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Abstract

Objective—This study examined use of depression care provided by faith-based organizations
(FBOs) by African Americans and Hispanics and factors associated with the receipt of such care,
including mental illness severity and use of traditional mental health services.

Methods—The study used baseline data from the Community Partners in Care study, a group-
randomized trial comparing a community-partnered approach with a technical-assistance approach
to improving depression care in underresourced communities in Los Angeles. A sample of 947
individuals (48% African American, 27% non-U.S.-born Hispanic, 15% U.S.-born Hispanic, and
10% non-Hispanic white) were surveyed about recent visits to a religious or spiritual place and
receipt of FBO depression care. Descriptive analyses compared racial-ethnic, sociodemographic,
and health service use variables for three groups: those who did not attend a religious place, those
who attended a religious place and did not receive FBO depression services, and those who
received FBO depression services. Multinomial logistic regression was used to identify predictors
of receipt of FBO depression care.

Results—A larger proportion of African Americans and non-U.S.-born Hispanics received FBO
faith-based depression services compared with non-Hispanic whites and with U.S.-born Hispanics.
Receipt of FBO depression services was associated with younger age, lifetime diagnosis of mania,
use of primary care depression services, and receipt of a mental health service from a substance
abuse agency.

Corresponding Author: Dr. Michelle Dalencour, Assistant Professor of Family Medicine, Boston University, School of Medicine, 771
Albany St., Boston, MA, 02118; phone: (617) 414-4465; dalencou@bu.edu.

Disclosures: The authors have no conflict of interests to report.
The authors report no financial relationships with commercial interests.

Previous Presentation: Robert Wood Johnson Foundation Clinical Scholars National Meeting, New Orleans, LA November 3-6, 2014
African Americans, Depression, Religion & metapsychiatry, Hispanics, Community mental health services



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Dalencour et al. Page 2

Conclusions—FBO depression services were used in the community, especially by persons
from racial-ethnic minority groups. Collaborative efforts between FBOs and traditional health
services may increase access to depression services for African Americans and Latinos.

Even though depression is a leading cause of morbidity in the United States (1), it continues
to be undertreated in racial-ethnic minority populations. African Americans and Latinos are
less likely than non-Hispanic whites to receive depression care and less likely to receive
high-quality care (2). Between 2008 and 2012, only 30% of African Americans and 27% of
Latinos with any past-year mental illness used mental health services, compared with 46%
of non-Hispanic whites (3). Low rates of use among African Americans and Latinos have
been attributed to many factors, including cost, lack of insurance, language barriers, and
limited availability of culturally competent providers (3,4). Disparities are greater when
country of origin is taken into account, and Latinos and blacks not born in the United States
have even lower rates of use of mental health care (5-7). Even when analyses control for
socioeconomic status, insurance, and transportation barriers, African Americans and Latinos
are less likely than whites to receive guideline-concordant care (8-10).

Increasingly, community-partnered engagement strategies are recognized as innovative
approaches to reducing disparities (11). In underserved minority populations, such
approaches could increase access. Faith-based organizations (FBOs) frequently play a major
role in community engagement efforts and may be seen as trusted, nontraditional community
institutions to address disparities, particularly given that most African Americans and
Latinos report a formal religious affiliation.

FBOs, either religious or spiritual, are increasingly selected as sites for health promotion
programs in underresourced communities (12,13). FBOs have a long history of providing
healing for psychological illnesses (14,15) and continue to play a role in the mental health
services delivery system (16). Studies have (17,18) found that among past-year users of
mental health services, 8.1% reported being treated by a human service provider, which
included a religious or spiritual advisor in a nonmental health setting. Despite the role of
FBOs, limited data exist on the extent to which African-American and Hispanic service
users rely on FBOs for mental health care, the types of care provided by FBOs, and how this
care is related to the use of formal mental health services. In underresourced communities,
people with depression may be receiving diverse health, social, or community services that
may or may not be coordinated; yet these services may constitute the extended service
network used and trusted within the community, including services provided by FBOs.

