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Background: Black young adults suffer from psychological distress at either similar or greater rates than 
that of White Americans, yet they are seven times less likely to have access to or receive effective treatments. 
Fortunately, mobile-health (mHealth) technology may transform mental health services and address 
disparities in mental healthcare. The current study utilized focus groups of Black young adults to inform the 
development of culturally-adapted mHealth using quantitative and qualitative approaches. 
Methods: The study utilized a mixed-methods approach, in that qualitative (i.e., mini focus groups, n=11) 
and quantitative methods (i.e., self-report surveys) were used to explore the research questions. Participants 
included African American young adults (n=38, Mage =21). Participants completed self-report questionnaires 
prior to focus group facilitation. Correlational analyses were used to answer the quantitative research 
questions, and thematic analysis was used to answer the qualitative research questions. 
Results: The qualitative findings highlighted that sociocultural experiences impact mental health and 
treatment seeking attitudes. Despite these findings, participants highlighted a variety of desired features and 
content that should be incorporated into future culturally-adapted mHealth interventions. Participants also 
highlighted both positive and negative aspects of current mHealth technologies for mental health. Finally, 
the study found that on average, participants had positive attitudes towards mental health, mental health 
treatments, and utilizing mHealth for mental health. Participants also had strong desires for culturally-
adapted mHealth interventions. Bivariate correlations also revealed significant associations between vicarious 
online racial discrimination and mHealth attitudes, as well as racial identity and mHealth attitudes.
Conclusions: In summary, the current study highlights that there is an urgent need for mHealth 
technology for mental health symptoms for African American young adults and presents a variety of features, 
content, and design/development considerations for future researchers. 
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Introduction

African American young adults suffer from negative 
mental health symptoms (e.g., depressive and anxiety 
symptoms) at either similar or greater rates than that of 
White Americans, yet they are seven times less likely to 
have access to or receive effective treatments (1). Given 
that mental illness contributes to 90% of suicides and that 
African American young adults are more likely to attempt 
suicide (1), the disparity in mental health treatments within 
these communities is a concerning public health issue. 
Fortunately, mobile-health (mHealth) technology may 
transform mental health services and address disparities 
in mental healthcare. mHealth technologies are already 
being used in a variety of health contexts (i.e., diabetes 
management), and can take forms ranging from mobile 
web-based apps or platforms to wearable technologies (i.e., 
Fitbit watches). A meta-analysis of mHealth for mental 
health has shown that it can effectively reduce symptoms 
related to depression, anxiety, and substance use (2). 

For mHealth to be effective for African American 
young adults, it is important that these applications are 
culturally-adapted to incorporate the unique sociocultural 
risk and protective factors that influence mental health for 
this population. Two such sociocultural factors that have 
a large impact on the mental health of African American 
young adults are experiences of racial discrimination and 

racial identity beliefs. For instance, perceived experiences 
of discrimination are linked to psychological distress (3).  
Yet, not all African Americans who experience racial 
discrimination are impacted in the same way, and research 
has shown that racial identity can both protect against 
experiences of racial discrimination (4,5), as well as promote 
better psychological outcomes (6).

There is an urgent need for mHealth technology for 
mental health symptoms for African American young 
adults. It is imperative that these technologies are culturally 
adapted so that they address sociocultural factors such as 
racial discrimination and racial identity beliefs, especially 
since these factors have been shown to influence perceptions 
of mental health treatments (7). In light of these limitations, 
the current study sought to utilize focus groups of African 
American young adults to inform the development and 
design of future culturally-adapted mHealth applications 
for mental health symptoms.

Background

Barriers to traditional mental health treatments among 
African American young adults
As stated above, there is a large disparity in the access to 
and utilization of effective mental health treatments among 
African American young adults, which may be contributing 
to rising rates of suicide among this group (1,8,9). Prior to 
conceptualizing possible solutions to this health disparity, 
it is important to consider relevant barriers to traditional 
mental health treatments among this population. Of note, 
extant literature suggests that disparities in access to care 
and utilization of effective mental health treatments may 
stem from a variety of factors, including financial factors 
(inadequate insurance, low socioeconomic status), stigma, 
a lack of educational resources about mental health, and 
a lack of minority providers or providers trained to treat 
patients from multicultural backgrounds (8). For example, 
research has shown that discrimination from providers and 
the historical experience of racism have led to a mistrust 
of mental health providers within African American 
communities (1). This mistrust usually manifests in the 
form of misdiagnosis, inadequate treatment, and lack of 
cultural competence by health care professionals. 

In exploring the barriers specific to African American 
young adults, it has been shown that African American 
young adults do not view mental health symptoms as 
chronic, which reduces their likelihood to seek services (10). 
Additionally, African American young adults are also less 
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open to treatment because they believe that they can self-
manage their symptoms (10). Finally, compared to other 
age groups, African American young adults have high levels 
of stigma related to seeking mental health treatment (11). 
Taken together, these barriers to traditional mental health 
treatments highlight the urgent need to explore alternative 
methods to deliver effective mental health treatments to this 
population.

The promise of mHealth technologies
mHealth technologies may transform the delivery and 
utilization of mental health services and address disparities 
in mental healthcare among African American young adults. 
Research has shown that mHealth technologies have now 
been utilized in a variety of health contexts (e.g., diabetes 
management) (12) and have shown positive outcomes (13). 
Research has also begun to highlight how mHealth may 
transform mental health service delivery (14,15) and can 
lead to additional benefits when compared to traditional 
therapy (16). In fact, in the past decade, several efforts have 
been made to use mHealth to address negative mental 
health symptoms such as depressive symptoms, substance 
use, and bipolar symptoms, or to promote psychological 
well-being, such as improved coping strategies and 
mindfulness (17-21). For instance, Reid and colleagues (20)  
designed an mHealth intervention for mental health 
symptom assessment and management for adolescents and 
young adults. In their randomized control trial, they found 
that the mHealth application led to significant reductions in 
depression, anxiety, and stress symptoms when compared to 
an attention control group (20). 

Since then, meta-analyses have shown that mHealth 
for mental health can effectively reduce symptoms related 
to depression, anxiety, and substance abuse (2) as well 
as promote more adaptive mental health practices (i.e., 
mindfulness, meditation) and promote better well-being 
(19,22). In regards to psychotherapy, mHealth for mental 
health can be used in a variety of ways. For example, some 
have used mHealth technologies as an added benefit to 
support and facilitate treatment (23), whereas others have 
used mHealth as the primary intervention for psychological 
symptoms (24). Given that mHealth has been shown to be 
effective for treating psychological symptoms, and given 
the flexibility of its usage, mHealth technologies may help 
to address current disparities in access to and utilization 
of mental health services among African American 
young adults (1,8). Yet, given the associations between 
sociocultural risk and protective factors and psychological 

well-being among this population, it is important that 
mHealth technologies consider how these factors may 
impact the effectiveness and utilization of these products. 

Sociocultural risk and protective factors that influence 
psychological well-being
As stated above, in order for mHealth to be effective, it 
may be important to understand the unique sociocultural 
risk and protective factors (i.e., racial discrimination and 
racial identity, respectively) that influence psychological 
well-being among African American young adults. First, 
offline and online racial discrimination experiences are 
prevalent issues for African American young adults (25,26). 
Studies have shown that African Americans continue to 
experience more racial discrimination than any other 
ethnic/racial group in the U.S. (25). Even more alarming, 
these experiences of discrimination are linked to negative 
psychological outcomes (i.e., decreased self-esteem and 
decreased positive outcomes, increased anxiety, depressive 
symptoms) (3). 

In contrast, racial identity beliefs, or the significance 
and qualitative meaning of race to the self-concept of an 
individual (27), can both protect against these experiences 
of discrimination and promote positive psychological 
outcomes among African American young adults (4-6). 
More specifically, racial identity beliefs, especially positive 
feelings about one’s race, are positively associated with 
academic adjustment, well-being, social functioning, and 
self-esteem, and negatively associated with depressive 
symptoms, externalizing and internalizing problem 
behaviors, and health risk outcomes (6,28). Additionally, 
racial identity pride and belonging may lead to a general 
sense of well-being and buffer against racism for African 
Americans, and reduce distress when one is exposed to a 
negative event that may be a function of discrimination (4).

Limitations of existing research and study rationale

Given disparities in access to and utilization of mental 
health treatments among African American young adults, 
mHealth technology for mental health symptoms may 
address this health disparity. As mHealth technologies are 
developed for this population, it is important that they are 
culturally sensitive to the unique sociocultural risk and 
protective factors (racial discrimination and racial identity 
beliefs, respectively) that influence the psychological well-
being of those who identify as members of this group. For 
example, a study of mHealth created for African American 
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rural families showed that when culturally-adapted mHealth 
technology is designed, it is just as effective as treatment 
as usual. This study also suggested that culturally-adapted 
mHealth may be more effective than traditional treatments 
as racial-ethnic minorities were more likely to use mHealth 
than attend in-person sessions (24).

Even more important, research must understand how 
sociocultural factors may directly impact the utilization of 
mHealth technologies. For example, racial discrimination 
has been linked to higher levels of stigma related to mental 
health treatments, whereas stronger racial-ethnic identity 
beliefs have been linked to lower levels of stigma related 
to mental health treatment seeking (7). Going forward, it 
will be imperative that future mHealth interventions take 
into account the associations between racial discrimination, 
racial identity beliefs, mental health, and mental health 
treatment seeking attitudes. 

