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Key findings
Data from the National
Health and Nutrition
Examination Survey,
2009–2012
• During 2009–2012, 7.6% of
Americans aged 12 and over
had depression (moderate or
severe depressive symptoms in
the past 2 weeks). Depression
was more prevalent among
females and persons aged
40–59.
• About 3% of Americans
aged 12 and over had severe
depressive symptoms, while
almost 78% had no symptoms.

Depression is a serious medical illness with mood, cognitive, and physical
symptoms (1). Depression is associated with higher rates of chronic disease,
increased health care utilization, and impaired functioning (2,3). Rates of
treatment remain low, and the treatment received is often inadequate (4).
This data brief examines both depression and depressive symptom severity
in the past 2 weeks from a symptom-based questionnaire, by demographic
characteristics, functioning difficulties, and recent contact with a mental
health professional. Severity is categorized as severe, moderate, mild, or no
depressive symptoms. Current depression is defined as severe or moderate
symptoms; no depression is defined as mild or no symptoms.
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In 2009–2012, 7.6% of Americans aged 12 and over had
depression (moderate or severe depressive symptoms in the
past 2 weeks).
Figure 1. Percentage of persons aged 12 and over with depression, by age and sex:
United States, 2009–2012
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• Persons living below the
poverty level were nearly
2½ times more likely to have
depression than those at or
above the poverty level.
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• Almost 43% of persons with
severe depressive symptoms
reported serious difficulties
in work, home, and social
activities.
• Of those with severe
symptoms, 35% reported
having contact with a mental
health professional in the past
year.
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Males have significantly lower rates than females overall and in every age group.
Significantly different from 40–59. 3Significantly different from 18–39. 4Significantly different from 60 and over.
NOTES: Depression is defined as having moderate to severe depressive symptoms. Access data table for Figure 1 at:
http://www.cdc.gov/nchs/data/databriefs/db172_table.pdf#1.
SOURCE: CDC/NCHS, National Health and Nutrition Examination Survey, 2009–2012.
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• Females had higher rates of depression than males in every age group (Figure 1).
• The rate of depression increased by age, from 5.7% among youth aged 12–17 to 9.8%
among adults aged 40–59, but adults aged 60 and over had a significantly lower rate of
depression (5.4%) than those aged 18–39 and 40–59.
• The highest rate of depression, 12.3%, was found in women aged 40–59.
• The lowest rates of depression were for males aged 12–17 (4.0%) and 60 and over (3.4%).

Approximately 3% of all Americans aged 12 and over had severe
depressive symptoms, while almost 78% had no depressive symptoms.
• Non-Hispanic black persons had a higher rate of severe depressive symptoms (4.1%) than
non-Hispanic white persons (2.6%) (Figure 2).
• Non-Hispanic black persons and Hispanic persons had higher rates of mild and moderate
depressive symptoms than non-Hispanic white persons. Non-Hispanic white persons were
more likely to have no depressive symptoms (78.5%) than either non-Hispanic black
persons (73.2%) or Hispanic persons (73.9%).
Figure 2. Percentage of persons aged 12 and over by depressive symptom severity and race and Hispanic origin:
United States, 2009–2012
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Significant linear trend.
Significantly different from non-Hispanic black.
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Includes race and ethnicity groups not shown separately.
NOTE: Access data table for Figure 2 at: http://www.cdc.gov/nchs/data/databriefs/db172_table.pdf#2.
SOURCE: CDC/NCHS, National Health and Nutrition Examination Survey, 2009–2012.
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Poor persons were more than twice as likely to have depression as persons
living at or above the poverty level.
• More than 15% of persons living below the federal poverty level had depression compared
with 6.2% of persons living at or above the poverty level (Figure 3).
• No significant differences were observed in rates of depression by race and Hispanic origin
among persons living below the poverty level or among those living at or above the poverty
level.
Figure 3. Percentage of persons aged 12 and over with depression, by poverty status and race and Hispanic origin:
United States, 2009–2012
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Significantly higher than “at or above poverty level.”
