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1. Introduction 

Mental health disparities disproportionately affect underrepresented groups, especially African American adults. Mental health 

disparities stem from historical racism, oppression, and stigma [1]. The purpose of the capstone is to examine the different 

areas of social problems and examine solutions. African American adults aged 18-25 were chosen because their mental illness 

is often overlooked and inadequately addressed, and cultural difference is not considered. Mental illness not being addressed 

among this group can lead to prolonged, chronic, and severe daily depression, disability, unemployment, substance abuse, 

homelessness, incarceration, and poor quality of life [2]. Solutions to this problem include implementing culturally sensitive 

interventions by practitioners utilizing these interventions for this population. The implication is that African Americans would 

be inclined to seek help and provide clinicians with a way to incorporate their cultural competence.  

 

Abstract 

In America, African Americans often do not seek treatment for their mental illness. The lack of mental health service utilization 

is known as mental health disparities. The focus of the capstone was on mental health disparities among African American 

adults aged 18-25. Mental health disparities are caused by stigma, racism, and discrimination. The Affordable Care Act, House  

Bill 76, and WHO Special Initiative for Mental Health (2019-2023): Universal Health Coverage (UHC) were policies to address 

mental health disparities. The interventions discussed to solve this social problem are NTU Psychotherapy, Sawboana Healing 

Circles, and Oh Happy Day Class. A solution used to solve mental health disparities among this group is for practitioners to 

incorporate Sawboana Healing Circles when working with African American young adults. 
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2. Scope of the Problem   

Mental health disparity is defined as the lack of utilization of mental health services and interventions [3]. African Americans 

are disproportionally behind their white counterparts in the mental health care system [3]. 21.4% of African Americans have a 

mental illness, but 39.4% of African Americans receive treatment. Four and six percent of Black young adults have a severe 

mental illness, and 8.5% have serious suicidal ideation [4]. However, 58.2% of young adults do not receive treatment compared 

to 52.4% of White people receiving treatment [4]. When African Americans do seek treatment, they will not receive the same 

degree of care compared to white people. African Americans are mostly given inpatient resources over any other form of 

treatment and primarily will see general health care providers over specialists. In prisons and jails, 63% of individuals who are 

incarcerated in state and federal prisons do not receive treatment for their mental illness [4]. In the year 2017, 33% of inmates 

(federal and state prisons) were Black Americans, while 30% of inmates were White Americans [5]. African Americans make 

up many individuals in prisons and jails, so this means that this population (in prisons and jails) mainly does not utilize mental 

health services. African Americans who have a low socioeconomic status experience poverty, low income, and poor housing, 

which causes a person to more than likely experience mental health disparities. Black people who have a low socioeconomic 

status experience mental health disparity because they have barriers to utilizing these services. One of these barriers is being 

uninsured, which makes them less likely to be able to afford services and/or they will not be able to afford the proper mental 

care that they need [6]. As a result, this leads them not to utilize services.  The uninsured are African Americans aged eighteen 

and up, so this means this age group experiences mental health disparities. On a federal level. 10.9% are uninsured, whereas, 

in North Carolina (N.C.), 21.9% are uninsured. Federally, Black Americans have an uninsured rate of 10.0% [7]. In NC, 11% 

of African Americans are insured compared to 9.6% of white people. In Durham County, 10% of Black people are uninsured 

[8].   

 

3. The Problem of Mental Health Disparity   

Mental health disparities can occur at any stage in life. However, African Americans living in rural communities have a higher 

chance of mental health disparities because, in these areas, mental health services are not accessible, available, or affordable, 

and it is hard to reach out for services [9]. In rural areas, lack of treatment affects Black Americans [9,10].  People in rural 

communities must travel to other places to receive treatment. Around 60% of people who live in rural areas live in places that 

have mental health provider shortages, and about 65% of rural Americans do not have a psychiatrist [11]. Black people also 

cannot get their needs met because they cannot afford it. James et al. found that 24.5% of Black Americans could not seek 

treatment because they could not afford it. Mental health disparities among this group are attributed to historical racism, 

discrimination, personal and community stigma, and being uninsured [1]. White medical practitioners were taught and believed 

that African Americans had a higher pain tolerance [12], so their problems were overlooked or unaddressed. African American 

communities also have a stigma and provider bias, which creates a barrier for African Americans to go out and seek mental 

health services. A provider holding certain beliefs leads to dismissing or overlooking feelings and symptoms, which causes 

improper treatment or discourages people from seeking treatment because they feel their concerns will not be taken seriously 

[13]. Mental illness in the African American community has a negative connotation, so people do not seek treatment because 

of the fear of being ridiculed or outcasted from their community.   
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4. Population  

African Americans aged 18-25 are the focus group because there is a plethora of evidence showing that mental health disparities 

affect this group [1,4]. This age range experiences the most significant amounts of mental health problems, and the rate at 

which they seek mental health services is low. A couple of questions arise: Is there anything that providers are not doing that 

contributes to the disparity? Is there anything that providers are doing that decreases the disparity?   