Unfortunately, despite the utility of mHealth technologies 
for treating psychological symptoms, African American young 
adults are still underrepresented in mHealth research, despite 
their high ownership of smartphones (29), and their common 
use of smartphones to access the Internet (30). Similarly, 
previous studies of mHealth have centered majority White 
samples (23). Doing so limits our understanding of how 
mHealth should be developed and designed for this group 
to effectively target disparities in access to and utilization 
of mental healthcare. Going forward, it is important for 
researchers to consider methods that incorporate the 
lived experiences of African American young adults (i.e., 
focus group interviews) in the design and development of 
mHealth platforms. This will allow researchers to explore 
and highlight which features and content are relevant to be 
included in effective mHealth interventions for this group. 
Finally, as outlined by Stephan and colleagues (31), mHealth 
development for mental health symptoms should be informed 
by a review of the literature, including a review of current 
mHealth for mental health treatment. Yet, as highlighted 
above, African American young adults are underrepresented 
in mHealth research, so the effectiveness and acceptability of 
current mHealth options for psychological symptoms among 
this group is unknown. Moving forward, researchers should 
explore if current mHealth technologies for mental health are 
acceptable for this population in an effort to assess if there is 
an urgent need for novel, culturally-adapted applications. 

Current study objective

The current study addresses an important gap in the 

literature by utilizing focus groups of African American 
young adults to inform the future development and design 
of culturally-adapted mHealth applications for treating 
mental health symptoms. The study utilized a mixed-
methods approach, in that quantitative (i.e., surveys) 
and qualitative (i.e., focus groups) methods were used to 
explore the research questions of interest. With regard to 
the quantitative methods, the current study explored the 
associations between racial discrimination, racial identity, 
and attitudes regarding utilizing mHealth interventions. 
Based on prior studies (4-6,25,26), it was expected that 
there would be positive associations between racial 
discrimination, racial identity, and attitudes regarding 
utilizing mHealth interventions, and negative associations 
between racial discrimination, racial identity, and attitudes 
regarding utilizing mHealth.  

In terms of the qualitative approach, this study explored: 
(I) what are African American young adults’ perceptions 
of the associations between race-related factors (e.g., racial 
identity, racial discrimination, etc.) and their mental health 
and mental health treatment seeking attitudes, (II) what 
features do African American young adults desire within 
culturally-adapted mHealth interventions, and (III) how 
do African American young adults experience and evaluate 
current mHealth options. This study utilized an inductive 
approach to explore themes, which means findings relied on 
the recorded data from the participants, rather than a priori 
assumptions or frameworks (32). 

Researchers have found that the construction of mHealth 
interventions should be a patient-centered process, and that 
mHealth interventions are more successful if the intended 
audience is incorporated in the initial development and design 
process (12). In light of these findings, an important feature 
of this study is that it utilizes a sample of African American 
young adults to inform the development of future mHealth 
applications for treating African American mental health. 

A mixed methods approach is best in that the focus 
group narratives were used to provide a safe space for the 
discussion of experiences of racial discrimination, beliefs 
about racial identity, and how both factors influence mental 
health and mental health treatment seeking attitudes. 
Additionally, focus groups allowed for collaborative 
brainstorming among participants on the most effective 
features to include in an mHealth intervention for African 
American young adults. Next, focus groups allowed for 
active testing and immediate feedback on the utility of 
existing mHealth interventions to assess the utility of the 
creation of novel mHealth applications for this population. 
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Finally, quantitative measures allowed for the objective 
exploration of how experiences of racial discrimination and 
racial identity beliefs influence perceptions of mental health 
treatments via mHealth. 

Methods

Participants

Participants were 38 African American young adults 
recruited from the Chapel Hill, Durham, and Raleigh, 
North Carolina area. To be eligible to participate, 
participants had to self-identify as African American, be 
between the ages of 18 and 25, and have access to and/or 
own a smartphone. Data were collected over a three-month 
period during the summer of 2018. Participants included 
29 women and 9 men, with an average age of 21. Although 
each participant identified as African American, 11 
participants also identified with other ethnic backgrounds, 
such as St. Marteen, Pacific Islander, Nigerian, Liberian, 
Jamaican, and Ghanaian, which represents the heterogeneity 
of the African American experience and perspectives that 
were represented in the study. The majority of participants 
identified their family’s socioeconomic status as Middle 
Class (n=18), followed by Working Class (n=14), and Upper 
Middle Class (n=6). All participants were either in college, 
or had obtained at least a Bachelor’s degree. Finally, all 
participants owned a mobile smartphone and indicated that 
they used mobile applications “several times a day”.

Procedure

The study was conducted in accordance with the Declaration 
of Helsinki (as revised in 2013). The study was approved 
by institutional ethics board of the University of North  
Carolina at Chapel Hill (Ethics Approval No. 18-0915) 
where the research was conducted and informed consent 
was taken from all the participants. Following university 
Institutional Review Board approval, participants were 
recruited via university listservs, word-of-mouth, and social 
media groups (i.e., GroupMe message channels aimed 
at African American young adults in the aforementioned 
areas). Eligible participants were randomized into one of 
twelve mini-focus groups that ranged from three to five 
participants per group. In general, focus groups allow 
researchers to highlight contrasting views within subgroups, 
and they are able to highlight which views are common 
across groups (33). Mini focus groups have the same 

advantages as larger focus group and were chosen as the 
ideal focus group format as they more easily mirror the 
natural dynamics of a conversation between acquaintances 
and allow for more interactions between participants and 
in-depth exploration of complex issues, such as mental 
health (34). Additionally, mini focus groups allow for better 
control of dominating individuals and the probing of less 
responsive group members (34).

All groups were conducted in the UNC Department 
of Psychology and Neuroscience. At each focus group 
session, research assistants led participants through the 
informed consent process, and participants completed 
the quantitative measures via the Qualtrics online survey 
software as they waited for the focus group session to 
begin. The quantitative measures included demographic 
information, as well as surveys that assessed experiences of 
racial discrimination, racial identity beliefs, and attitudes 
towards mHealth technologies for mental health. 

Quantitative measures

Sociodemographic Information
Participants reported sociodemographic data, which were 
used to highlight the characteristics of the participants. 
This information consisted of gender, age, race/ethnicity, 
socioeconomic status, and frequency of mobile-app use. 

Experiences of Racial Discrimination
Experiences of racial discrimination were measured 
using both the Daily Life Experiences Scale (DLE) (35), 
a self-report scale to assess past experiences with offline 
racial discrimination over the past six months (α=0.94), 
and the Online Victimization Scale (36) (OVS; α=0.82) 
which was used to assess past experiences with online 
racial discrimination (ORD) over the past year. The DLE 
subscale is a self-report measure of the frequency and 
bother associated with 18 independent microaggressions 
participants have experienced due to their race on a scale 
from 1 = never happened to 5 = once a week or more. The OVS 
consist of items assessing both vicarious and individual, or 
personally-mediated, experiences of ORD, from 1 = never 
happened to 6 = a daily basis. Previous studies have illustrated 
that both measures have reliable and valid psychometric 
properties within similar samples of African American 
young adults (36-39).

Racial Identity Beliefs
Racial identity beliefs were assessed using a shortened 
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version of the Multidimensional Inventory of Black Identity 
(MIBI-S) (40). Responses on the MIBI-S assess the three 
stable dimensions of Black racial identity put forth by 
Sellers and colleagues (27). Specifically, the Centrality scale, 
which consists of four items, measures the extent to which 
being African American is central to participants’ definitions 
of themselves or self-concept (i.e., “In general, being Black 
is important to my self-image”). Next, the Regard scale is 
composed of two subscales assessing Public and Private 
Regard. The Public Regard subscale consists of four items 
that measures the extent to which participants feel that 
other ethnic/racial groups have positive feelings toward 
African Americans (i.e., “Overall, Blacks are considered 
good by others”), whereas the Private Regard subscale 
measures the extent to which participants have positive 
feelings toward African Americans in general (i.e., “I feel 
good about Black people”) and consists of three items. 

The Ideology scale is comprised of four subscales: 
Assimilationist, Humanist, Oppressed Minority, and 
Nationalist. The Assimilationist subscale, which consists 
of four items, assesses the extent to which participants 
emphasize the similarities between African Americans 
and mainstream American culture/systems (i.e., “Blacks 
should strive to be full members of the American 
political system”). The Humanist subscale, composed of 
four items, measures the extent to which respondents 
emphasize the similarities among individuals of all racial-
ethnic backgrounds (i.e., “Blacks should judge Whites as 
individuals and not as members of the White race”). The 
Oppressed Minority subscale, which also consists of four 
items, measures the extent to which participants emphasize 
the similarities between African Americans and other 
ethnic-racial minority groups (i.e., “The racism Blacks have 
experienced is similar to that of other minority groups”). 
Finally, the Nationalist subscale, which consists of four 
items, measures the extent to which participants emphasize 
the uniqueness of being African American or Black (i.e., 
“Whenever possible, Blacks should buy from other Black 
businesses”). Participants were asked to respond to each of 
the items using a 7-point Likert-type rating scale from 1 = 
strongly disagree to 7 = strongly agree, and previous studies 
have illustrated the construct and predictive validity for the 
MIBI (41). 

mHealth attitudes
To assess participants’ attitudes towards mHealth 
interventions, the primary investigator created a novel 
scale for the purpose of the study (α=0.99). The scale 

consisted of 13 items that assessed three dimensions: 
participants’ attitudes towards mental health and utilizing 
mental health treatment, participants’ attitudes towards 
the appropriateness of utilizing mHealth interventions 
for treating psychological symptoms, and participants’ 
desire for culturally-adapted mHealth interventions for 
mental health. Sample questions included: “It is important 
to offer mental health services through a mobile-health 
app”, “A mobile app would be useful for finding treatment 
and resources for coping with negative mental health 
symptoms”, “My mental health is important to me”, and 
“The African American/Black community would benefit 
from a mobile mental health app geared towards us”. Each 
item was rated on a 7-point Likert scale, from 1 = strongly 
disagree to 7 = strongly agree. 

