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 Background: Black African immigrants–individuals born in sub-Saharan Africa who now reside in the United 

States, irrespective of citizenship status–represent one of the nation’s fastest‐growing immigrant groups. 

Although they contend with migration stress, racism, cultural dislocation, and socioeconomic hardship, they 
remain among the least likely to seek or receive mental-health services. This persistent under-utilization, coupled 

with scant empirical attention, leaves their distinct needs largely invisible in mental-health research and policy. 

Purpose: This integrative review examines multilevel factors influencing mental health service (MHS) utilization 
specifically among Black African immigrants in the United States, foregrounding structural, cultural, and 

psychosocial barriers. 

Methods: Following integrative review methodology [1], 19 peer-reviewed studies published between 2000 and 

2025 were analyzed using thematic synthesis and constant comparative analysis. A conceptual framework 

grounded in intersectionality, Stigma and race-related stressors, and structural competency guided the review. 

Results: Five major themes emerged: (1) underutilization despite need, (2) structural barriers and systemic 

exclusion, (3) cultural and religious interpretations of mental illness, (4) stigma and silence within communities, 
and (5) the role of acculturation and identity. These themes highlight the complex interplay of stigma, systemic 

racism, and sociocultural dynamics influencing help-seeking behaviors. 

Conclusion: MHS underutilization among Black African immigrants is shaped by interlocking individual, cultural, 
and structural barriers. Culturally and structurally responsive interventions are urgently needed to improve access 

and engagement. The review underscores the importance of population-specific research, disaggregated data, 

and community-partnered models of care. 

Keywords: Black African immigrants, mental health services, stigma, structural barriers, intersectionality, help-

seeking behavior, structural competency 
 

INTRODUCTION 

Mental health disparities remain a persistent and under-

addressed issue within immigrant populations in the United 

States. Black African immigrants–people born in sub-Saharan 

Africa who now reside in the United States, regardless of 

citizenship status–represent a rapidly growing demographic 

that faces a distinctive constellation of barriers to accessing 

mental-health care. According to [2, 3], the African-born 

population in the United States has more than doubled in 

recent decades. Yet, this population remains largely 

understudied in public health research. Despite experiences of 

migration stress, racism, cultural dislocation, and 

socioeconomic hardship, Black African immigrants are among 

the least likely to utilize mental health services (MHS) in the 

United States [4]. These low utilization rates cannot be 

attributed solely to personal reluctance. Instead, they reflect 

deeper intersections of stigma, structural inequities, and the 

erasure of cultural specificity in dominant mental health 

frameworks [5, 6].  

Mental health stigma in African immigrant communities is 

often compounded by cultural, spiritual, and communal 

understandings of mental illness that diverge from biomedical 

models [6]. Simultaneously, structural racism, linguistic 

barriers, lack of culturally competent providers, and fear of 

discrimination discourage engagement with mainstream 

services [5, 7]. These challenges are further shaped by social 

determinants of health such as housing, employment, 

insurance status, education, and immigration policies [7]. Yet 

much of the existing literature fails to account for the 

intersectional and racialized nature of these barriers, often 

grouping Black African immigrants with African Americans or 

treating immigrant experiences as monolithic. Scholars and 

community organizations have recently called for innovative, 

culturally responsive interventions that address these 

structural and cultural barriers, yet the literature remains 

scattered and understudied. 
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While studies such as [9, 10] have provided valuable 

insights into MHS utilization among African Americans and 

Caribbean Blacks, they do not include African immigrants. The 

foundational national survey of American life [11], which 

informed much of the subsequent research on racial disparities 

in mental health, also excluded African-born populations from 

its sampling framework. These studies, based on extensive 

national surveys, underscore the influence of racial 

discrimination and ethnic identity on help-seeking behaviors. 

However, the absence of African immigrants from such 

analyses limits our understanding of how migration histories, 

cultural belief systems, and structural exclusion uniquely affect 

mental health engagement in this group. This omission 

contributes to a broader pattern in which Black African 

immigrants are either grouped with African Americans or 

excluded altogether, despite significant contextual differences. 

