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Introduction: Substantial racial/ethnic disparities exist in the identification and management of
major depression. Faith-Based Health Promotion interventions reduce disparities in health
screenings for numerous medical conditions. However, the feasibility of systematically screening
for depression in faith-based settings has not been investigated. The purpose of this study was to
assess the feasibility of using a validated instrument to screen for depression in African-American
churches.

Methods: Participants were recruited between October and November 2012 at three predominantly
African-American churches in New York City. A participatory research approach was used to
determine screening days. The Patient Health Questionnaire-9 (PHQ-9) was administered to 122
participants. Positive depression screen was defined as a PHQ-9 score Z10. Descriptive statistics
were used to report sample characteristics, prevalence of participants who screened positive, and
history of help seeking. Logistic regression analyses were conducted to determine the association of
positive depression screen and sociodemographic characteristics. Initial analyses were conducted in
2013, with additional analyses in 2014.

Results: The prevalence estimate for positive depression screen was 19.7%. More men (22.5%)
screened positive than women (17.7%). Total household income was inversely related to positive
depression screen. A similar percentage of respondents had previously sought help from primary
care providers as from clergy.

Conclusions: It was feasible to screen for depression with the PHQ-9 in African-American
churches. The prevalence of positive depression screen was high, especially among black men.
Churches may be an important setting in which to identify depressive symptoms in this underserved
population.
(Am J Prev Med 2015;49(4):526–533) & 2015 American Journal of Preventive Medicine
Introduction
Substantial racial/ethnic disparities exist in the
identification and management of major depressive
disorder (MDD).1,2 African Americans with MDD,

compared with non-Hispanic white Americans, are more
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disabled3 and less likely to seek treatment.1,2,4–6 African
Americans with MDD who do seek treatment are more
likely to receive care in emergency departments,7 receive
low-quality care,8 and terminate prematurely.9 Under-
recognition by clinicians, who are less likely to detect
MDD among African Americans in primary care,10–12

also contributes to racial treatment disparities. Imple-
menting depression screening programs in trusted
community-based settings holds promise for identifying
individuals who may be at risk for nondetection in
traditional medical settings.
Faith-Based Health Promotion (FBHP) has received

growing interest as a way to reduce disparities in
depression case finding.13–17 FBHP has demonstrated
efficacy in screening and improving patient health out-
comes for numerous medical conditions,18 including
cancer,19 cardiovascular disease,20 and HIV/AIDS.21
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African Americans have the highest rates of church
attendance among all racial/ethnic groups in the
U.S.,22,23 which makes churches viable catchment set-
tings for depression screening.24–26 African-American
clergy provide the primary source of mental health care
for a socioeconomically diverse cohort of community
members and are trusted “gatekeepers” for referrals to
mental health specialists.27 However, a recent systematic
review of African-American church-based programs for
DSM-IV mental disorders yielded just one study in
which depression was the primary outcome.28 Mynatt
et al.29 delivered group psychotherapy in an African-
American church and found significant reductions in
depression scores at post-intervention assessment.
The rationale for the current study was established via

focus groups with 21 African-American clergy to ascer-
tain their perspectives about screening for depression in
black churches.30 Clergy insisted that any screening
instrument utilized in the church must be anonymous
and brief. Clergy emphasized partnering with academic
researchers to conduct screenings in small group settings,
such as at health fairs, held at the church. Clergy were
opposed to screening during Sunday services because
they thought it would disrupt the flow of service.30

Therefore, the settings for the present study were three
black churches in New York City. The primary aim was
not to conduct an epidemiologic survey of depression
prevalence. Instead, the study’s objective was to assess the
feasibility of screening for depression with a validated
instrument in African-American churches. This report
represents the first published study to systematically
screen for depression in African-American churches.

