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Introduction

Behavioral health is a broad term which gener-
ally describes the ways in which behavior, health,
and the well-being of the body, mind, and spirit
are connected. Behavioral health services often
encompass treatment, intervention, and preven-
tion of medical diagnoses and disorders such as
substance abuse and other addiction, eating and
drinking habits, and in recent years it includes all
forms of mental health. Considering that 1 in 5
adults in the USA experiences mental illness in a
given year (National Institute of Mental Health
[NIMH], 2016), it is important for mental health
specialists to think critically about the ways in
which behavioral health services are delivered,
particularly to underserved and consequentially
at-risk populations. One such group is African
Americans—who, despite recent attempts to
advance mental health services for ethnic minor-
ity groups, continually receive inadequate and
inferior mental health care.

Though African Americans do not experience
greater prevalence of mental health conditions in
comparison to the rest of the population (Primm,
2006), their mental health symptoms are often
exacerbated by external factors such as discrimi-
nation, homelessness, abuse, trauma, and poverty.
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As such, African Americans disproportionately
represent some of the most vulnerable popula-
tions, including poor, homeless, incarcerated, and
foster care recipients at rates higher than Whites or
any other ethnic minority group (U.S. Department
of Health and Human Services [HHS], 2001).
African Americans also live with experiences of
everyday discrimination and racism which has
negative effects on both their physical and mental
health (HHS, 2001; Jackson et al., 1996; Kwate &
Goodman, 2015). As aresult, they are less likely to
receive care and more likely to endure untreated
symptoms and prolonged suffering.

The USA is now more culturally diverse than
it has ever been and will only continue to become
increasingly so. By 2060, the Black US popula-
tion will increase from the current approximate
41.2 million to 61.8 million, increasing the total
Black population by 1.6% (U.S. Census Bureau,
2016). These statistics point to the urgency of
improving the delivery of behavioral health ser-
vices to ethnic minorities in general, but for the
purpose of this chapter, specifically to African
Americans and people of African descent.

The term African American is most commonly
used to describe people of African descent living
in the USA; however, this group is comprised of
different cultures and origins, and is becoming
increasingly more diverse itself. Other diasporic
groups tend to be more recently included among
Black Americans, such as immigrants, refugees,
descendants of the Caribbean, and African
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nations. So not all Black people are African
American (ethnic group), but all African
Americans are considered Black (racial group).
Because of the pervasive negative stereotypes
about African Americans and the awful cultural
history of subjugation and enslavement, many
Black immigrants are reluctant to identify with
the African American label and feel very distinct
culturally. Many Black immigrants generally
have better mental health than African Americans,
although the longer they live in the USA, the
worse their mental health becomes (e.g., Soto,
Dawson-Andoh, & BeLue, 2011; Williams et al.,
2007). Given the diversity of Blacks in America
and the historical and cultural factors that com-
plicate their mental health and psychiatric experi-
ence, this chapter does not have the means to
address the mental health issues of all Black
Americans. We will be focusing on African
Americans, in reference to people of African her-
itage who reside in the USA and are socialized
into American culture. Correspondingly, non-
Hispanic White people in the USA will be
referred to here as European Americans.

This chapter will highlight the complex influ-
ence of cultural, historical, and experiential fac-
tors on mental disorders in African American
communities. We will begin with a review of dis-
parities in diagnosis and variation of symptom-
atology in several mental disorders among
African Americans in comparison to European
Americans. We will then discuss some of the bar-
riers often present in the face of treatment, and
consider key components for facilitating treat-
ment with African Americans. Next, we will
review practices for increasing clinician efficacy
with African American clients. We will then con-
clude with recommended resources and future
directions that will lead to the delivery of quality
and accessible behavioral health services for
African Americans.

Misdiagnosis and Symptom
Differences

Past and current prevalence rates across various
mental health disorders illustrate both the over
and underdiagnosis of African Americans in

comparison to European Americans (Atkins-
Loria, Macdonald, & Mitterling, 2015). Although
research has indicated few differences in preva-
lence rates, this is likely due to investigative pro-
tocols’ emphasis on precise diagnostics, as
clinical settings show a large gap in race-based
diagnostic disparities. Further research is needed
to determine the extent to which this discrepancy
is due to misdiagnosis or actual variations in psy-
chopathology between racial groups (Liang,
Matheson, & Douglas, 2016); however, numer-
ous social and cultural influences have been indi-
cated as contributors, including differences in
symptom expression (Chapman, DeLapp, and
Williams, 2018). As proper diagnosis is impera-
tive to accessing appropriate treatment, it is
essential that health professionals accurately
identify symptoms and understand social/cultural
impacts on the assessment of disordered symp-
toms in African American clients. The following
sections discuss diagnostic considerations for
disorders in which African Americans are over or
under represented.

Psychotic Disorders

Psychotic disorders are possibly one of the most
studied mental health diagnosis disparities in
African Americans. African Americans may be
four to five times more likely than European
Americans to receive the diagnosis of schizo-
phrenia (DeCoux Hampton, 2007). When severe
mental illness is present, African American youth
in an inpatient setting are more frequently diag-
nosed with schizophrenia (Liang et al., 2016) and
adults are more likely to have their previous diag-
nosis changed to schizophrenia, as well as to
retain the diagnosis after completing care.
Additionally, African Americans born in the USA
are more likely than European Americans to be
admitted to a psychiatric hospital (Snowden,
Hastings, & Alvidrez, 2009), and rates of overdi-
agnosis can increase when African Americans are
assessed by a clinician as opposed to self-report
measures (DeCoux Hampton, 2007). A contribu-
tion to the difference in symptom ratings between
clinicians and patients may be cultural mistrust
or healthy cultural paranoia. African Americans’
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knowledge of historical and current subjugation
and maltreatment in medicine may cause severely
mental ill patients to distrust European American
providers and appear more paranoid to clinicians
(Whaley, 2001; Whaley, 2004); however, it is
important for providers to understand the real-
world context in which cultural mistrust is rooted.
Cases of providers using deception to harm
African Americans are numerous, from kidnap-
ping freed-slaves for experimental dissections to
the continued involuntary sterilization of girls
and women (Suite, La Bril, Primm, & Harrison-
Ross, 2007). The most widely known abuse may
be the U.S. Public Health Service Syphilis Study
at Tuskegee (1932-1972) experiments, in which
physicians mislead African American men with
syphilis about their study participation with the
intention to continually withhold curative treat-
ment so their corpses could be examined (Centers
for Disease Control and Prevention [CDC], 2017,
Hunter & Schmidt, 2010). With collective narra-
tive surrounding recent and long-standing pro-
vider dishonesty, there may be little surprise that
African Americans with severe mental illness
may prefer providers of the same race and have
increased paranoid schizophrenia diagnoses,
even when controlling for symptomology
(Whaley, 2001). Further, experiences of racism
may contribute to the development of psychotic
disorders. A review article by Berger and Sarnyai
(2015) integrated correlational and longitudinal
data demonstrating that experiences of racism
may increase psychotic symptoms in people of
color. This further reflects the importance of cul-
tural perspective in the diagnosis of psychotic
disorders.

