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Abstract
Depression among African American adults can diminish their daily functioning and 
quality of life. African American communities commonly uses religion and spiritu-
ality (R/S) to cope with life stressors; however, it is unclear whether R/S contribute 
to mental health risk or resilience. Since men and women differ in their R/S partici-
pation and Christian denominations have varying gender roles and expectations, it 
is critical to determine if they experience similar mental health effects. This study 
examines whether self-reported denominational affiliation predicts dissimilar odds 
of reporting elevated depressive symptoms among African American young adults 
and if these effects are different for women and men, using the National Longitudi-
nal Study of Adolescent to Adult Health (Add Health). Results indicate that the odds 
of having elevated depressive symptoms are three times higher for Catholic women 
compared to Baptist women, but no denominational differences were found among 
men. This study highlights how unique denominational and gender subcultures 
within African American Christian communities may predict depression outcomes. 
Healthcare professionals and church-based outreach programs should consider the 
role of denomination and gender when designing and participating in efforts to sup-
port mental health equity.
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Introduction

Depression is a serious medical illness that negatively affects how a person feels, 
thinks, and acts (American Psychiatric Association, 2020). The associated symp-
toms, such as feelings of sadness and a loss of interest in previously enjoyed activi-
ties, can lead to a variety of emotional and physical conditions and decrease one’s 
ability to function (American Psychiatric Association, 2020). Research demonstrates 
that factors such as culture, the environment, social context, as well as physical, neu-
rological and chemical imbalances can affect depression (McEwen, 2012). Moreo-
ver, depression is also a risk factor for other diseases such as dementia (Singh-Man-
oux et al., 2017), Alzheimer’s disease (Green et al., 2003), coronary artery disease 
(Shah et  al., 2014), suicide, osteoporosis (Wu et  al., 2018), and Type 2 diabetes 
(Hackett & Steptoe, 2017).

Depression is an issue of concern within the African American community due 
to its prevalence and the fact that it impairs both physical and psychosocial function-
ing. A meta-analysis suggests that the prevalence of major depression among Afri-
can American men ranges from 5 to 10% (Ward & Mengesha, 2013). While another 
study found that African American women report almost twice the rate of major 
depression as their male peers (Williams et al., 2007).

Depression is also concerning specifically for African Americans because it is a 
risk factor for cardiovascular disease (CVD) (Bibbins-Domingo et al., 2009; Sims 
et al., 2015). CVD is the leading cause of death among all Americans (Heron, 2019), 
but is particularly deadly for Black Americans (National Center for Health Statis-
tics, 2016). Furthermore, Black women have higher rates of death due to heart dis-
ease compared to White women (U.S. Department of Health and Human Services, 
Office of Minority Health, 2021). This may be in part due to higher levels of stress 
and hypertension among Black women (Burroughs Pena et al., 2020; Virani et al., 
2020), as well as disparities in access to medical care and/or willingness to seek 
medical treatment (Graham, 2015; Prather et al., 2018).

Less than half of all Americans with a mental disorder get the treatment that they 
need (National Institute on Minority Health & Health Disparities, 2021). However, 
the proportion of African Americans who need mental health treatment and receive 
it is only half that of Whites (National Institute on Minority Health & Health Dis-
parities, 2021). Churches might be an opportune place to help African American 
people get support and resources for treatment of depression because religiosity 
and spirituality (R/S) is an important aspect of many African American lives (Chat-
ters, Bullard, et al., 2008, b, 2009; Taylor et al., 2007), and there may be mistrust 
of medical professionals hindering some African Americans from getting treatment 
(Glover et al., 2017).

Scholars have examined the relationship between R/S and depression, and R/S 
is widely considered to be a social determinant of health. While there are distinct 
denominational cultures among African Americans (Taylor et al., 2004, 2014), few 
have looked at denominational differences in depression within this community. 
Additionally, it has been shown that some African American women are especially 
involved in R/S and identify more strongly with R/S than African American men 
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(Taylor et al., 2014), and these gender differences in R/S may differ across denomi-
nations. It is important to better understand how divergent engagement with religion 
plays a role in the mental health of African American Christians, and to do so while 
considering that men and women may vary on their religious experiences and men-
tal health outcomes. Thus, this study will investigate denominational and gender dif-
ferences in depressive symptomology among African American Christians.