Methods
Study Design and Procedures

We utilized a participatory research approach31–33 to engage
church leaders. The primary investigator (PI) contacted key
church stakeholders to discuss the study rationale and design.
Church stakeholders then facilitated either an in-person meeting
or teleconference between the PI and lead pastor of their respective
church. During these meetings, the lead pastor of each church
reviewed the depression screening instrument and selected the
FBHP program during which screenings would be conducted.
Pastors agreed to announce the date of the FBHP program during
Sunday services. The PI agreed to conduct a mental health
educational workshop at each church to set the stage for
depression screenings at each FBHP. Finally, each pastor provided
a signed letter of support to the IRB authorizing use of their church
as a study site.
Key church stakeholders and the PI distributed a description

sheet to explain the study procedures to all interested participants.
Eligible participants were not required to sign informed consent
forms, as determined by the IRB, because the survey was
anonymous and no identifying data were collected. No data were
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collected on community members who declined to participate, so
we were unable to calculate the survey’s completion rate. Treat-
ment was not provided as part of the study. However, participants
who requested referrals to mental health specialists were provided
with a list of community mental health resources.
Research personnel collected the completed surveys and put

them into a labeled envelope. Participants were instructed to
discuss any concerns about survey responses with the PI before
leaving the church. Certain safeguards, including a thorough
psychiatric assessment and documentation of a Safety Plan,34 were
planned if participants expressed suicidality or needed urgent care.
These safety measures were never used.

Study Sample

Participants were recruited between October and November 2012
from three predominantly African-American churches (two Bap-
tist and one African Methodist Episcopal) in New York City. The
Baptist and Methodist denominations represent the two largest
historically black church denominations in the U.S.35 Each church
is classified as a “mega-church,” defined as having at least 2,000
worshippers throughout the course of a weekend.36 Inclusion
criteria for the study were adults aged 18�70 years and English
fluency. Participants were excluded if they had any medical
condition (e.g., chest pain) that compromised ability to participate
as assessed by self-report or clinician judgment.
Demographic characteristics of ZIP codes where each church is

geographically located were assessed via the 2009�2013 Five-Year
American Community Survey (U.S. Census Bureau). “Church A”
is in a community with 64.1% African Americans. Participants
from Church A were recruited from an FBHP program that
occurred on a Saturday morning. The program focused on
psychosocial stressors facing African-American men. Women
and men were present and eligible to participate. “Church B” is
in a community with 71.2% African Americans. Participants at
Church B were recruited from an FBHP program that occurred
during a weekday morning. African-American men were the target
audience and all program attendees were men. “Church C” is in a
community with 83.1% African Americans. Participants at Church
C were recruited from an FBHP program designed to increase
awareness about depression in the African-American community.
The program took place on a weeknight and featured a keynote
address by the director of a national social service agency and
panel discussion by mental health professionals. This study
received IRB approval from the New York State Psychiatric
Institute (#6368).

Measures

Data were collected on participants’ gender, age, race/ethnicity,
marital status, education level, total household income, current
work situation, and current health insurance. The Patient Health
Questionnaire-9 (PHQ-9) was used to screen for depressive
symptoms in the preceding 2 weeks.37 The PHQ-9 is a brief self-
report measure shown to be valid and reliable among African
Americans in clinical and population samples.38–40 It has been
used to screen, diagnose, and monitor treatment response for
depression.41–43 The nine questions on the PHQ-9 correspond to
the nine symptoms of depression as defined by the DSM-IV.44 A
PHQ-9 score Z10 has been recommended as the single cutoff
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point for a provisional diagnosis of depression, with a sensitivity
and specificity of 88%.45 A positive depression screen on the PHQ-
9 must be confirmed with a clinical interview. Depressive scores of
0�4 indicate “no depression,” 5�9 are “mild,” 10�14 are
“moderate,” 15�19 are “moderately severe,” andZ20 are “severe.”
We defined PHQ-9 Z10 as “positive depression screen.”

History of mental health treatment was assessed with the
following multiple-response question: Did you ever go to see any
of the professionals listed below because you had an emotional or
mental problem? (check all that apply): a) mental health profes-
sional (e.g., psychiatrist, psychologist, social worker); b) your
primary care or medical doctor; c) a religious or spiritualist advisor
like a minister or priest; d) any other healer like an herbalist,
chiropractor, or spiritualist; e) other (please fill in). Each treatment
category had two response options: yes or no. Participants were
instructed to check all applicable responses. The frequency of each
category was calculated by dividing the number of respondents in
each category by the total number of respondents who answered
this question. The complete survey is in the Appendix (available
online).
Statistical Analysis

