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Abstract: Background. Black Americans face significant discrimination, associated with mental health disorder, which may be 

exacerbated among sexually victimized people. Social support may buffer that relationship. Methods. Cross-sectional data from a 

retrospective cohort study were analyzed to examine if discrimination and sexual victimization overlap to exacerbate symptoms of 

depression and post-traumatic stress disorder (PTSD) and to determine the extent to which social support moderated that 

association among Black women living in Baltimore, Maryland [138 non-abused (no physical/sexual victimization) and 98 abused 

(sexually victimized) since age 18]. Results. Symptoms of depression and PTSD were independently associated with discrimination. 

Multilinear regression showed social support from friends moderated the association between discrimination and depressive 

symptoms among sexually abused participants only. Conclusion. Discrimination may exacerbate symptoms of depression and PTSD 

more for sexually victimized Black women, but sources of informal social support may attenuate adverse effects of discrimination on 

depressive symptoms among members of that group. 

 

 

Key words: Depression, post-traumatic stress disorder, discrimination, social support, sexual violence, victimization, Black women, 

women’s health, racism.  
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Black Americans are the second largest racial group in the United States (U.S.), making up 14.5% of the population.1 Black 

Americans experience significant stigma (e.g., discrimination and victimization),2-4 contributing to symptoms of psychological 

distress.5,6 Discrimination refers to the act of treating a person differently because of their appearance, identities, or attributes. 

Perceived discrimination is a common measure of discrimination, and refers to one’s self-rated, day-to-day experiences of 

discrimination (e.g., treated as inferior, called names, presumed of wrongdoing because of their attributes), whereas victimization 

refers to acts of physical, sexual, or psychological violence perpetrated by one person on another.7,8 Kessler and colleagues’ seminal 

national survey (N=3,032) found that nearly half of Black participants reported at least one major act of discrimination in their 

lifetime (e.g., not hired for a job, harassed by police, denied a bank loan). Additionally, higher rates of sexual violence and intimate 

partner violence (IPV) are experienced by Black women compared with White and Latina women, suggesting racial disparities in 

stigma exposure.9,10 Exposure to stigma is an established determinant of mental health outcomes, especially for Black Americans in 

the U.S. Thus, it is imperative that possible protective factors be identified to reduce the harmful effects of stigma on psychological 

distress symptoms. 

Guiding theoretical model. We apply the Minority Stress Model to understand the association between stigma and mental 

health among Black women in the U.S. Based on the seminal work of Virginia Rae Brooks,6 Meyer’s Minority Stress Model is an 

expansion of the concept of psychological stress.5 Psychological stress is defined by Folkman and Lazarus as a state occurring when 

a person appraises the demands of their environment to exceed their available coping resources.11 Meyers defined minority stress as 

the excess stress experienced by individuals as a direct result of belonging to a stigmatized social group (whether defined by 

minority race, sexuality, income status).5 Distal stressors (rejection, racism, and victimization) and proximal stressors (individual 
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perceptions and appraisals, anticipation of rejection, internalized negative feelings about one’s own minority group) can affect the 

mental health of people with minority identities.5,6 The Minority Stress Model was originally devised to explain stress-related health 

disparities among sexual minority men and is most commonly used among sexual and gender minority populations.12,13 However, 

this model may help examine the relationships between persistent social and economic inequity, as well as other structural 

discrimination that may negatively affect the health of Black Americans.14 

The Minority Stress Model posits mechanisms through which discrimination can affect health and well-being, incorporating 

the concept of social stress, following the analyses in which inequitable social structures and conditions are also acknowledged as 

sources of stress.5,6 The impact of minority stress is evident in numerous studies linking perceived discrimination and/or victimization 

to health disparities.6,8,15–18 A longitudinal study of Black women found that perceived discrimination contributed to greater 

depressive symptomology and worse physical health compared with women with similar demographics with no perceived 

discrimination.18 In seminal work by Brooks, economic contributions to minority stress were acknowledged, given that being part of a 

stigmatized group often results in restricted access to economic opportunities.6 This is an especially relevant consideration for Black 

U.S. women given the ongoing racial wage gap.19 One significant contribution of this study is the application of the Minority Stress 

Model to Black women, who are particularly vulnerable to minority stress. The chronic, cumulative nature of minority stress is 

associated with adverse physical and mental health outcomes including psychological distress, depression, anxiety, and substance 

use, which contributes to health disparities among minority groups.5,6,17  

Compounding effects of stigma on the health of Black women. Intersectionality, or having multiple minoritized 

identities (e.g., being a Black woman), likely increases experiences of discrimination and may amplify the negative effects of stigma 
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on health.20,21 Studies suggest that sexism and genderism may compound the detrimental health effects of perceived discrimination 

and victimization.18 Additionally, several studies show Black women who experience stigma are more likely to experience depression, 

anxiety, and post-traumatic stress disorder (PTSD) than Black males who experience stigma.2,7,22 

Traditional gender norms and inequities are drivers of violence against women.23 Exposure to sexual violence and IPV, 

considered distal minority stressors, are associated with health and mental health consequences.5,6 According to the National 

