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ABSTRACT Prior research found that financial hardship ordistress is one of themost important
underlying factors for depression/depressive symptoms, yet factors that contribute to financial
distress remain unexplored or unaddressed. Given this, the goals of the present study were (1)
to examine the relationship between perceived financial distress and depressive symptoms, and
(2) to identify financial priorities and needs that may contribute to financial distress. Surveys
from 111 African American women, ages 18–44, who reside in Allegheny County, PA, were
used to gather demographic information and measures of depressive symptoms and financial
distress/financial well-being. Correlation and regression analyses revealed that perceived
financial distress was significantly associated with levels of depressive symptoms. To assess
financial priorities and needs, responses to twoopen-ended questionswere analyzed and coded
for common themes: “Imagine youwon a $10,000 prize in a local lottery.Whatwould you do
with this money?” and “What kinds of programs or other help would be beneficial to you
during times of financial difficulties?” The highest five priorities identified by the participants
were paying bills and debt, saving, purchasing a home ormaking home repairs, and/or helping
others. The participant’s perceived needs during times of financial difficulty included tangible
assistance and/or financial education. The findings from this study can be used to create new
and/or enhance existing programs, services, and/or interventions that focus on the identified
financial priorities and needs. Collaborative efforts among professionals in different disciplines
are also needed, as ways to manage and alleviate financial distress should be considered and
discussed when addressing the mental health of African American women.

KEYWORDS African American women, Depression, Depressive symptoms, Risk factors
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INTRODUCTION

Of all mental illnesses, major depressive disorder (MDD), referred to in this article
as depression, is the most commonly occurring affective or mood disorder.1–8
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Research clearly shows that women are more likely than men to become
depressed.8–12 What is not as clear is the prevalence rate of depression among
women. Some studies note that the rates among African American women are similar
or lower than rates for white women, yet other studies estimate the rates of depression
to be 50 % higher for African American women.2,13 Numerous explanations exist
that illuminate the difficulty in accurately assessing the true prevalence of depression.

Depression among African American women remains under detected, inadequately
treated, “missed diagnosed,” mis-diagnosed, and under-diagnosed.6,8,10,14–26A lack of
knowledge and disbelief that they are or could be suffering from depression coupled
with trying to live up to the image of being a “strong black woman” contributes to
their not seeking treatment for depression.10,11,13,15,21,27 They also have alternative
ways of coping that cause delays or conflicts with seeking care from a profession-
al.9,15,18,28–30 They are also less likely to participate in mental health research
studies.17 Of note is that in addition to the individual factors mentioned above, mis-
diagnosis by a professional (physician or other medical and/or health care
professional) can also result in depression being under-diagnosed in this population.

Health Focus: Depressive Symptoms
Even with different measures and different methods, research generally points out
that younger African American women, ages 18–44, have higher levels of depressive
symptoms than white women, African American men, and white men.2 At any given
time 16 % to 28 % of African American women have psychological distress that is
indicative of clinical depression, and consequences of high levels of depressive
symptoms may be just as debilitating as those of depression.2,8–10,13,31 So in lieu of a
focus on depression, which requires a formal diagnosis, numerous mental health
research studies have focused on psychological distress.2

Depressive symptoms can occur as part of the psychological stress response, and
the presence of depressive symptoms is the most commonly used indicator of
psychological distress.2

Risk Factor: Financial Distress
In this article, the terms “financial distress,” “financial strain,” “financial stress,”
“economic stress,” and “economic hardship” will be used interchangeably.

