depression severity was significantly associated
with higher antidepressant use for white but not for black respon-
dents. Psychiatric disorders and vascular disease significantly in-
creased the odds of past-year antidepressant use. The increased
prevalence of antidepressant use associated with vascular disease was
independent of diagnosable psychiatric disorders. Among respondents
not meeting criteria for depressive and anxiety disorders in the past
year, lifetime depressive and anxiety disorders and vascular disease
significantly increased the odds of antidepressant use. Conclusions:
Few white and fewer black Americans with depressive and anxiety dis-
orders received antidepressant treatment. Higher depression severity
was associated with more antidepressant use for white but not for
black respondents. Antidepressant use was associated with medical
conditions related to vascular disease, and these medical conditions
were independent of coexisting psychiatric conditions. The results also
indicate that many antidepressants are used for maintenance pharma-
cotherapy for depressive and anxiety disorders as well as common
medical conditions associated with vascular disease. (Psychiatric Ser-
vices 59:1131–1138, 2008)
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antidepressant users did not meet
criteria for current psychiatric disor-
ders (19–21). Furthermore, previous
work has shown that several common
medical conditions, such as cardio-
vascular and cerebrovascular disease
and risk factors for these conditions,
are associated with depressive symp-
tomatology and antidepressant use
(22–25). Given the prominence of
antidepressant drugs for treating
common mental conditions and the
rise in the number of prescriptions
and associated costs in the United
States over the past decade, we
sought to examine the distribution of
antidepressant use at the national
level (2). To better understand fac-
tors for antidepressant use among
ethnic and racial groups, we applied
a modification of Andersen’s behav-
ioral model of health services use to
large, nationally representative sam-
ples of black and non-Latino white
Americans (26,27). The behavioral
model posits three major factors—
predisposing, health need, and en-
abling factors—related to accessing
health services. We anticipated that
these factors, particularly health
need, would be associated with ac-
cess to mental health services (specif-
ically, antidepressants).

Methods
Data collection
The National Institute of Mental
Health’s Collaborative Psychiatric
Epidemiology Surveys (CPES) initia-
tive combined data from several na-
tionally representative studies: the
National Survey of American Life
(NSAL), the National Comorbidity
Survey–Replication (NCS-R) and the
National Latino and Asian American
Study (NLAAS). Data from only the
NSAL and NCS-R were used in this
study. Sampling weights created by
CPES staff enable analyses of pairs of
studies within the CPES, which al-
lows population estimates that are
specific to populations of interest
(28). Data were collected by the Sur-
vey Research Center of the Universi-
ty of Michigan. The institutional re-
view board of Wayne State University
approved this study.

We used face-to-face computer-as-
sisted interviews to collect data from
integrated national household proba-

bility samples of noninstitutionalized
adults after receiving informed, writ-
ten consent from the respondents.
Specially trained interviewers who
were not clinicians administered the
World Mental Health (WMH) Com-
posite International Diagnostic Inter-
view (CIDI) to respondents (29). Fair
to good concordance values have
been reported between nonclinician-
administered WMH-CIDI interviews
and clinician-administered Struc-
tured Clinical Interview for DSM-IV
reappraisals in the NSAL and NCS-R
(13,15,30). The NSAL data were col-
lected between February 2001 and
June 2003. A total of 6,082 adults age
18 and over who self-identified as
African Americans (N=3,570), blacks
of Caribbean descent (N=1,621), and
non-Hispanic whites (N=891) partici-
pated. The overall NSAL response
rates were 72.3% for blacks (70.7%
for the African American sample and
77.7% for Caribbean blacks) and
69.7% for whites.

NCS-R data were collected be-
tween February 2001 and April 2003.
Part 1 of the survey included a core
diagnostic assessment lasting approx-
imately one hour and administered to
all respondents. Part 2 included ques-
tions about mental health risk factors
and problems, other variables, and
additional disorders. To reduce re-
spondent burden and control study
costs, part 2 was administered to
5,692 of the 9,282 part 1 respondents,
including all part 1 respondents with
a lifetime mental disorder and a prob-
ability subsample of all other respon-
dents. The overall NCS-R response
rate was 71%. Final response rates for
the sample designs of the NSAL and
NCS-R were computed according to
the best-practice guidelines of the
American Association of Public Opin-
ion Research, which call for incorpo-
rating disproportionate sampling,
household screening, and two-phase
sampling for follow-up with nonre-
sponders (31).

Analysis of subpopulations
We analyzed specific subpopulations
of the NSAL and NCS-R data sets.
The NSAL subpopulation (N=4,826)
was limited to 3,424 African Ameri-
cans and 1,402 Caribbean black re-
spondents who had sufficient medica-

tion information for assessment of
their antidepressant use in the prior
12 months (past year); this subpopu-
lation represented 96.4% (a sample-
weighted proportion) of the original
African-American and Caribbean
black NSAL respondents. Because of
cost limitations, white participants in
the NSAL were not questioned about
medication use and therefore were
not available for these analyses. Be-
cause the NSAL wide-area sampling
procedures were used to survey black
individuals living in areas with high
and low densities of black popula-
tions, the NSAL data represented a
unique sample that was highly repre-
sentative of black Americans at the
time of data collection (32).

