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Although it is unclear whether racial disparities
in depressive symptoms can be explained by
cultural or socioeconomic factors,1–6 there is
ample evidence that important differences exist
in depression care. African Americans are sig-
nificantly less likely than Whites to receive
guideline-appropriate depression care.7,8

Several studies have shown that in real-world
settings primary care physicians are less likely
to detect, treat, refer, or actively manage de-
pression in minority patients than in White
patients.9–13 Also, African Americans are less
likely than Whites to seek specialty mental health
care, accept recommendations to take antide-
pressants, or view counseling as an acceptable
option.8,14–16

Part of understanding a woman’s depression
is recognizing the social context in which she
lives. Violence is a huge problem in our society,
and minority and low-income populations
bear a disproportionate burden. Studies con-
sistently show that the prevalence of intimate
partner violence (IPV) is higher among African
American women than among non-Hispanic
Whites,17–20 although much of this disparity can
be attributed to economic factors.21 There is
a strong association between violence victimiza-
tion and depression.22–31 Despite the important
relationship between IPV and mental health,
several studies conducted in predominantly non-
Hispanic White populations have shown that
depressed women with a history of IPV are less
likely than other depressed women to seek
mental health care.32,33 African American vio-
lence survivors may have even greater distrust of
the mental health system and encounter more
systemic and cultural barriers to receiving care
than non-Hispanic Whites.

Our objective in this qualitative study was to
understand the experiences and beliefs of de-
pressed African American women residing in
Portland, Oregon, a city with relatively low

racial diversity, regarding depression and de-
pression care. We focused in particular on
understanding how their social context and
their experiences of violence influenced their
beliefs and choices.

METHODS

We used a community-based participatory
research (CBPR) approach34 throughout the
project. We formed an academic–community
partnership (the Interconnections Project) con-
sisting of academic researchers, health care pro-
viders, domestic violence advocates, IPV survi-
vors, and members and leaders of the Portland
Latina and African American communities. All
team members served as equal partners
throughout the study design, implementation,
data analysis, and dissemination phases. The
African American and Latino portions of the
study were designed together but then were

implemented and analyzed separately. Here we
focus only on the African American portion of
the project.

Recruitment and Eligibility

Community partners distributed flyers
about the study at community events, social
service agencies, and local establishments.
The flyers read: ‘‘We are trying to shape a new
community-based program to help African
American women dealing with issues related
to the interconnection of physical health,
emotions, relationships, and race.’’ They did
not mention violence or depression so as to
not bias the sample. Participants were offered
$50.

To be eligible, participants had to be female
and at least 18 years of age, had to consider
themselves to be African or African American,
and had to speak English. Also, they were
required to score15 or higher on the Depression
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scale of the Patient Health Questionnaire35 and
to answer yes to at least one of 2 items focusing
on lifetime experiences of IPV (one of the items
addressed being hit, slapped, kicked, or otherwise
physically hurt by an intimate partner, and the
other addressed forced sexual intercourse).

Data Collection

Focus groups were held on separate days, in
private community settings, from October
2006 to March 2007. A structured interview
guide created collaboratively by the academic
and community partners was used in the
groups. Initially, women were asked several
questions about their experiences and beliefs
surrounding health in general, mental health,
depression, depression treatments, violence,
and drug use, as well as the interrelationship
between physical health, mental health, and
violence. After being asked to discuss their
recommendations for improving depression
care, they were presented with some of our
ideas for possible depression-based interven-
tions and asked to respond to them. At the end
of the session, as a way to increase the validity
of our findings, the facilitator summarized
what she had heard the women say and asked
them to respond. Finally, each woman was
asked to state the most important point she
wanted to make.

Three African American community mem-
bers of the research team were trained to
facilitate the focus groups. The principal in-
vestigator listened to the focus group discus-
sion via a remote headset in a separate room
and met with the lay facilitators during breaks.
Interviews were recorded and transcribed.

Data Analysis

Both academic and community team mem-
bers participated in the thematic analysis36 via
an inductive approach (consistent with grounded
theory). We theorized participants’ motivations,
experiences, and meanings from what they said
rather than making inferences regarding the
sociocultural contexts and structural conditions
that enabled their individual accounts. The
principal investigator and the lay facilitators met
regularly to discuss preliminary themes. After all
of the focus groups had been completed, team
members met to create an exhaustive list of
preliminary codes. The principal investigator
used Atlas-Ti software (Atlas.ti GmbH, Berlin,

Germany) to code all of the transcripts. Three
of the authors (V. Timmons, M. J. Thomas, and
A. Star Waters), who were also community
partners, independently coded the transcripts
by identifying quotations they felt were par-
ticularly interesting or representative and
placing them into a word processing file under
headings consisting of the list of preliminary
codes.

