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Module 1: Foundations of Cultural Responsiveness 

Importance for Focus on Black Males and Intersectionality in 
Psychological Practice 

Psychologists must possess culturally responsive frameworks when serving diverse 

populations; however, the need for focused attention on Black male clients is not 

merely a matter of inclusion, it is a clinical, ethical, and social imperative. Black 

men are situated at a uniquely vulnerable intersection of racism, sexism, and 

systemic oppression. Their experiences of racialized trauma are compounded by 

gendered expectations of stoicism, hypermasculinity, and societal surveillance, 

often resulting in under-recognition, misdiagnosis, and underutilization of mental 

health services (Reigeluth & Johnson, 2022; Crosby et al., 2022). A course 

designed specifically for Black male clients is vital to disrupt the replication of 

harm in clinical spaces and to promote evidence-based healing approaches 

tailored to their lived experiences. 

Intersectionality is crucial in understanding the multidimensional nature of 

oppression affecting Black men. It recognizes that identities do not exist in 

isolation, race, gender, socioeconomic status, sexuality, and more intersect to 

shape experiences and access to care (Bryant-Davis, 2019; Wright et al., 2025). 

Black men, for example, are not only at risk of experiencing racism, but also 

systemic barriers such as mass incarceration, school pushout, and labor market 

discrimination, which are interwoven with psychological outcomes like 

depression, PTSD, and anxiety (Pieterse et al., 2023; Jackson et al., 2022). 

Clinicians must be equipped to account for these interlocking systems of 

oppression and their psychological toll. 

Black men are significantly less likely to receive mental health treatment than 

their White counterparts, despite experiencing comparable or higher levels of 
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psychological distress. The American Psychiatric Association (2023) reports that 

only 26% of African Americans with mental illness receive treatment, and Black 

men, in particular, are often funneled into correctional or disciplinary systems 

rather than therapeutic ones (Soto, 2024). Furthermore, research highlights that 

clinician bias, whether implicit or explicit, contributes to inaccurate diagnoses and 

early treatment dropout among Black male clients (Lateef et al., 2025; Crosby et 

al., 2022). 

Psychologists also face the challenge of overcoming ingrained professional 

paradigms that prioritize Eurocentric norms and minimize the significance of 

cultural context. As Tummala-Narra et al. (2025) and DeBlaere et al. (2023) note, 

without an intentional and critical approach to intersectionality, even well-

intentioned therapeutic models can reify harm. Courses like this offer an 

opportunity to center Black men's narratives, disrupt clinical invisibility, and equip 

providers with the cultural humility, awareness of racial trauma, and intersectional 

frameworks necessary for effective and ethical care. 

By beginning with an explicit focus on Black male clients and the importance of 

intersectionality, this course sets the stage for a deeper engagement with the 

sociohistorical realities of Black men’s lives and clinical needs. This approach is not 

about exclusion, but about precision in responding to disproportionate risks, 

correcting historical neglect, and ensuring that the principles of justice and equity 

are upheld in therapeutic practice. 

Introduction to Cultural Responsiveness in Psychological Practice 

The practice of psychology in today’s diverse society requires clinicians to respond 

with cultural nuance, humility, and systemic awareness. Cultural responsiveness is 

not a static achievement but a continuous, evolving commitment to 

understanding and addressing how culture, identity, history, and power shape the 
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therapeutic experience. This module lays the foundation for a culturally 

responsive psychological practice by examining key terms, theoretical 

underpinnings, and applied implications relevant to mental health professionals 

working in multicultural environments. 

Cultural responsiveness emphasizes an active, ongoing process of learning and 

unlearning. Unlike cultural competence, which can suggest mastery, cultural 

responsiveness acknowledges that clinicians can never be fully competent in 

another’s culture, particularly when systemic inequities and power dynamics are 

at play (Hook et al., 2016). For psychologists, this requires cultivating cultural 

humility, remaining attuned to privilege, and recognizing how their own identities 

and social locations intersect with clinical work. Grounded in the APA’s (2017) 

Multicultural Guidelines, this module explores how foundational concepts such as 

diversity, identity, power, and self-awareness must be integrated into every aspect 

of the therapeutic process. 

Defining Cultural Diversity, Cultural Competence, and Cultural 
Humility 

Understanding cultural responsiveness begins with clarifying three foundational 

concepts: cultural diversity, cultural competence, and cultural humility. Cultural 

diversity refers to the range of differences among individuals and groups, 

encompassing race, ethnicity, gender, sexual orientation, disability, socioeconomic 

status, religion, language, and more. In psychology, cultural diversity influences 

not only client presentations and values but also diagnostic interpretations, 

therapeutic goals, and perceptions of mental health and wellness (Sue et al., 

2019). 

Cultural competence has traditionally been described as the ability of clinicians to 

understand, appreciate, and work effectively across cultural differences. However, 
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critiques of this model note that it can be reductionist, often implying that cultural 

understanding is a finite skill rather than a lifelong process. Cultural humility has 

emerged as a more dynamic, ethically grounded alternative. Defined as a lifelong 

commitment to self-evaluation, redressing power imbalances, and fostering 

mutually respectful partnerships with clients (Mosher et al., 2017), cultural 

humility encourages psychologists to remain curious, reflexive, and accountable. 

These distinctions are not just semantic, they reflect critical shifts in how mental 

health providers conceptualize their role in addressing cultural injustice and 

responding ethically to diverse client needs. 

Historical Evolution of Multicultural Psychology in the U.S. 

The development of multicultural psychology in the United States has been 

shaped by broader sociopolitical movements, including civil rights, feminism, 

disability justice, and LGBTQ+ advocacy. Historically, psychology as a field has 

marginalized non-dominant cultural narratives, privileging White, Western, and 

individualist paradigms in both research and clinical practice (American 

Psychological Association, 2021). Early psychological theories often pathologized 

cultural differences or failed to recognize the impact of racism and systemic 

oppression on mental health. Over time, scholars and practitioners from 

marginalized backgrounds have challenged these frameworks, advocating for 

more inclusive, intersectional approaches. 

The publication of the APA Multicultural Guidelines (2017) marked a significant 

turning point by embedding cultural considerations into the ethical fabric of 

psychological practice. These guidelines provide a conceptual framework that 

affirms the complexity of identity, the role of power in clinical relationships, and 

the imperative to address institutional barriers. In particular, Guideline #1 

emphasizes that identity is fluid, multifaceted, and self-defined, rejecting rigid 
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cultural stereotypes and acknowledging the individual within the broader 

sociocultural context. For psychologists working with Black male clients, 

understanding this history is essential to disrupting the replication of harm in 

clinical spaces. 

Supporting Data for the Evolution of Multicultural Psychology 

The imperative for multicultural psychology is strongly supported by data 

highlighting pervasive disparities in mental health access, treatment outcomes, 

and diagnostic accuracy for marginalized populations. According to the American 

Psychiatric Association (2023), only 21.5% of Black adults with mental illness 

received treatment in the past year, compared to 48.7% of White adults, 

illustrating significant racial gaps in access to care. Furthermore, the National 

Institute of Mental Health (2022) reports that people from racial and ethnic 

minority groups are less likely to receive evidence-based treatments and more 

likely to terminate therapy early. Structural racism also plays a significant role in 

shaping these disparities; for instance, a meta-analysis by Dworkin et al. (2020) 

found that racial microaggressions were consistently linked to increased 

psychological distress and poorer therapeutic outcomes across BIPOC clients. 

Additionally, research by Williams et al. (2022) highlights that over 60% of 

psychological assessment tools used in clinical settings were normed primarily on 

White populations, raising concerns about cultural validity and diagnostic equity. 

These statistics underscore the need for a multicultural framework that actively 

addresses systemic bias, promotes identity-affirming care, and incorporates social 

justice principles into every facet of psychological work. 
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Theoretical Models Supporting Cultural Responsiveness 

Several theoretical models inform culturally responsive care. One foundational 

framework is Bronfenbrenner’s ecological systems theory, which situates 

individuals within nested systems of influence, from family and community to 

institutional and societal forces (Rosa & Tudge, 2017). This model underscores 

how macro-level structures such as racism, media representation, and education 

policy impact mental health outcomes and access to care. 

The multicultural counseling competencies model, originally developed by Sue et 

al. (1992) and updated by Ratts et al. (2016), also remains highly influential. It 

outlines three domains, awareness, knowledge, and skills, that clinicians must 

develop to provide culturally effective services. More recently, frameworks such as 

healing-centered engagement (Ginwright, 2018) and liberation psychology 

(Comas-Díaz, 2021) have emphasized the importance of community context, 

historical trauma, and collective healing. 

Healing-centered engagement, in particular, moves beyond trauma-informed care 

to highlight strengths, resilience, and cultural identity as sources of healing. It 

reframes the client not as a passive recipient of services, but as an active 

participant in their own liberation. For Black male clients who have endured racial 

trauma and systemic violence, these approaches affirm lived experiences and 

support culturally congruent healing practices. 

Application of APA Multicultural Guidelines (2017) 

The APA Multicultural Guidelines (2017) serve as both ethical and practical 

imperatives for psychologists. This module focuses on four guidelines particularly 

relevant to work with Black male clients: 

Guideline #1 affirms that identity is dynamic, contextually bound, and self-

defined. Psychologists must recognize that Black male clients navigate multiple 
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identities (e.g., racial, gendered, religious, class-based) that intersect in ways that 

affect psychological well-being. 

Guideline #3 calls on psychologists to consider how privilege and power shape 

relationships and influence access to resources. For example, Black male clients 

may face power asymmetries in therapeutic spaces due to past experiences with 

predominantly White institutions. Clinicians must be prepared to navigate these 

dynamics transparently and respectfully. 

Guideline #6 encourages the integration of cultural knowledge into all aspects of 

practice, including case formulation, diagnosis, and treatment planning. 

Guideline #9 focuses on addressing institutional and systemic barriers, reminding 

psychologists of their responsibility to advocate for equitable access to services 

and to challenge discriminatory practices within their own organizations.	  

By aligning practice with these guidelines, psychologists do not merely "include" 

culture, they embed it at the center of every clinical decision. 

Identity, Self-Awareness, and Reflective Practice 

A culturally responsive approach requires that clinicians examine their own social 

identities, values, and assumptions. This is not ancillary work, it is foundational. 

Psychologists bring their full selves into the room, and unacknowledged biases or 

unexamined privilege can manifest in microaggressions, misattunement, or clinical 

harm (Owen et al., 2016). Reflective practice includes exploring one’s own 

experiences with race, class, gender, and culture and how these inform the 

therapeutic encounter. 

Tools such as cultural genograms, critical self-reflection journals, and supervision 

dialogues can support clinicians in developing awareness and accountability. 

Training environments must reinforce this process by modeling reflective 
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leadership, fostering emotional safety, and creating space for discomfort. Without 

this internal work, efforts at cultural responsiveness may remain superficial or 

performative. 

Ethical Considerations in Culturally Responsive Work 

Culturally responsive practice is not only best practice, but also an ethical 

mandate. The APA Ethics Code (2017) affirms psychologists’ responsibility to avoid 

harm, obtain informed consent, respect individual dignity, and ensure 

competence. These principles require psychologists to recognize and adapt to 

cultural variables that may affect the therapeutic process. Misdiagnosis, 

overpathologizing, and treatment dropout are ethical risks when cultural context 

is ignored (Snowden, 2021). 

Ethical cultural responsiveness also includes transparency about the limitations of 

one’s knowledge, willingness to consult or refer when appropriate, and 

commitment to ongoing education. This is particularly important in work with 

Black male clients, whose experiences with systemic racism and cultural mistrust 

may amplify sensitivity to clinical power dynamics. 

Barriers to Cultural Responsiveness in Practice Settings 

Despite increasing awareness, numerous barriers impede the implementation of 

culturally responsive care. These include time constraints, lack of training, 

organizational resistance, and provider discomfort. Moreover, many psychological 

assessments and diagnostic tools remain normed on predominantly White 

populations, limiting their validity across cultures (Chu et al., 2021). Clinicians 

must learn to navigate these structural limitations while advocating for systemic 

change. 

15



At the institutional level, cultural responsiveness must be reflected in hiring 

practices, supervision structures, and program curricula. Without institutional 

alignment, individual efforts are often unsustainable or marginalized. Leadership 

buy-in and resource allocation are critical to embedding equity throughout clinical 

organizations. 

The Role of Education and Supervision in Developing Cultural 
Competence 

Graduate training and clinical supervision are pivotal in shaping culturally 

responsive psychologists. Unfortunately, these settings often fall short, failing to 

adequately prepare trainees for the realities of cross-cultural work. Supervisors 

play a key role in modeling humility, addressing bias, and integrating cultural 

considerations into clinical formulations. Cultural responsiveness should not be a 

special topic reserved for diversity seminars, it must be embedded in core 

supervision and curricula. 

Programs that center anti-racism, intersectionality, and liberation-oriented 

pedagogy are better equipped to produce competent, reflective clinicians (Case & 

Meek, 2022). Supervision should include structured opportunities for identity 

exploration, critical incident processing, and dialogue about race, power, and 

positionality. Only through sustained engagement can psychologists develop the 

skills and ethics required for responsive, equitable practice. 

Summary and Reflection 

Culturally responsive practice is not an endpoint but an ongoing process rooted in 

humility, reflexivity, and justice. This module has explored the foundational 

elements that shape effective multicultural practice, with an emphasis on serving 

Black male clients. From defining key concepts to applying ethical principles and 
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APA Multicultural Guidelines, psychologists are called to deepen their 

commitment to culturally just care. The next module will build on this foundation 

by examining systemic racism, historical trauma, and their psychological impacts 

on Black male clients. 

Module 2: Systemic Racism, Intergenerational 
Trauma, and Historical Contexts 

Introduction to Systemic Racism in Psychological Practice 

Systemic racism is not merely a historical remnant, it is an enduring, organized 

system of inequity that permeates institutions, policies, practices, and cultural 

narratives. In psychological practice, this systemic reality has direct implications 

for client outcomes, especially for Black male clients who continue to face 

cumulative disadvantages at multiple levels of society. For psychologists to engage 

in culturally responsive work, they must move beyond interpersonal dynamics and 

begin to interrogate the broader structures that shape their clients' lives. Systemic 

racism is not abstract; it is embedded in patterns of policing, schooling, 

employment, housing, and healthcare. These institutional arrangements create 

and perpetuate unequal access to resources, safety, and wellbeing. 

For Black males, systemic racism is often experienced not as isolated incidents but 

as a consistent thread in the fabric of daily life. Psychological symptoms such as 

hypervigilance, mistrust, depression, or irritability are often misdiagnosed or 

misunderstood when divorced from the broader sociopolitical context. This 

module aims to expand the clinician's lens to recognize and address these realities 

in therapeutic work. In alignment with APA Multicultural Guideline #3, 

acknowledging the role of power and privilege, this module provides both 
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conceptual grounding and applied clinical insight into the impact of systemic 

racism and historical trauma on Black male mental health. 

Clarifying the Distinction Between "Black" and "African American" 
in Clinical and Research Contexts 

While the terms Black and African American are frequently used interchangeably 

in clinical practice and psychological research, they are not synonymous and carry 

different cultural, geographic, and historical implications that are critical for 

culturally competent care. Black is a broader, global racial category that 

encompasses individuals of African descent from various parts of the world, 

including the Caribbean, Latin America, Canada, Europe, and the African 

continent. In contrast, African American typically refers to individuals who are 

descendants of enslaved Africans in the United States and have a unique 

sociopolitical and cultural identity shaped by the history of slavery, segregation, 

and civil rights movements in the U.S. (Mills & Henfield, 2020; Williams et al., 

2022). In mental health settings, failing to differentiate between these identities 

can lead to overgeneralizations and culturally incongruent interventions. For 

instance, African American clients may have different intergenerational trauma 

narratives and cultural expressions of distress compared to recent Black 

immigrants from West Africa or the Caribbean (Joseph & Hunter, 2021). The APA 

(2021) emphasizes the importance of using precise language in both research and 

practice to avoid erasure of diverse Black experiences and to foster more effective, 

identity-affirming care. Recognizing these distinctions allows psychologists to 

better assess cultural values, migration histories, and community resources, 

thereby improving diagnostic accuracy and therapeutic rapport. 
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Historical Trauma and Collective Memory in Black Communities 

Historical trauma is a term that describes the cumulative psychological and 

emotional wounding across generations resulting from massive group trauma 

experiences. The transatlantic slave trade, centuries of enslavement, Jim Crow 

segregation, racial terrorism, and systemic exclusion have left enduring legacies on 

individuals, families, and communities. While many psychologists are trained to 

assess individual trauma, few are equipped to recognize the influence of these 

collective wounds. The invisibility of historical trauma in traditional diagnostic 

frameworks contributes to the erasure of Black suffering and can pathologize 

adaptive responses to chronic oppression (Degruy, 2017). 

Collective memory is a powerful cultural force through which communities 

maintain stories of both trauma and resilience. In many Black families, narratives 

of resistance, survival, and ancestral strength are passed down alongside 

experiences of injustice and violence. These intergenerational messages shape 

identity, behavior, and psychological resilience. Yet, the American mental health 

system often privileges Eurocentric notions of individualism, failing to recognize 

the importance of communal identity and legacy in healing. Understanding the 

relevance of historical trauma requires clinicians to adopt a culturally expansive 

view of suffering and wellness, one that sees symptoms not solely as intrapsychic 

pathology, but as expressions of historical burden and strength. 

Research over the past decade has deepened our understanding of historical 

trauma’s relevance to clinical practice. Studies show that trauma responses can be 

transmitted across generations through both psychosocial and biological pathways 

(Kramer et al., 2020). This means that a client presenting with chronic anxiety, 

depression, or mistrust may be carrying not only their own traumas but those 

inherited from prior generations. For Black male clients, this historical 

consciousness is often activated through media coverage of police brutality, racist 
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encounters, or disparities in justice and education. These encounters can 

retraumatize individuals and compound their psychological burden, even in the 

absence of direct personal experiences. 

Mass Incarceration, Policing, and Mental Health 

One of the most visible manifestations of systemic racism is the disproportionate 

surveillance, criminalization, and incarceration of Black males. The United States 

leads the world in incarceration, and Black men are incarcerated at five times the 

rate of White men (Bronson & Carson, 2022). This carceral system is not just a 

legal institution, it is a psychological context that shapes identity, relationships, 

and health. Experiences of arrest, incarceration, or police contact are associated 

with increased rates of post-traumatic stress disorder, depression, and suicidality 

among Black males (Jackson et al., 2021). Even the anticipation of police violence, 

whether through racial profiling, overpolicing in neighborhoods, or viral videos, 

can create a state of chronic threat, sometimes referred to as "racial battle 

fatigue" (Smith et al., 2016). 