The NCS-R subpopulation (N=
4,897) was limited to the non-Latino
whites (N=4,180) and the blacks (679
African Americans and 38 Caribbean
blacks) who had sufficient medica-
tion, psychosocial, and other corre-
late information.

Measures
In both the NSAL and NCS-R, anti-
depressant drug use was determined
by responses to the question “Did you
take any type of prescription medi-
cine in the past year for problems
with your emotions, substance use,
energy, concentration, sleep, or abili-
ty to cope with stress? Include medi-
cines even if you took them only
once.” In addition, interviewers
recorded generic and trade names of
prescription antidepressants from pill
bottles during interviews. The pre-
scription drug use question in the
NSAL appeared before a section of
the interview on the use of mental
health services; it appeared after the
mental health services section in the
NCS-R. Generic and trade names
were reviewed by two board-certified
psychiatrists and a psychiatric nurse
specialist to verify that the drugs were
antidepressants before drug coding
for the analyses.

This study used DSM-IV criteria
for past-year and lifetime major de-
pressive disorder, dysthymia, and five
specific anxiety disorders (agorapho-
bia without panic, generalized anxi-
ety disorder, panic disorder, posttrau-
matic stress disorder, and social pho-
bia). With few exceptions, these psy-
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chiatric disorders are Food and Drug
Administration (FDA)–approved in-
dications for antidepressant use (33).
They are also among the most com-
mon mental disorders, they are asso-
ciated with high levels of disease bur-
den in the United States, they fre-
quently coexist, and they are often
misdiagnosed (1,34). The Quick In-
ventory of Depressive Symptomatol-
ogy Self-Report (QIDS-SR) was
used to measure symptom severity
during the worst two-week period of
the past year (35). Respondent scores
were summed across all domains and
mapped onto the framework of the
full Inventory of Depressive Sympto-
matology scale with the use of con-
version algorithms developed for the
QIDS-SR (36). The final converted
score was divided into two levels of
depressive symptom severity: mild
and moderate to severe. This di-
chotomy was used to reflect practice
guidelines for antidepressant use in
depression care (37). Severity of anx-
iety disorders was not examined be-
cause practice guidelines were not
available for all five anxiety disorders.

Variables
The primary outcome variable in the
analyses was past-year antidepressant
use as indicated by self-report or
medication inventory. Independent
variables included indicators of
meeting diagnostic criteria for major
depressive disorder, dysthymia, or
anxiety disorders in the past 12
months. Additional independent var-
iables included self-reported diag-
nostic histories of medical condi-
tions, gender, age, family income,
years of education, and health insur-
ance status (insured and uninsured).
Health insurance coverage included
Medicare, Medicaid, or Tricare-
CHAMPUS, current or former em-
ployee-based coverage, and coverage
purchased directly from an insur-
ance company (including group pur-
chasing, such as the American Asso-
ciation of Retired Persons). Categor-
ical variables were created for age
(18–34, 35–64, and over 64 years),
family income (less than $18,000,
$18,000–$31,999, $32,000–$54,999,
and $55,000 and over), and educa-
tion (0–11, 12, 13–15, and 16 or more
years).

Analytic approach
Procedures designed for subpopula-
tion analysis of complex sample sur-
vey data in the Stata software package
were used for all analyses (38). All sta-
tistical estimates were weighted with
NSAL and NCS-R sampling weights
to account for individual-level un-
equal probabilities of selection into
the samples, individual nonresponse,
and additional poststratification to
ensure population representation
(31). A Taylor series linearization ap-
proach to variance estimation (39)

was used to account for the complex
multistage clustered design of the
samples when computing estimated
standard errors.

Sample estimates describing the
prevalence of past-year antidepres-
sant use for black and white popula-
tions were calculated in subgroups on
the basis of individual-level charac-
teristics, including diagnoses, so-
ciodemographic characteristics, and
medical conditions. Design-based F
tests derived from the Rao-Scott chi
square test were conducted to com-

pare the prevalence of antidepressant
use between the two ethnic groups in
these different subgroups (40). Multi-
variate logistic regression models
were used to estimate the relation-
ships of the combined past-year diag-
noses, sociodemographic factors, and
medical conditions with the odds of
antidepressant use, after the analyses
controlled for the other covariates in
the models. Odds ratios expressing
the relative influences of the covari-
ates on the odds of antidepressant
use were estimated on the basis of
multivariate logistic regression mod-
els in addition to design-based 95%
confidence intervals. Additional mul-
tivariate logistic regression models
considered the correlates of past-
year antidepressant use by “healthy”
respondents, or those without past-
year diagnoses of depressive or anxi-
ety disorders. Interactions between
race (white or black) and the other
correlates in the logistic regression
models were examined to assess
whether racial differences in past-
year antidepressant use were being
moderated by the other correlates
under consideration.