The group then met again several times.
Two of the authors (S. Wahab and A. Mejia,
who had not participated in the initial data
analysis process) led the group through dis-
cussions in which the group compared their
findings and refined what they believed were
the key messages. The group collaboratively
decided on a final framework that collapsed
codes into major themes and subthemes. All
of the major themes were present in each of
the focus groups.

RESULTS

Eighty-three women completed the screen-
ing questionnaire, of whom 49 (59%) screened
positive for symptoms consistent with major
depressive disorder. Only 2 women who oth-
erwise met the inclusion criteria denied phys-
ical or sexual abuse. Thirty-four women (72%)
participated in 1 of the 5 focus groups. One
woman asked to be withdrawn from the study,
but we could not separate her data from those
of other women in her focus group. Thus, we
discuss findings from 30 women in 4 focus
groups. A majority (87%) of the women had at
some point received treatment for depression,
but fewer than half were currently seeing
a mental health provider (sample characteris-
tics are presented in Table 1).

We identified 12 common themes. We
grouped themes according to whether they
related to the individual, to the health system,
or to preferences for a new depression care
intervention. One theme—that the image of the
‘‘strong Black woman’’ acts as a barrier to
depression care—related to both the individual
and the health system (Figure 1).

Themes Related to the Individual

Violence, drug use, and depression are hard to
separate. Women described using drugs or
alcohol to self-medicate, but they also recog-
nized how drugs and alcohol exacerbated their

problems with depression or violence.
According to 1 of the participants:

You or your partner drinking or smoking is going
to make it worse, because you guys are both
intoxicated and/or high, and that’s going to cause
friction right there. Or a fight or something. But
you’re going to keep using when you’re in that
situation so you can be numb.

Abuse ‘‘messes you up.’’ Participants described
complex personal trauma histories filled with
multiple forms of violent experiences. They
often acknowledged the large, long-lasting im-
pact of violence on their lives, self-images,
choices, and behaviors. For example:

I’ve been raped three times. And then, with my ex-
husband, he was very mentally abusive. He tried
to smother me with a pillow, he tried to choke me,
he tried to throw me out of a moving car. . . . It
affects everything. Everything. I mean, your self-
esteem, I mean, the way you hold yourself. . . . I’d
be getting higher, doing whatever just to make
sure I could deal with whatever kind of mood he
was in. You know, so it affects every part of you.
Physical, emotional, and psychological.

Violence victimization leads to perpetration.
Many participants spontaneously mentioned
concerns about perpetuating violence against
their partners, children, or others. One noted:

When I’m depressed, and somebody do some-
thing to me, or disrespect me in some kind of
way, it’s like a glimpse of all the trauma I went
through and then it’s just like an anger ball and
it’s just like I got to get it out. I got to. I’ll be
shaking, and the tears and the hurt and all that
and I just got to get out of it because it’s like
everything that went wrong in my life, everything
that scarred me in my life be ready to just react.

Themes Related to the Health

Care System

Intergenerational messages to avoid health care.
Participants’ family members often minimized
their health concerns and encouraged them to
handle issues on their own. For instance:

When I would tell my mother, you know, she
would say, ‘‘You’re all right. You’re going to be all
right. Just walk it off,’’ you know and ‘‘It’s growing
pains,’’ you know, so the message that gave me
was, you know, ‘‘Don’t go to the doctor.’’

Participants discussed conflicts between the
beliefs they learned from elders and current
medical opinions. In the words of 1 of the
women:

I was terrified when I found out that they were
going to give me a c-section for my twins. I mean
they had to like put me out because I was like
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‘‘No, don’t cut me.’’ You know. Because old
people used to say, ‘‘If you get cut and the air hits
you, you’re going to get cancer. You’re going to
die.’’ . . . And so I think a lot of Black people have
grown up hearing that and don’t go to the doctor.

Some of the women referenced a history of
racism that denied previous generations access

to care and continued to inform their current
choices. According to 1 participant:

When my grandma gave birth to my dad, she
didn’t have the option of going to the hospital
because the hospital wasn’t open to her. . . .
And when my son got sick my granny said ‘‘No,

you don’t need to go spend no money on
no Triaminic or whatever it is. I got this right
here.’’