Financial strain is composed of cognitive, emotional, and behavioral responses to
the experience of financial (economic) hardship that occurs when real expenses
exceed income and one is unable to meet his/her financial responsibilities.32 Thus, it
is not solely dependent upon income. Similarly, financial distress has been defined as
a reaction (mental or physical discomfort) to stress about one’s state of general
financial well-being, including perceptions about one’s capacity to manage economic
resources (such as income and savings), pay bills, repay debts, and provide for the
needs and wants of life.33 Financial distress can last a short time, or it can become a
persistent state for individuals or families at all income levels.33

Financial strain/stress/distress are subjective reactions. Measuring these reactions
can help researchers understand individuals’ perceptions about and reactions to their
financial condition.33 Although objective measures of an individual’s financial state
(household income and/or debt-to-income ratio) provide evidence of where one
stands financially, two individuals with the same levels of income and economic
resources may have different levels of perceived financial distress and financial well-
being.33 For example, people who are financially distressed, including persons who
are not by definition living in poverty, often live paycheck to paycheck.33 Thus,
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using subjective measures such as financial distress will provide invaluable insight
above and beyond objective measures alone.

Depression and depressive symptoms have been strongly associated with financial
adversity or strain.34–39 Schulz et al.40 found that financial stress was the strongest
direct predictor of symptoms of depression. In fact, McLoyd and Wilson called
depression a “normative and situational response to economic hardship.”34 It
appears that as financial distress increases, individuals may experience a myriad of
stress-related mental and physical symptoms and illnesses.36,37,41,42 Some self-
reported health effects of financial problems included worrying, anxiety, and
tension; insomnia and sleep disorders; headaches and migraines; high blood
pressure/hypertension; stomach, abdominal, and digestive problems; depression;
aches and pains (e.g., back, chest); ulcers or possible ulcers; appetite disorders and
weight gain or loss; fatigue and feeling tired/weak; drug, alcohol, or cigarette use;
and an inability to afford or access recommended health maintenance practices and
health care services.41,42 As expected, individuals reporting lower financial distress/
higher financial well-being reported better health.43 In fact, it was found that
financial satisfaction plays the most influential role in determining global life
satisfaction among black women.31

The occurrence of different types of financial stressors affects the level of financial
distress that an individual feels. One major stressor is living at or below poverty. For
the purposes of this article, the definition of poverty as found in the book, An Atlas
of Poverty in America: One Nation, Pulling Apart, 1960–2003 by Glasmeier44 will
be used: “Being in poverty means that you receive or earn insufficient income to pay
for necessities of daily living; Poverty… reflect[s] a state or condition of being in
which an individual lacks the ability to enjoy life due to lack of access to basic needs
such as food, clothing, shelter, health care, and essential requirements for a
successful work life such as a decent education and access to a vehicle.” Other
stressors include negative financial events such as receiving overdue notices from
creditors and collection agencies, issuing checks with funds insufficient to cover
them, getting behind on bill payments, family money squabbles, and not being
financially prepared for emergencies or major life events.33,43 The frequency of these
negative stressor events adds to the level of financial distress a person feels. For
example, events that occur on a regular basis or very often increase distress. Given
this, although incidental, one-time, or sporadic occurrences of stressor events may
lead to an increase in the level of financial distress an individual experiences,
cumulative events may prove to be more detrimental over time.

The effects of financial strain can also spread to all those in the household who
are dependent upon the income providers.32 Economic hardship has been shown to
influence adolescent outcomes through its effect on parental emotional health/
depressive symptoms and parenting behavior, and it has been shown to increase the
likelihood of depression in the children of those families.32,35 Financial strain can
also cause marital stress; in fact, many family and marriage counselors have
identified financial difficulties as one of the most common causes of marital
difficulties.32

On a note of caution, some researchers argue that it may be the onset or
worsening of a health condition that exacerbates already existing financial
problems.41 A study by Lyons and Yilmazer41 found poor health significantly
increased the probability of financial strain, but found little evidence that financial
strain contributed to poor health. Though this appears to refute the above findings,
one must note that the use of cross-sectional data makes it difficult to establish
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causality. This is not to deny the fact that in some cases poor health does worsen
financial situations; it is to say that numerous research findings have confirmed the
opposite as well, that financial strain indeed affects mental and physical
health.33,35,37,40,42,45,46

Study Focus: Financial Priorities and Needs
There were two main purposes for conducting this study. First, the authors sought to
examine the association of financial distress and depressive symptoms among
African American women, and it was anticipated that there would be a positive
relationship between perceived financial distress and depressive symptoms. Second,
the authors wanted to explore what the identified financial priorities and needs are
of the women in this study as this may prove beneficial to professionals seeking to
address and improve the mental health of African American women.

