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Abstract: Background: Major Depressive Disorder is a leading cause of disability worldwide and one
of the most common disorders in the United States. Contributors to an individual’s risk for experienc-
ing depressive disorders include individual and social factors. Although the social determinants of
health (SDOH) are conditions that contribute to healthy functioning, health outcomes, and quality of
life, it is unclear to what extent adverse SDOH experiences are associated with self-reporting depres-
sive disorder (DD). Methods: Data from the 2017 Behavioral Risk Factor Surveillance System (BRFSS),
a population-based telephone survey of noninstitutionalized U.S. adults, was employed in this study.
Lifetime diagnosis of DD was self-reported among survey participants who also completed the Social
Determinants of Health optional module within 17 participating BRFSS states and entities. Rao-Scott
chi-square analysis was used to determine the association of individual and SDOH measures with
DD. Results: The prevalence of DD among participating states was 19.85%. Among respondents,
significant proportional differences were observed for each SDOH indicator regarding DD status.
However, significant differences in health insurance coverage were not observed. Conclusion: Survey
respondents with a lifetime diagnosis of DD experienced adverse SDOH conditions in greater pro-
portion than individuals not reporting DD. Individual and community-based approaches to address
the contextual influences of depressive disorders should be aggressively implemented.
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1. Introduction

Major depression is the most common mental illness among adults in the United
States [1] and is the leading cause of disability globally [2]. Impacting approximately
280 million people globally [2], within the United States (U.S.), an estimated 21.0 million
adults experience at least one major depressive episode annually [1]. Major depressive
episodes are associated with poor physical health and functioning, resulting in a spectrum
of short-term to long-term disability [3–8]. In the U.S., 6% (14.8 million) of adults reported
severe impairment due to having at least one depressive episode in 2020 [1]. Among U.S.
adults experiencing a major depressive episode in 2020, 66% received treatment. Moreover,
estimates that year found when experiencing severe impairment, 71% of U.S. adults re-
ceived treatment [1]. Still, receiving treatment may be challenging for some Americans, as
an estimated 11% of individuals experiencing a mental illness are uninsured [9].

Previous investigations of depression have linked increased risk of depression with
age, sex, and race/ethnicity [5,6,8,10,11]. In 2020, data from the National Institute of Mental
Health (NIMH) reported depression was most prevalent in adults ages 18–25 (17%) and
was most often diagnosed in females (10.5%) compared to males (6.2%) [1]. The prevalence
of depression for persons who identify as White, Black or African American, and Hispanic
were 9.5%, 6%, and 7%, respectively; however, those who identified as 2 or more races had
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a depression prevalence of 15.9% which may be attributed to this population being exposed
to factors that increase their risk for major depressive disorders [1].

Factors that may increase an individual’s susceptibility and affect a wide range of
health, functioning, and quality-of-life outcomes and risks, such as mental disorders, are
known as the social determinants of health (SDOH) [12]. Defined as “conditions in the
environments where people are born, live, learn, work, play, worship, and age”, SDOH may
detract from optimal mental health and increase the risk for mental illnesses [13]. SDOH,
such as food security, crime, and housing stability, are also linked to health disparities
such as depression, stress, and chronic disease [14–17]. The degree to which depression
impacts daily functioning is directly related to socio-economic status, lesser educational
accomplishment, and family status [18], likely due to more frequent stressful experiences.

Stress is linked to instances of severe depression and is frequently present during the
beginning of severe depressive episodes [19]. Individuals experiencing major life events or
maintaining difficult schedules were twice as likely to be depressed [20–22]. Additionally,
among those who suffer from depression, stressful life events are linked to more severe
symptoms, a longer illness duration, and a higher risk of relapsing [23]. Previous stud-
ies show varied results when assessing the association of financial hardship/insecurity
with common mood disorders such as depression. Lorant and Deliège [24] completed a
meta-analysis assessing the socio-economic status of persons diagnosed with depression.
They found that when comparing high and low income, those with low income were at
increased risk for depression. Some studies show a synchronous association between men-
tal health and financial hardship [10,25–29], while other studies show that the incidence of
mental health disorders is not a direct result of financial hardship, but rather the hardship
perpetuates the maintenance of mental illness [24,26,30–32].