Racial background had four categories: black, Hispanic, Asian/
Pacific Islander, and other. We created a dichotomous variable
(black or non-black) by collapsing the three non-black categories
into a single category, collectively labeled as “non-black.” Marital
status originally had four categories (married, separated/divorced,
widowed, and single/never married), and we combined separated/
divorced and widowed into one category for logistic regression
analyses. We classified education into four categories (r12th
grade, high school graduate, some college or technical school, and
completed Z4 years of college) for descriptive analyses and three
categories (some college and completed 4 years of college were
collapsed into one category) for regression analyses. We classified
household income into four categories ($0�$19,999; $20,000�
$34,999; $35,000–$69,999; andZ$70,000). Current work situation
was a multiple-response question divided into the following six
categories: worker for pay, homemaker, student, retired, disabled,
and unemployed. Health insurance was a multiple-response
question with the following six categories: Medicare, Medicaid,
other government program, private health insurance, out of
pocket/no coverage, and other. We created a dichotomous variable
whereby out of pocket/no coverage was coded as “uninsured” and
all other categories were labeled as “insured.”

Descriptive statistics were used to report sample characteristics
and prevalence of positive depression screen by gender. To
calculate prevalence estimates, we calculated the total sum score
of the nine items on the PHQ-9. We imputed a value of 0 (“not at
all”) for all missing responses on the PHQ-9. This imputation
scheme resulted in a conservative estimate of depression preva-
lence. The distribution of these scores was then divided into the
established intervals of depression severity with the PHQ-9. We
created a variable, “positive depression screen,” which included
respondents whose PHQ-9 score isZ10. We conducted univariate
logistic regression analyses for each demographic variable to
determine if any sociodemographic characteristics were associated
with a positive screen. Those variables found to be significant at the
0.05 level were included in a multivariate logistic regression to
determine their simultaneous association with depression
prevalence. We calculated proportion of participants with a history
of ever seeking mental health treatment by dividing the number of
respondents in each category by the total number of respondents
who ever sought treatment. Reference categories are the lowest
level of each variable. All analyses were conducted using IBM SPSS
Statistics software, version 21.0. Initial analyses were conducted in
2013, with additional analyses in 2014.

Results
The demographic characteristics of our sample (N¼122)
are presented by gender for each church in Table 1. The
mean age of all participants was 53.7 (SD¼13.33) years,
and most were women (55.9%). In terms of racial self-
identification, 116 participants were black, 2 were His-
panic, 1 was Asian/Pacific Islander, and 2 were “other.”
At Church A, most participants were men (67.9%), had
some college (69%), and were separated/widowed/
divorced (69%). The most frequently observed household
income level and employment status were $45,000�
$59,999 (34%) and worker for pay (46.9%), respectively.
At Church B, men (n¼8) comprised the entire sample. A
majority of these men were high school graduates
(62.5%), were separated/widowed/divorced (75%), and
earned $0�$19,999 (50%). The most frequently observed
employment status was disabled (37.5%). At Church C,
the majority of participants were women (70.7%),
high school graduates (51.8%), and separated/widowed/
divorced (68.2%). The most frequently observed
household income level and employment status were
$30,000�$44,999 (33.8%) and worker for pay (39.6%),
respectively.
Table 2 shows that 19.7% of the total sample had a

positive depression screen. A slightly higher percent-
age of men (22.5%) screened positive than women
(17.7%), but these results did not reach statistical
significance. More women (3.2%) had “severe” depres-
sion than men (0%). Of note, none of the participants
expressed concerns about their survey responses to the
PI and none requested community mental health
referrals.
Age, education, and total household income predicted

positive depression screen (Table 3). Those with a total
household income of $35,000�$69,999 (AOR¼0.17, 95%
CI¼0.04, 0.79) were significantly less likely to have
screened positive compared with the reference category
($0�$19,999). There was a nonsignificant trend for
people with income >$70,000 (AOR¼0.16, 95%
CI¼0.02, 1.02) to have reduced odds of positive depres-
sion screen compared with those in the lowest income
bracket.
Figure 1 shows the distribution of treatment sources

among those who ever sought help. Overall, 63.9%
(n¼78) of participants had previously sought help for a
www.ajpmonline.org



Table 1. Demographic Characteristics of Participants (n¼122) at Three African-American Churches

Demographics, %

Church A Church Ba Church C

Men (n¼19) Women (n¼9) Men (n¼8) Men (n¼22) Women (n¼53)

Genderb 67.9 32.1 100 29.3 70.7

Age, y, mean (SD) 48.1 (12.9) 55.7 (7.0) 52.1 (8.5) 53.2 (16.5) 56.0 (13.5)

