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Using data from the National Survey of Black Americans, this article explores the role of African American
ministers in the help seeking of African Americans for serious emotional problems. The authors explore which
demographic characteristics and psychosocial factors are related to contacting Black clergy for help, whether
certain types ofpersonal problems increase the likelihood ofclergy contact, and whether those who go to minis-
ters are also likely to seek help from other professional help sources. Results indicate that women are more
likely than men to seek help from ministers. People with economic problems are less likely to contact clergy,
while those with death or bereavement problems are more likely to seek help from the clergy. Regardless of the
type or severity ofthe problem, those who contact clergy first are less likely to seek help from other profession-
als. It is recommended that African American clergy and mental health professionals engage in a mutual
exchange of information to increase access to professional care among African Americans with serious per-
sonal problems.

National epidemiologic estimates show that while variations exist for some disorders,
the prevalence of serious mental illness in African Americans is roughly equivalent to that
ofWhites."2 With the exceptions of schizophrenia and phobias, the Epidemiologic Catch-
ment Area (ECA) Program found roughly comparable rates of mental disorders for
Blacks and Whites.3 For example, age-adjusted analyses by sex showed no Black-White
differences in the prevalence (lifetime and 6-month) of depression.4 Findings from the
more recent National Comorbidity Survey (NCS) also show no significant Black-White
differences in the 12-month prevalence of serious mental illness.5" The NCS does reveal,

*Results from the National Comorbidity Study (NCS) show that African American rates for some disorders
were below those of Whites, particularly depression and substance abuse disorders.2,6 The exception was for
phobias, where blacks had higher rates of agoraphobia.7 The NCS also revealed that Black women had higher
current rates of agoraphobia and simple phobia than White women. White males had rates of simple and social
phobia that were higher than those of Black males.8
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however, that African Americans with a serious mental illness are significantly less likely
than Whites to seek treatment for mental problems.5 Data from the National Survey of
Black Americans (NSBA) show that when need for treatment is defined by the presence
of serious psychopathology, African Americans underuse mental health services.9 The
NSBA also shows that African Americans in distress rely quite heavily on a variety of
alternative help resources to compensate for their lack of access to specialty mental health
care.10 Clergy, in particular, play a crucial role in meeting the mental health needs of Afri-
can Americans.'1'3

The African American minister occupies a truly unique place in the conceptual
scheme of help sources. More than any other help resource, it has been argued that Black
pastors are uniquely positioned to play two critical roles. The first is that of a primary
mental health treatment source. The second role is that of a gatekeeper and referral source
to specialty mental health care. Although there is a fair amount of research published on
the socially supportive role of Black churches,'1'6 surprisingly little has been written
about the precise functions ofBlack minsters in counseling African Americans with men-
tal health problems. Much of the literature on the mental health role of Black ministers
remains more speculation and conjecture than empirical documentation.'7-20 Further-
more, due to the relative lack of research, many of the interesting issues raised in investi-
gations of White clergy have yet to be addressed with African Americans.19

As a result of the paucity of research on the mental health role of Black ministers, it
remains an open question as to whether African American pastors are indeed providing a
bridge to specialty mental health care.2' Thus, it is the purpose of this article to fill this gap
by addressing important questions concerning the actual role African American ministers
play when Blacks seek help for serious emotional problems. Four basic research ques-
tions are addressed in this article. First, we ask what demographic characteristics and psy-
chosocial factors are related to contacting Black clergy for help. Second, we explore
whether certain types of personal problems increase the likelihood of clergy contact.
Third, this article addresses the critical question of whether those who do make contact
with ministers are also likely to seek help from some other professional help source. We
are particularly interested in describing patterns of multiple professional help use among
those who contact ministers first in comparison to those whose initial contact is some
other professional help source. Finally, this article documents the specific types of help
offered by ministers and whether help seekers are satisfied with the help offered by Black
clergy.

The analysis reported here takes advantage of previously unexplored data from the
landmark study, the NSBA,22 to increase our understanding of the mental health service
delivery role played by African American pastors. The NSBA remains a tremendous
resource of untapped information on a variety of aspects of African American life. The
NSBA was designed to document the extent to which Blacks in need ofmental health care
were obtaining it. More important, this study was designed to pinpoint the precise loca-
tion of help sources for African Americans. Previous analyses of the NSBA, while
answering many questions about Black help seeking, have raised a number ofnew ques-
tions, particularly with respect to how African Americans use specific professional help
sources. Prior research on help seeking from the NSBA has focused much more on the
decision to seek help in general than on a particular help resource. 12 More important, there
has never been an analysis of the NSBA data on the therapeutic functions and specific
actions taken by Black ministers on behalf of help seekers.
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The Mental Health Role of Black Ministers