Mental health clinicians must recognize that their Black male clients are often 

navigating these realities in real time. When a client shares distrust of police or 

courts, these are not paranoid ideations but grounded in empirical reality. 

Moreover, the impact of incarceration extends beyond the individual to affect 

entire families and communities. Children with incarcerated fathers are more 

likely to experience anxiety, conduct problems, and academic difficulties. Partners 

of incarcerated men often face housing instability and financial insecurity. These 

ripple effects magnify the psychological weight carried by Black families and must 

be acknowledged in clinical work. 

Within the therapy room, it is not uncommon for Black male clients to hesitate in 

discussing encounters with law enforcement, fearing that their therapists may 
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judge or invalidate their experiences. Clinicians must build trust and attunement 

by explicitly acknowledging the racialized nature of the criminal justice system and 

providing a space for these experiences to be named and processed without 

judgment. APA Multicultural Guideline #9, addressing institutional barriers, is 

essential here, requiring psychologists to advocate for equitable access and to 

challenge carceral logics that seep into clinical judgment. 

Structural Racism in Education, Healthcare, and Housing 

Systemic racism is also embedded in domains often perceived as neutral or 

beneficial, including education, healthcare, and housing. Educational inequities, 

ranging from underfunded schools to disproportionate discipline of Black boys, 

are among the earliest social determinants of mental health disparities. Black 

males are more likely to be placed in special education, suspended, or expelled, 

often for behaviors interpreted as aggressive or defiant (Skiba et al., 2019). These 

early messages of exclusion have lasting psychological impacts, fostering 

internalized feelings of inferiority, mistrust of authority, and disengagement from 

institutions. 

In the realm of healthcare, racial bias has led to disparities in pain assessment, 

diagnostic misclassification, and treatment access. Black men are less likely to 

receive adequate pain medication, psychotherapy, or psychiatric intervention, and 

more likely to be involuntarily hospitalized or criminalized for mental health crises 

(Bailey et al., 2021). Housing policies, from redlining to gentrification, continue to 

segregate communities and shape environmental health. Living in racially 

concentrated areas of poverty is associated with higher rates of depression, 

trauma exposure, and reduced life expectancy (Williams et al., 2019). 

For psychologists, this means that a client’s presenting symptoms may be rooted 

not only in personal experiences but in structural deprivation. The cumulative 
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impact of living in a society that continually undervalues and endangers one’s life 

must be accounted for in assessment and diagnosis. Clinicians who fail to consider 

these factors risk attributing pathology to clients rather than recognizing the 

adaptive responses to environmental injustice. 

Epigenetics and the Transmission of Intergenerational Trauma 

Emerging research in the field of epigenetics has provided a biological lens 

through which to understand the intergenerational transmission of trauma. 

Epigenetic changes refer to modifications in gene expression that do not alter DNA 

sequences but can be influenced by environmental exposures, including trauma, 

stress, and violence. Studies on Holocaust survivors and their descendants have 

shown that trauma can affect stress response systems across generations (Yehuda 

& Lehrner, 2018). Similar patterns are now being explored in African American 

communities, where generations of racial trauma may shape vulnerability to 

mental and physical illness. 

While more research is needed, the implications for psychological practice are 

profound. A Black male client who reports chronic hyperarousal or dissociation 

may not only be responding to current stressors, but also to ancestral trauma 

encoded in biology. Clinicians must approach such presentations with deep 

cultural sensitivity, integrating biological, psychological, and sociocultural factors 

into their formulations. This also reinforces the importance of strengths-based 

approaches that honor the resilience passed down through generations, not just 

the wounds. 

Cultural Trauma, Identity, and Internalized Oppression 

Cultural trauma occurs when an entire community or group is subjected to 

sustained violence, exclusion, or marginalization, resulting in a collective sense of 
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loss, identity disruption, and grief. For Black males, cultural trauma is reinforced 

by media stereotypes, educational neglect, workplace discrimination, and 

criminalization. These societal messages often shape how Black men see 

themselves and are seen by others. Internalized oppression, the absorption of 

negative societal beliefs, can lead to shame, diminished self-worth, and even self-

sabotage (Bryant-Davis et al., 2017). 

This internalization can show up in therapy in subtle but significant ways. Clients 

may downplay their accomplishments, avoid vulnerability, or express 

hopelessness about systemic change. Others may adopt hypermasculine personas 

as a defense against being perceived as weak or vulnerable. These identity 

strategies are often misunderstood by clinicians who lack awareness of the 

cultural trauma context. A culturally responsive approach involves helping clients 

deconstruct these narratives, affirm their worth, and build new stories rooted in 

dignity and agency. 

Case Example: Mental Health Presentations Rooted in Systemic 
Harm 

A client, a 19-year-old Black college student, reports feeling numb, anxious, and 

isolated on a predominantly White campus. He struggles to express his emotions 

and reports that peers often see him as intimidating or aloof. He was raised to "be 

strong" and "never show weakness." In therapy, he fears judgment and often 

withholds details about his experiences of racism. These case examples 

underscore the importance of systemic awareness and cultural attunement in 

both diagnosis and intervention. 
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Clinical Implications for Assessment and Treatment 

Clinicians must adapt their assessment tools and diagnostic processes to 

incorporate systemic and historical context. Standardized assessments should be 

supplemented with culturally responsive interviews that explore experiences of 

racism, generational trauma, and systemic exclusion. Therapeutic goals must be 

co-created with clients, taking into account cultural values, lived experiences, and 

definitions of healing. 

Interventions should include narrative approaches that allow clients to reclaim 

their stories, liberation psychology principles that frame therapy as a space for 

resistance and empowerment, and healing-centered engagement that integrates 

cultural strengths. Clinicians should also be aware of their own positionality and 

engage in supervision or consultation when working across lines of difference. 

Connecting APA Guidelines to Systemic Awareness 

APA Multicultural Guidelines (2017) explicitly call for psychologists to attend to 

systemic and institutional forces in their work. Guideline #3 mandates the 

examination of privilege and power in both client and clinician roles. Guideline #6 

emphasizes the need to integrate sociopolitical and cultural knowledge into all 

aspects of practice. Guideline #9 encourages psychologists to dismantle 

institutional barriers and advocate for equity within their workplaces and the 

larger profession. 

Working with Black male clients requires that these guidelines move from theory 

into practice.  Psychologists must examine their training, question diagnostic 

assumptions, and build clinical spaces where systemic realities are validated and 

explored. This is not supplementary work, it is essential to ethical and effective 

care. 
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Reflective Practice Prompts 

Reflective practice is a cornerstone of ethical and culturally responsive 

psychological work. As this module has emphasized, systemic racism and historical 

trauma are not peripheral or contextual concerns; rather, they are central, 

organizing realities that profoundly shape the mental health experiences, identity 

formation, and treatment pathways of Black male clients. These sociopolitical 

structures and historical forces, such as redlining, mass incarceration, racial 

profiling, generational poverty, and educational exclusion, create cumulative 

psychological burdens that often present as anxiety, depression, PTSD, and racial 

trauma. As clinicians, it is essential to examine not only the intrapsychic dynamics 

of our clients but also the external systems and legacies of oppression that 

intersect with their psychological distress. 

In light of this, psychologists are ethically compelled to widen their clinical lens, 

deepen their commitment to cultural humility, and infuse these critical insights 

into every aspect of psychological practice, from assessment and case 

conceptualization to intervention and systems-level advocacy. This involves 

acknowledging the limits of one’s own cultural knowledge, critically interrogating 

one’s training and institutional context, and engaging in a lifelong process of 

unlearning biases that may be embedded in psychological norms and diagnostic 

frameworks. 

To foster ongoing growth and accountability, clinicians are encouraged to engage 

with the following reflective questions in a structured and intentional manner. 

First, consider: How have I explicitly integrated systemic and historical factors into 

my diagnostic and treatment decisions? Have I taken into account how racial 

trauma and institutional oppression may shape symptom expression and coping 

styles, rather than defaulting to Eurocentric norms of pathology? Second, reflect 

on how elements of your clinical practice or therapeutic stance may, even 
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unintentionally, replicate institutional harm or microaggressions. This may include 

pathologizing culturally normative behavior, failing to validate racialized stress, or 

avoiding discussions of race in the therapy room. 

Next, ask yourself: What specific actions can I take to increase my competence in 

understanding systemic racism and historical trauma? This might involve engaging 

in continuing education courses, reading current scholarship on Black 

psychological experiences, participating in anti-racism trainings, or joining peer 

consultation groups focused on cultural responsiveness. Finally, consider your 

professional role not only within therapy but also within your broader institutional 

or community context. How can you leverage your position to advocate for equity, 

such as challenging discriminatory policies, mentoring underrepresented 

colleagues, or participating in systemic change efforts within schools, clinics, or 

policy settings? 

Engaging in this level of self-examination and accountability aligns with the ethical 

principles of beneficence, justice, and fidelity as outlined in the APA Ethical 

Principles of Psychologists and Code of Conduct (APA, 2017). Moreover, it 

supports the intentions of the APA’s Multicultural Guidelines (2017), which urge 

psychologists to take an ecological and intersectional approach that centers 

cultural identity, power, and context. In doing so, we move from performative 

inclusion to transformative justice, honoring the lived realities of Black male 

clients and fostering a more equitable and humanizing psychological practice. 
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Module 3: Intersectionality and the Lived Experience 
of Black Males 

Understanding Intersectionality as a Framework in Psychology 

Intersectionality is a critical framework that helps psychologists understand the 

complex, interlocking systems of power and oppression that shape individual 

experiences, especially those of multiply marginalized populations. For Black 

males, psychological distress and resilience cannot be adequately understood by 

examining race alone; their lived experiences are simultaneously informed by 

other identity dimensions such as gender, socioeconomic status, sexual 

orientation, disability, religion, and immigration status. Intersectionality allows 

clinicians to move beyond one-dimensional diagnostic models to understand how 

overlapping social identities create unique forms of discrimination and privilege, 

which in turn impact psychological health. 

Introduced formally into legal and feminist discourse by Kimberlé Crenshaw 

(1989), intersectionality has since become an indispensable lens in the social 

sciences. In psychology, intersectionality offers a transformative alternative to 

frameworks that isolate cultural variables or treat identity categories as fixed. 

Instead, it emphasizes that social identities are not merely additive but 

dynamically interactive, meaning the oppression experienced by a low-income, 

gay Black male is not simply the sum of racism, classism, and homophobia, but a 

qualitatively unique experience shaped by the confluence of all three (Moradi & 

Grzanka, 2017). 

For psychologists, this theoretical clarity is crucial in clinical settings. Without an 

intersectional lens, mental health providers risk oversimplifying the complexities 

of Black male identity or pathologizing behaviors without accounting for 
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sociopolitical context. In alignment with APA Multicultural Guideline #1, 

recognizing identity as fluid and complex, this module invites a deeper exploration 

of the multifaceted lives of Black males and how these intersecting identities 

shape their engagement with psychological services. 

Historical Origins of Intersectional Theory and Its Relevance Today 

Although the formal term “intersectionality” was coined in the late 20th century, 

the experiences it describes have been articulated by Black scholars and activists 

for generations. Sojourner Truth’s famous 1851 “Ain’t I a Woman?” speech 

exemplifies early recognition of the limits of single-axis identity frameworks. The 

Combahee River Collective’s 1977 statement also emphasized the need for a 

politics that recognized interlocking systems of oppression (Taylor, 2017). 

Crenshaw’s contribution synthesized these insights into a legal and academic 

framework that exposed how Black women were systematically excluded from 

both antiracism and feminist discourses. 

Over time, intersectionality has expanded from its initial focus on Black women to 

include a broader analysis of how various social identities compound and interact. 

In psychology, this has profound implications for both clinical care and research. 

Intersectional approaches challenge psychologists to consider not only identity 

categories but also the systems of power, racism, patriarchy, capitalism, ableism, 

and heteronormativity, that define those identities and limit access to health, 

housing, education, and safety. 

Contemporary research continues to affirm the importance of intersectionality in 

understanding mental health. For example, a 2021 study by Bowleg found that 

Black men who identified as LGBTQ+ reported significantly higher rates of 

psychological distress when experiencing both racism and homophobia, especially 

when these experiences occurred simultaneously in public settings. This work 
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reveals the inadequacy of “culturally competent” practices that only address race 

while ignoring how gender, sexuality, and class shape the lived realities of Black 

men. 

Intersections of Race and Gender: Black Masculinity in a 
Racialized Society 

Black masculinity has long been socially constructed in opposition to dominant 

White norms. Stereotypes portraying Black men as hypermasculine, violent, 

emotionally detached, or criminal not only misrepresent the complexity of Black 

male identity but also create dangerous psychological environments for 

development and expression. These stereotypes are internalized through 

schooling, media, criminal justice policies, and even within clinical settings where 

Black boys are more likely to be diagnosed with conduct disorders rather than 

mood or anxiety disorders (Anderson & Stevenson, 2019). 

Culturally responsive therapy must address the pressures of navigating 

“respectability politics,” in which Black men are expected to conform to 

mainstream behavioral norms in order to avoid negative social or legal 

consequences. This therapeutic engagement may include unpacking the 

psychological cost of code-switching, emotional labor, and the dissonance 

between internal identity and external presentation. Exploring the trauma of 

being misread, whether as a threat, failure, or anomaly, can be central to the 

therapeutic process. 

Socioeconomic Status and Class Mobility for Black Males 

Socioeconomic status is another critical variable that intersects with race to shape 

the life opportunities and stressors experienced by Black males. While poverty is 

often a predictor of poor mental health outcomes, the psychological impact of 
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socioeconomic struggle is particularly intense for Black males due to systemic 

racism in employment, education, and housing. Structural barriers often limit 

upward mobility, and when success is achieved, it can bring with it a unique set of 

stressors, including racial isolation, hypervisibility, and identity dissonance 

(Hudson et al., 2020). 

For instance, a Black male client who is the first in his family to attend college or 

enter a professional field may experience what is known as “survivor’s guilt” or 

“imposter syndrome,” magnified by racial stereotypes that question his 

competence. These feelings are often intensified in predominantly White 

institutions, where microaggressions, tokenization, and lack of mentorship can 

contribute to chronic stress. Clinicians should validate these experiences and 

avoid pathologizing clients’ emotional responses to institutional inequity. 

Additionally, financial instability during childhood can create long-term 

psychological impacts, such as scarcity mindset, chronic anxiety, and difficulty 

trusting systems. Therapists should inquire about clients’ socioeconomic 

backgrounds without making assumptions and consider how class-based 

experiences intersect with race and gender in shaping identity and worldview. 

Sexual Orientation, Gender Identity, and Queer Black Male 
Experiences 

Black LGBTQ+ males often exist at the margins of both Black and queer 

communities, navigating multiple layers of marginalization and cultural 

expectations. Within some Black communities, homophobia and transphobia 

remain significant, often rooted in religious traditions, cultural norms, or historical 

resistance to White medical and psychiatric institutions that pathologized Black 

sexuality. In White LGBTQ+ spaces, Black males may face racism, fetishization, or 

exclusion. These dynamics contribute to a sense of invisibility and hypervigilance, 
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leading to elevated rates of depression, substance use, and suicidality (Jeffries et 

al., 2019). 

Clinicians must recognize that queer Black male clients may carry trauma not only 

from external discrimination but also from within their own families and cultural 

groups. Coming out may result in loss of housing, community, or religious 

belonging. Moreover, the internalization of both racial and sexual stigma, referred 

to as “intersectional minority stress”, has been identified as a major contributor to 

mental health disparities in this population (Parent et al., 2021). 

Therapeutic work with queer Black men requires a stance of radical affirmation, 

cultural humility, and an understanding of how anti-Blackness and 

heteronormativity intersect. Standard affirming approaches should be 

supplemented by knowledge of how Black masculinity and queerness coexist, 

conflict, and co-create meaning. Validation, community connection, and identity 

integration can become central goals of treatment. 

Disability and Health Disparities in Black Male Communities 

Black males with physical or psychological disabilities face compounded barriers 

due to ableism intersecting with racism. They are more likely to be misdiagnosed, 

institutionalized, or excluded from community resources. Medical racism, such as 

the historic abuse of Black bodies in research and ongoing disparities in healthcare 

access, contributes to mistrust and underutilization of services. For example, Black 

males with autism or intellectual disabilities are more likely to be criminalized 

than supported, often leading to misinterpretations of behavior as dangerous or 

defiant (Obasi et al., 2022). 

In therapeutic settings, clinicians must explore how disability interacts with 

racialized perceptions. Black males with visible or invisible disabilities may 

experience increased stigma, isolation, and internalized shame. Disability-

31



affirming therapy can help deconstruct harmful narratives and focus on 

empowerment, adaptive functioning, and community integration. When 

discussing diagnoses, therapists should be mindful of medical mistrust and seek to 

engage in collaborative, transparent decision-making. 

Religious and Spiritual Identity in Cultural Resilience and Stigma 

Religious and spiritual identity is often a central part of Black male resilience. 

Churches and faith-based communities have historically served as sources of 

social support, political mobilization, and emotional refuge for African Americans. 

For some Black male clients, spirituality provides a framework for coping with 

adversity, healing from trauma, and maintaining hope in the face of systemic 

oppression. However, religion can also be a source of stigma, particularly for 

LGBTQ+ clients or those struggling with mental health challenges that may be 

perceived as moral failings within religious discourse (Watkins & Jefferson, 2020). 

Clinicians should assess the role of spirituality without making assumptions about 

its presence or meaning. Asking open-ended questions about spiritual practices, 

beliefs, and religious experiences can offer important insight into coping strategies 

and potential internal conflicts. Integrating spiritual strengths into treatment—

such as prayer, meditation, music, or scripture, can enhance therapeutic rapport 

and efficacy, when aligned with the client’s values. 

The Role of Immigration and Nativity in Identity Development 

While often overlooked, nativity status significantly shapes how Black males 

navigate American society. Immigrants from African or Caribbean countries may 

experience U.S. racial dynamics differently, encountering cultural dissonance, 

language barriers, and varying degrees of racialization. First-generation Black 

males may be socialized with different understandings of authority, masculinity, or 

32



emotional expression. Additionally, the “model minority” myth sometimes 

imposed on African immigrants can create tension with African American 

communities and foster internalized racism or assimilation pressures (Ferguson et 

al., 2018). 

Clinicians working with immigrant Black males should explore how migration 

history, acculturation stress, and generational expectations influence mental 

health. Clients may experience guilt for not meeting familial expectations or 

confusion around belonging. Therapy should acknowledge these cultural nuances, 

avoid homogenizing Black experiences, and support the integration of bicultural 

identity in ways that foster self-acceptance and community belonging. 