Intimate Partner and Sexual Violence Survey, women who experience physical and sexual violence are more likely to report physical 

symptoms of stress such as asthma, irritable bowel syndrome, and diabetes than women who did not experience violence.24 In 

addition to physical symptoms, nearly 30% of abused women experience long-lasting psychological distress due to violence.24 

Evidence suggests Black women’s subjective reports of IPV are associated with higher levels of depressive and PTSD symptoms, 

which worsens with more frequent and severe IPV and stress from IPV.25 These experiences of victimization in addition to perceived 

discrimination have a greater impact on Black woman’s mental health7,26 and stress symptoms related to life traumas, life events, 

and chronic strain27 than solely race-based discrimination. However, there is a paucity of research examining the intersectional 

impact of perceived discrimination on the mental health of Black women who have experienced sexual violence. 

Social support as a protective factor. Social support, posited as a protective factor by the Minority Stress Model, can 

attenuate the deleterious effects of stigma on health.28-29  In general, mechanisms by which social support may buffer stress include 

informal support from friends and loved ones who may mobilize to support the distressed individual.30,31 High levels of social support 

have been found to minimize the effect of perceived racism on poor health, measured by systolic blood pressure.32 Social support 

reduced the effect of discrimination on health outcomes among low-income Black women who experienced moderate and very 
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frequent discrimination.33 Additionally, several studies have found that social support mediated the relationship between victimization 

and psychological distress symptoms including symptoms of depression and PTSD.29,34,35 However, prolonged IPV can be associated 

with lower levels of perceived social support and greater psychological abuse, suggesting those offering social support (e.g., friends, 

family) are fatigued or otherwise unable to give support for extended periods of time.36  

Purpose of the study. Despite growing attention to the role of discrimination and sexual abuse in mental health among 

Black women, a paucity of studies examine how discrimination and abuse may overlap to exacerbate depressive and PTSD 

symptoms. To our knowledge, only one study has examined the combined effects of perceived discrimination and IPV on the mental 

health (specifically anxiety) of Black women;37 however, the study did not examine the mental health outcomes of depressive and 

PTSD symptoms or specifically examine sexual violence. We will address this gap in the literature by using the Minority Stress Model: 

(Aim 1) to determine the associations between sexual violence status, discrimination, social support, and mental health, and (Aim 2) 

to investigate whether social support moderates the association between discrimination and mental health. We hypothesize that 

discrimination will be positively associated with poor mental health, with worse outcomes among sexually abused participants, and 

that social support will moderate the association between discrimination and mental health.  

 

Methods 

The current study uses data collected in the ESSENCE Project (the parent study), a retrospective cohort study examining the impact 

of physiological and environmental factors on sexual violence and HIV risk among Black women living in Baltimore, Maryland, U.S. 
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Data were collected between November 2015 and May 2018. The ethical review boards of Johns Hopkins University and the 

University of California, San Diego approved all study procedures. 

 Procedure. Black women (N=312) were recruited from two public STD clinics in Baltimore City, Maryland by trained 

research staff. After providing informed consent, participants were screened for eligibility and surveyed using web-based audio 

computer-assisted self-interview (ACASI), which took approximately 60 to 90 minutes to complete. To be eligible, participants had to 

test HIV-negative at enrollment and self-report being: 1) female, 2) between ages 18-44 years, 3) Black or African American, 4) 

have had sex with a male in the past six months, and 5) have had two or more sexual partners in the past year or a high HIV risk 

sexual partner (i.e., used injection/non-injection drugs; been to prison; was HIV-positive; had sex with men, had a concurrent sex 

partner, or had an STI). Potential participants were compensated $10 for screening and, if eligible, $25 for completing the full 

survey.  

 Measures. Abuse status. By study design, two groups of women were recruited into the parent study, including: those who 

were: (1) unexposed to physical/sexual violence after age 18 (n=138 of 236) and (2) abused or exposed to forced sex by a male 

since age 18 by physical force (e.g., hit, held down, use of a weapon) or threats thereof (n=98 of 236; Table 1).  
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Table 1.  
 
DEMOGRAPHIC CHARACTERISTICS OF BLACK WOMEN, BALTIMORE, MD, 2015-2018  

 

Full Sample 

(N=236) 
 Non-abused 

(N=138) 
 Abused 

(N=98) 

Test 

Statistic  
Variables n(%); 

M(SD) 
  n(%); 

M(SD) 
  n(%); 

M(SD) 
  

Agea 26.31(6.31)   24.94(5.2)   28.23 (7.07)  4.08*** 

Raceb         .35 

Black or African American 218(92.37)   130(94.20)   88(89.80)   

Black or African Born 5(2.12)   3(2.17)   2(2.04)   

Black or African Caribbean 6(2.54)   2(1.45)   4(4.08)   

Other mixed race to include Black 7(2.97)   3(2.17)   4(4.08)   

Sexual Identityb         9.63** 

Heterosexual or straight 201(85.17)   125(90.58)   76(77.55)   

Gay or lesbian 1(0.42)   1(0.72)   0(0)   

Bisexual 34(14.41)   12(8.70)   22(22.45)   