Results
Prevalence estimates of 
antidepressant use in the past year
Overall, black respondents had a sig-
nificantly lower prevalence of past-
year antidepressant use than white
respondents (4.5% compared with
12.4%) (Table 1). Antidepressant use
by black respondents who met DSM-
IV criteria for major depressive disor-
der, dysthymia, and anxiety disorders
in the past year was significantly low-
er compared with white counterparts.
About half of all antidepressant use
was by black persons (53.2%, sample
weighted) and white persons (53.4%,
sample weighted) not meeting crite-
ria for any of the psychiatric disorders
we examined. At every level of age,
education, household income, gen-
der, and health insurance coverage
status, the prevalence of past-year an-
tidepressant use was significantly low-
er for the black population compared
with the white population. Among re-
spondents with specific medical con-
ditions, black respondents again had
significantly lower prevalence of anti-
depressant use compared with white
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respondents, with the exception of re-
spondents having a history of heart
disease. Finally, among individuals
without mental or medical conditions
considered in this study, black per-
sons had significantly lower antide-
pressant use than whites.

Predictors of antidepressant use
Table 2 presents results from fitting a
multivariate logistic regression model

to past-year antidepressant use.
Among potential predisposing fac-
tors, being black was associated with
significantly lower odds of antide-
pressant use compared with being
white, whereas being female and
middle-aged increased the odds of
antidepressant use. Need factors
(that is, any past-year depressive or
anxiety disorder and the presence of
any of the four medical conditions ex-

amined) significantly increased the
odds of past-year antidepressant use.
One enabling factor, health insurance
coverage, was marginally associated
with increased antidepressant use.
Interactions between predisposing,
need, and enabling factors (such as
health insurance) were tested, but
their interactions with antidepressant
use were not significant (data not
shown but available on request).
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Prevalence of past-year antidepressant drug use in nationally representative samples of black and white populations in the
United Statesa

Black group (NSAL or NCS-R) White group (NCS-R)

Total Estimated Total Estimated Design-
using prevalence using prevalence based

Characteristic N medication (%) SE N medication (%) SE F dfb p

Total sample 5,543 268 4.47 .004 4,180 736 12.36 .006 117.26 1, 96 <.001
Psychiatric disorder 
(past year)c

Major depression 402 77 18.34 .029 571 236 41.04 .022 31.65 1, 96 <.001
Dysthymia 129 29 17.00 .034 160 84 51.75 .049 31.53 1, 79 <.001
Anxiety disordersd 655 101 14.26 .017 892 293 32.19 .019 45.13 1, 94 <.001
Any disorder above 867 135 14.58 .015 1,161 381 32.39 .017 60.42 1, 96 <.001
No disorder 4,671e 133 2.77 .004 3,019 355 8.09 .006 58.13 1, 96 <.001

Age group
Young adult (18–34) 2,011 62 2.15 .004 1,293 176 9.84 .008 89.79 1, 96 <.001
Adult (35–64) 2,918 183 6.24 .007 2,275 477 15.29 .007 71.15 1, 96 <.001
Older adult (≥65) 614 23 3.91 .011 612 83 7.81 .010 5.78 1, 95 .018

Education
<12 years 1,291 71 5.31 .008 514 90 11.81 .014 18.26 1, 95 <.001
12 years 1,937 87 4.00 .006 1,238 212 12.53 .012 48.26 1, 96 <.001
13–15 years 1,387 67 3.91 .006 1,271 246 13.48 .013 59.52 1, 96 <.001
≥16 years 928 43 5.22 .011 1,157 188 11.19 .008 12.23 1, 96 <.001

Gender
Male 2,021 46 2.26 .004 1,802 199 7.55 .007 48.30 1, 96 <.001
Female 3,522 222 6.20 .006 2,378 537 16.69 .007 109.82 1, 96 <.001

Household income
$0–$17,999 1,818 120 5.71 .007 637 138 15.44 .019 32.19 1, 96 <.001
$18,000–$31,999 1,382 56 3.72 .007 564 104 12.48 .012 34.51 1, 96 <.001
$32,000–$54,999 1,253 50 3.77 .007 956 169 12.46 .014 40.86 1, 95 <.001
$55,000 or more 1,090 42 4.28 .009 2,023 325 11.27 .008 22.01 1, 96 <.001

Health insurance
Yes 4,464 233 4.77 .005 3,735 687 12.65 .006 92.78 1, 96 <.001
No 1,077f 35 3.14 .007 445 49 9.60 .021 13.39 1, 95 <.001

Medical condition
High blood pressure 1,748 138 7.03 .009 989 206 14.67 .014 25.27 1, 96 <.001
Diabetes 606 41 6.63 .012 273 67 18.32 .032 16.73 1, 96 <.001
Stroke 160 16 7.34 .020 109 24 17.63 .050 5.44 1, 83 .022
Heart disease 387 49 12.86 .024 241 57 18.09 .030 1.93 1, 94 .168
Any condition above 2,076 161 6.93 .008 1,223 261 15.32 .012 37.30 1, 96 <.001