Clinical Case Vignettes Illustrating Intersectional Complexities 

Case 1: A 25-year-old Black male graduate student, raised in a working-class 

religious family, identifies as bisexual. He reports depressive symptoms and 

isolation after coming out to his parents, who responded with rejection. On 

campus, he feels tokenized by both Black and queer student groups and has 

experienced microaggressions in academic settings. Clinically, he presents with 

shame, identity confusion, and suicidal ideation. Intersectional analysis reveals 

that his distress is not reducible to any one identity but emerges from the tension 

between multiple social worlds, each carrying expectations, exclusions, and 

meanings. 

Case 2: A 40-year-old Nigerian-born Black male with a physical disability reports 

chronic anxiety, workplace discrimination, and somatic complaints. He was raised 

in a culture that stigmatized mental health help-seeking and framed emotional 

distress as weakness. His current employer has failed to provide reasonable 

accommodations, and he worries that disclosing his diagnosis will reinforce 
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stereotypes. Therapy focuses on advocacy, cultural validation, and building coping 

strategies that draw from both his heritage and present reality. 

These cases illustrate how intersectional frameworks enrich case 

conceptualization and treatment planning. Therapists must learn to listen for the 

stories that live between identity categories and attend to the spaces where 

systems collide. 

Therapeutic Strategies for Addressing Intersectional Stress and 
Oppression 

Therapeutic engagement with Black male clients, particularly those situated at the 

intersections of multiple marginalized identities, requires more than cultural 

competence; it calls for cultural humility, systemic awareness, and a trauma-

informed, socially just lens.  As such, clinicians must adopt a deliberate and 

intersectionally-informed stance to both assessment and intervention, recognizing 

that therapy does not occur in a vacuum, but within the sociopolitical structures 

that shape clients' lives and symptomatology. 

One evidence-based approach is the integration of narrative therapy techniques, 

which allow clients to explore and reconstruct their identity in ways that challenge 

internalized oppression and reclaim personal agency. Black male clients, 

particularly those who also identify as LGBTQ+, disabled, or immigrants, often 

internalize dominant narratives that pathologize their identities. By using narrative 

approaches, clinicians can help clients name the sociocultural forces that have 

shaped their experiences and co-author alternative stories that center resilience, 

dignity, and resistance (Comas-Díaz, 2021). These therapeutic conversations also 

create space to deconstruct harmful messages around masculinity that equate 

strength with emotional suppression. For Black men who have been socialized to 
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avoid vulnerability, it is especially critical that clinicians foster a relational climate 

where emotional expression is not only permitted but actively affirmed. 

Validation is another key pillar of intersectional therapeutic work. Clinicians must 

explicitly validate the lived experiences of racism, heterosexism, ableism, classism, 

and other forms of marginalization as real, legitimate, and psychologically 

impactful. Validation is not simply about agreement; it is about bearing witness to 

systemic trauma, affirming its emotional toll, and creating a sanctuary for healing. 

Research consistently shows that when clients feel their social identities are 

acknowledged and understood, the therapeutic alliance strengthens and 

outcomes improve (Owen et al., 2016; DeBlaere et al., 2023). This is particularly 

true for Black men, who may otherwise feel mistrustful of clinicians due to 

histories of cultural dismissal or misdiagnosis (Bailey et al., 2021; Snowden, 2021). 

Case formulation must also reflect an intersectional understanding. Rather than 

focusing exclusively on intra-individual factors, clinicians should co-construct 

formulations that consider historical trauma, cultural narratives, community 

norms, and institutional constraints. A collaborative approach to formulation 

invites clients into the meaning-making process and acknowledges the legitimacy 

of their cultural expertise. This shift toward shared power is especially important 

in work with marginalized clients, who may be accustomed to being pathologized 

or excluded from clinical decision-making. When clinicians intentionally invite 

clients to explore how structural inequities shape their presenting concerns, they 

model a practice of empowerment and mutual respect that aligns with both the 

APA’s Multicultural Guidelines (2017) and Ethical Principles (APA, 2017). 

Additionally, culturally responsive care must extend beyond the therapy room. 

Clinicians should be prepared to connect clients with affirming, community-based 

resources, particularly those that are created by and for the populations clients 

belong to, such as Black LGBTQ+ organizations, disability justice collectives, or 
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immigrant support networks. These referrals can foster social support, reduce 

isolation, and affirm identity in ways that traditional clinical settings may not 

always be equipped to provide. Moreover, this kind of community collaboration 

reflects an ecological approach to mental health, one that honors the 

interdependence between individual wellbeing and structural context (Rosa & 

Tudge, 2017; Case & Meek, 2022). 

Finally, clinicians themselves have a responsibility to engage in broader systems-

level advocacy. This includes identifying and challenging the institutional barriers, 

such as discriminatory diagnostic criteria, limited access to culturally matched 

providers, or funding disparities, that prevent equitable care for marginalized 

communities. Advocacy can take many forms, including policy engagement, 

research dissemination, DEI committee involvement, or public education. 

Importantly, it also means speaking up within one’s own clinical or organizational 

setting to challenge microaggressions, resource gaps, or inequitable practices. As 

Ratts et al. (2022) argue, social justice is not a peripheral task for mental health 

professionals, it is a core competency. 

It is essential to understand that intersectionality in therapy is not a checklist of 

identities or experiences to be noted and filed away; rather, it is a dynamic lens 

that continuously informs how we listen, interpret, respond, and intervene. It 

shapes the kinds of questions we ask, the way we understand suffering, the 

narratives we help clients construct, and the posture we adopt in therapeutic 

relationships. It also requires ongoing self-reflection: clinicians must consider how 

their own identities, privileges, and institutional affiliations impact the therapeutic 

process. In this way, intersectional practice is not just about what we do, it is 

about how we are with clients. It is a framework for ethical presence, cultural 

accountability, and relational justice. 
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By integrating these therapeutic strategies and embodying the principles of 

intersectionality, psychologists are better positioned to support the full complexity 

of their clients' lives. In doing so, we move toward a more inclusive, effective, and 

justice-centered model of psychological care, one that recognizes that healing is 

not merely about individual change, but about resisting systems that harm and 

affirming the identities that liberate. 

Module 4: Mental Health Concerns and Help-Seeking 
in Black Males 

Introduction 

Mental health disparities among Black males are not merely clinical phenomena, 

they are the outcome of a historical, social, and cultural tapestry of systemic 

neglect, institutionalized racism, and identity-based oppression. Despite an 

increasing national focus on equity in mental health care, Black men continue to 

face disproportionate exposure to psychological stressors alongside significant 

underutilization of mental health services (Bailey et al., 2021; Taylor & Kuo, 2019). 

This pattern is exacerbated by complex barriers including stigma, misdiagnosis, 

internalized oppression, gendered emotional norms, and a widespread cultural 

mistrust of healthcare systems. Understanding the nuances of these intersecting 

issues is vital for psychologists seeking to develop culturally responsive and 

evidence-informed approaches when working with this population. 

This module explores the core mental health concerns commonly faced by Black 

male clients and delves into the psychological, cultural, and structural barriers that 

hinder help-seeking. Topics addressed include depression, anxiety, trauma, 

substance use, diagnostic bias, masculinity norms, stigma, and racialized trauma. 

All content is aligned with the APA’s Multicultural Guidelines (2017), with specific 
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emphasis on Guidelines #1 (identity), #3 (power and privilege), #6 (cultural 

knowledge), and #9 (institutional barriers). 

Mental Health Challenges in Black Male Populations 

Although studies have historically underrepresented Black male experiences in 

mental health research, a growing body of literature highlights significant 

disparities in prevalence, diagnosis, and treatment outcomes. Key mental health 

concerns include racial trauma, major depressive disorder, generalized anxiety, 

PTSD, and substance use disorders, conditions that often manifest differently than 

in White populations due to cultural norms and socio-environmental stressors 

(Coleman-Kirumba et al., 2023). 

Racial Trauma and PTSD 

Racial trauma is among the most pervasive yet underrecognized forms of 

psychological distress affecting Black men. Defined as the cumulative impact of 

racism on an individual's mental and emotional well-being, racial trauma includes 

direct and vicarious experiences such as racial profiling, police violence, 

microaggressions, media portrayals of violence against Black bodies, and 

structural racism (Bryant-Davis et al., 2017). These experiences are often ongoing, 

chronic, and cumulative, resulting in trauma symptoms similar to PTSD, 

hypervigilance, irritability, nightmares, and emotional dysregulation. 

Importantly, racial trauma may not meet traditional DSM-5 PTSD criteria, as many 

events do not involve a direct threat to life or physical injury. Nonetheless, 

emerging research validates these symptoms as legitimate and clinically significant 

(Yu et al., 2022). Clinicians must therefore adopt culturally adaptive assessments 

and interpret trauma symptoms in ways that reflect lived racial realities. 
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Depression and Internalized Symptoms 

Depression in Black men often goes unrecognized due to non-traditional symptom 

presentation. Rather than sadness or tearfulness, many clients exhibit anger, 

fatigue, irritability, or somatic symptoms, patterns shaped by gender norms and 

racial socialization (Bailey et al., 2021; Jacoby et al., 2020). These alternative 

presentations are sometimes misattributed to antisocial behavior or defiance, 

especially in younger males, leading to misdiagnosis and punitive responses rather 

than support. 

Moreover, Black men frequently navigate life with compounded stress from 

economic insecurity, role strain, and societal dehumanization, further deepening 

emotional burdens. In such contexts, depressive symptoms are often internalized 

and silenced. Clinicians must assess for depression with a culturally nuanced lens, 

using open-ended questions and qualitative screening tools that reflect diverse 

symptomatology (Barinas, 2024). 

Anxiety and Hypervigilance 

High levels of chronic anxiety are common among Black males, particularly when 

they live in hyper-policed or economically marginalized environments. This anxiety 

often takes the form of “racial vigilance”, a persistent state of physiological and 

cognitive alertness related to real or perceived racial threats (Powell et al., 2016). 

The anticipation of discrimination, violence, or stereotyping can keep clients in a 

near-constant fight-or-flight state, leading to sleep disturbances, panic symptoms, 

and difficulty concentrating. 

Rather than dismissing these symptoms as generalized anxiety, clinicians should 

assess for contextual triggers, including racial profiling, workplace 

microaggressions, and media-induced retraumatization. Narrative therapy and 

mindfulness-based cognitive therapies have been shown to be effective in 
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reducing hyperarousal while affirming cultural identity (Coleman-Kirumba et al., 

2023). 

Substance Use Disorders 

Substance use among Black males is often a coping mechanism in response to 

chronic psychological pain, systemic disenfranchisement, and trauma. Despite 

similar or lower substance use rates compared to White counterparts, Black men 

face higher rates of legal consequences for drug-related offenses and are less 

likely to receive substance use treatment (Barinas, 2024). This criminalization of 

mental illness not only obstructs recovery but also reinforces mistrust in health 

systems. 

Culturally responsive interventions must view substance use within its broader 

psychosocial context, integrating trauma-informed care, harm-reduction 

principles, and community engagement. Interventions should affirm clients’ 

agency and cultural strengths while addressing the root causes of distress. 

Barriers to Help-Seeking in Black Males 

Although Black men experience significant psychological distress, they are less 

likely to seek professional help than other groups. This paradox is shaped by a 

nexus of stigma, cultural mistrust, economic barriers, and identity-based 

expectations. 

Stigma and Masculinity Norms 

Stigma remains a dominant barrier to mental health engagement. Black males are 

often socialized to equate vulnerability with weakness, and mental illness with 

personal failure. These beliefs are reinforced by both intragroup cultural norms 

and societal expectations of Black masculinity (Gere & Salimi, 2025). In a study of 
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college-aged Black males, researchers found that masculine norms such as 

emotional stoicism and self-reliance significantly predicted avoidance of help-

seeking behaviors (Coleman-Kirumba et al., 2023). 

Many clients fear being labeled as “crazy” or “unstable,” a fear that extends 

beyond personal consequences to social and professional repercussions. Others 

report that therapy contradicts their cultural teachings, particularly in religious or 

patriarchal households. Psychoeducation and group dialogue about mental 

wellness, masculinity, and identity integration are critical in challenging these 

stigmas. 

Double Stigma: Mental Illness and Racial Identity 

Black males with mental health challenges often experience what is referred to as 

“double stigma”, the burden of being stigmatized for both their racial identity and 

their mental health condition (Yu et al., 2022). In clinical settings, they may fear 

racial stereotyping or disbelief, particularly when their experiences of 

discrimination are minimized or misunderstood by White providers. 

Moreover, in many Black communities, discussing mental illness is taboo, leading 

to further isolation. Addressing double stigma requires clinicians to explicitly 

acknowledge and validate these intersecting experiences, working to build a 

therapeutic space that is safe, affirming, and collaborative. 

Cultural Mistrust of Healthcare Systems 

Historical and ongoing racism within medical and psychological institutions has 

cultivated deep mistrust among Black populations. From the Tuskegee Syphilis 

Study to contemporary disparities in psychiatric hospitalizations and medication 

practices, Black communities have ample reason to be cautious of predominantly 

White health systems (Boyd et al., 2024). Black male clients may enter therapy 
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with defensiveness, skepticism, or guardedness, not as resistance, but as 

protective adaptation. 

Clinicians must earn trust through consistent transparency, cultural humility, and 

acknowledgment of power dynamics. Avoiding assumptions, engaging in active 

listening, and addressing racial identity in a non-defensive manner can reduce 

defensiveness and build therapeutic alliance. 

Economic, Geographic, and Structural Barriers 

Beyond cultural barriers, structural inequities also prevent Black males from 

accessing care. These include lack of insurance, transportation issues, inflexible 

work schedules, and a dearth of culturally competent providers. Black men are 

also more likely to live in mental health “deserts” where few clinicians are 

available, especially in urban or rural low-income areas (Jacoby et al., 2020). 

Telehealth has improved access for some, but digital inequities persist. Moreover, 

many clients express a preference for face-to-face care, especially when 

therapeutic trust is at stake. To mitigate these challenges, organizations must 

implement equity-focused policies such as mobile clinics, community-based 

therapy, sliding-scale fees, and targeted recruitment of Black male providers. 

Misdiagnosis and Clinical Bias in Assessment 

Clinical misdiagnosis remains a pervasive barrier to effective psychological 

treatment for Black male clients. Numerous studies have highlighted that 

symptoms such as depression, anxiety, or posttraumatic stress in Black men are 

frequently mischaracterized as conduct disorder, antisocial personality disorder, 

substance use disorders, or schizophrenia (Metzl & Roberts, 2017; Gonzales et al., 

2023). These misdiagnoses are not neutral mistakes, they carry harmful 

consequences, including delayed or inappropriate treatment, overreliance on 
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pharmacological interventions, and reinforcement of stigmatizing stereotypes. For 

Black male clients, this often leads to increased rates of misplacement in carceral 

or correctional systems rather than therapeutic settings (Hinton et al., 2021). 

Diagnostic overshadowing, a phenomenon in which a client’s racial or behavioral 

presentation distracts from accurate clinical formulation—continues to impede 

proper care delivery (Williams & Chang, 2019). When psychologists misread 

guardedness, hypervigilance, or affective flatness as pathological rather than as 

adaptive responses to systemic racism or community violence, they risk not only 

clinical error but further traumatization of the client. 

Diagnostic Bias and Pathologization 

Research demonstrates that clinicians are more likely to interpret expressions of 

distress or assertiveness in Black male clients as signs of aggression, paranoia, or 

oppositional behavior, compared to White clients exhibiting similar symptoms 

(Jacoby et al., 2020; Thompson et al., 2021). These diagnostic biases often emerge 

from implicit racial attitudes, lack of exposure to culturally diverse narratives in 

clinical training, and reliance on assessment instruments normed primarily on 

White populations (Sue et al., 2019). The consequences are particularly severe for 

Black men, whose emotional responses, especially anger, are often misinterpreted 

through a criminalizing or psychotic lens (Davis et al., 2022). Culturally grounded 

clinical practice requires not only an awareness of these biases but a shift in 

diagnostic approaches. This includes integrating narrative inquiry, contextualizing 

symptom presentation within histories of racial trauma, and using culturally 

adapted measures like the Cultural Formulation Interview (CFI) from the DSM-5 

(APA, 2013). Furthermore, reflective supervision and anti-racist training are 

essential for clinicians to unlearn racialized diagnostic reflexes. 
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Internalized Racism and Identity Fragmentation 

A less visible, yet equally detrimental, clinical concern is the internalization of 

racism among Black male clients. Internalized racism, the psychological absorption 

of negative societal messages about one’s racial group, can manifest as chronic 

low self-esteem, self-doubt, disidentification from Black culture, and interpersonal 

mistrust (Bailey et al., 2017). For Black men, these symptoms often coexist with 

social expectations of emotional suppression and masculinity norms, making them 

less likely to seek help or articulate distress (Watson-Singleton et al., 2021). This 

identity fragmentation is frequently misread as personality disturbance or poor 

insight, rather than as a survival-based coping mechanism shaped by systemic 

marginalization. In therapeutic contexts, it is essential to name and explore these 

dynamics explicitly. Interventions such as racial identity development models, 

strengths-based CBT, and narrative therapy focused on decolonizing identity have 

shown promise in facilitating cultural healing (Coleman-Kirumba et al., 2023; 

Neville et al., 2020). Additionally, racial socialization, therapeutic conversations 

affirming racial pride, resilience, and cultural connectedness, has been shown to 

protect against the effects of internalized racism and promote psychological well-

being (Anderson & Stevenson, 2019). 

Best Practices in Clinical Engagement and Treatment 

Working effectively with Black male clients requires a clinically sound and 

culturally humble approach that acknowledges the lived realities of racial trauma, 

structural violence, and cultural complexity. Best practices include building strong 

therapeutic alliances based on trust, validation, and authenticity. Culturally 

responsive therapy requires providers to practice “critical consciousness”, the 

ability to situate clinical issues within broader social and historical contexts 

(Mosley et al., 2020). This involves actively addressing power dynamics in the 

therapeutic relationship, engaging in anti-racist self-reflection, and using flexible 
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treatment modalities. Evidence-based approaches such as Acceptance and 

Commitment Therapy (ACT), Emotion-Focused Therapy (EFT), and Multicultural 

Cognitive Behavioral Therapy (MCBT) have been adapted effectively for Black 

clients when used alongside racial identity exploration and trauma-informed care 

(Walker et al., 2021). Group-based models, such as Brotherly ACT and Healing 

Circles, also show efficacy in creating collective healing spaces that affirm Black 

male identity and counter isolation (Graves et al., 2022). Ultimately, psychologists 

must move beyond mere cultural competence toward cultural responsiveness and 

social accountability, continually evolving their practice to meet the nuanced 

needs of Black male clients. 