This study aimed to assess the role of FBO depression services as part of the extended
services received in Los Angeles, the type of support FBOs provide, and the characteristics
of persons receiving FBO depression care, including their mental health needs and use of
traditional services. This information could lead to targeted and coordinated strategies by
both FBOs and formal mental health providers to increase access and treatment among
African Americans and Latinos with depression in underresourced communities.
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This study drew from baseline data from Community Partners in Care (CPIC), a group-
randomized comparative effectiveness trial that compared a community engagement and
planning approach with technical assistance to improve depression services in two
predominately African-American and Hispanic underresourced communities in Los Angeles
(19,20). CPIC was designed and implemented by the CPIC council by using a community-
partnered participatory approach (21). The CPIC council included 35 leaders from three
academic and 24 community-based agencies. This study was approved by the institutional
review boards of RAND and participating agencies. CPIC council members identified
agencies and organizations in five settings for study inclusion. Settings included outpatient
primary care, outpatient mental health services, substance abuse residential and outpatient
services, social and housing services for homeless persons, and other social and community-
based services, which included six FBOs. Eligible programs had to serve 15 or more clients
per week, have one or more staff members, be financially stable, and could not focus on
psychatic disorders or home services. Participants were recruited and screened for
depression across study sites from March 2010 to November 2010; procedures oversampled
for African Americans. Of the 4,645 adults (ages 18 and older) approached, 4,440 (96%)
agreed to the screening. Individuals with moderate to severe depression, as indicated by a
score =10 on the eight-item Patient Health Questionnaire, who were willing to provide
contact information were eligible to participate (19,22,23). Of the 4,440 screened, 1,322
(30%) were eligible, of whom 1,246 (94%) consented and enrolled. Between April 2010 and
January 2011, 981 enrolled clients (79%) completed baseline telephone surveys (two were
deceased, 36 refused, and 227 were not reached). The study reported here included only
African Americans, Hispanics, and whites in this sample (N= 947).

Sociodemographic variables—The screener collected the following sociodemographic
information: age, gender, marital status, education, employment status, a combined race-
ethnicity and nativity variable (U.S.-born Hispanic, non-U.S.-born Hispanic, African-
American non-Hispanic, non-Hispanic white, and other).

Mental health and health status—Using the Mini-International Neuropsychiatric
Interview (24), we created indicators for current (two weeks) major depression episode,
current or recent (__??__) anxiety disorder (panic attacks, posttraumatic stress disorder, and
seasonal affective disorder), and lifetime diagnosis of mania (20). From survey data, we
categorized chronic general medical conditions as three or more or fewer than three out of
18 such conditions and derived an indicator for lifetime diagnosis of or hospitalization for
psychaosis.

Mental health service and medication use—Retrospective, self-report data were used
to develop indicators of use of mental health care in the past six months. This included
receipt of information, referral, counseling, or medication management for depression or
emotional problems as follows: outpatient mental health services outpatient primary care for
depression; a substance abuse clinic visit with a mental health service; and an emergency
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room visit for alcohol, drug, or mental health problem. Indicators were also developed for
use of any psychiatric medication, including antidepressants, antianxiety medications, or any
psychiatric drug, for two or more months in the past six months.

Receipt of depression care from FBOs—To assess receipt of depression care from
FBOs, respondents were asked, “During the past six months, did you go to any religious or
spiritual places, such as a church, mosque, temple, or synagogue?” Respondents who
answered no were categorized as “did not attend a religious place.” Those who answered yes
were stratified as having attended a religious place and further categorized as having or not
having received FBO depression care. Receipt of FBO depression care was defined as a
report that an FBO provided any of the following: talked about depression, stress, or
emotions or gave information, such as a brochure; suggested visiting a specialist or program
for depression, stress, or emotions; suggested taking medications or encouraged the
respondent to stay on a treatment plan for depression, stress, or emotions; spent more than
five minutes counseling about these issues; or gave suggestions about how to cope or
encouragement to do things that the respondent enjoyed.

