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Abstract

Given current disparities faced by African American families in behavioral health outcomes, the behavioral 
health delivery system does not appear to sufficiently meet the needs of African Americans. Existing research 
has identified a number of structural or systemic barriers that families may face to equitable care. The purpose 
of this article is to provide a critical literature review of structural factors that influence African American 
families’ experiences with the behavioral health delivery system. Particular attention is paid to both historical 
and contemporary context of behavioral health services, with a focus on structural and systemic factors that 
influence design, delivery, and receipt of behavioral health care of African American families. The authors 
provide additional framing for understanding larger system or power dynamics impacting behavioral health care 
through discussion of social determinants of mental health, as well as cultural factors that may influence families’ 
experiences, preferences, and needs. Finally, implications for more equitable responses in the behavioral 
health system for African Americans are presented. These responses include an African-centered approach and 
relationally-focused practices in the behavioral health system through racial equity and social capital. 
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Despite increases in research and evidence-based 
interventions, youth mental health has been in 
decline (Office of the Surgeon General, 2021). 
Behavioral and mental health conditions affect one 
in five children in the United States with significant 
psychological or physical symptomatology (i.e., 
anxiety, depression, ADHD, hyperactivity, learning 
disorders, etc.; Caldwell et al., 2016). Existing 
research indicates 80% of chronic behavioral or 
mental health disorders begin in childhood (Reiss 
et al., 2017). The residual effects of childhood 
behavioral and mental health challenges can 
have adverse effects into adulthood, resulting in 
permanent issues (Bitsko et al., 2022). Such statistics 
are staggering when compounded with the World 
Health Organization’s (WHO) 2018 prediction that 
by 2020, globally, childhood psychiatric (e.g., mental 
illness/mental health) conditions will increase by 
50%. It is important to note this report was released 

prior to COVID-19. Such increases have consistently 
made childhood psychiatric (e.g., mental illness/
mental health) conditions one of the five most 
common causes of mortality and disability among 
children (Agency for Healthcare Research and 
Quality, 2022; WHO, 2001). 

For children struggling with mental or behavioral 
health conditions, unresolved childhood trauma, 
insecurities, and depression may intensify during 
adulthood if healthy coping strategies are not 
integrated while transitioning into adulthood. This is 
particularly true for African American youth who are 
twice as likely to complete suicide as white youth 
(Office of the Surgeon General, 2021). Black youth 
are more likely to receive harsher conduct-related 
diagnoses as compared to white youth, who are 
more often diagnosed with ADHD for behavioral 
challenges (Hoffman et al., 2023). In addition, Black 
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youth are more likely to experience trauma that 
can go undiagnosed or inappropriately diagnosed 
(Akubuiro et al., 2023). Negative experiences with 
or within mental and behavioral health systems 
can come from factors like insufficient access to 
services, living in under-resourced communities, 
stigma toward mental health conditions, or negative 
experiences with providers (e.g., Hoffman et al., 
2023; Rodgers et al., 2022). Consequently, an 
understanding of historical and structural factors 
that contribute to worsened outcomes and racialized 
experiences regarding behavioral and mental health 
service utilization is crucial in addressing the 
needs and well-being of African American families 
(Akubuiro et al., 2023; Thurston & Phares, 2008). 
The purpose of this article is to provide a critical 
literature review of structural factors that influence 
African American families’ experiences with the 
behavioral health delivery system. 

Introduction to Behavioral Health and 
Mental Health and Purpose of Review

Mental health, according to the WHO (2018), “is 
a state of mental well-being that enables people to 
cope with the stresses of life, realize their abilities, 
learn well and work well, and contribute to their 
community.” The American Medical Association 
(2022a) distinguishes mental health and behavioral 
health as distinct experiences. Mental health 
refers to an individual’s emotional, cognitive, and 
psychological capacity, while behavioral health 
is attributed to the individual’s physical response 
to stress and the physical symptoms that may 
occur (e.g., substance use disorders; AMA, 2022). 
Children’s mental health and associated disorders are 
characterized by limited functioning or impairment 
of regulating emotions, learning capability, and 
appropriate behavior conduct (APA, 2022; CDC, 
2025). Mental health disorders in children include 
anxiety, attention-deficit/hyperactivity disorder 
(ADHD), depression, conduct disorder, post-
traumatic stress disorder (PTSD), oppositional 
defiant disorder (ODD), and other behavioral and 
cognitive disorders (APA, 2022). When children 
are unable to regulate their emotions or feel a sense 

of safety or security, they may develop adverse 
behavioral health conditions or behavioral health 
disorders, resulting in learning disorders, substance 
use, underage drinking, self-injurious behavior, and 
other maladaptive behaviors (CDC, 2023).  