Housing insecurity is likely the social determinant of health with the greatest potential
influence on world health [33]. Housing insecurity or instability refers to a continuum
of housing experiences, including but not limited to homelessness, foreclosure, frequent
moving, crowding, and high housing cost in proportion to one’s household income [33].
Millions of Americans each day are impacted by housing instability. According to Jelleyman
and Spencer [34], over 21 million Americans pay 30% to 50%, and nearly 19 million
households pay more than 50% of their income in housing costs. The long-term health
outcomes associated with housing insecurity include illicit drug use, increased rates of
depression, and poor emotional adjustment [33]. Additionally, low-income, minority, single,
and middle-aged adults are more likely to report housing insecurity. According to Wright,
Rubin [35], the rate of serious mental illness (SMI) among homeless people is considerably
higher than that reported in the housed population, with one study indicating one-third of
the adult homeless population has been diagnosed with SMI [36]. Related to crime, several
studies have documented adverse mental health outcomes due to prior traumatic exposure,
residential instability, and crime [37–41]. An individual’s perception of feeling unsafe due
to a neighborhood’s violent crimes is positively associated with higher levels of depressive
symptomology [42].

Increased scientific literature has investigated the linkage between depressive sympto-
mology and food insecurity [13]. Food insecurity refers to the inability or limited ability
to obtain safe and adequate nutritious food in socially accepted ways [43]. According to
the U.S. Department of Agriculture [44], approximately 10.2% of American households
experience various levels of struggle with accessing food. A growing body of literature
has suggested a strong association between food insecurity and mental health problems
before and during the COVID-19 pandemic. People who scramble to acquire food are likely
to experience consistent stress, which serves as a contributing factor to various mental
disorders [13]. However, population-based data in understanding food hardship associated
with mental health is limited [45].

Although many studies of depression have investigated relationships with socio-
demographic and other individual factors [1,6–8], few studies have focused attention
on the occurrence of adverse SDOH conditions in association with depressive disorder
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(DD). Thus, to better understand the relationship between DD and experiences of adverse
conditions of SDOH, we used data from the 2017 Behavioral Risk Factor Surveillance
System (BRFSS). Studies have used the 2017 BRFSS to examine specific SDOH experiences
among specific people groups [46] or related to specific health outcomes [47–50]. Our
analysis examines the relationship of self-reported lifetime diagnosis of DD with individual
and contextual factors such as neighborhood safety, food insecurity, housing insecurity,
financial insecurity, and stress using data from 17 participating states employing the
optional BRFSS Social Determinants of Health module. Examining these relationships will
inform public/community health practices in support of better mental health outcomes.

2. Materials & Methods
2.1. Study Design

In this cross-sectional study, we utilized data obtained from the 2017 BRFSS, with
a focus on participants who responded to the Social Determinants of Health (SDOH)
optional module implemented in 17 U.S. states (i.e., Colorado, Florida, Georgia, Iowa,
Kentucky, Maryland, Massachusetts, Minnesota, Mississippi, New Hampshire, Ohio, Ok-
lahoma, Pennsylvania, Utah, West Virginia, Wisconsin, and Wyoming). The BRFSS is
an annual, state-based, nationally representative, computer-assisted telephone survey
conducted by the Centers for Disease Control and Prevention (CDC) across all 50 states,
the District of Columbia, Puerto Rico, the U.S. Virgin Islands, and Guam, which targets
noninstitutionalized U.S. adults (i.e., civilian population excluding individuals residing
in certain institutions, e.g., nursing homes, prisons, correctional facilities, etc. accord-
ing to https://www.cdc.gov/nchs/hus/sources-definitions/population.htm (accessed on
12 March 2021). All participants were 18 years and older. Complete information about
the sampling methodology can be found at https://www.cdc.gov/brfss/ (accessed on
12 March 2021). The core questionnaire ascertains information on chronic health condi-
tions, health status, health-related risk behaviors, healthcare access, demographic and
socio-economic characteristics. It is administered in all states and territories. In addition,
each state may choose to administer optional BRFSS modules on specific topics, such as
the Social Determinants of Health module, which was only administered once in 2017.
Consequently, we analyzed the 2017 BRFSS data, taking advantage of the only opportunity
to examine the SDOH indicators associated with a lifetime diagnosis of DD among a large
concentration of states. The total sample size for the 2017 BRFSS was 450,016 [51], and
the median state-level response rate was 45.3% landline and 44.5% cell phone [52]. This
analysis of anonymized BRFSS survey data is publicly available and required no review by
the university institutional review board.