Religion and Depression in the African American Community

Research demonstrating R/S effects on mental health among African Americans 
has been inconsistent. Some studies have found that as service attendance increases, 
depressive symptoms, (Ellison & Flannelly, 2009; Olphen et  al., 2003) mood dis-
orders (b; Chatters, Bullard, et  al., 2008), and twelve-month and lifetime major 
depression (Taylor et al., 2012) all decrease. Furthermore, Holt et al. (2013) found 
that service attendance reduced depression. These studies highlight the protective 
nature of service attendance, but prayer also is associated with better mental health. 
Specifically, researchers found that Black women who prayed more often had fewer 
depressive symptoms after controlling for sociodemographic variables and physical 
functioning (Olphen et al., 2003). While, Taylor et al. (2012) found that coping by 
“looking to God for strength,” was linked to decreased odds of having experienced 
major depression during the last twelve months.

Additionally, church-based social support has been associated with a reduced 
risk of suicidal thoughts (Chatters et al., 2011) and reduced psychological distress 
and depressive symptoms (Chatters et  al., 2015) among older African American 
adults. Hope et  al. (2017) found that among African Americans and Afro-Carib-
bean Americans, religious social support reduces the risk of psychiatric disorders, 
including depression, and Jang and Johnson (2004) found that religiously-committed 
African Americans exhibit lower levels of distress compared to nonreligious African 
Americans.

While R/S have been shown to be associated with lower reported depression 
among African Americans, R/S have also been associated with higher reported 
depression. For example, Le et al. (2007) found a positive relationship between relig-
iosity (i.e., affiliation and internal/external religiousness) and depression in African 
Americans. Another study determined that African Americans who attended service 
nearly every day had the highest prevalence of both twelve-month and lifetime major 
depression (Taylor et al., 2012).

Some studies have found that negative interactions with church members are 
associated with higher risks of psychological distress and depressive symptoms 
(Chatters et al., 2015). And, the frequency of religious reading has been shown to be 
positively associated with twelve-month and lifetime major depression (Taylor et al., 
2012).

Several qualitative studies have also shed light on some of the potential harmful 
effects religion may have on mental health. Specifically, a study that interviewed 
ministers from a Black mega church showed that some ministers had misconcep-
tions of what constitutes clinical depression. Some ministers that used prayer and 
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scripture for “faith healing” stated that they felt unequipped to provide counsel, and 
even suggested that if congregants are depressed they must work on their relation-
ship with God (Hankerson et  al., 2013). The latter approach may suggest that if 
someone is feeling depressed that something is wrong with his or her relationship 
with God, while dismissing the other possible sources of depression.

Breland-Noble et  al. (2011) raise a similar point in a study where participants 
describe the church as the center of the Black community and that a key hindrance 
to mental illness treatment is the significance of prayer as well as the lack of infor-
mation from the pulpit about depression and mental health challenges. Specifically, 
they found that some African American youth do not see depression as a medical 
disease but perceive it as something to be controlled by strong will and religious 
faith (Breland-Noble et al., 2011).

These inconsistent findings make it unclear whether religiosity contributes to 
depression a risk to one’s mental health, a protective factor that provides psycho-
logical resilience, or both. As Hackney and Sanders (2003) discussed in their meta-
analysis, there is evidence of positive and negative relationships between religiosity 
and mental health which leads to contradictory findings and some confusion in this 
research area. A recent example of the risk and resilience that is sometimes present 
when relating religiosity to depressive symptoms found that those who attended reli-
gious services one to three times per week had lower odds of having elevated symp-
toms compared to people who attend only once or fewer times per year (Robbins 
et al., 2020). However, that study also found that participating in more non-organ-
ized religious activities such as prayer and reading religious texts predicted higher 
odds of elevated depressive symptoms (Robbins et al., 2020). Religiosity might be 
simultaneously linked to better and worse mental health among African Americans, 
but research is inconclusive about which aspects of religiosity affect their depression 
and how these affects might differ for various religious people.

African American Christian Denominations, Gender, and Mental Health

Examining denominational differences is important because religious teachings, his-
tory, social norms, gender roles and philosophy vary within and across denomina-
tions, and these differences may play a role in mental health outcomes (Maselko & 
Kubzansky, 2006; McFarland, 2010; Taylor et al., 2004). For example, in some reli-
gious communities, the teachings justify patriarchal domination, control, and sub-
ordination of women (Mattis & Grayman-Simpson, 2013), which can affect mental 
health. Women participating in more patriarchal denominations may expose them 
to the idea that they are inferior or subordinate to men, which could contribute to 
higher levels of depression (Petts, 2008).