Major Depressive Disorder

Major depressive disorder (MDD) may be under-
diagnosed in African Americans, and despite lon-
ger depressive episodes, African Americans
receive less adequate treatment than European
Americans (DeCoux Hampton, 2007; Walton &
Payne, 2016; Williams et al., 2007). Misdiagnosis
and underdiagnosis can be impacted by African

Americans’ underutilization of outpatient mental
health care and increased symptom severity,
including depressive psychosis, upon accessing
inpatient care (DeCoux Hampton, 2007). Poor
provider—client communication could also be to
blame, as clinicians are more likely to downplay
(Das, Olfson, Mccurtis, & Weissman, 2006) or
misattribute African Americans’ mood symp-
toms (i.e., psychomotor retardation mistaken for
loafing; DeCoux Hampton, 2007). African
Americans lowered likelihood of initiating con-
versations about depressed mood and differential
mood symptom expression due to cultural values/
norms may also contribute to diagnostic diffi-
culty (Baker, 2001; Walton & Payne, 2016).
Baker (2001) outlined three differential expres-
sions of depression in African Americans: (1)
“The John Henry doer,” who may work exces-
sively to the detriment of their health due to unre-
alistic standards for self and others, (2) “the stoic
believer” characterized by the minimization of
depressive symptoms due to religious devotion,
and the (3) “angry ‘evil’ one” who exhibits
increased agitation, curtness, and anger, which
may increase clients’ risk of dysregulated or self-
destructive behavior. When assessing depressive
mood symptoms in African Americans, differen-
tial cultural presentations and efforts to improve
communication and validation of symptoms
should be considered.

Although African Americans may minimize
or express depressive mood symptoms differ-
ently, they are equally as likely to mention disor-
dered symptoms within primary care settings as
European Americans. These discussions of
depressive symptoms often surround neuroveg-
etative and somatic symptoms (Das et al., 2006;
DeCoux Hampton, 2007), making it increasingly
difficult and important for clinicians to correctly
identify the physical symptoms of depression in
African Americans. Such symptoms often
reported in African Americans with depression
are reduced appetite, insomnia, psychomotor
impairment, pain, and poor overall health (Das
et al.,, 2006; DeCoux Hampton, 2007). Payne
(2014) conducted a study with 218 licensed
masters-level therapists to understand how client
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race may impact clinicians’ diagnosis. The study
showed clinicians one of four videos, two with
an African American or European American
male client displaying classic depressive symp-
toms, and the other two displaying some of the
aforementioned culturally influenced symptoms
of depression in African Americans. The symp-
toms expressed in all four videos were designed
to meet criteria for MDD only; however, when
clients expressed culturally influenced symp-
toms, regardless of client race, clinicians were
much less likely to diagnose depression (68% vs
15%), and more likely to label symptoms as a
behavior-related, bipolar, or mood disorder NOS
(Payne, 2014). Clinician education in differen-
tial symptom expression is essential for accurate
diagnosis and treatment for depression in African
Americans.

Generalized Anxiety and Panic
Disorder

Anxiety disorders, such as generalized anxiety
disorder (GAD) and panic disorder (PD), are less
frequently diagnosed in African Americans,
although those with a diagnosis may have a lon-
ger duration of illness than European Americans.
This underdiagnosis can be impacted by African
American clients’ discomfort with disclosing
cognitive or emotional symptoms of anxiety due
to cultural mistrust and stigma towards mental
health (Hunter & Schmidt, 2010). However,
much like MDD, African Americans are more
likely to disclose physical symptoms of anxiety
(Hunter & Schmidt, 2010), particularly since car-
diovascular illness, which some anxiety symp-
toms may mirror (Sung et al., 2018), is a prevalent
concern within this community. Misinterpretation
of anxiety symptoms as cardiac illness prevents
clients from receiving effective treatment, and
African Americans’ distress can worsen when
experiencing physical anxiety symptoms, as they
may feel more vulnerable to poor cardiac out-
comes, leading to more anxiety about their health
(Gordon & Teachman, 2008). Like many other
disorders, GAD has been connected to experi-

ences of racism in African Americans (Soto et al.,
2011), as the unpredictable nature of discrimina-
tion may be particularly anxiety-inducing.

Obsessive-Compulsive Disorder

OCD is a quite heterogeneous disorder, and mis-
diagnosis is common among African Americans
because patients who do not meet the most com-
mon OCD presentations (i.e., contamination
fears and overt repetitive checking) may not be
recognized quickly for intervention. Research
has identified symptom dimensions that are simi-
lar to those found in previous studies of predomi-
nantly European and European Americans,
including contamination/washing, symmetry/
perfectionism, doubts about harm/checking, sex-
ual obsessions/reassurance, and aggression/men-
tal compulsions.

African Americans with OCD were more
likely to endorse not being understood clearly as
a primary concern when compared to European
Americans (Williams, Elstein, Buckner, Abelson,
& Himle, 2012). This finding, along with more
commonly endorsed concerns related to contami-
nation, potentially indicates that specific cultural
experiences and values may influence the presen-
tation of obsessive compulsive symptoms in
African Americans. For example, experiences
with disenfranchisement as a result of ethnic and
racial discrimination may further perpetuate anx-
iety about not being heard or understood, while
prejudiced assumptions about the cleanliness of
African Americans may further perpetuate con-
tamination concerns (Williams, Debreaux, &
Jahn, 2016). Additionally, research has shown a
connection between experiences of discrimina-
tion and severity of symptoms (Williams et al.,
2017).