Includes race and ethnicity groups not shown separately.
NOTES: Depression is defined as moderate to severe depressive symptoms. The poverty level is set by the U.S. Department of Health and Human Services
and is based on family income and family size. Access data table for Figure 3 at: http://www.cdc.gov/nchs/data/databriefs/db172_table.pdf#3.
SOURCE: CDC/NCHS, National Health and Nutrition Examination Survey, 2009–2012.
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Nearly 90% of persons with severe depressive symptoms reported difficulty
with work, home, or social activities related to their symptoms.
• Rates of any difficulty with work, home, or social activities related to depressive symptoms
increased as the severity of those symptoms increased, from 45.7% among persons with
mild depressive symptoms to 88.0% among those with severe depressive symptoms
(Figure 4).
• Rates of serious difficulty with work, home, or social activities related to depressive
symptoms also increased as symptom severity increased, from 3.9% among persons with
mild depressive symptoms to 15.8% among persons with moderate symptoms, and 42.8%
among those with severe symptoms.
Figure 4. Percentage of persons aged 12 and over reporting difficulty with work, home, or social activities due to
depressive symptoms, by severity: United States, 2009–2012
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Significant linear trend for “serious difficulty” and “any difficulty.”
NOTES: “Any difficulty” (percentage above the bar in each category) is the sum of the percentages for “some difficulty” and “serious difficulty.” Access data table
for Figure 4 at: http://www.cdc.gov/nchs/data/databriefs/db172_table.pdf#4.
SOURCE: CDC/NCHS, National Health and Nutrition Examination Survey, 2009–2012.
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Just over one-third (35.3%) of persons with severe depressive symptoms
reported having seen a mental health professional in the past year.
• Rates of seeing a mental health professional increased as severity of depressive symptoms
increased in all race and Hispanic origin groups (Figure 5).
• Less than 20% of all Americans with moderate depressive symptoms reported having seen
a mental health professional in the past year. About 5% of persons with no depressive
symptoms and 13% of persons with mild symptoms have also seen a mental health
professional in the past year.
• Hispanic persons with mild depressive symptoms were less likely to have seen a mental
health professional than non-Hispanic black or non-Hispanic white persons with the same
level of symptoms.
• Among persons with moderate or severe depressive symptoms, no significant differences
were observed in the rate of seeing a mental health professional by race and Hispanic origin.
Figure 5. Percentage of those aged 12 and over who contacted a mental health professional in past 12 months, by
depressive symptom severity and race and Hispanic origin: United States, 2009–2012
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Includes race and ethnicity groups not shown separately.
NOTE: Access data table for Figure 5 at: http://www.cdc.gov/nchs/data/databriefs/db172_table.pdf#5.
SOURCE: CDC/NCHS, National Health and Nutrition Examination Survey, 2009–2012.
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Summary
During 2009–2012, 7.6% of Americans aged 12 and over had depression (defined as having
moderate or severe depressive symptoms in the past 2 weeks). Depression was more prevalent
among females than males and among adults aged 40–59 than those of other age groups. Rates of
any depressive symptoms were lower among non-Hispanic white persons than among Hispanic
and non-Hispanic black persons. Once poverty was taken into account, however, rates of
depression did not differ significantly by race or Hispanic origin.
Persons with mild depressive symptoms, as well as those with moderate or severe depressive
symptoms, reported difficulties with work, home, and social activities related to their symptoms.
Numerous studies have also shown that persons with depression have more functional limitations
than those without depression (3,5).
Studies have shown that the most effective treatment for depression, especially for severe
depression, is a combination of medication and therapy (6–8). Although medication can be
prescribed by a primary care physician, therapy is generally provided by a mental health
professional. These data demonstrate that among those having severe depressive symptoms, only
35% reported seeing a mental health professional in the past year.

Definitions
Depressive symptoms: Categorized in three groups—mood, cognitive, and physical symptoms.
Mood symptoms include depressed, sad, or irritable mood; loss of interest in usual activities;
inability to experience pleasure; feelings of guilt or worthlessness; and thoughts of death or
suicide. Cognitive symptoms include inability to concentrate and difficulty in making decisions.