There is limited research on mental health and denominational differences in the 
African American Christian community. Previous research that has paid attention to 
denominational comparisons in mental health outcomes that include African Ameri-
cans have consolidated them into overly aggregate groups like “Black Protestants” 
and blend Black Catholics with all other Catholics (Maselko & Kubzansky, 2006; 
Sternthal et al., 2010). This strategy does not acknowledge nor examine the potential 
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for denominational differences among Black congregants or between Blacks and 
others who may share their faith but have culturally distinct church experiences. A 
recent study that used an entirely Black American sample found that denominational 
differences in the odds of having elevated depressive symptoms may vary for Black 
men and women (Robbins et al., 2020). Specifically, researchers found that among 
some denominations (i.e., Catholic and Baptist), Black men and women had similar 
odds of reporting elevated depression symptoms. Whereas, members of the Method-
ist and Pentecostal faiths displayed a larger gender difference in elevated depressive 
symptom odds (Robbins et al., 2020). That study emphasizes the importance of dis-
aggregating the data of African American people to better understand how denomi-
nation and gender might contribute to differences in mental health outcomes.

These findings are unsurprising considering the previously discussed denomina-
tional differences and that men and women behave, participate, and worship in dif-
ferent ways (Jones et al., 2011; Maselko & Kubzansky, 2006; Taylor et al., 2009), 
and these differences might play a role in whether congregants within particular 
denominations have elevated depressive symptoms. For example, it has been found 
that African American men who are more subjectively spiritual report a deepened 
and supportive emotional connection with male friends, but it is not clear that Afri-
can American women experience the same connectivity and support with female or 
male friends (Mattis & Grayman-Simpson, 2013), suggesting that R/S may have dif-
fering effects on men and women.

Furthermore, some African American women experience a social pressure to act 
like a “superwoman who is strong, self-sacrificing, and free of emotion to cope with 
the stress of race- and gender-based discrimination in daily life” (Walker-Barnes, 
2014; Woods-Giscombé, 2010). This identity profile has been referred to as the 
“strong Black woman” (SBW) schema (Watson & Hunter, 2016). Empirical findings 
have demonstrated that endorsement of the SBW intersectional race-gender identity 
was associated with emotion dysregulation, increased distress, and obesity (Beau-
boeuf-Lafontant, 2007; Giscombé & Lobel, 2005; Harrington et al., 2010; Romero, 
2000; Woods-Giscombé, 2010). Furthermore, researchers found that maintaining 
the image of the self-reliant Black woman might delay or hinder seeking mental 
health treatment among African American women, thus adversely affecting depres-
sion symptom management.

Current Study

This study fills in a gap in the literature by examining whether denominational dif-
ferences affect mental health among African American Christian young adults. Spe-
cifically, this analysis determines whether denominational differences in the odds of 
reporting elevated depression symptoms (EDS) are present among Catholic, Baptist, 
Methodist, Pentecostal, and non-denominational Protestant men and women.
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Materials and Methods

The present study uses data from the National Longitudinal Study of Adolescent to 
Adult Health [Add Health] (Harris, 2009). Participants in this nationally representa-
tive, stratified random sample were originally interviewed as adolescents in the 7th 
through the 12th grades in 1995 and followed across five waves through 2018. The 
current study used data from Wave IV—at which time the participants were ages 
24–34—since it contained data about current denomination and depressive symp-
toms. This study used the subsample of people who self-identified as African Amer-
ican or Black. As part of the study design, Add Health oversampled Black students 
who had parents with a college degree.

Measures

The dependent variable, elevated depression symptoms, was measured using the 
Center for Epidemiologic Studies Depression Scale (CES-D) scale. This shorter ver-
sion of the scale consisted of ten items, which were combined for a minimum value 
of 0 and a maximum value of 30. This variable was dichotomized using a score 
of 10 or higher as evidence of having elevated depressive symptoms, following a 
previously-established approach (Kohout et  al., 1993; Torres, 2012). Participants 
were asked if they had experienced the symptoms within the past seven days, and 
response options ranged from, never or rarely, which had a value of zero to most or 
all of the time with a value of three.

The key independent variable was denomination, which included the following 
categorical response options: Catholic, Methodist, Pentecostal, Baptist and non-
denominational Protestant. The control variables were religious coping, religious 
importance, frequency of church attendance, education (i.e., high school graduate or 
less, some college or vocational training, and college graduate), household income, 
subjective health, and region. Religious coping responses ranged from never to very 
often, religious importance responses ranged from not important to more important 
than anything, and church attendance measures ranged from never to greater than 
one time per week. Household income was categorized into four groups with lower 
bounds separated by $50,000 increments. Subjective health was measured as poor/
fair, good, very good, and excellent. Finally, the four regions where participants live 
are Northeast, Midwest, South, and West.