1. Cultural Humility and Reflexivity 

Cultural humility is not simply about acquiring knowledge, it is an attitude of 

openness, curiosity, and lifelong learning. Clinicians should reflect on their own 

social positions, biases, and power within the therapeutic dyad. Open dialogue 

about identity and culture, introduced early in treatment—can build trust and 

model vulnerability (Mosher et al., 2017).   In practice, cultural humility and 

reflexivity can be implemented by clinicians engaging in ongoing self-examination 

of how their own identities, assumptions, and positions of power influence the 

therapeutic relationship. Rather than relying solely on cultural knowledge, 

clinicians can approach clients with curiosity, invite correction, and remain open 

to learning from the client’s lived experience. This may include routinely reflecting 

in supervision on moments of discomfort or bias, using reflective journaling, and 

seeking feedback from clients about whether they feel understood and respected. 

Early in treatment, clinicians can normalize conversations about culture and 

identity by asking open-ended questions about how clients define themselves and 

whether cultural factors shape their experiences or expectations of therapy. By 

acknowledging power dynamics and demonstrating a willingness to listen and 
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adapt, clinicians model vulnerability and respect, which can strengthen trust, 

enhance the therapeutic alliance, and support more equitable and responsive 

care (Mosher et al., 2017). 

2. Identity-Affirming Treatment Plans 

In clinical work with Black male clients, identity-affirming treatment is not just 

beneficial, it is essential. Rather than viewing cultural identity as a variable to 

control for, clinicians should center it as a healing resource. This can be 

implemented by co-creating treatment goals that affirm racial identity, masculinity 

as defined by the client, and core values such as spirituality, family loyalty, and 

community activism. Therapists should intentionally explore cultural pride and 

personal strengths through interventions like genograms, cultural 

autobiographies, or identity maps (Bryant-Davis & Moore-Lobban, 2019). 

Integrating expressive cultural elements, such as hip-hop lyrics, spoken word, 

drumming, or ancestral storytelling, can deepen emotional expression and 

therapeutic alliance (Polleck, 2025). Furthermore, inviting clients to reflect on 

their roles in family, church, or community organizations helps anchor their 

healing in real-world contexts, supporting both engagement and empowerment. 

3. Trauma-Informed and Liberation-Oriented Approaches 

Trauma-informed care for Black men must go beyond acknowledging trauma 

history, it must recognize how systemic racism, racial profiling, and 

intergenerational oppression are sources of chronic traumatic stress. Effective 

implementation begins with adapting standard trauma assessments to inquire 

about racial trauma and community violence explicitly. Tools like the Race-Based 

Traumatic Stress Symptom Scale (RB-TSSS) can be used to contextualize symptoms 

within cultural and structural realities (Danley Jr., 2025). Liberation psychology 

adds a powerful dimension by framing psychological suffering as a consequence of 
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systemic injustice. Therapists can foster client empowerment by validating 

resistance, encouraging activism, and exploring ancestral sources of resilience and 

healing (Arora et al., 2025). This may include therapeutic journaling from a 

liberation perspective, incorporating Africentric healing models, or using narrative 

therapy to "re-story" oppression into strength. Providers are encouraged to use a 

decolonized lens that rejects neutrality in favor of social accountability and 

collective well-being. 

4. Family and Community Engagement 

Healing for many Black men is deeply relational and occurs not in isolation but in 

connection with family, faith, and community. To implement this principle in 

practice, psychologists should first assess the client's relational ecosystem: Who 

offers support? Who represents cultural continuity? With client consent, 

therapists may invite family members, elders, or community mentors into sessions 

to broaden the circle of care (Russell et al., 2023). Psychoeducation for families 

can increase their understanding of mental health, reduce stigma, and reinforce 

therapy goals outside the clinical space. Community engagement may also include 

collaboration with barbershops, churches, local organizations, or peer-led groups 

that serve Black men. These nontraditional spaces often hold more trust and 

cultural alignment than clinical settings and can serve as partners in engagement 

or referral. Group therapy models, such as Healing Circles or Brother-to-Brother 

programs, have demonstrated success in cultivating mutual support, identity 

affirmation, and emotional literacy in culturally grounded ways (Fleshman, 2025; 

Graves et al., 2022). 

Conclusion and Clinical Integration 

Mental health concerns in Black males are complex, multidimensional, and deeply 

embedded in systems of racial, cultural, and gendered oppression. Clinicians must 
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go beyond surface-level engagement to understand the roots of stigma, mistrust, 

and emotional pain. Through culturally responsive, identity-affirming, and trauma-

informed care, psychologists can offer not only healing but also liberation. 

The APA’s Multicultural Guidelines serve as an ethical compass in this work. By 

embracing intersectionality, dismantling institutional barriers, and committing to 

self-reflexivity, psychologists can better meet the needs of Black male clients. The 

next module will further explore cultural mistrust, clinician bias, and the 

development of strong therapeutic alliances. 

Module 5: Cultural Mistrust, Clinician Bias, and the 
Therapeutic Alliance 

Introduction 

The therapeutic alliance is widely recognized as one of the most critical factors in 

effective psychotherapy. However, for Black male clients, the formation of a strong 

and trusting therapeutic relationship is often challenged by cultural mistrust and 

experiences of clinician bias. These dynamics, deeply rooted in the historical and 

ongoing legacy of systemic racism and healthcare disparities, have profound 

implications for mental health outcomes and the overall success of treatment 

(Hankerson & Bailey, 2015). This module examines the interplay between cultural 

mistrust, clinician bias, and the therapeutic alliance through the lens of clinical 

psychology and multicultural mental health practice. It provides insights grounded 

in contemporary research, offering clinicians guidance on how to navigate these 

complexities in order to build effective, affirming, and equitable relationships with 

Black male clients. 
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Cultural Mistrust: Historical Roots and Present-Day Realities 

Cultural mistrust is defined as a protective, culturally informed skepticism that 

Black clients, particularly Black men, may exhibit toward White-dominated 

systems, including the mental health field (Whaley, 2001; Sadusky et al., 2024). 

This mistrust is not irrational; it is a rational response to historical experiences of 

exploitation, abuse, and misrepresentation in healthcare and psychological 

settings. The infamous Tuskegee Syphilis Study and persistent misdiagnoses of 

schizophrenia among Black men are examples of systemic abuse and racial bias 

that continue to shape perceptions of healthcare systems today (Hairston et al., 

2018). 

Studies indicate that cultural mistrust can manifest in the therapeutic relationship 

through guardedness, reluctance to self-disclose, skepticism about the clinician's 

motives, and early termination of therapy (Anderson et al., 2019; Killen, 2012). For 

Black males, cultural mistrust may also intersect with masculine norms that 

discourage vulnerability, further complicating engagement with therapy (Wong et 

al., 2024). 

Cultural mistrust does not suggest pathology on the part of Black clients; rather, it 

must be understood as an adaptive response to structural and interpersonal 

racism. When clinicians fail to acknowledge and validate this mistrust, it can 

solidify defensive behaviors and hinder treatment (Parker, 2015). 

Clinician Bias: Implicit, Explicit, and Structural 

Clinician bias encompasses the explicit and implicit attitudes, assumptions, and 

expectations that therapists bring into the therapeutic space. Implicit racial bias in 

mental health professionals has been repeatedly documented and shown to 

negatively impact diagnostic accuracy, clinical decision-making, and interpersonal 

dynamics (DeBlaere et al., 2023; Hairston et al., 2018). 
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For example, Black male clients are more likely to be misdiagnosed with psychotic 

disorders, particularly schizophrenia, than their White counterparts presenting 

with similar symptoms (Hankerson & Bailey, 2015). These diagnostic inaccuracies 

often stem from biased interpretations of culturally normative behaviors, such as 

direct speech, affective expression, or hypervigilance, which may be misread as 

symptoms of pathology. 

Further, clinicians may unknowingly endorse deficit-based narratives, assuming 

that Black male clients are "resistant," "unmotivated," or "angry", labels rooted in 

racial stereotypes (Myers, 2024). Such biases damage rapport and reinforce 

clients’ mistrust of mental health systems. 

It is also critical to recognize how structural biases embedded in training curricula, 

diagnostic manuals, and institutional policies contribute to disparities in mental 

health access and outcomes. The therapeutic relationship does not exist in a 

vacuum; it is shaped by the broader sociocultural and institutional contexts in 

which it occurs. 

The Therapeutic Alliance: Definition and Importance 

The therapeutic alliance refers to the collaborative and affective bond between 

therapist and client, including agreement on treatment goals and tasks. A strong 

alliance is predictive of positive treatment outcomes across therapeutic modalities 

and client populations. 

For Black male clients, however, establishing such an alliance requires more than 

just empathy and warmth, it demands cultural competence, cultural humility, and 

an active confrontation of racial dynamics in the room (Anderson et al., 2019; Li et 

al., 2024). When clinicians ignore racialized experiences or fail to acknowledge 

cultural mistrust, they risk weakening the alliance and impeding therapeutic 

progress. 
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The literature emphasizes that Black male clients often assess the therapist's 

trustworthiness early in treatment and base their willingness to continue on 

whether the therapist demonstrates understanding of racial and cultural contexts 

(Sadusky et al., 2024). Therapists who avoid discussions of race, or who become 

defensive when challenged, are more likely to rupture the alliance. 

Cultural Humility: A Cornerstone for Building Trust 

Cultural humility, as distinct from cultural competence, involves a lifelong 

commitment to self-evaluation, power-balancing, and respectful engagement with 

clients' cultural experiences (Hook et al., 2013). For therapists working with Black 

male clients, cultural humility is essential to rebuilding trust in a system that has 

historically marginalized them. 

Practicing cultural humility involves: 

• Acknowledging clinician privilege and biases (Zelaya et al., 2023) 

• Inviting and validating clients' narratives of racism and oppression (DeBlaere 

et al., 2023) 

• Being transparent about limitations in understanding (Kenney, 2021) 

• Repairing ruptures quickly and authentically when trust is compromised 

Research shows that clients of color, including Black men, report higher 

satisfaction and therapeutic engagement when they perceive their clinicians to 

demonstrate cultural humility (Li et al., 2024). This approach allows clinicians to 

build a therapeutic relationship not on assumed authority but on mutual respect 

and collaboration. 
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Ruptures in the Therapeutic Relationship: How They Occur and 
Can Be Repaired 

Therapeutic ruptures, particularly in cross-racial dyads, are common and can often 

be traced to unaddressed racial dynamics or microaggressions. Examples include 

therapists minimizing racial trauma, making assumptions about clients' values, or 

imposing Eurocentric treatment models without adaptation. 

When such ruptures occur, clinicians must avoid becoming defensive or centering 

their own discomfort. Instead, they should view ruptures as opportunities for 

growth, repair, and deeper alliance formation (De Vera, 2024). Research indicates 

that timely and sincere repair attempts, especially when acknowledging racial 

dynamics, can even strengthen the alliance more than if no rupture occurred 

(Ford, 2023). 

Training in racial dialogue, anti-racist supervision, and reflective practice are key 

components in preparing clinicians to navigate these moments effectively 

(Samuels, 2022; Myers, 2024). 

Case Vignette 

Darnell, a 32-year-old Black male client, enters therapy following job-related stress 

and chronic insomnia. During the intake, he appears guarded and answers 

questions with minimal elaboration. The clinician, a White female therapist, 

becomes concerned about "resistance" and begins interpreting Darnell’s brevity 

as evidence of psychological avoidance. 

In their third session, Darnell reluctantly shares that he once had a therapist who 

dismissed his experience with workplace racism, and he’s unsure this space will be 

any different. The therapist feels defensive but resists the urge to explain herself. 

Instead, she responds, “Thank you for trusting me with that. It’s important that 
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we talk about how your past experiences, especially ones involving race, might 

affect your comfort here.” 

From this moment, Darnell becomes more engaged in treatment. Over time, they 

explore his experiences with microaggressions, racial battle fatigue, and strategies 

for navigating systemic stressors, while also building a relationship based on 

mutual respect and cultural acknowledgment. 

Evidence-Based Practices for Strengthening the Alliance with 
Black Male Clients 

1. Explicitly Address Race and Identity - Clinicians should proactively invite 

discussions about race, culture, and identity from the first session, framing 

these topics as relevant and welcome in therapy. 

2. Use a Strengths-Based, Culturally Affirming Approach - Emphasize cultural 

assets, community resilience, and masculine strengths rather than focusing 

on pathology. 

3. Integrate Cultural Responsiveness into Treatment Models - Modify 

evidence-based practices (e.g., CBT, ACT) to include cultural narratives and 

client-specific experiences of racial stress. 

4. Engage in Ongoing Anti-Racist Education and Supervision - Clinicians must 

continue learning about structural racism, implicit bias, and intersectionality 

through formal training and reflective supervision. 

5. Validate Cultural Mistrust without Pathologizing It - Understand that 

mistrust is a logical reaction to systemic inequities. Validation can serve as 

the first step in trust-building. 
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6. Develop Therapist Self-Awareness - Use self-assessment tools (e.g., 

Multicultural Counseling Inventory) to identify growth areas in racial 

responsiveness. 

7. Incorporate Client Feedback Measures = Use alliance assessments such as 

the Working Alliance Inventory to check in on the strength of the 

therapeutic relationship from the client’s perspective (Anderson et al., 

2019). 

Clinical Implications and Ethical Considerations 

The APA Code of Ethics (2017) and Multicultural Guidelines emphasize the 

importance of cultural awareness and responsiveness. Clinicians are ethically 

obligated to engage in culturally informed practice, avoid harm due to ignorance 

or bias, and advocate for equitable care (APA, 2017). 

Failure to recognize cultural mistrust or clinician bias risks violating principles of 

beneficence and respect for persons. Conversely, clinicians who integrate cultural 

humility and anti-racist principles into practice contribute to dismantling systemic 

disparities and restoring trust in mental health systems. 

For Black male clients, the therapeutic alliance is often shaped by historical 

legacies, cultural identity, and current systemic injustices. Cultural mistrust is not a 

barrier to therapy, it is a mirror reflecting the need for deeper, more responsive 

clinical practice. Clinicians must rise to meet this challenge with humility, integrity, 

and a commitment to antiracism. Only then can trust be earned, healing fostered, 

and equity achieved in the therapy room. 
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Module 6: Culturally Responsive Interventions and 
Evidence-Based Strategies 

Introduction 

Developing culturally responsive interventions for Black male clients requires 

more than adapting existing clinical models; it necessitates a paradigm shift in 

how clinicians conceptualize healing, identity, and systemic oppression. This 

module focuses on moving from theoretical awareness to applied practice, 

providing psychologists with a comprehensive framework for implementing 

culturally attuned, trauma-informed, and equity-centered interventions. The need 

for such interventions arises from the ongoing racial disparities in mental health 

care, historical exclusion of Black communities from research and clinical 

innovation, and the prevailing dominance of Eurocentric therapeutic models. By 

integrating culturally responsive strategies, such as healing-centered engagement, 

racial identity development models, racial socialization, and liberation psychology, 

psychologists can bridge the gap between cultural knowledge and clinical impact. 

These strategies are not mere add-ons; they are central to ethical and effective 

practice, especially when working with Black male clients who may be navigating 

multiple systems of oppression. As emphasized by APA Multicultural Guideline #6, 

cultural knowledge must be integrated into every aspect of psychological services, 

from assessment to intervention to supervision. This module provides clinicians 

with the theoretical rationale, empirical evidence, and practical steps to 

implement interventions that center cultural strengths, lived experience, and 

resilience. 
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The Limitations of Traditional Western Therapy Models 

Traditional psychotherapy models, such as psychodynamic, cognitive-behavioral, 

and even humanistic approaches, have historically been constructed within 

Eurocentric, individualist frameworks that often do not resonate with the 

communal, collective, and contextual experiences of Black men. While these 

approaches have their merits, they frequently pathologize culturally congruent 

behaviors, overlook systemic influences, and place the burden of healing solely on 

the individual without addressing the structural forces that contribute to 

psychological distress (Gone & Hartmann, 2021). Moreover, many of these models 

assume universality in human behavior, emotion, and cognition, assumptions that 

can lead to misdiagnosis, disengagement, and early termination of therapy when 

applied without cultural attunement. 

For Black male clients, therapy that fails to recognize racialized trauma, 

masculinity norms, cultural mistrust, and intersectional oppression can feel 

irrelevant at best and harmful at worst. Research indicates that culturally 

incongruent therapy contributes to higher dropout rates among Black clients, 

particularly males, who may already be ambivalent about engaging with mental 

health services (Bailey et al., 2021). To remedy this, psychologists must move 

beyond multicultural “competency” as a checklist and toward interventions that 

are co-created, client-centered, and culturally grounded. 

Healing-Centered Engagement: Beyond Trauma-Informed Care 

Healing-centered engagement (HCE), developed by Dr. Shawn Ginwright (2018), 

represents a transformative framework that shifts the focus from what’s wrong 

with individuals to what’s strong within communities. While trauma-informed care 

is essential, it often centers pathology and neglects the sociocultural context in 

which trauma occurs. HCE, by contrast, explicitly acknowledges structural 
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oppression, historical trauma, and collective resilience. It views healing as a 

holistic, cultural, and political act. 

For Black male clients, HCE offers a strengths-based model that validates racialized 

experiences without reducing individuals to their trauma. Core principles of 

healing-centered engagement include asset framing, cultural identity affirmation, 

relationship-centered care, and collective healing. This approach encourages 

therapists to partner with clients in co-constructing narratives of strength, 

resistance, and purpose. Importantly, it reframes therapy as a space not only for 

processing pain but for reclaiming joy, agency, and identity. 

Clinicians practicing HCE must develop relational authenticity, cultural humility, 

and contextual awareness. For example, rather than beginning therapy with 

symptom inventories, an HCE-informed therapist might start by asking about the 

client’s sources of strength, familial narratives, or experiences of cultural pride. 

These conversations create safety and resonance, facilitating deeper engagement 

over time. 

Racial Identity Development Models in Practice 

Racial identity development is a central concept in culturally responsive 

psychotherapy with Black clients. Black male clients may be at different stages of 

racial identity development, ranging from internalized racism to empowered Black 

consciousness. Understanding a client’s racial identity stage helps psychologists 

avoid misattunement and guides the therapeutic approach. For example, a client 

in the pre-encounter stage may de-emphasize race or align with dominant White 

norms, while a client in the immersion-emersion stage may express strong pro-

Black sentiments and mistrust of other groups. Therapists must respond with 

cultural sensitivity and avoid pathologizing these identity processes. 
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Integrating racial identity models into therapy allows clinicians to validate 

racialized experiences, explore identity conflict, and facilitate empowerment. This 

is particularly important for Black males who may grapple with masculinity norms, 

systemic exclusion, and pressure to assimilate. Interventions might include racial 

socialization dialogue, reflective writing on racial identity, or narrative therapy that 

centers ancestral resilience and cultural pride. 