2.2. Participants

In 2017, 17 states and entities administered the module of questions measuring SDOH
indicators, which included financial hardship, neighborhood safety, food stability, and
stress measures, in addition to the core questionnaire. The sample was further restricted to
participants with complete data on outcome variables and a self-reported lifetime diagnosis
of DD. Thus, we excluded respondents from the analysis who had incomplete data on
DD (n = 663). Further, we excluded respondents because of missing values in any of the
study variables or if they had responses of “don’t know” or “refused”. We excluded all
respondents without complete information for all other study variables, which yielded an
analytic sample of 82,659 respondents.

2.3. Measures

Outcome variable. The outcome variable for this study was a lifetime diagnosis of
DD. The BRFSS used the measure “Has a doctor, nurse, or other health professional EVER
told you that you had any of the following?—(Ever told) you have a depressive disorder,
including depression, major depression, dysthymia, or minor depression?” with reporting
options “Yes”, “No”, “Don’t know/Not sure”, and “Refused” to estimate ever having a

https://www.cdc.gov/nchs/hus/sources-definitions/population.htm
https://www.cdc.gov/brfss/
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depressive disorder among U.S. adults. Respondents indicating “Don’t know/Not sure”
and “Refused” were excluded from the analysis.

Individual determinants. Data from the survey was collected on the following vari-
ables: participant age (grouped as 18–34, 35–54, 55–64, and 65 or above), sex (male or
female), race/ethnicity (non-Hispanic White, non-Hispanic Black, Hispanic, and non-
Hispanic Other), marital status (married or unmarried), education level (did not gradu-
ate high school, graduated high school/GED, and greater than high school education),
employment status (employed, unemployed, and retired/students) and household in-
come (<$25,000, $25,000–$49,999, $50,000–$74,999, and $75,000+). In addition to socio-
demographic variables, health variables were considered. General health status was
assessed by the single measure “Would you say that in general your health is-”. The
variable responses were reclassified from five (excellent, very good, good, fair, poor) into
three categories (fair/poor vs. good/very good vs. excellent). Other health care measures
included years since having received a medical checkup (1, 2, 3–5, 5+), experiencing a time
in the past 12 months when the respondent needed a doctor but could not see one because
of costs (yes vs. no), and having health insurance (yes vs. no).

Social determinants. Social determinants of health questions were transformed into
measures of social risk factors, otherwise known as adverse conditions, associated with poor
health [53,54]. Measures depicted financial insecurity, housing instability, neighborhood
safety, food and balanced meal insecurity, financial insecurity, and stress level (Table 1).

Table 1. Social Risk Factor Measures from the 2017 BRFSS.

SDOH Variable
(BRFSS Variable Label)

Response Coding per
BRFSS Variable BRFSS Questionnaire Text

Inability to Pay Bills
Were you not able to pay your bills?

Yes
No

During the last 12 months, was there a
time when you could not pay your

mortgage, rent, or utility bills?

Housing Insecurity
How many times have you moved?

Yes = ≥2 Moves
No = <2 Moves

In the last 12 months, how many times
have you moved from one home

to another?
Neighborhood Safety

Neighborhood Safe From Crime
Unsafe = Unsafe or extremely unsafe,

Safe = Extremely safe or safe
How safe from crime do you consider

your neighborhood to be?

Food Insecurity
No money for food?

Yes = Often or sometimes true,
No = Never true

The first statement is, “The food I bought
just didn’t last, and I didn’t have money
to get more.” Was that often, sometimes,

or never true for you in the last
12 months?