Analysis

To analyze the data, Stata 16 and its survey command, svy, were used to apply 
the appropriate weights for the given survey design. Two separate logistic regres-
sions were conducted, one for each gender, instead of analyzing interaction effects 
between denomination and gender. This study compared the odds of reporting EDS 
in men and women for each denomination vs. another denomination. For example, 
the analysis determined the odds of reporting EDS for Catholic women vs. Baptist 
women, and the odds of having EDS in Methodist men vs. Baptist men. Post hoc 
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analyses used the sidak command to adjust for the use of multiple pairwise compari-
sons. The final sample, which excluded those with missing data, included 1916 Afri-
can American Christian adults, with 1155 women and 759 men. The tables include 
descriptive statistics, odds ratios, and 95% confidence intervals (CI).

Results

Descriptive Statistics

Participant ages ranged from 24 to 32 years. Baptist was the largest denomination 
with 60% of study participants, whereas the smallest was Catholic at 6%. Twenty-
five percent of women and 18% of men reported elevated depressive symptoms (i.e., 
CES-D score of 8 or greater). The distribution of descriptive characteristics and R/S 
variables for the sample are reported in Table 1.

Most of the participants attended church at least once a month (60%). This sug-
gests that the majority of the sample were regular churchgoers. Also, the majority 
of participants are from the South (66%). For both men and women, the highest 
percentage of reported religious coping was very often, however 20% more women 
reported using religious coping compared to men. Religious coping is described 
as  “religiously framed cognitive, emotional, or behavioral responses to stress, 
encompassing multiple methods and purposes as well as positive and negative 
dimensions” (Wortmann, 2013). Fifty-seven percent of women reported using reli-
gious coping very often, which suggests that it was widely used among the women 
in this sample.

Logistic Regression Results

Among women, the odds of having elevated depression symptoms were 3.1 times 
higher for Catholic women compared to Baptist women after controlling for reli-
gious coping, religious importance, church attendance, income, education, subjec-
tive health, and region (OR 3.10, 95% CI [1.43, 6.72]; see Table 2). In the post hoc 
analysis, the odds of having elevated depression symptoms were 4.21 times higher 
for Catholic women compared to non-denominational Protestant women (OR 4.21, 
95% CI [1.07, 16.52]). Reporting better subjective health and higher household 
income predicted lower odds of reporting EDS, compared to women with poor or 
fair health and those with household incomes less than $50,000, respectively.

The logistic regression model for men shows no denominational differences in 
the odds of having elevated symptoms. However, three variables that had signifi-
cant effect on EDS in men were church attendance, income and subjective health. 
Specifically, men who attend church 2–3 times per month had 68% lower odds of 
EDS compared to those who never attended. Men who earned $50,000–99,999 and 
$100,000–149,999 had 50% lower odds and 75% lower odds of reporting EDS com-
pared to men earning less than $50,000, respectively. For subjective health, men 
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Table 1   Descriptive statistics for total sample, women, and men

Variable Total n = 2088
n (%)

Women n = 1244
n (%)

Men n = 844
n (%)