Racec

Black 94.7 88.9 87.5 90.9 100

Non-black 5.3 11.1 12.5 9.1 0.0

Marital status

Married 21.1 44.4 25.0 50.0 24.5

Separated/divorced/widowed 78.9 55.5 75.0 50.0 75.4

Single/never married 0.0 0.0 0.0 0.0 0.0

Education level

r12th grade 0.0 0.0 12.5 13.6 5.7

High school graduate 47.4 0.0 62.5 59.1 49.1

Some college/Z4 years college 52.6 100 25.0 27.3 45.3

Total household incomed

$0�$19,999 27.8 14.3 50.0 31.8 12.5

$20,000�$34,999 11.1 14.3 12.5 13.6 25.0

$35,000�$69,999 27.8 42.9 37.5 27.3 39.6

Z$70,000 33.3 28.6 0.0 27.3 22.9

Current work situatione

Worker for pay 47.4 55.6 12.5 33.3 43.4

Homemaker 0.0 0.0 0.0 0.0 3.8

Student 5.3 11.1 12.5 9.5 3.8

Retired 10.5 11.1 25.0 42.9 41.5

Disabled 21.1 11.1 37.5 14.3 11.3

Unemployed 21.1 33.3 12.5 9.5 9.4

Current health insurancef

Insured 100.0 100.0 87.5 90.9 100.0

Uninsured 0.0 0.0 12.5 9.1 0.0

aChurch B did not have any female respondents.
bMissing NA¼1 (3.4%), missing NC¼10 (11.8%).
cMissing NC¼1 (1.2%).
dMissing NA¼3 (10.3%), missing NC¼5 (5.9%).
eMissing NC¼1 (1.2%).
fMissing NB¼1 (11.1%), missing NC¼3 (3.5%).
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mental health problem. Prevalence estimates of past
treatment were slightly greater among women (54.9%)
than men (45.1%), but these results were not statistically
significant. Men most frequently sought help from a
October 2015
mental health professional, whereas women most fre-
quently sought help from a primary care or medical
doctor. A similar percentage of men (53.1%) and women
(53.8%) sought help from a minister or priest.



Table 2. Prevalence of Positive Depression Screen by
Gender (n¼111)a at Three African-American Churches

Depression severity, % Men (n¼49) Women (n¼62)

None (0�4) 55.1 58.1

Minimal (5�9) 22.4 24.2

Moderate (10�14) 18.4 14.5

Moderately severe
(15�19)

4.1 0.0

Severe (20�27) 0.0 3.2

Positive Depression
Screen (Z10)

22.5 17.7

aGender was not reported for 11 participants.
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Discussion

This study represents the first published study of
depression screenings conducted in African-American
churches. Importantly, it was feasible to screen for
depression by partnering with pastors and key church
stakeholders. The sample size and sampling strategy
require that findings be interpreted cautiously. The next
planned phase of this project is to test the feasibility and
acceptability of training African-American clergy an
evidence-based depression intervention. We discuss the
study’s implications and suggest areas for future research.
The prevalence estimate of positive depression screen

was high (19.7%) and similar to rates found in urban
primary care settings.46 This prevalence estimate was
higher than that observed among black Americans in
representative community samples.3,47 The context in
which screenings were conducted may have contributed
to these high rates. At Church A and Church C, for
Table 3. Positive Depression Screen by Risk Category

Risk category Unadjusted OR (95% CI)

Age 0.95 (0.92, 0.98)

Education level

r12th grade 1 (ref)

High school graduate 0.24 (0.05, 1.20)

Some college/Z4 years college 0.09 (0.02, 0.49)

Total household income

$0�$19,999 1 (ref)

$20,000�$34,999 0.35 (0.10, 1.25)

$35,000�$69,999 0.10 (0.02, 0.42)

$70,000 or more 0.08 (0.16, 0.44)