No psychiatric or 
medical condition 2,967 49 1.72 .003 2,140 224 7.09 .006 55.84 1, 96 <.001

a Results are based on data collected from the Collaborative Psychiatric Epidemiologic Surveys, which combined results of the National Survey of Amer-
ican Life (NSAL) and the National Comorbidity Survey–Replication (NCS-R).

b Degrees of freedom for the design-based F statistics vary because various less common subgroups (for example, respondents with a past-year diagno-
sis of dysthymia) may not appear in all sampling strata.

c Based on the World Mental Health Composite International Diagnostic Interview
d Includes agoraphobia with and without panic, generalized anxiety disorder, panic disorder, posttraumatic stress disorder, and social phobia
e Data missing for five persons
f Data missing for two persons



Depression severity
The prevalence of moderate to severe
depression was similar among black
and white respondents, which is con-
sistent with previous findings by
Williams and colleagues (13). Antide-
pressant use by depression severity
levels based on the QIDS data were
examined. The proportions of antide-
pressant use by black respondents
with mild depression (N=3, or 13.5%)
or moderate to severe depression
(N=48, or 17.6%) were similar; how-
ever, antidepressant use among white
respondents with mild depression
(N=13, or 21.6%) and moderate to
severe depression (N=153, or 40.3%)
was significantly different (χ2=10.12,
df=142, p=.003).

Antidepressant use with no past-
year depressive or anxiety disorders
About half of all the antidepressants
inventoried were used by respon-
dents not meeting criteria for past-
year depressive or anxiety disorders.
To better understand the predictors
of antidepressant use among these re-
spondents, we excluded respondents
who met criteria for major depres-
sion, dysthymia, or anxiety disorders
in the past year in the analyses shown
in Table 3. Being black (a predispos-
ing factor) was associated with signif-
icantly lower odds of past-year antide-
pressant use compared with being
white. Being of middle age and being
female (other predisposing factors)
significantly increased the odds of an-
tidepressant use. Lifetime depressive
and anxiety disorders and having any
of the medical conditions we exam-
ined (need factors) also significantly
increased the odds of past-year anti-
depressant use. None of the enabling
factors were significant in this model,
and no significant interactions were
found (data not shown).

Discussion
We found that who you are matters
with regard to antidepressant use in
the United States. Nationwide, black
Americans with depressive or anxiety
disorders were one-third less likely
than white Americans to have used
antidepressants. Psychiatric need (in
terms of symptom severity) was asso-
ciated with more antidepressant use
for white Americans but not for black

Americans. Antidepressant use was
also associated with medical condi-
tions related to vascular disease;
however, these associations were in-
dependent of coexisting psychiatric
conditions. Finally, we found evi-
dence that many antidepressants may
be used for maintenance pharma-
cotherapy of past depressive and anx-
iety disorders.

The racial differences in antide-
pressant use we found are much larg-
er compared with previous reports,
and we suggest some possible expla-
nations (5,6,12). First, respondents
were selected into the NSAL and
NCS-R regardless of medical care ac-
cess, in contrast to clinic-based or ad-
ministrative data, which are often re-

stricted to populations that have used
medical care services. This has partic-
ular importance for ethnic minority
populations. Black Americans who are
not elderly (21%) are nearly twice as
likely as white counterparts (13%) to
lack health insurance and other fac-
tors that enable access to care and
thus would likely be excluded from
administrative and clinic-based stud-
ies (41). In this study insurance cover-
age was only modestly associated with
antidepressant use. Nevertheless, sys-
tematically excluding a large portion
of uninsured individuals could intro-
duce selection bias that could inflate
treatment rate estimates.

Second, attempts to explain the
comparatively lower use of mental
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Predictors of past-year antidepressant use in a nationally representative sample
of black and white populations (N=9,721)a

Factor OR 95% CI

Predisposing factors
Race

White 1.00
Black .29∗ .23–.36

Gender
Male 1.00
Female 2.25∗ 1.86–2.70

Age group
Young adult (18–34) 1.00
Adult (35–64) 1.75∗ 1.45–2.11
Older adult (≥65) .81 .53–1.24

Need factors
Medical condition

None 1.00
One or more 1.54∗ 1.22–1.93

Psychiatric disorder (past year)b

None 1.00
Major depression, dysthymia, 

or anxiety disordersc 4.91∗ 3.88–6.21
Enabling factors

Household income
$0–$17,999 1.32 .80–2.17
$18,000–$31,999 1.08 .75–1.56
$32,000–$54,999 1.00
≥$55,000 .98 .74–1.30

