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Aims. Depression requires the presence of either depressed mood or anhedonia, yet little research attention has been
focused on distinguishing these two symptoms. This study aimed to obtain the prevalence rates of these two core
depression symptoms and to explore the risk factors for each symptom by race/ethnicity.

Methods. 2423 White, African American, Hispanic and Asian/Pacific Islander (API) women from the Massachusetts
area completed the Pregnancy Risk Assessment Monitoring System (PRAMS) from 2007 to 2008.

Results. Socioeconomic variables (SES) accounted for increased rates in depressed mood and anhedonia among
African Americans and Hispanics compared with Whites. API women were still 2.1 times more likely to report anhe-
donia after controlling for SES. Stressors were associated with depressed mood across groups and associated with anhe-
donia for Whites and Hispanics. Having a female infant was associated with depressed mood for APIs. Being non-US
born was associated with anhedonia for Whites, APIs and African Americans, but not Hispanics.

Conclusions. Prevalence rates for depressed mood and anhedonia differ across race/ethnic groups and risks associated
with depressed mood and anhedonia depend on the race/ethnic group, suggesting the importance of distinguishing
depressed mood from anhedonia in depression assessment and careful inquiry regarding symptom experiences with
a diverse patient population.
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Introduction

Although postpartum depression (PPD) requires the
presence of either depressed mood or anhedonia, far
less attention has been spent on anhedonia v. depressed
mood in the experience of depression (Sibitz et al. 2010).
However, the distinction between depressed mood and
anhedonia may be particularly important in clarifying
the different PPD rates and our understanding of the
different experiences faced by racial/ethnic minorities.
Numerous studies that have examined PPD prevalence
rates across racial and ethnic minority populations have
shown African American and Hispanic women to have
either higher (Howell et al. 2005), lower (Wei et al. 2008),
or similar (Yonkers et al. 2001) rates of PPD compared
with Whites (Liu & Tronick, in press). These observed
higher rates of PPD in African Americans and
Hispanics compared with Whites may be due to socio-
economic status (SES) (Hobfoll et al. 1995; Beeghly et al.

2003; Rich-Edwards et al. 2006; Liu & Tronick, in press),
given that SES and race/ethnicity are often correlated
(e.g., African Americans and Hispanics are overrepre-
sented among lower SES groups), although others
have shown that SES does not account for these PPD
prevalence rate differences (Howell et al. 2005).

Cultural differences with respect to affect may also
contribute to these differences in prevalence rates.
Drawing from the psychological literature, depressed
mood is thought to reflect high negative affect whereas
anhedonia is often construed as low positive affect
(Kanazawa et al. 2007) and studies comparing affective
norms across cultures have documented cultural
differences in affective levels. For example, Asians
show lower levels of positive affect (Iwata et al. 1995;
Yen et al. 2000; Eid & Diener, 2001; Iwata & Buka,
2002; Mesquita & Karasawa, 2002; Tsai et al. 2002;
Kanazawa et al. 2007) and Mexican Americans show
higher levels of positive affect compared with Whites
(Ruby et al. 2012). Thus, it is possible that the varying
prevalence rates across race/ethnicity may be due to
differences in the cultural expressions of depression.
Making the distinction between depressed mood and
anhedonia when examining race/ethnic differences in
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prevalence rates of PPD may help us to better assess
depression across race/ethnic groups. For instance,
compared with an overt symptom such as depressed
mood, anhedonia may be easily overlooked by clini-
cians (Sibitz et al. 2010), and may be particularly pro-
blematic for minority individuals where the reported
anhedonia presents as a clinical issue.

Of additional interest is the potential difference in
the association between risk factors with depressed
mood and anhedonia depending on the racial/ethnic
group. For instance, life stress during pregnancy and
experiences specific to the pregnancy (e.g., unintended
pregnancy) have been shown to be a risk factor for
PPD symptoms in general (O’Hara & Swain, 1996;
Da Costa et al. 2000; Robertson et al. 2004), but it is
unclear whether it is associated more strongly with
depressed mood than with anhedonia, and whether
it poses a similar risk across racial/ethnic groups.
Determining the stressors would allow better identifi-
cation of risk depending on the racial/ethnic group
and the particular symptoms experienced.