There are many reasons for studying the role ofAfrican American ministers as sources
of mental health treatment. African Americans are a highly religious people.23 Data from
the NSBA show that 68% of adult Blacks belong to a church and that 92% of members
attend church.24 Given such high levels of church attendance, African American pastors
naturally become an extremely accessible source of help by virtue of the fact that they are
located within an organization that is clearly viewed by Blacks as a source of comfort and
support.116 This overcomes one of the most difficult barriers African Americans face
when considering specialty mental health care-the stigma attached to the possibility of
being labeled "crazy" or mentally ill. Despite attempts to make mental health services
more culturally relevant, many African Americans still view such services as foreign,
even hostile, places.25 Thus, it makes sense that ministers, as respected community lead-
ers, are one of the first people contacted by Blacks in psychological distress. As a result, it
is imperative that we establish a clear and accurate description of the mental health treat-
ment role played by African American clergy.

Recent data from the ECA show that U.S. clergy do not differ from mental health prac-
titioners in terms of the type or severity of psychiatric disorders they see.21 Unfortunately,
these analyses do not focus on African American clergy, evidence that the mental health
role of Black ministers remains a neglected area of research.13 Thus, while no one would
dispute the tremendously important role that Black ministers play in meeting the mental
health needs of African Americans, important questions remain regarding the specific
functions ofBlack ministers when they are contacted by someone in the midst of a serious
emotional crisis. We know surprisingly little, for example, about the specific types of help
offered by Black clergy during counseling sessions. To what extent are Black ministers
able to recognize symptoms of depression or suicide risk? No one, to our knowledge, has
been able to document how Black pastors operate with respect to referrals and whether
these factors vary as a function of the type of problem or diagnostic category. Are Black
ministers prone to refer church members to a mental health professional, or are they more
likely to counsel the individual themselves? Because very little has been written about the
outcomes of help-seeking encounters with ministers, we do not know the extent to which
Blacks using the services of ministers are satisfied with the help they receive.

The literature contains some useful articles suggestive of the contributions that Black
pastors make to community mental health. Levin 8 suggested that ministers might play
roles such as family counselor, diagnostician, therapist, and referral agent. Chang et al.26
speculated that church referrals to and from community mental health agencies
(CMHCs) were not affected at all by institutional characteristics of the church. Rather,
referrals fromCMHCs to churches were affected by individual characteristics of the min-
isters, particularly the number of years in their present positions; ministers with longer
job tenure were more likely to receive client referrals from CMHCs. Chang et al. specu-
lated that minister job tenure is an indicator of the clergy's respect and influence in the
community. Thus, the pastor is more likely to be seen by community mental health per-
sonnel as a credible resource. Chang et al. noted, however, that they could not rule out the
possibility that these were referrals to church social service programs and not for individ-
ual pastoral counseling. Williams et al."3 asked clergy if they knew of a mental health
agency to which they would feel comfortable making a referral. They also asked if Black
clergy had ever referred any of their church members for help with a mental health related
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problem. They found that younger ministers were more open to referring their parishion-
ers to specialty mental health care than older ministers. Educational level was strongly
related to referral, with 85% of clergy with a college degree reporting that they had actu-
ally referred clients to mental health services.

Mollica et al.27 surveyed four groups of clergy, including Black clergy, exploring their
mental health activities. Black clergy placed much importance on the use of theological
beliefs in counseling (e.g., sin, guilt, forgiveness, penance, redemption, salvation). Black
minsters also placed the greatest importance on the therapeutic use of such religious prac-
tices as prayer, meditation, exorcism, confession, faith healing, quoting scripture, and
church attendance. Interestingly, Black ministers said that they often sought out troubled
individuals rather than waiting for them to refer themselves for help. Although Black
clergy did make referrals to mental health specialists, most of their referrals were to other
clergy. Black clergy also indicated that they never received a referral from mental health
professionals. Mollica et al.'s study is consistent with the view that there is limited contact
between Black ministers and specialty mental health. Explanations for this lack of con-
nection included such things as confusion about role-related tasks, lack of respect for
clergy by mental health professionals, and philosophical/ideological conflicts between
religious beliefs and psychological theories.

Mental health services researchers locate helpers along a continuum from informal
help to the general medical care sector to specialty mental health care. But where is the
minister located in this conceptual scheme? Should the minister be viewed as an informal
helper similar to the family and friends we normally think of as comprising the social sup-
port network? Or are ministers more appropriately located within the professional help-
ing category? Black ministers are firmly embedded within African American neighbor-
hoods in a way that mental health professionals will never be. As such, they are almost as
accessible (psychologically and physically) as most family and friends. Yet, ministers are
not exactly the same as these other informal helpers. They have a level of respect, influ-
ence, and responsibility that clearly places them in their own special category.28 This
ambiguity in how best to characterize the helping role of the Black minister is what this
article hopes to clarify in the analyses reported below.