Education (years)
<12 .93 .70–1.23
12 1.00
13–15 1.07 .79–1.43
≥16 .87 .64–1.17

Health insurance
Yes 1.70† .99–2.91
No 1.00

a Estimates are based on a multivariate logistic regression model.
b Based on the World Mental Health Composite International Diagnostic Interview
c Includes agoraphobia with and without panic, generalized anxiety disorder, panic disorder, post-

traumatic stress disorder, and social phobia
∗p<.001
†p<.10



health services by black Americans
have focused on racial differences in
preferences for social support or al-
ternative treatments (42,43). Al-
though these hypotheses are plausi-
ble, other explanations should be con-
sidered (13,44). For example, most
Americans receive mental health
treatment in busy primary care set-
tings where recognition and treat-
ment of depressive and anxiety disor-
ders can be difficult, particularly for
black patients (45). Physicians provid-
ing care for black patients report be-
ing less well-trained and having less
access to important clinical resources
and specialists than those who treat
white patients (46). The finding that
depression severity was related to an-

tidepressant use for white respon-
dents but not black respondents is
consistent with the hypothesis that
the quality of mental health care
available to black Americans is inferi-
or. The large differences in antide-
pressant use suggest unmet need that
may stem from substandard and unaf-
fordable health care encountered by
black Americans (47,48). Attitude
and preference differences for anti-
depressants between black and white
populations may also explain these
findings. Research suggests that anti-
depressant treatment is less accept-
able to black persons than to white
persons (43). For instance, Givens
and colleagues (49) found that black
persons were more likely to prefer

counseling to taking antidepressants.
Additional work is needed to deter-
mine the degree to which the differ-
ences between black and white popu-
lations in antidepressant use we
found result from unmet need, differ-
ences in attitudes, and preference for
treatment or some combination of
these and other factors.

Psychiatric need increased the
odds of antidepressant use, but so did
the presence of common medical
conditions associated with vascular
disease. Medical “need” in the form
of risk factors for vascular disease also
predicted antidepressant use in this
study. Mental disorders are associated
with medical conditions, particularly
vascular disease; however, the causal
nature of the associations is not fully
clear. As previously suggested, vascu-
lar disorders may be directly associat-
ed with the etiology of some forms of
depressive conditions (50). Further-
more, symptoms of medical condi-
tions may mimic clinical depression,
which could lead to antidepressant
use. Medical illnesses represent acute
stressors that may tip the balance for
some individuals and their families
toward mental disorder symptomatol-
ogy that may elicit antidepressant use.
Alternatively, it is possible that per-
sons with medical conditions have
more contact with health care pro-
viders, which would increase the like-
lihood that their depressive symp-
toms will be detected and treated. It
is clear from our findings that the
medical conditions we examined
were independently associated with
antidepressant use.

Consistent with previous studies,
we found that mental disorders in the
past year accounted for only about
half of antidepressant use (16,51,52).
Lifetime depressive and anxiety disor-
ders accounted for a substantial por-
tion of the antidepressant use by indi-
viduals not meeting criteria for disor-
ders in the past year. Our findings may
reflect the growing awareness and
practice by clinicians that psychiatric
need may extend beyond the acute
phase of these chronic conditions. It
remains to be determined whether
the benefits and potential harm of
maintenance pharmacotherapy repre-
sent sound preventive clinical practice
or excessive prescribing practice.
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Predictors of past-year antidepressant use in a nationally representative sample
of black and white populations without psychiatric disorders in the past 12
months (N=7,688)a

Factor OR 95% CI

Predisposing factors
Race

White 1.00
Black .29∗ .21–.41

Gender
Male 1.00
Female 2.63∗ 2.07–3.33

Age group
Young adult (18–34) 1.00
Adult (35–64) 1.61∗ 1.26–2.06
Older adult (≥65) .82 .49–1.36

Need factors
Medical condition

None 1.00
One or more 1.66∗ 1.27–2.18

Lifetime disordersb

None 1.00
Major depression, dysthymia, 

or anxiety disordersc 2.98∗ 2.40–3.68
Enabling factors

Household income
$0–$17,999 1.58 .85–2.93
$18,000–$31,999 1.11 .68–1.83
$32,000–$54,999 1.00
≥$55,000 1.08 .78–1.50

Education (years)
<12 .94 .62–1.41
12 1.00
13–15 .98 .69–1.39
≥16 .78 .53–1.16

Health insurance
Yes 1.28 .57–2.87
No 1.00

a Estimates are based on a multivariate logistic regression model.
b Based on the World Mental Health Composite International Diagnostic Interview
c Includes agoraphobia with and without panic, generalized anxiety disorder, panic disorder, post-

traumatic stress disorder, and social phobia
∗p<.001



Together, past-year and lifetime de-
pressive and anxiety disorders and
medical conditions accounted for
83.3% of all antidepressant use by
black and white Americans. This indi-
cates that about one-fifth of antide-
pressant use may be for other reasons
(such as smoking cessation). Mental
health cost estimates based solely on
antidepressant prescriptions without
considering other clinical indications
could inflate estimates by as much as
20%. The reasons for antidepressant
use among those not meeting criteria
for depressive and anxiety disorders
require additional investigation.