Mistrust of the health care system as a ‘‘White’’
system. Participants talked about a general
mistrust of Whites: ‘‘You know, it’s in our
culture; you don’t go tell white people nothing’’
or ‘‘I have met a lot of White people that
aren’t as honest as Black people.’’ They per-
ceived the health care system as racially biased,
especially in Portland, which has a small
population of African Americans.

I mean we didn’t wake up in Atlanta, Georgia.
We’re in Portland, Oregon for God’s sake. You
know what I’m saying? . . . My depression might
not be like Suzie Ann’s depression, OK? Well,
they’re going to call her name before they call my
name. And they’re going to treat her just a little
bit more different than me.

Negative experiences with health care attributed
to racism. The negative experiences described
by participants—providers not spending enough
time with them, not respecting their intelli-
gence, not providing adequate explanations,
and breaking their trust—mirrored the concerns
of White participants in an earlier study we
conducted among depressed women with a his-
tory of IPV.37 The difference with the African
American group was that they almost always
attributed negative experiences with the health
care system to racism. According to 1:

[Health care workers] are just more cold, like
emotionally something happened to you that’s
traumatic, they’re very cold. But if somebody
that’s White come in with the same case, they’re
‘‘Oh, what’s the matter,’’ taking their time and
you know, getting very involved personally with
that person, you know, giving them the time that
they need. Where I have a question or a concern,
or I’m ready to jump off a bridge or something,
they could care less.

Themes Related to Depression and

Depression Care

When discussing depression, participants
described classic symptoms of sadness, anhe-
donia, hopelessness, social isolation, guilt, loss of
energy, and suicidality. We identified 3 addi-
tional themes related to their depression care.

Expectation to be a ‘‘strong Black woman’’ acts
as a barrier. Many participants talked about
strength as a barrier to recognizing depression
themselves, accepting it, or being able to seek
care for it. Two of the women described the
messages they heard growing up:

TABLE 1—Characteristics of the Study Sample: African American Women Residing in

Portland, OR, 2006–2007

Characteristic Sample, Mean (Range) or %

Age, y 36.2 (19–53)

Annual household income, $

<15 000 67

15 000–24 999 20

25 000–69 999 13

‡70 000 0

Education

Less than high school 27

High school or equivalent 46

Some college 20

College or more 7

Employment

Working or studying full time 27

Working or studying part time 13

Disabled 17

Unemployed 43

Insurance coverage

Private 23

Medicare/Medicaid 37

No coverage 40

Depression scorea 19.16 (15–26)

Lifetime physical or sexual IPV victimization 100

Currently involved with abusive partner 33

Time, y, since most recent abusive relationshipb 2.6 (1 mo to 10 y)

Currently has primary care provider 63

Currently has mental health provider 46

Ever treated for depression 87

Ever sought domestic violence services 63

Source through which participant learned about study

Community advisory board member 24

Another study participant 24

Other personal contact 24

Flyer posted at:

Mental health agency 3

Drug/alcohol treatment center 7

Health clinic 7

Domestic violence agency 3

Other 3

Note. IPV = intimate partner violence.
aThe Depression scale of the Patient Health Questionnaire was used to measure depression.
bOnly women not currently involved with an abusive partner were included.
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‘‘Somebody’s worser off than we are,’’ so we just
got to deal. So that’s where the mask came in.
‘‘I’m a strong Black woman,’’ so I got to be strong
and inside you’re breaking down.

You know, that was our thing around our house
that you’re going to be all right like we’re Empire
State Buildings. You know, while the other
people are running around getting help,
we’re—it’s oppressiveness inside.

Another participant echoed how the need to
be strong in the face of depression and violence
hampered her ability to access care:

I try to be strong but sometimes you just can’t.
You just break down—it’s just—it’s a hard thing to
want to be strong everyday. . . . I think African
American people, they don’t, they don’t teach
their kids that it’s OK to . . . you know it’s OK to
go to the doctor’s, it’s OK to be diagnosed with
something, it’s OK to go talk to the psychiatrist.
It’s OK to take medication, because really it is OK.

Negative attitudes toward antidepressants.
Most participants had very negative attitudes
toward antidepressants. The most common rea-
sons cited were fear of addiction, fear of being
‘‘doped up,’’ and a desire to cope on one’s own.
According to 1 of the women, ‘‘I just refuse to
take medication for it because I don’t want to be
addicted to no medicine. I just deal with it.’’