METHOD

Sample

The NSBA is a national probability household survey based on the distribution of the
African American, noninstitutionalized population in the continental United States.
Multistage-area probability sampling ensured that each Black household had an equal
chance of being selected. Sampling was based on the national distribution of African
Americans from the 1970 census, and 76 primary sampling units (PSUs) were selected
for interviewing. After the PSUs were racially stratified, smaller geographical clusters
were randomly drawn. Professionally trained interviewers visited each cluster and identi-
fied all habitable, occupied households using special screening procedures developed to
identify Black-occupied homes. One member of each selected household was chosen for
an interview. These sampling procedures resulted in 2,107 completed interviews, consist-
ing of self-identified African Americans age 18 and older. The overall response rate was
67%. The survey was conducted over a 7-month period in 1979 and 1980. Overall, the
sample is fairly representative of the African American population, as reported by the
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1980 census. The size and representativeness of the sample permit a systematic investiga-
tion of the heterogeneity of the adult Black population. More detailed descriptions of the
sampling procedures are available in Hess29 and Jackson.22

Measures

Personal Problem Severity. The NSBA addressed help seeking from a stress and adap-
tation perspective.30 The help-seeking section of the questionnaire was designed to study
utilization within the concept of a "stressful episode." Respondents were asked to report
one situation they had experienced that had caused them a significant amount of distress.
Based on the results of analyses on pretest data, it became apparent that the meaning of
the term nervous breakdown was congruent with the assumptions underlying the view of
Black help seeking taken in this study. Another important goal of this study was to gather
help-seeking information on as many respondents as possible. Because it was felt that
only a minority of the sample would have ever experienced a personal problem so serious
that it elicited feelings of a nervous breakdown, the initial nervous breakdown item was
followed by a series of questions, roughly ordered in decreasing levels of impairment.
The specific items that were used to elicit information about personal problems and cop-
ing responses were the following: (1) When problems have come up, has there ever been a
time when you were about at the point of a nervous breakdown? (2) (If answered no to the
above question) Has there ever been a time when you had a personal problem where you
felt so nervous you couldn't do much of anything? (3) (If answered no to #2) Has there
ever been a time when you felt down and depressed, so low that you felt you just couldn't
get going? (4) (If answered no to #3) Have you ever had a personal problem you could not
handle by yourself? (5) (If answered no to #4) Have you ever had what you thought was a
serious personal problem that you tried to handle by yourself?

Personal Problem Type. All respondents who said they had experienced a problem
were asked the following question: "Thinking about the last time you felt this way, what
was the problem about? You don't have to go into any great detail, I'd just like some gen-
eral idea ofwhat the problem was about." This question was designed to ascertain how the
respondent conceptualized the nature of the distress experienced. For analysis purposes,
responses to this question were categorized into five problem categories: (1) physical
health problems, (2) interpersonal difficulties (marital problems, problems with the op-
posite sex, and interpersonal relationships in general), (3) emotional adjustment prob-
lems, (4) death of a loved one, and (5) economic difficulties. Respondents were coded yes
on the problem-type variable if they reported that particular type of problem across multi-
ple mentions and no otherwise. For example, if a respondent indicated that she had an
economic problem and an emotional problem, she would be scored yes on economic and
emotional and no on all the others. If another respondent said that he had an economic
problem and then mentioned another economic problem, he would be scored yes on eco-
nomic problems and no on all the others.

Professional Help Use. The use of professional help was measured in the following
manner. Ifrespondents had experienced a problem, they were presented with a list of pro-
fessional helping facilities and asked if they had gone to any of the places listed for help
with their personal problems. The question read as follows: "Here is a list of places a per-
son might go to get help with a problem like the one you had. Please tell me if you went to
any of these places for help with the problem." The professional helper list included the
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following places: hospital emergency room, medical clinic, social service or welfare
agency, mental health center, private therapist (psychiatrist, psychologist), doctor's of-
fice, minister, lawyer, police, school, and employment agency. Although we focus on
clergy as a source of help, we include one other source of help category for comparison
purposes. This second category combines all nonclergy sources into a single group.

Prior analyses have focused almost exclusively on analyses of clergy as the first help
source mentioned by respondents. Previous work has not taken full advantage of the fact
that respondents in the NSBA were allowed to mention up to four sources from which
they sought help. In this article, we take advantage of the multiple mentions and two pre-
viously unanalyzed questions on the sequence of professional help sources contacted to
create new and more comprehensive utilization variables.t This allows us to conduct a
more complex and accurate investigation of the role Black pastors play in the help-
seeking process of African Americans. In addition to the minister utilization variables,
we also explore responses to the following items: (1) "What did the person you saw do to
try to help you with your problem?" and (2) "Would you go back again if you needed
help?"

There has been only one prior paper on minister use in which multivariate analyses
have been employed.'2 That study, however, used an analytical technique that limited
simultaneous consideration to a maximum offour dichotomous variables. In these analy-
ses, we use multivariate logistic regression to increase the number of variables used to
simultaneously predict the use of clergy.