Post-traumatic Stress Disorder
Although African Americans may have a lower

prevalence of anxiety disorders, the National
Survey of American Life (NSAL) found that
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African Americans have a higher prevalence rate
for PTSD, at 9.1% versus 6.8% in non-Hispanic
Whites (Himle et al., 2009). PTSD may be more
disabling for African Americans who experience
significantly more impairment at work and in
carrying out everyday activities (Himle et al.,
2009). African Americans have high rates of
trauma exposure. Half have reported experienc-
ing someone close to them die unexpectedly,
almost half have been victims of assaultive vio-
lence, and nearly one in five has been in a life-
threatening car accident. Males have frequently
been exposed to war-related combat and over a
third have been mugged. Among African
American women, over one in six have been
badly beaten by a spouse, over one in six have
been raped, and one in five has experienced
another kind of sexual assault (Ching, Williams,
& Taylor, 2018).

Experiences with racial discrimination are
another reason African Americans experience
higher rates of PTSD, also termed racial trauma
(Butts, 2002). Common examples include harass-
ment by law enforcement and mistreatment in the
workplace (Williams, Metzger, Leins, & DeLapp,
2018). Racial discrimination is a stressor that
induces distress, frustration, and anxiety,
adversely affects mental and physical health. It
often leads to increases in dysfunctional coping
strategies, such as substance use, isolation, and
risky sexual activity.

Eating Disorders and Obesity

In examining eating disorders in African
Americans, NSAL found that anorexia was a rare
occurrence; in fact, not a single woman met crite-
ria for anorexia in the previous 12 months, and
there were no present or lifetime reports of
anorexia in Caribbean adults in the study. These
findings indicate that African Americans are at
lower risk of anorexia than their European
American counterparts, and Caribbean Americans
are at an even lower risk. However, among those
who did have a diagnosis, the age of onset for

anorexia was lower for African American adults
(14.9 years) in comparison to a similar national
study with primarily European Americans, whose
age of onset was during late adolescence
(18.9 years). It appears that when African
Americans do have anorexia, the age of onset is
lower and the course of the disorder is longer
(Franko, 2007).

These lower rates of anorexia are thought to
be due to African American culture’s reduced
emphasis on thinness operating as a protective
factor, as African American men may prefer
women with curvier figures. Nonetheless,
African American women can still feel social
pressure to be thin. Lifetime prevalence rates
found for bulimia in African Americans is 1.5%
for adults, which is slightly higher than the
national average of 1.0%. The average age of
onset is 19 years, which is the same as the gen-
eral population. Successful prevention efforts
should not focus on body image or disordered
eating directly, but rather address the thinness
ideal indirectly, or focus on promoting healthy
eating in lieu of eliminating unhealthy habits
(Franko, 2007).

Binge eating was the most prevalent eating
disorder among African Americans, with a life-
time prevalence of 1.7%, although 5.1% exhib-
ited some problems with binge eating whether or
not they met criteria for a disorder (Franko,
2007). Among all demographics, African
American women have the highest obesity rates.
African American women struggle more to lose
weight after pregnancy. They also eat fewer
fruits, vegetables, and whole grains, and con-
sume more added sugars, sodium, and calories
from fat when compared to women of other
groups. Further, African American women
engage in less leisure-time physical activity com-
pared with African American men and people of
other racial and ethnic groups. Hair care practices
are a common barrier to physical activity among
African American women, as getting hair wet
through sweating or swimming may necessitate
extra hours for grooming (Agyemang & Powell-
Wiley, 2013).
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Attention-Deficit Hyperactivity
Disorder

African American children are also impacted by
disparities in diagnosis. Attention-deficit hyper-
activity disorder (ADHD) is less commonly diag-
nosed among African American children (Liang
et al., 2016), with one study finding them to be
69% less likely than European American children
to receive the diagnosis (Morgan, Staff,
Hillemeier, Farkas, & Maczuga, 2013). African
American children with an ADHD diagnosis or
symptoms are also less likely to use medications
to manage symptoms (Morgan et al., 2013), even
when controlling for factors such as symptom
severity, comorbid symptoms (i.e., conduct and
oppositional defiant disorder), and household
income (Coker et al., 2016). Being male and
exhibiting problematic externalizing behaviors
increase the odds that an African American child
will receive an ADHD diagnosis (Morgan et al.,
2013), meaning that girls with ADHD and those
with primarily inattentiveness are at risk for a
missed diagnosis.

Autism Spectrum Disorder

African American children with autism spec-
trum disorder (ASD) are more likely to have a
delay in diagnosis than European American chil-
dren, with an average delay of about 1.5 years.
These children were misdiagnosed three-fold
over European American children and were
more likely to have an initial diagnosis of a con-
duct-related or adjustment disorder (Mandell,
Ittenbach, Levy, & Pinto-Martin, 2007). This
delay in identification can be devastating for
long-term outcomes, as early intervention is crit-
ical for optimal language development and
reduced symptom severity long term. African
American parents of autistic children who worry
about healthcare discrimination may encourage
their children to become more independent, and
thus appear higher functioning than they actually
are  (Burkett, Morris, Manning-Courtney,
Anthony, & Shambley-Ebron, 2015). The misin-

terpretation of symptoms, such as externalized
behavioral problems, on the part of parents and
clinicians may also contribute to increased diag-
nosis delay (Burkett et al., 2015; Mandell et al.,
2007). Unfortunately, clinicians’ cultural biases
may lend to the perception that African American
children’s externalizing behaviors are more
important to address, leading to an increase in
the misdiagnosis of ASD as conduct-related dis-
orders (Liang et al., 2016). Research on autism
in African Americans is sorely lacking.