 

5. Cultural Competence  

African Americans tend to go to primary healthcare professionals more than specialists for their mental health needs, so the 

knowledge that the professionals have affects the services they provide. Shepherd et al. examined healthcare professionals' 

knowledge and experience around different aspects of cultural competence [15]. Healthcare professionals (n =56) completed a 

19-item questionnaire about their cultural competence, working with diverse clients, and their perspectives on culturally 

competent care. They found that healthcare providers believed that they knew, but they did not take any classes in diversity. 

The study looked at the healthcare profession, so a disadvantage is that the cultural competence of each healthcare profession 

is not examined.  

 

Unlike the Shepherd et al. study, the McElory et al. cross-sectional descriptive study focused solely on nurses [15,16]. McElroy 

et al. found that the information nurses were taught was a stepping stone to cultural competence [16]. The study aimed to 

examine nurses' knowledge of aspects of cultural competence. McElroy et al. had the participants (registered nurses, nursing 

assistants, and clinical support technicians) take a modified culture awareness scale (CAS) version [16]. The results showed 

that many of the participants had cultural awareness. If the McElroy et al. study was expanded to test culture awareness through 

client interactions, then the study could better understand what the nurses know [16].   

 

The question of whether nurses have cultural competence extends to various types of nursing fields. In a research article by 

Alpers and Hanssen, psychiatric nurses and medical nurses self-tested their cultural awareness [17]. The study examined nurses' 

cultural competence, like McElroy et al. (2016) [16]. However, Alpers and Hanssen tested cultural competence within nurses’ 

interactions with clients [17]. At the beginning of the study, the researchers conducted three focus interviews. Following the 

interviews, 245 nurses submitted a questionnaire. The results of the study showed that both types of nurses lacked cultural 

competence when it came to mental illness and treatment for a diverse population. The study was done as a self-assessment, 

which means there is a chance that the participants were not truthful on the assessment.   

 

The cultural competence within the relationship between practitioner and client is further investigated in the Benulto et al. 

mixed method study. Contrary to the Alpers and Hanssen (2014) research and the McElroy et al. study, Benulto et al.  examined 

cultural competence in a clinical setting [18]. The study examined culturally sensitive practices that clinical professionals used 

with clients, clinicians who used culturally sensitive practices, and how culture is factored in with their treatments. Nine 

clinicians were in the first study, and 142 were in the second. In the first study, the clinicians participated in an interview, while 

those in study two did a survey. Benulto et al. found that clinicians could deliver culturally sensitive services, tailor 

interventions and treatment to their clients, and use culturally sensitive methods [18]. Indeed, the research shows a pattern of 

literature focusing on whether practitioners have cultural competence.   
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6. Anti-oppression   

Unlike the Shepherd et al., McElroy et al., Alpers and Hanssen, and Benulto et al. studies. The Wu et al. study examined a 

specific type of cultural competence [19]. Wu et al. examined the effectiveness of health professionals learning about anti-

oppression from an anti-oppression framework perspective [19]. The results showed that 486 professionals are better equipped 

to address bias by allyship—the curriculum equipped professionals with social justice, equality, and equality.  

 

Like the Wu et al. study, Punchhi et al. looked at healthcare professionals learning about anti-oppression, but the researcher 

focused on medical professionals [20]. Punchhi et al. conducted interviews with 19 medical professionals [20]. The study 

results showed that medical education does not align with anti-oppression education, so anti-oppression education is only 

partially effective. However, education is effective for some medical professionals because of their experience with oppression.   

The Wu et al. study and the Punchhi et al. study are limited in focusing on anti-oppression in the public health domain [19,20]. 

Studies show that research on this topic primarily focuses on the public health domain. As a result, there is limited research on 

antioppression in the mental health domain, so the results might not be generalizable to all the helping professions.   