We distinguish depressed mood from anhedonia by
considering the possibility that these two items differ
by their association of potential risk factors. To
increase sensitivity to the possibility that the preva-
lence and risk factors for anhedonia might differ
from depressed mood and across racial/ethnic groups,
we examined depressed mood and anhedonia as sep-
arate outcomes. We sought to obtain the estimates of
depressed mood and anhedonia and to explore risk
factors of each symptom by race/ethnicity through
the use of race-stratified analyses. We focused on
mothers who recently gave birth, given the general
vulnerability for depression during the postpartum
period (O’Hara, 2009), and recent increased attention
on early detection of depression risk among this popu-
lation (Joseph, 2009; Postpartum Depression Screening,
2006; Massachusetts, 2010).

Methods

Sample

This study used the 2007–2008 Massachusetts PRAMS
(Pregnancy Risk Assessment Monitoring System), a
population-based survey administered to postpartum
women from Massachusetts. The PRAMS is a collabo-
rative surveillance project of the Centers for Disease
Control (CDC) and Prevention and state health depart-
ments that monitor maternal behaviours and experi-
ences of women before, during and after live
birth pregnancies. The Massachusetts Department of
Public Health (MDPH) provided this dataset.
Institutional Review Board (IRB) approvals from the

relevant institutions were obtained to conduct both
the data collection and analysis of this study.

The participants were part of an ongoing
population-based random sampling of Massachusetts
live births with birth certificates. Women who were
2–6 months postpartum were selected to receive up
to three mailed paper surveys. Women who had not
responded to the survey after the third mailing were
contacted by telephone. A response rate of 71% was
obtained for 2007 and 2008. The CDC recommends a
response rate of at least 65% for public sharing of the
data. The data were weighted using selected maternal
demographics to account for non-response and
adjusted for sampling probabilities and coverage to
represent the Massachusetts birth population in
2007–2008.

Measures

Birth certificate

Nativity (i.e., US or non-US-born mothers), maternal
age, education and race/ethnicity were obtained.
Women were classified as Hispanic or non-Hispanic
based on self-report. Non-Hispanic women were cate-
gorized in one of the following groups: White, African
American, Asian/Pacific Islander (API) and American
Indian/Alaskan Native. Mean infant age at the time
of survey completion was 9.3 weeks; there were no sig-
nificant differences in infant age across groups.

PRAMS survey

To obtain Household Income, women were asked to
indicate ‘total household income before taxes in the
12 months before the new baby was born.’ Stressful
events during pregnancy were obtained by ‘yes’ or
‘no’ responses to events that may have occurred
during the last 12 months before the new baby was
born (e.g., ‘I moved to a new address,’ ‘I had a lot of
bills to pay,’ ‘I got separated or divorced from my hus-
band or partner.’). Women indicated ‘yes’ or ‘no’ on
following: Neonatal Intensive Care Unit (NICU)
(‘After your baby was born, was he or she put in an
intensive care unit?’), gestational diabetes (‘high
blood sugar (diabetes) that started during this preg-
nancy’), pregnancy intention (‘When you got pregnant
with your new baby, were you trying to get preg-
nant?’). Mothers were also asked to respond ‘always,’
‘often,’ ‘sometimes,’ ‘rarely’ or ‘never,’ to a question
on depressed mood (‘Since your new baby was born,
how often have you felt down, depressed or hope-
less?’) and loss of interest (‘Since your new baby was
born, how often have you had little interest or little
pleasure in doing things?’).
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Statistical analyses

Responses with missing variables of interest for this
study were eliminated. Variables with less than a
100% response rate included household income
(90.0%), maternal education (99.7%), NICU (96.1%),
gestational diabetes (66.3%), stress (98.2%), pregnancy
intention (98.1%), depressed mood (65.9%) and loss of
interest (65.6%) resulting in an unweighted study
sample of 2423.