Sample characteristics were described with means and standard deviations for continuous
variables and percentages for categorical variables, for the overall sample and for FBO
depression care status (that is, those who did not attend a religious place, those who attended
but did not receive FBO depression care, and those who attended and received FBO
depression care). To examine differences in sample characteristics by FBO depression care
status, we fit linear regression models for continuous variables, logistic regression models
for dichotomous variables, and a multinomial regression model for predictors of FBO
depression care status. Wald chi-square tests were used for overall tests of differences among
the three status groups and for the entire sample. Two pairwise comparisons were done:
those who received FBO depression care were compared with those who did not attend a
religious place and with those who attended a religious place but did not receive FBO
depression care. Comparisons were based on regression coefficients, with a Bonferroni
correction for two tests.

For the participants in the three status groups, we fit multinomial logistic regression models.
Any variable for which the significant univariate test was p<.25 was selected as a candidate
for the multivariate analysis (25). [A table in an online supplement to this article presents
results of the univariate analysis.] The final multinomial logistic regression was performed
fitting the following variables against a two-tailed test (p<.05) plus age and gender as
covariates: race-ethnicity by U.S.-born status; a lifetime diagnosis of mania; outpatient
primary care for depression; a substance abuse visit with a mental health service; and an
emergency room visit for alcohol, drug, or mental health problem. To examine the
association between attendance at a religious place and receipt of FBO depression care, we
performed a logistic regression analysis among participants who attended a religious place.
Any variable that was significant in the univariate analysis at p<.25 was selected as a
candidate for the multivariate analysis (25). The final model included age, gender, race-
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ethnicity by U.S.-born status, attendance at a religious place, current major depression
episode, lifetime diagnosis of mania, and receipt of antianxiety medication.

To control for potential response bias, attrition weights were constructed on the basis of
characteristics of the eligible sample (26). For item-level missing data, we used an extended
hot-deck multiple imputation that was based on the predictive mean matching method
(27,28). We imputed five data sets, averaged results, and adjusted standard errors for
uncertainty resulting from imputation (28). All analyses used Taylor series linearization
available in the complex sample module in SUDAAN software (version 11.01) and
accounted for clustering, weighting, and multiple imputations.

Receipt of FBO Depression Services

Of 947 participants, 565 (60%) attended a religious place. Of these, 223 (39%) received
FBO depression services: 66% (N=146) reported that someone talked to them about
depression, stress, or emotions or provided information, such as a brochure; 37% (N=82)
reported that someone suggested that they visit a specialist or program for depression, stress,
or emotions; 32% (N=72) reported that someone suggested that they take medications or
encouraged them to stay on a treatment plan for depression, stress, or emotions; 86%
(N=192) reported that someone spent more than five minutes counseling them about these
issues, gave them suggestions about how to cope, or provided encouragement to do things
they enjoyed.

Sociodemographic Variables

As shown in Table 1, use of FBO depression care varied by race-ethnicity and nativity (p<.
001). Fifty-four percent of African Americans, 11% of U.S.-born Hispanics, 30% of non-
U.S.-born Hispanics, and 5% of non-Hispanic whites received FBO depression care.
Compared with participants who attended a religious place but did not receive FBO
depression care, those who received FBO depression care were younger (p=.011) and had
more visits to a religious place in the past six months (27.5 versus 20.5; p=.004).

Severity of lliness

As shown in Table 1, compared with those who did not attend a religious place, a greater
proportion of those who received FBO depression services had a lifetime diagnosis of mania
(28% versus 18%; p=.019). Similarly, compared with those who attended a religious place
but did not receive FBO depression services, those who received FBO depression services
were more likely to have experienced a major depressive episode in the past two weeks
(50% versus 36%; p=.001), have a lifetime diagnosis of mania (28% versus 16%; p=.002),
have a current or recent diagnosis of an anxiety disorder (53% versus 44%; p=.023), and
have a lifetime diagnosis of or hospitalization for psychosis (35% versus 26%; p=.014).