METHODS

Recruitment
A survey was administered to a cross-sectional sample of African American women,
ages 18–44, who resided in Allegheny County, PA. Participants were recruited over a
period of 4 months via flyers that were posted at various health care centers and
distributed via email. Participants were self-selecting and also referred other individuals
fromwithin their social networks whomet eligibility criteria.Women requested packets
if theywere interested. Each survey packet contained an informational script and receipt
of a completed survey by mail was consent for participation in the study.

Approval to conduct the study was granted by the University of Pittsburgh IRB
(number PRO10010073, June 28, 2010).

Measures
Socio-demographic data were collected through questions regarding how the
participant heard about the study, the participants’ age, religious affiliation, number
of children, marital status, employment status, highest level of education, income,
and overall religious coping. Additionally, questions inquired about the presence of
other chronic health conditions, recent major life events, a previous diagnosis of a
mental illness, and current mental health treatment.

The Quick Inventory of Depressive Symptomatology—Self-Report 16 (QIDS-
SR16)

47 was used to measure depressive symptoms. It is designed to assess the
severity of depressive symptoms and includes all criterion symptom domains for the
diagnosis of a major depressive episode as defined in the Diagnostic and Statistical
Manual of Mental Disorders 4th edition (DSM-IV).47 Strengths of the QIDS include
well-established validity, good internal consistency, and generalizability to a variety of
patient populations (e.g., non-psychotic and psychotic major depressive disorder,
postpartum depression, dysthymic disorder, bipolar disorder) and settings (e.g.,
inpatient and outpatient psychiatry clinics, primary care, clinical trials).47 The total
score ranges from 0 to 27 (continuous measure) with higher scores indicating higher
levels of depressive symptoms.47 Participant’s scores from the QIDS-SR16 were also
grouped by severity of depression (categorical measure) based on the data presented in
Table 3 of the article titled, Inventory of Depressive Symptomatology (IDS) & Quick
Inventory of Depressive Symptomatology (QIDS).47 Scores are noted in parentheses:
none (0–5), mild (6–10), moderate (11–15), severe (16–20), and very severe (21–27).47
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The Personal Financial Wellness Scale (PFW), a self-report, eight-item instrument, was
used to measure perceived financial distress/financial well-being.36 A total score was
calculated for each participant by summing the number of points for responses to each
of the eight items and then dividing the total by eight.36 For individuals with fewer than
eight responses, the total number of points for responses was divided by the total
number of items answered. The total score ranges from 1 to 10 (continuous measure)
with lower scores indicating higher levels of financial distress/lower levels of financial
well-being.36 According to Prawitz et al.,36 the scores can be interpreted as follows:

1.0 Overwhelming financial distress/lowest financial well-being
2.0 Extremely high financial distress/extremely low financial well-being
3.0 Very high financial distress/very poor financial well-being
4.0 High financial distress/poor financial well-being
5.0 Average financial distress/average financial well-being
6.0 Moderate financial distress/moderate financial well-being
7.0 Low financial distress/good financial well-being
8.0 Very low financial distress/very good financial well-being
9.0 Extremely low financial distress/extremely high financial well-being
10.0 No financial distress/highest financial well-being.

Two open-ended questions were analyzed by coding for common themes to assess
priorities and needs. The question “What kinds of programs or other help would be
beneficial to you during times of financial difficulties?” was used to assess what the
participants identified as needed support when experiencing financial hardship. The
second question “Imagine you won a $10,000 prize in a local lottery. What would
you do with this money?” was used to assess financial priorities of the participants
by exploring what they would determine as important obligations if given a lump
sum of money.

Statistical Analyses
SPSS was used for all analyses. Frequencies were used to assess the responses to the
socio-demographic questions and to describe the study population. Frequency
distributions and summary statistics (means, score ranges, and standard deviations)
were also examined for depressive symptoms and financial distress.

