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Black women experience great barriers to good health and quality health care. In nearly
every state, Black women face higher levels of no health insurance coverage, poverty,
food insufficiency, and housing insecurity compared to white, non-Hispanic men and
women. These inequities operate as barriers to living healthy lives. A lack of health
insurance coverage makes it more difficult for Black women to access and afford health
care. Those living in poverty have higher rates of chronic diseases and overall worse
physical and mental health. Those experiencing food insufficiency and housing
insecurity also face worse health, including greater chronic health and mental health
conditionsii. Deep inequities in our economic and health systems have led to Black
women having access to fewer resources and overall poorer health.  

Nationally, nearly one in eight Black women (12.0%) ages 19 to 64 lacked health
insurance coverage between 2017 and 2021. In comparison, 10.2% of white, non-Hispanic
men and 7.6% of white, non-Hispanic women did not have health insurance nationally.
The share of Black women without health insurance varies greatly by state. For example,
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6.3% of Black women in California lack health insurance while 19.5% of Black women in
Texas lack health insurance.  

More than one in six Black women (18.8%) ages 18 and over nationally lived in poverty in
2021 compared to 7.1% of white, non-Hispanic men and 8.9% of white, non-Hispanic
women. However, Black women in many states fared worse. In Idaho, 38.4% of Black
women live in poverty, over twice the national poverty rate for Black women. Meanwhile,
8.7% of white, non-Hispanic men and 10.8% of white, non-Hispanic women lived in
poverty in 2021 in Idaho. Overall, Black women in many states report worse health than
white, non-Hispanic men and women. The following table provides data by state on
social determinants of health metrics for Black women.  
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Mental Health Among African
American Women

Featured Expert

Erica Martin Richards, M.D., Ph.D.

It’s true that everyone experiences temporary periods of sadness, and times of worry and

nervousness. But what about when those feelings won’t go away? Too often, women of

color try to muscle their way through depression and anxiety on their own says Erica

Richards

, chair and medical director of the Department of Psychiatry and

Women's Health: Mind and Mood  (https://www.hopkinsmedicine.org/health/wellness-and-prevention/womens-health-mind-and-mood)

(https://www.hopkinsmedicine.orghttps://profiles.hopkinsmedicine.org/provider/Erica+Richards/2702349)

(https://www.hopkinsmedicine.orghttps://www.hopkinsmedicine.org/profiles/results/directory/profil

e/10003974/erica-richards)

Health

(https://www.hopkinsmedicine.org/health)
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Behavioral Health at Sibley Memorial Hospital. This can be a mistake: What you really

need is someone to help you sort out what you’re going through and to provide support

and treatment options.

“Anyone can experience mental illness. There is no group,

gender, sexual identity, race or cultural belief that can

prevent it from occurring,” says Richards. “And it’s actually

happening at higher rates than most other illnesses,

including heart disease, diabetes and cancer.”

That’s especially alarming for minority women. Women are

at least twice as likely to experience an episode of major

depression as men, Richards reports. And, compared to

their Caucasian women, African American women are only

half as likely to seek help.

Access to mental health care with cultural sensitivity is

often listed as a consideration for minority women seeking

care from psychiatric providers. More people, including high-profile celebrities — actors,

singers and political representatives from minority communities — are opening up about

their battles with depression, including, at times, thoughts of suicide. Recently, several

high-profile suicides have initiated conversations about treatment options and the

devastating impact of suicide on family and friends left to process their loss. Normalizing

this discussion will continue to be a key factor in helping others identify when and how to

seek help.
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Make Mental Health Your Priority

Part of the challenge in getting care is the cultural belief that only people who are “crazy”

or “weak” see mental health professionals. “There’s a feeling in a lot of Black communities

that women have to be strong and stoic,” Richards explains. “Women are so busy taking

care of everyone else — their partners, their elderly parents and their children — they

don’t take care of themselves. However, women should be reminded that attending to

their own needs, whether physical or emotional, doesn’t make you weak. It makes you

better able to care for your loved ones in the long run.”

There’s no replacement for the help you can get from a mental health professional. But,

you can also safeguard your emotional health through these self-care practices:

Get good rest: Aim for at least seven hours of sleep each night. Lack of sleep destabilizes

your mood, making everything you do less effective.

Move more: Exercise 30 minutes every day for better health and a boost of feel-good

endorphins that can help some people manage or prevent depression symptoms.

Eat well: A healthy mix of fruits, vegetables and protein keeps energy levels steady,

helping you better manage the ups and downs of your day.

Connect: Schedule time with a friend every week, even for a quick cup of coffee or a walk.

Many studies have shown that social support improves women’s mental well-being,

helping to reduce stress and the effects of depression.

Meditate: Johns Hopkins researchers found that people who took an eight-week course

in mindfulness meditation 
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Signs of Depression and Mood Disorders

What’s the difference between feeling blue or run-down and something more serious?

Depression is most common between the ages of 25 and 44, but can occur at any age,

says Richards. And while depression

 is the most common mood disorder, anxiety disorders

 and bipolar disorder

 are prevalent, too. Some signs that

indicate a mental health condition include:

were able to improve their depression,

anxiety and pain symptoms.

(https://www.hopkinsmedicine.orghttp://www.hopkinsmedicine.org/health/healthy-woman/mind-

mood/need-stress-relief-try-mindfulness-meditation)

Know your limits: As much as possible, decline requests that create unnecessary stress,

such as hosting parties or planning events. Setting boundaries at work, such as not

checking email after a certain time, can also help reduce stress.