Other common reasons for avoiding antide-
pressants were lack of information, mistrust of
prescribers, and fear of side effects. For exam-
ple ‘‘It’s scary nowadays to have the doctors
prescribe, because they’re so quick to pre-
scribe. . . . They’re in league with the pharma-
ceutical companies.’’

Many participants did describe positive ex-
periences with antidepressants, but almost al-
ways in the context of having to take them as
a last resort. In the words of 1:

I got really, really depressed and nothing else
could do anything else for me and I just, I just
started taking the medication . . . it’s working
pretty good now.

Preference for self-care and counseling. Par-
ticipants often wanted to take care of their
depression ‘‘on their own.’’ Although some
described negative experiences with counsel-
ing, participants had more positive attitudes
toward counseling than medications. One
noted:

I think it works. . . . Like you said, you don’t have
to take the meds, you know, you don’t have to
take the meds—just meet with your counselor
once a week for an hour.

Themes Related to Preferences for

a Depression Care Intervention

Program staffed by and targeted toward
African Americans. Participants expressed a
consistent preference for African American
staff, with many refusing to participate if
counselors were not African American. For
instance:

We want to relate to somebody when we talk
about our own problems because we hold on to
everything so tight. And then we get to talk to
somebody of our own race, we open up a little bit
more. We might let go a little bit more.

There was also a strong preference for
female providers; there was no consensus as
to whether a male provider would be accept-
able if a female provider were not available.
For some, race appeared to be more important
than gender in regard to provider choice.

Personal experience valued over professional
credentials. There was strong preference for
counselors who had personal experience with
violence, drug use, poverty, and depression.
When asked whether it was important to them
that counselors in the program be certified,
participants offered such answers as ‘‘I’d prefer
somebody who’s lived the life’’ and ‘‘Don’t just
get someone that has a medical degree in
psychology.’’ As 1 woman put it, ‘‘I’m a firm
believer that if you haven’t been to Disneyland,
you can’t tell me too much about it.’’

Participants enthusiastically supported the
notion of a depression care program facilitated
by an African American IPV survivor who
would serve as a health advocate. They offered
many suggestions as to how such an advocate
could potentially help them cope with their
depression, offer information, and navigate
what they consider a White health care system
(e.g., ‘‘That means she’ll help you with the
doctors—or White doctors? Yeah, I think that’s
great’’).

Creative arts–based program that addresses
practical life issues. Participants wanted a de-
pression care program that helped them heal
through art, crafts, journaling, and self-care
activities. They wanted the program to address
real-life issues such as domestic violence, sub-
stance abuse, housing, employment, and edu-
cation. They wanted information to be avail-
able to family, friends, and others who can
support them. They believed that they would
benefit from the program only if there was

FIGURE 1—Common themes identified in the focus groups: Portland, Oregon, 2006-2007.
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attention to practical needs such as transpor-
tation and child care.

DISCUSSION

We explored the beliefs and recommenda-
tions of depressed African American women
who live in Portland, Oregon, a city with
relatively low racial diversity. All of the partic-
ipants had low incomes and had experienced at
least some violence victimization. Within this
setting, 2 primary themes quickly and clearly
emerged. First, violence, in multiple forms, was
present throughout most of our participants’
lives and integrally related to their depression.
Second, the participants’ attitudes about de-
pression care and health care in general were
consistently and systematically informed by
racism. Participants clearly articulated ‘‘cycles’’
of violence, depression, and drug use that
facilitated additional violence in their lives.
They were unwavering in their beliefs that
experiences of violence were detrimental to
both their physical and mental health. How-
ever, they rarely invoked experiences of
violence when discussing their experiences as-
sociated with health care and depression care.

In our earlier study of White women with
depressive symptoms and a history of IPV,
participants often discussed IPV as a barrier to
quality care. For example, participants feared
that disclosing a history of violence would lead
providers to discount their physical symptoms
as imagined, and they believed that experi-
ences of IPV affected their ability to develop
trusting relationships with anyone, including
providers.37 The African American women
taking part in our current study primarily refer-
enced racism, as opposed to violence, while
reflecting on their interactions with systems of
care. Although violence can be seen as an
important component of racism,38 it appeared
that participants’ overall experience of the health
care system as a racist system overshadowed
their concerns that a personal history of IPV
would create individualized barriers to care. Still,
when asked to discuss what they would need
from a depression care program, they empha-
sized the importance of addressing violence, drug
use, and other stressors that permeated their
lives.