This study used sophisticated sam-
pling procedures that make it the
largest and most inclusive study of an-
tidepressant use among black and
white Americans. Although the re-
sults are most likely the best esti-
mates to date, they should be inter-
preted in the context of several limi-
tations. First, the NSAL and NCS-R
excluded homeless or institutional-
ized persons, which could underesti-
mate the unmet need for treatment of
depressive and anxiety disorders. Sec-
ond, systematic survey nonresponse
or selection bias could have had unto-
ward effects on our national estimates
(18). Third, as a diagnostic instru-
ment, the WMH-CIDI has a modest
sensitivity and high specificity for de-
tecting “true” psychiatric disorders
(such as major depression) among
NSAL and NCS-R respondents (13,
15). Thus it is likely that some cases
with “true” psychiatric disorders were
missed, which could inflate the pro-
portion of respondents without men-
tal disorders using antidepressants.
Fourth, research indicates that self-
reports of mental health service use
often overestimate actual use (52).
Because self-reported use of antide-
pressants was corroborated with pill-
bottle inventories, this potential bias
was minimized.

Fifth, the medication questions in
the NSAL appeared immediately be-
fore a section of the interview on the
use of mental health services, where-
as the same questions appeared after
the same section in the NCS-R. This
difference may have increased anti-
depressant reporting among black re-
spondents and attenuated reporting
by white respondents. If such bias

was introduced into this comparative
study, we may have underestimated
the black-white differences in antide-
pressant use by increasing the esti-
mates for black respondents and low-
ering the estimates for white respon-
dents. In addition, other FDA-ap-
proved indications for antidepres-
sants (such as for treatment of obses-
sive-compulsive disorder and eating
disorders) were not considered in this
study, which could account for some
of the antidepressant use among re-
spondents not meeting criteria for de-
pression or anxiety disorders.

Finally, psychosocial treatments
were not considered in this report but
are needed to estimate unmet mental
health need. On the other hand, anti-
depressants are by far the most com-
mon form of therapy for depressive
and anxiety disorders (2,3). Given the
magnitude of unmet need that we ob-
served, the main inferences of our
work would be unlikely to change
dramatically had we included psy-
chosocial treatments.

Conclusions
Our findings suggest several direc-
tions for future research and policy to
improve delivery of mental health
care for black and white Americans.
First, increased availability and initia-
tion of mental health treatment will
require new outreach efforts to un-
derserved patients and clinicians who
serve those patients. Second, improv-
ing mental health care at common
points of service delivery (such as pri-
mary care) may be needed. Collabo-
rative care models show promise for
improving care among diverse popu-
lations, as well as improving patient
outcomes and clinician satisfaction,
while containing costs (53,54). Final-
ly, new independent research may be
needed to explore the potential value
of antidepressant treatment for med-
ical conditions other than the primary
indications of depressive and anxiety
disorders.

Acknowledgments and disclosures

This work was supported by the National Insti-
tutes of Health, National Institute of Mental
Health (NIMH), and the National Institute on
Aging (NIA). Dr. González is supported by
NIMH grant MH-67726 and the Robert Wood
Johnson Foundation, Network for Multicultur-
al Research on Health and Healthcare. Dr.

Williams is supported by NIMH grant MH-
59575. Dr. Taylor is supported by NIA grant
AG-18782. Dr. Hinton is supported by NIA
grant AG-19809. Dr. Jackson and the National
Survey of American Life are supported by
NIMH grant MH-57716 and by NIA grant AG-
15281. The authors express their sincere
thanks to Susan L. González, M.N., R.N., for
assistance with reviewing medications, Jamie
Abelson, M.S.W., and Julie Sweetman, M.A.,
for data and technical support, and Willie Un-
derwood III, M.D., and Mary E. Bowen,
Ph.D., for editing. This work is solely the re-
sponsibility of the authors and does not neces-
sarily represent the official views of the Na-
tional Institutes of Health.

Dr. Croghan receives research funding from
Forest Laboratories and Eli Lilly and Company.
The other authors report no competing interests.

References

1. McKenna MT, Michaud CM, Murray CJ,
et al: Assessing the burden of disease in the
United States using disability-adjusted life
years. American Journal of Preventive
Medicine 28:415–423, 2005

2. Zuvekas SH: Prescription drugs and the
changing patterns of treatment for mental
disorders, 1996–2001. Health Affairs 24:
195–205, 2005

3. Croghan TW, Schoenbaum M, Sherbourne
CD, et al: A framework to improve the
quality of treatment for depression in pri-
mary care. Psychiatric Services 57:623–630,
2006

4. Perez-Stable EJ, Miranda J, Munoz RF, et
al: Depression in medical outpatients: un-
derrecognition and misdiagnosis. Archives
of Internal Medicine 150:1083–1088, 1990

5. Harman JS, Edlund MJ, Fortney JC: Dis-
parities in the adequacy of depression treat-
ment in the United States. Psychiatric Ser-
vices 55:1379–1385, 2004

6. Melfi CA, Croghan TW, Hanna MP, et al:
Racial variation in antidepressant treat-
ment in a Medicaid population. Journal of
Clinical Psychiatry 61:16–21, 2000