RESULTS

The major research questions for these analyses are fourfold. First, what characteris-
tics are associated with seeking help from clergy? Second, what types of problems are
predictive of whether individuals will seek help from clergy? Third, given that someone
goes to the clergy for help with a problem, how many then go on to seek help from another
source? Moreover, how does this compare to persons who seek help from another source
first? Finally, what type ofhelp is received by those who go to the clergy, and are they sat-
isfied with that help?
We approach the answer to the first question in two ways. First, we examine the bivari-

ate associations between the sociodemographic variables, problem types, problem sever-
ity, and seeking help from the clergy. The results from these analyses are shown in Table 1.
In this table, we report the percentages reporting seeking help from the clergy by levels of
the different variables. According to this table, the only sociodemographic characteristic
that is associated with seeking help from clergy is sex. In that regard, more women report
seeking such help than men. In terms of problem types, two variables are significantly
associated with clergy help. The first, economic problems, is associated such that those
reporting economic problems were less likely to seek clergy help. In contrast, those with
problems relating to death or bereavement were more likely to seek help from the clergy
than those who reported no such problems. This finding is in consonance with our afore-
mentioned discussion ofthe ways in which the clergy are best able to help their parishion-

tlf respondents had mentioned contacting more than one professional help source, they were asked two
additional questions. The first item read, "Ofall the places you went to, which place did you go to first?" The sec-
ond question asked, "Which place did you go to last?" These questions allow us to pinpoint more precisely the
actual sequencing or pathways of help seeking in the National Survey of Black Americans.
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Table 2. Estimated Net Effects of Sociodemographic, Problem Type, and Problem Severity
Variables on Seeking Help From Clergy (logistic regression estimates; N = 1,107)

Model 1 Model 2 Model 3

Sociodemographics
Female 1.238 1.164 1.040
Married .834 .848 .859
Employed .890 .917 .957
Age
< 30 (reference)
30-39 1.056 1.030 1.029
40-49 1.104 1.019 1.009
50-59 1.447 1.377 1.354
60+ .978 .886 .877

Education
< 12 years (reference)
High school 1.062 1.066 1.101
Some college 1.460 1.389 1.474
College graduate 1.674 1.615 1.778*

Family income
< 5,000 (reference)
$5,000-$9,999 1.239 1.145 1.114
$10,000-$19,999 1.065 1.019 1.020
$20,000+ 1.150 1.016 1.015

Problem type
Economic (reference)
Death 3.329**** 3.600****
Interpersonal 1.972** 1.989**
Health 1.764 1.842*
Emotional - 1.888 1.872
Missing - 1.420 1.499

Problem severity
Felt nervous (reference)
Breakdown - 1.907**
Felt depressed 1.148
Could not handle problem 1.254
Could handle problem - 1.143

Intercept -2.055 -2.503 -2.873
Chi-square 9.36 22.37 31.85
Pseudo R2 .008 .020 .028

NOTE: Odds ratios are displayed. Models contain only those who reported one mention for the
problem-type variable.
*p < .10. **p < .05. ****p < .001.

ers. Finally, the only problem severity variable that was associated with seeking clergy
help is nervous breakdown. The association is such that those who experienced a nervous
breakdown were more likely than others to have sought help from the clergy.

Next, we estimated the net effects of each of these variables on seeking help from
clergy using multivariate logistic regression. It is important to note that the models omit
all respondents who report more than one problem type. If we were to include those who
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Table 3. Percentages of Overall Number of Help Sources and Number of Sources
by Whether the Clergy Was a Source

Sought Help From 1+ Sources

Number of Sources S Clergy and Others No Clergy

0 52.3
1 27.4 48.98 61.29
2 11.3 22.45 24.19
3 5.1 15.31 8.53
4 3.9 13.27 5.99
Chi-square 18.229****

****p <.001.

report more than one problem, there would be some overlap between the problem type
categories. Furthermore, we include a variable among the problem types called missing
problem. The variable is coded 1 if the respondent did not report the nature of the problem
and is coded 0 otherwise. By including this variable, we can be sure that the comparisons
between the various problem types and the economics problem type are uncontaminated.

The results from these analyses are shown in Table 2. Model 1 in this table includes
only the sociodemographic variables, model 2 includes the problem types, and model 3
adds the levels ofproblem severity. According to the results in the first model, none of the
sociodemographic predictors has any effect on seeking help from the clergy. Turning to
the effects of problem types in model 2, we see several interesting results. According to
these odds ratios, respondents who reported problems associated with death or bereave-
ment were more than three times as likely as those reporting economic problems to have
sought help from clergy. Similarly, those reporting interpersonal problems were about
twice as likely as those with economic problems to report seeking clergy help. In short, it
appears that although sociodemographic variables are not strong predictors of whether
African Americans seek help from clergy, the type of problem encountered does have a
substantial influence.