Employmentc         21.24** 

Employed 142(60.17)   92(66.67)   50(51.02)   

Disabled 12(5.08)   3(2.17)   9(9.18)   

Homemaker 8(3.39)   2(1.45)   6(6.12)   

Seasonal/temp worker 4(1.69)   0(0)   4(4.08)   

Student 17(7.20)   12(8.70)   5(5.10)   

Unemployed 52(22.03)   28(20.29)   24(24.49)   

Other 1(0.42)   1(0.72)   0(0)   

Educationb         15.41* 

8th grade or less 7(2.97)   0(0)   7(7.14)   

9th grade or more but did not complete high 
school or GED 30(12.71)   16(11.59)   14(14.29)   

Completed high school or GED 78(33.05)   48(34.78)   30(30.61)   

Some trade or vocational school, or college 61(25.85)   38(27.54)   23(23.47)   

Completed trade school or vocational school 21(8.90)   10(7.25)   11(11.22)   

Completed college (2-year or 4-year program) 27(11.44)   18(13.0)   9(9.18)   

Graduate school 12(5.08)   8(5.80)   4(4.08)   

Household Incomec         8.20 

Less than $10,000 110(46.61)   58(42.0)   52(53.06)   
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$10,000 - $19,999 35(14.83)   24(17.3)   11(11.22)   

$20,000 - $29,999 37(15.68)   21(15.2)   16(16.33)   

$30,000 - $39,999 23(9.75)   16(11.5)   7(7.14)   

$40,000 - $49,999 12(5.08)   10(7.25)   2(2.04)   

$50,000 or more 19(8.05)   9(6.52)   10(10.20)   

Current Housingb         8.55* 

Homeless, live in a hotel/motel or transitional 
housing facility 

15(6.36)   4(2.90)   11(11.22)   

Live in a house, apartment, or condo 209(88.56)   129(93.4)   80(81.63)   

Other 12(5.08)   5(3.62)   7(7.14)   

 

Notes 
aindependent t-test  
b Likelihood Ratio 
cχ2(Pearson’s Chi-square)  

*p< .05 
**p< .01 

***p< .001; 2-tailed 

 

Perceived discrimination. The Everyday Discrimination Scale (EDS) was used to assess past-year routine and less overt 

experiences of interpersonal discrimination (Table 2).38 The EDS was developed using qualitative interviews of Black women who 

described their experiences with everyday racism in the U.S. and the Netherlands.39-40 The EDS was designed to assess a range of 

day-to-day discriminatory treatment so commonplace as to appear trivial or normal,38 and consisted of nine items, such as You are 

treated with less courtesy than other people are and You receive poorer service than other people at restaurants or stores.  

Responses are on a six-point Likert-type scale, ranging from almost every day to never. Scores were summed and ranged from 1 to 

54 with higher sores indicating higher levels of perceived discrimination (Cronbach’s alpha = .90). Anyone answering a few times a 

year or more to one or more items is asked a follow-up question, What do you think is the main reason for these experiences?, with 

response options such as one’s ancestry, gender, race, age, and religion. 
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Table 2.  
 

PERCEIVED DISCRIMINATION, MENTAL HEALTH, AND SOCIAL SUPPORT SCORES BASED ON SEXUAL 
ABUSE HISTORY SINCE AGE 18  

 

Full 
Sample 

(N=236)  

Non-
abused 

(N=138)  

Abused 

(N=98)  

Test 

Statistic 

Variables n(%);   n(%);   n(%);    
 M(SD)  M(SD)  M(SD)   

Perceived Reason for Discrimination 

(N=146)a               
     Race 87(36.86)  44(31.88)  43(43.88)  0.7 
     Gender 66(27.97)  36(26.09)  30(30.61)  0.06 
     Age 52(22.03)  27(19.57)  25(25.51)  0.07 

     Skin Color 49(20.76)  24(17.39)  25(25.51)  0.59 
     Physical Appearance 47(19.92)  22(15.94)  25(25.51)  1.22 
     Height 25(10.59)  14(10.14)  11(11.22)  0.08 

     Weight 24(10.17)  16(11.59)  8(8.16)  2.02 
     Education Level 20(8.47)  7(5.07)  13(13.27)  3.16 
     Ancestry 18(7.63)  6(4.35)  12(12.24)  3.33 
     Sexual Orientation 15(6.36)  8(5.80)  7(7.14)  0 

     Other  15(6.36)  6(4.35)  9(9.18)  1.21 
     Religion 13(5.51)  7(5.07)  6(6.12)  0 
     Physical Disability 7(2.97)  1(0.72)  6(6.12)  4.53 
     Tribe 1(0.42)  0(0)  1(1.02)  1.16 

Perceived Discriminationb 12.61(11.87)   10.43(10.37)   15.66(13.16)   -3.41** 
Depressionb 9.89(6.35)  8.01(5.17)  12.53(6.91)  -5.74*** 
PTSDb 1.63(1.14)  1.22(.99)  2.20(1.08)  -7.10*** 