(https://www.hopkinsmedicine.orghttps://www.hopkinsmedicine.org/healthlibrary/conditions/mens

_health/depression_85,p01512)

(https://www.hopkinsmedicine.orghttps://www.hopkinsmedicine.org/healthlibrary/conditions/adult/

mental_health_disorders/anxiety_disorders_85,P00741)

(https://www.hopkinsmedicine.orghttps://www.hopkinsmedicine.org/healthlibrary/conditions/adult/

mental_health_disorders/bipolar_disorder_85,P00743)

Sleeping more or less than usual

Increased or decreased appetite

Feeling worthless, hopeless or empty
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If you or a loved one have experienced these or other symptoms for two weeks or longer,

you should seek help from a health professional.

Treatment Options and Finding the
Right Support

As a woman of color, you may want to find a health care provider who looks like you or

who has had similar life experiences. It’s understandable, but difficult to do.

Unfortunately, women of color make up less than 5% of psychiatrists, psychologists and

social workers available to treat patients.

Instead, says Richards, focus on connecting with a provider who is open to learning about

you and your life circumstances. It doesn’t have to be someone who specializes in mental

health and may not necessarily be a provider of color. Often, primary care doctors and

gynecologists feel comfortable prescribing medications to treat depression, anxiety and

other mood disorders, and they can often refer you to a colleague who can provide

additional specialized treatment (medications and/or talk therapy). What’s important is

Feeling disinterested and unable to enjoy things that usually bring pleasure

Mood swings

Feeling out of control

Difficulty concentrating

6/7/25, 9:53 AM Mental Health Among African American Women | Johns Hopkins Medicine

https://www.hopkinsmedicine.org/health/wellness-and-prevention/mental-health-among-african-american-women 5/7



that your team of providers get to know you, work with you to make a diagnosis and

establish a treatment plan that is right for you. Learn more about factors to consider

when choosing a therapist.

Taking the First Steps

Remember, there are millions of people with depression who are getting treatment and

living successful lives. Join them and take control of your health.

#TomorrowsDiscoveries: How the Brain Processes Incentives and
Rewards | Vikram S. Chib, Ph.D.

Johns Hopkins researcher Vikram S. Chib studies the way incentives and rewards work in the brain and how this can lead to

breakthroughs in depression treatment.

Talk to your primary care doctor or gynecologist.

Reach out to a friend, partner or community member you trust.

Remain consistent and committed to your treatment.
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Low Sex Drive — Could It Be a Sign of Depression?

Baby Blues and Postpartum Depression: Mood Disorders and Pregnancy
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Superwoman Schema, Stigma, Spirituality, and Culturally 
Sensitive Providers: Factors Influencing African American 
Women’s Use of Mental Health Services

Cheryl Woods-Giscombe, PhD, RN, PmhnP-BC1, Millicent Nicolle Robinson, BA2, Dana 
Carthon, PhD, MSN, RN3, Stephanie Devane-Johnson, PhD, CNM1, Giselle Corbie-Smith, 
MD, MSC4

1School of Nursing, University of North Carolina at Chapel Hill, Chapel Hill, North Carolina;

2School of Social Work, University of North Carolina at Chapel Hill, Chapel Hill, North Carolina;

3School of Nursing, Michigan State University, East Lansing, Michigan

4School of Medicine, University of North Carolina at Chapel Hill, Chapel Hill, North Carolina;

Abstract

Many African American women are heavily burdened by unmet mental health needs yet underuse 

mental health services. The superwoman schema (SWS) conceptual framework provides a new 

culturally sensitive framework to enhance researchers’, providers’, and educators’ understanding 

of the barriers to mental health service use among this group. The “superwoman” role involves 

perceived obligations to (1) project strength, (2) suppress emotions, (3) resist feelings of 

vulnerability and dependence, (4) succeed despite limited resources, and (5) prioritize caregiving 

over self-care. In this study, the SWS framework guided a secondary qualitative analysis of data 

from eight focus groups comprised of 48 African American women from the southeastern United 

States and a broad range of age and educational backgrounds. Results suggest that the major 

components of SWS, as well as perceived stigma, religious and spiritual concerns, and the desire 

for culturally sensitive providers influenced participants’ perceptions and use of mental healthcare. 

Understanding how SWS operates in African American women may (1) enable researchers to 

better understand and develop interventions to mitigate disparities in mental health service use; (2) 

help healthcare professionals to engage and treat this population more effectively; and (3) equip 

health professions educators to improve the cultural sensitivity of the next generation of providers.

Keywords

African American Women; Disparities; Mental Health Care Use; Superwoman Schema
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INTRODUCTION

Depression and severe psychological distress are urgent health challenges in the 21st 

century. Each year, nearly 7 percent of US adults have major depressive disorder (National 

Institute of Mental Health [NIMH], 2016), and depression is one of the leading causes 

of disability among US adults (US Burden of Disease Collaborators, 2013). At the same 

time, findings from the literature on ethnic differences in depression and mental illness 

are often mixed and difficult to interpret. According to some estimates, African Americans 

are less likely than non-Hispanic whites to experience major depressive disorder in any 

given year (NIMH, 2016). However, according to data from the 2005–2006 National 

Health and Nutrition Examination Survey (NHANES), 8 percent of African Americans 

suffered from depression compared to slightly less than 5 percent of non-Hispanic white 

Americans (Pratt & Brody, 2008). Similarly, national data reported by the Centers for 

Disease Control and Prevention (CDC, 2012) show that African Americans are more likely 

to report major depression and to experience psychological distress than non-Hispanic 

white Americans. Data from the National Survey of American Life revealed that African 

Americans experience more chronic morbidity related to depressive symptoms than white 

Americans (Williams et al., 2007).

The US Surgeon General’s groundbreaking 2001 report, Mental Health: Culture, Race, and 
Ethnicity, revealed disparities in mental healthcare services between African Americans and 

non-Hispanic white Americans. It clearly explicated that racial and ethnic minorities bear 

a heavier burden of unmet mental health needs than their non-Hispanic white counterparts. 