The final model in this table includes the controls for problem severity. We chose "felt
nervous" as the reference category here due to the fact that in the bivariate analyses, those
who reported this level ofproblem severity were the least likely to seek the clergy for help.
According to these results, those who reported suffering a nervous breakdown were more
likely to seek help from the clergy than those who felt nervous. This finding parallels the
finding in the bivariate analyses that indicates that respondents reporting a breakdown
seek help from clergy more often than all other groups.

The next set of research questions deals with whether those seeking help from the
clergy go on to seek help from other sources. The first step in answering this question is to
determine what percentage of respondents report seeking help from the church versus
other organizations and how that relates to the number of sources from which the respon-
dent sought help overall. Table 3 presents this first step. The first column of the table gives
the percentage distribution for the numbers of sources from which respondents sought
help. According to the percentages, a majority ofrespondents report seeking help from no
sources. Ofthose who did seek help, most sought it from only one source. The second two
columns list the percentage distributions of the number of sources from which respon-
dents sought help by whether one of the sources was the clergy. Of those who sought help
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Table 4. Percentage of Respondents Seeking Help From More Than One Source
by Whether the Church Was the First Source of Help, by Problem Tfype
and Severity (least squares means estimates)

> 1 Source

All problems (n = 612)
Church first
Other first

Problem types
Economic (n = 130)

Church first
Other first

Interpersonal (n = 280)
Church first
Other first

Death (n = 51)
Church first
Other first

Health (n = 134)
Church first
Other first

Emotional (n = 54)
Church first
Other first

29.46
46.38****

27.78
42.86

42.86
43.81

19.05
60.00***

10.00
58.87***

11.11
51.1**

Problem severity
Breakdown (n = 109)

Church first
Other first

Felt nervous (n = 104)
Church first
Other first

Felt depressed (n = 225)
Church first
Other first

Couldn't handle (n = 258)
Church first
Other first

Could handle (n = 626)
Church first
Other first

**p < .05. ***p < .01. ****p < .001.

from clergy, almost 50% sought help only from that source, whereas 61% of those who
did not seek help from the clergy sought help from only one source. In contrast, 13% of
clergy help seekers sought help from a total of four organizations, but only 6% of those
who did not seek such help went to four organizations. Comparing the two distributions
overall, it appears that those respondents who sought help from the clergy were more
likely to seek help from other organizations. The significant chi-square statistic at the bot-
tom of the table supports this conclusion.

Table 3 does not really answer the question ofwhether respondents who go first to their
ministers are more likely to go elsewhere when compared to those who go to nonclergy
initially. Table 4 attempts to answer this question. Of all those who sought help, 21.1%
went to the church first, and 78.9% went somewhere else first. According to Table 4,
among all respondents reporting a problem, of those who went to the church first, 29.5%
then went somewhere else, whereas 46.4% of those who went for nonclergy help contin-
ued to seek other sources. The difference between the means is significant, indicating that
compared to those who first sought other sources of support, respondents who first used
the clergy were less likely to go to any other source. The remainder of this table presents
the same analysis but is sorted according to problem type and problem severity. Across all
problem types and severity, the pattern is the same: Those who seek support from the
clergy first are less likely to then seek other types of professional help. This pattern is
especially pronounced for three problem types: death, health, and emotional. In terms of
problem severity, the largest differences occur in the nervous breakdown and "felt
depressed" groups.

> 1 Source

37.50
51.68**

22.72
44.44*

12.00
37.10**

28.57
33.33

36.36
44.11
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Table 5. Type of Help Received From Clergy

% of Respondents
Receiving Help

Prayed/read Bible/told to pray 41.3
Listened/let me talk 33.7
General advice 16.8
Gave respondent medicine or treatment 14.3
Comfort/sympathy/consolation 13.3
Took action of/for respondent 7.1
Money 2.0
Advice specific to problem 1.5
Unspecified help 1.5
Helper was not helpful 1.0
Other material aid 0.5
Other help 0.5
Referred to other clergy 0.5
Referred to church 0.5

Table 6. Mean Levels of Satisfaction and Proclivity to Refer Others to the Same Source
by Source of Help (least squares means estimates)

1 Source > 1 Source
Satisfaction Would Refer Satisfaction Would Refer

Clergy help 3.73 .89 3.64 .83
Other help 3.24**** .78** 3.25** .82

**p < .05. ****p < .001.

The final step in the analyses is to determine what type of help was received when
respondents went to the clergy for help. Because respondents could have reported receiv-
ing more than one type of help, we have arranged this table so that each figure indicates
the percentage of respondents who went to the clergy for help and received that type of
help. Consequently, the percentages will not sum to 100%. According to Table 5, as one
might expect, the most common type of help given was related to religious activities. Fol-
lowing the religious aspect ofhelp, the other mostcommon types tend to fall into the emo-
tional types of support. Seven percent mentioned that ministers took action on their
behalf. This helping response reflects the fact that historically, Black clergy have played a
strong advocacy role on a large number of issues, not exclusively spiritual.3" We should
also note that although not a frequent response, some of the ministers did offer material
aid in the form of informal monetary assistance.