Racial Socialization as a Therapeutic Tool 

Racial socialization refers to the verbal and non-verbal messages that Black 

individuals receive about race, racial identity, and navigating racialized 

environments. These messages, often transmitted through family, community, and 

media, shape how individuals interpret and cope with racism. Research shows 

that positive racial socialization, such as cultural pride reinforcement and 

preparation for bias, can serve as a protective factor against depression, anxiety, 

and low self-esteem (Neblett et al., 2016; Hope et al., 2017). 

Therapists can incorporate racial socialization into treatment by exploring clients’ 

early messages about race, validating their current coping strategies, and co-

constructing new narratives that foster resilience. For example, a therapist might 

ask a client, “What did you learn growing up about being a Black man?” or “How 

did your family talk about racism or justice?” These questions invite reflection and 

deepen insight into identity development. 

In practice, racial socialization-informed therapy may involve psychoeducation 

about systemic racism, use of culturally relevant media or art, and engagement in 

advocacy or community organizing as a form of healing. Such interventions align 

with liberation-oriented practice by connecting the personal with the political and 

fostering agency within oppressive systems. 
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Liberation Psychology and Social Justice Praxis 

Liberation psychology, pioneered by Ignacio Martín-Baró and extended in the U.S. 

by scholars such as Comas-Díaz (2021), calls on psychologists to position their 

work within broader struggles for justice. It emphasizes critical consciousness 

(conscientization), community solidarity, and transformation of oppressive 

systems. Liberation psychology is not only a theory, it is an ethical commitment to 

decolonize mental health practice and align with marginalized communities. 

With Black male clients, liberation psychology invites inquiry into how systems of 

power have impacted their lives and how healing can be a form of resistance. 

Therapists are encouraged to move beyond intrapsychic models to address 

environmental, institutional, and historical factors in assessment and treatment. 

This may involve advocacy, community engagement, and therapeutic 

conversations that link personal suffering to collective experience. 

Practical applications include facilitating group therapy rooted in community 

healing, incorporating political education into sessions, and fostering client 

empowerment through action-oriented goals. Liberation psychology rejects 

neutrality; it demands that clinicians take a stand against racism, police violence, 

economic disenfranchisement, and other systemic harms that disproportionately 

affect Black males. 

Strengths-Based and Affirmative Approaches 

Culturally responsive practice with Black male clients must center strengths, not 

deficits. Too often, psychological discourse emphasizes pathology, dysfunction, 

and trauma without attending to resilience, creativity, and resistance. Strengths-

based approaches affirm the client’s inherent worth and draw on cultural assets 

such as spirituality, kinship networks, humor, and creativity as tools for healing. 
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Clinicians can incorporate strengths-based strategies by identifying protective 

factors in the client’s life, exploring success stories, and reframing challenges as 

sites of growth. Affirmative therapy for Black males includes normalizing 

emotional expression, challenging internalized oppression, and supporting 

identity development across domains (gender, race, spirituality, sexuality). 

This approach also requires that psychologists challenge their own biases and 

resist narratives of cultural deficiency. For example, rather than pathologizing 

distrust, a strengths-based perspective might see cultural mistrust as an adaptive 

response to historical betrayal. By honoring the wisdom embedded in cultural 

practices and survival strategies, psychologists foster connection, dignity, and 

healing. 

Integration of Interventions Through Case Vignettes 

Case 1: A 30-year-old Black male client presents with symptoms of depression, 

hopelessness, and occupational burnout. He reports experiencing racial 

microaggressions at work and feeling pressure to mask his emotions. Using 

healing-centered engagement, the therapist explores sources of cultural strength 

and co-constructs a wellness plan that includes reconnecting with community, 

engaging in activism, and exploring racial identity through art and journaling. The 

therapist also incorporates elements of racial socialization by helping the client 

reflect on early messages about success and masculinity. 

Case 2: A 19-year-old college student who identifies as Black and queer reports 

anxiety, isolation, and identity confusion. The therapist integrates racial identity 

development theory to support exploration of intersecting identities. Narrative 

therapy techniques are used to help the client externalize shame and author new 

stories of belonging. Liberation psychology principles guide conversations about 

systemic oppression and foster empowerment through campus engagement. 
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These cases illustrate how culturally responsive interventions are flexible, 

integrative, and responsive to the unique needs and contexts of each client. 

Ethical and Clinical Considerations 

Implementing culturally responsive interventions requires clinicians to remain 

vigilant about their own social location, biases, and ongoing learning. APA’s Ethical 

Principles (2017) and Multicultural Guidelines (2017) underscore the responsibility 

of psychologists to avoid harm, ensure informed consent, and maintain 

competence in working with diverse populations. This includes staying current 

with culturally specific research, engaging in supervision or consultation, and 

advocating for systemic change when institutional practices conflict with client 

well-being. 

Ethically, clinicians must also be transparent with clients about their approach, 

avoid imposing cultural interpretations, and be prepared to make referrals when 

client needs exceed their cultural knowledge or comfort. Culturally responsive 

work is not performative, it requires humility, accountability, and action. 

Reflection 

Culturally responsive interventions are indispensable for equitable, effective 

mental health care with Black male clients. Healing-centered engagement, racial 

identity development, narrative therapy, racial socialization, and liberation 

psychology offer robust, empirically supported frameworks that address both 

individual suffering and systemic injustice. These interventions require clinicians to 

move beyond cultural awareness toward transformative practice that centers the 

client’s culture, voice, and agency. 
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To integrate these strategies into your practice, consider the following reflection 

questions: 

• How do I currently incorporate cultural strengths and historical context into 

my treatment planning? 

• What assumptions do I hold about Black male clients, and how might they 

influence my clinical decisions? 

• In what ways can I deepen my understanding and application of liberation 

psychology, racial identity theory, or healing-centered frameworks? 

• How can I co-create therapeutic spaces that affirm, empower, and dignify 

the lived experience of Black men? 

By committing to ongoing growth and culturally grounded practice, psychologists 

can become true allies in the healing journeys of Black male clients. 

Module 7: Supervision, Ethics, and Organizational 
Accountability 
In the evolving landscape of mental health care, psychologists are called not only 

to practice cultural responsiveness at the individual client level, but also to foster 

inclusive, equitable environments in supervision and organizational systems. 

Introduction: The Transformative Power of Supervision 

Supervision is not a peripheral task in psychological practice, it is a crucible where 

clinical skill, ethical development, identity formation, and systemic awareness 

intersect. For psychologists working with Black male clients, or for those training 

the next generation of clinicians to do so, supervision must function as a site of 
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transformation rather than reproduction. When approached with intentionality, 

cultural humility, and systemic analysis, supervision can serve as a powerful lever 

for equity. However, when structured around silence, avoidance, or performative 

inclusion, it can replicate harm, marginalization, and institutional oppression. 

This module provides a comprehensive, APA-aligned examination of supervision, 

ethics, and organizational accountability through the lens of culturally responsive 

and anti-racist psychological practice. Drawing from empirical literature (e.g., 

Hernández et al., 2020; Ratts et al., 2022; DeBlaere et al., 2019), APA’s Ethical 

Principles (2017), and Multicultural Guidelines (2017), this module equips 

practitioners to engage in transformative supervisory and leadership practices. 

Across its sections, this module articulates how supervision must evolve from 

hierarchical evaluation toward mutual learning, from technical oversight toward 

social justice mentorship, and from individual critique toward structural change. 

Reconceptualizing Supervision Through a Culturally Responsive 
Lens 

Traditional models of supervision often emphasize compliance, technical mastery, 

and individual clinical performance. These models, rooted in Eurocentric 

frameworks, tend to be hierarchical and frequently sideline the sociocultural 

contexts that shape both therapist development and client experiences. For 

supervisees of color, particularly those working with Black male clients, these 

models can be alienating, invalidating, and at worst, re-traumatizing. 

In contrast, culturally responsive supervision acknowledges that identity, power, 

and sociopolitical context are not peripheral but central to ethical and effective 

supervision (Falender & Shafranske, 2020). This approach integrates critical 

reflection on positionality, intersectionality, institutional dynamics, and historical 
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legacies of oppression. It asks: Who is in the room? Whose voice is heard? What 

knowledge is legitimized or devalued? 

APA’s Multicultural Guideline #7 emphasizes the importance of training 

environments that foster cultural competence and address structural inequities. 

This includes the responsibility to actively foster a supervisory environment where 

issues of race, power, privilege, and systemic injustice are not only acknowledged 

but explicitly discussed. Supervisors must not wait for racialized supervisees to 

raise these topics; they must be proactive, self-reflective, and transparent in their 

commitment to racial equity. 

Cultural Humility in Supervision: From Expert to Co-Learner 

Cultural humility represents a paradigm shift in how supervision is practiced. 

Rather than positioning the supervisor as the expert imparting knowledge, 

cultural humility positions supervision as a dialogical, mutual process where 

learning is bidirectional and power is consciously examined. Hook et al. (2017) 

found that supervisees in culturally humble supervisory relationships reported 

greater psychological safety, satisfaction, and openness to feedback. 

In practice, cultural humility involves the supervisor openly acknowledging the 

limits of their cultural knowledge, inviting supervisees to bring their full selves into 

the supervisory space, and modeling vulnerability. This is particularly critical when 

discussing racial trauma, microaggressions, and systemic oppression experienced 

by either clients or the supervisee. 

For example, a White supervisor working with a Black supervisee who treats Black 

male clients must actively create space to explore racial dynamics, both in therapy 

and in supervision. This includes naming Whiteness, acknowledging privilege, and 

inviting discussion of how race-based stressors might impact clinical decision-
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making. Cultural humility also includes the willingness to make repair when harm 

has occurred, which is essential to developing trust. 

The Ethical Dimensions of Supervision: Integrating APA Standards 

Supervision is an ethically regulated domain. According to the APA Code of Ethics 

(2017), psychologists have an ethical responsibility to provide fair, competent, 

respectful, and developmentally appropriate supervision. This includes attending 

to issues of bias, justice, and inclusion. Failure to engage with cultural dynamics in 

supervision may constitute an ethical violation, particularly when it results in 

harm, marginalization, or misassessment of supervisee competence. 

The APA Principles of Beneficence and Nonmaleficence, Fidelity and 

Responsibility, and Justice collectively require supervisors to minimize harm, 

promote well-being, honor commitments to fairness, and ensure that training is 

equitable and inclusive. These principles demand that psychologists interrogate 

how their own biases, blind spots, or institutional norms may be impacting 

supervisee development. 

For instance, ignoring a supervisee's report of experiencing racial 

microaggressions from a client,or worse, questioning the validity of that 

experience, constitutes not only a relational failure but an ethical lapse. 

Supervisors must build skills in racial dialogue, microaggression repair, and 

identity-affirming feedback, and they must be held accountable for doing so 

through institutional evaluation and peer feedback. 

Power, Identity, and the Supervisory Alliance 

Power is inherent in all supervisory relationships, but its impact is magnified when 

supervision crosses lines of race, gender, or culture. Culturally responsive 
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supervisors must be explicit in acknowledging this power and intentional in 

mitigating its impact. This involves more than being “nice” or “supportive.” It 

requires ongoing critical reflection on how one's positionality may shape 

supervisee perceptions, reactions, or disclosures. 

DeBlaere et al. (2019) emphasize that the supervisory alliance is strongest when 

supervisors directly engage with identity and power, not when they avoid it. 

Supervisees of color, and particularly Black male supervisees, often report feeling 

hypervisible and invisible simultaneously: held to higher standards, yet their 

voices and concerns often minimized. Supervisors must counteract these 

dynamics by centering the supervisee’s lived experience, listening without 

defensiveness, and responding to racialized concerns with seriousness and 

support. 

An effective supervisory alliance also includes openness to feedback from the 

supervisee, including feedback about racial insensitivity or supervisory missteps. 

Supervisors must normalize and welcome this feedback, not as a threat to 

authority but as part of a mutual accountability process. Creating explicit 

structures for two-way feedback fosters psychological safety and models anti-

oppressive relational dynamics. 

Anti-Racist Supervision: Principles and Practice 

While cultural responsiveness is critical, the future of supervision must also be 

actively anti-racist. Anti-racist supervision moves beyond awareness to action. It is 

grounded in the understanding that White supremacy is embedded in 

psychological institutions, and that supervision can either reproduce or disrupt 

these systems. 
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Ratts et al. (2022) define anti-racist supervision as a process that explicitly 

examines Whiteness, decentering dominant norms, and challenging systemic 

barriers within the training environment. It includes: 

• Regular use of racial inquiry prompts (e.g., “How might race and power be 

influencing this case?”) 

• Critical dialogue about institutional inequity and policy-level bias 

• Supporting supervisees in naming and responding to racism in clinical 

encounters 

• Holding oneself accountable for privilege and unearned power 

• Committing to anti-racist professional development as an ongoing process 

Implementing anti-racist supervision may involve discomfort, but this discomfort 

is productive and necessary. Supervisors must model ethical courage: the 

willingness to challenge institutional norms, admit fallibility, and act in solidarity 

with marginalized supervisees and clients. When working with supervisees who 

treat Black male clients, supervisors must explicitly address racial trauma, 

stereotypes, surveillance, and the effects of historical injustice on therapeutic 

dynamics. 

Supervision and Structural Competency in Organizational Settings 

Supervision does not exist in isolation, it is shaped by institutional climates, 

policies, and cultures. Many organizations profess a commitment to diversity but 

continue to operate under White normative values, reward conformity over 

critique, and fail to collect or respond to data about racial inequity in training 

outcomes. 
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A structurally competent supervision model recognizes that trainee performance 

cannot be divorced from institutional context. For example, if a Black male 

supervisee appears disengaged or hesitant in supervision, a culturally just 

supervisor asks: Is he navigating stereotype threat? Is he questioning whether his 

perspective will be taken seriously? Has the institution responded appropriately to 

past racial harm? 

Supervisors must advocate for system-level changes that support culturally 

responsive practice. This includes: 

• Hiring and promoting diverse leadership 

• Ensuring equitable compensation and recognition of cultural labor 

• Integrating cultural responsiveness into performance evaluation 

• Creating protected time for consultation and reflection on racial dynamics 

• Revising clinical documentation templates to include cultural formulation 

• Supporting affinity spaces and mentorship networks for trainees of color 

As Liu et al. (2019) note, institutions that operationalize equity, not just espouse it, 

create safer, more effective learning environments and ultimately provide better 

care to diverse communities. 

Addressing Microaggressions, Institutional Trauma, and Cultural 
Taxation 

Psychological training environments are not immune to racism. In fact, graduate 

students of color often report high levels of racial microaggressions, invalidation, 

and institutional betrayal (Jones et al., 2017). These experiences result in 

psychological distress, academic disengagement, and reduced confidence. 
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Supervisors must be prepared to address microaggressions not only in client work 

but within the institution. This includes: 

• Creating feedback structures where racialized harm can be reported safely 

• Engaging in restorative practices when harm occurs 

• Speaking up when colleagues perpetuate bias, even in subtle forms 

• Tracking patterns of inequity in workload, feedback, and advancement 

Moreover, trainees of color are often expected to take on disproportionate 

emotional labor, educating peers, mentoring students, serving on DEI committees, 

without recognition or support. This phenomenon, known as cultural taxation 

(Joseph & Hirshfield, 2021), must be named and addressed. Supervisors can 

advocate for compensation, workload redistribution, and institutional recognition 

of cultural contributions. 

Clinical Case Reflection: A Supervision Vignette 

Consider the case of Marcus, a third-year Black doctoral trainee working in a 

forensic setting with court-mandated Black male adolescents. Marcus reports 

feeling tension in sessions, noting that clients often express skepticism toward 

therapy and frequently test his boundaries. In supervision, he voices concern 

about being perceived as ineffective and feels uncertain about how to handle 

client resistance. 

His supervisor, a White female psychologist, initially focuses on Marcus’s 

technique, suggesting ways to redirect sessions and set firmer limits. However, she 

notices Marcus withdrawing over time and becoming more anxious about 

evaluations. Upon reflection, the supervisor realizes she has overlooked the racial 

and cultural dynamics at play. 
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In a subsequent supervision session, she invites a more open conversation about 

identity, asking: “What’s it like for you, as a Black male clinician, working with 

these clients, and being supervised in a predominantly White team?” Marcus 

shares his internal conflict: feeling a deep responsibility to connect with the youth, 

but also feeling pressure to prove himself and fear of being judged for ‘not doing it 

right.’ 

This conversation transforms the supervisory alliance. Together, they explore how 

racialized expectations, institutional surveillance, and historical mistrust shape the 

therapeutic relationship. The supervisor supports Marcus in using his cultural 

insight as a strength and brings this case to a consultation group to further reflect 

on her own positionality. She also advocates for mentorship opportunities and 

affinity group spaces for Black male trainees in the program. 

This vignette illustrates how culturally responsive supervision requires more than 

clinical guidance, it requires vulnerability, systemic insight, and racial literacy. 

Moving Toward Equity: Institutional Recommendations 

For organizations to support culturally just supervision, they must: 

• Embed equity goals into mission, policy, and funding 

• Train all supervisors in cultural humility and anti-racist practice 

• Establish metrics to track racial disparities in trainee experiences and 

outcomes 

• Include supervisee voices in supervisor evaluations 

• Create restorative pathways for repairing institutional harm 

• Support systemic advocacy by psychologists at all levels of the organization 
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These changes are not optional. They are ethical mandates grounded in APA 

principles, research evidence, and the lived experiences of those who have long 

been excluded or marginalized in psychological training environments. 

Supervision as a Site of Liberation and Responsibility 

Culturally responsive supervision is not about being perfect, it is about being 

principled, present, and in pursuit of justice. It requires self-awareness, systemic 

thinking, relational courage, and ethical integrity. For psychologists supervising 

work with Black male clients, this means confronting history, deconstructing bias, 

and holding space for both pain and power. 

Ethical supervision cannot be race-neutral. Supervision that ignores race sustains 

racism. Institutions that remain silent sustain harm. The future of psychological 

training depends on a bold reimagining of supervision as a space not only for 

growth but for healing, resistance, and systemic change. 