Specifically, “Racial and ethnic minorities have less access to mental health services than do 

whites. They are less likely to receive needed care. When they receive care, it is more likely 

to be poor in quality” (US Department of Health and Human Services [DHHS], 2001, p. 3).

More recent studies have documented the underuse of mental health services among 

African Americans, women in particular. According to data reported by the CDC (2012), 

in 2011, approximately 7.5 percent of African Americans sought treatment for depression 

compared to approximately 13.6 percent of the general population. In addition, African 

Americans are less likely to return for follow-up care with mental health providers after 

the initial visit. Among those who do engage in therapy, the course of treatment is shorter. 

African Americans are less likely to be prescribed antidepressants to treat symptoms of 

depression and more likely to terminate psychotherapy prematurely (Brown & Palenchar, 

2004; Miranda & Cooper, 2004).

The data also showed that African American women are more likely than white American 

women to report feelings of sadness, hopelessness, worthlessness, or that everything is an 

effort all of the time (CDC, 2012). Lower income levels and educational attainment and 

exposure to such life-event stressors as trauma, violence, and racial discrimination place 

African American women at particularly high risk for depression and psychological distress. 

However, according to Moore and Madison-Colmore (2005), despite these stressors, many 

African American women do not seek professional counseling. In one study, 41 percent of 

African American women reported seeking care for depression in the previous 12 months 

compared with 60 percent of non-Hispanic white women (Alegria, Chatterji, Wells, et al., 
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2008). A national study conducted by the California Black Women’s Health Project (2003) 

revealed that 60 percent of African American women experience symptoms of depression, 

but another report revealed that only 12 percent seek help and/or treatment (National 

Alliance on Mental Illness, 2009).

Previous research has attempted to identify factors that explain disparities in mental 

healthcare use among African American women. According to Copeland and Snyder 

(2010), barriers to mental health treatment services among low-income African American 

women go beyond lack of financial resources to include mistrust of healthcare providers, 

cultural differences, stigma, and, sometimes, lack of awareness of available services. African 

American women encounter psychological distress due to their historically determined 

structural, cultural, and familial positions in US society (Woods-Giscombe, 2008; Woods-

Giscombe, Lobel, Zimmer, Cene, & Corbie-Smith, 2015). Their experience of gendered 

racism, stereotyping, oppression, as well as economic strain increase their risk for impaired 

mental health (Stevens-Watkins, Perry, Pullen, Jewell, & Oscar, 2014). They also face 

tremendous social, economic, cultural, and institutional barriers to the healthcare services 

required to achieve optimal psychological wellbeing for themselves and their children 

(Copeland & Snyder, 2010).

Mistrust of providers has been identified among factors influencing African American 

women’s underuse of mental health services. According to Holden and colleagues (2013), 

African Americans may be underdiagnosed and undertreated for affective disorders and 

overdiagnosed and overtreated for psychotic disorders. They are also less likely than whites 

to receive newer and more comprehensive treatment modalities, a disparity attributed to 

bias and a lack of cultural competency in mental health and medical professionals’ service 

delivery (Holden, Bradford, Hall, & Belton, 2013). Lack of trust in providers was the most 

commonly reported barrier in a study of perceptions of mental health services among low-

income, perinatal African American women, who endorsed it more frequently than white 

women (Leis, Mendelson, Perry, & Tandon, 2011). Concerns about providers’ judgmental 

attitudes and dissatisfaction with care, specifically discontinuity and wait for services, were 

identified as barriers (Copeland & Snyder, 2010). The most common reason for not wanting 

to talk to a mental healthcare provider was a woman’s perception that the provider would 

immediately want to put her on medication (Leis et al., 2011). Women reported that the 

provider might not be able to relate to them or vice versa and preferred to talk to a family 

member to whom they could relate more easily. Remarkably, in a study of mental health 

service use by African American women, researchers found that although lesbians viewed 

the gender and sexual orientation of the provider as more salient than did heterosexual 

women, both groups agreed that his or her race was important (Matthews & Hughes, 2001).

Stigma has also been identified as an important influence on use of mental healthcare 

services among African American women. Mental illness in the African American 

community has been associated with shame and embarrassment (Thompson-Sanders et al., 

2004), and both the affected individual and the family may hide the illness to preserve 

their reputation (Ward, Mengesha, & Heidrich, 2009). Mental health stigma is related to a 

concept termed self-concealment (Masuda, Anderson, & Edmonds, 2012). As opposed to 

enact stigma, which is directed toward others, self-concealment directs negative attitudes 
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toward the self, as internalized stigma. Mental health stigma and self-concealment have been 

positively correlated, and both are negatively associated with help-seeking attitudes (Masuda 

et al., 2012).

According to Ward, Mengesha, and Issa, older African American women did not seek 

mental healthcare for depression because they believed it was a normal reaction to difficult 

life situations rather than an illness that needed immediate attention. Instead of using 

mental healthcare services, they used “culturally sanctioned” behaviors, including religious 

practices and resilience (2014, p. 54).

Previous research demonstrates that culturally competent care for African Americans 

involves sensitivity to, and integration of, spirituality (Lewis et al., 2007). Religious beliefs 

and practices, such as reading the Bible, praying, and attending a place of worship, are 

ingrained in the culture and often used to cope with adverse health conditions (Dessio et 

al., 2004). Thus, African American men or women experiencing a physical or mental health 

condition may believe it is caused by disobedience to God and consult with their pastor or 

faith leader to get spiritual help.

Because of the significant associations among depression, psychological distress, chronic 

health conditions, and poor quality of life, efforts to adequately address mental health 

conditions in African Americans, women in particular, are imperative. African American 

women have high rates of morbidity and mortality related to other chronic health conditions, 

and the experience of depression or severe distress can further complicate their coping 

strategies and lead to significant yet preventable debilitation.