Several authors have documented that Afri-
can Americans report less satisfaction with

health care, have less trust in their providers,
and perceive less respect and acceptance from
their providers than non-Hispanic Whites.39

Although we were interested in exploring how
race informed women’s beliefs and choices re-
garding depression and depression care, it be-
came increasingly clear that racism, rather than
race, was the primary issue influencing our
participants’ beliefs (and experiences), be it via
messages to avoid care stemming from the
racist experiences of their grandparents or their
own experiences of racism in health care in-
teractions.

Previous studies of African American
women have revealed longitudinal associations
between discrimination and severity of de-
pressive symptoms40; also, greater severity of
depression has been related to greater likelihood
of a patient reporting that a physician had made
an offensive comment and increased dissatisfac-
tion with care.41 Discrimination and racism may
have been a particularly important theme in our
study because our participants had high levels of
depressive symptoms and had experienced very
stressful life circumstances.

In their study, Cooper et al. found that
African Americans viewed antidepressant
medications less favorably than did Whites.42

Our study elaborates on this finding by pointing
to our participants’ fear of addiction or being
‘‘doped up,’’ their desire to cope on their own,
and their mistrust of prescribers’ motivations as
fueling negative attitudes toward antidepressants.

Our participants felt that pressure to be
a ‘‘strong Black woman’’ discouraged them
from seeking medical care, and they viewed the
acceptance of a mental health diagnosis as the
antithesis of the strength discourse. Interest-
ingly, Taylor reported that stereotypical dis-
tortions of Black women may also misinform
medical care providers and institutions.43

Beauboeuf-Lafontant noted that the notion of the
strong Black woman is persistent across the social
science literature and concluded her analysis of
the literature by warning researchers to ‘‘cast
a suspicious eye toward the observed use of
being strong as a healing mechanism among
depressed Black women.’’44(p46) Such findings,
however, have rarely been incorporated in
health care interventions. Our CBPR team used
participants’ concerns about pressure to be
a ‘‘strong Black woman’’ to launch a depression
public awareness campaign: ‘‘Strong Black

Woman: What Are You Burying—Your Feelings
or the Myth?’’

Limitations

Our study involved several important limita-
tions. Our community-based recruitment pro-
cess, which relied heavily on word-of-mouth
recruitment, resulted in a study population con-
sisting of low-income women who had lived very
difficult lives. Our inclusion of minor violence
such as slaps in our definition of IPV victimiza-
tion may have misclassified women as IPV
survivors when they had experienced only very
minor or rare violence. However, participants’
descriptions of violence painted a picture of
much more severe, pervasive, repetitive victim-
ization than our screening items would imply.
Our results cannot be generalized to all African
American depressed women, especially those
who live in places with larger African American
populations, those with higher incomes, and
those who have not experienced IPV.

Implications

Despite these limitations, our study has
several important implications. Participants
were extraordinarily wary of most depression
treatments and providers viewed as associated
with White systems of care. Health and mental
health service providers and practitioners
must endeavor to understand and acknowl-
edge the importance of racism, as well as how it
informs the experiences and perceptions of
those who have suffered as a consequence of
racism. The recognition that depressed African
American patients may be interpreting diffi-
culties in the physician–patient relationship
as evidence of racism could be a first step in
reducing racial bias in clinical care.45 Many
authors have suggested concrete ways to help
reduce the effects of racism on health care.45,46

Our study also suggests that depression programs
should actively address the icon of the ‘‘strong
Black woman’’ as a barrier to care.

Our participants were open to treatment and
care, providing that medical institutions gain
a better cultural understanding and implement
advances that would allow for more culturally
acceptable interventions. Participants expressed
a desire to be treated by African American
medical providers or to use African American
advocates with ‘‘real-life experiences’’ as a
bridge to a White health care system. They
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emphasized the need for programs that crea-
tively address practical needs related to their
complex social situations. Their desires confirm
and expand the recommendations of others
doing work around depression and African
American women. Namely, previous findings
suggest the need for culturally specific inter-
ventions,15,47 mutual help and support
groups,44,47 collaborative models that aim to
empower patients,48 and community-based
interventions.49,50

Our CBPR team has used the results of the
present study to create and pilot a multifaceted,
community-based, culturally tailored depres-
sion care program. Future research is needed
to test the generalizability of our findings, as
well as the effectiveness of culturally specific
interventions in reducing depression severity
and improving depression care among African
American women. j
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