Module 8: Case Studies and Applied Practice 

Case Studies and Applied Practice 

Module 8 serves as a culmination of the foundational principles introduced in 

previous sections by applying them to detailed, nuanced clinical cases. These case 

studies are designed to reflect the multifaceted realities that Black male clients 

often face in clinical settings and in society at large. Throughout this module, 

practitioners will explore real-world scenarios that necessitate reflexivity, critical 

analysis, ethical reasoning, and cultural humility. These clinical illustrations center 

intersectional identities, systemic barriers, and the application of culturally 

responsive interventions that align with the American Psychological Association’s 
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Multicultural Guidelines (APA, 2017). Rather than focusing solely on symptom 

reduction, each case emphasizes relational depth, sociocultural context, and the 

transformative potential of culturally just psychological work. 

The objectives of this module are multifold. First, participants will enhance their 

clinical formulation skills by integrating social determinants of health, racialized 

trauma, and cultural identity into conceptualizations. Second, practitioners will 

deepen their understanding of how intersectional factors such as race, gender, 

disability, and sexual orientation affect the lived experiences of Black male clients. 

Third, clinicians will be encouraged to reflect critically on their own positionality, 

power, and implicit biases that may influence diagnosis, treatment, and the 

therapeutic alliance. Lastly, this module aims to foster a commitment to systemic 

change through clinical advocacy, ethical responsiveness, and organizational 

accountability. 

Case Study 1: Andre – School Discipline and Racialized Trauma 

Andre is a 16-year-old Black male attending a predominantly Black high school in 

an urban area marked by under-resourced public services and high rates of police 

surveillance. Referred to therapy after multiple suspensions for "aggressive 

behavior" in the classroom, Andre is described by his teachers as defiant, 

confrontational, and emotionally reactive. He is currently on an Individualized 

Education Plan (IEP) under the category of “emotional disturbance” and has a 

prior history of counseling within the school system. In therapy, Andre is quiet and 

guarded at first, eventually disclosing experiences of racial profiling, over-policing 

in his neighborhood, and the psychological toll of living with constant fear of being 

misunderstood or harmed. 

Andre's case exemplifies the complex intersection of educational policy, systemic 

racism, and adolescent development. Research shows that Black boys are 
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suspended and expelled at disproportionately higher rates than their white peers, 

often for subjective infractions such as “disrespect” or “noncompliance” (Skiba et 

al., 2016). These behaviors, frequently misinterpreted by school staff, may be 

trauma responses rooted in hypervigilance, dissociation, or survival-based 

behavioral adaptation. Labeling such responses as "behavioral disorders" not only 

pathologizes the child but also obscures the sociopolitical origins of their distress. 

It is critical for clinicians to move beyond a deficit model and explore the root 

causes of behavior within a culturally and historically grounded framework. 

The clinician working with Andre must engage in active cultural humility, 

acknowledging their own biases and the ways in which institutional structures 

have already shaped Andre’s worldview. Using tools like the Cultural Formulation 

Interview from the DSM-5 (APA, 2013) and incorporating racial socialization 

strategies (Anderson & Stevenson, 2019), the therapist can begin to reconstruct 

Andre’s experience as one of resilience and survival rather than dysfunction. The 

therapeutic process involves not only individual intervention but also system-level 

advocacy, such as attending school IEP meetings, educating staff on trauma-

informed practices, and helping the family navigate educational policies. 

Validating Andre’s lived experiences and involving him in co-constructing his 

treatment goals are critical steps toward re-establishing his agency. 

Case Study 2: David – Depression and Sexual Identity 

David is a 24-year-old Black bisexual male who recently moved back into his 

conservative Christian household after completing his undergraduate degree. He 

presents to therapy with symptoms of depression, including persistent sadness, 

fatigue, difficulty concentrating, and feelings of worthlessness. He reports social 

withdrawal, especially after disclosing his sexual identity to his family, which led to 

strained relationships and overt rejection. David feels caught between conflicting 
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identities—his sexual orientation, racial identity, and spiritual upbringing, and is 

hesitant to fully explore his sexuality within therapy due to prior experiences of 

cultural invalidation from healthcare providers. 

David’s case offers a poignant example of the multidimensional oppression faced 

by queer Black men and the psychological toll of intersectional minority stress. 

According to Meyer’s Minority Stress Theory (2015), individuals from stigmatized 

social groups experience chronic stress due to prejudice, discrimination, and 

internalized stigma, which contribute to poorer mental health outcomes. For 

David, being both Black and bisexual intensifies the burden, particularly within 

communities that may privilege traditional norms of masculinity and 

heteronormativity. This convergence of identities results in what Bowleg (2017) 

describes as “intersectional invisibility,” where the individual’s lived experience is 

obscured or misunderstood by systems designed around singular identity 

categories. 

Clinicians must therefore approach David’s treatment with intentional 

intersectional awareness. LGBTQ+-affirming practices should be contextualized 

within a broader cultural framework that does not assume white, urban, or 

secular norms of identity development. Therapists should consider integrating 

narrative therapy, which allows David to deconstruct harmful identity narratives 

and build empowering ones, and culturally adapted cognitive-behavioral therapy 

(CBT), which addresses internalized bias and self-stigma (Means et al., 2021). 

Creating space for David to explore his spirituality, without presuming its 

incompatibility with his sexuality, may also serve as a healing intervention. The 

therapeutic alliance must be characterized by transparency, validation, and open 

dialogue about the therapist’s positionality, especially if there are identity 

differences between client and provider. 
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Case Study 3: Marcus – Substance Use and Historical Trauma 

Marcus is a 38-year-old African American man recently released from a ten-year 

prison sentence for non-violent drug charges. He is currently living in transitional 

housing and has been mandated to therapy as part of his parole requirements. 

Marcus has a long history of opioid use, beginning in adolescence, and reports 

symptoms consistent with post-traumatic stress disorder (PTSD), including 

flashbacks, avoidance, emotional numbing, and difficulty sleeping. He expresses 

skepticism toward therapy, often stating that he sees it as “just another system 

designed to control people like me.” 

Marcus’s clinical presentation reflects the compounded effects of systemic racism, 

intergenerational trauma, and the carceral state. Black men are disproportionately 

incarcerated in the United States, often for drug-related offenses that have 

historically targeted communities of color (Alexander, 2020). The psychological 

consequences of incarceration extend far beyond the individual, disrupting family 

systems, economic stability, and identity development. Marcus’s mistrust of 

mental health providers should not be viewed as resistance, but rather as a 

rational response to a history of institutional betrayal, which Gómez (2021) frames 

through her Cultural Betrayal Trauma Theory. 

Clinically, Marcus benefits from a liberation psychology framework, which situates 

his suffering within a context of structural oppression and affirms his capacity for 

agency and self-definition. Rather than imposing traditional abstinence-based or 

pathology-centered models, the therapist incorporates harm reduction strategies 

and motivational interviewing to foster Marcus’s intrinsic motivation and 

autonomy. The use of psychoeducation about systemic oppression can be 

validating and catalyze a sense of purpose. Incorporating Afrocentric spirituality 

and community-based healing models, where appropriate, may also strengthen 

the therapeutic alliance and reinforce cultural resilience. The clinician’s role 
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includes not only supporting Marcus’s personal healing but also challenging 

institutional barriers that limit access to housing, employment, and support for 

system-impacted individuals. 

Case Study 4: Elijah – Academic Pressure and Disability Disclosure 

Elijah is a 19-year-old Black male student at a predominantly white university.  He 

was recently diagnosed with a learning disability after struggling with written 

assignments and standardized exams. Despite receiving a diagnosis, Elijah is 

hesitant to request academic accommodations due to fears of being stigmatized 

as unintelligent or “affirmative action.” He experiences frequent panic attacks, 

imposter syndrome, and social isolation. Professors have made dismissive 

comments about students who “game the system” through disability services, 

further compounding Elijah’s reluctance to disclose. 

Elijah’s experience illustrates how racialized ableism operates in academic 

settings. Not only is he navigating the challenges of a new diagnosis, but he is also 

contending with the internalized stereotypes that Black students often face 

regarding intelligence and competence. The concept of racial battle fatigue (Smith 

et al., 2016) is salient here, as Elijah’s daily exposure to microaggressions, 

invisibility, and invalidation accumulates into psychological exhaustion. Without 

appropriate support, Elijah is at high risk for academic burnout and worsening 

mental health. 

Therapeutic work with Elijah should center validation, empowerment, and 

education. A strengths-based model that highlights Elijah’s perseverance, 

intellectual capacity, and resilience can counter internalized stigma. 

Psychoeducation on disability rights and university policies can demystify the 

accommodation process, while also affirming Elijah’s right to equitable learning 

environments. The therapist can also facilitate discussions about identity 
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concealment, safety, and authenticity, helping Elijah navigate when, where, and 

how to disclose his disability status. Collaboration with campus disability services, 

peer support groups, and culturally affirming student organizations can provide a 

broader support system. Clinicians must also remain aware of their own 

assumptions about disability, race, and academic achievement, using supervision 

and consultation to ensure responsiveness. 

Clinical Integration and Ethical Considerations 

Each of the aforementioned case studies illustrates the deep need for a culturally 

responsive, ethically grounded, and intersectionally informed approach to 

psychological care for Black male clients. These clients often navigate hostile 

environments where their identities are pathologized, misinterpreted, or erased. 

As such, therapy becomes more than symptom management—it becomes an act 

of resistance, reclamation, and healing. 

Common clinical errors include overpathologizing culturally normative behaviors, 

failing to consider systemic and historical contexts, and applying universal 

treatment models without adaptation. These errors are not simply oversights; 

they are ethical breaches that can exacerbate harm. Mitigation strategies include 

using culturally informed assessment tools, seeking diverse consultation, actively 

soliciting feedback from clients, and integrating cultural humility into every phase 

of the therapeutic process (Hook et al., 2017). 

Culturally responsive therapists must also act as advocates. This may involve 

writing support letters, attending school meetings, offering community referrals, 

or challenging institutional policies. The work is not always comfortable, but it is 

necessary for equity. 
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Reflections 

Module 8 demonstrates that working with Black male clients requires a 

deliberate, ongoing commitment to cultural humility, systemic critique, and ethical 

responsiveness. Through the exploration of nuanced clinical scenarios, clinicians 

are invited to examine their own identities, question dominant paradigms, and co-

create healing spaces with clients that honor the fullness of their humanity. The 

cases offered in this module are not exhaustive, but they reflect a diverse range of 

psychosocial experiences that challenge practitioners to think critically and act 

courageously. 

Module 9: Research Review and Current Data on 
Health Disparities 

Introduction 

Understanding and addressing health disparities is an ethical imperative in 

psychological practice. Module 9 provides an in-depth analysis of racial disparities 

affecting Black males in the domains of psychological assessment, access to care, 

treatment quality, and outcomes. Drawing on contemporary empirical research, 

this module highlights systemic, institutional, and interpersonal factors that 

contribute to inequity in mental health services and outcomes for Black male 

clients. 

Despite growing awareness, the mental health system continues to perpetuate 

inequities through biased diagnostic frameworks, inadequate access to culturally 

competent care, underrepresentation of Black clinicians, and clinical interventions 

that fail to address the structural determinants of health. Recent research 

reinforces that these disparities are not incidental, they are the result of historical, 
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political, and economic decisions embedded within the infrastructure of mental 

health care. This module invites clinicians to reflect on how these inequities 

manifest within clinical encounters, institutional policies, and psychological 

science itself. 

Racial Disparities in Psychological Assessment 

Disparities in psychological assessment begin with diagnostic tools that were 

standardized on predominantly white, middle-class populations and often lack 

cultural validity for Black male clients. These tools may pathologize normative 

cultural behaviors, miss trauma-related symptoms, or fail to account for 

expressions of distress shaped by race, gender, and class. A growing body of 

research shows that Black males are more likely to receive misdiagnoses, 

especially for disorders such as schizophrenia or conduct disorder, while 

underdiagnosed for mood and anxiety disorders. 

According to Wang et al. (2025), algorithmic tools used to predict aggression in 

psychiatric settings have significantly higher false positive rates (FPRs) for Black 

men compared to their white counterparts. This machine learning bias results in 

over-identification of risk among Black male patients and contributes to increased 

surveillance, restrictive interventions, and stigmatization. These predictive errors 

reflect not only technical flaws but entrenched racial biases in the data used to 

train these models. The study highlights how technology, often presumed to be 

neutral, can replicate and magnify existing health disparities when not subject to 

rigorous fairness audits. 

Similarly, research by Adebayo et al. (2021) revealed that clinicians were more 

likely to interpret Black male clients’ emotional expression as “agitation” or 

“hostility” rather than distress or sadness. This attribution bias contributes to 

overdiagnosis of externalizing disorders and under-identification of internalizing 

79



disorders, which may reduce access to appropriate care. Given that clinical 

impressions shape assessment outcomes, the potential for clinician bias, implicit 

or explicit, must be addressed in training, supervision, and accountability 

structures. 

The use of culturally adapted assessment tools, such as the Cultural Formulation 

Interview (CFI) from the DSM-5, remains underutilized in clinical settings. Yet tools 

like the CFI provide a structured opportunity to explore the client's cultural 

identity, explanatory models of illness, support systems, and stressors. When 

implemented with cultural humility, such tools can significantly reduce 

misdiagnosis and foster more accurate conceptualizations of client experience 

(Lewis-Fernández et al., 2017). 

Access to Mental Health Services 

One of the most persistent disparities in psychological services lies in access. Black 

males are significantly less likely to initiate mental health treatment compared to 

other demographic groups. According to data from the Substance Abuse and 

Mental Health Services Administration (SAMHSA, 2023), only 26% of Black men 

with a diagnosable mental illness received treatment in the past year, compared 

to 45% of white men. The reasons for this gap are multifactorial and include lack 

of insurance, economic instability, geographic isolation, mistrust of providers, and 

a shortage of culturally responsive professionals. 

Historical and ongoing medical racism contributes to a justified mistrust of 

healthcare systems among many Black communities. Events such as the Tuskegee 

Syphilis Study, discriminatory psychiatric practices, and the over-policing of Black 

bodies have left an enduring legacy. Cultural mistrust, a term popularized by 

Terrell and Terrell (1981), refers to a defensive orientation rooted in collective 

memory of racial trauma and institutional betrayal. In the context of mental 
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health care, this can manifest as avoidance, skepticism, or disengagement, often 

misread by clinicians as “noncompliance” rather than protective self-regulation. 

Geographic barriers also exacerbate disparities. In many urban areas, mental 

health services are concentrated in white-majority neighborhoods, while Black-

majority areas suffer from mental health professional shortages, limited specialty 

care, and inadequate public transportation. In rural communities, the problem is 

further magnified by mental health deserts, regions with no psychologists or 

psychiatrists within reasonable proximity. Telehealth has expanded access during 

the COVID-19 pandemic, but digital literacy, broadband access, and comfort with 

remote platforms remain challenges for some populations (Walker et al., 2022). 

Furthermore, when Black men do engage with mental health services, they are 

more likely to enter through coercive or crisis pathways, such as emergency 

departments, court mandates, or correctional systems, rather than preventative 

or voluntary care (Bailey et al., 2019). This trend reinforces a punitive model of 

care and disconnects clients from sustained therapeutic relationships. 

Quality of Care and Treatment Outcomes 

The disparity does not end at access, it extends into the quality and cultural 

responsiveness of treatment provided. Research shows that Black male clients are 

more likely to receive less effective interventions, drop out of therapy 

prematurely, and report lower levels of therapeutic alliance. In many cases, this is 

due to cultural incongruence between client and provider, failure to address 

racialized experiences, or misattunement to communication norms. 

A systematic review by Jackson and Hoggard (2020) found that racial 

microaggressions in clinical encounters, such as invalidating racial identity, 

denying racism, or exoticizing Black culture, directly predicted early termination 

and worsened outcomes. Even subtle cues, like body language, tone, or 
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assumptions, can erode trust. These findings underscore the necessity of training 

clinicians to recognize and repair racial microaggressions and to foster 

environments where clients feel emotionally and culturally safe. 

Additionally, disparities exist in psychotropic medication prescription. Black male 

patients are disproportionately prescribed antipsychotic medications at higher 

doses and are less likely to be offered psychotherapy or other non-

pharmacological interventions (Snowden et al., 2016). These practices reflect both 

diagnostic bias and institutional norms that prioritize chemical containment over 

holistic care. Clinicians must critically examine how medication decisions are made 

and whether alternatives are offered with informed consent. 

Black male clients also report lower satisfaction with care when their providers 

avoid discussing race or minimize the impact of racism on mental health. 

According to Chatters et al. (2018), culturally congruent care, defined as care that 

affirms the client’s values, identity, and context, predicts higher retention, better 

coping, and stronger therapeutic alliance. Interventions that incorporate racial 

identity development, Afrocentric healing traditions, and community-based 

supports have shown promise in enhancing engagement and outcomes (Williams 

et al., 2020). 

Provider Workforce and Cultural Representation 

Another significant structural barrier to equity in mental health is the 

underrepresentation of Black male psychologists, psychiatrists, and counselors. As 

of 2022, less than 4% of psychologists in the United States identify as Black, and 

even fewer are male (APA Center for Workforce Studies, 2023). This gap has 

profound implications for representation, mentorship, and culturally congruent 

care. For many Black male clients, the inability to find providers who share or 

understand their lived experience can reinforce alienation and disengagement. 
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While cross-cultural therapy can be effective, research emphasizes the importance 

of cultural humility, responsiveness, and positionality awareness in bridging 

identity differences. Providers must move beyond cultural competence (i.e., 

acquiring facts about a group) to cultural humility, a lifelong commitment to 

learning, self-reflection, and de-centering of professional authority (Hook et al., 

2017). Training programs must prioritize anti-oppressive pedagogy, experiential 

learning, and structural competency in preparing clinicians to work with 

marginalized populations. 

Recruitment and retention of Black males into psychology must also be prioritized 

at the institutional level. Pipeline programs, scholarship opportunities, and 

mentorship networks are essential to diversifying the mental health workforce. 

Equally important is dismantling the systemic barriers that limit access to graduate 

education, licensure, and leadership opportunities for Black male trainees. 

Structural Inequality and Social Determinants of Health 

Health disparities cannot be understood apart from the broader social context in 

which they emerge. Factors such as housing instability, poverty, food insecurity, 

educational inequity, exposure to violence, and environmental racism shape both 

mental health and access to care. For Black male clients, these stressors intersect 

in complex ways that often go unrecognized in traditional treatment models. 

The social determinants of mental health are not just background variables, they 

are causal mechanisms. For example, structural unemployment due to racial 

discrimination can contribute to depression and anxiety. Exposure to community 

violence can result in chronic hyperarousal and PTSD. Discriminatory policing 

practices can cause anticipatory stress and trigger panic attacks. These realities 

must be accounted for in both clinical conceptualizations and intervention plans. 