Inability to Afford Balanced Meals
No money for balanced meals?

Yes = Often or sometimes true,
No = Never true

“I couldn’t afford to eat balanced meals.”
Was that often, sometimes, or never true

for you in the last 12 months?

Finances at End of Month
How do your finances usually work out

at the end of the month?

Not Enough = Not having enough money
to make ends meet,

Enough = Have just enough money to
make ends meet,

Excess = End up with some money
left over

In general, how do your finances usually
work out at the end of the month?

30 Day Frequency of Stress
How often have you felt this kind

of stress?

None = None of the time,
Little = A little of the time,
Some = Some of the time,
Most = Most of the time,

or All of the time

Within the last 30 days, how often have
you felt this kind of stress?

BRFSS variables, variable labels, and questions in Table 1. are derived from the 2017 Behavioral Risk Factor
Surveillance System Questionnaire (https://www.cdc.gov/brfss/questionnaires/pdf-ques/2017_BRFSS_Pub_
Ques_508_tagged.pdf (accessed on 15 January 2023).

https://www.cdc.gov/brfss/questionnaires/pdf-ques/2017_BRFSS_Pub_Ques_508_tagged.pdf
https://www.cdc.gov/brfss/questionnaires/pdf-ques/2017_BRFSS_Pub_Ques_508_tagged.pdf
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2.4. Analysis

We used survey weights to account for the complex survey design and obtain represen-
tative results. The 82,659 participants in the sample represent an estimated 49.96 million U.S.
adults. We performed a Rao-Scott chi-square analysis to determine proportional statistics
and measure the association of individual and SDOH measures with DD. A 2-sided p-value
of 0.05 was set as statistically significant. SAS software was used for all analyses [55].

3. Results
Sample Characteristics

A total of 82,659 respondents with non-missing information on all the variables used
in the study were included in the analysis. Table 2 presents the study sample characteristics.
Overall, more respondents were non-Hispanic White (73.8%), female (51.0%), married
(53.7%), employed (59.9%), and had a higher than a high school degree (62.0%) education
level (Table 2). Approximately 40% of respondents were aged 55 years and older, and 35%
of respondents had household incomes greater than $75,000. Furthermore, the majority of
the respondents were able to pay their mortgage, rent, or utility bills (90.4%), didn’t move
or moved less than two times from one home to another (96.4%), and had enough money
for food (84.2%) during the last twelve months. Related to health status, 64.4% reported
their health as good or very good, 90.4% had health insurance, 72.7% had a routine checkup
within the past year, and not seeing a doctor due to costs was experienced by 12%. An
estimated 19.9% of respondents self-reported a lifetime diagnosis of DD (Table 2).

Table 2. Characteristics of Study Participants, BRFSS 2017, United States.

Characteristics Unweighted Sample Size, N = 82,659 Weighted Percentage
N = 49,958,706 Weighted 95% CI

Age (Years)
18–34 12,227 25.72 25.09–26.35
35–54 23,751 34.08 33.45–34.71
55–64 18,905 18.59 18.12–19.05
65+ 27,776 21.62 21.15–22.08

Gender
Female 45,136 50.92 50.27–51.58
Male 37,523 49.08 48.42–49.73

Race/Ethnicity
Hispanic 4158 9.44 8.90–9.98

Non-Hispanic Black 5689 11.56 11.08–12.03
Non-Hispanic White 69,396 73.80 73.12–74.47
Non-Hispanic Other 3416 5.21 4.90–5.52

Marital Status
Married 45,826 53.66 53.01–54.32

Partnered 2419 4.47 4.16–4.78
Divorce/Widowed/Separated 22,605 20.78 20.29–21.27

Never Married 11,809 21.09 20.50–21.68

Education
>High School 56,117 61.77 61.11–62.43

=High School/Graduate 22,000 28.80 28.19–29.41
<High School 4542 9.42 8.96–9.89

Employment Status
Employed 43,780 59.93 59.30–60.56

Unemployed 9047 11.40 10.98–11.81
Retired/Homemaker/Status 29,832 28.68 28.11–29.25
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Table 2. Cont.