Qualitative approach

The primary investigator served as the primary focus group 
facilitator, and research assistants served as note takers. 
After introductions and rapport building, the focus groups 
revolved around a variety of topics and the focus group 
facilitator followed a semi-structured focus group guide 
that was created based on the research questions of interest. 
Each primary question was also followed by optional 
probing questions that allowed the focus group leader to 
go more in-depth on topics that of were particular interest 
of the group. The focus group guide included some of the 
following primary questions: 
 What is your perception of mental health and mental 

health treatments?
 What barriers/obstacles get in the way of finding 

help for mental health?
 Have experiences of discrimination been related to 

mental health symptoms for you or someone you 
know?

 If there was an app that promoted mental health in 
African Americans, what kinds of features should it 
have?

Finally, at the end of the focus group, each participant 
evaluated current mHealth applications for mental health 
that were available on the market to assess the need for 
a new, culturally-adapted mHealth intervention for this 
population. Prior to the focus groups, a team of research 
assistants conducted a literature review and review of 
the “Apple App Store” and “Android App Store”. Only 
technologies that targeted mental health and were free 
to use were selected for the initial review process. From 
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there, each research assistant tested each application and 
rated them based on ease of use, relevance to mental health, 
evidence of effectiveness, and cultural relevance. Based 
on these subcategories and total ratings, the following 
applications were selected to use for the focus groups: 
CBTi, Mood Coach, STAIR (all three were selected due to 
high ratings on evidence base and/or ease of use; created by 
the U.S. Department of Veterans Affairs), and the Safe Place 
(selected for high ratings on cultural relevance; created by 
Jasmin Pierre). All four applications were available in the 
“Apple Store”, and eligible participants were instructed to 
download the applications prior to focus group sessions. 
Research assistants ensured that each participant had access 
to each application prior to each focus group, and research 
assistants had back-up hardware with the applications 
accessible if participants were unable to download or access 
the application during the session. Participants were given 
10 to 20 minutes to test each application during focus 
groups, and the final section of the focus group involved 
the participants providing feedback on the applications. 
Examples of the questions used to guide the evaluation of 
these current applications are:
 Which apps did you like the most? The least? Why?
 What features did you like and dislike? 
 What would make the apps more accessible to 

African American young adults?
Sessions lasted on average 90 minutes, and each 

participant was compensated $25 at the end of each focus 
group. The focus group facilitator and research assistants 
debriefed after each focus group session. Each group was 
audio-recorded, and later uploaded to a secure network that 
were later sent to a professional transcription company for 
verbatim transcription. 

Statistical analysis

Quantitative data analysis
The quantitative data were explored primarily through 
descriptive statistics, such as means, standard deviations, 
and correlational analyses. 

Qualitative data analysis
Interpretation of the qualitative data were guided by 
components of thematic analysis by Braun and Clarke (32). 
For instance, we determined the key findings within each 
of the overarching research questions using an inductive 
approach to interpreting respondents’ answers. Additionally, 
we utilized an open coding process as described in studies 

such as Hudson and colleagues (42), and relied on an 
inductive approach to interpret participants’ answers (32).  
For instance, the primary investigator and research 
assistants first reviewed a subset of the transcripts and 
debriefing notes. From there, the team independently 
created notes, highlighted themes and accompanying texts, 
and created an initial codebook and an initial list of codes. 
Codes were created by identifying, coding, and sorting text 
segments into higher order themes based on patterns in the 
data (43). From there, the research team met to compare 
notes and the initial codes and codebook, and resolved any 
discrepancies, disagreements, or new codes that emerged in 
the initial codebook creation process to increase inter-rater 
reliability. As a result, a final list of codes emerged based 
on this team approach, and the first author independently 
coded the remaining transcriptions.

Finally, thematic analysis was used to identify recurring 
themes across focus groups (32). This study utilized an 
inductive approach to explore themes, which means the 
codebook relied on the recorded data from the participants, 
rather than a priori assumptions or frameworks. The 
primary investigator explored overarching themes across 
the focus groups and combined these findings with the 
quantitative data and extant literature to explore the 
meaning of the obtained data (44). More specifically, 
recurrent themes were summarized, revised, mapped, and 
interpreted to explore the research questions highlighted 
above (e.g., what features do African American young adults 
want in a culturally-adapted mHealth intervention).

Results

Quantitative analyses

Offline and online racial discrimination experiences, 
racial identity variables, and attitudes towards mental 
health and mHealth treatment
Quantitative analyses consisted of examining means, 
standard deviations, and correlations among offline racial 
discrimination, individual and vicarious experiences of 
ORD, racial identity variables, and mental health/mHealth 
attitudes (Table 1). On average, participants responded 
that they experienced offline racial discrimination between 
once and once a month over the past six months (M =2.61, 
SD =0.93), and 97.3% of the sample experienced at least 
one instance of offline racial discrimination. In terms of 
individual ORD, participants reported experiencing it 
between never and once over the past year (M =1.71, SD 
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=0.58), and 78.4% of the sample experienced at least one 
instance of individual ORD. In contrast, they reported that 
they experienced vicarious ORD between a few times a 
month and a few times a week over the past year (M =4.20, 
SD =1.21), and 97.3% of the sample experienced at least 
one instance of vicarious ORD.

Regarding racial identity, participants reported high 
levels of private regard (M =6.59, SD =0.67), racial 
centrality (M =6.01, SD =0.73), assimilationist ideology (M 
=5.93, SD =0.84), and nationalist ideology (M =5.31, SD 
=0.70). They also reported moderate levels of oppressed 
minority (M =4.80, SD =0.92) and humanist (M =4.41, 
SD =0.77) ideologies. In general, participants reported 
low levels of public regard (M =3.26, SD =1.01). Finally, 
regarding attitudes towards mental health and mHealth 
treatments, participants reported strong positive feelings 
towards utilizing mental health services (M =6.11, SD 
=0.75), positive attitudes towards using mHealth for 
treating mental health symptoms (M =5.89, SD =0.75), and 
a strong desire for culturally-adapted mHealth technologies 
(M =6.35, SD =0.60).

Next, the associations between racial discrimination 
and attitudes regarding utilizing mHealth interventions 
were explored using zero-order correlations among these 
constructs. Of note, more frequent experiences of vicarious 
ORD were positively associated with a stronger desire for 
culturally-adapted mHealth interventions for mental health 
(P=0.32). Offline racial discrimination and individual 
ORD were not associated with mental health treatment 
seeking attitudes, attitudes towards using mHealth, or 
desires for culturally-adapted mHealth. Next, those who 
felt positively about being African American (i.e., high 
private regard) and those who emphasized the uniqueness 
of the Black experience (i.e., high nationalist ideology) 
were more likely to have positive attitudes towards mental 
health and mental health treatments (P=0.02 and P=0.004, 
respectively). Furthermore, higher levels of private regard 
were associated with more positive attitudes towards the 
appropriateness of utilizing mHealth for mental healthcare 
(P=0.006). Higher levels of private regard, as well as 
nationalist ideology, were also associated with stronger 
desires for culturally-adapted mHealth applications for 
mental health (P=0.05 and P=0.03). Moreover, those 
who emphasized similarities between African Americans 
and mainstream American culture/systems (i.e., high 
assimilationist ideology) also tended to have stronger 
desires for culturally-adapted mHealth applications for 
mental health (P=0.01).

Qualitative analyses

African American young adults’ perceptions of  
race-related factors, mental health, and mental health 
treatment seeking attitudes
The first qualitative research question explored African 
American young adults’ perceptions of the associations 
between their  rac ia l  ident i ty  and experiences  of 
discrimination, mental health, and mental health treatment 
seeking attitudes (Table 2).
Theme one: “Feeling like everyone expects you to fail is 
exhausting”
First, participants described a variety of unique stressors 
that African American young adults face that impact their 
mental health. These experiences included instances 
of microaggressions and interpersonal discrimination 
(e.g., negative classroom experiences with professors and 
peers, police encounters, and discrimination in healthcare 
settings). Focus groups also highlighted experiences of 
vicarious discrimination (i.e., witnessing family members 
experience unfair policing/police brutality, etc.). They often 
noted that these experiences led to increased hypervigilance 
in their daily activities (i.e., being “on edge”), feelings of 
isolation, and other negative emotional reactions (i.e., 
anger, sadness, frustration). Additionally, participants noted 
that negative societal standards or stereotypes of what it 
means to be an African American have negatively impacted 
their mental health. They discussed their awareness of 
historical oppression and trauma experienced by African 
Americans, intersecting negative experiences between their 
racial, gender, and/or sexual identities (i.e., experiencing 
the “strong black woman stereotype”, experiencing both 
racism and homophobia), as well as “tokenism” (i.e., having 
to represent “all black people” in academic or professional 
spaces). Similarly, participants noted how expectations about 
how African Americans should cope with stress impacts 
their psychological well-being. For example, participants 
described notions of a “forced resilience”, or being expected 
to “push through” or cope with stress without succumbing 
to it (i.e., “You don’t cry, you just bite the bullet”), and these 
beliefs were related to treatment seeking attitudes:

Participant 7: Yeah I think it’s just all about not showing 
any vulnerabilities in the black community and just trying to 
set yourself up for or make yourself seem stronger than you 
actually may be. Which may be detrimental in the long run 
because if you don’t seek help when you need it the most, 
then you’re gonna become even more vulnerable than you 
are once you started experiencing any mental health issues. 
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Table 2 Overview of themes related to African American young adults’ perceptions of race, race-related stressors, mental health, and mental 
health treatment seeking

Themes Summary

1. “Feeling like everyone expects  
you to fail is exhausting”

Participants described the myriad of ways that social and cultural stressors and 
expectations that are unique to African Americans lead to psychological distress, 
maladaptive coping symptoms, and feelings of isolation

2. “Being Black is lit” Participants described the ways in which experiences of discrimination and social 
support from same-race peers can lead to increased feelings of racial pride. They also 
described that positive racial identity beliefs are linked to overall psychological well-
being. Finally, participants highlighted that social support and a strong connection 
to same-race peers may also influence positive attitudes towards mental health and 
seeking mental health treatments

3. “Drink Tea and Pray” Participants highlighted how a lack of education around mental health and mental 
health services has led to a lack of awareness and understanding about mental health 
and mental health treatments, which subsequently decreases the likelihood of utilizing 
traditional services. More importantly, this lack of education influences maladaptive 
socialization messages received from family members related to how individuals 
understand and cope with psychological distress

4. “Doors are open for White people” Participants described how cultural and structural factors (e.g., reduced stigma, 
increased education about mental health) may contribute to disparities in utilizing 
mental healthcare between White and African American young adults

5. “The only Black person I saw  
was the receptionist”

Participants described how systemic barriers to utilizing mental health services (i.e., 
financial barriers), in combination with a lack of providers of color and perceived lack of 
culturally relevant services, often contributes to decreased utilization of mental health 
services among African American young adults

Participant 8: Yeah, I agree. I think it’s just like, you kind 
of don’t wanna show weakness. You wanna show that you can 
handle yourself and then people kind of take that too far.

Additionally, participants discussed how interracial 
contexts can also negatively impact mental health. For 
example, they discussed the pressure of being minoritized 
or “the only one” in majority White academic and/or 
professional spaces, and the pressure of “having to work 
harder because of being a minority” in majority White 
spaces. More specifically, participants highlighted that 
environments where there is either a lack of community 
for African Americans, or a lack of African Americans 
present, leads to feelings of isolation and exacerbates 
maladaptive mental health symptoms. Taken together, the 
above findings highlight the myriad of ways that social and 
cultural stressors and expectations that are unique to African 
Americans lead to psychological distress, maladaptive 
coping symptoms, and feelings of isolation that may impact 
attitudes towards seeking mental healthcare.
Theme two: “Being Black is lit”
Focus groups also discussed a variety of culturally specific 
protective factors that contribute to the psychological well-

being of African American young adults. Broadly, groups 
discussed how their racial identity and past experiences 
of discrimination has led to a feeling of “resiliency” (e.g., 
feeling optimistic in the face of stressors, increased self-
efficacy as a result of overcoming adversities). They 
described that professional accomplishments contribute 
to increased psychological well-being in that it often 
relates to succeeding despite negative experiences related to 
individual, structural, and cultural racism. For instance, one 
participant stated, “I feel accomplished because there are a 
lot of barriers…I’m in UNC, and I see other black people 
here. It makes me feel proud, I feel even better about 
myself.” Additionally, having various cultural and ethnic 
backgrounds from the African diaspora also contributed 
to positive self-esteem for participants, and many of them 
noted how being a first-generation African or Caribbean 
American, in addition to identifying with African American 
culture, contributed to feelings of increased pride and 
happiness about being Black in this country. 

Focus groups also often discussed how being African 
American allows for opportunities to experience increased 
social support from community spaces, such as from 
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churches or in predominately Black spaces and/or social 
organizations (i.e., feeling connected to other Black young 
adults due to similar cultural experiences, interests, and 
beliefs). For instance, these associations are highlighted in 
this focus group excerpt:

Participant 3: I think just in general the pride in your 
culture and the pride in your family and even though you 
face hardships, the fact that you get through them and have 
community that’s trying to encourage you and build you up 
to get through it together, it’s that sense of camaraderie that 
you get when you walk on a campus like this or NC state or 
anywhere else and you see another face that looks like you. 
It’s just lit. 

Participant 4: It’s lit. 
Participant 3: And we created America, basically.
The protective function of social support also extended to 

seeking mental health treatment. For example, participants 
discussed how they felt as if they received adequate social 
support regarding seeking mental health treatment and 
coping with mental health symptoms from their African 
American young adult peers. They described how friend 
groups offered a “safe space” to show vulnerability. They 
also described being encouraged by their peers, and often 
how friends provided advice and support for seeking mental 
health services when participants felt unable to talk to their 
parents or other older adults. Additionally, participants 
discussed that increased conversations on social media 
platforms among African American young adults have begun 
to reduce their perceived stigma around mental health and 
seeking mental health treatments. Overall, the current 
findings highlight that past experiences of discrimination 
and increased connection and social support from same-
race peers can lead to increased feelings of racial pride or 
positive feelings about being Black, which are also linked to 
overall psychological well-being (i.e., “If you don’t feel good 
about your race, then you can’t be happy”). Additionally, 
social support and a strong connection to same-race peers 
may also influence positive attitudes towards mental health 
and seeking mental health treatments. 
Theme three: “Drink tea and pray”
In terms of how race-related factors negatively impact 
mental health treatment seeking attitudes, focus groups 
discussed a variety of culturally specific barriers to utilizing 
mental health services (e.g., stigma, lack of social support, 
exclusive reliance upon non-medical and/or religious 
solutions, etc.). First, participants described how stigma 
around discussing mental health, both among peers their 
age as well as among their family members, is a factor that 

often led to a reluctance to seek mental health services. 
Second, participants described a general lack of awareness 
about mental health and a perceived lack of need to 
seek mental health services among Black communities 
and families. They described that over time, this lack of 
awareness may lead to decreased utilization of mental 
health services. Importantly, this lack of awareness was 
also associated with a misunderstanding about the nature 
of mental health and mental health services. For example, 
focus groups often highlighted how a lack of education 
about mental health among their parents and older 
African American generations often led to misinterpreting 
the causes or presentation of symptoms as laziness or 
controllable. 

Third, participants described how these factors often 
led to not only decreased utilization of mental health 
resources, but also a perceived lack of social support from 
family members due to them being unaware of signs 
of psychological distress. This was often described as 
“generational differences” in understanding and utilizing 
mental health treatments, such that African American young 
adults felt as if their generation supports mental health 
treatment seeking, but that older generations did not:

Participant 51: Right. It’s never taken seriously with 
the family. As older generation, but yeah, that goes back to 
saying, like, the generational thing. Like, I see now, like, 
our whole- our generation is always on social media, talking 
about mental health and saying how they- giving out tips of 
how they do things everyday and stuff. And, but if you- I do 
that with my family, then it’s like completely weird. 

Participant 32: Yeah. It’s weird because then my parents 
will be like, oh you can share anything with us- 

Participant 51: No, we can’t. 
Participant 32: And be like, “Yeah, not feeling well 

today.” I don’t want to hear it. I’m like, “but well, I tried.” 
Participant 51: (laughs)
Participant 32: (laughs) Like, you know? I can’t like, 

I don’t know. But um, yeah. It’s kind of hard, especially if, 
well, at least I know for my parents specifically, it’s kind of 
just like I think that doesn’t really exist. It’s like oh, it’s all in 
your head, like, you just go do some work. 

Participant 51: Mm-hmm (affirmative). 
Participant 32: Go do some readings. You’ll be fine. 

Think about it later. Then if you just come up and mention 
it again, they’ll just be like, “Oh, you’re complaining.” 
I’ll be like, “Okay, well. I’m done with this conversation. 
(laughs) Okay.” 

Finally, focus groups often discussed a variety of family 
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socialization messages they received growing up about 
mental health that also decreases African American young 
adults’ motivation to seek mental health services. For 
example, participants discussed receiving messages related 
to hiding mental health symptoms to appear strong (i.e., 
maladaptive coping strategies), as well as relying exclusively 
on religious or non-medical interventions to cope with 
mental health symptoms (i.e., “drink tea and pray”). Taken 
together, focus groups often noted how these interactions 
were viewed as non-supportive and ultimately influenced 
by parents’ lack of education about mental health services 
and mistrust of mental health providers. Interestingly, these 
interactions are not specific to young adults from traditional 
African American families, and many first-generation 
African and Caribbean young adults also reported similar 
non-supportive messages and interactions: 

Participant 14: Or like with me, I’m Nigerian and my 
parents are also Nigerian and just the way ... Okay so like 
they relate mental health to being, they call it madness. 