Table 6 shows mean levels of satisfaction with help received and proclivity to refer oth-
ers with a similar problem to the same source. Due to the way in which these questions
were asked, we have divided the analyses into two groups: those who sought help from
one source and those who sought help from more than one source. In the NSBA, the ques-
tions about satisfaction and referral are asked only for the last source from which help was
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sought. Consequently, respondents could have sought help from the church and then from
a social agency, but the satisfaction question would be geared only toward the second
source. As such, in the more than one source group, satisfaction ratings may be con-
founded by feelings toward earlier sources of support that are not measured here. To help
overcome this limitation, we make the division in the sample noted above.

Among those who sought help from only one source, the analyses indicate that those
who used the clergy were significantly more satisfied with that support than were those
who used some other source. Similarly, those who sought clergy support were also more
likely to refer others to the same source than were respondents who sought another type of
help. For those who sought help from more than one source, the results are not as evident.
Although clergy help seekers rated their experience as more satisfactory, they were no
more likely to refer others to the same source.

DISCUSSION

Among the many public health roles that Levin18 outlined for African American minis-
ters, those of counselor, diagnostician, and referral agent have been most emphasized in
the literature. Studies by Chang et al.,26 Caldwell et al.,"4 and Mollica et al.,27 for example,
suggest that there are indeed Black clergy who are making referrals to mental health
professionals. But there are also indications in the literature that some African American
pastors may not be that comfortable with referring church members to mental health pro-
fessionals. Bentz"7 found that while ministers paid attention to the signs of mental illness,
this perspective did not translate into any actual referrals, especially among the less-
educated ministers. Chang et al.26 found that the pattern ofreferrals made and received by
Black clergy revealed an incongruence between the two groups. They concluded that
there was, at best, a "loose coupling" of these two systems and that African American
ministers and mental health workers operated within two different environments.

One way to characterize this situation is professional perspectives in conflict.32 There
are a variety of ways to characterize psychological distress and problematic behavior.33
While there is certainly some overlap between ministers and mental health professionals,
it is also clear that these two groups often operate according to very different conceptual
frameworks, assumptions, and values.21'34 For example, Wright et al. found that while
clergy saw stress and unhealthy family relationships as causes of mental illness, they also
endorsed such things as not having the right relationship with God, unconfessed sin, and
stunted spiritual growth. Another area of disagreement was the fact that clergy saw pas-
toral counselors as more qualified than mental health professionals because pastoral
counselors treat the "whole" person; the other mental health professions focus only on the
mind and body, thus ignoring spiritual issues. To the extent that African American pastors
feel that the Western biomedical conceptualization of mental health is inappropriate,
ineffective, or limited, we would not expect them to refer parishioners for mental health
treatment.

The picture painted by the results presented here is complex. It is clear that powerful
social and cultural forces pull African Americans toward Black ministers for counseling.
We suspect that there are even stronger forces (e.g., stigma, cost, mistrust, a philosophy of
self-reliance) pushing African Americans away from specialty mental health care. On
one hand, African American ministers are highly accessible and, as a result, do carry a tre-
mendous amount of the therapeutic load for African Americans seeking help for personal
problems. Furthermore, our data show that the vast majority ofBlack help seekers are sat-
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isfied with the help they receive from their pastors. On the other hand, as shown in Table 4,
compared to other sources of professional help, Black ministers tend to impede access to
other forms of specialty mental health care.

It is interesting to speculate about why African Americans who do go for professional
help in emotionally difficult times eventually turn also to ministers, but those who go to
the minister first go to very few additional places. It could be that when African Ameri-
cans contact the pastor, they receive exactly what they need and, as a result, feel no moti-
vation to turn elsewhere. This line of reasoning would explain both patterns. In the first
instance, people search for help but are not satisfied with the assistance offered. As a
result, they keep searching until they end up seeking help from their minister, where they
find the comfort they are looking for. In the second instance, people contact the minister
first, get the help they need, and, as a result, have no need to search further. Our finding
that blacks who used ministers were very satisfied with the help they received is consis-
tent with this conclusion. Furthermore, the fact that there was an even stronger relation-
ship between this help-seeking pattern (contacting one's minister first and then going
nowhere else) and the types of problems best handled within a religious framework (e.g.,
bereavement) provides even stronger evidence in support of this conclusion.