To address this gap, an integrative review is needed to 

synthesize the current state of evidence related to MHS 

utilization among Black African immigrants in the United 

States. Unlike systematic reviews that often prioritize 

methodological uniformity, integrative reviews accommodate 

a broad range of study types and designs, allowing for a more 

comprehensive understanding of complex phenomena across 

diverse contexts [1]. This methodological flexibility is 

especially useful in studying under-researched, heterogeneous 

populations such as Black African immigrants. 

This review is especially timely given widening disparities 

amid ongoing social, economic, and political shifts. Research 

emphasizes that stigma is not merely an individual experience 

but an amalgam of intersecting social identities and systemic 

inequalities [12]. This review is therefore framed by three 

complementary frameworks: intersectionality and Stigma, 

race-related stressors and health, and structural competency. 

Together, they offer a multidimensional lens for examining 

how stigma, structural racism, and intersecting identities 

impact access, utilization, and engagement in MHS. 

Purpose 

This integrative literature review examines the factors 

influencing MHS utilization among Black African immigrants in 

the United States. The review synthesizes evidence related to 

access, barriers, stigma, social determinants, and culturally or 

structurally responsive interventions. This review applies 

intersectional, stigma-sensitive, and structural perspectives to 

highlight how social systems and individual identities influence 

mental health engagement. The goal is to guide more inclusive 

practices and policies.  

Research Questions 

1. What factors influence the utilization of MHS among 

Black African immigrants in the United States? 

2. How do stigma and intersecting identities–such as race, 

immigration status, and cultural background–shape 

help-seeking behaviors and perceptions of mental 

health care in this population? 

3. In what ways do race-related stressors and social 

determinants of health influence access to MHS Black 

African immigrants? 

4. What structurally or culturally responsive interventions 

have been proposed or implemented to improve MHS 

utilization among Black African immigrants in the 

United States? 

PROBLEM IDENTIFICATION 

Although the population of African-born individuals in the 

United States has more than doubled over the past two 

decades, mental health research continues to treat the Black 

immigrant experience as monolithic or conflate it with African 

American populations [3]. This erasure obscures the specific 

sociocultural, structural, and psychological realities facing 

Black African immigrants, resulting in inadequate data and 

poorly tailored interventions. 

Multiple intersecting barriers contribute to the 

underutilization of MHS in this population. These include 

cultural stigma, mistrust of Western mental health systems, 

immigration-related stressors, and unfamiliarity with available 

services [4, 7]. Many African cultural frameworks interpret 

mental distress through spiritual, moral, or communal lenses, 

which may conflict with biomedical models and discourage 

help-seeking [6]. Additional deterrents include fear of 

discrimination, language barriers, and concerns about 

immigration status. 

These challenges are further shaped by broader social 

determinants of health, including economic insecurity, 

housing instability, limited health insurance, and educational 

disparities [8, 13]. For Black African immigrants, these 

determinants intersect with racialization, transnational 

identities, and settlement experiences [14]. Research also 

shows that limited English proficiency and unstable 

employment decrease the likelihood of engaging in preventive 

or psychiatric services [5, 7]. Yet most mental health outreach 

and care models remain designed for either the general 

population or African Americans, overlooking the distinct 

linguistic, cultural, and migration-related needs of African 

immigrants [15]. 

While some community-based and culturally grounded 

interventions have been successfully implemented in Latinx 

and African American communities [15], very few have been 

adapted specifically for African immigrant populations [2-4]. 

The lack of targeted programs results in fragmented care and 

limited engagement. A more nuanced understanding of how 

individual and structural forces shape access to care is urgently 

needed. 

Integrative reviews are particularly suited for this type of 

inquiry. Incorporating diverse study types and perspectives 

allows for a comprehensive synthesis of empirical evidence 

and theoretical insights [1]. This approach enables a critical 

examination of how Black African immigrants experience and 

engage with mental health systems, where the literature falls 

short, and what kinds of equity-oriented interventions are 

most promising. 

THEORETICAL FRAMEWORK 

The challenges identified in the literature–ranging from 

structural racism and stigma to underutilization of culturally 

congruent care–necessitate a robust conceptual framework.. 