Covariates included maternal age, household in-
come, maternal education and infant age at the time
the mother completed the questionnaire. Variables
considered as potential stressors included: nativity,
gestational diabetes, infant gender, stressful events
(summed), NICU and intention for pregnancy. Those
who indicated either always or often were recoded as
having ‘high depressed mood’ or ‘high loss of interest’,
whereas those who responded with sometimes, rarely,
or never were recoded as those with ‘low depressed
mood’ or ‘low loss of interest.’

To account for the stratified and weighted sample,
the data were analysed using the Complex Samples
module of SPSS version 17.0 (SPSS Inc., Chicago, IL).
Prevalence estimates within each group were gener-
ated according to predictors. A non-race stratified
model was conducted to determine the likelihood of
the two dependent variables endorsing high depressed
mood and high loss of interest for each race/ethnic
group, with Whites as the reference group. Two logis-
tic regression models, one unadjusted and another
adjusted for SES (maternal age, maternal education
and household income), were employed for each of
the dependent variables to the model to compare the
likelihood of depressed mood and loss of interest in
ethnic minorities compared with Whites. To compare
the associations between predictors and the dependent
variable across racial/ethnic groups, race-stratified
logistic regressions incorporated all predictors, with
SES variables as covariates to produce adjusted odds
ratios for each predictor by race/ethnic group. This
logistic regression was conducted for both dependent
variables.

Results

With regard to high depressed mood, Hispanics had
the highest rates, followed by African Americans,
APIs and Whites (Table 1). The unadjusted model
showed Hispanics and African Americans to be nearly
twice as likely to endorse depressed mood compared
with Whites (Table 2). SES was controlled given that
Whites and APIs were more likely to be older mothers,
more educated and to have higher household incomes
(Table 1). The full model adjusting for SES showed

Hispanics, African Americans and APIs to be no
more likely to endorse depressed mood compared
with Whites (Table 2).

Compared with other groups, APIs showed the
highest rate for high loss of interest, followed by
African Americans and Hispanics (Table 1). Whites
had the lowest rate of loss of interest (Table 1). In the
unadjusted model, APIs, Hispanics and African
Americans were 2–3 times more likely than Whites to
endorse high loss of interest (Table 2). In the model
that adjusted for SES, the increased likelihood for
endorsing loss of interest disappeared for Hispanics
and African Americans. However, APIs were twice as
more likely to endorse high loss of interest compared
with White women, even after controlling for SES.

Other racial/ethnic differences among assessed vari-
ables are presented in Table 1.

With regard to depressed mood, it was revealed that
the number of stressors was associated with increased
endorsement of depressed mood for all four racial/eth-
nic groups. Unintended pregnancy was associated
with endorsements of depressed mood for only
Whites and Hispanics. In addition, having a female
infant was associated with increased endorsement of
depressed mood only for APIs (Table 3).

Race stratified models adjusted for SES showed
different associations between proposed risk factors
and loss of interest depending on the racial/ethnic
group. Specifically, the number of stressors was associ-
ated with endorsement of high loss of interest for
Whites and Hispanics only. Unintended pregnancy
was also associated with slightly greater loss of interest
for Whites and Hispanics only. Being non-US born
appeared to be associated with greater endorsement
of loss of interest for Whites, APIs and African
Americans, but not for Hispanics (Table 4).

Discussion

The purpose of this study was to identify the preva-
lence and to explore the risk factors of two core
depression symptoms, depressed mood and anhedo-
nia, across race/ethnic groups using a population data-
set on postpartum women. Determining these relations
could be crucial for identifying differences in the
depression experiences across racial and ethnic groups,
and may point to potential areas of health disparities
within PPD assessment.

We found that Hispanics and African Americans, but
not APIs, were more likely to report higher levels of
depressed mood compared with Whites; however, this
difference was largely accounted by SES. This is similar
to other comparable studies, which show that initial
differences in PPD rates for African American and
Hispanics do not maintain significance once SES is
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taken into account (Hobfoll et al. 1995; Beeghly et al.
2003; Rich-Edwards et al. 2006), although most of
these studies combine reports of depressed mood and
anhedonia. As argued by others, women from a lower
SES may be more likely to experience PPD symptoms
because they may have fewer financial resources and
lower social support (Abrams et al. 2009). If this is a

mechanism that explains higher rates of PPD, financial
concerns should be targeted in improving depressed
mood among African Americans and Hispanics.