Note: Boldface indicates statistical significance (po0.05).
example, depression screenings were conducted at FBHP
programs specifically focused on raising awareness about
mental health in the African-American community.
Participants facing psychological distress may have been
attracted to these particular programs to obtain mental
health resources. Future church-based depression screen-
ings could be conducted in FBHP programs that do not
specifically focus on mental health and in other small
group meetings held at the church.
An important finding was the high percentage of black

men who screened positive for depression. Although not
statistically significant, we found that 22.5% of men and
17.7% of women screened positive. It is well known that
women have higher prevalence estimates of depression
compared with men, and this gender difference is
consistent across diverse cultures.48 The timing of
screening days may have contributed to observed gender
difference among those who screened positive. At
Church B, men comprised the entire sample and were
recruited during a weekday morning. More men
recruited from this church had low household incomes,
were disabled, and had public health insurance compared
with men at the other two churches in our study. The low
SES of these men may have increased their risk of having
a positive screen. Alternatively, men at Church B may
have attended the daytime FBHP program to enhance
their social connectedness, as black churches are
renowned for providing social support to community
members.49–52

The high rates of depressed men in our sample may
have etiologic and treatment implications. Kendler and
Gardner53 recently found that men were more likely to
become depressed in the context of financial, occupa-
tional, and legal stressful events, whereas women’s
Adjusted OR (95% CI)

0.96 (0.92, 1.00)

1 (ref)

0.42 (0.05, 3.66)

0.28 (0.26, 2.93)

1 (ref)

0.62 (0.15, 2.52)

0.17 (0.04, 0.79)

0.16 (0.02, 1.02)
depression was attributed to
deficiencies in interpersonal
relationships.48,53 These gen-
der findings appear to be espe-
cially pertinent for black men,
who have the highest unem-
ployment rates in the U.S.54

and are disproportionately
represented in the criminal
justice system.55 The men
who screened positive in our
sample had lower SES relative
to the depressed women. Given
these possible gender differen-
ces in depressogenic risk fac-
tors, black men may perceive
traditional mental health serv-
ices to be ill equipped to meet
their needs.56 Our ability to
www.ajpmonline.org



Figure 1. Sources of Care Among Participants (n¼78) With a
History of Seeking Mental Health Treatment.
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screen and identify a high percentage of depressed men
suggests that churches are important entry points for
engaging black men in mental health care.57,58

Amajority of the sample had previously sought help for a
mental health problem. This finding was surprising, given
well-documented treatment disparities.1,4,5 For the most
part, participants sought treatment equitably from primary
care physicians, mental health professionals, and clergy.
Primary care settings currently provide the majority of
mental health treatment in the U.S.59,60 However, African
Americans in primary care are more likely to have unmet
mental health needs compared with non-Hispanic white
Americans.11 Multifaceted primary care depression inter-
ventions61,62 and those utilizing principles of community-
partnered research appear especially promising to reduce
disparities.63,64 This suggests that investigators should
cultivate interdisciplinary relationships across clinical and
community settings. Future studies should examine how
clinical and community partnerships impact treatment
seeking and retention among depressed black adults.
Limitations
We must acknowledge the study’s limitations. Our small
aggregate sample size (N=122) and churches’ location in
New York City limit generalizability to other settings. All
participants were recruited from FBHP programs held at
respective churches. However, this sampling strategy was
informed by our qualitative data, collaboratively agreed
upon by church stakeholders and academicians, and is
consistent with other recruitment strategies utilized in
churches.65 Owing to the cross-sectional design, we
cannot make causal interpretations. Finally, we did not
collect data on current mental health treatment (i.e.,
during the prior 30 days) or the quality of care received, so
we cannot comment on participants’ current treatment
needs or their satisfaction with care. Future research is
needed to assess the feasibility of screening for depression
in churches that vary in congregational size, demographic
characteristics, geographic location, and ethnicity. As
October 2015
none of the participants requested referrals to mental
health services, we suggest that longitudinal studies be
conducted to identify how community-based screenings
may lead to increased utilization of mental health services.
Despite these limitations, our study has several

strengths. We utilized a validated, widely used screening
instrument (PHQ-9). We conducted screenings in three
separate churches that represent the two largest African-
American denominations in the U.S. (Baptist and Meth-
odist). We recruited a significant percentage of black
men, who have traditionally been under-represented in
clinical research.66 By partnering with key church stake-
holders and pastors, we extended strategies for com-
munity engagement in faith-based settings.18

Conclusions
It was feasible to screen for depression with the PHQ-9 in
three African-American churches. Black men were more
likely to screen positive compared with black women,
which may have been linked to lower SES among the men
in our sample. This study advances the scant literature on
FBHP for depression. Our findings lay the groundwork
for expanding access to depression case finding and
treatment referral in African-American churches.
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