Despite the rich information from previous studies, other factors may influence mental 

healthcare use among African American women. The superwoman schema (SWS) 

conceptual framework was developed to clarify the connections between stress and 

health disparities among African American women: “The sociopolitical context of African 

American women’s lives, specifically the climate of racism, race- and gender-based 

oppression, disenfranchisement, and limited resources — during and after legalized slavery 

in the United States — forced African American women to take on the roles of mother, 

nurturer, and breadwinner out of economic and social necessity” (Woods-Giscombé 2010, p. 

669). The framework includes five characteristics, four contributing contextual factors, three 

primary perceived benefits, and three primary perceived liabilities. The five characteristics 

are (1) perceived obligation to present an image of strength, (2) perceived obligation to 

suppress emotions, (3) resistance to being vulnerable or depending on others for help, (4) 

motivation to succeed despite limited resources, and (5) prioritization of caregiving over 

self-care. The four contributing contextual factors are (1) historical legacy of racial or gender 

stereotyping or oppression, (2) lessons from foremothers, (3) past history of disappointment, 

mistreatment, or abuse, and (4) spiritual values. The three perceived benefits are preservation 

of (1) self/survival, (2) the African American community, and (3) the African American 

family. Finally, the three perceived liabilities are (1) strain in interpersonal (e.g., romantic) 

relationships, (2) stress-related health behaviors (e.g., postponement of self-care, emotional 

eating, poor sleep), and (3) embodiment of stress (e.g., anxiety, depressive symptoms, and 

adverse health) (p. 672).
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To develop the SWS conceptual framework, the research team conducted eight focus 

groups with a total of 48 African American women. Here, we report the results of a 

secondary analysis of the transcripts, guided by the five characteristics of SWS and the 

other components of the framework (e.g., contextual factors, perceived benefits, perceived 

liabilities), to identify critical information that can be integrated with existing knowledge 

about barriers to care and ultimately optimize health professionals’ training and practice to 

sensitively address the needs of African American women.

METHODS

This project involved a secondary analysis of eight qualitative focus groups conducted with a 

demographically diverse sample of African American women to better understand SWS and 

its influence on coping and health in this population. A detailed account of the study design 

and methods has been published (Woods-Giscombe, 2010). The Institutional Review Board 

(IRB) of the sponsoring university approved the study methodology, briefly summarized 

here.

The focus group design followed the recommendations of Kitzinger and Barbour (1999) 

and Morgan and Krueger (1998). Participants were recruited from the local community 

through flyers placed at strategic locations, including a historically Black university campus, 

a community college, a women’s health clinic, several government agencies (e.g., the health 

department), hair salons, libraries, African American women’s civic organization meetings, 

a recreation center, and a cultural center. Interested women were asked to call study staff. 

They were screened for eligibility; participants were required to be African American 

women, aged 18 or older. A purposive sampling strategy was used to recruit women of 

various educational backgrounds.

Each group included women who were similar in age and education levels. Six out of the 

eight focus groups were composed of five to six participants. One had only two participants 

because several of those originally scheduled did not attend; this particular group was 

organized to include women between the ages of 18 and 25, who did not have any years 

of college education. Therefore, to capture the experiences of these women, an eighth focus 

group was scheduled, attracting 12 additional participants, for a total of 48 women. Focus 

groups were held in private rooms at community sites convenient for the participants. They 

were moderated by an African American woman in her thirties with graduate training in 

mental health (psychology and psychiatric nursing). In addition, a research assistant in her 

twenties with a background in psychology was present to distribute forms, refreshments, 

and other materials; she took detailed notes during the discussions. Focus groups were also 

digitally recorded and transcribed, and later, the author and research assistant confirmed the 

accuracy of the transcripts by comparing them to her notes. Participants were paid $30 for 

their time and provided refreshments during the two-hour session.

The informed consent process was reviewed with all participants, and they signed consent 

forms before the discussion started. The women were informed that participation was 

completely voluntary, and their identities would not be revealed in final reports on the 

study. Confidentiality was emphasized again prior to beginning each focus group interview. 
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Questions were openended and included: (a) When I say the word stress, what does it mean 

for you? (b) What causes stress in your life? (c) How do you cope with stress? (d) How 

did you see the women (mothers, grandmothers) in your life cope with stress? (e) Have 

you ever heard the term strong black woman/black superwoman? (f) What is a strong black 

woman/black superwoman? (g) What are her characteristics? (h) How did they develop? (i) 

Is being a strong black woman/black superwoman a good thing? (j) Is there anything bad 

about being a strong black woman/black superwoman?

Data Analysis

The secondary data analysis was conducted by a team of three researchers: two PhD-

prepared members with expertise in health disparities and stress among African American 

women and one undergraduate research scholar with a background in psychology and 

African American studies. Applied thematic analysis (see Guest et al., 2012), guided by 

the characteristics of the SWS conceptual framework, was used to organize and describe 

implicit and explicit content from the focus group data. Team members first read the focus 

group transcripts to familiarize themselves with the data. Next, they worked independently 

to assign preliminary codes to the data. They then came together to discuss the patterns 

they identified and to share their thoughts about the preliminary codes. Next, the codes were 

confirmed, and the overarching themes identified and confirmed through discussions.

FINDINGS

The study sample has been described (Woods-Giscombe, 2010). Participants were 

demographically diverse, ranging in age from 19 to 72 years; the average age was 34 

years. They had completed various levels of education; 18 percent had not completed the 

12th grade; 10 percent had completed high school only; 17 percent had completed trade 

school, technical school, or an associate’s degree; 18.8 percent had attended college but did 

not graduate; 17.4 percent had graduated from a 4-year university; and 14.6 percent had 

obtained a Master’s or terminal professional degree. Most (64 percent) were employed, and 

less than half (40 percent) were current college students. Most were single (60 percent); 

10 percent were married; 15percent were in a committed relationship; 15 percent were 

divorced, separated, or widowed. The median annual household income was between 

$26,000 and $50,000 (34 percent of the sample); and 41 percent of the participants earned 

less than $15,000 per year.