  

7. Anti-racism   

Like the Wu et al. study, Vega et al. researched a specific type of cultural competence, but Vega et al. also looked at anti-racist 

education [21]. Vega et al. examined how an education on anti-racism in school would affect future practitioners. In the mixed 

method study, students in a psychology class took a multicultural course covering empathy and sensitivity towards people of 

different ethnicities and races [21]. Vega et al. found a difference between people of color and white students' understanding 

of ethnic identity, but empathy and sensitivity toward people of different ethnicities and races increased [21]. In addition, the 

class made the students feel that they would be future practitioners who value creating a safe space and learning environment 

and would have increased cultural awareness. The limitation of this study is that it focuses on future practitioners, so the 

disadvantage is not knowing how antiracism education affects practitioners already in the field.   

 

Like the Vega et al. study, the Lenes et al. randomized control study looked at anti-racism among practitioners [22]. However, 

they examined both future practitioners and practitioners in the field. Lenes et al. gave 39 pre-licensed counselors and counselor 

students The Color-Conscious Multicultural Mindfulness (CCMM) training [22]. The results showed that engaging in the 

training that practitioners and future practitioners increased their multicultural competence and reduced their color-blind 

attitudes around concepts of privilege, institutional racism, and explicit racism.   

 

8. Culturally Tailored Treatment/Interventions  

The research thus far has examined whether practitioners have cultural competence.  

 

However, culturally sensitive, tailored intentions must be addressed to grasp how practitioners’ knowledge affects clients. A 

practitioner's knowledge can be used to provide better support to the African American population. In addition, knowledge 

about cultural competence can lead to the creation of new tools to deliver services.   
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9. African Americans   

The literature on culturally tailored interventions for African Americans is slim to none.  

 

On the other hand, the interventions for African Americans tend to focus on depression. The Calmer Life program (a cognitive 

behavioral treatment) was found to be an effective intervention for African Americans who were 50 and up [23]. Stanley et al. 

examined the effectiveness of the Calmer Life program and Enhanced Community Care for African Americans who have 

depression or anxiety. Participants (n= 40) either did the Calmer Life intervention or received Enhanced Community Care [23]. 

The results showed that Calmer Life made more of an improvement in participants' depression and anxiety than Enhanced 

Community Care. The limitation of this study is that the researchers focused their examination on a small geographical area, 

so the generalizability of this study is in question.  

 

Similar findings were found in the Ward et al. study. Ward et al. conducted a study on African Americans [24]. They compared 

the cognitive behavioral group (intervention)Oh Happy Day Class (OHDC) and the Coping with Depression Course (CWD) to 

test the effectiveness of the interventions. Participants (n = 132) were randomly assigned to OHDC or CWD to treat their 

depression [24]. Ward et al. found that both interventions were successful in reducing depression for the participants, but OHDC 

was better at reducing depression for African  

 

10. American Adults  

The previous research makes it apparent that culturally tailored mental health interventions for African Americans are not 

abundant. On the other hand, culturally tailored interventions are effective at reducing mental health symptoms. In addition, 

depression interventions tailored for African Americans are mainly concentrated on cognitive behavioral treatments.  

 

Based on past research, culturally tailored mental health interventions are successful at reducing mental health symptoms, but 

the interventions for African Americans are scarce and limited. Additionally, the literature only discusses whether a practitioner 

has cultural competence. In other words, literature does not discuss ways cultural competence could create solutions. If 

practitioners do not implement culturally tailored interventions, the social problem will not be resolved. African Americans 

will not utilize services, and/or traditional mental services will continue to be ineffective for this group. The gap will be 

addressed by implementing more diverse culturally sensitive interventions for African Americans to address health disparities. 

The increase in culturally tailored intervention will make it more likely for African Americans to want to receive treatment for 

their mental illness.  

 

11. Theatrical Frameworks and Mental Health Disparity   

The mental health field has created numerous theories to address mental health symptolmalogy. Theories explain why and what 

causes a person to behave in a specific manner and how behaviors form. The Health Belief Model (HBM) should be used to 

address mental healht disparities. The Health Belief Model (HBM) was conceptualized by many social psychologists during 

the 1950s and 1960s, with Rosenstock being one of the key contributors. This theory was created because psychologists wanted 

to know why people were not getting health screenings [25]. Rosenstock assumed that an individual's decision to partake in 

preventive health screenings and health detections depends on their perception of the disease's severity and susceptibility [26]. 
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The HBM comprises six constructs that can predict behavior: perceived risk susceptibility, perceived risk severity, benefits of 

action, self-efficacy, and cues to action. According to Rosenstock's theory, a person will seek health screenings and detection 

if they believe the risk is severe and the benefits outweigh the perceived risks. Over time, the theoretical framework has 

expanded to encompass various physical and non-physical health behaviors.   