Conduct Disorder

Conduct disorder (CD) is more often diagnosed
in African American populations, particularly in
low-income areas, adolescents, and city residents
(Mizock & Harkins, 2011). Although this overdi-
agnosis is influenced by a number of factors,
there has been insufficient research on the impact
of historical inequity and biased sociocultural
attitudes on overdiagnosis (Atkins-Loria et al.,
2015). African Americans, particularly males are
more likely to be inequitably punished by teach-
ers and targeted by law enforcement, leading to
higher rates of disciplinary actions, delinquency,
and legal problems. Additionally, in impover-
ished neighborhoods, which are disproportion-
ately African American, youth may join gangs for
protection. These type of problems are all part of
the diagnostic criteria for conduct disorder, lead-
ing to inflated prevalence rates among African
American youth.

Across race, a diagnosis of CD can impact
youths’ legal and clinical outcomes, including
more severe sentencing, moving youth cases to
adult courts, and lower provider expectations for
clinical improvement and law-abiding behavior,
which may lead to lower quality treatment
(Atkins-Loria et al.,, 2015; Rockett, Murrie,
Boccaccini, & Deleon, 2007). Outcomes are par-
ticularly disturbing in regards to racial disparities
in CD. Even when symptoms and crimes are
comparable, African Americans are diagnosed
with CD more often than European Americans,
are incarcerated at higher rates, and are more
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likely to have criminal activity accredited to per-
sonality as opposed to situational factors (Bridges
& Steen, 1998; Mizock & Harkins, 2011).
Clinicians may contribute to this disparity when
utilizing risk assessments allowing for subjective
bias, evaluating African American youth with
less regard for environmental factors, using prev-
alence rates among African Americans to inform
a CD diagnosis, and/or having reduced cultural
competence (Mizock & Harkins, 2011). These
disparities in incarceration and quality clinical
care can prevent African Americans from experi-
encing equal juvenile justice outcomes, taking
more years of freedom from African American
youth with a CD diagnosis through increased
prison time, due to lower quality assessments and
legal bias.

Barriers to Treatment
Treatment Issues

Mental health disparities, or unfair differences in
the quality of health care according to race and
ethnicity, are common even when controlling fac-
tors related to accessibility, such as insurance sta-
tus and income (Smedley, Stith, & Nelson, 2003).
Studies show that African Americans often uti-
lize general health services when seeking treat-
ment for mental health concerns, resulting in
inadequate depth and quality of treatment
(Neighbors, Caldwell, & Williams, 2007; Primm,
2006). African Americans may consider a pri-
mary care provider (PCP) more ideal than a men-
tal health specialist, since psychotherapy is often
considered to be something “for White people.”
Seeking behavioral treatment of any kind is
highly stigmatized, and Black culture is generally
socialized against it.

African Americans who overcome stigma
and are able to seek treatment are left to navi-
gate an expensive and fragmented medical sys-
tem with numerous administrative obstacles.
Consequentially, many end up unable to access
the mental health care they need. The insurance
factor is a vital one as it has been shown to have

significant implications on the quality of care
patients receive; patients with public funded
insurance receive a lesser quality of care than
those with private insurance (Smedley et al.,
2003). Coverage for substance use and mental
health services, if included at all, is substan-
tially lower than coverage for other medical ill-
nesses and is significantly more expensive.
Despite the passage of the Affordable Care Act
in 2010, which greatly expanded insurance cov-
erage, barriers remain in both access to and
quality of care; this includes the availability of
culturally informed services. There are not
enough mental health clinicians of color to meet
the needs of the whole African American com-
munity due to disparities in education and
opportunities. African Americans only make up
2% of psychiatrists (Duffy et al., 2004), 6.5% of
psychologists, but 23.5% of social workers
(U.S. Bureau of Labor Statistics, 2018). Thus,
culturally competent care is even more crucial
to improving utilization of services and effec-
tiveness of treatment for African American com-
munities. Services lacking cultural sensitivity
often perpetuate negative stereotypes which can
further stigmatize the act of seeking treatment
(Thompson, Bazile, & Akbar, 2004). This can
make it difficult to connect with mental health
providers and contribute to the notion that men-
tal health care is not relevant to African
Americans.

Cultural mistrust decreases help-seeking
behaviors and lowers participation in treatment.
Within the African American community, cul-
tural mistrust stems from several sources and
includes a widespread lack of cultural compe-
tency among clinicians and therapists (HHS,
2001; Griffith, Johnson, Zhang, Neighbors, &
Jackson, 2011; Williams, Duque, Chapman,
Wetterneck, & DeLapp, 2017). Other factors that
have cultivated mistrust of mental health services
among African Americans are historical and cur-
rent medical and research abuses (Suite et al.,
2007). Mistrust relates to not only events such as
the Tuskegee Syphilis Study but even more recent
publicized abuses such as the Johns Hopkins
Lead Paint Study and Guatemala STD Trials
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(Gamble, 1997; HHS, 2001; Spriggs, 2004),
along with abuses against Black people that
might periodically appear on the evening news.
This cultural knowledge along with ongoing con-
firmation of provider biases in the form of less
respect and microaggressions perpetuate the cul-
tural mistrust and stigma associated with higher
African Americans attrition rates.

Treatment Engagement

Treatment engagement has been noted as a prob-
lem in the delivery of mental health care for
African Americans (Waldrop & de Arellano,
2004). There are several factors that contribute to
low engagement, including perceptions of therapy
as being irrelevant to real-life problems, stigma
and shame, family stressors, and lack of aware-
ness of available resources (Williams, Beckmann-
Mendez, & Turkheimer, 2013; Williams,
Domanico, Marques, Leblanc, & Turkheimer,
2012). Treatment adherence is one area in which
culture, race, and ethnicity have been clearly dem-
onstrated as relevant to treatment success
(Waldrop & de Arellano, 2004). The apparent rel-
evance of treatment approach to problems experi-
enced (such as discrimination, limited access to
resources, or the overlap of treatment content with
the client’s own experiences) will improve client
engagement and adherence. Cultural relevance
has been shown to make a difference with the
retention of information and knowledge (Wilson
& Cottone, 2013), so a culturally informed
approach to treatment is essential not only for the
sake of avoiding attrition but also for ensuring that
the work done in therapy is retained by the client
and put into practice.