SWS Characteristics

Participants shared various accounts of how the superwoman role operates in their lives 

and how it might influence their use of mental health services. Results are presented in 

accordance with the five characteristics of SWS: an obligation to present an image of 

strength, an obligation to suppress emotions, resistance to being vulnerable or dependent on 

others, determination to succeed despite a lack of resources, and an obligation to help others 

instead of prioritizing selfcare.

Obligation to present an image of strength.—The perception that women must 

present an image of strength held across focus groups, as participants discussed their 
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experiences of emotional distress and help-seeking. Concerns about the stigma of weakness 

related to seeking mental healthcare were clearly linked to the desire to maintain an image 

of strength. Participants shared that they did not want society to perceive them as weak, 

despite the challenging experiences they face. All the groups related seeking psychotherapy 

to stigma. Although they had encountered circumstances that caused them extreme difficulty 

and distress, they did not view therapy as a viable option: “African American women do 

not go to therapy.” Instead, they chose between suffering without assistance in a show 

of strength or finding an alternative way to cope to maintain the status quo in their 

respective communities. One participant said the mental illness stigma equated seeking 

mental healthcare with weakness rather than strength:

But you commented on the therapy thing — I had something really traumatic 

happen to me last month, and my roommate was like, “You need to go to therapy.” 

You tell that to a black woman, and it’s like “Therapy?!” [laughs] You know what 

I mean? Like for the longest time, I thought therapy, number one, was for [pauses] 

white people. And number two was for weak people … like, why can’t you conquer 

this yourself?

Some women in the focus groups shared positive perspectives on the perceived obligation 

to present an image of strength. The women who endorsed this characteristic stated that 

they were more equipped to deal with stress without becoming overwhelmed, and it gave 

them strength to know that they would be able to overcome any hardships that might come 

their way. However, women also acknowledged that feeling obligated to present an image of 

strength could facilitate sickness among African American women. Participants linked their 

personal beliefs about religion and faith as well as cultural expectations related to religion 

and faith to their desire to maintain a posture of strength. One noted:

But it’s a good thing because we don’t let it — let stresses get us to the point where 

we give up on life. We just let it make us stronger, and knowing that there’s always 

going to be a brighter day, and that if we — if it gets so bad, then we can always 

give it to God and let him handle it. I guess our faith is a lot stronger than other 

people’s. I don’t know why. And then it could be that … our stresses make us sick, 

make us have bad hearts and blood pressure and all that stuff that comes along with 

our black diseases or, not black diseases, but what affects us more anyway.

Another participant added:

I agree with everything everyone has said about being a strong black woman. It can 

be good because, you know, you’re determined. It’s your motivation. It’s what you 

look forward to. You know, that’s something that you want to be called, but it’s a 

downfall because when there’s help, you don’t ask for help, and then you wait till 

you get stressed, and, you know, what don’t kills you makes you sick and when 

you become sick from un-necessary stress or struggles that you don’t have to go 

through.

Focus group participants discussed cultural expectations to rely on religion rather than 

formal psychotherapy. They reported the notions of “giving a situation to God” or “God 

not putting more on an individual than he or she can bear.” Their obligation to present an 
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image of strength was grounded in the idea that demonstrating strength to others was a 

proxy measure for degree of faith in God. Physically exhibiting emotional weakness might 

suggest that one’s faith in God was not strong enough. One participant stated, “… our 

religious organizations dictate that you don’t go for help.” Participants reported that African 

American women may be more likely to pray about their circumstances and trust that God 

will fix them than to seek assistance from a mental healthcare professional.

Obligation to suppress emotions.—Women in the focus groups also expressed ideas 

about the links between seeking help for emotional distress and their perceived obligation 

to suppress emotions. They justified this obligation by describing how their caregivers — 

mothers and grandmothers, specifically — suppressed their emotions or frustrations. Others 

perceived the need to hold everything in no matter how difficult because their families and 

communities expected it and because they wanted to avoid being overwhelmed by their 

emotions. One participant shared:

No, she [the therapist] wasn’t the best, but she did open the doors to learning how 

to ask myself questions that I could try to process and figure out. And that was back 

then. But that didn’t stop me from being the type of person that internalizes this 

thing. And I learned to do a lot of things, and I held them inside. And it’s hard for 

me to break down … there’s so much in there, that little bit of stream might come 

out in, like, … a trickle … even that was difficult for me for a long time. And I 

could feel it welling up, and then it’d go away. And it’s like, “Oh God, I gotta get 

this solved, [laughs] or I might be dangerous,” you know.

Others also shared concern about what would happen to them if they fully expressed 

their emotional distress to mental health professionals. They worried about what to 

disclose and what to withhold from them. One participant shared an experience involving 

miscommunication with her mental health service provider about a situation they were 

attempting to resolve. The problem led to a treatment involving medication that she did not 

feel she needed at the time. She also shared how her father had had a similar experience.

That’s another reason why I don’t tell people because they start to think you’re 

kinda going crazy! [laughs] So I don’t. And my dad, he has really bad stress issues, 

and he’s told the doctor about ‘em. And he wasn’t saying he was stressed out, but 

he was talking about some of the things that makes him angry and stressed out, and 

they put him on Zoloft-like, depression medicine. So you kind of got to watch what 

you tell people.