The dependent (depressive symptoms) and independent (financial distress)
variables were checked for normality using the Lilliefors corrected Kolmogorov–
Smirnov (K-S) test. K-S was used because although the Shapiro–Wilks W (S-W)
test has more power to detect differences from normality, it does not work well
when several values are the same in the data set.48,49 Both values were still
reported.

To investigate the relationship between the continuous measures of perceived
financial distress and depressive symptoms, Pearson’s correlations and simple linear
regression were used. To assess differences and make comparisons in mean financial
distress scores by severity of depression, a one-way ANOVAwas used. Since there was
only one continuous predictor (financial distress), in order to use the one-way ANOVA,
severity of depression was considered the predictor and financial distress was
considered the outcome variable.50 Also, the five categories for severity of depression
were further condensed into three groups (none, mild, and moderate to very severe).
Categorization into three groups was chosen because there were too few cases in the
depression categories of severe (one case) and very severe (three cases).
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Effect size estimates (r, adjusted R2, and η2) were also reported to estimate the
magnitude of associations as they are resistant to sample size influence, thus
providing a truer measure of the magnitude of effect between variables.51 For
Pearson’s r, interpretation of the effect sizes are as follows: recommended
minimal=0.2, moderate=0.5, and strong=0.8.51 For adjusted R2 and η2,
interpretation of the effect sizes are as follows: recommended minimal=0.04,
moderate=0.25, and strong=0.64.51

Qualitative Analysis
The responses to the two open-ended questions were entered into a spreadsheet,
read thoroughly, and coded for common themes and subthemes. The qualitative
data was initially coded by a single individual who revisited and revised the
themes and subthemes multiple times to arrive at the final codes. This
information was then reviewed by two other individuals, independent of one
another to check for agreement. Once the themes and subthemes were agreed
upon, the results were analyzed (summarized) in order to answer the research
questions proposed.

RESULTS

Participants
Of the 239 packets requested, 113 were returned. Two surveys were excluded
because of age ineligibility; one participant was older than 44 and another
participant’s age was unknown. This brought the total of eligible returned surveys
to 111 for a response rate of 46 %. According to some research, there is no standard
response rate, as several factors determine an acceptable response rate including the
population being studied and the survey’s purpose.52–54 However, as a rule of
thumb for mail surveys, a return rate of 50 % is considered adequate, 60 % is
considered good, and 70 % is considered very good.55,56 For this study, the response
rate would be considered near adequate, but the aims of this study were exploratory
in nature and generalization was not the purpose.

The socio-demographic characteristics of the participants are presented in Table 1.
The average age of the participants was 31, and a majority of the women heard

about the study from someone they knew (66.1 %). The highest percentage of
responses for religious affiliation was protestant (48.1 %). A majority of the women
(82.8 %) had no (30.6 %), one (26.1 %), or two (26.1 %) children under 18 and
85.6 % of the respondents had no children over 17. Over half of the women that
participated in the study were single/never married (62.2 %) and employed full-time
(62.2 %). In regards to education, more than half of the women (62.7 %) attended
some college (20 %), had a technical or Associates degree (22.7 %), or held a
Bachelor’s degree (20 %). When considering income, 77.9 % of the women had
incomes that were less than $40,000. Over 75 % of the women had no chronic
medical conditions (86.5 %). Within the past 6 months, 53.2 % of the women had
no major life events taking place and 27.5 % had one major life event. Twenty-nine
of the 111 (26.1 %) women who participated in the study reported being previously
diagnosed with depression or a mental illness and 13.5 % of the women (15 of the
111) reported that they were currently receiving mental health treatment. Of the 15
women who were currently receiving mental health treatment, 93 %, or 14, also
reported being formerly diagnosed with depression or another mental illness.
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TABLE 1 Socio-demographic characteristics