Comorbid Depression and PTSDa  12(5.1)  2(1.45)  10(10.20)       9.10** 
Social Supportb  2.76(.98)  3.01(.84)  2.41(1.06)  4.82*** 
     Social Support from Friendsb 2.81(1.12)  3.10(.92)  2.40(1.24)   4.96*** 
     Social Support from Familyb 25.58(1.22)  2.81(1.13)  2.26(1.28)  3.43** 

     Social Support from Significant Other 29.0(1.04)  3.13(.87)  2.59(1.18)    4.04*** 
 Notes 

aFisher's Exact Test  
bindependent t-test 
*p< .05; 2-tailed 
**p< .01; 2-tailed  
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***p< .001; 2-tailed  

Depressive symptoms. The Center for Epidemiologic Studies Depression Short Scale (CESD-10) is a 10-item, self-reported 

measure used to assess depressive feelings and behaviors over the last week.41 Items include feeling depressed and having restless 

sleep. Responses use a four-point Likert-type scale ranging from 0 = rarely or none of the time (less than 1 day) to 3 = all of the 

time (5-7 days). Two items were reverse-coded. Items were summed and scores range from 0 to 30 with higher scores indicating 

greater depressive symptoms (Cronbach’s alpha = .81). A score of 10 or more was considered depressed. 

PTSD symptoms. The National Stressful Events Survey PTSD Short Scale (NSESSS) was used to assess symptoms of 

traumatic stress over the past month.40,42 The NSESSS is a nine-item self-report tool assessing the severity of PTSD symptoms in the 

past month in adults following a traumatic event or experience. On a five-point Likert scale (0 = not at all to 4 = extremely), 

participants are asked to rank the degree to which they have been bothered by various symptoms such as feeling very emotionally 

upset when something reminded you of a stressful experience. The average of each sum score was used for analysis. Scores range 

from 0 to 4 with scores indicating severity of the individual’s PTSD this way: none (0), mild (1), moderate (2), severe (3), or extreme 

(4) (Cronbach’s alpha = .93). For participants who left one or two items unanswered, a prorated score was used. For participants 

who did not answer three or more items, scores were not included and were removed via listwise deletion. 

Social support. Multidimensional Scale of Perceived Social Support (MSPSS) was used to assess the perceived adequacy of 

social support in this study.42 The MSPSS consists of 12 items such as: There is a special person around when I am in need and My 

friends really try to help me. Response options are on a five-point Likert-type scale ranging from (0) strongly disagree to (4) strongly 

agree. All items were averaged to obtain a total score and were further divided into three subscales measuring the source of social 
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support: (a) friends, (b) family, and (c) significant other. Higher scores correspond with greater perceived social support. Mean 

scores of the complete scale ranging from 1 to 2.9 are considered low support; scores of 3 to 5 are considered moderate support; 

and scores from 5.1 to 7 are considered high support (Cronbach’s alpha = .92 full scale; .93 friends subscale; .93 family subscale; 

.85 significant other subscale).44 

Analyses. All statistical analyses were conducted using SPSS, Version 25.45 First, variables of interest were examined for 

outliers and normality. Next, a Pearson’s correlation matrix was produced to identify statistically significant bivariate associations for 

inclusion in the main statistical model (Table 3). Age was controlled for in all MLR models. For Aim 1, multiple linear regression 

(MLR) models estimated the association between perceived discrimination and depressive and PTSD symptoms (separate models). 

For Aim 2, hierarchical forward entry MLR models included a mean-centered interaction term between perceived discrimination and 

social support (Model 1, Table 4) and interaction terms for each of the social support subscales (i.e., friends – Model 2, Table 4; 

family – Model 3, Table 4; significant other – Model 4, Table 4) were used to examine the moderating effect of social support. Abuse 

status was controlled for in models with the full sample and additional analyses were stratified by abuse status. Standardized and 

unstandardized regression coefficients were then compared, and significance testing was conducted at alpha level 0.05 (two-sided to 

account for unknown associations with demographic variables). Overall model fit was examined via the R2 (the coefficient of 

determination) and F-ratio/change in F-ratio at alpha level 0.05. 

Table 3.  
 

PEARSON'S CORRELATIONS OF VARIABLES OF INTEREST AND DESCRIPTIVE STATISTICS (N=236)  

 1. 2.  3. 4. 5. 6. 7. 8. 9. 10. 11. 
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1. Age            

2. Sexual Minority Identity .03           

3. Abused .26*** .18**          

4. Perceived Discrimination  -.05 .14* .22**         

5. Depression  -.003 .15* .35*** .40***        

6. PTSD  -.02 .10 .43*** .45*** .67***       

7. Comorbid Depression/PTSD .02 .23*** .20** .31*** .48*** .42***      

8. Social Support (Full scale) -.06 -.02 -.30*** -.10 -.19** -.28*** -0.11     

9. Social Support - Friends -.06 -.09 -.31*** -.08 -.20** -.28*** -.16* .90***    

10. Social Support - Family -.04 .02 -.22** -.16* -.22** -.28*** -.12 .87*** .67***   

11. Social Support - Significant 

Other 
-.04 .01 -.26*** -.02 -.06 -.16* .003 .84*** .67*** .55***  

Cronbach’s alphaa - - - .91 .83 .93^ - .94 .94 .94 .89 

 

Notes 

 
athe PTSD Cronbach’s alpha was run with only people who answered all items; N=229. 