Focus group participants reported that they suppressed their emotions instead of seeking 

psychotherapy because of limited access to culturally sensitive providers. They did not feel 

that therapists had a keen understanding of the life experiences of African American women, 

that they lacked the compassion, patience, and competence needed to work optimally with 

African American women. Their disappointment with an inadequate therapeutic alliance 

caused some to conceal their feelings of distress instead of working through them with a 

therapist they did not trust. They were fully aware of the contrasts between their experiences 

and those of providers from a different racial or ethnic background. Participants commented 

on the difficulties they experienced when attempting to find a mental healthcare service 
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provider with whom they could identify. They shared feelings of disappointment when they 

were not able to find what they needed in a provider. One said:

I agree with all the things that have been said so far … when I was working in the 

hospital, and somebody black would come in as a patient, an inpatient, they would 

be so relieved to see a black professional working with them, somebody who they 

thought could understand where they were coming from because they [people from 

other racial or ethnic groups] don’t have a clue sometimes. They really don’t. They 

try to, and they don’t even know they don’t have a clue. That’s it.

Participants expressed genuine concern about mental healthcare service providers being 

compassionate and patient with them. Women across focus groups provided insight about 

encounters with previous service providers whom they perceived as impatient when an 

African American woman approached them for help because they did not understand her 

experience. On occasion, the women felt rushed and, in response, chose not to return for 

further therapy or treatment. Instead, they suppressed the emotions that were causing them 

difficulty. One said:

Like just sitting there, watching them, it just don’t seem like they care. I don’t 

know. It’s just, you know, like the last counselor I went to, she was just like, she 

seemed like she was kind of like rushing me, you know, and I felt like, you know, 

what I coming to you for? You’re rushing me to get out of here — what’s the point?

In addition to perceiving a lack of understanding of the SWS and a lack of compassion 

and patience among mental health professionals, focus group participants expressed concern 

about competence. Many noted that their mental healthcare service providers were not 

culturally competent to deliver the most efficient method of helping or treating them. They 

exhibited disappointment when telling their stories. As a direct consequence, some stated 

that they would not return to these providers because they were not helped in the ways they 

needed to be.

Well, I wanted to seek help before. I thought that I was depressed. And then when I 

went there, and the woman — like you — if anything, I was helping her. [Laughter] 

I said, what’s going on? I said, it doesn’t make sense for me to come here. So to 

me, I don’t feel that they — a lot of them can’t help me. I have to help myself. I 

think cultural barriers or — I never went to a black psychologist, psychiatrist. But it 

was like she couldn’t help me. She’d say, “Oh, my God.”

As a consequence of suppressing their emotions, many women in the focus groups stated 

that they have experienced “breakdowns”, becoming overwhelmed with the stresses of life. 

They stated that asking for help was considered a sign of weakness, so they would not ask 

for, or seek out, help when they probably should have. For example, one participant noted:

I had a breakdown just because I started realizing that I have so much stuff, and I 

was overwhelmed, and I don’t have anybody to help me. And I’m not a person to 

ask for help. I’m just so used to doing it all by myself ‘cause I feel like if I don’t do 

it, it’s not going to get done.

Others shared that they suppressed emotions, except in environments where emotional 

expression was culturally sanctioned or considered acceptable. They recalled the common 
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practice of taking problems to the altar in church, which means handing problems and 

concerns over to God. Participants also recalled the biblical reference used to attest that God 

will not place more on a person than he or she can bear (Corinthians 10:13). The women felt 

more comfortable going to faith communities for healing than finding a mental healthcare 

provider due to cultural ideals.

I totally agree about the breakdown. You do it in the seclusion of wherever you feel 

comfortable, and you just let it go. And it’s like … I know, like you said you’re a 

person who doesn’t have like a church home. I’m like the same way. But you know, 

I pray about it ‘cause my mom always says, “You have to pray about it,” and I do 

it [clears throat] … I’ll have a breakdown, I’ll pray, and I’ll just say, “Lord, make it 

better.” And then eventually I know I have to get up off the floor and walk out the 

door and face the world again. So, you do it, and then you go.

Another participant added:

And so when I do need to break down, that’s where I break down [the altar at 

church]. Because everybody else is breaking down in there, too. And it’s easier to 

go on and say, “Lord,” in the house of the Lord, “you take this.” I’m going to leave 

this here, I’m going to lay on the floor, and I’m going to cry. Nobody’s going to 

laugh at me.

Resistance to being vulnerable or depending on others.—This theme was evident 

throughout each focus group. In the original literature on SWS (Woods-Giscombe, 2010), 

it was grounded in previous experiences of being let down, misunderstood, or unfairly 

judged by others who were expected to help. Disappointment related to receiving inadequate 

support led to a reluctance to trust new people to provide assistance and included mental 

health providers. Women may have heard anecdotes about what undesirable things might 

happen if they sought mental healthcare or have personally experienced situations that 

confirmed their concerns or mistrust.

Participants typically went to their pastor or minister as a mental healthcare provider. 

Consistent with the literature, they stated that African Americans commonly seek the help 

of a pastor or minister due to lack of trust of professional providers. They noted that 

their pastor or minister might be able to provide a comforting method of support, while 

acknowledging that clergy members might not be fully prepared to deal with the mental 

health problems and circumstances women face. One noted:

I agree with you also. I think it’s a culture barrier for us as black people. We always 

were told that we had to deal with it, and either go to your minister, or go to a 

family member, someone that you could trust and talk to. And then also, because of 

the stigma, as you stated earlier, it [cultural tradition] would say that you’re crazy, 

you’re weak, etc. Why in the world would any-one go to a therapist?

However, participants discussed the perceived limitations of going to the pastor for mental 

health support: “… and there are some things you can’t be honest with your pastor about 

or just not reveal.” One echoed a sentiment related to the risk of feeling misunderstood 
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or judged even by their clergy: “… and then we’ve learned that a lot of our pastors have 

problems too.… But they think you don’t have faith.”