Mental health is an important determinant of 
positive relationships within a child’s or adult’s 
environment and a contributor toward overall 
emotional and mental well-being (CDC, 2024; Scott 
et al., 2011). Further, research has found the onset 
of mental health conditions frequently start during 
childhood, which can increase the likelihood of 
physical health challenges, high risk behavior, poor 
social relationships, and decreased psychological 
well-being in adulthood (Schlack et al., 2021; Scott 
et al., 2016). Further, COVID-19 amplified the 
disparities of mental health treatment available to 
racially minoritized populations (Hawks, 2023). 
Understanding these disparities in the context of 
structural racism provides an opportunity to re-
create the future of behavioral and mental health 
treatment. However, there is relatively little research 
that thoroughly addresses emergent trends in mental 
and behavioral health services, and it is clear that the 
needs of African American youth have not been fully 
addressed by the behavioral health delivery system 
(Douglas et al., 2023). 

The purpose of this review is to provide a historical 
and contemporary overview of various structural 
factors influencing the behavioral health system 
and mental health treatment for African American 
families. These barriers include the following: health 
insurance, access to care, and utilization of services; 
social determinants of mental health for African 
Americans; poverty and mental health among 
African American families; cultural considerations 
and mistrust of mental health professionals; and 
inequities in therapeutic relationships. Finally, 
potential equitable responses in the behavioral health 
system for African Americans will be presented. 
These responses include an African-centered 
approach and relationally-focused organizational 
practices in the behavioral health system through 
racial equity and social capital.
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Historical Evolution of U.S. Behavioral 
Health System

The behavioral health system was initiated in 
1992 when SAMHSA was created through the 
reorganization of four separate agencies scattered 
throughout the Public Health Service (National 
Institute of Mental Health, 2015). This reorganization 
moved research to the National Institutes of Health, 
while the treatment of mental health and substance 
use services was consolidated under one general 
system. Under SAMHSA (2020), the Center for 
Mental Health Services (CMHS) is responsible for 
working to increase the quality of and access to 
mental health services. In 2001, David Satcher, who 
was the U.S. Surgeon General, wrote a supplemental 
report titled Mental Health: Culture, Race, and 
Ethnicity that documented the need for Americans 
to utilize evidence-based practices to address 
their mental wellness. The report also recognized 
disparities that existed in access, availability, and 
utilization of formal services by African Americans 
(Satcher, 2001). Lack of access to services created a 
greater disability burden due to unmet needs, thus the 
report implied that it was necessary to recognize the 
role that culture plays in mental health. 

In 2003, the New Freedom Commission on 
Mental Health was established to address nineteen 
recommendations for the mental health service 
delivery system, focusing on the existing continuum 
of services designed using the medical model, 
ranging from deep-end state hospital inpatient care 
to more prevention-oriented services (Hogan, 2003). 
This group reported that services for those with 
diagnosed mental health conditions or disabilities 
appeared fragmented (Hogan, 2003). Despite the 
need for developing mental health services and a 
system of care in 2003, many of the same problems 
exist 20 years later. In fact, disparities not only 
continue to exist but appear to be worsening, 
particularly for racialized youth (Douglas et al., 
2023). 

Trends and Gaps in the Behavioral 
Health Service System for Families in 
the U.S.

Behavioral health relates to how humans react to 
mental health symptoms and a person’s behavioral 
response, while mental health is the biological 
influence upon human thinking and emotions that 
often influence how someone experiences or feels 
when they are navigating mental health challenges 
(Galderisi et al., 2015; Maranda et al., 2022). 
Behavioral health systems most frequently treat 
those who struggle with behavioral health disorders, 
such as substance use disorders (SUD) or process 
addictions (i.e., gambling disorder, compulsive 
gaming disorder, food, sexual compulsive disorder) 
utilizing evidence-based practices (American 
Medical Association, 2022b). On the other hand, 
mental health systems are typically composed of 
medical and healthcare professionals who assess, 
diagnose, prescribe medications, and provide 
psychotherapy. In the United States, the Substance 
Abuse and Mental Health Services Administration 
[SAMHSA] is the governing agency within the 
U.S. Department of Health and Human Services 
established by Congress in 1992 (SAMHSA, 2024). 
SAMHSA is typically responsible for the ongoing 
development of the national behavioral health 
system, as well as promoting the use of effective 
behavioral treatments and mental health services 
within communities. The continuum of care for 
traditional behavioral health treatment services in 
America follows a medical model, and more recently 
with the Affordable Care Act, the medical home 
model (Aletraris et al., 2017; Kuramoto, 2014). 