The study findings also point to the need to clarify
the varying association between SES and PPD based
on race/ethnicity. Our analyses also revealed a greater
likelihood for Hispanics, African Americans and APIs

Table 1. Weighted percentage of mothers who completed the MA PRAMS from 2007–2008, by characteristic according to race/ethnicity

Total (n = 2423) White (n = 812) API (n = 528) Hispanic (n = 596) Black (n = 487)

Maternal age
<20 5.9 4.6 2.5 13.7 9.2
20–29 39.7 36.2 35.0 56.3 49.0
30–39 50.7 55.2 59.1 27.7 38.8
40 + 3.7 4.0 3.4 2.3 3.0
Maternal education
<High school 9.0 5.9 7.3 27.5 9.1
High school 24.2 21.1 15.7 37.6 38.3
Some college 18.6 17.5 13.5 20.9 30.1
College graduate 48.2 55.4 63.6 14.1 22.3
Income
<10 000 13.1 7.3 10.8 38.5 27.2
10 000–14 999 6.5 4.8 7.2 13.0 10.9
15 000, 19 999 3.7 2.6 5.0 7.5 6.6
20 000–24 999 4.9 3.4 5.3 9.4 10.8
25 000–34 999 9.3 8.8 7.1 10.1 14.4
35 000–49 999 7.7 7.2 9.8 7.1 11.4
≥50 000 54.8 65.9 54.8 14.5 18.8
Maternal nativity
US born 74.0 89.6 16.3 34.5 53.4
Non-US born 26.0 10.4 83.7 65.5 46.6
NICU
No 87.9 87.8 88.5 90.1 85.3
Yes 12.1 12.2 11.5 9.9 14.7
Gender
Male 50.8 51.0 48.6 48.6 54.1
Female 49.2 49.0 51.4 51.4 45.9
Diabetes
No 93.0 94.0 91.5 91.7 87.6
Yes 7.0 6.0 8.5 8.3 12.4
Stresses
0 33.3 34.6 46.3 25.0 21.3
1–2 42.7 43.4 42.0 41.1 39.1
3–5 20.1 18.5 10.3 28.5 30.6
6–13 4.0 3.5 1.4 5.3 8.9
Intention for pregnancy
Yes 68.8 73.0 73.3 54.4 49.4
No 31.2 27.0 26.7 45.6 50.6
Depression items
Feelings of depression
Low 92.2 93.4 92.6 87.5 88.6
High 7.8 6.6 7.4 12.5 11.4

Loss of interest
Low 90.9 93.4 81.6 86.3 85.3
High 9.1 6.6 18.4 13.7 14.7
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to report anhedonia compared with Whites but that
this greater likelihood for anhedonia remained only
for APIs after controlling for SES, a pattern of results
consistent with a previous study that looked at
racial/ethnic differences in PPD prevalence (Liu &
Tronick, in press). The associations between SES and
anhedonia, in particular, vary by group highlight the
possibility for cultural differences in psychosocial con-
texts underlying depression. Other studies that have
examined cultural differences on positive affect may
provide some explanation for the greater report of
higher anhedonia among APIs. Specifically, Asian

and Asian Americans have reported lower levels of
pleasure and interest but comparable negative affect
scores relative to European Americans (Iwata et al.
1995, 2002; Yen et al. 2000; Kanazawa et al. 2007);
these lower levels may or may not reflect a cultural
tendency to mask or suppress expressions of high
arousal positive emotions (Hsu et al. 1985; Gross &
John, 1998; Gross et al. 2006; Matsumoto & Fontaine,
2008) compared with European Americans (Markus
& Kitayama, 1991). Given the added emphasis on
child rearing during the postpartum, loss of interest
or pleasure may not only be normative but also a