The kind of informal, indigenous help provided by ministers is extremely important in
alleviating the distress that African Americans experience. In fact, this kind of assistance
has been largely responsible for the survival and advancement of African Americans in
the face of racism and discrimination.3' But there are two sides to social support networks.
While there are times when such help is necessary and appropriate, there are also situa-
tions when we want informal helpers to "step aside" and make a referral to the formal
health care system. Ideally, network members such as ministers would be able to recog-
nize and define serious medical conditions so that at the appropriate point, they could
switch from a "lay treatment" to a "lay referral" mode.35 The impact of relatively dense,
cohesive social networks on the use of professional resources has received considerable
attention in help-seeking research.36 In such networks, people tend to know and trust one

another. As a result, helping transactions such as folk remedies and indigenous therapies
tend to be dispensed in reciprocal arrangements that can substantially reduce the per-
ceived need to use professional services. This analysis provides evidence that African
American ministers operate more in this manner than as a bridge to mental health care.

However, we think the assumption that Black ministers should operate primarily as

referral agents for mental health practitioners should be thought through more carefully,
particularly within the context of the present findings. For example, the data reported here
show that African Americans are most likely to contact ministers for help with death
problems.37 Thus, Black s turn to ministers precisely for the kinds of problems for which it
would appear that ministers are most qualified to handle through the use of religion. This
finding is not surprising, given that one of the primary functions of religion is to provide
frameworks through which individuals can come to find meaning and understanding in
suffering and death.384' Given this important function of religion, many respondents who
have faced a recent death will go to their ministers to find meaning and comfort. Koenig42
emphasized the importance of religion in the grieving process and provided some evi-
dence to support the notion that persons who use religion to cope with death tend to adapt
more quickly. In one study, Cook and Wimberly43 reported that respondents who tried to

cope actively with a child's death also reported greater religious commitment over time.
More recently, McIntosh et al. found that parents who engaged in more religious activity
adapted better to the loss of a child. Moreover, through this better adaptation, religious
parents also had better mental health outcomes over an 18-month follow-up. In sum, the-
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ory and evidence support the conclusion that religion and ministers are important sources
of support needed by those facing the distress caused by death.

Clearly, Black ministers are qualified to treat such personal problems of living. Yet,
important questions remain. We know that some death problems and grief reactions can
be extremely serious. For example, other analyses of the NSBA30 have shown that people
experiencing death problems also evidence the highest levels of distress, as measured by
the number and frequency of symptoms. Similarly, data from a follow-up study of the
NSBA indicate that 10% of those with death problems also meet DSM-III-R criteria for
major depression. Such findings present an interesting practical dilemma. It is on this
problem that mental health education efforts should focus.

The findings reported here also raise complicated questions about the public's view of
professional expertise and responsibility.'8 While there is general consensus among Afri-
can Americans that people should seek professional help for "physical health" problems,
this is not necessarily the case for personal, interpersonal, and emotional problems. As a
result, the types of problems studied here are much more likely to be taken to alternative,
nonmedical professionals such as ministers. From this standpoint, one must ask why we
should expect Black ministers to automatically refer distressed church members for pro-
fessional mental health help. Inherent in the view of Black ministers as referral agents is
the assumption that they are facing conditions and syndromes they are not qualified to
address. While this may be true in some cases, it is not always clear who-ministers or
mental health workers-is most qualified to treat the kinds of personal problems African
Americans experience.

While we were not able to discern much about the degree to which Black ministers are
working as diagnosticians, there is a link between this role and that of the referral agent.
To the extent that Black clergy are able to identify cases of disorders such as major depres-
sion, schizophrenia, or manic depressive illness, we assume that they should refer such
conditions for the appropriate mental heath treatment intervention. It may be the case that
Black ministers feel unprepared to identify the presence of such disorders. Certainly,
adopting the role of diagnostician means that Black clergy will have to have a good work-
ing familiarity with the DSM-IV, for example. It also means helping ministers to develop
an openness to incorporating some Western medical-psychiatric perspectives on behav-
ior and distress. This is the only way that African American ministers will be able to dis-
criminate between where their domain ends and where the domain of the mental health
professional begins. Once Black ministers are able to identify the clinical severity of the
conditions they see, they may begin to make more referrals. Health educators should
look to churches as settings for educating African American ministers about disorders
such as depression, bipolar disorder (manic-depressive illness), anxiety, phobias, and
schizophrenia. 13,18,45

In addition to enhancing the diagnostician role for Black ministers, these data indicate
a need for mental health education programs targeted toward African American church
members as well. Using depression as just one example, we feel that much can be gained
by exposing more African Americans to the signs and symptoms of this debilitating dis-
order. A recent national survey of attitudes toward depression among African Americans
found, for example, a very low awareness of depressive symptomatology.46 Specifically,
only 26% of those questioned knew that a change in eating habits was an indicator of
depression-and this was the symptom with the highest percentage of recognition. Inter-
estingly, 63% of the African American respondents conceptualized depression as a per-
sonal weakness; only 31% felt depression was a health problem. More than one-third
(36%) said that they would recommend that a friend seek help from a minister for depres-
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sion, and 60% believed that prayer and faith were the most successful methods of treating
depression. These findings make it clear that the majority of African Americans concep-
tualize personal distress within a religious framework rather than the perspective
employed by mental health professionals. Thus, it is not surprising that Blacks are signifi-
cantly less likely than Whites to seek professional help.4749