Participant 17: Same in Uganda culture. 
Participant 14: So it’s weird cause if you say if someone 

... they relate it to madness. It’s more of a joke... but it’s just 
weird because then there’s different layers to mental health. 
Kinda like your grandma, like they just brush it aside like, 
“Oh it’s a problem”. But I think with that they think it’s 
crazy, like you can’t control, it is what it is, more of like you 
can’t fix it, you can’t get support…

Taken together, these findings highlight that a lack of 
education around mental health and mental health services, 
which is likely influenced by systemic and structural factors 
that affect both young adults and older generations, has 
led to a decreased likelihood of utilizing traditional mental 
health services. More importantly, it appears that this lack 
of education influences maladaptive socialization messages 
received from family members related to how individuals 
understand and cope with psychological distress, which may 
also impact treatment utilization. 
Theme four: “Doors are open for white people”
Focus groups also highlighted that African American young 
adults are often at a disadvantage when seeking mental 
health services as compared to their White peers. More 
specifically, participants often noted how White young 
adults have increased access to mental health services. For 
instance, participants often discussed that they perceived 
that White young adults and their families/parents 
have more knowledge about mental health services and 
symptoms, and that conversations around mental health 
are not stigmatized within White communities. They 

also perceived that White young adults had more social 
support from others around seeking mental healthcare, and 
more positive attitudes towards utilizing mental healthcare 
services. One participant even highlighted how although the 
rates of psychological distress between African American 
and White young adults are similar, sociocultural barriers 
may lead to current disparities in mental healthcare:

Interviewer: Do you think that mental health is different 
for African Americans than it is for White Americans?

Participant 15: I would probably say, like, the rates for 
African Americans and other races are probably about the 
same or maybe slightly lower, give or take some, but I feel 
like it’s more so the conversation around…mental health 
in African American communities because there’s a huge 
stigma. I feel like often times it’s pushed aside or something 
that’s not discussed, or something, um, that people feel 
like you need to be ashamed of and they see it as a sign of 
weakness, not something that a lot of people go through. 
Um, so I, to answer your question, I don’t think there’s, like, 
a huge disparity. I think it’s just the nature of how we have 
those discussions.

These perceived racial differences may even present 
unique challenges for bi-racial African American young 
adults, as one bi-racial participant noted that when 
discussing mental health problems and treatments, they 
have an easier time receiving social support from their 
White family members as compared to their African 
American family members. Altogether, these findings 
highlight how cultural and structural factors (e.g., reduced 
stigma and increased education about mental health within 
White communities) may contribute to disparities in 
utilizing mental healthcare between White and African 
American young adults.
Theme five: “The only Black person I saw was the 
receptionist”
Finally, participants described a variety of systemic 
barriers to seeking mental health services, such as a lack 
of finances to cover treatment (e.g., costs of sessions 
being too expensive, lack of adequate insurance), and a 
lack of availability of services (i.e., lack of providers in 
predominately Black and/or low-income communities). 
They also described how a lack of therapists of color or 
Black mental health providers is often a barrier to seeking 
mental health services:

Participant 19: There’s a lack of black representation. 
I know at least what I’ve seen as far as reading and seeing 
things on the internet, as far as mental health resources and 
providers, it did seem very whitewashed. I know for me, 
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with mental health, just like with any other health provider, 
I’m going to feel a lot more comfortable if I can go to 
somebody that I know will understand my particular racial 
differences. Sometimes that’s not available. 

Participant 27: And then again, I feel mental health 
is becoming on the forefront now specifically, but it’s 
definitely geared towards white people. So, we’re still being 
felt like we’re on the back-burner, even though it’s prevalent 
now, taking care of your mental health and things.

Even more concerning, when college students knew 
about accessible mental health resources on campus 
(i.e., Campus Psychological Services; CAPS) that they 
could utilize despite the systemic barriers above, they 
often discussed how CAPS was limited for students of 
color. Participants often discussed that they found the 
brief/problem-focused psychotherapy format of CAPS 
unappealing, or that they felt as if CAPS did not offer a 
“safe space” for students (i.e., limited confidentiality given 
the likelihood of being seen by other students/campus 
members). Most importantly, many focus groups noted 
how they did not perceive that CAPS could offer culturally 
relevant services:

Participant 29: Alright, great. I think another main 
barrier is the lack of African Americans in that aspect. It’s 
like, for instance, for me, when I went to CAPS, every 
person I talked to was white. There was not a black person 
except at the reception desk. So like, that might be a barrier 
because I might be trying to talk about something they 
wouldn’t understand, so why would I speak about it if you 
can’t understand, and I actually, like, understand anything 
I’m going through…

Taken together, these findings highlight that systemic 
barriers to utilizing mental health services (i.e., financial 
barriers), in combination with a lack of providers of color 
and perceived lack of culturally relevant services, often 
contributes to decreased utilization of mental health services 
among African American young adults. 

Desired features in culturally-adapted mHealth 
interventions
The second qualitative research question explored the 
features African American young adults desire within 
culturally-adapted mHealth interventions. The focus 
groups also explored desired topics and content related 
to mental health and culture, as well as factors that would 
impact utilization of mHealth interventions (Table 3). First, 
focus groups often highlighted a variety of standard features 
that could be considered interventions for promoting 

adaptive mental health symptoms. For example, they stated 
that they would desire daily inspirational quotes related to 
psychological well-being and/or positive quotes related to 
being African American, the ability to engage in meditation 
and/or deep breathing exercises, minigames related to de-
stressing, and the ability to access forums and/or discussion 
boards to build social support and discuss mental health 
related topics with other African Americans (i.e., often 
described as a “safe space”). Focus groups also discussed 
the desire for a “resource bank” that included coping and 
self-care strategies, psychoeducation about mental health 
symptoms, frequently asked questions about seeking mental 
health treatments, as well as the ability to journal (i.e., 
receiving daily journal prompts). Participants described 
wanting applications to be able to provide a variety of 
recommendations, such as being able to recommend Black 
or culturally-sensitive mental health providers in their area, 
or being recommended media (i.e., music, podcasts, videos, 
etc.) related to increasing their psychological well-being.

Most importantly, focus groups often discussed desiring 
the option to personalize applications, as well as have 
the ability to create and manage a profile. This profile 
would house their recommendations, current treatment 
plans, demographic information, personal preferences 
(i.e., favorite music, movies, television shows, etc.), as 
well as track their progress (i.e., monitoring changes 
in psychological symptoms). Based on their profile and 
how they use applications, participants discussed wanting 
personalized “suggested activities” to promote well-being. 
They also wanted their profile to have the ability to create 
a “support system” within applications, and the ability to 
connect to other users in an effort to create community and 
find social support during periods of psychological distress. 
Finally, participants described wanting to be able to assess 
their “warning signs” (i.e., symptoms of psychological 
distress), so that applications can keep progress of these 
symptoms and recommend interventions (both through the 
application or in the community) if these symptoms became 
severe. 

Focus groups also discussed a variety of features related 
to racial identity that they would want incorporated into 
mHealth interventions. For instance, they discussed desiring 
activities to reaffirm and explore their Black identity (i.e., 
minigames or short readings describing positive qualities 
of the Black experience, positive trends in Black culture). 
Additionally, they discussed desiring content that promoted 
racial identity development, such as positive narratives 
about the meaning of being Black, such as “counter 
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Table 3 Features, preferences, and content for culturally-adapted mhealth interventions

Category Key features/topics/preferences & considerations

1. Desired features Inspirational quotes

Mediation/deep breathing exercises

Minigames

Forums/discussion boards

Resources

Journaling options

Recommendations

Personalization/profile options

Psychological assessments

Racial identity resources

  Racial discrimination resources

2. Desired topics and content Racial identity & race-related stress

Stress & psychological symptoms

Suicide

Bullying, puberty, & self-esteem

Coping with the mental health effects of social media

Coping strategies

Self-care strategies

Communication/destigmatizing strategies

  Religion/spirituality resources

3. Application utilization preferences and considerations mHealth applications should ensure anonymity and confidentiality.

Applications should be able to be used as a primary intervention, as well 
as an adjunct to in-person psychotherapy

Applications should be provided in a variety of software formats (e.g.,  
web-based, iOS, Android, etc.)

mHealth should be useful for both recovering from psychological distress 
and maintaining psychological well-being/preventing serious distress

Moderators should enforce application rules and remove “trolls”

Applications should be free to download

Applications should have the ability to connect to other technologies, but 
have limited social media connections

Developers should use creative strategies to advertise mHealth for mental 
health (e.g., promotional challenges, testimonials/reviews)

Developers can use a variety of strategies to encourage motivation and 
continued use of mHealth (e.g., notifications, novel content, sharing the 
app with others)
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narratives” that would combat the negative stereotypes that 
exist in American culture. Finally, focus groups discussed 
desiring special topics within the forums/discussion boards 
that are related to racial identity and discussing the meaning 
of being Black, and an opportunity to discuss and/or read 
about common experiences that African American young 
adults encounter. Overall, focus groups often discussed how 
racial identity development should be personalized to each 
individual, and often described it as a “journey” or a process 
towards developing a “global identity”, which highlights 
the importance of such applications to take into account the 
heterogeneity among Black racial identity beliefs.

Focus groups also highlighted the need for applications 
to directly provide resources for coping with experiences 
of racial discrimination. For example, groups discussed 
wanting to be able to report instances of individual 
discrimination (i.e., workplace discrimination, online 
discrimination), as well as resources related to obtaining 
legal advice or utilizing interventions for dealing with 
individual and structural experiences of discrimination. 
Additionally, focus groups described wanting resources to be 
better able to “identify” subtle experiences of discrimination 
or microaggressions, as well as content related to 
understanding how experiences of racial discrimination (i.e., 
police brutality) may influence mental health symptoms. 
Finally, participants often discussed how applications should 
be able to help individuals process their emotional reactions 
to experiences of discrimination, provide affirmations (i.e., 
presenting positive quotes related to being Black, such as 
offering positive cultural history facts) after experiences 
of discrimination, and also teach problem-solving skills 
or possible solutions related to encountering future 
experiences of discrimination or microaggressions. 