Medication Issues

African Americans may avoid care due to nega-
tive or inaccurate health beliefs about psychiatric
medications (Schnittker, 2003). Common fears
about medication are that it will change one’s
personality, cause dependence, and/or lead to

loss of control. These fears may be exacerbated
by the connection to stigmatizing notions about
drugs of abuse and stereotypes about Black peo-
ple as addicts. Further, taking medication may
feel at odds with African American cultural val-
ues surrounding persevering through difficulties,
and thus be considered “taking the easy way out.”
There is an important role for the therapist in
educating African Americans with accurate infor-
mation about medication for mental health condi-
tions. It can be helpful to conceptualize mental
disorders as biological conditions, which can be
helped with biological interventions, such as
medication. Further, therapists can talk to clients
candidly about the pros and cons of therapy with
or without concomitant medication. It should
also be emphasized that for most conditions, such
as depression and anxiety, therapy is likely to be
more effective.

Clinician biases are a major factor in medica-
tion mismanagement for African American
patients. Prescribers tend to underestimate depres-
sion and anxiety in African Americans and fail to
properly medicate for these conditions. Further,
assessments of dangerousness and potential for
violence are overestimated for African Americans,
in accordance with violent and criminal stereo-
types. Black patients are then given higher doses
of antipsychotic medications when compared to
White patients with the same severity of illness
(Woods et al., 2003). As a result Africans are less
likely to receive needed SSRIs and more likely to
be prescribed too much or completely unneces-
sary antipsychotic medications.

This is compounded by the fact that African
Americans, like many other ethnic minorities,
metabolize antidepressants and antipsychotic
medications more slowly than Whites and may
be more sensitive to the medications. This higher
sensitivity is manifested in a faster and higher
rate of response and more severe side effects,
including delirium when treated with doses com-
monly used for White patients (Mufioz &
Hilgenberg, 2006). Thus, African Americans may
exhibit poorer medication compliance, which
then may be misinterpreted as resistance to treat-
ment. This may make the whole process of help
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seeking for mental health care aversive for
patients who may be reluctant to return for
needed assistance. If medications are in fact war-
ranted, this is an important place for the therapist
to intervene. This may include reaching out to the
client’s current prescriber to provide input on
diagnoses or helping the client locate someone
who is culturally competent in working with
African Americans. In such cases, a personal
connection to the prescriber may be important for
success.

Facilitators to Treatment

Providers’ active effort to incorporating facilita-
tors in behavioral health treatment utilization and
retention for African Americans can promote
higher quality access and care. These efforts may
be multifaceted and the opportunity to improve
services can begin with clinicians’ and clients’
initial encounters. African Americans who report
optimistic expectations for treatment are increas-
ingly satisfied with later treatment outcomes.
These positive expectations can be cultivated
when clients know of a loved one who has bene-
fited from treatment, if they themselves have had
affirmative past therapeutic experiences, or if the
clinician instills a sense of optimism (Thompson
et al.,, 2013). When implemented into practice,
the following treatment facilitators may not only
benefit African American clients directly but may
also have a ripple effect, promoting optimistic
expectations in others who interact with your
client.

Provider and Treatment Transparency

Unfortunately, not all clients who access behav-
ioral health services will have positive expecta-
tions of treatment. African American clients, or
caregivers of child clients, may hold negative or
ambivalent beliefs about the efficacy of thera-
peutic interventions; however, clinicians can
facilitate a sense of understanding and transpar-
ency by acknowledging early on that clients may

not feel optimistic (Thompson et al., 2013).
Collaborative therapeutic relationships that
remain authentic and honest can convey to cli-
ents that their needs are being heard and are con-
sidered important (HHS, 2014). Engaging in
open communication allows space for client’s
viewpoints and concerns to be acknowledged
potentially increasing their likelihood of remain-
ing in care (Carpenter-Song, 2010).

It is also vital that, in return, clinicians are
open with African American clients when dis-
cussing treatment approach, timelines, and goals,
as transparency surrounding intentions for treat-
ment can reduce cultural mistrust and provide
additional opportunities for clinician—client col-
laboration. Transparency concerning treatment
goals and planning can encourage collaboration
and shared ownership of the treatment direction,
but it can also encourage treatment retention for
African American clients by clarifying the practi-
cal benefits of treatment. African Americans may
be more likely to end behavioral health interven-
tions prematurely if there is no clear connection
between treatment strategies and their impact on
client’s concerns (Carpenter-Song, 2010). Thus,
communicating clear and definable mechanisms
by which a given treatment can impact real-world
change in client’s symptoms and their personal
circumstances can demonstrate to African
American clients the efficacy and value of thera-
peutic intervention. The benefits of therapy
should not only stress its personal value but also
potential improvements in one’s ability function
in the role of parent, spouse, caregiver, employee,
and friend. Leveraging the importance of one’s
mental health for the collective good can help
defuse the notion that treatment is strictly a per-
sonal, individualistic, and potentially self-
indulgent endeavor.

Emphasizing Biological Factors
for Families

African American clients may benefit from a num-
ber of culturally tailored emphases in treatment.
As with positive expectations potentially having a



120

M. T. Williams et al.

feedback loop effect, unfortunately, this may be
true for negative family interactions in African
Americans with mental illness. African Americans
with OCD report greater occurrences of negative
family interactions, which may be a leading risk
factor to the development and maintenance of
OCD and/or OCD behaviors may contribute to
poorer interactions, as family members may expe-
rience stress and perceive symptoms as unwar-
ranted (Himle et al., 2017). As alluded to
previously, increasing an emphasis on the biologi-
cal factors which contribute to disorders through
psychoeducation may help destigmatize and
reduce tensions within families, by countering the
dominant cultural belief that client self-discipline
can eliminate symptomatology. The conviction
that individual responsibility and self-control are
vital in overcoming behavioral and mood concerns
can undermine African Americans’ reliance on
behavioral health services. The biological basis of
disorders can help counter to this cultural concern
(Carpenter-Song, 2010), so it remains important to
continue fostering a collaborative relationship and
not force this paradigm shift; however, incorporat-
ing a biological emphasis may also provide the
foundation for more understanding among family
members and legitimize the utilization of thera-
peutic interventions. Incorporating psychoeduca-
tion on biological factors in psychopathology can
also illustrate the link between mental and physi-
cal health, which may be particularly salient con-
sidering African Americans likelihood of
experiencing somatic symptoms and worry per-
taining to poor health outcomes (Gordon &
Teachman, 2008).