Denomination
Methodist 151 (7.2) 90 (7.2) 61 (7.2)
Baptist 1250 (59.9) 745 (59.9) 505 (59.8)
Catholic 137 (6.6) 69 (5.6) 68 (8.1)
Pentecostal 274 (13.1) 166 (13.3) 108 (12.9)
Non-denominational 276 (13.2) 174 (14.0) 102 (12.1)
Education
High school/GED or less 505 (24.2) 246 (19.8) 259 (30.7)
Some college/vocational 840 (40.2) 498 (40.0) 342 (40.5)
College/vocational degree 743 (35.6) 500 (40.2) 243 (28.8)
Income
Less than $50,000 1138 (59.6) 722 (62.4) 416 (54.5)
$50,000–$99,999 559 (29.3) 332 (28.7) 237 (31.0)
$100,000–$149,999 131 (6.9) 62 (5.4) 69 (9.0)
$150,000 or more 83 (4.3) 41 (3.5) 42 (5.5)
Region
Midwest 237 (11.4) 192 (15.4) 45 (5.3)
Northeast 218 (10.4) 89 (7.2) 129 (15.3)
South 1381 (66.1) 832 (66.9) 549 (65.1)
West 252 (12.1) 131 (10.5) 121 (14.3)
Subjective health
Excellent 373 (18.1) 162 (13.0) 211 (25.0)
Very good 720 (35.0) 421 (33.8) 299 (35.4)
Good 728 (35.4) 468 (37.6) 260 (30.8)
Poor/fair 236 (11.5) 162 (13.0) 74 (8.8)
Church attendance
Never 245 (11.7) 111 (8.9) 134 (15.9)
A few times/year 588 (28.2) 311 (25.0) 277 (32.9)
One time/month 199 (9.5) 108 (8.7) 91 (10.8)
2–3 times /month 466 (22.3) 302 (24.3) 164 (19.5)
1 time/week 347 (16.6) 239 (19.1) 108 (12.8)
 > 1 time/week 241 (11.6) 173 (13.9) 68 (8.1)
Religious importance
Not and somewhat important 291 (14.0) 153 (12.3) 138 (16.4)
Very important 1271 (60.9) 755 (60.7) 516 (61.1)
More important than anything 524 (25.1) 336 (27.0) 188 (22.3)
Religious coping
Never, rarely, sometimes 515 (25.1) 258 (20.8) 287 (34.0)
Often 518 (25.2) 275 (22.1) 243 (28.8)
Very often 1023 (49.8) 709 (57.1) 314 (37.2)
Elevated depressive symptoms (CES-D ≥ 8)
Not elevated 1620 (77.7) 929 (74.7) 691 (82.0)
Elevated 466 (22.3) 314 (25.3) 152 (18.0)
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who reported very good and excellent health had 80% and 87% lower odds of EDS, 
respectively, compared to those in poor or fair health.

Discussion

Contrary to findings wherein religiosity has been shown to be a protective factor, 
African American Catholic women’s religious affiliation appears to be linked with 
higher odds of reporting elevated depression symptoms. This section will discuss 
why our findings suggest that Catholic young adult women may be at particular 
risk for adverse depression outcomes, when compared to other Christians. Specifi-
cally, this article will discuss (1) the role of gender and denominational differences 
on depression, and (2) the need for more research on African American Catholic 
women and depression.

Messaging from the pulpit pays a big role in African American congregants’ lives 
and it is vital that there be more health promotion and focus from church leadership 
(Harmon et al., 2018), particularly support for women and their roles in family and 
church life. Some Christian teachings are more patriarchal than others and even sug-
gest submissive behaviors (Mattis & Grayman-Simpson, 2013; Nason-Clark, 2017) 
rather than egalitarian partnerships in marriage and society. Submissive behaviors 
have been shown to be related to depressive outcomes (Johnson et al., 2012). Fur-
thermore, patriarchal teachings can lead to shame, lower self-esteem, added stress, 
and reduced self-care, which can all impact a woman’s depression symptomology. 
This is particularly true when submissive behaviors informed by patriarchy conflict 
with the strong Black woman role. As, Walker-Barnes (2014) explains, aspects of 
the Strong Black Woman ideology—such as emotional strength, caregiving, and 
independence—can contribute to Black Women not only taking on too much, and 
adversely impacting their physical and mental health, but that this ideology is per-
petuated in a patriarchal society wherein men are not socialized to feel self-sacrific-
ing in the same way. She explains that in a place of worship and theology, wherein 
Christian principles focus on sacrifice, that pastors be extremely careful in their mes-
saging to Black women for a number of reasons: one reason being, they may appear 
to be strong on the outside, but crumbling on the inside (Walker-Barnes, 2014).

In addition to gender differences in how Black men and women are socialized and 
the ideologies instilled in them within Christianity, there may also be gender dif-
ferences in terms of how Black men and women discuss, communicate, and report 
depression. It has been found that African American men have a documented ten-
dency to underreport depressive symptoms (Das et al., 2006) because of a mental 
health stigma that is exacerbated by gender norms (Vredenburg et  al., 1986). In 
a focus group of African American men in a rural faith community, Bryant et  al. 
(2014) found that participants felt that expressing depressive feelings is not part of a 
man’s role and that a reason for not admitting such feelings is because they are “too 
blessed to be stressed.” Therefore, it is possible that Christian men in this study had 
similar rates of EDS as women, but underreported their depressive symptoms rela-
tive to women.
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Furthermore, when struggling with depressive symptoms, African American 
Christians may choose to rely on their spiritual relationships, rather than seeking 
professional help due to religious doctrine or stigma within their church communi-
ties. For example, a commonly referenced Bible verse states: “Trust in the Lord with 
all your heart and lean not on your own understanding; in all your ways submit to 
Him, and He will make your paths straight” (Proverbs 3:5–6). Those who interpret 
this verse literally might believe that expressing negative emotions shows a lack of 
faith or that the Bible discourages secular help-seeking.