Desired topics and content
Second, focus groups discussed topics and content that they 
would desire in culturally-adapted mHealth interventions 
for mental health. As noted above, focus groups participants 
desired content related to racial identity and race-related 
stress/racial discrimination. Moreover, participants 
described wanting psychoeducation on daily stressors that 
affect mental health (family/relationship stress, academic 
stress, and the association between stress and mental 
health), as well as common psychological symptoms 
(e.g., anxiety symptoms, depressive symptoms and mood 
disorders, panic attacks, personality disorders, and ways 
to self-assess symptoms responsibly). Given the rising rate 
of suicide among African Americans (1) participants also 

described desiring content related to understanding and 
recognizing suicidality among African Americans. Given 
the age group and the transition between high school 
and college, some focus group participants also described 
desiring contents related to their high school experiences, 
such as coping with bullying (particularly on social media), 
building self-esteem, transitioning through puberty, and 
understanding the effects of social media on mental health. 
Finally, focus groups discussed desiring content related to 
coping with psychological distress (e.g., recovery steps from 
substance abuse or severe depression, self-care strategies), as 
well as content related to self-empowerment (e.g., resources 
related to increasing one’s self-image and self-esteem). 

In regard to how to facilitate adaptive mental health 
practices, focus groups also described a variety of strategies 
that culturally-adapted mHealth should promote. For 
example, they highlighted the importance of promoting 
self-care practices (i.e., increasing one’s self-awareness of 
their mental health symptoms, journaling, and meditation/
mindfulness practices). They also discussed increasing 
communication about mental health among their peers, as 
well as increasing their social support. They also desired 
activities unique to the Black experience to decrease 
psychological distress (i.e., culturally-relevant behavioral 
activation options such as attending a culturally-relevant 
concert). Finally, despite non-supportive family socialization 
messages related to religion noted above, some participants 
did highlight the desire to have content related to using 
religion and spirituality to promote psychological well-
being.

Application utilization preferences and considerations
Next, the focus groups explored factors that would impact 
utilization of culturally-adapted mHealth interventions 
and ways to increase utilization of such technologies 
among African American young adults. For instance, 
participants described the importance of anonymity and 
confidentiality, such that users should have the option to 
hide their profile if they are only interested in browsing 
content or utilizing resources (versus interacting with 
other users in forums, creating a social support network, 
etc.). Additionally, participants described wanting to utilize 
the application flexibly in a variety of ways. For example, 
participants often described wanting to be able to use the 
application both as an individual intervention (i.e., utilize 
resources independent of external psychotherapy), as well 
as an adjunct to treatment (i.e., utilizing resources with the 
guidance of a mental health provider). In line with this, 
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focus groups often described positive attitudes towards 
professional assistance from mental health providers 
when utilizing mHealth interventions. For example, many 
participants often noted that they would desire the option 
to access a “hotline” or have phone sessions with mental 
health service providers during crises or for consultation 
sessions. Additionally, focus groups described wanting the 
format of the application to be flexible, such that it should 
be an application that can be accessed via traditional web 
browsers, as well as an application formatted specifically 
for mobile devices and accessible through services such as 
the Google Play/Apple App Store (formatted for iOS and 
Android mobile devices). 

Focus groups also discussed desiring that such 
applications be used to recover from psychological distress, 
as well as a preventative intervention to maintain/promote 
psychological well-being. Moreover, focus groups often 
described wanting professional “moderators” to monitor 
application usage (i.e., removing/suspending accounts 
that spread false or negative information, facilitating local 
“meet-ups”, monitoring and removing fake profiles). 
Importantly, participants highlighted that in order to make 
such applications accessible to African American young 
adults, these applications should be free to download and 
utilize. Participants also described wanting applications to 
be connected to other mHealth technologies (i.e., FitBit, 
Apple Watch, Calm, fitness trackers, etc.), in an effort to 
better manage their overall well-being. In contrast, they 
discussed wanting limited connectivity to social media 
applications (i.e., Twitter, Facebook, etc.), because of 
concerns related to confidentiality or being harassed due to 
discussing mental health topics. 

Given the variety of barriers to mental health treatment 
seeking among African American young adults, focus 
groups also discussed a variety of ways that culturally-
adapted mHealth applications could be advertised to 
increase their utilization. First, they described advertising 
the application via social media sites. They also described 
how users should be able to advertise the application among 
their own networks (i.e., having the ability to send a link to 
download the application to friends or family members). 
They also desired community demonstration events, such as 
opportunities to interact with these applications on college 
campuses in public demonstration spaces. Finally, they 
described desiring “promotional challenges” to increase 
utilization of applications (i.e., receiving an award after 
utilizing the app for a certain amount of time), as well as 
testimonials and/or reviews from other users. 

Second, focus groups often discussed ways to increase 
motivation to continually engage with culturally-adapted 
mHealth interventions among African American young 
adults. For example, focus groups discussed how receiving 
periodic notifications or “push messages” to open the 
application, utilize self-care strategies, or engage in other 
activities (i.e., mindfulness), would motivate them to engage 
with applications. They also discussed how being able to 
track progress and receive rewards (i.e., reward points, 
“leveling” system, etc.) as they utilize the application over 
time would ensure that they continuously engage with 
such technologies. They also described that increasing the 
appeal of the application, both visual appeal (i.e., enticing 
designs and personalization options), as well as continuously 
updating the application with cutting-edge research on 
African American mental health, would increase motivation 
for utilizing the application over time. Finally, focus groups 
discussed desiring to be able to share the application and 
its content with others in order to increase awareness about 
mental health and mental health treatment seeking to 
further help build a community within the application. 

The evaluation of current mHealth interventions
Finally, focus groups actively tested and evaluated a variety 
of current mHealth interventions for mental health (i.e., the 
CBTi, Mood Coach, STAIR and Safe Place applications), 
and provided their feedback as well as general considerations 
for improving current mHealth interventions (Table 4). 
It is important to note that all interventions received 
both positive and negative feedback, and the purpose of 
participants’ evaluations were to highlight features that 
they found particularly appealing, effective (or in contrast, 
confusing or ineffective). As a result, these user experiences 
may help tailor future mHealth interventions.

Overall, participants across all twelve focus groups 
endorsed liking the Safe Place application the most (twenty-
five references of the “Liked the Safe Place” code), followed 
by the Mood Coach (twenty-two references), and the STAIR 
application (thirteen references). The CBTi application was 
liked the least amount of times (three references). Across 
these applications, focus groups highlighted a variety of 
features that they found appealing or effective. For example, 
they liked having access to inspirational quotes, popular 
media, and community forums/discussion boards (the Safe 
Place). More specifically, the Safe Place often emerged as 
the most liked application due to its cultural relevancy, as 
focus groups often described that the content and design was 
clearly related to Black culture. They also liked the ability 
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Table 4 Participants’ evaluations of current mHealth interventions

Application  
name

Number of positive 
endorsements*

Number of negative 
endorsements*

Positive feedback Negative feedback

CBTi 3 10 Psychoeducation Unappealing layout

Notifications Lack of accountability

Lack of culturally-relevant resources

    No professional assistance

Mood Coach 22 1 Self-assessments Overwhelming

Recommendations Lack of accountability

Appealing layout Lack of culturally-relevant resources

Psychoeducation No professional assistance

Notifications 

  Goal Setting  

The Safe Place 25 5 Cultural relevancy Unappealing layout

Inspirational quotes Overwhelming

Popular media Lack of evidence-based resources/features

Community forums No professional assistance

Recommendations

  Psychoeducation  

STAIR 13 2 Self-assessments Overwhelming

Appealing layout Lack of culturally relevant resources

Psychoeducation No professional assistance

Notifications 

Deep breathing

      Goal setting  

*, endorsements, number of times “liked” or “disliked” was coded for participants’ overall experience/feedback with an application.

to self-assess their psychological symptoms (Mood Coach, 
STAIR), and receive recommendations for both activities 
and interventions (Mood Coach). They also liked having 
the ability to access a recommended list of providers by 
city and state (the Safe Place). Participants often described 
applications’ layouts (i.e., visuals, ease of navigation, clarity 
of content) as appealing factors of applications (Mood 
Coach & STAIR). Additionally, participants highlighted that 
psychoeducation about common psychological symptoms 
(all four applications), the ability to receive notifications 
(Mood Coach, STAIR, CBTi), the ability to engage in deep 
breathing and thought monitoring (STAIR), and the ability 
to set goals and measure progress (Mood Coach & STAIR) 
as positive aspects of the available applications. 

In contrast, participants across all focus groups 
mentioned disliking the CBTi application the most (ten 
references of the “Disliked CBTi” code), followed by the 
Safe Place (five references). Participants described disliking 
the Mood Coach and STAIR applications overall the least 
amount of times (one and two references, respectively). In 
exploring what aspects of these applications participants 
disliked, unappealing layouts (i.e., “appearing bland”, lack 
of color, etc.) emerged as the most common complaint 
(twenty-seven references) for both the CBTi and Safe 
Place applications. They also described that the length and 
quantity of articles on the Safe Place, the tutorial mode 
associated with the Mood Coach, and the quantity of 
activities on STAIR were overwhelming and/or confusing 
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at times. Additionally, they also described desiring more 
accountability from applications (Mood Coach, CBTi), such 
that they felt as if they would not commit to intervention 
plans if there were a lack of notifications, reminders, or 
overall encouragement for engaging with the applications. 