Participants shared that because of mistrust and the fear of being vulnerable or 

misunderstood, they resisted depending on others and often tried to fix things and 

situations themselves, one participant stated “What doesn’t kill you makes you stronger,” 

an adaptation of Nietzsche’s famous quote (Twilight of the Idols, 1889, Maxim and Arrows 

8). Not having witnessed their mothers or caregivers express discomfort with life or present 

any indications of stress played a role in their resistance to dependence or vulnerability.

We hold a lot in and try to fix it ourselves before we get help outside, but we hold 

a lot in and try to do it all by ourselves. And we don’t, like —I’m not going to say 

we reach out for help more, but we’ll say, okay, I’ll do it by myself. I can do this by 

myself. I don’t need your help.

Participants were still aware that, over time, this resistance may be a hindrance to 

receiving help when truly needed. They described how others saw them as independent, 

misinterpreting their need for assistance or support. One participant noted:

I think it [strong Black woman ideology] comes with some bad. I mean, you always 

hear about—I feel like sometimes you have a tendency to be too independent … 

and you can turn people off from wanting to help you cause you’re just so used to 

doing things on your own …

Determination to succeed despite a lack of resources.—Another component of 

SWS that seems to influence using mental health services is a determination to succeed 

despite limited resources. Focus group participants voiced their dedication to overcoming 

challenges in order to achieve their aspirations while acknowledging the costs. They believe 

you must be strong to get through situations because nothing comes easily. One woman 

shared:

I agree. I really agree. To me when I’m going through something that’s like really 

stressful, that’s all that’s repeating in my head: What doesn’t kill you makes you 

stronger. And it reminds me like that in order to be great; you can’t do the ordinary 

stuff … so that you can be stronger, you have to go through some stuff.

This way of thinking may cause women to overlook the symptoms of their emotional 

distress and identify them as necessary for being successful and great. As a result of 

minimizing their distress or its potential outcomes, they may delay seeking emotional 

support from mental health professionals.

Many said that when they were younger, they witnessed their mother figures or caregivers 

taking on tremendous life challenges with inadequate resources and pushing through 

emotional pain to achieve their goals. Participants were aware that they had assimilated 

these ideals. For example, one commented:

I think it is because it goes all the way back to when …. Big Momma went through 

a struggle, so she taught her daughter how to handle that struggle, so she wouldn’t 
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have to worry about it. And then so her daughter has a daughter, she teaches her 

daughter. It continues …

Obligation to help others over self-care.—Many participants stated that they have 

to balance several roles, which becomes difficult and overwhelming, but that they had no 

other options. They discussed prioritizing caregiving over self-care, which may result in 

delayed use or underuse of mental healthcare. One participant noted, “I feel like I have to be 

everything to everybody, and I’ll come later on.”

Some participants realized that their constant routine of caring for others while 

neglecting themselves could have undesirable consequences. They became overwhelmed 

and experienced what they referred to as breakdowns because they were not able to handle 

the situation and help themselves as a result of prioritizing others. One participant explicitly 

understood that therapy would help her but suppressed thoughts about helping herself in 

order to take care of what she perceived as the more urgent needs of others.

I let myself have a breakdown twice a year, and I do that in privacy. I probably need 

therapy; I surely could use it. But it’s just then, I don’t know how my life would 

be if I wasn’t like putting out fires all the time, that this just seems like that’s just 

normal. That’s just how it’s going to be, and that’s how it is. I just learned to deal 

with it.

DISCUSSION

This study used the SWS conceptual framework to identify barriers to mental health service 

use among African American women. A central aim was to explain ethnic disparities in 

mental healthcare in order to contribute to the development of culturally relevant mental 

health practices and services for African American women. Through applied thematic 

analysis of eight focus 23 group discussions, the research team was able to identify how 

the five characteristics of SWS influence attitudes and behaviors related to mental health 

and mental healthcare. Perceived obligations to appear strong, to suppress emotions, and to 

care for others, resistance to dependence/vulnerability, and determination to succeed despite 

a lack of resources overlapped with concepts identified in previous research on mental health 

service use among African American women (e.g., Gary, 2005; Hines-Martin, Malone, Kim, 

& Brown-Piper, 2003; Waite & Killian, 2008; 2009; Ward et al., 2013; Warren, 1994), 

including stigma, spirituality, and the desire for culturally sensitive providers. In general, 

these findings have important implications for research, education, and practice.

Focus group participants discussed the interconnections between the obligation to appear 

strong and the stigma of appearing weak, which have been discussed in the literature 

(Beauboeuf-LaFontant, 2007; Gary, 2005; Waite & Killian, 2008; 2009). Note that in the 

current study, participants identified three significant sources of stigma: seeking therapy, 

having a mental illness, and using medication.

Also corroborating the literature (e.g., Ward & Heidrich, 2009; Ward, Wiltshire, Detry, & 

Brown, 2013), spirituality was found to be an important aspect of the African American 

cultural experience and closely related to the perceived obligation to appear strong, suppress 
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emotional distress, and resist dependence on mental health professionals. Focus group 

participants discussed cultural expectations for spirituality/religion, pastoral counseling 

and/or the minister as therapist, prayer, and relieving emotional distress at the altar or in 

church, where it was considered acceptable. These cultural expectations influenced their 

views about using mental healthcare services. African American women use religion and 

spirituality to counter the negative effects of stressful circumstances (Ward & Heidrich, 

2009). Among focus group participants, cultural expectations related to giving a problem to 

God or God not putting more on us than we can bear served as a barrier to accessing mental 

healthcare. The appearance of strength is a proxy for degree of faith in God.

The theme of culturally sensitive providers was another important component of 

participants’ decisions about mental healthcare services. Many of the women had 

experienced service providers who did not understand the complexities or social contexts 

of their lives or seemed lacking in compassion, patience, or cultural sensitivity and 

competence. The result was frustration with therapy and a conscious decision not to return. 

Some participants who had never received therapy reported a reluctance to start because they 

were concerned that the therapist would not understand or know how to support them.