7. Swartz MS, Wagner HR, Swanson JW, et al:
Administrative update: utilization of servic-
es: I. comparing use of public and private
mental health services: the enduring barri-
ers of race and age. Community Mental
Health Journal 34:133–144, 1998

8. Mental Health: Culture, Race, and Ethnic-
ity—A Supplement to Mental Health: A
Report of the Surgeon General. Rockville,
Md, US Department of Health and Human
Services, US Public Health Service, 2001

9. Smedley BD, Stith AY, Nelson AR: Commit-
tee on Understanding and Eliminating
Racial and Ethnic Disparities in Health
Care. Washington, DC, Institute of Medi-
cine, Board on Health Sciences Policy, 2002

10. Achieving the Promise: Transforming Men-
tal Health Care in America. Pub no SMA-
03-3832. Rockville, Md, Department of
Health and Human Services, President’s
New Freedom Commission on Mental
Health, 2003

11. Neighbors HW, Caldwell C, Williams DR,

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' October 2008   Vol. 59   No. 10 11113377



et al: Race, ethnicity, and the use of servic-
es for mental disorders: results from the
National Survey of American Life. Archives
of General Psychiatry 64:485–494, 2007

12. Miranda J, Cooper LA: Disparities in care
for depression among primary care pa-
tients. Journal of General Internal Medi-
cine 19:120–126, 2004

13. Williams DR, González HM, Neighbors H,
et al: Prevalence and distribution of major
depressive disorder in African Americans,
Caribbean blacks, and non-Hispanic
whites: results from the National Survey of
American Life. Archives of General Psychi-
atry 64:305–315, 2007

14. Joe S, Baser RE, Breeden G, et al: Preva-
lence of and risk factors for lifetime suicide
attempts among blacks in the United
States. JAMA 296:2112–2123, 2006

15. Kessler RC, Berglund P, Demler O, et al:
The epidemiology of major depressive dis-
order: results from the National Comorbid-
ity Survey Replication (NCS-R). JAMA
289:3095–3105, 2003

16. Druss BG, Wang PS, Sampson NA, et al:
Understanding mental health treatment in
persons without mental diagnoses: results
from the National Comorbidity Survey
Replication. Archives of General Psychiatry
64:1196–1203, 2007

17. Demyttenaere K, Bruffaerts R, Posada-Vil-
la J, et al: Prevalence, severity, and unmet
need for treatment of mental disorders in
the World Health Organization World
Mental Health Surveys. JAMA 291:2581–
2590, 2004

18. Wang PS, Lane M, Olfson M, et al: Twelve-
month use of mental health services in the
United States: results from the National
Comorbidity Survey Replication. Archives
of General Psychiatry 62:629–640, 2005

19. Bouhassira M, Allicar MP, Blachier C, et al:
Which patients receive antidepressants? A
“real world” telephone study. Journal of Af-
fective Disorders 49:19–26, 1998

20. Stone KJ, Viera AJ, Parman CL: Off-label
applications for SSRIs. American Family
Physician 68:498–504, 2003

21. Pomerantz JM, Finkelstein SN, Berndt
ER, et al: Prescriber intent, off-label usage,
and early discontinuation of antidepres-
sants: a retrospective physician survey and
data analysis. Journal of Clinical Psychiatry
65:395–404, 2004

22. Joynt KE, O’Connor CM: Lessons from
SADHART, ENRICHD, and other trials.
Psychosomatic Medicine 67(suppl
1):S63–S66, 2005

23. Lesperance F, Frasure-Smith N, Talajic M,
et al: Five-year risk of cardiac mortality in
relation to initial severity and one-year
changes in depression symptoms after my-
ocardial infarction. Circulation 105:1049–
1053, 2002

24. González HM, Hinton L, Ortiz T, et al: An-
tidepressant class and dosing among older
Mexican Americans: application of gero-
psychiatric treatment guidelines. American
Journal of Geriatric Psychiatry 14:79–83,
2006

25. Herbst S, Pietrzak RH, Wagner J, et al:
Lifetime major depression is associated
with coronary heart disease in older adults:
results from the National Epidemiologic
Survey on Alcohol and Related Conditions.
Psychosomatic Medicine 69:729–734, 2007

26. Andersen RM: Revisiting the behavioral
model and access to medical care: does it
matter? Journal of Health and Social Be-
havior 36:1–10, 1995

27. Cook BL, McGuire T, Miranda J: Measur-
ing trends in mental health care disparities,
2000–2004. Psychiatric Services 58:1533–
1540, 2007

28. Pennell BE, Bowers A, Carr D, et al: The
development and implementation of the
National Comorbidity Survey Replication,
the National Survey of American Life, and
the National Latino and Asian American
Survey. JAMA 13:241–269, 2004

29. Kessler RC, Abelson J, Demler O, et al:
Clinical calibration of DSM-IV diagnoses in
the World Mental Health (WMH) version
of the World Health Organization (WHO)
Composite International Diagnostic Inter-
view (WMHCIDI). International Journal
of Methods in Psychiatric Research 13:
122–139, 2004