Sociocultural Considerations

Knowledge and utilization of African Americans’
shared cultural values and experiences can facili-
tate therapeutic growth and alliance when inte-
grated into behavioral health service delivery.
Economic hardship is particularly salient in
African American communities, with average
household incomes more than $20,000 dollars
less than their European American counterparts
(Kawaii-Bogue, Williams, & MacNear, 2017).

Considering income limitations and the insur-
ance barriers previously mentioned, providing
quality care at an affordable price can increase
African Americans access and retention in behav-
ioral health services. Even among African
Americans who can afford care, the perceptions
that treatment might not be valuable may deter
willingness to initiate or remain in therapy.
Implementing low-cost contingency manage-
ment practices for African Americans with higher
levels of distress and symptom severity can
increase treatment retention, without signifi-
cantly impacting institutions or providers
finances (Bride & Humble, 2008; Post, Cruz, &
Harman, 2006).

Emphasizing resilience and positive changes
can also facilitate treatment retention. Stigma
surrounding mental health disorders can be
increasingly salient for African American cli-
ents and can impact feelings of self-worth
(Kawaii-Bogue et al., 2017). Reducing clinical
jargon and terms that may amplify the focus on
deficits by addressing disordered symptoms as
“concerns” or “challenges” can help reduce this
stigma (Carpenter-Song, 2010). Focusing on
clients’ strengths and ability to overcome can
encourage an empowering narrative (HHS,
2014), providing African American clients a
sense of resiliency that may be consistent with
cultural narratives surrounding racial struggle
and triumph. Group treatment for African
Americans may be well positioned to amplify
this effect, as community members can build on
their sense of resiliency through a collective
narrative of empowerment (e.g., Carlson,
Endlsey, Motley, Shawahin, & Williams, 2018).

Treatment Environment

Individuals are part of a larger social context
which contributes to perception of comfortability
and familiarity—significant aspects of the treat-
ment environment. There are many facets to cre-
ating a comfortable space, and these differ by
culture. In terms of creating ambiance, like
everyone else, African American clients want to
be comfortable in the environment. Clinicians
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should always consider the décor of the counsel-
ing facility. Color schemes, music, African
American-based magazines, Afrocentric cultural
office artwork can all be critically important in
making clients feel comfortable and welcome
(Williams et al., 2013). Also consider shifting
context and setting as needed. Therapy can come
in many forms besides conversation or sitting in
an office. Therapists might consider relocating
therapy to other settings that allow the client to
access healing with familiar venues and enjoy-
able activities (Parham, 2002). Such locations
include local churches, community or recre-
ational centers, schools, or favored restaurants.

Considering the importance of the communal
environment in many African American commu-
nities, a therapist providing treatment within those
communities may result in greater treatment ini-
tiation and engagement. Through partnership and
community engagement on the part of the therapist,
local hubs for galvanization and solidarity can
also be an avenue for connecting community
members with more formalized medical treat-
ment. Further, when providing therapy in a com-
munal setting, therapists would likely build a
favorable reputation both with the client and the
community members which can provide the ther-
apist with organic access to the content and func-
tionality of said culture and community. Therapists
should take time to visit African American com-
munities, patronize local businesses, and build a
positive presence in the community.

Increasing Clinician Efficacy

Before working with African Americans, clini-
cians must be willing to examine their own (mis)
perceptions and correct any stereotypical beliefs.
Pervasive negative stereotypes about African
American people include notions such as lazy,
poor, unintelligent, criminal, and sexually preda-
tory/deviant. If therapists believe these stereo-
types, even to a small extent, it will become
evident in the course of conversations and thera-
peutic interventions. For example, if a student is
struggling in school, the therapist may suggest a
tutor (working based on assumptions of decreased
aptitude) when in fact a quiet study area may
actually be what is needed (perhaps the student

lives with extended family and the home too
noisy or distracting). In this case, the therapist
would have been better off taking more time to
understand the problem, rather than jumping to a
solution informed by negative stereotypes. Thus,
it is critical that therapists learn to actively chal-
lenge their biases in this regard.

Building Trust and Rapport

Authenticity is an important virtue in African
American culture. Due to dealing with a lifetime
of covert racism, African Americans are socially
programmed to look for subtle signs that European
Americans are trustworthy, and this may be par-
ticularly relevant in healthcare. Even other people
of color who are part of the greater healthcare
establishment may not be automatically trusted,
as they may be viewed as a tool of the White
establishment. The more genuine and authentic
the therapist is, the better the therapeutic rapport.
If a provider comes across as quiet and distant,
African American clients may assume the thera-
pist is hiding something important from them or
treating them differently due to their race.
Although many therapeutic approaches empha-
size interpersonal distance, a style that includes
openness, warmth, transparency, and mutual vul-
nerability will be more palatable for African
American clients. Consider that therapists are
asking clients who have a history of being
oppressed and betrayed to share personal infor-
mation with a complete stranger. Further, as many
African Americans are coming to therapy often as
a last resort to deal with mental health concerns,
they are often looking for practical solutions to
their problems and may feel like they are in crisis
(whether or not they openly admit to being in such
a state).

As a result, certain types of therapies may be
better suited to African Americans than others.
We strongly recommend behavioral therapy sup-
plemented with functional analytic psychother-
apy (FAP) for African American clients (e.g.,
Graham-LoPresti, Gautier, Sorenson, & Hayes-
Skelton, 2017; Miller, Williams, Wetterneck,
Kanter, & Tsai, 2015), as FAP focuses on cultivating
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an authentic therapeutic connection. Cognitive
therapy may also be helpful, but given the high
potential of inappropriate cognitive restructuring
by therapists unfamiliar with the lived experience
of racism, cognitive therapy should only be
attempted by those clinicians with a very deep
understanding of how racism functions in
American culture. Certainly, non-CBT modali-
ties can be helpful, but the opaque nature of psy-
choanalysis may fuel greater suspicion in African
American clients, and other non-directive
approaches may seem pointless and frustrating to
clients with emergent needs for help.