Women connected the concepts of spirituality and culturally sensitive providers. They 

shared the cultural expectation and tendency to use pastoral counseling or their ministers 

as therapists in times of distress. They discussed how they used prayer to overcome 

emotional strain and their tendency to “take it to the altar,” or to express emotional distress 

in church, as a more culturally sanctioned behavior than expressing distress to mental 

healthcare professionals (see Ward et al., 2014). These women found strength in God 

to solve their problems. They found comfort in spirituality/religion because they felt it 

provided the only place in which they would receive the assistance that would truly heal 

them. However, some noted that although comforting, clergy may not be fully equipped to 

provide psychotherapeutic support.

The findings from this study corroborate reports from previous researchers (see Waite 

& Killian, 2008; 2009). The socially constructed image of the “strong black woman” 

may be associated with increased symptoms of anxiety and depression, lower availability 

of emotional support, and less self-perceived need for formal or informal mental health 

assistance (Matthews & Hughes, 2001; Watson & Hunter, 2015). African American women 

cope through such culturally sanctioned behaviors as religious practices and resilience, 

which may serve as barriers to seeking professional mental healthcare (Ward et al., 2014).

Advantages and Limitations

Other conceptual frameworks (e.g., the common-sense model, the health belief model, and 

Kleinman’s explanatory model of illness) have been used to understand African American 

women’s perceptions, beliefs, and attitudes about mental health and using mental health 

services (see Waite & Killian, 2008; 2009; Ward, Clark, & Heidrich, 2009). However, this 

study is the first to apply the SWS conceptual framework, specifically developed to address 

the intersection of race and gender, to clarify African American women’s perspectives 

on, and experience of, mental healthcare. It provided contextual richness by focusing on 

culturally driven and gender-specific phenomena. In addition, study participants represented 
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a range of educational and income backgrounds and a broad age range. However, the fact 

that they all live in the southeastern United States is a limitation. Findings may have differed 

if they had come from a variety of geographic regions. Also, because of the cross-sectional 

design, findings should be interpreted cautiously to consider how perceptions, beliefs, and 

attitudes may change as a result of new experiences and insights.

Implications for Practice

In clarifying African American women’s views of mental healthcare, these findings can 

enhance training programs for service providers as well as faith leaders from whom 

African American women may be more likely to seek assistance, and providers should 

be aware of the potential benefits of developing treatment plans that consider a woman’s 

religious preferences and traditions. They should make an effort to become more sensitive 

to, and aware of, African American culture and the experiences and perspectives of 

African American women to better serve these clients (Jones & Guy-Sheftall, 2015). While 

achieving racially or ethnically concordant provider/patient matching may not be possible, 

having more ethnically diverse individuals providing care is desirable. In any case, all 

providers should be culturally sensitive to ensure the progress and well-being of their 

patients.

Implications for Education

Health professions faculty should be well-versed in the factors that contribute to mental 

health disparities and inequities in service provision and use among diverse populations, 

so they can address them in their courses and didactic and clinical training of future 

health professionals. This content is critical for programs that train both mental health 

professionals and primary care providers, who treat most mental health disorders; the 

reasons for approximately 20 percent of all visits to primary care providers are screening 

for depression, counseling, prescription of a psychotropic medication, or a mental health 

diagnosis (Olfson, Kroenke, Wang, & Blanco, 2014; Kennedy Forum, 2015). In addition, 

nearly 70 percent of all primary care visits are influenced by psychosocial factors (Robinson 

& Reiter, 2007). Including the SWS conceptual framework, information about the social 

determinants of health, and the Surgeon General’s 2001 report would provide a good 

foundation for a modified, culturally relevant curriculum. Stigma, spirituality, and ethnic-

specific-considerations relevant to prescribing medications (ethnopsychopharmacology; see 

Campinha-Bacote, 2007) should also be addressed.

Implications for Future Research

The findings of this study open several avenues for future research. First and foremost, 

the field needs nationally representative, current, comprehensive epidemiological data 

on ethnic and gender differences in mental health conditions and service use. The 

following key variables should be considered: geographic region (including urban versus 

rural setting), demographics (age, education, income status), symptoms of mental health 

conditions versus actual diagnosis, the modifying influence of health insurance status, and 

various treatment modalities and strategies (private psychotherapy practice, primary care, 

community health agencies, faith-based counseling, hospitalization). Without research-based 

evidence, insufficient and conflicting reports about rates of mental health conditions and 
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care across diverse sectors will continue. Future research should examine the extent to 

which health professions education that includes content on mental health disparities and the 

factors that influence service use improves outcomes.

The findings from this study might be applied to other underrepresented racial or 

ethnic groups who experience health disparities — Native Americans or Hispanic/Latino 

Americans. The focus group discussions of religion and spirituality largely represented 

a Christian worldview. Future research should examine whether relationships among 

spirituality, mental health stigma, and use of mental healthcare services are similar among 

African American women who are not grounded in Christianity.

Finally, study findings support the literature that addresses the importance of developing 

and implementing culturally tailored approaches (see Ward, 2005; Ward & Brown, 2015); 

epistemological approaches; “ways of knowing” and experiencing life (see Banks Wallace, 

2000, p. 33; Jones & Guy-Sheftall, 2015) that may enhance health-promoting behaviors and 

the initiation, retention, and quality of mental healthcare for African American women.

Summary

In summary, factors that contribute to African American women’s underuse of mental 

health services include SWS characteristics: the obligation to present an image of strength 

and to suppress emotions; resistance to vulnerability or dependence on others; motivation 

to succeed despite limited resources; and prioritization of caregiving over self-care. 

Contributing factors discussed in the literature include stigma, spirituality, and culturally 

sensitive providers. Researchers, educators, and providers must understand these factors, so 

this population will access services and practices that promote their health.
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