 

*p<.05  

**p<.01  

***p<.001  

 

PTSD= Post-Traumatic Stress Disorder   
Table 4.  

 
RESULTS OF HIERARCHICAL REGRESSION ANALYSES FOR SYMPTOMS OF DEPRESSION AND POST-TRAUMATIC STRESS DISORDERa  

  
Model 1 –Social Support (Full Scale) 

 
Model 2 – Social Support from Friends  

Independent 
Variables 

Depressive Symptoms  PTSD Symptoms  Depressive Symptoms  PTSD Symptoms 

Sample   Full 
Sample 

Non-
Abused 

Abused  Full 
Sample 

Non-
Abused 

Abused  Full 
Sample 

Non-
abused 

Abused  Full 
Sample 

Non-
abused 

Abused 

Step 1: Demographics                           

Age  -0.06 0 -0.13  -0.1 -0.05 -0.14  -0.06 0 -0.14  -0.1 -0.06 -0.15 
Sexual Identity 0.06 0.06 0.03  -0.01 0.03 -0.1  0.06 0.06 0.04  -0.02 0.04 -0.12 
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Abuse Status .26***    .33***    .26***    .33***   

R2  0.14 0 0.05  0.2 0.01 0.05  0.14 0 0.05  0.2 0.01 0.05 

F  12.66*** 0.09 2.45  19.50*** 0.52 2.47  12.66*** 0.09 2.45  19.50*** 0.52 2.47 

Step 2: Main 

Predictor 
                            

Discrimination .33*** .22* .50***  .37*** .28** .58***  .33*** .24** .51***  .37*** .28** .59*** 

R2  0.24 0.06 0.21  0.33 0.09 0.3  0.24 0.06 0.21  0.33 0.09 0.3 
ΔR2  0.1 0.06 0.16  0.13 0.08 0.25  0.1 0.06 0.16  0.13 0.08 0.25 

ΔF  29.41*** 8.76** 19.03***  42.72*** 12.33** 33.69***  29.41*** 8.76** 19.03***  42.72*** 12.33** 33.69*** 
Step 3: Protective 

Factors 
                            

Social Support (full scale) -0.08 -0.14 -0.01  -.14* -0.04 -.28**         

Social support (subscales)              

Friends  
        -0.09 -0.16 -.02   -.15** -0.1 -.24** 

R2  0.24 0.08 0.21  0.35 0.09 0.39  0.25 0.09 0.21  0.35 0.1 0.36 

ΔR2  0.01 0.02 0  0.02 0 0.09  0.01 0.03 0  0.02 0.01 0.06 
ΔF  1.74 2.54 0.28  6.97** 0.22 13.56***  2.35 3.72 0.27  7.51** 1.32 9.20** 

Step 4: Moderator                             

Social support (subscales)             

Discrimination * Friends        .22*     

R2  
          .25     

ΔR2  
          .04     

ΔF                       4.63*         

 

 

  Model 3 – Social Support from Family  Model 4 – Social Support from Significant Other 

Independent 

Variables 
Depressive Symptoms 

 
PTSD Symptoms 

 
Depressive Symptoms 

 
PTSD Symptoms 

Sample 
 

Full 

Sample 

Non-

abused 
Abused  Full 

Sample 

Non-

abused 
Abused 

 

Full 

Sample 

Non-

abused 
Abused  Full 

Sample 

Non-

abused 
Abused 

Step 1: Demographic Variables              

Age  -0.06 0.01 -0.12  -0.1 -0.05 -0.14  -0.06 0.01 -0.13  -0.1 -0.05 -0.14 

Sexual Identity 0.07 0.06 0.04  0 0.03 -0.08  0.06 0.05 0.03  -0.01 0.02 -0.09 

Abuse Status .26***    .34***    .29***    .35***   

R2  0.14 0 0.05  0.2 0.01 0.05  0.14 0 0.05  0.2 0.01 0.05 

F  12.66*** 0.09 2.45  19.50*** 0.52 2.47  12.66*** 0.09 2.45  19.50*** 0.52 2.47 
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Step 2: Main Predictor                             

Discrimination .31*** .21* .44***  .36*** .29** .55***  .33*** .24** .48***  .38*** .29** .62*** 

R2  0.24 0.06 0.21  0.33 0.09 0.3  0.24 0.06 0.21  0.33 0.09 0.3 

ΔR2  0.1 0.06 0.16  0.13 0.08 0.25  0.1 0.06 0.16  0.13 0.08 0.25 

ΔF  29.41*** 8.76** 19.03***  42.72*** 12.33** 33.69***  29.41*** 8.76** 19.03***  42.72*** 12.33** 33.69*** 

Step 3: Protective Factors                           

Social support (subscales)              