Accordingly, this review integrates three complementary 

frameworks–intersectionality and Stigma, race-related 

stressors and health, and structural competency–to illuminate 

the complex forces shaping Black African immigrants’ mental-

health service use and to guide interpretation of the findings. 
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Intersectionality and Stigma  

Intersectional stigma refers to the overlapping systems of 

discrimination experienced by individuals who hold multiple 

stigmatized identities [12]. Black African immigrants–marked 

by race, immigrant status, and distinct cultural practices–face 

layered stigma that may stem from race, ethnicity, immigration 

status, gender, language, and socioeconomic position, with 

profound mental- and physical-health implications. For this 

population, stigma is not merely a personal attitude toward 

illness; it is embedded in cultural and religious meanings of 

distress and reinforced by racialized healthcare encounters 

and immigrant exclusion [12, 17, 18]. 

Researchers note that stigmatized identities rarely act in 

isolation; instead, they intersect to heighten vulnerability and 

complicated service use [12, 19]. Stigma therefore operates 

simultaneously at structural, interpersonal, and intrapersonal 

levels, amplified where racialization, xenophobia, and mental 

illness meet. This framework clarifies how cultural shame, 

institutional neglect, and internalized fear converge to deter 

help-seeking among Black African immigrants–providing a 

vital lens for interpreting persistent underutilization even as 

population-specific studies continue to emerge. 

Race-Related Stressors and Health 

The value of a disaggregated lens for racialized mental-

health disparities is established in Black mental-health 

research. Although the national survey of American life [11] 

distinguished African American and Afro-Caribbean 

populations, it excluded African immigrants, perpetuating 

their invisibility in national data and underscoring the need for 

population-specific, intersectional analysis. 

Race-related stressors offer a biopsychosocial model for 

how structural and interpersonal racism erode mental health 

[20-22]. The study in [21] shows that discrimination acts not 

only as an external stressor but as a cumulative, embodied 

experience that drives poor outcomes. Among immigrants, 

these pressures intensify through acculturative demands, 

xenophobia, and the tension between ethnic identity and 

imposed the United States racial categories [23, 24]. 

Chronic exposure to racism correlates with higher rates of 

depression, anxiety, and psychological distress–even in 

communities with strong social cohesion [14, 25, 26]. For Black 

African immigrants, such exposure is internalized through 

intricate negotiations of cultural identity and social survival, 

rendering racism a proximal, embodied threat to well-being 

rather than a distant structural force. 

Structural Competency in Healthcare 

Structural competency, introduced by [27], shifts attention 

from individual or cultural traits to the social, economic, and 

political structures that shape health. The framework outlines 

five skills: recognizing how structures mold clinical encounters; 

developing an extra-clinical language of structure; reframing 

“culture” in structural terms; envisioning structural 

interventions; and practicing structural humility.  

Geospatial analysis by [28] shows that immigrant-dense 

neighborhoods have lower mental-health service utilization, 

linking provider shortages and underfunded clinics to place-

based inequities. These dynamics are particularly relevant for 

Black African immigrants, who also contend with limited 

insurance, unstable housing, and restrictive immigration 

policies–barriers no amount of cultural-competence training 

can overcome without systemic change. Incorporating 

structural competency thus highlights the need for 

institutional accountability and structural transformation in 

mental-health care. 

Integrative Conceptual Model 

The literature reveals that the interplay between 

intersectional stigma, race-related stressors, and structural 

barriers creates a uniquely challenging environment for Black 

African immigrants. These frameworks are not mutually 

exclusive; instead, they intersect to shape lived experiences of 

care avoidance, underutilization, and systemic neglect. Figure 

1 provides an integrative conceptual model that visually 

synthesizes these dynamics. Figure 1 illustrates how 

intersectional stigma, race-related stressors, structural 

barriers, and cultural factors interact to influence mental 

health service utilization among Black African Immigrants. The 

model synthesizes theoretical constructs to frame the review’s 

subsequent analysis and discussion. 