The medical home model, according to the Agency 
for Healthcare Research and Quality [AHRQ], 
is responsible for five important characteristics: 
(1) comprehensive care; (2) patient-centered; (3) 
coordinated care; (4) accessible services; and (5) 
quality and safety (AHRQ, 2022). This service array 
and treatment process is structured and formal, both 
in the type of practices or treatments as well as in 
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access to care. The framework for the continuum of 
services available in the service delivery model is 
provided through the federal government and then 
implemented at the state level (Wodarski, 2014). 
Every state is required to identify its service array 
and then guide what services should be available 
within the state and how those services should be 
provided. In the state of Florida, the Substance Use 
and Mental Health Program (SAMH) is a service 
provided through the Florida Department of Children 
and Families (DCF, 2023). A gap among existing 
services that needs further development within 
research is that much of what is funded are formal 
services offered in a professional treatment setting 
or driven by a transactional service delivery model 
where payment is often determined by government 
funding and insurance companies. In addition, the 
medical home model can leave children with mental 
health needs at a loss for appropriate service unless 
their provider has a focus or expertise in treating 
mental health conditions (Rast et al., 2023). 

An important and emerging aspect of the behavioral 
health system is the inclusion of peer support, 
which can be described as supportive and trusting 
opportunities for those going through inpatient 
mental health or substance misuse treatment 
performed by individuals with lived experience 
(e.g., sobriety, recovery, completed substance misuse 
treatment, etc.; Chapman et al., 2018; Turpin & 
Shier, 2017). Peer support has been a component of 
substance use treatment for years and was recently 
documented as an evidence-based practice for people 
experiencing mental health conditions, as well as 
other social needs (e.g., child welfare involvement; 
Mental Health America, 2019; Sedivy et al., 2020). 
While family support groups have been added 
to the continuum of services above, peer support 
has not been officially included despite its use 
and availability across the United States (Mental 
Health America, 2019). The primary challenge 
with this service is not the effectiveness but rather 
the successful reimbursement of the service at 
an appropriate and timely reimbursement rate 
(Ostrow et al., 2017; Torres et al., 2020; Wallis et 

al., 2023). Among adults, the value of this service 
has been documented to decrease psychiatric 
hospital admissions, reduce inpatient days, increase 
outpatient treatment, and improve engagement and 
overall quality of life for people experiencing mental 
health conditions (Mental Health America, 2019; 
Scannell, 2021; Torres et al., 2019). Similarly, youth 
peer support models show immense promise, yet 
they lack the level of evaluation to further codify 
federal support and reimbursement, which is a 
significant gap in both practice and research (de Beer 
et al., 2024). 

Barriers to African Americans 
Achieving Equitable Behavioral Health 
Outcomes

According to SAMHSA (2018), mental health 
equity refers to the right for all populations to 
access quality behavioral and mental health care 
regardless of race, ethnicity, socioeconomic status, 
gender, sexual orientation, where someone lives, 
or their social condition. Within the behavioral and 
mental health systems, inequity exists. Prior research 
determined there are a higher number of black 
families of color not receiving quality care versus 
white, non-Hispanic families who are receiving such 
services (Fong et al., 2014; Williams et al., 2020). 
Research has also indicated that African American 
families experience unequal outcomes as a result of 
not receiving such services (Williams et al., 2020). 
Relatedly, others have found that 49% of African 
American families with a child with emotional 
or developmental challenges delayed behavioral 
or mental health services for their youth and 
adolescents (Richmond et al., 2022). Unfortunately, 
despite advances in the quality of healthcare, mental 
health disparities have been documented across 
the United States, particularly among minoritized 
populations and people from low socio-economic 
communities who have less access to healthcare 
and less quality treatment available (Alegria et al., 
2018; Mental Health America, 2023). Exposure 
to historical race-based adversity such as a lack 
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of access to healthcare, education, and economic 
resources results in the socioeconomic disparities 
among African Americans (Mental Health America, 
2023). Research has recognized that socioeconomic 
status is strongly associated with child and adult 
mental health; subsequently, people living in poverty, 
as well as those who are incarcerated or experiencing 
substance use conditions, tend to report poorer 
mental health (Hoffman et al., 2023; Morsy & 
Rothstein, 2019).