Family -0.12 -0.15 -0.12  -.15** -0.03 -.35***         

Significant Other   
 

   
 0.02 -0.03 0.07  -0.06 0.01 -0.15 

R2  0.25 0.08 0.22  0.35 0.09 0.42  0.24 0.06 0.21  0.33 0.09 0.33 

ΔR2  0.01 0.02 0.01  0.02 0 0.12  0 0 0  0 0 0.03 

ΔF  3.8 2.76 1.68  7.64** 0.04 19.71***  0.05 0.15 0.25  1.45 0.02 3.79 

 
Notes 
aFull sample N=236; Non-abused participants N=138; Abused participants only N=98; All standardized regression coefficients are from the final step in the analyses.  
*p< .05  

**p< .01 
***p< .001(2-tailed) 

 

 

Power analysis. A post hoc sensitivity analysis revealed that given the smaller sample of 98 participants who were stratified 

by abuse status (full sample N = 236, abused = 98, non-abused = 138) could detect effect sizes as small as f2 = 0.15 with power set 

at 80%, an alpha level of 0.05, and six predictors, which is considered a medium effect size.46-48 

 

Results 

Participants. Our analytic sample size was 236 after excluding 69 participants who lacked complete data. All participants identified 

as female gender and reported their race as either Black or African American (92%), Black or African Born (2%), Black or African 
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Caribbean (3%), or other mixed race including Black (3%) (Table 1). Few identified as Hispanic/Latinx (< 2%), born outside of the 

U.S. (< 2%), or as gay/lesbian or bisexual (15%). Nearly half of the sample reported a household income of less than $10,000 a 

year (47%), most were employed (> 60%), had a high school education or more (> 50%), and reported living in a house, 

apartment, or condominium (89%).  

Aim 1. Determine the associations between sexual abuse status, discrimination, social support, and symptoms 

of (a) depression and (b) PTSD. Discrimination. Overall, 83% of participants reported experiencing some perceived discrimination 

(mean [M]=12.61, standard deviation [SD]=11.87). Perceived discrimination scores were significantly higher among abused 

participants (M=15.66, SD=13.16) compared with non-abused participants (M=10.43, SD=10.37); t(234)=-3.41, mean difference 

[Mdiff] = 5.23, standard error of difference[SEdiff] =1.53, p<.01). Only 146 of the 236 participants reported the reason they believed 

they were discriminated against. The most common reasons for perceived discrimination were race (37%), gender (28%), age 

(22%), skin color (21%), and physical appearance (20%); no statistical differences were noted by abuse status (Table 2). 

Social support. Overall, the average score for social support was 2.76 (SD=.98), indicating a low level of support. Social 

support scores were significantly lower among abused participants (M=2.41, SD=1.06) compared with non-abused participants 

(M=3.01, SD =.84, t(234)=4.82, Mdiff= .60, SEdiff=.12, p<.001). By subscale, abused women reported significantly less social support 

from friends, family, and significant others compared with non-abused women (see Table 2).   

Depressive symptoms. The average score for symptoms of depression was 9.89 (SD=6.35; range=0-29) indicating low to 

moderate levels of depressive symptoms, just below the threshold of depression diagnosis (a score >10 was considered depressed). 

Severity of depression symptoms was significantly higher among abused participants (Median (Mn) = 12, inter quartile range (IQR) 
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= 11.5; M(SD)=12.53(6.91)) than non-abused participants (Mn = 7, IQR = 7; M(SD)= 8.01(5.17), t(234)= -5.74; Mdiff = 4.52, SEdiff 

=.79, p<.001).  

Perceived discrimination scores were significantly positively associated with depressive symptoms, accounting for abuse 

status, sexual minority status, and age; a regression model that explained 24% of the variance in depressive symptoms reported 

(F(4, 231)=18.01, p<.001). A one unit increase in perceived discrimination was associated with a .33 increase in symptoms of 

depression (p<.001) (Table 4). Stratified analysis by abuse group revealed that the full model explained more of the variance in 

depressive symptoms among abused women (21% of the variance; F(3, 94)=8.28, p<001) than non-abused women (6% of the 

variance; F(3, 134)=2.98, p<.05). Similarly, among abused women, a one-unit increase in perceived discrimination was associated with 

a small to moderate increase in depressive symptoms (standardized beta [β]=.50, p<.001), whereas among non-abused women it 

was associated with only a small increase in depressive symptoms (β=.22 p<.05) (Table 4) 

PTSD symptoms. The average score for symptoms of PTSD was 1.63 (SD=1.14; range=0-4) indicating a low to moderate 

severity of symptoms. Severity of PTSD symptoms was statistically significantly higher among abused participants (M(SD)-

=2.20(1.08)) compared with non-abused participants (M(SD)=1.22(.99), t(197.18)=-7.10, Mdiff(SE) = -.98(.14), p<.001).  

Perceived discrimination scores were significantly positively associated with increased severe/extreme PTSD symptoms, 

accounting for abuse status, sexual minority status, and age. The regression model including perceived discrimination, abuse status, 

sexual minority status, and age, explained 33% of the variance in PTSD symptoms reported (F(4, 231)=27.94, p<.001). A one-unit 

increase in perceived discrimination was associated with increased symptoms of PTSD (β=.37, p<.001) (Table 4).  