Cultural sensitivity can be enhanced by
broaching differences early in treatment. Unlike
African American therapists, European American
therapists have more discomfort discussing race
in cross-racial dyads (Knox, Burkard, Johnson,
Suzuki, & Ponterotto, 2003). White therapists
may have difficulty discussing race because it
may not be something they talk about frequently,
but sweeping it under the rug can invalidate cli-
ents’ experiences as a person of color. Raising the
issue of race early in the therapeutic relationship
conveys cultural sensitivity and may address cli-
ents’ concerns about a racially different coun-
selor. For example, a White therapist could say,
“Sometimes clients feel uncomfortable working
with a counselor of a different race; how is this
for you?”

In counseling situations the role of the clini-
cian is guided by a theoretical orientation as
well as the beliefs about how and why clients
will experience some relief and resolution
(e.g., psychoanalysis, interpersonal, CBT). As
you enter the therapeutic relationship, thera-
pists are advised to promote themselves as
vehicle for change rather than the agent of
change, to help clients maintain a sense of con-
trol. Further, African Americans prefer for you
“tell it like it is.” It is important that at the out-
set of therapy, you as a therapist explain what
you are doing and how it will work. If the pro-
cess is mysterious it may generate suspicion
and mistrust. Therapists are expected to use an
array of skills and techniques that are intended
to bring about some desired therapeutic out-

come. The traditional tools you have learned as
a therapist will continue to be useful for
African Americans. However, European
American counselors and therapists working
with African American clients need to bring a
special sensitivity and competence to a thera-
peutic relationship. Work with African
Americans should be culturally specific to
facilitate the process; in other words it will be
helpful to understand cultural values and the
Black experience in America (Parham, 2002).

Therapists should be attentive to the behaviors
they use to build the therapeutic alliance, espe-
cially if they have utilized one set of behaviors
for a long time, these may not be as effective with
African American clients, who may be approach-
ing the situation with caution. The therapist
should openly acknowledge and validate African
American distrust if it is present. Avoid pushing
too hard, seeming interrogative, or premature
interpretations; building trust takes time.

When greeting African Americans, the follow-
ing guidelines can be helpful (Lee & Roberts,
2008). Shaking hands is common practice for
both men and women. Be formal at the beginning
and do not call an African American by their first
name unless the person invites you to do so, as
this could be insulting, particularly for older cli-
ents. Using formal titles, such as “Ms.” or
“Doctor” is a form of respect, and respect is a
critical component of the African American value
system. You can show also respect by saying
something like, “It’s really nice to meet you.” In
terms of personal space, African Americans are
comfortable with closer and less formal dis-
tances, and may only be 1-2 feet away, but you
must establish trust before assuming familiarity
or closeness. Eye contact can be very direct,
especially when speaking but may be indirect
when listening. When building rapport, you can
start with anything you would normally talk
about with other long-established American cul-
tural groups, such as the weather, entertainment,
sports, or local news. Men may not always be
comfortable talking about themselves right away,
so therapists should not be put off if they seem
guarded initially. Although African Americans
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tend to prefer very direct verbal communication,
non-verbal communication is very important and
can convey more meaning than in almost any
other culture, as gestures can be more enthusias-
tic than most non-African Americans are accus-
tomed to. Finally, the African American culture
has a long history of storytelling, so feel free tell
stories to engage clients.

Afrocentric Values

Afrocentric values can help facilitate the treat-
ment process. Afrocentric values should not be
confused with the African American images seen
in the media and commercial music, which
emphasize materialism, commercialized hip-hop,
drug culture, stereotypes, and urban clothing. It is
easy to confuse cultural values and stereotypes.
Remember, pathological stereotypes are over-
generalized or false ideas about a group that is
advanced to justify or explain inequities. Cultural
values, on the other hand, are actual differences
in the beliefs, attitudes, and practices of a particu-
lar group. These represent average differences,
and so obviously, not everyone in a given cultural
group identifies with all of their group’s cultural
values. Even so, most people in that cultural
group will understand and appreciate the differ-
ences, even if they do not adhere to them.

Afrocentrism is rooted in idealized African
values and can be an excellent vehicle for pro-
moting healing in African American clients. In an
Afrocentric worldview, spirituality is a means of
self-definition and a primary coping resource.
Understanding the importance of spirituality
within the African American community is cru-
cial, as the church is a resource for religious, per-
sonal, family, and political support. Therapists
will be viewed as more credible in this commu-
nity if they are competent in religious and spiri-
tual issues. Although not all clinicians are
religious, the goal is to accurately understand
individuals within their cultural context in order
to best deliver culturally informed interventions.

The Afrocentric worldview has been high-
lighted by Parham (2002) as rooted in the follow-
ing understanding:

Self: In contrast to Eurocentric psychological
models of the self that are fragmented (e.g., id,
ego, superego; actions, behaviors, and cogni-
tions), the Afrocentric self is viewed as a uni-
tary, holistic entity, which is a reflection of
one’s inner spirit (i.e., spiritness made
evident).

Feelings: In contrast the notion that maturity
and professionalism require silencing one’s
emotions, an Afrocentric approach values
emotion. Emotions are legitimate, should be
expressed, reflect one’s vitality, and commu-
nicate aliveness. However, many African
Americans have learned to stifle their emo-
tions as a survival mechanism (i.e., “John
Henryism,” and the “cool pose”).

Survival: In contrast to competitive notions
such as “survival of the fittest,” the Afrocentric
worldview values the collective. This is
embodied in the African saying, “I am
because we are, and because we are, I am.”
Language: In contrast to written history, oral
traditions pass down community history,
allowing the living to feel connected to elders
of past. Also, responses are valued after a
statement is made as a recognition of under-
standing (i.e., call-response).

Time: In contrast to the Eurocentric emphasis
on precision, time is not measured through
standard units, but by major life events and
thus can be cyclical across the lifespan as
events are re-experienced (i.e., births, mar-
riages). Time is not treated as currency but an
opportunity for shared experiences.

Universe: In contrast to the notion that our
surroundings are to be controlled, the universe
is viewed as harmonious. Even within the
hierarchy, from God to plants, all beings are
connected.

Death: Death is not seen as an end, but phase
of life. Elders are among the most respected
members and ascend the hierarchy as “living
dead,” gaining immortality through oral
history.