Characteristics Unweighted Sample Size, N = 82,659 Weighted Percentage
N = 49,958,706 Weighted 95% CI

Household Income
<$25,000 19,992 24.68 24.10–25.26

$25,000–$49,999 20,633 24.66 24.08–25.23
$50,000–$74,999 13,813 15.86 15.40–16.33

$75,000+ 28,221 34.80 34.19–35.41

Inability to Pay Bills
No 76,029 90.32 89.92–90.72
Yes 6630 9.68 9.28–10.08

Housing Insecurity
No 80,503 96.39 96.11–96.68
Yes 2156 3.61 3.32–3.89

Neighborhood Safety
Safe 79,395 94.66 94.32–95.00

Unsafe 3264 5.34 5.00–5.68

Food Insecurity
No 72,122 84.24 83.73–84.76
Yes 10,537 15.76 15.24–16.27

Inability to Afford Balanced
Meals

No 70,646 82.43 81.91–82.95
Yes 12,013 17.57 17.05–18.09

Finances at End of Month
Excess 47,977 54.76 54.10–55.41

Enough 28,378 36.63 36.00–37.27
Not Enough 6304 8.61 8.23–8.99

30-Day Frequency of Stress
None 36,352 41.48 40.83–42.12
Little 23,132 27.76 27.18–28.34
Some 14,117 18.29 17.78–18.81
More 9058 12.47 12.02–12.91

General Health
Excellent 13,997 18.24 17.71–18.76

Very good/good 53,907 64.40 63.77–65.04
Fair/Poor 14,755 17.36 16.86–17.86

Did Not See Doctor Due to Cost
No 73,968 87.56 87.11–88.00
Yes 8691 12.44 12.00–12.89

Check Up (Years)
1 62,608 72.74 72.15–73.33
2 9427 12.36 11.93–12.80

3–5 5418 7.79 7.43–8.15
5+ 5206 7.11 6.77–7.44

Health Insurance
No 6032 9.62 9.20–10.04
Yes 76,627 90.38 89.96–90.80

Lifetime Depressive Disorders
No 65,475 80.15 79.64–80.66
Yes 17,184 19.85 19.34–20.36

Table 3 depicts the relationship between self-reporting a diagnosis with DD during
their lifetime and socio-demographic variables, including experiences of SDOH measures
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during the past 12 months, among U.S. adults. Within the sample, a significantly greater
proportion of respondents reporting DD were ages 35–54 (35%) and female (64%) (Table 2).
The majority of persons categorized with DD during their lifetime were non-Hispanic White
(78.7%), married (43.8%), had above a high school education (59.2%), employed (47.8%),
and a household income of less than $25,000 (36.7%) (Table 3). Significant proportional
differences were observed for adverse SDOH experiences within the past 12 months, as
21% of participants categorized with ever having DD reported inability to pay mortgage,
rent, or utility bills. Additionally, 6.6% of participants categorized with a lifetime diagnosis
of DD reported housing insecurity, 9.2% reported feeling unsafe in their neighborhood,
34% reported inability to afford balanced meals, 19.6% reported not having enough money
at the end of the month, and 35.4% reported being stressed most of the time during the past
12 months (Table 3).

Table 3. Self-reporting a lifetime diagnosis of depressive disorders status by socio-demographic and
SDOH factors, BRFSS 2017.

Depressive Disorders
% Yes % No p-Value

Age (Years) <0.0001 **
18–34 28.06 25.14
35–54 35.01 33.85
55–64 20.33 18.16
65+ 16.61 22.86

Gender <0.0001 **
Female 63.88 47.71
Male 36.12 52.29

Race/Ethnicity <0.0001 **
Hispanic 7.77 9.85

Non-Hispanic Black 8.56 12.30
Non-Hispanic White 78.70 72.58
Non-Hispanic Other 4.96 5.27

Marital Status <0.0001 **
Married 43.88 56.09

Partnered 5.55 4.20
Divorce/Widowed/Separated 27.26 19.17

Never Married 23.32 20.54

Education <0.0001 **
>High School 59.18 62.42

=High School/Graduate 28.82 28.80
<High School 12.00 8.79

Employment Status <0.0001 *
Employed 47.78 62.94

Unemployed 25.74 7.84
Retired/Homemaker/Status 26.48 29.22

Household Income <0.0001 **
<$25,000 36.68 21.71

$25,000–$49,999 25.13 24.54
$50,000–$74,999 14.17 16.28

$75,000+ 24.02 37.46

Inability to Pay Bills <0.0001 **
No 79.19 93.08
Yes 20.81 6.92
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Table 3. Cont.