Participants also described that each application lacked 
features that they found desirable. For example, in terms 
of the Safe Place, participants wanted the application to 
incorporate more psychoeducation about serious mental 
illness as well as overall well-being (i.e., relationship health, 
physical health, etc.), the ability to journal, and the ability 
to search through resources. Furthermore, in terms of the 
CBTi, STAIR, and Mood Coach applications, participants 
often described desiring more psychoeducation and content 
relevant to African Americans and the Black experience. 
Finally, participants noted that for all applications, they 
would be more effective if they had the ability to interact 
with professional mental health therapists either virtually 
or through discussion boards/forums. In sum, to further 
improve the tested applications, participants often noted 
that they would either desire that the CBTi, STAIR, and 
Mood Coach applications were more culturally relevant, 
and/or they desired combining the cultural relevance of the 
Safe Place with the evidence-based interventions and visual 
appeal from the other three applications. 

Discussion

Given the disparities in access to and utilization of mental 
health services among African American young adults 
(1,8), mHealth for mental health provides a promising 
opportunity to increase access to and engagement with 
evidence-based mental health services. Though limited, 
technology-based interventions for African Americans 
(i.e., African American parents/families) highlights the 
initial effectiveness and acceptability of mHealth (24). 
Unfortunately, African American young adults are still 
underrepresented in mHealth research (29), which limits 
our understanding of how mHealth should be developed 
and designed for this group. As a result, the current study 
utilized focus groups of African American young adults 
to inform the development of future culturally-adapted 
mHealth applications for treating mental health symptoms. 

Next steps for culturally-adapted mHealth for 
African American young adults

First, in line with extant research (8,45), focus groups 

discussed how systemic barriers specific to African 
Americans (i.e., lack of insurance or ability to afford 
therapy), coupled with a lack of desirable local providers (i.e., 
lack of African American providers or culturally sensitive 
providers), leads to disparities in utilizing mental health 
services. Even more concerning, participants felt as if they 
were at a disadvantage to their White young adult peers, 
given that these barriers do not exist for them combined 
with more positive attitudes towards mental health among 
White young adults (10). As a result, the findings suggest 
that the development of free/affordable, culturally-adapted 
mHealth specifically for African American young adults is 
an urgent need and may help reduce disparities in utilization 
of mental healthcare services. These technologies may also 
build feelings of self-efficacy for coping with psychological 
distress among this population. 

Second, in line with a large body of research (45,46), the 
findings also highlight that a variety of race-related stressors 
lead to psychological distress and influences maladaptive 
coping symptoms among African American young adults. 
The creation of culturally-adapted mHealth interventions 
may provide resources to aid African American young 
adults in coping with these unique stressors (i.e., techniques 
to reduce feelings of hypervigilance after experiences 
of vicarious discrimination). Furthermore, the findings 
highlighted that these stressors also led to feelings of 
“resiliency” and positive racial identity beliefs which were 
related to overall psychological well-being. This may 
be unique to African Americans in this developmental 
period, as young adulthood is a period of increased stress 
for African Americans that is sometimes associated with 
negative outcomes (47), especially given that learning how 
to cope with race-related stress and committing to one’s 
racial identity may be an important task during this period. 
As a result, one of the primary tasks of culturally-adapted 
mHealth interventions for this group should involve 
highlighting these associations and supporting this group 
through this developmental period as they grapple with 
race-related stressors while developing their racial identity. 

Moreover, not only did negative race-related experiences 
increase participants’ connection to their racial group, these 
positive racial identity beliefs also increased their connection 
to other African American young adults. These connections 
allowed for increased perceptions of social support and 
increased positive feelings about mental health treatments. 
In line with these qualitative findings, the quantitative 
results suggested that both private regard (i.e., positive 
feelings about being Black and positive feelings about other 
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Black people) and nationalist ideology (i.e., emphasizing the 
uniqueness of the Black experience) beliefs were positively 
associated with positive attitudes about mental health 
and mental health treatments. Taken together, culturally-
adapted mHealth should also facilitate a “community space” 
or opportunities for young adults to connect with each 
other within applications to further facilitate psychological 
well-being and mental health support.

Additionally, the findings revealed that another key task 
for culturally-adapted interventions will be to increase 
awareness and understanding of mental health and mental 
health treatments. Similar to quantitative studies of 
young adults (10,48), stigma and lack of knowledge were 
barriers to mental health treatment, whereas support 
from friends facilitated mental health treatment seeking. 
In contrast to these previous studies, family interactions 
did not facilitate mental health treatment seeking among 
this sample, and findings highlights intergenerational 
barriers to seeking mental healthcare and receiving social 
support from family members. These barriers are likely 
influenced by cultural factors, given the history of mistrust 
of healthcare providers (1). As a result, within culturally-
adapted mHealth, psychoeducation may help dismantle the 
negative socialization messages about mental health that 
young adults receive from others (i.e., hiding mental health 
symptoms). Additionally, strategies or interventions that 
increase communication between African American young 
adults and their family members about mental health and 
treatments may both help improve perceived social support 
from family members, as well as begin to decrease stigma 
and negative beliefs about mental health among older 
generations. 

Culturally-adapted mHealth versus traditional mHealth: 
features and content

As the survey results suggest, African American young 
adults strongly supported the appropriateness of mHealth 
interventions for treating mental health symptoms, and 
had strong desires for utilizing culturally-adapted mHealth 
applications. These findings are in line with systematic 
reviews of mHealth technology (2), and extends previous 
research in that it is among the first to suggest that African 
American young adults in particular perceived mHealth 
applications as a useful vehicle for seeking mental health 
treatment. More importantly, this further highlights 
how culturally-adapted mHealth may circumvent the 
sociocultural barriers to treatment highlighted above by 

enhancing access to evidence-based monitoring and self-
help for mental health (2). 

Furthermore, the features highlighted above, as well 
as the feedback on current mHealth interventions, should 
guide future culturally-adapted mHealth interventions 
for this population. This is important given that in light 
of the feedback on current mHealth options (i.e., desiring 
more cultural relevancy from evidence-based applications), 
no current free mHealth applications appear to meet the 
needs of African American young adults. Despite this, 
some features currently available within applications are 
in line with what has been found desirable in other studies 
of mHealth, such as the ability to use applications daily, 
the importance of convenience, the ability to view one’s 
progress and track goals, and having an application that is 
easy to use (49-51). Similarly, the negative feedback about 
the tested applications were also in line with findings from 
other studies that highlight undesirable components of 
mHealth, such as the negative perception of applications 
with confusing content or features and a potential lack of 
motivation to engage continually with mHealth. Similar to 
previous studies, having applications connected to online 
social media was also disliked/not desired by participants 
in this study (49). This study extends this research by 
highlighting additional, culturally-relevant features (e.g., 
ability to find African American mental health providers, 
activities that promote racial identity exploration) and 
content (e.g., resources related to coping with racial 
discrimination), that should be in culturally-adapted 
mHealth. These findings also suggest ways to improve 
motivation and engagement among African American young 
adults, such as creating advertisements on social media and 
featuring positive testimonials or reviews from those who 
have used the applications.

Whereas other studies of young adults found that 
aspects such as constant notifications/reminders were 
undesirable (49), this sample encouraged the use of 
reminders to encourage continued engagement with 
applications. Furthermore, previous studies found that 
young healthy adults believe that mHealth should be for 
those in severe distress (49). Yet, in our focus groups with 
exclusively African American young adult participants, 
they highlighted the importance of utilizing mHealth 
to maintain psychological well-being in order to prevent 
severe psychological distress. These positive attitudes 
towards engaging with mHealth may be reflective of overall 
positive attitudes towards mental health and the desire for 
culturally-adapted mHealth given disparities in mental 
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healthcare and a perceived lack of cultural relevancy among 
traditional mHealth offerings. 

The community aspect (i.e., forums and discussion 
boards) was also another desired feature unique to this 
sample. In fact, other reviews of mental health mHealth 
found that users were unwilling to discuss mental health 
topics in community forums (18), but the studies reviewed 
did not include majority African American samples. It could 
be that for African American young adults, given the link 
between social support, connection with same-race peers, 
and psychological well-being, having a community aspect 
should be a key feature of culturally-adapted mHealth 
(with the caveat of respecting users’ anonymity and 
confidentiality). One way this may be accomplished is by 
integrating features common to social media applications 
into mHealth community forums within future applications. 
Others have highlighted that one challenge of mHealth 
is utilizing social media in a way that makes interventions 
more engaging and provides social support, given the 
limited desire of having these applications connected to 
social media (49). The findings from this study highlight 
that a community page that functions similar to social media 
(i.e., “Twitter feeds”, ability to post updates and interact 
with others, etc.) was still desired by participants and may 
be a way to bridge this gap of using social media functions 
to facilitate engagement in mHealth while building 
community among African American young adults. 

Finally, traditional mHealth apps have been shown to 
improve communication between clients and mental health 
providers (21). Specifically, Reid and colleagues (21) found 
that mHealth applications help providers better understand 
clients’ symptoms, aids in tailoring discussions around the 
clients’ presenting problems during consultations/therapy, 
and facilitates the development of rapport. Fortunately, 
the current study findings suggest that African American 
young adults desire professional assistance and the ability 
to communicate with mental health providers while using 
culturally-adapted mHealth applications. As a result, 
culturally-adapted mHealth utilization may actually help 
increase utilization of in-person mental health services  
over time.