Use of Mental Health Care and Medication

As shown in Table 1, a substantial proportion of participants who reported receipt of FBO
depression care also reported receipt of services from non-FBO providers. Among those
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who received FBO depression care, 52% visited an outpatient primary care provider for
depression care and 37% went to an emergency room for an alcohol, drug, or mental health
problem in the past six months. Among those who attended a religious place but did not
receive FBO depression care, 20% reported a substance abuse visit in the past six months
during which they received a mental health service, compared with 32% of those who
received FBO depression care (p=.038). Among those who received FBO depression care,
61% received depression services at an outpatient mental health agency, compared with 55%
of those who attended a religious place but did not receive FBO depression care—although
this difference was not significant. In addition, compared with those who attended a
religious place but did not receive FBO care, those who received FBO care were more likely
to report use of antianxiety medications in the past six months (15% versus 8%; p=.011) and
use of any psychiatric medication (44% versus 34%; p=.033). No significant differences in
medication use were found between those who received FBO care and those who did attend
a religious place.

Logistic Regression

As shown in Table 2, age was a predictor of not attending a religious place (and thus of not
receiving FBO depression care). Participants who were older were more likely than younger
participants (odds ratio [OR]=1.17) to report not attending a religious place. The odds of not
attending a religious place were lower among non-U.S.-born Hispanics (OR=.86) and
among African Americans (OR=.45) compared with whites (thus making non-U.S.-born
Hispanics and African Americans more likely than whites to receive FBO depression care).
Similarly, the odds of not attending a religious place were lower for those with a lifetime
diagnosis of mania than for those without such a diagnosis (OR=.59). When the analysis
focused only on participants who attended a religious place, no significant predictors of FBO
depression care use were found, except for age and lifetime diagnosis of mania. Among
those who attended a religious place, the probability of receiving FBO depression care was
higher for older participants than younger ones (OR=1.22) and was lower for those with a
lifetime diagnosis of mania than for those without such a diagnosis (OR=.56).

Multiple Logistic Regression

Results of the adjusted analysis that focused only on participants who attended a religious
place are presented in Table 3. Use of FBO depression care was more likely among
participants who made more visits to a religious place, had a lifetime diagnosis of mania,
and were taking antianxiety medications.

Discussion

This study examined the extent to which primarily African-American and Hispanic
participants in two underresourced Los Angeles communities used depression services from
FBOs in the prior six months and the sociodemographic and clinical factors associated with
receipt of these services. We found that a substantial proportion (more than 24%) of African-
American and Hispanic participants had received FBO depression services. Among all
participants who received FBO depression services, more than a third reported that someone
encouraged them to visit a specialist or to take their medications and stay on a treatment
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plan for depression. These findings are in contrast to studies that have raised concerns that
FBOs may discourage individuals from seeking formal mental health services (29,30). For
example, some studies have suggested that persons attending FBOs may be advised to rely
on spiritual coping strategies, such as prayer, for their mental health needs (30). Our findings
indicate that FBO depression services, as defined in this study, can play a substantial role in
promoting use of formal mental health services for those in need of treatment (14,31).

Consistent with previous studies, our study found that clients who used FBO depression
services had significantly higher mental health needs than those who did not use these
services (15,32). Specifically, we found that African-American and Hispanic participants
who used FBO depression services were more likely than those who attended a religious
place but did not use such services to have a recent major depressive episode, a current
anxiety disorder, or a lifetime diagnosis of mania or to have been given a diagnosis of or
been hospitalized for psychosis. Younger age was another important independent correlate
of use of FBO depression services, suggesting that FBO services may be particularly
important for young adults with high mental health needs in racial-ethnic minority
populations. Given our finding of the high level of mental health needs among users of FBO
depression services, along with our finding that clients perceived FBO service providers as
supportive of referral and adherence to formal treatment services and prior evidence
suggesting that clergy are interested in implementing depression services if they have
appropriate training (33,34), it is important to support the capacity of FBO leaders and
service providers to conduct depression screening and make appropriate referrals. Enhancing
collaborations between FBOs and formal health sectors might enhance the effectiveness of
FBOs in improving access to treatments (14,31,35). Such strategies may help decrease the
current gap between need and use of traditional services, which disproportionately affects
persons from racial-ethnic minority groups (6).