Table 2. Likelihood of ‘feelings of depression’ and ‘loss of interest’ endorsed as ‘often’ and ‘always’ among mothers who completed the MA
PRAMS from 2007–2008, by race/ethnicity, Whites as reference

API Hispanic Black

OR CI OR CI OR CI

Feelings of depression
Unadjusted 1.1 0.7–1.8 2.0* 1.4–3.0 1.8* 1.2–2.8
Adjusted 1 1.1 0.7–1.7 1.1 0.7–1.8 1.1 0.7–1.7

Loss of interest
Unadjusted 3.2* 2.2–4.6 2.2* 1.5–3.2 2.4* 1.6–3.6
Adjusted 1 2.1* 1.2–3.5 1.0 0.6–1.7 1.2 0.8–2.0

*p < 0.05.

Table 3. Race/ethnicity stratified logistic regression showing adjusted odds of high depressed mood per predictor by race/ethnic group

White API Hispanic Black

Maternal nativity
US born 1.0 – 1.0 – 1.0 – 1.0 –
Non-US born 0.8 0.3–2.3 1.9 0.8–4.8 1.2 0.7–2.2 1.2 0.6–2.3
NICU
No 1.0 – 1.0 – 1.0 – 1.0 –
Yes 1.6 0.7–3.6 1.7 0.6–4.8 1.1 0.5–2.5 0.4 0.2–1.5
Gender
Male 1.0 – 1.0 – 1.0 – 1.0 –

Female 1.5 0.8–2.9 2.1* 1.0–4.0 1.0 0.6–1.7 0.9 0.5–1.8
Diabetes
No 1.0 – 1.0 – 1.0 – 1.0 –
Yes 1.1 0.3–4.9 0.4 0.1–1.4 1.9 0.8–4.4 1.2 0.5–3.5
Stresses
0 1.0 – 1.0 – 1.0 – 1.0 –
1–2 1.2 0.5–2.9 2.8** 1.2–6.7 1.4 0.6–3.6 1.8 0.5–6.7
3–5 3.1** 1.3–7.4 6.9** 2.3–20.8 4.0** 1.7–9.4 5.0** 1.4–17.8
6–13 6.7** 1.7–25.9 25.9** 4.1–162.5 8.6*** 2.7–27.2 21.0*** 5.3–82.7
Intention for pregnancy
Yes 1.0 – 1.0 – 1.0 – 1.0 –
No 3.0*** 1.6–5.5 1.5 0.7–3.4 1.8* 1.1–3.1 1.1 0.6–2.2

*p < 0.05, **p < 0.01, ***p < 0.001.
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culturally desirable response for some Asians. Although
APIs were more likely to endorse anhedonia in our
dataset, it should be noted that our data were limited
in that we were unable to distinguish whether the anhe-
donia confers psychological distress to the individual or
whether it is normative for Asians to report anhedonia
compared with other racial/ethnic groups. However,
our results highlight the necessity for clinicians to care-
fully inquire about anhedonia and any distress with
Asian American patients given the possibility of the
various interpretations of reported anhedonia.

Rather than looking at risk factors for depression
symptomatology across groups, this study adds to
the literature by exploring risk factors separately for
each race/ethnic group. Through this strategy, we con-
firmed that the number of stressors is highly associated
with endorsements of depressed mood for all racial/
ethnic groups. Indeed, several studies during the peri-
natal period show increased depression after stressful
life experiences during pregnancy (O’Hara & Swain,
1996; Da Costa et al. 2000; Robertson et al. 2004) and
our findings indicate that this may be true for different
racial/ethnic groups, at least with respect to depressed
mood. In contrast, stressors were not similarly associ-
ated with anhedonia for all groups as they were with
endorsements of depressed mood. Rather, the num-
bers of stressors were associated with anhedonia
only for Whites and Hispanics. The relation between
stress and anhedonia may differ across cultures. For

instance, life stress has been associated with positive
affect ratings in European Americans but not
Japanese Americans (Kanazawa et al. 2007), underscor-
ing the possibility that lower positive affect may have
different meanings across groups. If stress is predicted
to confer depression across cultures, then assessing
anhedonia as a symptom may not be particularly use-
ful for African Americans or Asian Americans, accord-
ing to these findings.