83



Policy-level solutions are required to dismantle these structural barriers. 

Psychologists have a role to play not only in treating the effects of inequality but in 

advocating for systemic change. This includes supporting housing-first models, 

investing in school-based mental health, advocating for criminal justice reform, 

and participating in legislative efforts to expand access to culturally grounded 

care. 

Future Directions in Research and Practice 

Contemporary research continues to expose the limitations of a “one-size-fits-all” 

model of mental health care. Future research must be participatory, community-

driven, and equity-centered. There is a growing call for methodologies that honor 

lived experience, reject deficit narratives, and elevate the voices of Black male 

clients in shaping the research agenda. 

Emerging areas of focus include: 

• The impact of algorithmic bias in digital mental health tools 

• Intersectional approaches to mental health for Black LGBTQ+ populations 

• Effects of racial trauma on the hypothalamic-pituitary-adrenal (HPA) axis 

• Evaluation of culturally adapted evidence-based treatments (EBTs) 

• Outcomes associated with peer-led and community-based mental health 

interventions 

Training programs must also integrate structural competency, an approach that 

teaches clinicians to recognize and respond to the social, economic, and political 

structures that produce health disparities (Metzl & Hansen, 2014). Rather than 

attributing poor outcomes to individual behavior, structural competency redirects 

attention to the systems that constrain individual agency. 
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Racial disparities in psychological assessment, treatment access, and outcomes 

among Black male clients are not simply individual or clinical challenges, they are 

structural realities with deep historical roots. As psychologists, we are called not 

only to recognize these patterns but to intervene through advocacy, ethical 

reflection, and culturally grounded care. The research is clear: without a sustained 

commitment to equity, mental health systems will continue to replicate the very 

harms they seek to heal. 

Clinicians must approach their work with humility, accountability, and a justice-

oriented lens. From the first point of contact to the final session, every clinical 

choice carries ethical weight. This module encourages all practitioners to move 

beyond awareness to action, to ensure that psychological practice serves not as a 

site of oppression but as a space for liberation and healing. 

Module 10: Integrating Learning and Committing to 
Culturally Just Practice 

Introduction: Beyond Competence, Toward Commitment 

Over the course of this ten-module curriculum, clinicians have been invited to 

confront, critique, and ultimately reimagine their role in advancing mental health 

equity, particularly for Black male clients. From understanding systemic racism and 

intersectionality to implementing culturally responsive interventions and 

supervising diverse trainees, each module has built upon the last to create a 

framework not merely for cultural competence, but for culturally just practice. 

Module 10 concludes this journey by synthesizing key learnings into a vision of 

action, accountability, and transformation. 

85



Culturally just psychological practice goes beyond the acquisition of cultural 

knowledge or the avoidance of bias. It requires active participation in dismantling 

systemic inequities, interrogating power within the therapeutic relationship, and 

elevating the lived experiences and wisdom of marginalized communities. As 

Joseph (2025) notes, culturally grounded mental health care is not a checklist, but 

“a decolonial praxis that centers epistemic justice and relational accountability.” 

This final module challenges clinicians to integrate their learning into concrete 

personal, clinical, organizational, and systemic commitments. 

Revisiting Core Concepts: From Awareness to Embodiment 

The foundation of culturally just practice is the ongoing process of cultural 

humility. Introduced in Module 1, cultural humility is a lifelong stance of 

openness, reflexivity, and self-interrogation (Hook et al., 2017). It requires that 

clinicians not only recognize differences but de-center their own assumptions and 

remain accountable to those most impacted by clinical decisions. Unlike static 

cultural competence models, humility resists finality, it grows through discomfort, 

feedback, and failure. 

Intersectionality, examined in Module 3, is also central. Coined by Kimberlé 

Crenshaw (1989), intersectionality is not simply an additive model of identities, 

but a structural theory that reveals how systems of power interact to produce 

compounded oppression. Understanding the unique lived experiences of Black 

males requires attention to how race intersects with gender, class, disability, 

immigration, and sexuality. As Moore, Towghi, and Dune (2025) explain, equity in 

health practice emerges not from identity-matching alone, but from the ability to 

hold complexity and challenge institutional erasure. 

Modules 4 through 9 exposed the clinical realities of these frameworks in practice. 

Misdiagnosis, treatment dropout, cultural mistrust, and systemic exclusion are not 
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aberrations, they are embedded features of a system historically designed without 

Black communities in mind. These are not simply challenges to be navigated, they 

are injustices to be addressed. Cultural responsiveness, then, must become both 

an ethical stance and an intervention in itself. 

Reimagining the Therapeutic Relationship: Relational Justice 

Central to this transformation is a reimagining of the therapeutic alliance. 

Traditional models of psychotherapy have been shaped by Eurocentric, 

individualistic frameworks that may not reflect the values or relational styles of 

Black male clients. In culturally just practice, the therapeutic relationship must be 

viewed as a space where power, race, and resistance are present and 

acknowledged. 

Relational justice requires that clinicians remain attuned to the historical context 

of mental health careone that includes exclusion, experimentation, and 

pathologization of Black bodies and minds. As Rafla (2025) argues, this history 

must be named within therapy, not bypassed or minimized. Therapeutic 

neutrality, often touted as best practice, can function as complicity when it erases 

systemic harm. Instead, clinicians should adopt a stance of solidarity, using their 

position to validate, advocate, and co-create new narratives with clients. 

This also includes the recognition of cultural countertransference, how clinicians’ 

own identities, privileges, and socializations impact the way they interpret and 

engage with clients. Reflexivity is not a private exercise but an ethical obligation. 

Regular supervision, community consultation, and feedback from clients are 

essential to maintaining relational accountability. 
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Commitment in Clinical Practice: Moving from Theory to Action 

A culturally just approach demands that every phase of clinical care reflect equity 

principles, from intake to discharge. Clinicians should critically evaluate their 

forms, policies, and procedures for embedded bias. Are diagnostic criteria applied 

with contextual awareness? Are treatment goals co-created with attention to the 

client’s cultural and spiritual values? Are sessions structured to allow for 

conversations about racism, gender norms, and historical trauma? 

Informed consent, for example, must go beyond legal documentation. It should 

include transparent discussions about therapeutic orientation, expectations, and 

the power dynamics at play. Clients must be invited to share their feedback, 

concerns, and preferences throughout the treatment process. Osaghae et al. 

(2025) highlight the importance of community-engaged approaches that position 

clients as partners in care, not passive recipients. 

Therapeutic modalities should be adapted to resonate with clients’ cultural 

worlds. This may include integrating racial socialization, liberation psychology, 

healing-centered engagement, or spiritual practices. Clinicians must be flexible, 

responsive, and willing to learn from the client. As Foster (2025) emphasizes in her 

study on Black therapists, culturally just practice is built through relational trust, 

narrative co-construction, and resistance to clinical rigidity. 

Ethical Imperatives: Beyond Do No Harm 

APA’s Ethical Principles (APA, 2017) call upon psychologists to uphold principles of 

beneficence, justice, integrity, and respect for people’s rights and dignity. 

Culturally just practice challenges clinicians to go beyond “do no harm” and 

actively counter structural injustice. Silence in the face of racism, or neutrality in 

the face of systemic violence, can be harmful in and of themselves. 
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Ethical practice in this context includes advocacy for clients outside the therapy 

room, writing support letters, challenging discriminatory institutional policies, and 

connecting clients with culturally affirming resources. It also includes self-

education, acknowledging gaps in knowledge, and avoiding the exploitation of 

clients as cultural informants. 

In supervision, ethical practice means addressing issues of bias, oppression, and 

systemic inequity as core content, not peripheral topics. Supervisors must create 

safe spaces for trainees to explore their identities, mistakes, and growth edges. 

Litam and Jones (2025) assert that without intentional supervision structures, 

cultural responsiveness cannot be sustainably taught or embodied. 

Organizational Accountability: The Systemic Scope of Justice 

True transformation requires systemic change within organizations. Agencies must 

embed racial equity into their mission statements, training structures, hiring 

practices, and evaluation metrics. A single training on cultural competence is 

insufficient. Instead, ongoing professional development, leadership accountability, 

and structural audits must become standard. 

Recruitment and retention of Black and other marginalized clinicians is critical, but 

it must be accompanied by inclusive organizational cultures that value diverse 

ways of knowing and relating. Institutions must invest in mentorship, equitable 

promotion pathways, and wellness supports to avoid tokenism and burnout. 

Evaluation systems should include metrics that capture not only clinical outcomes 

but client experience, cultural safety, and access equity. As Christakis and Hale 

(2025) argue in their work on behavioral health integration, equity must be 

operationalized across the continuum of care, from front desk interactions to 

discharge planning. 
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Personal Action Planning: A Framework for Lifelong Commitment 
to Culturally Just Practice 

As this training concludes, participants are invited to move beyond passive 

learning and into active, accountable engagement. The principles, knowledge, and 

critical reflections explored throughout these modules are not ends in themselves 

but tools for ongoing development. Culturally just psychological practice is not a 

static destination, it is a lifelong process of unlearning, learning, repair, and 

recommitment. To facilitate sustained transformation, this module encourages the 

creation of a Personal Action Plan, a dynamic, evolving framework that 

participants can use to assess their current practices, identify areas for growth, 

and chart a path forward toward greater cultural responsiveness, ethical integrity, 

and systemic accountability. 

This plan is grounded in the belief that transformation is not a one-time event but 

a continual, iterative practice. It must be revisited regularly, challenged, and 

refined over time. The following five domains provide a structure for this ongoing 

work. Each domain is designed to invite deep self-reflection, critical examination 

of practice, and a commitment to internal and external change. The plan does not 

seek perfection but progress. Mistakes are expected and even welcomed, so long 

as they are followed by reflection, accountability, and renewed intention. 

1. Self-Education and Reflexivity: Deepening Awareness of Privilege, 
Positionality, and Identity 

The foundation of any culturally just practice is the clinician’s own self-awareness. 

This includes recognition of one’s social identities (e.g., race, gender, sexual 

orientation, class, ability, religious background), as well as the privileges and 

marginalizations associated with them. Reflexivity, defined as the continuous 

process of examining how one's identity, worldview, and assumptions influence 
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clinical and organizational decisions, is a core ethical and professional skill (APA, 

2017). 

Participants are encouraged to ask: What cultural and experiential lenses shape 

the way I understand my clients, colleagues, and supervisees? How do I respond 

when race, oppression, or systemic harm are brought into the room? Where do I 

experience discomfort, and how do I typically respond to that discomfort? 

Developing cultural reflexivity requires more than passive observation. It requires 

active self-education, an ongoing commitment to reading, engaging with 

scholarship from marginalized voices, attending workshops, and learning from 

those whose lived experiences differ from one’s own. It also involves seeking out 

accountability partnerships with peers or supervisors who can provide feedback, 

challenge blind spots, and support ethical growth. 

Reflection questions include: 

• What are the intersecting aspects of my identity that may impact my clinical 

or supervisory lens? 

• When have I felt discomfort discussing race, power, or privilege, and what 

did I do with that discomfort? 

• How do I respond when I receive feedback about bias or cultural 

misattunement? 

• What steps am I taking this year to expand my understanding of cultural 

and systemic factors affecting my clients? 

The work of self-education is never complete. As societal contexts evolve and 

client needs change, psychologists must remain flexible, open, and ready to revise 

their thinking. This is the heart of cultural humility (Hook et al., 2017), and it is 

foundational to ethical clinical and institutional practice. 
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2. Clinical Adaptation: Transforming Practice to Serve Marginalized Clients 
with Integrity and Responsiveness 

The second domain of the action plan focuses on how clinicians adapt their 

therapeutic approach to meet the needs of clients from historically excluded 

communities. This includes examining how clinical practices may be rooted in 

dominant cultural frameworks, and considering how these frameworks may 

inadvertently pathologize, invalidate, or misinterpret the experiences of Black 

male clients and others from marginalized groups. 

Participants should reflect: In what ways have I adapted my therapeutic practices 

to be more culturally responsive? What treatment models, techniques, or 

language have I changed to better reflect the identities and experiences of my 

clients? Where am I still relying on dominant norms that may not fit all clients 

equally? 

Clinical adaptation requires deep engagement with research on racial trauma, 

identity development, cultural idioms of distress, and culturally grounded 

interventions such as healing-centered engagement, narrative therapy, liberation 

psychology, and racial socialization (Bailey et al., 2021; French et al., 2020). It also 

includes reconsidering case formulations through the lens of intersectionality 

(Crenshaw, 1991), attending to how race, gender, sexuality, class, and ability 

intersect to shape clinical presentation and resilience. 

Reflection prompts may include: 

• Which client populations feel most aligned with my therapeutic style, and 

which feel most challenging? 

• Have I ever misdiagnosed or misunderstood a client due to cultural 

difference or bias? 
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• What culturally responsive assessment tools am I using regularly in my 

practice? 

• How do I integrate the client’s cultural and sociopolitical context into 

treatment planning? 

Clinical adaptation is not about “adding culture” to therapy, it is about rethinking 

what therapy is, who it serves, and how healing is co-created in ways that are 

attuned to identity, history, and community context. 

3. Supervision and Mentorship: Creating Brave, Accountable, and Equity-
Focused Training Relationships 

Whether one serves as a supervisor or a supervisee, the supervisory relationship 

is a powerful site of development, affirmation, and sometimes, harm. This domain 

of the action plan invites participants to assess how they engage in supervision 

and mentorship through a culturally just lens. 

Supervisors are encouraged to reflect on how they build trust, address identity, 

and model cultural humility. Do they initiate conversations about race, privilege, 

and systemic barriers, or do they avoid these topics unless prompted? How do 

they navigate power, repair ruptures, and ensure that supervisees, particularly 

those from marginalized backgrounds, feel seen, supported, and affirmed? 

Supervisees, too, can reflect on how they advocate for their needs, raise cultural 

concerns, and respond to supervisory dynamics. Are there spaces to safely discuss 

racial or systemic issues? Is feedback delivered in ways that feel developmentally 

appropriate, identity-informed, and empowering? 

Key reflection questions include: 

• As a supervisor, how do I address race, identity, and oppression in 

supervision? What are my strengths and growth areas? 
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• As a supervisee, do I feel safe raising concerns about cultural 

misattunement or bias? Why or why not? 

• How do I mentor or uplift BIPOC students, trainees, or colleagues? 

• How do I contribute to supervision cultures that prioritize psychological 

safety and mutual accountability? 

APA’s Ethical Principles and Multicultural Guidelines (2017) emphasize the need 

for culturally responsive supervision. Mentorship and training are critical levers for 

systemic change. When done well, they build clinicians who are competent, 

reflexive, and just. When done poorly, they perpetuate harm. This domain 

encourages a courageous reckoning with our supervisory identities and the spaces 

we co-create for learning. 

4. Organizational Advocacy: Shifting Culture, Policy, and Practice from 
Within 

Culturally just practice cannot be sustained at the individual level alone. Without 

supportive systems, ethical intentions may be undermined by organizational 

inertia, silence, or active resistance. This domain challenges participants to assess 

their role in creating equitable institutions and professional communities. 

Participants should reflect on the culture, policies, and practices of their 

workplace or academic setting. Are there disparities in hiring, retention, 

promotion, or workload distribution by race or gender? Are DEI (Diversity, Equity, 

and Inclusion) committees empowered to effect change, or are they symbolic? Are 

staff trained in anti-racism and cultural humility? Is there transparency in 

responding to incidents of racial harm? 

Organizational advocacy involves participating in institutional transformation, 

whether by conducting equity audits, participating in strategic planning, revising 
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policy language, advocating for diverse leadership, or holding leadership 

accountable to stated equity values. It also includes recognizing one’s own role in 

the system: Do I speak up when I witness inequity? Do I support policies that 

promote justice, even if they challenge comfort or precedent? 

Reflection questions include: 

• What workplace policies or norms may be perpetuating inequity? 

• What DEI efforts am I actively supporting, critiquing, or helping to lead? 

• How is my organization tracking progress on equity and inclusion, what 

does that data reveal? 

• Am I using my positional power to advocate for systemic change, or am I 

staying silent to maintain comfort? 

Organizational advocacy is not reserved for those in formal leadership. Every 

clinician, trainee, and staff member have a role to play in reshaping systems to be 

more inclusive, transparent, and justice-centered. 

5. Community Engagement: Building Solidarity and Collaborative Care 
Beyond the Therapy Room 

The final domain centers on community, recognizing that psychological practice 

does not begin and end in the therapy room. Mental health professionals are part 

of larger ecosystems of care, and culturally just practice includes building 

partnerships with communities that have been historically underserved, excluded, 

or harmed by formal mental health systems. 

Participants are encouraged to ask: In what ways am I contributing to mental 

health equity beyond my individual practice? Do I engage with community-based 

organizations, faith groups, schools, or advocacy coalitions that serve Black male 
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populations or other marginalized communities? Have I offered workshops, 

consultation, or clinical support to grassroots initiatives? 

Community engagement includes speaking at local events, participating in policy 

discussions, supporting culturally specific healing programs, volunteering time or 

expertise, and listening to what communities say they need rather than imposing 

solutions. It also includes advocating for community-defined approaches to 

wellness, which may emphasize spirituality, collective identity, or non-Western 

healing models. 

Reflection questions include: 

• How do I understand my role as a psychologist in the broader community? 

• What relationships have I built with organizations doing equity-focused 

mental health work? 

• In what ways have I supported community healing efforts that lie outside 

traditional therapy models? 

• Am I listening to and amplifying the voices of Black community leaders, 

youth advocates, and elders? 

This domain reminds us that culturally just practice must extend beyond individual 

relationships and into collective care. Community engagement is a practice of 

humility, solidarity, and shared responsibility. 

From Plan to Practice: Committing to the Journey Ahead 

The Personal Action Plan is more than a checklist, it is a living framework for 

ethical commitment, accountability, and transformation. It is designed not to 

induce shame but to invite courage. Progress will not always be linear. There will 

be missteps, discomfort, and moments of uncertainty. But there will also be 
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growth, clarity, and meaningful change when this work is approached with 

integrity and persistence. 

Participants are encouraged to revisit this plan quarterly or annually, to reflect on 

growth, adjust goals, and seek feedback from trusted colleagues, supervisors, or 

community partners. Sharing elements of the plan with peers or accountability 

groups can deepen commitment and provide external scaffolding for sustained 

change. 

Ultimately, this plan is an extension of your professional ethics. To serve diverse 

communities, especially Black male clients who have long been neglected, 

misdiagnosed, or harmed by systems of care, you must align your practice with 

justice. That alignment is not a destination, but a discipline. 