DISCRIMINATION, SEXUAL VIOLENCE, DEPRESSION 

 19 

Stratified analysis by abuse group revealed that the full model explained more of the variance in PTSD symptoms among 

abused women (30% of the variance; (F(3, 94)=13.44, p<.001) than non-abused women (9% of the variance; (F(3, 135)=4.49, p<.01). 

Similarly, among abused women, a one-unit increase in perceived discrimination was associated with increased PTSD symptoms 

(β=.58, p<.001), whereas among non-abused women it was associated with a smaller increase in PTSD symptoms (β=.28, p<.01) 

(Table 4) 

Aim 2. Investigate whether social support moderates the association between perceived discrimination and 

symptoms of (a) depression and (b) PTSD. Depressive symptoms. Statistical modeling yielded in a non-significant interaction 

between perceived discrimination scores and social support (and the three social support subscales [friends, family, and significant 

other]). Social support did not significantly moderate the association between perceived discrimination and depressive symptoms 

among the full sample (Table 4). However, stratified analysis by abuse status revealed there was a statistically significant interaction 

between perceived discrimination score and social support from friends among abused participants only—suggesting the association 

between perceived discrimination scores and symptoms of depression among abused participants depends on the amount of social 

support one receives from friends. Specifically, Figure 1 shows that people with high social support from friends (scores above 3) 

demonstrated the greatest moderating effect on the association between perceived discrimination and symptoms of depression. The 

regression model including perceived discrimination, social support from friends, an interaction between perceived discrimination and 

social support from friends, sexual minority status, and age, explained 25% of the variance in depression symptoms reported among 

abused participants (F(5, 92)=6.11, p<.001). Among abused participants, a one unit increase in perceived discrimination and a one unit 
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increase in social support from friends was associated with a very small increase in symptoms of depression (β=.22, p<.05) (Table 

4).  

PTSD symptoms. Statistical modeling of the interaction between perceived discrimination scores and (a) social support (full 

scale) and (b) the three social support subscales (friends, family, and significant other) revealed social support did not moderate the 

association between perceived discrimination and symptoms of PTSD among the full sample or the stratified analysis based on abuse 

group (Table 4). This suggests the association between perceived discrimination scores and symptoms of PTSD among participants 

does not vary in effect by the amount of social support one receives.
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Discussion 
 
This study examined if discrimination and sexual violence overlap to exacerbate symptoms of 

depression and PTSD, and to what extent social support attenuated the association, among 

Black women living in Baltimore, Maryland. We found that perceived discrimination was 

independently associated with symptoms of depression and PTSD, accounting for abuse status, 

sexual minority status, and age. Our findings support the association between discrimination 

and adverse mental health as discussed in the Minority Stress Model.5 We hypothesized that 

that discrimination would be positively associated with poor mental health, with worse 

outcomes among sexually abused participants, and that social support would moderate the 

association between discrimination and mental health. As expected, depressive symptoms and 

PTSD symptoms were more pronounced in abused women than non-abused women. We found 

abused women experienced significantly more severe discrimination (Mdiff = 5.23), depressive 

symptoms (Mdiff = 4.52), PTSD symptoms (Mdiff = 1.22), and lower levels of social support (Mdiff 

= -.60) when compared to non-abused participants, which is consistent with other research.36,49 

Only the abused sample met the cutoff for depression and PTSD, which is unsurprising since 

30% of IPV survivors experience long-lasting depression and PTSD.24 

Another key finding from our multivariate analyses showed that social support from 

friends moderated the association between discrimination and depressive symptoms only for 

abused participants. This finding suggests the association between perceived discrimination and 

symptoms of depression among abused participants varies in strength and magnitude based on 

the amount of social support one reports receiving from friends. A number of studies have 

demonstrated that social support from family, friends, and peers moderates depressive 

symptoms for Black Americans.50-52 Other research finds similar moderating effects of social 

support for abused women.49,53-55 No other moderation by social support (i.e., significant other 
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and family member) was noted in our analyses. We can only speculate as to why social support 

from significant other or family members did not moderate the association between 

discrimination and depressive symptoms for abused women. Although, it is not surprising that 

social support from a significant other for abused women did not moderate the association as 

the significant other may be the source of abuse, although our survey did not ask this 

specifically. However, another study found that abused women receive little social support from 

their partners.56 In terms of social support from family members, potential explanations could 

be an abusive partner’s tactic of isolating women from family members,57 victims’ reluctance to 

disclose abuse,58 cultural norms,59, or negative interactions with family members.60 In addition 

to informal social supports, future research should examine religious coping,61 and formal social 

support (i.e., police, shelter, health care or other service providers), as abused women seek out 

different types of support as their needs change.62  

Our findings must be contextualized within Baltimore’s history with racism and recent 

events of anti-racist protest. Data collection for this study occurred in neighborhoods fraught 

with historic redlining that resulted in segregation and community disinvestment that 

perpetuates systemic bias and inequality.63 This history of racism has contributed to the over-

policing of Black neighborhoods, mass incarceration of Black men, destabilization of Black 

families, and pockets of intense poverty and high crime in Baltimore. This context often leads to 