Characteristic Number Percent

How did you hear about this survey (n=109)
Health center 14 12.8
Received an email 23 21.1
Other (i.e., researcher, friend, co-worker, relative, Facebook) 72 66.1
Agea, years (n=111)
18–26 28
27–35 51 25.2
36–44 32 45.9
Average age 31.57 28.8
Religious affiliation (n=104)
Catholic 6 5.8
Muslim 1 1.0
No religious affiliation 12 11.5
Other (i.e., Confused, Christian, Lutheran, Methodist, Non-denominational) 27 26
Prefer not to say 8 7.7
Protestant (i.e., Baptist, COGIC, Methodist, Seventh-day Adventist, Jehovah’s
Witness, Pentecostal)

50 48.1

Total number of children 17 and under (n=111)
0 34 30.6
1 29 26.1
2 29 26.1
3 9 8.1
4 4 3.6
5 4 3.6
7 2 1.8
Total number of children older than 17 (n=111)
0 95 85.6
1 9 8.1
2 2 1.8
3 4 3.6
6 1 0.9
Marital/relationship status (n=111)
Single, never married 69 62.2
Married 24 21.6
Divorced 7 6.3
Living with a significant other/domestic partner 11 9.9
Employment (n=111)
Employed (full-time) 69 62.2
Employed (part-time) 7 6.3
Self-employed 8 7.2
Homemaker 4 3.6
Student 9 8.1
Retired 1 0.9
Unemployed 13 11.7
Education (n=110)
Grades 9–11 4 3.6
Grade 12 or GED 16 14.5
Some college, but did not finish 22 20
Technical or Associate degree 25 22.7
Bachelor’s degree 22 20
Some graduate work 9 8.2
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Depressive Symptoms and Perceived Financial Distress

Normality of the Variables Depressive symptom scores ranged from 0 to 21 and
followed a non-normal distribution, D(109)=0.123, pG0.001, W(109)=0.932,
pG0.001, whereas perceived financial distress/financial well-being scores ranged
from 1 to 9.9 and followed an approximately normal distribution according to the

TABLE 1 Continued

Characteristic Number Percent

Master’s degree 10 9.1
Professional degree 1 0.9
Doctorate degree 1 0.9
Annual income (n=109)
Less than $10,000 29 26.6
$10,000–$24,999 25 22.9
$25,000–$39,999 31 28.4
$40,000–$54,999 14 12.8
$55,000–$69,999 6 5.5
$70,000–$84,999 2 1.8
$85,000–$100,000 0 0
Over $100,000 2 1.8
Number of medical conditions (n=111)
0 96 86.5
1 11 9.9
2 3 2.7
4 1 0.9
How often medical conditions interfere with daily activities (n=111)
Never 3 2.7
Rarely 2 1.8
Sometimes 10 9
Not applicable 96 86.5
Number of major life events (past 6 months) (n=109)
0 58 53.2
1 30 27.5
2 14 12.8
3 4 3.7
4 1 0.9
5 2 1.8
How often major life events interfere with daily activities (n=111)
Never 8 7.2
Rarely 15 13.5
Sometimes 21 18.9
All the time 9 8.1
Not applicable 58 52.3
Diagnosis of depression or mental illness (n=111)
Yes 29 26.1
No 82 73.9
Currently receiving mental health treatment (n=111)
Yes 15 13.5
No 96 86.5

aNo participants were 20 or 39 years of age
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K-S test, D(111)=0.078, p=0.096, but not the S-W test W(111)=0.932, p=0.001.
Transformations were performed and the square root transformations were used for
both variables as it made both distributions closer to normal;D(109)=0.080, p=0.083,
W(109)=0.976, p=0.044, and D(111)=0.061, p=0.200, W(111)=0.977, p=0.057,
respectively.

Relationships Perceived financial distress/financial well-being (M=4.031; SD=2.134)
was significantly associated with levels of depressive symptoms (M=7.39; SD=4.393),
r=−0.397, pG0.001, n=109, in that higher levels of personal financial well-being/
lower levels of financial distress were indicative of lower levels of depressive
symptoms.