Health equity means that people have equal 
opportunity to be as healthy as they can be. It is 
necessary to remove barriers to health. Some of these 
barriers have included poverty, discrimination, lack 
of access to employment, lower quality education, 
unsafe housing, and lack of access to health care 
(Braverman, 2014; Rodgers et al., 2023). In the 
past, African Americans have been derailed from 
seeking treatment and receiving quality health 
care due to lack of information about services, 
confusion regarding the meaning of mental health, 
spiritual reasons, hesitance or lack of ability to 
access behavioral health services, treatment-provider 
bias, and poor quality of care (Kawaii-Bogue, 
2017). This is a complex challenge because African 
Americans have reported similar incidence rates 
of mental health and substance use conditions as 
non-Hispanic White people; however, they have a 
higher prevalence of serious mental health issues 
(NAMI, 2014). Interestingly, the difference can be 
partially attributed to traditional service barriers, 
including longer duration of illness, lower access 
due to transportation and location, lower utilization 
of behavioral health treatment, poor quality of 
care, and complex comorbidities typically seen in 
minoritized and underserved populations (Carpenter-
Song et al., 2011). Broadly, the impact of mental 
health challenges among African Americans are a 
result of structural factors, including the stress of 
culture, racism, poverty, and discrimination as well 
as social determinants of health (Shim et al., 2014). 
Despite gains in understanding and identifying and 
understanding the impact of these structural barriers 
among both adults and youth, there has yet to be 

a groundbreaking solution to address barriers in 
youths’ treatment (de Beer et al., 2024). 

Paying attention to the culture, preferences, and 
beliefs of people experiencing mental health 
conditions is essential to positive outcomes, yet this 
research area has been relatively underexplored for 
African American children and families. Extant 
research has found that mental health disparities for 
African Americans are prevalent and may also be 
a consequence of sub-par services, inexperienced 
providers, and a cultural disconnect on how to treat 
mental health issues among different ethnic groups 
(Smith, 2005; Simmons University, 2017). Thus, 
disparities also exist due to a mental health system 
that is not responsive to the preferences of clients, 
which results in lower quality services (e.g., Le Cook 
et al., 2014; Panchal et al., 2024). Intersectionality 
refers to the way individuals are shaped by and 
identify with an array of cultural, structural, 
sociobiological, economic, and social contexts 
(Howard & Renfrow, 2014). Mental health disparities 
for African Americans are exacerbated when services 
are not aligned or responsive to the intersectionality 
of mental health conditions, social determinants of 
health, systemic racism in health systems, and the 
culture and preferences of African Americans (Smith, 
2020). 

While there are many contributing factors, the very 
nature and institutional structure of the behavioral 
health continuum of care has implications for 
the mental health of African American families. 
Researchers have demonstrated that African 
Americans may not prefer to have their mental 
health needs met in this way, thus perpetuating 
a disparity in accessing services. For example, it 
has been identified that disparities have persisted 
under four target areas: less access to mental health 
services, less likelihood of receiving needed services, 
receipt of lower quality mental health treatment, 
and under-representation of minoritized families in 
research (Satcher, 2001). Thus, African Americans 
are disproportionately impacted by mental health 
conditions partially because there are barriers to 
mental health treatment as well as limited utilization 
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of services (Chang & Downey, 2012; Panchal et al., 
2024). Another potential challenge to successful 
mental health treatment is that African Americans 
have tended to seek assistance with their mental 
health conditions from their primary care providers 
rather than from professionals with mental health 
training; they also lack exposure to more culturally-
responsive mental health care (Snowden & Pingitore, 
2002; Simmons, 2023). Research has indicated 
that there are fewer disparities in mental health 
outcomes when African Americans sought mental 
health treatment from specialized mental health 
professionals, so eliminating barriers to access is 
essential (Rivera et al., 2021; Stockdale et al., 2008).  

Health Insurance, Access to Care, and 
Utilization of Services

A lack of insurance has also been associated with lack 
of access to mental health care (American Psychiatry 
Association, 2017). According to the Agency for 
Healthcare Administration (2013), African Americans 
tend to be insured at a much lower rate than other 
populations, and studies indicate that about 11% 
of African Americans are uninsured compared to 
approximately 7% of non-Hispanic Whites (American 
Psychiatry Association, 2017). While the Affordable 
Care Act of 2010 created an opportunity for parity of 
mental health treatment, not all states implemented 
Medicaid expansion (Snowden, 2012), and for those 
who do not qualify for Medicaid, health insurance 
may be unaffordable. In addition, Medicaid spending 
on behavioral health services for youth has decreased 
(Torio et al., 2015). Even families trying to utilize 
private insurance for mental health treatment may still 
be required to pay a co-payment, which may present a 
financial hardship for adolescents that may keep them 
from seeking services (Kruse et al., 2022). There are 
other disparities in terms of accessibility to mental 
health services as well. Access to treatment is defined 
as the timely utilization of health services to achieve 
the best health outcomes (Snowden, 2012). There 
are several identified barriers to access, including 
financial needs, sociodemographic characteristics, 
and knowledge and beliefs about mental health 
treatment and provider participation (Mendenhall 

et al., 2011; Garney et al., 2021). Interestingly, 
the phenomenon of “uptake” sheds some light on 
sociodemographic characteristics and the knowledge 
and beliefs of African Americans related to access to 
mental health treatment (Gavin et al., 1998). Uptake 
refers to the utilization rates of insurance benefits 
to access services. African Americans historically 
have disproportionately low rates of service 
utilization, regardless of access to benefits and free 
service provision (Snowden, 2012). To get a better 
understanding of how sociodemographic factors 
create a barrier to accessing mental health treatment, 
it is helpful to examine mental health through the 
framing of social determinants. 