Black women being the head of household, having diminished access to family support, and 

having decreased health and increased mortality.64 It is also important to note data collection 

began soon after the death of Freddie Grey (April 19, 2015), a 25-year-old Black man killed in 

police custody in Baltimore. There were mass protests against police brutality (April 27, 2015) 

following his death and throughout the criminal proceedings against the six officers, which 

ended in charges being dropped (July 27, 2016). In addition, participant recruitment occurred in 
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neighborhoods where the protests were most intense.65 Our cross-sectional study design cannot 

determine to what extent adverse mental health effects were due to these recent and 

consistent acts of racism or historical trauma from long-standing racism in the U.S. (including 

through such varied signal periods as slavery, Jim Crow, the War on Drugs). However, parsing 

out current and past experiences of discrimination may be inappropriate and/or impossible as 

racial discrimination in the U.S. is pervasive, life-long, and intergenerational.66 

Limitations. One limitation of this study is the cross-sectional study design, which 

cannot order discrimination and mental health symptoms temporally or isolate the effects of 

gender-based violence and discrimination. Future studies may consider a longitudinal cohort 

design to capture the health effects of experienced discrimination and victimization over time. 

Another limitation is the study’s sample represents low-income, urban-dwelling Black women at 

high risk for HIV and is not generalizable to all Black women living in the U.S. Finally, the EDS is 

a widely used but unidimensional measure of discrimination first validated in the 1990s, and it 

may not allow for identification of nuances in experienced discrimination and complex 

discrimination related to multiple stigmatized identities or social positions. Future studies 

examining discrimination among Black women should consider measures such as the Giscombe 

Superwoman Schema Questionnaire, a 35-item measure with five subscales (α = .70 to .87), 

created to help quantify the lived experiences of Black women in consideration of their 

gendered and racialized stress and discrimination.67,68 Incorporating this measure, or similar 

comprehensive measures, in research could enhance our understanding of the effects of 

discrimination on the mental health of Black women.  

Recommendations. Our findings highlight the need for health and mental health care 

providers to consider the roles perceived discrimination and structural racism play in the lives of 

Black Americans, in particular Black women, and take steps to actively change it. Structural 
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racism refers to macro-level racism that is embedded in culture, ideologies, and institutions, and 

—specifically—the medical system.69 First, providers must recognize that institutionalized racist 

practices—housing and workplace discrimination, over-policing of people of color, segregation 

of health care access, and other instances of economic and political exploitation—are 

determinants of health directly contributing to racial health disparities.70,71 Then, health 

providers should identify discriminatory beliefs that may influence their own thoughts and 

behaviors. For example, a 2016 study of medical students and residents found 50% of White 

participants (N=418) held false beliefs that Black people feel pain differently, have thicker skin, 

are more fertile, and have other biological differences compared with White people.72 

Adherence to false beliefs and other implicit biases can affect how medical professionals treat 

minority patients.73 Finally, health professionals can take active steps to provide equitable care 

by centering at the margins, which means redefining normal care and shifting to the 

perspectives and needs of marginalized groups.71 [p. 2114] 

To be more responsive, health and mental health care providers can practice person-

centered trauma informed care, which emphasizes “knowing the person behind the patient —as 

a human being with reason, feelings and needs,”74[p. 249] assessing and modifying health care 

provision to address how trauma exposure may affect health and health care engagement, and 

treating the patient-provider relationship as a partnership.74,75 Inquiring about experiences of 

discrimination and violence and attempting to understand whether, and how, they are related 

to a patient’s health concerns supports a person-centered trauma informed care approach.75 

Principles of patient-centered trauma-informed care include (a) gathering a patient’s narrative 

of the illness and trauma history and its perceived impact on life, (b) shared decision-making 

regarding care best suited to a patient’s lifestyle, and (c) documenting the patient’s beliefs and 

values.74 Other changes can be made to address health disparities such as increasing the 



DISCRIMINATION, SEXUAL VIOLENCE, DEPRESSION 

 25 

number of minorities in health professions, developing linguistically and culturally-appropriate 

health and educational materials, and increasing provider education on cultural issues including 

discrimination and structural racism.76 

One of our main findings was the moderating effect of social support from friends, 

therefore, we recommend mental health and community-based interventions that can activate 

and promote social support. For example, support groups conducted by mental health providers 

can address racism and abuse history. Ideally, these groups should be among racially 

concordant persons (i.e., shared racial identity).  One systematic review of race-concordance 

reported health communication improved among racially-matched Black patients and providers77 

and Black youth found that interaction with same race and gender peers helped to validate the 

culmination of their experiences at the intersection of their race and gender.78 It should also be 

noted that historically Black communities have been victimized and discriminated against by 

health care professionals contributing to delayed treatment seeking and medical distrust among 

the Black community.79-82 Thus, community listening spaces, designed and facilitated by 

community members, may be an appropriate intervention to activate and promote social 

support among Black women with exposure to discrimination and violence.83 

Conclusion. Racial and gender discrimination are persistent sources of minority stress 

among Black women in Baltimore City, Maryland. Perceived discrimination and sexual abuse are 

interpersonal sources of trauma linked to depression and PTSD. Social support from friends can 

attenuate the negative effect of perceived discrimination and sexual abuse on symptoms of 

depression among Black women with histories of sexual abuse.  
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