 

Despite the original assumption, researchers took the basis of the model to apply it to other health areas, such as mental health. 

In the context of mental health, the model can explain whether a person seeks mental health services. HMB provides insight 

into potential solutions for providing access to mental health services to African Americans. A possible solution could be to 

increase African Americans' mental health service utilization by applying the theory to address their perception.   

   

HBM has a plethora of empirical data on the use of mental health services. Lily et al. used HBM to examine mental health 

seeking for college students with depression [27]. The results of the study showed that college students are more likely to seek 

depression services if they perceive that severity, self-efficacy, and cue-to-cue actions are high. However, a college student 

does not seek depression services if they perceive that seeking services will have barriers or benefits. Like the study by Lily et 

al. (2020), Nobiling and Maykrantz (2017) examined college students, but they focused on mental health seeking in general. 

The study found that college students perceived difficulty figuring out the system, and socio-cultural concerns were barriers. 

In addition, HBM has been used to look at help-seeking among minority racial groups [28]. Kim and Zane studied and compared 

mental health service seeking among Asian Americans and White Americans [29]. Kim and Zane concluded that Asian 

Americans had severe mental health challenges, but they were less likely to have the intention of seeking out mental health 

services [29]. The reason that Asian Americans did not utilize treatments is that they perceived that there were not many benefits 

in using mental health services and that they had many barriers to treatment.   

 

The strengths of HBM are that it seeks help on an individual level and all the constructs connect. However, the theory does not 

consider habitual behaviors or behaviors done for non-health reasons or account for environmental or economic factors [25]. 

HBM can be applied to come up with a solution that will change their perceptions and make them want to seek mental treatment. 

In addition, HBM will be applied to existing policy, practice, and research by examining how the policy and practice would 

affect if it would make them more likely to receive treatment based on their perception.  

 

12. Cultrualy Sensitive Interventions for Mental Health Disparities  

Urie Bronfenbrenner developed the ecological systems theory in the 70s. Bronfrenbrenner’s work was shaped by witnessing 

children facing hardship in Russia due to social change (Guy-Evans, 2024). According to Bronfenbrenner (1979), people 

interact with different environments (systems) that influence their behavior. The theory comprises five systems: the 

microsystem, mesosystem, exosystem, macrosystem, and chronosystem. The microsystem is the direct environment. The 

mesosystem is the relationship between a person’s microsystem. The exosystem is a system that does not directly affect a 

person but still affects the person. The macrosystem is the person's customs, religion, etc. The chronosystem is the changes 

during the life span.   
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13. NTU Psychotherapy   

NTU is an Afrocentric spiritual-based intervention that strives to help clients be conscious of their spirit, increase their 

awareness, realign themselves (with the seven principles), and utilize their increased knowledge [30]. The basic principles are 

harmony, balance, interconnectedness, cultural awareness, and authenticity [30]. NTU emphasizes that the healing process is 

a natural process within the self. The five phases are harmony awareness, alignment, actualization, and synthesis. In NTU, the 

therapist's role is to facilitate the client's alignment of their mentality, spirituality, and physicality [30]. Opppong et al. (2019) 

looked at the effectiveness of NTU on trauma for refugees in Ghana [31]. The results of the study showed that NTU helped to 

improve a person’s trauma. The limitation of the study is that it only focused on one specific group. However, the intervention 

could be examined in multiple aspects due to the within-subject design.  Culturally sensitive interventions work better for 

African American young adults and practitioners have cultural competence.  

 

14. Sawubona Healing Circles  

Sawubona Healing Circle (SHS) is a newer, culturally sensitive rapid response program created by the Association of Black 

Psychologists (ABPsi). The intervention focuses on healing using African-centered worldviews and healing methods to help 

African Americans feel empowered and self-heal through learning about wellness strategies [32]. In SHS, the circle members 

share their thoughts, feelings, and reactions to racial trauma. Aguste et al. focused on the effectiveness of the sawbones healing 

circle [32]. The results show that this intervention is effective for African Americans. The study had a large amount of data, so 

there was high validity, but it did not address the feasibility, acceptability, and effectiveness of this intervention for mental 

health [33]. Morales et al. used the intervention of healing circles for the undocumented community. The results showed that 

the healing circle increased undocumented immigrant's knowledge and resilience. The study did not focus on mental health or 

African Americans. However, it showed that the healing circle is versatile in being an effective intervention and incorporating 

aspects of culture.  Practitioners should incorporate and use the Sawboanna healing circles in their practice to treat depression 

among African American young adults. The healing circle can be a way for practitioners to practice their cultural competence 

and increase mental health seeking among this population. African Americans tend not to see professionals for mental health, 

so the healing circle can be utilized by any practitioner [32]. 