Social Determinants of Mental Health

Social determinants of health are defined as 
“conditions in which people are born, grow, live, 
work and age that impact health and well-being” 
(Shim et al., 2014, p. 23). The origins of mental 
health conditions are often biologically determined; 
however, research has demonstrated that modifiable 
social, environmental, and socioeconomic contexts 
also play an important role in a person’s mental health 
functioning (Alegría et al., 2018; Shim et al., 2014; 
Shim & Compton, 2020). Social determinants are 
related to both causation and the course of mental 
health conditions (Kirkbride et al., 2024; Wilkinson 
& Marmot, 2003). A public health approach to 
addressing social determinants of health can focus on 
prevention of mental health conditions by addressing 
the root causes of the societal factors that increase 
individual-level needs and enhance protective factors 
in communities (Marmot et al., 2008; Shim et al., 
2014). 

Social determinants of mental health are created or 
influenced by policies, which impact the opportunities 
available to children and families, the neighborhood, 
environmental surroundings, and the social landscape 
in communities (Compton & Shim, 2015; Shim 
et al., 2014). Examples of social determinants of 
mental health include underemployment, food 
insecurity, poor access to health care, educational 
inequity, poverty, built environments, social isolation, 
housing instability, and adverse life experiences 
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(Compton & Shim, 2015; Shim et al., 2014). 
African Americans are more likely to experience 
socioeconomic disparities, including exclusion from 
health, educational, social, and economic resources 
(Fong et al., 2014; Taylor, 2019). African American 
families with members experiencing behavioral 
health conditions coupled with complex challenges 
(e.g., low socioeconomic status, multi-system 
involvement, limited access to support services) 
reportedly experience poorer mental and physical 
health outcomes (Fitzsimons et al., 2017). However, 
there is even more limited research exploring 
families of children or adolescents navigating 
behavioral health conditions and social determinants 
of mental health. 

Poverty and Mental Health Among African 
American Families
It is beyond the capacity and intent of this paper 
to explore all of the social determinants of health; 
however, socioeconomic status is a relevant 
example of how the social determinants of 
health impact mental health conditions. African 
Americans experience socioeconomic disparities 
due to historical adversity, including slavery and 
race-based exclusion from health, educational, 
social, and economic resources (Burkett, 2017). 
Socioeconomic status is associated with mental 
health, as people who are living in poverty, 
homelessness, incarceration, or have substance use 
conditions are at higher risk for poorer mental health 
(Rostain et al., 2015). Approximately 27% of African 
Americans live below the poverty level compared 
to 10.8% of non-Hispanic Whites (American 
Psychiatry Association, 2017). The poverty rate 
for rural African Americans is 40.6% while non-
Hispanic White families in rural areas have a poverty 
rate of 13.5% (American Psychiatry Association, 
2017). Further, as a result of generational poverty 
and systemic barriers, African American children 
are significantly more likely to live in single-parent 
families and high-poverty neighborhoods (The Annie 
E. Casey Foundation, 2025). Poverty goes hand in 
hand with unemployment, and in 2012, the African 
American unemployment rate was double that of 

non-Hispanic Whites (14% and 7% respectively; 
U.S. Bureau of Labor Statistics, 2013).

Researchers have recognized that poverty is 
associated with higher levels of stress; moreover, 
African American families experience what has been 
coined as ‘culturally bound economic insecurity,’ 
and specifically refers to the fear that families 
experience when their financial circumstances are 
impossible to overcome (Bossert & D’Ambrosio, 
2013). Culturally bound economic insecurity is the 
never-ending sensation that one’s financial situation 
is hopeless or helpless, and this causes a state of 
confusion, poorer mental health, and lower family 
functioning for African American families (Burkett, 
2017). For example, African Americans living below 
the poverty level are three times more likely to report 
serious mental health conditions than those living 
above poverty (NAMI, n.d.). 

When a family is struggling to have their basic 
needs met, accessing mental health treatment is 
not a priority. It has been documented that 64% of 
African American children live in single-parent 
households, which can put them at greater risk 
for poverty, adverse childhood experiences, and 
residential instability (Kids Count Data, 2025). 
Further, lower-income populations have less access 
to high-quality mental and physical healthcare as 
providers are not as present in low socio-economic 
communities (Hodgkinson et al., 2017). Ultimately, 
growing up in poverty greatly impacts healthy child 
development, which can exacerbate mental health 
conditions (Redd et al., 2024). For example, poverty 
increases the likelihood that a child will be exposed 
to elements that will impede brain development and 
result in poor academic, health, and mental health 
outcomes (Redd et al., 2024). Given these outcomes, 
it is important to understand the intersection of 
culture and other conditions impacting mental health 
treatment for African American families. 