The results of the simple linear regression were also statistically significant F
(1,107)=20.075, pG0.001, with and adjusted R2 of 0.150, meaning 15 % of the
variability for depressive symptoms was explained by levels of perceived financial
distress/financial well-being. Figure 1 illustrates the relationship.

Differences and Comparisons When looking at participants’ scores for depressive
symptoms (n=109), according to the categories for severity of depression (Figure 2),
44 women had scores indicative of no depression, 40 had scores indicative of mild
depression, 21 had scores indicative of moderate depression, one had a score
indicative of severe depression, and three had scores indicative of very severe
depression.

According to the one-way ANOVA performed, there was a significant difference
in the mean financial distress scores among three categories for severity of
depression (none, mild, and moderate to very severe), F(2,108)=8.877, p=0.000,
η2=0.141. Post hoc comparisons using the Tukey HSD test indicated that the
average financial distress score for individuals with moderate to very severe levels of
depressive symptoms significantly differed from the average financial distress score
for individuals with no (p=0.000) and mild (p=0.003) levels of depressive
symptoms. There was no significant difference between average financial distress
scores for individuals with no and mild (p=0.731) levels of depressive symptoms.

FIGURE 1. Scatterplot showing the relationship between perceived financial distress and levels of
depressive symptoms.
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Table 2 presents the means, standard deviations, confidence intervals, and the
minimum and maximum scores for perceived financial distress by severity of
depression.

Financial Needs
One hundred one participants provided responses to the question “What kinds of
programs or other help would be beneficial to you during times of financial
difficulties?” Half (50.5 %) of the women said tangible assistance, followed by a
need for financial education (44.6 %). Table 3 and Figure 3 present the types and
numbers of beneficial programs and/or help identified.

Financial Priorities
One hundred ten participants responded to the question “Imagine you won a
$10,000 prize in a local lottery. What would you do with this money?” The top
responses provided were that participants would pay bills (49.1 %), pay debt
(41.8 %), and save (38.2 %); use it towards purchasing a home or making home
repairs (21.8 %) and/or they would give it to others (21.8 %). Table 4 and Figure 4
present how and the numbers of ways participants’ would spend the lottery prize.

DISCUSSION

As previously stated, depression and depressive symptoms have been strongly
associated with financial adversity or strain.34–39 In line with previous research
findings, this study hypothesized and found a positive relationship between
perceived financial distress and depressive symptoms. Perceived financial distress
was also found to significantly predict levels of depressive symptoms.

When comparing average levels of financial distress, a significant difference in
average scores between women who were experiencing moderate to very severe

FIGURE 2. Severity of depression among participants.

TABLE 2 Average financial distress scores by severity of depression

Severity of depression

Perceived financial distress

n M SD 95 % CI Min–max scores

None (0–5) 44 4.62 1.91 [4.04, 5.20] 1.5 9.0
Mild (6–10) 42 4.29 2.06 [3.65, 4.93] 1.0 9.9
Moderate–very severe (11–27) 25 2.58 2.05 [1.73, 3.42] 1.0 9.5
Total 111 4.03 2.13 [2.03, 4.44] 1.0 9.9
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TABLE 3 Participants’ indicated financial needs (n=101)

Beneficial programs or helpa Total count Percent

1. Tangible assistance
1a. Housing 8
1b. Food 9
1c. Medical insurance 2
1d. Utility assistance 4
1e. Money 18
1f. For children (i.e., childcare, pampers, formula) 2
1g. Loan forgiveness/debt relief 5
1h. Education assistance 2
1i. Transportation assistance 1 51 50.5
2. Financial education
2a. Money management 32
2b. Advisor/counselor/trainer 10
2c. Empowerment/literacy/entrepreneurship 3 45 44.6
3. Employment 7 7 6.9
4. Talking to someone 10 10 9.9
5. Programs…
5a. Church programs 2
5b. For mothers, single parents 4
5c. For kids 3
5d. That give according to need 6 17 16.8
6. Education 2 2 2.0
7. Loans 5 5 5.0
8. Change guidelines/policies
8a. Lower utility costs 1
8b. Qualifications for programs 8
8c. Enforce help from non-custodial parent 2 11 10.9
9. Resources 4 4 4.0
10. Spirituality 3 3 3.0
11. Other 2 2 2.0
12. I do not have any financial difficulties 3 3 3.0
13. None/unsure 4 4 4.0

aParticipants may have identified more than one beneficial program or service

FIGURE 3. Total number of beneficial programs or help identified by participants (n=101).
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TABLE 4 Participants’ indicated financial priorities (n=110)