Physical symptoms include fatigue, lack of energy, feeling either restless or slow, and changes in
sleep, appetite, and activity levels (1).
Depression: Measured by the National Health and Nutrition Examination Survey (NHANES)
using the Patient Health Questionnaire (PHQ–9), a nine-item screening instrument that asks
about the frequency of symptoms of depression over the past 2 weeks (9). Response categories
of “not at all,” “several days,” “more than half the days,” and “nearly every day” receive a score
of 0–3. A total score of 0–27 is then calculated. Depression is a PHQ–9 score of 10 or higher, a
well-validated cut point commonly used in clinical studies that measure depression (9). Severely
depressed persons may have disproportionately chosen not to participate in the survey or health
examination, which included administration of the PHQ–9; therefore, the prevalence estimates
in this report may slightly underestimate the actual prevalence of depression. In addition, people
being successfully treated for depression would not be identified as depressed by the PHQ–9.
Depression symptom severity: Determined by various cut points using the total score from
the PHQ–9 screening instrument (9). PHQ–9 scores can be classified as: 0–4 (no or minimal
depressive symptoms), 5–9 (mild), 10–14 (moderate), 15–19 (moderately severe), and 20–27
(severe). In this report, scores of 15 and higher are referred to as severe depressive symptoms.
Difficulties related to depression: Defined by responses to the question, “How difficult have these
problems made it for you to do your work, take care of things at home, or get along with other
people?” Only persons with a score of 1 or more on PHQ–9 symptom questions are asked the
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difficulties question. Responses were scored from 0 (not at all difficult) to 3 (extremely difficult).
A score of 1 or more is defined as any difficulty. A score of 2 or 3 suggests moderate to severe
difficulties.
Contact with a mental health professional: Determined by responses to the question, “During the
past 12 months, have you seen or talked to a mental health professional such as a psychologist,
psychiatrist, psychiatric nurse, or clinical social worker about your health?” The data do not
indicate whether persons who contacted a mental health professional actually began treatment for
depression. Respondents also are not asked about mental health treatment received from primary
care providers.
Poverty status: Determined using an index calculated by dividing family income by U.S.
Department of Health and Human Services poverty guidelines specific to the survey year. These
guidelines are issued each year for determining financial eligibility for certain federal programs.
Poverty guidelines vary by family size and geographic location; a family income-to-poverty ratio
of less than 1 is the cut point for below poverty level.

Data sources and methods
NHANES, conducted by the Centers for Disease Control and Prevention’s (CDC) National
Center for Health Statistics (NCHS), is a continuous cross-sectional survey of the civilian
noninstitutionalized U.S. population designed to assess the health and nutrition of Americans.
NHANES does not include persons living in institutions, where rates of depression are higher
than in the community-dwelling population. Survey participants are asked to complete a
household interview and an examination in a mobile examination center (MEC) that includes
a private interview. The question about contact with a mental health professional is asked in
the household interview, and the PHQ–9 depression symptom questions are asked in the MEC.
For youths aged 12–15, a proxy respondent, usually a parent, answers the questions in the
household interview. During the private interview in the MEC, participants aged 12 and over
answer questions for themselves. Questions related to depression are administered in English and
Spanish.
NHANES sample examination weights, which account for the differential probabilities of
selection, nonresponse, and noncoverage, were used for all analyses. Standard errors of the
percentages were estimated using Taylor series linearization, a method that incorporates the
sample design and sample weights.
Differences between subgroups were evaluated using the univariate t statistic. All significance
tests were two-sided using p < 0.05 as the level of significance. All comparisons reported in the
text are statistically significant unless otherwise indicated. To test for linear trends (Figures 2,
4, and 5), the null hypothesis of a nonlinear trend was examined using orthogonal polynomials.
Data analyses were performed using SAS version 9.1 (SAS Institute, Cary, N.C.) and SUDAAN
version 9.0 (RTI International, Research Triangle Park, N.C.).
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