Cultural Considerations and Mistrust 
of Mental Health Professionals

There are many cultural considerations to consider 
when looking at the lower utilization of mental 
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health services among the African American 
community, such as the stigma associated with 
mental health conditions, lower health literacy, 
scarcity of culturally competent providers, mistrust 
of the healthcare system, and other societal factors 
(American Psychiatry Association, 2017; Thomas 
& Snowden, 2001). Both structural and institutional 
racism have resulted in historical trauma to many 
African Americans (Burkett, 2017). Historical 
trauma is defined as psychological and emotional 
damage that occurs over the life course and across 
generations, frequently caused by traumatic events 
directed specifically towards one cultural group 
(Mohatt et al., 2014). Historical trauma for the 
African American community has resulted in 
diminished community solidarity, compromised 
mental health and well-being, sustained skepticism 
of formal mental health treatment, and a lack of 
understanding of this complex trauma (Hankerson et 
al., 2022; Scott-Jones & Kamara, 2020). The fear of 
being retraumatized deters some African Americans 
from using formal mental health treatment (Burkett, 
2017). Past research has indicated that skepticism on 
the part of African Americans is a healthy, resilient 
response to the prolonged impact of institutional 
racism; thus, cultural mistrust can be seen as an 
adaptive response (Grier & Cobbs, 1992).

Despite progress made over the years, racism 
continues to have an impact on the mental health 
of African Americans. This historical negative 
treatment has led to the mistrust of professionals, 
many of whom are seen as self-serving by the 
African American community (Pederson et al., 
2025). Commonly, African Americans do not 
want professionals involved in their lives because 
of the perception that intervention by social 
service agencies will potentially lead to punitive 
intervention (Best et al., 2021; Breland-Noble, 
2004; Thomas et al., 2023). For example, policies 
such as mandatory reporting require professionals 
to report potential abuse and neglect to authorities, 
but African American and Black families are 
inequitably reported to hotlines when compared to 
White families (Burkett, 2017). Cultural bias toward 
mental health professionals and systems is often due 

to prior experiences with issues such as historical 
misdiagnoses, inadequate or inappropriate treatment, 
and a lack of cultural understanding from providers 
that inhibits African Americans from accessing care 
(Hatcher et al., 2017). 

There is extensive documentation that African 
Americans struggle to access high-quality and 
effective behavioral health treatment services 
(Summers, 2009). Past research identified that 
professionals’ cultural biases can impact their 
ability to understand the functioning of African 
Americans (Snowden, 2002). When mental health 
professionals do not understand how behaviors are 
different among different cultures, they may function 
on personal assumptions that impact treatment 
(Gopalkrishnan, 2018). The difficulty of diagnosing 
a patient in combination with an ethnic-specific 
expression of the disorder impedes the accuracy of 
diagnosis and translates into decreased treatment 
effectiveness (Payne, 2012). For example, regarding 
depressive disorders, African Americans have been 
seen as more likely to express anger or irritability 
rather than hopelessness or sadness, which is seen 
as more typical in a non-Hispanic White person 
(Hankerson et al., 2015; Payne, 2012). 

SAMHSA (2001) also documented that African 
Americans metabolize medication differently than 
other ethnicities, indicating that they should be 
prescribed lower doses of medication; however, 
research has demonstrated that they are typically 
prescribed higher doses of psychotropic medication. 
Others have identified that African Americans 
have been prescribed off-label medication and 
incorrect medication more frequently than their 
non-Hispanic White counterparts (Carpenter-Song, 
2011). There is a long history of African Americans 
being misdiagnosed with paranoid schizophrenia 
by non-Hispanic White professionals, and research 
has indicated that misdiagnosis has been due to 
racial bias (Snowden, 2002). When treating African 
American youth, interventions tend to be ineffective 
because youth view being prescribed medication as a 
“quick fix” to their complex life challenges (Samuel, 
2015). Parents of African American youth express 
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concern that medicalization of social problems is not 
the solution, but rather the need is for system change 
and cultural sensitivity training for professionals 
(Rostain et al., 2015). Researchers have also 
demonstrated that utilizing only Eurocentric theories 
to explain the behavior of African Americans is 
ineffective and does not value cultural differences 
(Harley et al., 2015).