Racial discrimination, racial identity, and  
culturally-adapted mHealth

In addition to the utilization factors that focus groups 
discussed that might affect engagement with mHealth, it is 
also important to explore how individual-level sociocultural 

factors (i.e., previous experiences of racial discrimination 
and racial identity beliefs) might affect mHealth utilization. 
For example, existing literature found that more frequent 
experiences of discrimination led to increased stigma 
towards mental health treatment, whereas stronger levels 
of ethnic identity are related to decreased stigma (7). This 
study is among the first to explore how these factors may 
be associated specifically with attitudes towards culturally-
adapted mHealth technologies. In contrast to previous 
literature (7), experiences of vicarious ORD were positively 
associated with a stronger desire for culturally-adapted 
mHealth interventions for mental health. It could be that 
since these experiences are frequent for this sample, and 
since they occur exclusively online, they may influence 
desires for culturally-relevant resources to cope with these 
experiences via mHealth technologies. For example, focus 
groups participants noted how they often received positive 
messages about mental health and seeking mental healthcare 
on social media. In light of this, as African American young 
adults navigate social media, though they are exposed to 
frequent experiences of vicarious ORD, they may also be 
receiving culturally relevant, positive messages about mental 
health and treatments from other African Americans. In 
turn, these experiences on social media may be influencing 
a desire for culturally-adapted mHealth, specifically those 
that address coping with these forms of discrimination. 

Next, higher levels of private regard were associated 
with more positive attitudes towards the appropriateness of 
utilizing mHealth for mental healthcare. Higher levels of 
private regard and nationalist ideology were also associated 
with stronger desires for culturally-adapted mHealth 
applications for mental health. In regards to private regard 
and nationalist ideology, it could be that these beliefs may 
be reflective of having a strong connection to African 
Americans and the Black experience (27) which may be 
related to desiring technologies that are created specifically 
for African Americans, as well as using mHealth to facilitate 
connections to other African Americans. As highlighted 
by the focus groups findings, positive feelings about being 
Black are related to increased feelings of connection to 
other African Americans and positive experiences related 
to receiving social support from other African Americans, 
which may also support why these beliefs are related to 
mHealth technologies. More specifically, other researchers 
have highlighted that online spaces may become “safe 
spaces” to discuss race issues, process race-related stress, 
and effectively serve as an online “safe haven” (52). As a 
result, private regard and nationalist ideology beliefs may 
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be related to strong desires for having a “safe space” within 
culturally-adapted mHealth. 

Finally, although participants only had moderate levels of 
assimilationist ideology (i.e., beliefs related to emphasizing 
the similarities between African Americans and mainstream 
culture), higher levels of these beliefs were also related 
to stronger desires for culturally-adapted mHealth. This 
association may be related to the qualitative findings that 
indicate participants’ perceived disadvantage at being able 
to access mainstream mental health services compared to 
their White counterparts. For example, participants may 
desire using culturally-adapted mHealth to begin to feel 
as equipped to cope with or prevent mental illness as they 
perceive their White peers are. Additionally, it could also 
be that African American young adults desire culturally-
adapted technologies in an effort to feel less isolated as they 
navigate and seek to integrate within predominately White 
spaces.

Limitations and future directions

Though this mixed methods study offered several findings 
that will positively impact the future development of 
culturally-adapted mHealth technologies, a few limitations 
must be noted. 

Regarding the qualitative analyses, the primary author 
coded many of the transcriptions after the team-based 
approach of creating the initial codebook. As a result, we 
are unable to provide data related to inter-rater reliability. 
In terms of the quantitative analyses, given the small sample 
size, it will be difficult to make any substantial inferences 
about the correlational associations, but these exploratory 
findings can begin to establish some preliminary evidence 
for the associations under investigation. Also, the majority 
of participants were African American young adult women, 
so the results presented may be more relevant to culturally-
adapted mHealth with this population. Future studies 
should incorporate more African American young adult 
men into mHealth research. Additionally, participants 
completed quantitative measures (including measures of 
racial discrimination) prior to participating in focus groups. 
On one hand, this may introduce a priming effect given 
that in focus groups, participants were asked to recall 
experiences of racial discrimination and how it affected 
their mental health. On the other hand, previous research 
has indicated that a limitation of self-report measures of 
racial discrimination is that individuals may have difficulty 
recalling these experiences due to the emotional pain of 

racism and subsequent denial of these experiences (53). In 
other words, although the priming effect of completing the 
quantitative measures first may be a limitation of this study, 
it is also a possible strength of the study in that it may have 
also helped participants better recall specific experiences 
of racism prior to focus groups, which contributed to our 
findings. 

Next, usability and acceptance issues are prevalent issues 
for mHealth development (23). Participants in the study 
were college-educated, had access to smartphones and used 
smartphone applications often, and had positive attitudes 
towards using mHealth for mental health. As a result, this 
sample may not accurately represent the beliefs and attitudes 
of other African American young adults. For instance, on 
one hand, young adults from rural backgrounds, or who did 
not attend a four-year college, and/or who use technology 
less often, may have different attitudes towards seeking 
mental health treatments and using mHealth for mental 
healthcare. On the other hand, findings from studies with 
more heterogenous samples may be similar to this one, 
as one qualitative study of community-dwelling African 
American men found that they held positive attitudes 
towards mental health treatment seeking and did not 
perceive stigma as a barrier to help seeking (54). In the end, 
to ensure that culturally-adapted mHealth is designed to 
be effective for all African American young adults, future 
studies are needed with more heterogenous populations of 
African American young adults.

Additionally, as highlighted above, the developmental 
period of young adulthood may be a unique period where 
individuals grapple with racial identity development and 
learning how to cope with race-related stress. Experiences 
during this period may be directly related to desires of 
having access to culturally-adapted mHealth technologies 
to facilitate this developmental process. Going forward, 
future studies should also explore best practices and 
desired features or content that are relevant for designing 
culturally-adapted mHealth for African American children 
and families, as well as older African American adults. In 
line with this, many participants in focus groups highlighted 
how they perceived a need for culturally-adapted mental 
health resources for high school students (i.e., dealing with 
bullying, building a self-esteem prior to college, etc.). 

Finally, the major strength of this study is that it offers a 
variety of implications specific to the development of future 
mHealth technologies, such as specific features, content, 
preferences desired by African American young adults. 
Though the study did not intend to offer recommended 
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next steps for the development of a specific intervention, 
researchers can flexibly integrate the findings from the 
current study with existing frameworks to facilitate the 
development of such technologies (55). In fact, others often 
highlight that the initial phases of mHealth development 
require focus group research with the intended target (55), 
so these findings can be utilized by potential developers 
to facilitate the swift development of culturally-relevant 
mHealth.

Another strength of this study is that it provides 
feedback about the acceptability and usability of current 
mHealth apps for mental health from the perspective Black 
young adults. This can help researchers and developers 
tailor future mHealth interventions for this population. 
Furthermore, it is important to note that of the affordable, 
available mHealth options that exist, very few, if any, 
culturally-adapted mHealth interventions currently exist 
for this group. Even more concerning, research shows that 
there are very few evidence-based mHealth options for 
mental health in general. For example, one previous study 
found that most mHealth applications are not evidence-
based, with their development being driven by commercial 
and economic goals versus scientific contributions (2). 
In fact, at the time of this study, only one free culturally-
adapted mHealth intervention was found available online 
(i.e., the Safe Place). Though it is culturally relevant, it is 
unclear if it was developed to incorporate evidence-based 
interventions or activities. In support of this observation, 
findings often highlighted how African American young 
adults desired for the Safe Place to incorporate more 
evidence-based resources and features that were found 
in apps such as the Mood Coach and STAIR (which are 
applications designed from evidence-based resources by the 
U.S. Department of Veteran Affairs). Taken together, there 
is an urgent need to not only design culturally-adapted 
mHealth in line with the recommendations highlighted 
above, but it is imperative that these technologies include 
evidence-based interventions in an effort to positively 
impact current disparities in access to and utilization of 
effective mental health services among this group.

There is also a dearth of information on the effectiveness 
of  evidence-based mHealth interventions (2,56) . 
Studies also show that the effectiveness of technological 
interventions can vary depending on the format of the 
intervention (i.e., videoconferencing has been shown to be 
more effective as compared to online support groups as a 
primary intervention) (56). In light of this, once culturally-
adapted mHealth interventions are created, researchers 

should conduct randomized-control trials to evaluate these 
applications in an effort to improve their effectiveness and 
begin to disseminate the most effective interventions. It is 
important to consider that African American young adults 
in this sample desired for culturally-adapted mHealth to 
have the option to utilize professional assistance (though 
they did not perceive this to be a requirement for mHealth 
to be effective). They also noted that not having this option 
was a weakness of some current mHealth applications. In 
light of this limitation, future research should explore if 
culturally-adapted mHealth as a primary intervention is as 
effective, or even more effective, as compared to culturally-
adapted mHealth that is used in conjunction with a mental 
health provider (51,57). 

Conclusions

In summary, the current study highlights that there is an 
urgent need for mHealth technology for mental health 
symptoms for African American young adults. Given 
the unique sociocultural experiences and barriers that 
impact mental health and treatment seeking attitudes, it is 
imperative that these technologies are culturally-adapted 
so that they meet the unique needs of this population. 
The findings from the current study can be viewed as 
recommendations to effectively design future culturally-
adapted mHealth interventions, with the hope of reducing 
current disparities in the mental health outcomes, as well as 
disparities in the access to and utilization of mental health 
treatments, among African American young adults. 
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