  

15. Oh Happy Day Class  

Oh Happy Day Class (OHDC) is a 12-week culturally adapted intervention. OHDC was adapted from the coping with 

depression intervention (CWD), and it utilizes cognitive behavioral therapy and psychoeducation to learn about depression, 

treatment options, healthy coping skills, and changing negative attitudes [24]. Ward et al. conducted a pilot study on the efficacy 

of OHDC on depressed African American adults by comparing it with CWD [24]. The two interventions were found to be 

effective, but OHDC was more effective at treating depression. The study design allowed for an in-depth comparison of how 

OHDC is effective. However, the full scope of the invention was not examined because the study compared two interventions. 

William et al. examined OHDC for African American cancer survivors [34]. The results showed that this intervention is 

acceptable to use with this population, but the effectiveness of the intervention on this population is still unknown [34]. The 

study showed that OHDC can be used for different groups within the African American population. In context to the Health 

Belief Model, the perceived benefits of the intervention being culturally sensitive would outweigh the risks of the treatment, 
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so a person will want to seek help. Therefore OHDC could be an effective evidenced based treatment option for African 

Americans with symptoms of a mental health disorder.  

 

16. Discussion and Conclusion  

The existing research has shown that culturally tailored interventions are more effective than traditional mental health 

interventions for treating mental health problems. Practitioners have the knowledge and skills to work with individuals of 

different cultures but are not utilizing their competencies. As a result, this further hinders African American young adults from 

wanting to seek services. The solutions to this social problem are NTU Psychotherapy, Sawubona Healing Circles, and Oh 

Happy Day Class. These interventions will address mental health disparities for this population because these solutions are 

culturally sensitive, and research shows that these interventions are effective for this population. HBM theory's basis of help-

seeking was used to determine the strengths and limitations of the policies and practices. The limitations are based on whether 

the policy or practice prevents a person from seeking help for their mental health. In the context of HBM, a person believes 

their problem is not severe and/or the benefits do not outweigh the risks [26]. The strengths are based on whether the policy or 

practice increases the likelihood that a person will seek help for their mental health. In the context of HBM, the person believes 

that their problem is severe and/or the benefits outweigh the risks [26].  

 

The innovative solution is for practitioners to utilize Sawboana healing circles in their practice when treating mental health 

problems, especially depression, for this population. Practitioners should receive training to utilize this type of intervention. 

The innovative solution closes the gap in the literature of practitioners having cultural competence but not using the knowledge. 

This intervention allows practitioners to practice their cultural competence.  

 

Additionally, the innovative solutions address the gap of limited cultural interventions by adding more diverse culturally 

sensitive interventions for the African American population. In a policy context, the innovative solution affects organizational 

policies and practitioners' service policies. Sawoanna Healing Circle is a service that practitioners will utilize, affecting policy 

information regarding services provided by practitioners. The policies on the types of services practitioners can provide may 

need to be changed or amended based on practitioners providing this service. The broader policy implications are reexamining 

the insurance policies for practitioners to include liability for these services and the federal healthcare policies (if applicable) 

to include coverage for spiritual-based treatments. In the context of practice, practitioners utilizing the healing circles means 

that the practice of mental health treatment would expand to encompass culturally sensitive treatments. Traditional 

interventions would not be the only options for treatment, and culturally tailored interventions would be more widespread 

throughout practice. The practice implication is that practitioners will create more treatments to best-fit individuals who have 

cultures different than the dominant group, and a lot more services will be provided for the African American young adult 

population. Practice informs research, so the research implication would be that more studies will focus on spiritually-based 

intervention, and more people will be aware and know about this intervention. The solution is effective because it encourages 

people to seek help, decreasing the disparity. According to HBM, the benefit of the intervention for this population outweighs 

the perceived risk of the treatment, so this population will seek treatment because the intervention is designed for this 

population. Thus, the mental health disparity decreases.     
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