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Mood or depressive disorders affect about 20.9 million US
adults (ages 18 and older), or 9.5% of the US population.1

Within this grouping, major depressive disorder affects ap-
proximately 14.8 million American adults, or about 6.7% of
adults.2

Depression can impact health-related quality of life, decrease
adherence to health interventions, is linked to health risks, such as
smoking, alcohol use, physical inactivity, and obesity, and can exac-
erbate or increase the risk of chronic illnesses.3  This report presents
data on depression and associated health risks and conditions among
Rhode Island adults using self-reported responses from Rhode
Island’s 2006 Behavioral Risk Factor Surveillance System (BRFSS).

METHODS
The BRFSS is a telephone survey administered in all 50 states

and four US territories with funding and specifications from the
Centers for Disease Control and Prevention (CDC).4  The BRFSS
monitors the adult population for access to health care, selected health
conditions and behaviors. From January through December 2006,
the Rhode Island BRFSS conducted telephone interviews with 4,515
adults ages 18 and older.

In 2006 the BRFSS module on Depression and Anxiety was
added to Rhode Island’s  questionnaire. The module included eight
of the DSM-IV criteria for diagnosis of major depression.5  These
questions ask the respondent how many days each of the following
occurred in the past 2 weeks: (1) had little interest or pleasure in
doing things; (2) felt down, depressed or hopeless; (3) had
trouble falling asleep or staying asleep or sleeping too much;
(4) felt tired or had little energy; (5) had a poor appetite or
ate too much; (6) felt that you were a failure or had let
yourself or your family down; (7) had trouble concentrat-
ing on things; (8) moved or spoke so slowly that other people
could have noticed, or  were fidgety or restless, moving
around much more than usual.  For each question, the
number of days is converted to points (0-1 day = 0 points;
2-6 days = 1 point; 7-11 days = 2 points; and 12-14 days =
3 points) and the number of points is totaled across the
eight questions to determine a depressive symptoms se-
verity score (DSS).  A DSS of 0-4 is defined as no depres-
sion, 5 –9 as mild depression, and 10 or more as moderate
or severe depression, which reflects a diagnosis of major
depression (MD).

RESULTS
In 2006, 9% of RI adults, approximately 80,000

people, had a DSS of 10 or more, indicating MD.  The
prevalence of MD varied among demographic sub-
groups.  (Figure 1)  More women (11%) than men
(6%) had MD, and the prevalence of MD decreased

with age. Fewer (8%) White non-Hispanics than either His-
panics (14%) or other non-Hispanics (15%) had MD, a dif-
ference which may be due in part to the higher proportion of
older adults in the White non-Hispanic population. (Figure 1)
MD rates were higher among persons with less than a college
degree (12%), in households with incomes less than $25,000
(22%), and among persons who are divorced/separated (16%),
unemployed (26%), unable to work (50%), or disabled (25%).

Comparing health risks and health conditions for those
with no depression, mild depression and major (moderate/se-
vere) depression, risk increased consistently as depression se-
verity increased for every variable examined.  More than half
(52%) of those with MD reported never, rarely, or only some-
times getting needed social/emotional support; more than a
third (36%) were dissatisfied with life. (Figure 2)  One quarter
of those with MD lacked health care coverage, compared with
8% of those without depression.  Persons with MD were at
greater risk for a sedentary lifestyle, smoking, not wearing a
seatbelt, and not receiving dental care.

People with MD more frequently had compromised health
than persons with mild depression or without depression. (Fig-
ure 3)  Thirteen percent of persons with MD had diabetes, 1
in 4 had asthma, 1 in 3 was obese.  More than half (54%) of
persons with MD reported having a physical disability, 38%
reported pain-related activity limitations, and 48% had trouble
learning, remembering, or concentrating.

Figure 1.  Prevalence of major depression, by selected characteristics,
ages 18 and older, Rhode Island, 2006.
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DISCUSSION
The analytic associations between major depression and

the various demographic characteristics, health-risk behaviors,
and health conditions do not necessarily identify causal rela-
tionships.  For example, people with depression may be more
likely to develop disabilities, but disabled persons may be more
prone to depression. Similarly, people with depression may be
more likely to smoke, but it is also possible that smokers are
more likely to develop depression.

However, the interrelationship between depressive disor-
ders, chronic disease and health risk behaviors has implications
for public health, health care delivery and medical practice
and treatment.3   Our results identify populations “at risk” for
major depression and indicate a need for increased mental
health care, preventive health care and community support
services for them.  Furthermore, since those experiencing de-
pression are at increased risk of compromised health, the as-
sessment of health and health risk behaviors for this popula-
tion is of special importance.
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Figure 2.  Health Risks by Depression Status, Ages 18 and Older,
Rhode Island, 2006.

Figure 3.  Health Conditions by Depression Status,
Ages 18 and Older,