Moreover, researchers have shown that some African Americans feel stigmatized 
regarding receiving treatment for depression (Hudson et  al., 2018). For instance, 
a study by Ward et  al. (2013) found that some African American adults reported 
a lack of openness to acknowledging depression and high concern about stigma 
related to having depression. Among African American Christians, it has been found 
that treatment for depression can be delayed by religious coping such as prayer and 
church community support (Garner & Kunkel, 2020; Ward et al., 2009).

Depression stigma is also an issue among African American clergy, with past 
research finding that church leaders with the highest religiosity have a greater ten-
dency to avoid seeking mental health services for themselves (Okunrounmu et  al, 
2016). Moreover, a study of African American Pentecostal preachers found that 
language in some of their sermons suggested depression is a weakness, encouraged 
the notion that “saints don’t cry,” and discouraged the use of psychiatrists and other 
mental health professionals (Payne, 2008).

As was the case with previous research, this study was unable to determine 
whether R/S is a protective factor or a risk factor for depression. Church attendance 
did predict lower odds of elevated depression symptoms; however, being a Catholic 
woman was associated with higher EDS odds compared to being a Baptist and non-
denominational Protestant women. What is not well understood from the current 
study or past research is why Black Catholic women might have been more likely to 
report elevated depression symptoms. Most of the research thus far has focused on 
African American Protestants in part because the majority (66%) of African Ameri-
cans are Protestants, whereas, only 5% identify as Catholic. These findings show 
that African American Catholic women’s mental health outcomes warrant more 
attention in research. Investigations should consider whether distinct religious or 
cultural norms influence how Catholic women view themselves and challenges they 
may encounter. Studies might also determine if there are unique social factors or 
religious coping strategies being applied within the Catholic church that are either 
unhelpful for or exacerbating to depressive symptoms. An additional factor that 
should be considered is whether these women attend predominately Black Catholic 
churches or churches with greater percentages of White people. There are poten-
tial differences in how the SBW identity and other social identities might be rein-
forced within these culturally distinct contexts. Finally, future studies should assess 
whether these women might have been more prone to reporting elevated symptoms 
because they are more comfortable acknowledging their feelings than women from 
other denominations.
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Limitations

This study examines whether there is a relationship between reporting elevated 
depression symptoms and self-identified Christian denomination, without establish-
ing whether this association is causal. In future analyses, researchers will need to use 
longitudinal data to determine if R/S has a causal influence on depression for young 
adults. Another limitation to this study is that it measured self-reported depression 
symptoms using questions that assess how the respondent felt in the past seven days. 
Thus, this study was unable to establish whether participants qualified for a clinical 
depression diagnosis and was only able to suggest that these differences in stated 
depressive symptoms were present over this limited timeframe. This study also was 
unable to assess changes in denomination and R/S or the effect of each of these 
variables on depression symptoms over time. Future researchers should address 
this issue with appropriate longitudinal designs and analyses that account for these 
potential changes. Finally, some researchers are skeptical about using mainstream 
psychological measurement of symptomology to assess depression among African 
Americans, who may differently display their depression. Therefore, this study may 
not have identified everyone in the sample who suffers from concerning levels of 
depressive symptoms. Many studies show that African Americans are underdiag-
nosed for depression, and this represents a major limitation within the field that must 
continue to be addressed in order to improve the accuracy of research examining 
mental health outcomes among African Americans.

Conclusion

Depression is a serious medical illness that negatively affects the lives of many Afri-
can Americans. Previous research on the association between R/S and depression 
has been unclear, with research showing that R/S can be a protective factor, a risk 
factor, or both for depression. A major gap in the literature is research on denomi-
national and gender differences in depression among African American Christian 
young adults. Thus, the current study determined whether denominational differ-
ences in the odds of reporting elevated depression symptoms are present among 
Catholic, Methodist, Protestant, Pentecostal, Baptist and non-denominational Afri-
can American men and women. This study found that Catholic women had higher 
odds of reporting elevated depression symptoms. It is imperative that future research 
places special attention on African American Catholic women to better understand 
what is leading to their higher levels of reported depression. Furthermore, health-
care professionals and church-based community engagement programs should con-
sider the role of denomination and gender when designing and participating in men-
tal health equity efforts.
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