Worth: A person’s value is not how much
wealth they amassed during their lives, but
rather value is measured by the contributions
they have made to the community.
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African American values include optimism,
humor, creativity, resilience, perseverance,
uniqueness, self-expression, healthy skepticism,
being genuine, assertive, and honest. Additional
strengths include the ability to adapt to changing
societal and economic contexts, a strong work
orientation, and drive to “make ends meet.”
Appreciating and incorporating these values into
therapeutic work can be a powerful means of
progress and healing.

Respect Religious and Traditional
Healing Practices

Many types of specialists may be involved in
some facet of a client’s mental health care. These
may include family doctors, psychiatrists, social
workers, clergy, and other traditional healers.
Therapists need to be aware of all the resources
clients access for support to ensure harmonious
and effective treatment while respecting the cli-
ent’s values and culture.

In the face of what may appear to be worries
of a spiritual nature (which may be present
within anxiety, depression, OCD, and psycho-
sis), a religious healer may seem like the most
appropriate person to provide help. Churches
built on African and African American heritage
have historically served as a source for support
and social services, such as alcohol and drug
abuse recovery, health screenings, counseling,
education, and other treatment-oriented pro-
gramming (Blank, Mahmood, Fox, & Guterbock,
2002). As such, African Americans with mental
health concerns may enlist pastors, elders,
priests, prophets, and other religious healers for
prayer, advice, and even “casting out of demons.”
However, sometimes therapists are not in agree-
ment that these type of healers are actually help-
ful, and there may even be a concern that
religious approaches are making symptoms
worse. Given a conflict between a therapist and
clergy, the client will usually side with clergy
and abandon the therapist. Thus, it is better to
collaborate with the religious healer rather than
force the client to make a choice. With the per-

mission of the client, the therapist can reach out
to the religious healer to describe the client’s
problem and their own model for the therapeutic
treatment approach. If the religious healer is
supportive, then that will go a long way toward
helping the client feel motivated to fully partici-
pate in therapy. It can also be helpful for the reli-
gious healer to know what practices, if any, are
counterproductive for the client’s progress
(Williams, Duque, et al., 2017).

Other than mainstream religions, there are
many traditional practices used as ways to con-
nect spiritually, medicinally, and even psychi-
cally. Many immigrants have introduced their
approaches to health and well-being into
Western culture, and so clients may be adher-
ents of alternative traditional medicine. Such
practices may include herbal medicine, Voodoo,
Santeria, and New Age therapies. Therapists
should be prepared to discuss the role of the tra-
ditional healer with their clients. Even if the
therapist feels completely certain the traditional
approach is not helpful, it is important to show
respect for these systems. Indigenous, cultural,
and traditional healing practices are time-hon-
ored methods that many have historically been
used to alleviate both physical and psychologi-
cal problems — sometimes for thousands of
years. Although examples of traditional treat-
ment that have caused harm are frequently cited,
many find these approaches central to their
well-being (Pouchly, 2012).

It is also important to understand that religion
does not cause mental disorders. Even if the cli-
ent’s disorder has religious themes therapists
should be careful not to blame a client’s religion
for symptoms. If the therapist mistakenly thinks
that religion is causing the problem, this may
result in efforts control or suppress the client’s
beliefs to facilitate treatment. This is sure to
undermine trust and empathy, leading to conflict
and drop out. Therefore, the best approach is to
work respectfully within the confines of the cli-
ent’s religious beliefs and traditions to ultimately
facilitate treatment engagement. In fact, it is
much more effective to recruit the client’s reli-
gious values in service of treatment than to try to
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suppress them. In most cases, the mental health
problem has gotten in the way of carrying out
proper religious duties (i.e., prayer, attendance at
services, fellowship, important ceremonies)
rather than improving religious life. The therapist
can underscore that successful treatment will
facilitate fuller participation in religious priori-
ties and improve the client’s connection with
their spirituality (Williams, 2017).

Check-ins and Review of Progress

It is important to periodically share information
with clients about how well they are progressing
toward their goals. Periodic check-ins further
promote change through review and renewal of
commitment to the process. Clinicians may
know what a client is experiencing in the
moment, but more importantly, therapists need
to know what a client has found facilitative or
not helpful about particular aspects of therapy.
Clients should be reminded throughout the treat-
ment process that successful interventions rarely
occur as a single moment in time but rather in a
series of successive steps, each of which brings a
client closer to their goals. Clients should be
taught to anticipate setbacks, as work will
include positive and negative outcomes. This
may help in dealing with frustration in unplanned
outcomes. One good gauge of progress is to
examine whether the individual has been able to
achieve a sense of balance and harmony in life.
Finally, clients should be reminded that although
they are in the moment, they are always in a state
of becoming more self-actualized. (Parham,
2002). In other words, although there may be
clear goals for therapy, growth is a journey not a
destination.

Conclusions

The lack of mental health care for African
Americans continues to be a major public health
concern. The reduction of race-based mental
health disparities in the delivery of behavioral
health services includes many complexities, and

as such, there is no single solution. However,
many interventions have been presented which
can work together to change the experience of
mental health treatment for not just African
Americans, but people of all ethnic groups.
Although the behavioral healthcare system is
fragmented, there are still new treatment
approaches being developed, tested, and imple-
mented on a regular basis. So long as these treat-
ments and services aim to accommodate and
include the needs and cultural sensitivities of
African Americans and other groups, there is
great promise for those in need of behavioral
health interventions.

Resources

There are a number of resources that can help
inform work with African Americans. Therapists
can make use these and other resources as a
means to reduce mental health disparities and
help facilitate the critical development of holistic
and culturally sensitive behavioral health ser-
vices for African Americans, and other vulnera-
ble populations.

* Black Psychiatrists of America (www.bpainc-
psych.org).

e The National Association of Black Social
Workers (www.nabsw.org).

e The Association of Black Psychologists
(http://www.abpsi.org/).

e The Black Mental Health Alliance (www.
blackmentalhealth.com).

e The Community Healing Network (https:/
www.communityhealingnet.org/).

e The HHS Office of Minority Health (https://
www.minorityhealth.hhs.gov/).
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