We also uncovered other risk factors unique to each
group with respect to depressed mood. First, APIs
with female infants were more likely to report high
depressed mood. The preference for a male child exists
in many cultures in South Asia, the Middle East and
East Asia (Booth et al. 1994; Nielsen et al. 1997;
Chandran et al. 2002; Patel et al. 2002; Ekukluet al.
2004; Löfstedt et al. 2004) and the gender outcome
may play a role in postpartum mood. For instance,
Chinese women who had a female infant were more
likely to experience PPD (Xie et al. 2007, 2009). In
another study on Indian women, having a female
infant increased the effects of other risk factors on
PPD (Patel et al. 2002). Our findings suggest that this
may also be true for Asian women in the US and is
consistent with findings from a recent study on diverse
postpartum women from New York City (Liu &
Tronick, in press).

Unintended pregnancy was a risk for depressed
mood and anhedonia but only for Hispanics and

Table 4. Race/ethnicity stratified logistic regression showing adjusted odds of high loss of interest per predictor by race/ethnic group

White API Hispanic Black

Maternal nativity
US born 1.0 – 1.0 – 1.0 – 1.0 –
Non-US born 2.7** 1.3–5.7 3.4** 1.5–7.8 1.2 0.7–2.0 2.3** 1.3–4.2
NICU
No 1.0 – 1.0 – 1.0 – 1.0 –
Yes 1.0 0.4–2.5 1.1 0.5–2.2 1.7 0.8–3.5 1.3 0.6–2.5
Gender
Male 1.0 – 1.0 – 1.0 – 1.0 –
Female 1.1 0.6–2.0 1.2 0.8–2.0 0.8 0.5–1.3 0.8 0.5–1.4
Diabetes
No 1.0 – 1.0 – 1.0 – 1.0 –
Yes 0.7 0.2–2.9 0.5 0.2–1.1 1.1 0.5–2.5 0.7 0.3–2.0
Stresses
0 1.0 – 1.0 – 1.0 – 1.0 –
1–2 1.8 0.8–4.2 0.8 0.5–1.4 1.5 0.8–3.0 1.0 0.5–2.0
3–5 4.2** 1.7–10.2 1.6 0.8–3.4 1.7 0.8–3.5 1.7 0.8–3.6
6–13 6.1*** 1.6–22.7 1.5 0.1–27.6 4.0** 1.5–11.0 2.3 0.8–6.2
Intention for pregnancy
Yes 1.0 – 1.0 – 1.0 – 1.0 –
No 1.8† 1.0–3.5 0.7 0.4–1.3 1.7* 1.0–2.7 1.1 0.7–2.0

†p < 0.1, *p < 0.05, **p < 0.01, ***p < 0.001.
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Whites. In general, intended pregnancy has been
shown to be associated with depression (Christensen
et al. 2011). A previous study utilizing the PRAMS sur-
vey showed that women with unwanted births were
nearly twice as likely to report feeling depressed
during the postpartum period as women with
intended births (Cheng et al. 2009). However, identify-
ing the reasons why unintended pregnancy was
associated with depressed mood and anhedonia only
for Whites and Hispanics in our study remains diffi-
cult without research that sheds light on the meaning
of unintended pregnancy among race/ethnic groups.
Very generally, our findings raise the possibility of
group differences in the perception or attitudes (e.g.,
unintended pregnancy may be more normative and
thus less stigmatizing) or consequences (e.g., some
groups may experience greater burdens from the
additional responsibility) of unintended pregnancy.
For example, a previous qualitative study suggested
that unintended pregnancy for Hispanic women hin-
der goals that they may have after immigration (e.g.,
working to send money home) (Howell et al. 2006;
Christensen et al. 2011). Our study findings point to
the need for understanding the various interpretations
of unintended pregnancy as a risk for PPD.
Furthermore, rather than presuming unintended preg-
nancy as a risk across groups, clinicians may want to
inquire about the circumstances and the attitudes
regarding the unintended pregnancy to determine
the level of risk it confers to PPD.