Lottery prizea Total count Percent

1. Pay bills (not specified) 30
1a. Car (insurance, note) 2
1b. Tuition/school 5
1c. Mortgage 1
1d. In advance 5
1e. Past due bills 11 54 49.1
2. Pay debt (not specified) 21
2a. Medical bills 3
2b. Credit (credit cards, credit repair) 9
2c. Loans (student, people owed) 12
2d. Fines 1 46 41.8
3. Save ($1,000–$5,000; money market account; emergency or
“rainy day”)

42 42 38.2

4. House
4a. Down payment/purchase 18
4b. Repairs/improvements 6 24 21.8
5. Kids (not specified) 1
5a. Clothes/shoes/school supplies 4
5b. Education 5
5c. Save 4 14 12.7
6. Purchases/spend it (not specified) 3
6a. Household (items, furniture, groceries/food) 6
6b. “Things I need” 5
6c. “Things I want” (have fun, shop, wedding) 5 19 17.3
7. Vehicle 10 10 9.1
8. Give to/spend on others (not specified) 5
8a. Family 15
8b. Donate/charity 4 24 21.8
9. Church (includes tithes) 16 16 14.5
10. Trip/travel/vacation 8 8 7.3
11. Towards a business 5 5 4.5
12. Invest 3 3 2.7

aParticipants may have identified more than one way in which they would spend the lottery prize

FIGURE 4. Total number of ways to spend $10,000 lottery prize (n=110).
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levels of depressive symptoms and women who were experiencing no depressive
symptoms was found. There was also a significant difference in average scores found
between women who were experiencing moderate to very severe levels of depressive
symptoms and women who were experiencing mild depressive symptoms. Yet, no
significant difference was found in average financial distress scores between women
experiencing mild depressive symptoms and women experiencing no depressive
symptoms.

The above findings illuminate the fact that financial distress is a significant factor
that should be addressed when working with potentially depressed African
American women. It also supports and adds to what was found in an earlier study
by Falconnier,57 which found that a majority of the patients (86 %) participating in
therapy identified problems of finances, work, or unemployment (economic
stress).57 The study noted that therapists commonly avoided the topic of economic
stress by changing the subject, but when they did pay more attention to the matter,
improved outcomes were noted.57

When looking at responses to the open ended questions, 50.5 % of the responses
listed tangible assistance as being beneficial when experiencing financial difficulties.
Tangible assistance included housing, food, medical insurance, utility assistance,
money, childcare, disposable diapers, formula, loan forgiveness/debt relief, educa-
tion assistance, and transportation assistance. Moreover, 44.6 % of the responses
stated that financial education would be beneficial. Financial education included
money management, a financial advisor, counselor, or trainer, financial literacy, and
information on entrepreneurship. A majority of the responses (71 %) in this
category were related to money management.

It was also of interest to assess how the women would spend a lump sum of
money if given the opportunity. The assumption was that they would spend
according to whatever they felt were priorities or the most pressing financial
concerns. The top two responses involved paying bills (49.1 %) and paying debt
(41.8 %), followed by saving (38.2 %). Bills included car insurance and payments,
school tuition, mortgages, past due bills, and paying bills in advance. Debts included
medical bills, credit cards, loans, and fines.