African American families have reported fear of 
being stereotyped and misunderstood, which leads to 
concerns that the system will not provide appropriate 
care (Lindsey et al., 2006). African Americans have 
reported that they do not receive the same quality 
of care, and doctors have provided less information, 
less supportive talk, and lower clinical performance 
to African Americans (Cooper & Roter, 2003). It 
has also been documented that African Americans 
report problems communicating with mental health 
professionals as a barrier to seeking treatment, which 
can result in receiving substandard care (Newhill 
& Harris, 2007). Alegria et al. (2008) found that 
African Americans with depression had significantly 
lower odds of receiving adequate care compared to 
non-Hispanic Whites with the same diagnosis. In 
addition, results of a national study indicated that 
African Americans reported poorer attitudes toward 
mental health treatment after receiving services 
compared to their attitudes prior to service provision 
(Diala et al., 2000). 

Implications for Behavioral Health and 
Potential Equitable Responses in the 
Behavioral Health System 

The research identified above regarding the mental 
health support preferences of African Americans is 
a critical piece to creating an equitable behavioral 
health system. Some existing frameworks, 
philosophies, and evidence-based practices support 
the identified preferences of African Americans 
and should be incorporated into the development 
of equitable mental health support for African 
Americans.

African-Centered Approach
There is documented research recognizing the 
benefits of applying an African-centered approach 
to mental health for African American youth and 
families (Hatcher et al., 2017). African Americans 
have been known to have deep ties to their cultural 
heritage, traditions, religion, and values passed 
down through generations. The African-centered 
perspective is grounded in the history, culture, and 
spirituality of people of African descent, so it closely 
aligns with these values (Asante, 1990). Asante 
(1998) reported that acknowledging and integrating 
youths’ own experiences and values helps promote 
holistic well-being for youth and promotes self-
efficacy and autonomy. Research has indicated 
that using an African-centered paradigm to guide 
interventions in mental health services is associated 
with more participation of African American youth 
(Kalonji, 2014). A more recent systematic review 
of African-centered interventions for Black youth 
identified benefits for youths’ academic achievement, 
identity, and behavior, despite mixed findings related 
to the rigor of the studies (Lateef et al., 2021). 

The African-centered approach focuses on cultural 
uniqueness, strengths, and community development 
rather than the deficit-based approach utilized in 
most of Western medicine (Graham, 1999). The 
approach was developed in the 1980s and has been 
formalized through the years. The fundamentals of 
the African-centered principles are described below:

•	 Umoja (Unity): This is the foundational principle 
and focuses on togetherness. Unity begins in the 
family, is centered on moral values, and supports 
conflict resolution.

•	 Kujichagulia (self-determination): This reaffirms 
the rights and responsibility of Africans to exist, 
speak their truth and make contributions to 
history. 
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•	 Ujima (Collective work and responsibility): 
Working together to solve common problems. 
African people believe that they are collectively 
responsible for failures, victories, and 
cooperation between families, organizations, and 
communities.

•	 Ujamaa (Cooperative economics): The 
commitment to build and maintain businesses. 
There is a central concept of shared wealth, self-
reliance on community building, and respect for 
work.

•	 Nia (Purpose): The commitment to building, 
developing, and defending our community, 
its culture, and history to regain greatness 
as a people. It is the motivation for African 
Americans to make significant historical 
contributions.

•	 Kuumba (Creativity): The principle relates to 
leaving the community in a better place than it 
was received.

•	 Imani (Faith): Belief and commitment to 
a higher power and ourselves to live in a 
faithful manner recognizing the values to “live 
righteously, self-correct, support, care for and be 
responsible for each other” (Karenga, 1996).

Hatcher and colleagues (2017) outlined various 
Afrocentric principles that can be used to enhance 
mental health services for youth, as well as 
provided case scenarios to demonstrate the use 
and effectiveness of integrating African-centered 
approaches. A specific example of this intervention is 
through a program called Habilitation Empowerment 
Accountability Therapy (HEAT), which has 
primarily been focused on families impacted by 
the criminal justice system (Marlowe et al., 2018). 
HEAT explicitly centers spirituality as a core value 
throughout the program and has had successful 
outcomes as evidenced by substantially higher 
African American rates of drug court graduation 
(Marlowe et al., 2018). The model requires that 
African-centered principles be centered in all work 
with youth and guide cultural interactions (Karenga, 
1996). It has been identified that employing African-

centered principles provides a culturally relevant 
alternative to managing stress in the lives of African 
Americans (Kalonji, 2014). In addition, many of 
the values identified in the African-centered model 
closely align with research around resilience and 
recovery from trauma; for example, having a sense 
of purpose is a predictor of positive mental health 
(Alim et al, 2008). Additional African-centered 
programs showing promising results have included 
pregnancy prevention programming for females 
(Dixon et al., 2000), school and community 
programming to support life skills development 
(Flay et al., 2004), academic success and prosocial 
behavior (Whaley & McQueen, 2004), and a cultural 
knowledge and social skill-building program 
(Whaley et al., 2017). Although some of these 
programs are not explicitly about mental health, they 
each address important aspects of youths’ social 
or physical well-being that influence their mental 
health, self-awareness, and self-advocacy. 