Finally, being non-US-born was the only character-
istic associated with anhedonia for Whites, APIs and
African Americans, even after controlling for SES. One
interpretation is that non-US-born ethnic minorities
tend to endure more stressful life experiences, which
confer risk for depression symptomatology during the
postpartum. For instance, the costs of immigration
include the loss of immediate family members who tra-
ditionally play a role in postpartum support, which in
turn may mitigate PPD symptomatology. It is also poss-
ible that anhedonia is much more of a normative experi-
ence for non-US-born individuals across racial/ethnic
groups. Maintaining positive affect is often acknowl-
edged to be an American value (Tsai et al. 2006).
Thus, non-US-born individuals may not necessarily
uphold interest or pleasure to the extent shown
among US-born individuals, nor might this be a reflec-
tion of distress. It is also particularly striking that nativ-
ity was not associated with anhedonia for Hispanics as
was the case for the other racial/ethnic groups. Studies
have consistently demonstrated greater positive mental
health outcomes among non-US-born Hispanic women
compared with US-born Hispanic women (Alegría
et al. 2008), raising the possibility that foreign nativity
protects against psychiatric disorders, despite presumed

stresses associated with immigration. Those
non-US-born Hispanic women did not show a higher
risk of anhedonia compared with US-born Hispanic
women compared with other race/ethnic groups is con-
sistent with this ‘immigrant paradox.’

It is important to mention the major limitations that
accompany this study. First, broad categories were
used in determining race/ethnic groups. Each of the
groups is comprised heterogeneous sub-ethnic groups
that may hold unique cultural norms and that may
present risks with an effect on depression symptoms.
Second, in using the PRAMS survey, we relied on a ret-
rospective self-reported stress and risks from preg-
nancy, which may misrepresent some of the events
that the women may have experienced. Third, our out-
come variables were limited to one survey question for
each of the two depression symptoms assessed
through the PRAMS. Although this should also be con-
sidered study strength given that these core symptoms
represent the core depression criteria in the Diagnostic
and Statistical Manual (DSM), we do not have data on
additional symptoms that could provide more infor-
mation about the experience within the population.
Fourth, in using the survey, we were not able to deter-
mine whether the depressed mood or anhedonia was
equally distressing and problematic across racial/eth-
nic groups and across individuals. For example,
although APIs were more likely to endorse anhedonia
in our study, we cannot infer that Asian Americans
show greater clinical impairment, nor can we conclude
that anhedonia during the postpartum period is nor-
mative in Asian Americans compared with the other
groups in this study. Our inclusion of anhedonia in a
study on a diverse population dataset offers a first
step in understanding symptomatology across groups.
The actual meanings of these symptoms, whether dis-
tressing and problematic should be further determined
in future research and within the clinical setting. Last,
our examination of the risk factors for these depressive
symptoms across race/ethnic groups is exploratory and
demonstrates the variation in the association of risks
according to symptom and racial/ethnic groups.
Further work is required to disentangle the potential
mechanisms that may underlie the risk factors for
each group and their effect on depression symptoms.

Conclusions

A major strength in this study was the diverse sample
and the availability of items that assessed depressed
mood and anhedonia separately. Through this dataset,
we believe that our study may be the first to highlight
the racial/ethnic differences in the prevalence of
depressed mood and anhedonia and to bring forth
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the possibility that common risk factors for these
symptoms differ by racial/ethnic group. In particular,
we found that anhedonia was more likely to be
endorsed by APIs than African Americans, Hispanics
and Whites, even after accounting for SES. Unlike the
endorsements for depressed mood, endorsements of
anhedonia was associated with non-US-born women
but not with reported prenatal stress. Our findings
underscore the need for clinicians to specifically
inquire about anhedonia and to determine whether it
is distressing and problematic to the patient. These
findings further suggest that screeners using DSM-IV
core criteria for depression, therefore relying on either
an endorsement of depressed mood or anhedonia for
diagnosis, may be limited in its utility especially with
respect to racial/ethnic minorities, as it may produce
a disproportionate rate of false positives or false nega-
tives depending on race/ethnicity.
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