So how do we use this knowledge? The identified priorities and needs found in
this study can provide insight and a starting point for professionals seeking to
improve the mental health of African American women. Since we know that
financial distress is an important risk factor for depressive symptoms, decreasing
financial distress will mitigate depressive symptoms, and the mental health of
African American women should improve. The key is to design interventions and/or
programs that address financial distress and ensure they are adapted and targeted
specifically for African American women. For example:

� Employ treatment options and counseling strategies that are based on an
assessment of an individual’s current stage of financial distress;32 health and
social service managers and policy makers could then encourage links between
professionals who have contact with families (e.g., social workers, mental health
counselors) and debt counseling and advice services.37

� Integrate educational programs and research about the health and financial
areas.43 Increasing an individual’s awareness about finances, financial distress,
and depression/depressive symptoms, and how the three interact can lead to
improvements in psychological well-being via financial planning, savings, and
seeking help for depression.
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� Develop and implement programs and policies that promote financial growth and
savings. Money 2000, developed by the Rutgers Cooperative Extension in 1995,
had the goal of improving financial well-being for participants through increased
savings and/or debt reduction via educational services (classes, newsletters,
conferences, computer analyses, home study courses, and web sites).58 The
program was shown to be successful in achieving its goals.

� Since policies relevant to fundamental causes of disease form a major part of the
national agenda, we (public health professionals) should broaden the concept of
health policy to include areas not normally considered when thinking about
health, such as education, taxes, recreation, transportation, employment, welfare,
bankruptcy, housing, and criminal justice,59–61 all of which are related to how
individuals perceive financial hardship (distress). Public health professionals can
then describe the impact on health by evaluating whether a proposed policy will
improve or worsen specific health problems.61

� Conduct research to find appropriate measures to assess perceived financial
distress so that practitioners can provide effective education and counseling
interventions and measure whether people’s lives are changed for the better as a
result.33 If an individual’s or population’s perceived financial distress/financial
well-being is known, programs can be designed and delivered to help reduce
individual and family distress about personal finances and help improve financial
well-being.33

The interventions/solutions suggested here are merely ideas and are not
exhaustive. It may be necessary to think outside the box, rewrite policies, step into
other arenas, and collaborate with professionals and experts of other fields in order
to address this issue. After all, as public health professionals our top priority is to
promote and enhance the health of the entire population.

LIMITATIONS

Major limitations of this study are due to the study design, the sampling strategy,
and the targeted population.

The research design used was a non-probability, cross-sectional descriptive study
as it is an effective design for investigating prevalence and association, and it is the
preferred design for looking at the population at a single point in time.62 The main
disadvantage of this design is that it is difficult to make causal inferences62–64;
therefore, the study results are not generalizable and are not appropriate for making
inferences about the entire population within Allegheny County, the surrounding
area, or other areas in the USA. Nonetheless, causal inference was not the purpose,
and given the exploratory nature of the study, the results may serve as a basis for
similar or future research in other comparable areas with a similar population.

The sampling techniques employed were convenience and snowball (purpo-
sive).65,66 Snowball sampling is a chain referral sampling method that relies on
referrals from initial subjects to generate additional subjects.64 Convenience
sampling is a non-probability sampling technique where subjects are selected
because of their convenient accessibility and proximity to the researcher.67 For this
study, women were recruited via email and from facilities that they often frequented
(health centers) and they then referred other individuals from within their social
networks who met eligibility criteria, and those individuals in turn referred others.
These sampling methods can introduce bias in terms of the target population
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because participants will tend to refer other respondents who are similar to
themselves; in turn, as already stated, this may not be reflective of the general
population in the area.64,68,69 This also leads to the exclusion of individuals not in
the social network of the participants. Self-selection bias has the potential to be
present as well since people had a choice of whether to complete the surveys or not
and those who did may actually be different from those who chose not to.63 Finally,
individuals who had a particular interest in research topic were probably more likely
to return the questionnaires than those who were less interested.53

Since completion of the survey was anonymous, the researchers could not identify
or follow up with non-responders in an effort to increase the response rate; thus,
another limitation of the study is the low response rate. However, response rates are
thought to be more important when the study’s purpose is to measure effects or
make generalizations to a larger population and less important if the purpose is to
gain insight.56 Again, the aims of this study were exploratory in nature; therefore,
the results can be seen as a beginning on which to base future studies.
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