Visioning Forward 

The future of psychological practice must be one that centers healing, justice, and 

liberation. Culturally just clinicians are not simply helpers, they are co-conspirators 

in the creation of more equitable mental health systems. They question dominant 

paradigms, elevate marginalized voices, and imagine new possibilities. 

Serengga et al. (2025) argue that mental health communication itself must be 

transformed, from a top-down dissemination model to a dialogical, culturally 

rooted exchange. The same is true for clinical practice. The clinician becomes not 

the authority, but a witness, a supporter, and a facilitator of healing grounded in 

the client’s wisdom and community. 

This work is not easy. It requires stamina, community, and ongoing reflection. But 

it is essential. Because until all clients, regardless of race, gender, ability, or 

background, can walk into a therapy room and be met with dignity, empathy, and 

cultural resonance, our work is incomplete. 
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This module asks each clinician to integrate the intellectual, emotional, and ethical 

content of the course into a lifelong praxis of justice. Culturally just psychological 

practice is not something we achieve, it is something we choose, repeatedly. 

Module 11: Future Directions in Culturally Just 
Psychological Practice 

Introduction: Beyond the Present Moment 

As the field of psychology continues to evolve in response to growing social 

awareness, demographic shifts, and technological advancement, the imperative 

for culturally just practice becomes not only more urgent, but more complex. The 

legacy of harm and systemic exclusion faced by Black males and other 

marginalized communities within psychological spaces demands a proactive, 

structural, and future-oriented reimagining of care. This final module of the 

training series envisions what culturally just psychological practice must become 

in the years ahead, drawing from recent literature, interdisciplinary movements, 

and the global push for health equity. 

More than a culmination, Module 11 offers a launching point, a map for clinicians, 

educators, researchers, and policymakers who are committed to dismantling 

institutional racism, confronting colonial legacies, and transforming mental health 

systems from the ground up. Through a lens of structural competency, relational 

accountability, digital equity, and global decolonial frameworks, we will explore 

the key domains shaping the future of culturally responsive mental health care. 
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The Shift from Cultural Competence to Structural Competency 

The future of culturally responsive psychological care must move decisively away 

from traditional “cultural competence” models that emphasize individual 

knowledge acquisition about marginalized groups and instead embrace structural 

competency as a core professional competency. Structural competency, as 

articulated by Metzl and Hansen (2014), refers to the trained ability to recognize 

and respond to health and mental health outcomes as the product of social, 

political, and economic structures rather than solely individual behavior. 

Clinicians must learn to diagnose and intervene upon upstream factors such as 

housing segregation, school funding inequities, environmental racism, policing 

practices, and labor market discrimination. A structurally competent therapist 

does not only ask about trauma history but interrogates what policies make that 

trauma likely. This reorientation requires embedding political literacy, policy 

analysis, and social determinants of health into graduate curricula, licensing 

exams, and continuing education. 

In clinical practice, structural competency means recognizing that a client's 

symptoms may reflect societal failures, not just individual dysfunction. Depression 

may be linked to chronic underemployment in a racially stratified economy. 

Anxiety may be rooted in immigration status uncertainty. Substance use may stem 

from the despair of neighborhood disinvestment. Clinicians must learn not only to 

validate these contexts, but to advocate within them. 

Digital Justice and Technological Equity in Mental Health 

The rapid digitization of mental health services, accelerated by the COVID-19 

pandemic, has created both opportunities and challenges. Teletherapy, digital 

platforms, artificial intelligence (AI) diagnostics, and mobile mental health apps 

have increased access to care for many, but they have also introduced new 
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inequities and ethical concerns. As Christakis and Hale (2025) argue in their work 

on digital well-being, the future of child and adolescent psychological care is 

increasingly mediated through screens, and without intervention, it risks 

deepening the digital divide along racial and economic lines. 

Digital health equity must therefore become a central concern of culturally just 

practice. This includes ensuring that Black male clients and other marginalized 

populations have equitable access to high-quality digital devices, broadband 

connectivity, digital literacy resources, and culturally appropriate digital tools. It 

also means holding developers and institutions accountable for the biases 

embedded in mental health algorithms and AI systems. 

Wang et al. (2025) found that predictive models used in psychiatric risk 

assessments have significantly higher false positive rates for Black males, leading 

to more frequent involuntary holds and restrictive interventions. Such findings 

demand that future clinicians be equipped to audit, question, and co-design 

digital tools with equity in mind. Integrating community input, peer-led review, 

and participatory design into tech development can prevent the replication of 

harmful patterns. 

Moreover, digital tools must reflect cultural epistemologies, the ways that 

communities understand, talk about, and heal from mental distress. Apps that 

assume Western models of symptom tracking, individual responsibility, or secular 

language may alienate Black male users. A culturally just future must uplift 

Afrocentric, spiritual, relational, and community-centered digital mental health 

innovations. 

Decolonizing Psychological Knowledge and Education 

Psychology has long been dominated by Eurocentric theories, values, and 

methodologies that exclude or misrepresent the lived experiences of racially 
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marginalized communities. Future practice must be informed by the ongoing 

project of decolonizing psychological science, which calls for the unseating of 

dominant knowledge systems and the recognition of multiple ways of knowing. 

Decolonizing practice requires not only diversifying literature and case examples 

but also questioning the epistemological foundations of the field: What counts as 

evidence? Whose suffering is pathologized? Whose resilience is rendered 

invisible? How do colonial legacies shape diagnostic categories, treatment 

hierarchies, and clinical authority? 

As Joseph (2025) notes, epistemic justice in mental health must begin with 

“centering the voices, knowledge, and healing practices of communities 

historically excluded from research and clinical authority.” This includes 

incorporating oral traditions, ancestral knowledge, community storytelling, and 

spiritual frameworks into both assessment and intervention. 

Graduate programs must undergo a curricular overhaul that moves beyond 

“diversity electives” to fully integrate anti-racist, decolonial, and liberation 

psychology throughout training. This involves recruiting diverse faculty, 

reexamining citation practices, and engaging students in community-based 

participatory research (CBPR). Future clinicians must be taught not only to 

understand marginalized communities but to be in relationship with them. 

Global and Planetary Health Perspectives 

While much of this curriculum has focused on the U.S. context, the future of 

culturally just mental health must be situated within a global and planetary health 

framework. Global mental health has often replicated colonial patterns, importing 

Western interventions into non-Western contexts without regard for local 

knowledge. Instead, as Aluh and Cortes (2025) argue, we must develop 

community-led, culturally embedded, and ecologically attuned models of care. 
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Planetary mental health, an emerging subfield, recognizes that climate change, 

environmental injustice, and ecological degradation are mental health issues, 

especially for Black, Indigenous, and Global South communities. The future of 

culturally just care must therefore address eco-anxiety, displacement trauma, and 

climate grief through culturally meaningful, justice-centered approaches. 

Black male clients in urban environments often live in heat islands, flood zones, or 

neighborhoods with poor air quality, all of which increase physical and mental 

health risks. Interventions must connect personal healing to ecological justice, and 

clinicians must become allies in environmental health policy, community 

organizing, and resource distribution. 

Globally, solidarity must replace saviorism. The role of psychologists is not to 

export solutions, but to engage in horizontal partnerships that support mental 

health sovereignty in local communities. This also includes learning from 

traditional healing systems and community mental health movements in Africa, 

Latin America, and Asia. 

Centering Healing Justice and Community Care 

One of the most significant future directions is the growing movement toward 

healing justice, a framework developed by Black and Indigenous activists that 

integrates political organizing with spiritual and collective healing. As contrasted 

with individualized, pathology-based models, healing justice focuses on trauma 

recovery at the level of communities, ecosystems, and histories. 

Practitioners must learn to collaborate with faith leaders, traditional healers, 

artists, and cultural workers to create multi-systemic interventions that reflect the 

holistic needs of Black male clients. This could include co-hosted community 

healing circles, expressive arts therapies rooted in African diasporic tradition, or 

neighborhood-based trauma response teams. 
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Additionally, the future must elevate peer support models that recognize the 

wisdom of lived experience. Peer specialists, cultural brokers, and lay health 

workers are often more trusted, accessible, and effective in reaching Black male 

populations. Credentialing systems, funding models, and clinical hierarchies must 

shift to value peer knowledge on par with academic training. 

Transforming Institutions: Accountability, Policy, and Leadership 

A culturally just future requires transforming the institutions in which 

psychologists work. Mental health agencies, academic departments, insurance 

providers, and licensing boards must be held accountable for equity outcomes, 

not just intent. This includes disaggregating data by race and gender, publishing 

equity metrics, and tying funding to measurable change. 

Leaders in the field must reflect the communities they serve. Current data show 

that less than 4% of psychologists identify as Black, and an even smaller 

proportion are Black men (APA, 2023). Pipeline programs, anti-racist mentorship, 

and structural support are essential to increase representation and leadership 

capacity. 

Policy reform is also critical. Future directions include expanding Medicaid 

coverage for culturally specific services, increasing reimbursement for peer 

providers, supporting community-based clinics, and ending coercive practices 

such as involuntary hospitalization for non-emergent issues. 

Public health approaches should be integrated into clinical care, embedding 

psychologists in schools, housing programs, and workforce development 

initiatives. These upstream interventions reflect a paradigm shift from crisis 

response to prevention, equity, and community wellness. 
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Measuring What Matters: Redefining Outcomes and Evidence 

As we move into the future, we must also redefine what counts as successful care. 

Current outcome measures, symptom reduction, treatment retention, 

compliance, may fail to capture culturally relevant markers of healing such as 

relational connectedness, cultural identity integration, spiritual restoration, or 

community belonging. 

Researchers must partner with communities to develop culturally valid 

instruments that reflect their own definitions of mental health and well-being. 

This includes qualitative, narrative, and participatory approaches that resist the 

flattening of experience into standardized metrics. 

Funding agencies, academic journals, and training programs must evolve to 

support research that is relational, non-extractive, and justice-aligned. Evaluation 

models should include indicators such as racial healing, empowerment, cultural 

safety, and liberation outcomes. 

The Work Ahead 

The work of culturally just psychological practice is far from finished. It is 

generational, systemic, and relational. It requires that we reimagine our roles, not 

just as healers of individuals but as co-architects of more just systems. The future 

invites us to build bridges between clinical spaces and communities, to honor 

ancestral wisdom alongside neuroscience, and to elevate care as a political and 

spiritual act. 

This eleventh module has laid out key future directions: structural competency, 

digital equity, decolonial theory, planetary health, healing justice, institutional 

transformation, and outcome redefinition. None of these shifts can occur in 

isolation. They require courage, collaboration, and an unwavering commitment to 
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the lives and liberation of Black male clients and all those historically excluded 

from the promises of psychological care. 

Let us meet the future not with hesitation, but with clarity and resolve. Let us 

ensure that our practice is not only evidence-based but justice-based. And let us 

remember: the most powerful intervention may not be a theory, a tool, or a 

diagnosis, but a relational commitment to show up fully, accountably, and 

humanely. 

Module 12: Conclusion and Integration of Culturally 
Just Psychological Practice 

Introduction: Closing the Loop, Opening the Work 

As we arrive at the final module of this extensive training series, the moment calls 

for both deep reflection and purposeful action. The journey through Modules 1 to 

11 has charted a comprehensive course across the terrain of culturally responsive, 

racially equitable, and justice-oriented psychological practice. This culminating 

module is not a closure in the traditional sense, but a springboard, a call to 

integrate knowledge with purpose and to commit not only to inclusive treatment 

of diverse populations, but to the transformation of the systems in which 

psychological practice is embedded. 

Psychologists today operate within an ever-evolving sociopolitical landscape 

shaped by historical trauma, structural oppression, racial injustice, and systemic 

exclusion. Within this environment, Black male clients, whose voices have often 

been minimized, misdiagnosed, or misunderstood, require more than cultural 

“competence.” They require healing spaces informed by cultural humility, 

structural awareness, advocacy, and relational accountability. The responsibility of 
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every mental health professional is not only to practice cultural responsiveness 

but to internalize, institutionalize, and innovate around culturally just principles. 

This final module seeks to integrate key lessons from the previous content, offer a 

reflective consolidation of best practices, and inspire a forward-looking 

commitment to transformative psychological care. In alignment with APA 

Continuing Education standards, this section draws on the most recent research 

and guidelines (APA, 2017; Jayman et al., 2025; Muenks & Katz, 2025), reinforcing 

both the clinical and ethical imperatives of this work. 

Revisiting the Foundations: From Identity Awareness to Systemic 
Responsibility 

One of the defining themes introduced in Module 1 was the understanding that 

identity is fluid, intersectional, and socially constructed. Clinicians must reject 

essentialist notions of culture and embrace complexity, ambiguity, and context. To 

understand a Black male client’s psychological experience is to understand how 

historical injustice, institutionalized racism, cultural mistrust, masculinity norms, 

and intersecting oppressions shape both internal worlds and external behaviors. 

Yet awareness alone is insufficient. As highlighted in Module 2, clinicians must be 

able to trace the links between present-day health disparities and the deeply 

entrenched histories of redlining, mass incarceration, police brutality, 

discriminatory education policies, and economic disenfranchisement. These 

structures have shaped, and continue to shape, the psychological well-being of 

Black males. Therefore, a culturally just clinician must move beyond self-

awareness and into the realm of structural responsibility, the ability to locate 

one’s own practice within a broader ecosystem of inequality and respond with 

intentional, reparative action (Metzl & Hansen, 2014). 
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Synthesizing the Clinical Commitments: Best Practices 

Throughout this course, clinicians were provided with a spectrum of practices, 

frameworks, and perspectives that, when thoughtfully applied, create more 

culturally affirming care. In this final module, we consolidate those practices into a 

holistic model of culturally just treatment. 

Cultural Humility as a Lived Practice 

Cultural humility (Hook et al., 2017) is not merely a stance, it is a disciplined 

orientation toward continuous self-reflection, openness to feedback, and an 

understanding that the clinician is never the expert on another’s lived experience. 

Cultural humility encourages the clinician to move from being a “knower” to a 

learner, especially in moments of cultural difference or interpersonal rupture. 

Intersectional Case Formulation 

As emphasized in Module 3, treatment planning must be informed by an 

intersectional framework. This requires attending to how race, gender, sexuality, 

immigration status, disability, and socioeconomic background intersect to shape 

risk, resilience, and meaning-making. Clinical conceptualizations that fail to attend 

to these intersections risk pathologizing survival strategies as symptoms and 

overlooking systemic drivers of distress. 

Culturally Responsive Assessment 

Clinicians must use assessment tools that are validated for the populations they 

serve. The DSM-5’s Cultural Formulation Interview (CFI), while underutilized, 

offers a promising structure to integrate clients’ cultural definitions of the 

problem, perceived causes, and healing strategies (Lewis-Fernández et al., 2017). 

Importantly, assessments must be contextualized and should never be divorced 

from social location. 
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Strengths-Based Treatment Planning 

As discussed in Modules 4 and 6, Black male clients are often over-pathologized in 

clinical literature and practice. A culturally just approach centers strengths, 

resistance, spirituality, kinship, and creative survival as vital components of the 

therapeutic process. Interventions such as healing-centered engagement, 

narrative therapy, and racial socialization empower clients to reclaim their agency 

and voice. 

Reparative Relationship-Building 

Therapeutic ruptures, especially those involving cultural misattunement or 

microaggressions, must be repaired explicitly and accountably. Module 5 

underscored the centrality of trust and the ways that clinician bias, historical 

trauma, and power differentials can undermine alliance. A culturally just alliance 

requires acknowledgment of race and power in the room—not avoidance. 

Supervision and Institutional Integrity 

Culturally just practice cannot be sustained without systemic support. Supervisors, 

managers, and institutions must model transparency, cultural responsiveness, and 

accountability. Training environments must center racial equity in curricula, hiring, 

feedback systems, and leadership pathways. As noted by Muenks and Katz (2025), 

institutions that prioritize culturally responsive care see significant improvements 

in patient retention, satisfaction, and staff morale. 

Professional Integration: Lifelong Learning and Accountability 

A central lesson of this training has been that culturally just care is not an 

endpoint, but a continuous journey. Lifelong learning is essential. Clinicians must 

108



remain engaged with emerging research, participate in reflective practices, and 

remain open to the discomfort that comes with growth. 

Continuing education, while valuable, is only one piece. True transformation 

requires accountability structures, feedback loops from clients, peer review, 

community consultation, and institutional audits. As Joseph (2025) emphasized in 

his framework for epistemic justice, clinicians must regularly ask: Who is not in the 

room? Whose knowledge is missing? What forms of harm may we be reproducing 

unknowingly? 

Clinicians are encouraged to create annual equity plans, join affinity groups, and 

engage in cross-racial dialogues. Integrating personal and professional 

accountability will ensure that learning becomes embodiment and that ethical 

principles translate into practice. 

Broader Systems Change: Advocacy and Policy Engagement 

Psychological practice does not occur in a vacuum. As mental health professionals, 

clinicians are uniquely positioned to inform, shape, and challenge public policy, 

institutional practices, and funding structures. Advocacy is not extra, it is integral 

to ethical, culturally just practice. 

Modules 9 and 11 emphasized that change must occur at the meso 

(organizational) and macro (policy) levels. This includes supporting Medicaid 

expansions, demanding racial equity in research funding, challenging the overuse 

of coercive interventions like involuntary holds, and working alongside 

community-led mental health movements. 
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Global Implications and Planetary Responsibility 

In Module 11, we explored the global and ecological dimensions of culturally just 

practice. Climate change, global migration, environmental racism, and political 

instability all impact the psychological health of marginalized communities. Black 

male clients living in frontline neighborhoods often experience disproportionate 

exposure to climate risk, economic precarity, and systemic violence. 

Clinicians must therefore develop a planetary consciousness, one that 

understands mental health as tied to environmental health, community stability, 

and global justice. Culturally just practice means advocating not only for clients, 

but for the conditions that support collective thriving. 

International solidarity and South-to-North learning must inform future directions. 

Mental health systems in the Global South have long integrated community, 

spirituality, and social harmony as core components of care. Rather than exporting 

Western models, the future requires listening, unlearning, and co-creating with 

communities around the world. 

Final Reflections: What Will You Carry Forward? 

In closing this training series, each clinician is invited to ask: 

• What have I unlearned? 

• What discomforts do I need to sit with longer? 

• Where have I caused harm, and how can I make repair? 

• How will I ensure my practice contributes to healing, not harm? 

• Who am I accountable to beyond professional boards? 
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A Commitment Beyond the Curriculum 

The future of psychology must be defined by equity, inclusion, and justice, not as 

aspirational goals, but as daily practices.  The moral arc of psychological care must 

bend toward justice. But it only bends when clinicians pull. Let this work be your 

commitment, to your clients, your communities, your profession, and your 

principles. 
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