Depressive Disorders
% Yes % No p-Value

Housing Insecurity <0.0001 **
No 93.40 97.13
Yes 6.60 2.87

Neighborhood Safety <0.0001 **
Safe 90.78 95.62

Unsafe 9.22 4.38

Food Insecurity <0.0001 **
No 70.45 87.66
Yes 29.55 12.34

Inability to Afford Balanced Meals <0.0001 **
No 66.03 86.49
Yes 33.97 13.51

Finances at End of Month <0.0001 **
Excess 38.40 58.81

Enough 42.04 35.29
Not Enough 19.55 5.90

30-Day Frequency of Stress <0.0001 **
None 14.87 48.07
Little 23.30 28.87
Some 26.41 16.28
More 35.42 6.78

General Health <0.0001 **
Excellent 7.63 20.86

Very good/good 57.58 66.10
Fair/Poor 34.79 13.04

Did Not See Doctor Due to Cost <0.0001 **
No 78.20 89.88
Yes 21.80 10.12

Check Up (Years) 0.0235 *
1 74.56 72.29
2 11.54 12.57

3–5 7.45 7.87
5+ 6.45 7.27

Health Insurance 0.5169
No 9.89 9.55
Yes 90.11 90.45

* = Significant < 0.05. ** = Significant < 0.001.

4. Discussion

The present study sought to examine the relationship between those who have re-
ported ever having been diagnosed with DD and experiences of adverse SDOH conditions
in the past 12 months. In our study of 17 states participating in the Social Determinants
of Health module during the 2017 administration of the BRFSS, the weighted estimate of
respondents ever reporting DD was 19.9%. As DD is associated with a broader range of
individual factors, including differences in socio-demographic factors such as gender, age,
ethnicity, education, income level, and socio-economic status [1,5,6,8,10,11], contextual fac-
tors are also associated with mental health outcomes, such as DD [12–17]. Although most
respondents reported greater proportions of financial, housing, safety, food, and balanced
meal security and greater proportions of experiencing “little to no” stress, significantly
different proportions of adverse SDOH experiences were observed when self-reporting
ever having been diagnosed with DD.
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Among survey participants, findings indicating greater proportions of respondents
experiencing DD in their lifetime also reported inability to pay bills and not having enough
finances at the end of the month was similar to previous studies [10,24–27,29]. Corre-
spondingly, housing challenges were also associated with lifetime DD [33–36]. Similarly,
when study participants indicated DD, they also reported greater proportions of their
neighborhoods being unsafe [37–42]. Our findings also substantiated previous studies
linking DD with food insecurity, including the inability to eat a balanced meal [13,43,45].
Those having experienced DD also reported more current stress, another finding supported
by previous studies [19–21,23]. While the majority of survey participants reported good or
better general health status, a greater proportion with a lifetime diagnosis of DD reported
poor or fair health and not seeing a doctor due to cost, even when thinking medical care
was necessary [1,3–8]. Conversely, no difference was observed for health insurance cover-
age [9], and slightly greater proportions of respondents reported a checkup in the previous
year [56].

5. Implications

Several implications emerged from this present study. The findings of this study
indicate that lifetime diagnoses of DD are highly prevalent among the surveyed population,
with an estimated 19.9% self-reporting depression experiences. With almost 1 in 5 U.S.
adults experiencing DD in their lifetime, this finding creates an urgency to increase public
awareness through targeted campaigns and media outreach by public and private sectors
for mental health awareness. For example, agencies such as the Substance Abuse and
Mental Health Services Administration can expand the campaign “May is Mental Health
Awareness Month” [57] with a focus on emphasizing different age categories during other
weeks or months of the year. Furthermore, with the establishment of the new suicide
and crisis lifeline, 988, public health efforts should prioritize resources that advance the
understanding of the lifeline’s usage for people in emotional distress in addition to suicide
prevention [58].