Creating Equity in the Behavioral Health 
System through Racial Equity and Social 
Capital
Racial equity is the condition where one’s racial 
identity no longer influences how one fares in 
society. This includes the creation of racially just 
policies, practices, attitudes, and cultural messages, 
and the elimination of structures that reinforce 
different experiences and outcomes by race (Hawn et 
al., 2020). Health equity is principled in committing 
to eliminate health disparities, which means striving 
for the highest standard of health for all people while 
giving special attention to the needs of those at risk 
based on their social conditions (Braverman, 2014). 
Current policies either create racial inequity or create 
racial equity, and it is necessary to examine and 
evaluate policies and practices in inequitable systems 
to achieve equity. Achieving equity requires a shift 
in thinking from reducing disparities once they exist 
to looking at the policies and practices that created 
the disparity in the first place (Dettlaff et al., 2020). 
It is time to reimagine mental health treatment in 
America from a system with disparate outcomes 
for African Americans to an equitable system that 
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provides mental health treatment and support for 
all those experiencing mental health symptoms. To 
achieve equity, government-funded systems may need 
to reconsider the notion that the only path to mental 
wellness is through a therapist or psychiatrist who 
provides guidance or medication. For example, equity 
could include the use of social support as a buffer 
against mental illness, and policies could reimburse 
for peer support approaches, faith-based support, or 
family-based intervention that engages youth and 
families with people in their communities to support 
them (Gruber, 2020).

When creating equity through social support and 
social capital, it is important to take into consideration 
the actual versus potential resources that are available 
in a community and to address power dynamics 
that affect how individuals can or cannot access 
social capital (Campbell, 2020). For example, not all 
families can afford services, have available time to 
engage in services due to employment or caregiving 
tasks, or would choose treatments that were created 
by outsiders. Identifying and addressing inequalities 
within communities is imperative for social capital 
interventions and health promotion. Phelan et al. 
(2010) warned that developing new interventions 
may increase social inequalities in outcomes, 
even if they improve individual health outcomes 
overall. Interventions should aim to improve mental 
health while also reducing inequalities, and social 
capital interventions should ensure that there are 
no unintended consequences (Umberson & Karas 
Montez, 2010). This can be accomplished through 
a policy that uses a combination of research around 
social capital and the heavy inclusion of community 
participation in the process. For example, inclusion 
of families or older youth who have experienced 
mental health challenges in the planning, analysis, or 
implementation of approaches can provide important 
information on the equity and success of a new 
intervention or program. 

According to the Institute of Medicine’s report 
on youth mental health, to achieve equity, it is 
necessary to prioritize prevention strategies rather 
than continuing to react to mental health issues 
(National Research Council (US) and Institute 

of Medicine, 2009). This shift should include 
tailoring prevention and intervention strategies 
specifically designed for racial/ethnic populations 
that address structural inequalities at the individual, 
organizational, and community levels (Alegria et 
al., 2015). In the William T. Grant Foundation’s 
report on disparities in mental health, they lay out 
a framework for creating equity that includes the 
following: identify specific periods of developmental 
vulnerability and provide support during those times, 
address socioeconomic disparities, address childhood 
adversities, target family-level mechanisms for 
mental health disparities, improve neighborhood 
conditions, reduce neighborhood violence, expand 
access to mental health care and school opportunities, 
and study provider mechanisms of mental health 
disparities (Alegria et al., 2015). It is apparent from 
this list that simply providing mental health treatment 
services will never solve the problem of disparities in 
children’s mental health. The framework alone will 
not address the mental health conditions of children; 
thus, it is not an either-or approach but rather a 
both-and approach that will level the playing field. 
Many of the items mentioned in the framework can 
be addressed by individual-level social support and 
community-level social capital. 

Further, there is documented research focusing 
on models such as structural competency, which 
is designed to promote awareness of forces that 
influence health outcomes at the institutional or 
community level (Metzl, 2014). The argument for 
the model is that if people experience stigma at the 
institutional level rather than only at the individual 
level, these structural causes of stigma must also go 
away at the institutional level. The way to address 
the needed changes is through clinical training at the 
individual, organizational, institutional, and policy 
levels, as well as through neighborhoods and cities 
(Metzl, 2014). Structural competency consists of 
training in five core competencies: recognizing the 
structures that shape clinical interactions; developing 
an extra-clinical language of structure; rearticulating 
“cultural” formulations in structural terms; observing 
and imagining structural interventions; and 
developing structural humility (Metzl, 2014). ■
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