30. First MB, Spitzer RL, Gibbon M, et al:
Structured Clinical Interview for DSM-IV
Axis I Disorders, Research Version, Non-
Patient Edition (SCID-1/NP). New York,
New York State Psychiatric Institute, Bio-
metrics Research, 1997

31. Heeringa SG, Wagner J, Torres M, et al:
Sample designs and sampling methods for
the Collaborative Psychiatric Epidemiology
Studies (CPES). JAMA 13:221–240, 2004

32. Jackson JS, Torres M, Caldwell CH, et al:
The National Survey of American Life: A
study of racial, ethnic, and cultural influ-
ences on mental disorders and mental
health. International Journal of Methods in
Psychiatric Research 13:196–207, 2004

33. Ables AZ, Baughman OL III: Antidepres-
sants: update on new agents and indica-
tions. American Family Physician 67:547–
554, 2003

34. Kessler RC, Chiu WT, Demler O, et al:
Prevalence, severity, and comorbidity of
12-month DSM-IV disorders in the Na-
tional Comorbidity Survey Replication.
Archives of General Psychiatry 62:617–627,
2005

35. Rush AJ, Gullion CM, Basco MR, et al: The
Inventory of Depressive Symptomatology
(IDS): psychometric properties. Psycholog-
ical Medicine 26:477–486, 1996

36. Rush AJ, Trivedi MH, Ibrahim HM, et al:
The 16-Item Quick Inventory of Depres-
sive Symptomatology (QIDS), clinician rat-
ing (QIDS-C), and self-report (QIDS-SR):
a psychometric evaluation in patients with
chronic major depression. Biological Psy-
chiatry 54:573–583, 2003

37. Practice Guideline for the Treatment of Pa-
tients With Major Depressive Disorder.
Washington, DC, American Psychiatric As-
sociation, 2000

38. Stata Statistical Software (Release 10). Col-
lege Station, Tex, Stata Corp, 2007

39. Rust K: Variance estimation for complex es-
timators in sample surveys. Journal of Offi-
cial Statistics, 1:381–397, 1985

40. Rao JNK, Scott AJ: On chi-squared tests for
multi-way tables with cell proportions esti-
mated from survey data. Annals of Statistics
12:46–60, 1984

41. Current Population Series, vol 15. Wash-
ington, DC, US Bureau of the Census,
2006

42. Cooper-Patrick L, Gallo JJ, Powe NR, et al:
Mental health service utilization by African
Americans and whites: the Baltimore Epi-
demiologic Catchment Area Follow-Up.
Medical Care 37:1034–1045, 1999

43. Cooper LA, Gonzales JJ, Gallo JJ, et al: The
acceptability of treatment for depression
among African-American, Hispanic, and
white primary care patients. Medical Care
41:479–489, 2003

44. Schnittker J, Pescosolido BA, Croghan TW:
Are African Americans really less willing to
use health care? Social Problems 52:255–
271, 2005

45. Borowsky SJ, Rubenstein LV, Meredith LS,
et al: Who is at risk of nondetection of men-
tal health problems in primary care? Jour-
nal of General Internal Medicine 15:
381–388, 2000

46. Bach PB, Pham HH, Schrag D, et al: Pri-
mary care physicians who treat blacks and
whites. New England Journal of Medicine
351:575–584, 2004

47. Williams DR, Jackson PB: Social sources of
racial disparities in health. Health Affairs
24:325–334, 2005

48. Cooper-Patrick L, Powe NR, Jenckes MW,
et al: Identification of patient attitudes and
preferences regarding treatment of depres-
sion. Journal of General Internal Medicine
12:431–438, 1997

49. Givens JL, Katz IR, Bellamy S, et al: Stigma
and the acceptability of depression treat-
ments among African Americans and
whites. Journal of General Internal Medi-
cine 22:1292–1297, 2007

50. Alexopoulos GS, Meyers BS, Young RC, et
al: “Vascular depression” hypothesis. Ar-
chives of General Psychiatry 54:915–922,
1997

51. Regier DA, Narrow WE, Rae DS, et al: The
de facto US mental and addictive disorders
service system: Epidemiologic Catchment
Area prospective 1-year prevalence rates of
disorders and services. Archives of General
Psychiatry 50:85–94, 1993

52. Kessler RC, Demler O, Frank RG, et al:
Prevalence and treatment of mental disor-
ders, 1990 to 2003. New England Journal of
Medicine 352:2515–2523, 2005

53. Katon W, Unützer J, Fan MY, et al: Cost-ef-
fectiveness and net benefit of enhanced
treatment of depression for older adults
with diabetes and depression. Diabetes
Care 29:265–270, 2006

54. Gilbody S, Bower P, Fletcher J, et al: Col-
laborative care for depression: a cumulative
meta-analysis and review of longer-term
outcomes. Archives of Internal Medicine
166:2314–2321, 2006

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' October 2008   Vol. 59   No. 1011113388



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /Description <<
    /DEU <>
    /FRA <>
    /JPN <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (DSC Distiller 7 Basic - Non Ad Managment)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