Our findings appear to suggest that FBO services largely complement traditional mental
health care, rather than replacing it. Specifically, the FBO services described were largely
related to referral to or encouragement to adhere to traditional services. In addition,
participants who received FBO depression services were high utilizers of primary care
depression services, consistent with some prior studies (36). Although other studies have
suggested that African Americans and Hispanics may rely on clergy as the sole source of
mental health care (16,17), depressed clients in our sample who received FBO depression
services were more likely than others to report use of psychiatric medications, for example.
Some research has shown that persons from racial-ethnic minority populations end mental
health treatment prematurely, including medications, and FBO depression services could
serve a role in encouraging adherence (37-39), an important issue for future research.

Overall, use of FBO depression services was more likely among African Americans, non—
U.S.-born Hispanics, younger adults, persons with a lifetime diagnosis of mania, and those
who had received depression care or other mental health care from a substance abuse or
primary care program or who went to an emergency room for an alcohol, drug, or mental
health problem. These are important factors to consider for future community interventions
that address unmet mental health needs in urban underresourced communities. Disparities in
mental health care for racial-ethnic minority groups (40) underscore the potential role that
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FBO depression services might play in addressing barriers to mental health treatment; such
barriers include lack of access, lack of trust, language barriers, partnership and task shifting,
and high costs. In addition to providing culturally concordant care, coordination of care
between FBOs and traditional mental health services could decrease the current gap between
need and treatment.

The study had some limitations. First, FBOs were considered as a single category; however,
FBOs represent diverse institutions within communities. Second, all measures were based on
self-reports. Third, the study was based in two urban and underresourced communities in
Los Angeles. Fourth, African Americans were analyzed as a homogeneous group, and
Hispanics were distinguished only by whether they were U.S. born, because of the limited
numbers of non-U.S.-born African Americans in this study. Future research should explore
similar issues in specific cultural subgroups, various types of FBOs, and geographic areas.

Conclusions

FBO leaders and providers should be aware that depressed participants receiving FBO
depression care have high levels of need and are likely to be receiving care from other
sources. Similarly, health service personnel should be aware that depressed patients from
underresourced communities that are largely African American or Hispanic are likely to be
receiving mental health services from FBOs. Provisions of the Affordable Care Act are
designed to increase partnerships between traditional health care services and community
agencies. To make our communities healthy, increased attention should be given to FBO
depression services (41). Collaborative efforts between FBOs and traditional mental health
services may foster increased access to treatment for African Americans and Hispanics.
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TABLE 3

Multiple logistic regression of variables as predictors of receipt of depression care from a faith-based
organization among 565 participants who attended a religious place?

Variable OR 95% CI p
Ageb .76 .64-.91 .002
Female (reference: male) 148 1.00-2.21 .051
Race-ethnicity by U.S.-born status (reference: non-Hispanic white)¢

Non-U.S.-born Hispanic 156 .73-3.34 .248

U.S.-born Hispanic .94 .38-2.30 .887

African American 2.06 1.00-4.27 .051
N visits to a religious place in past 6 months 1.01 1.01-1.02 <.001
Major depression episode, current (reference: none) 170 1.15-251 .008
Mania, lifetime (reference: none) 191 117-311 .010
Antianxiety medication (reference: none) 1.86 1.02-3.38 .044

Page 14

a . N . . - . . -
The analysis used multiply imputed data, weighted for attrition to the eligible sample and accounted for clustering (clients within programs).

bORs for age reflect a 10-year point increase.

cOveraII test: X2=11.7, df=3, p=.008
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