The community mental health movement can be seen as an attempt by the mental
health professions to assume responsibility for behavioral problems that historically had
been viewed by the public as falling within the moral as opposed to the medical realm.33
Moreover, this shift in responsibility seems to have been based as much on ideological
beliefs about the most humane forms of treatment and individual rights as it was on the
effectiveness of the intervention techniques.50'5' Early studies of the public's conceptuali-
zation of emotional and mental illness revealed very little overlap between the average
citizen and mental health professionals.5254 While there clearly has been an increase in
the public's acceptance of the mental health professionals' perspective over the years,37
many Americans do not think that emotional upset falls within the expertise of the mental
health community. Our data suggest that for a substantial segment of the African Ameri-
can population, particularly among the religious, things are still where they were in the
early days of the community mental health movement. As such, it makes perfect sense
that Blacks would consult ministers before considering a mental health professional.
Couple this conflict of perspectives with the high levels of distrust African Americans
have for health and medical care, and we are led to the conclusion that substantial barriers
must be overcome before we reach the goal of these two professions working together for
the betterment of African Americans in need.21

Study Weaknesses

Although this study advances our understanding of the role of the clergy in the help-
seeking process, it nevertheless has several weaknesses that limit its ability to make
definitive statements regarding these issues. First, the data are from the first wave of the
NSBA and, as such, were collected almost two decades ago. Consequently, the patterns
we see in these data may no longer accurately reflect the behaviors of help seekers or the
clergy. Indeed, as mental health disorders have become increasingly visible and seen to
exist in the realm of medical practitioners, clergy may be more likely to refer others now
than they were in the past. A second problem with the data concerns the response rate for
the sample. The first wave of the NSBA had a response rate of only 67%, which is low for
a survey that collects data using face-to-face interviews. As such, the results may be
biased in ways that we cannot discern.
A third weakness concerns our assumption that the clergy from whom respondents

sought help were also African American. With these data, we are unable to determine
whether this is indeed the case. However, according to Roof and McKinney,55 current evi-
dence supports the notion that the religious life of African Americans takes place, for the
most part, in the context of the African American church. As these authors note, "Of all
the divisions among churches, the color line is the most rigid and enduring" (p. 138).
Moreover, they estimate that 85% of all Black Protestants are members of African Ameri-
can congregations. Nevertheless, if it is the case that some of the respondents who sought
help from clergy did not go to African American clergy, such information would be
important for understanding the issues at hand. Unfortunately, we have no way of know-
ing whether this happened and, if so, what ramifications it had.
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A final weakness concerns our measurement of referral. We measure that construct
based on whether respondents went to more than one organization with the assumption that
the first organization referred the respondent to another. This assumption is untestable with
these data. Furthermore, because we do not ask clergy directly about their referral prac-
tices, our rates of referral by those individuals may be biased.

Recommendations for Future Research

This article has allowed us to pinpoint more precisely where mental health educational
efforts should be targeted. As a result, we make the following recommendations. There is
a clear need for more empirical research on the training needs of the Black clergy. Larson
et al. concluded that research on pastoral care is lacking, and what little there is suffers
from numerous methodological deficiencies. The same can be said for studies of African
American pastoral counseling. We need to know how many Black ministers have
received training in pastoral care. We also need to know more about how prepared Black
ministers feel to perform therapeutic interventions linked to psychiatric conditions. More
than anything else, this article points to the need for more direct contact and information
exchange between mental health workers and African American clergy. It is inappropri-
ate to assume that only Black ministers need to learn more about mental health. Mental
heath practitioners need to learn more about the spiritual and religious beliefs of Black
clergy.

More than any other influence on the help-seeking behaviors of African Americans,
ministers hold the most potential for opening a wider pathway between the Black com-
munity and specialty mental health care. Much remains to be done, however, before we
can take full advantage of this potential, and public mental health education must provide
the crucial impetus to initiate this change. It is time that we mount more aggressive mental
health education efforts designed to bring the Black clergy and the mental health profes-
sional closer together. Once this is accomplished, we stand a much better chance of
increasing access for African Americans in need of professional care. The African
American minister is the best hope for bridging the gap between the Black community
and specialty mental health. But much work remains before Black ministers can fulfill
this linking role. It is hoped that the thoughts and opinions expressed here will motivate
both ministers and mental health practitioners to begin the difficult but necessary task of
educating each other about what needs to be done to ensure quality care for African
Americans in search of spiritual and emotional assistance.
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