Beyond the 988 Lifeline, government and public health entities may more “aptly
lead public health and service delivery efforts that promote mental health, prevent sub-
stance misuse, and provide treatments and supports to foster recovery while ensuring
equitable access and better outcomes” [59] through allocating funds and collaborating with
community mental health care providers and insurers to expand access to mental health
services through telehealth options, community-based clinics, and insurance coverage for
mental health treatment. It is important for hospitals and clinics to provide primary care
providers and other front-line health workers with additional training on the identification
and management of depression. Meanwhile, mental health professionals must develop
and implement culturally sensitive mental health programs and interventions to meet the
needs of diverse communities [59].

Additionally, the results suggest that SDOH, such as financial instability, housing
insecurity, and food insecurity, are directly related to the experience of depressive disorders.
The findings underscore the importance of addressing systemic inequalities and addressing
SDOH in the prevention and intervention of mental health conditions. Federal and state
officials must advocate for integrating mental health into broader public health policies and
initiatives. Improvement in mental health outcomes may derive from fostering community-
based collaborations to address systemic inequalities and improve SDOH by developing
policies and programs aimed at reducing the poverty gap and improving housing stability
and food security (e.g., increasing access to nutritious food) [13]. Further, community
leaders and mental health providers can promote community-based programs to improve
social support and reduce stress among people who experience poor SDOH conditions [13].

The findings of this study indicate that individuals with DD experiences are more
likely to report poor physical health and demonstrate a reluctance to seek medical care
when necessary. This suggests the need to improve health literacy [60] and destigmatize
mental illness among the public and people who experience adverse SDOH experiences [61]
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to support better integration of mental and physical health care to ensure that vulnera-
ble populations receive timely, comprehensive, and effective treatment and care. These
considerations are in alignment with the U.S. Preventive Services Task Force (USPSTF)
recommendation on screening for depression in adults, with a specific focus on the risk
factor of “life stress” [56].

6. Limitations

The results of this study should be interpreted from the perspective of several limita-
tions. For example, a limitation of this study includes the self-report nature of the survey,
which may lead to recall bias. The telephone survey of the BRFSS excludes individuals with-
out a telephone and those living in institutional settings. Also excluded were states who did
not participate in the optional module estimating SDOH conditions. The BRFSS response
rates may be less than ideal, and self-reporting certain health behaviors and outcomes may
be under-reported, including types of depressive disorders [62,63]. Another limitation
of the study is the inability to analyze all population racial/ethnic subgroups separately
(i.e., Native American, Asian American/Pacific Islander, etc.). Finally, the cross-sectional
analysis limits the ability to prove causality between the SDOH and the lifetime diagnosis
of DD. Despite these limitations, our study includes several strengths, including using a
large population-based sample. This allows for a descriptive estimate of lifetime diagnosis
of depressive disorders within participating states of the BRFSS. The study is also among
the first to investigate the SDOH factors with individual factors of health in relationship
to ever having a depressive disorder employing the BRFSS Social Determinants of Health
optional module among U.S. adults.

7. Conclusions

Using the data from participating states of a nationally representative survey, the 2017
administration of the BRFSS, the study investigated the relationship between the SDOH
factors and self-reporting of ever having a depressive disorder among U.S. adults. The
prevalence of reporting DD was observed in greater proportions among mid-life adults,
women, and non-Hispanic whites. Among the individual and social determinants of
health associated with a lifetime diagnosis of DD, all adverse experiences of SDOH were
significantly associated. Still, health insurance coverage was not significantly different
for lifetime DD self-reporting. This finding further affirms the need for interventions to
build on the U.S. Preventive Services Task Force to broaden efforts to screen all adults
for depression and refer adults to specific psychotherapy approaches identified through
screening. Additionally, more research is needed to assess barriers to establishing adequate
systems of care and how these barriers can be addressed, including addressing social
determinants associated with adverse mental health outcomes.
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