Application for the Review 

This integrative review applies to the frameworks of 

intersectionality and Stigma, race-related stressors and health, 

and structural competency throughout the research process–

from formulating research questions to data extraction, 

coding, and synthesis. These frameworks shape the thematic 

analysis by illuminating how stigma, structural racism, and 

intersecting identities influence help-seeking behaviors, 

service engagement, and intervention outcomes. Together, 

they support a holistic and equity-driven understanding of 

MHS underutilization among Black African immigrants and 

inform recommendations for culturally and structurally 

responsive practices. 

 

 

Figure 1. Integrative framework for understanding mental 

health service utilization (Source: Authors’ own elaboration) 
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METHOD 

To explore the factors influencing MHS utilization among 

Black African immigrants in the United States, this study 

employed an integrative review methodology outlined by [1]. 

This approach was selected for its methodological flexibility, 

allowing the inclusion of diverse empirical and theoretical 

literature to provide a comprehensive understanding of 

complex health phenomena. Unlike systematic reviews that 

limit inclusion to studies with similar designs, the integrative 

review method accommodates qualitative, quantitative, 

mixed-methods, and review articles, thus enabling a more 

holistic synthesis of knowledge across disciplines. 

The review was conducted in five stages:  

(1) problem identification,  

(2) literature search,  

(3) data evaluation,  

(4) data analysis, and  

(5) presentation of findings.  

Each stage was carried out systematically to ensure rigor, 

transparency, and relevance. The focus remained on peer-

reviewed literature addressing Black African immigrants’ MHS 

utilization within the United States context, with particular 

attention to barriers, facilitators, social determinants of health, 

and culturally responsive interventions. 

Literature Search 

A comprehensive literature search was conducted to 

identify peer-reviewed articles relevant to the utilization of 

MHS among Black African immigrants in the United States. 

Following [1] integrative review methodology, the search 

strategy was designed to include a broad range of empirical 

and theoretical literature that reflects the multifaceted nature 

of MHS access, social determinants of health, and intervention 

development for this population. 

Databases and Search Strategy 

The following electronic databases were searched: CINAHL, 

PsycINFO, Academic Search Complete (EBSCO), PubMed, and 

Web of Science. These databases were selected for their 

comprehensive nursing, public health, psychological, and 

interdisciplinary health research coverage. Searches were 

conducted using Boolean operators to combine keywords and 

phrases across three conceptual domains:  

(1) population (Black African immigrants),  

(2) MHS utilization, and  

(3) barriers/facilitators/interventions.  

A sample of key search strings included: 

• “Black African immigrants” AND “mental health 

services” 

• “sub-Saharan immigrants” AND “mental health 

utilization” 

• “culturally tailored interventions” AND “African 

immigrants” 

• “mental health access” AND “African immigrant” AND 

“United States” 

Additional search techniques included backward citation 

tracking of key articles and manual searches of high-impact 

journals related to immigrant health, mental health disparities, 

and transcultural nursing. 

Inclusion and Exclusion Criteria 

Articles were selected based on the following inclusion 

criteria: 

• Published between 2000 and 2025 to capture 

contemporary trends in migration, healthcare access, 

and mental health discourse. 

• Explicitly focused on Black African immigrants residing 

in the United States. 

• Written in English. 

• Included original peer-reviewed research (qualitative, 

quantitative, or mixed methods) or literature reviews 

relevant to the research questions. 

• Addressed at least one of the following themes: 

utilization of MHS, barriers/facilitators to access, social 

determinants of health, or culturally tailored 

interventions. 

The exclusion criteria were as follows: 

• Studies exclusively focused on African Americans or 

non-US immigrant populations. 

• Articles that did not primarily focus on mental health or 

service utilization. 

• Editorials, commentaries, dissertations, book chapters, 

or grey literature. 

• Duplicate studies or those lacking methodological 

clarity. 

Screening and Selection Process 

A comprehensive literature search was conducted across 

five electronic databases: CINAHL, PsycINFO, EBSCO, PubMed, 

and Web of Science, yielding 11,977 records. All retrieved 

citations were imported into Zotero, a citation management 

tool, and screened in two phases: an initial title and abstract 

review followed by full-text assessment. After removing 

duplicates and irrelevant titles, 159 articles were retained for 

screening. 

Two reviewers independently assessed each record for 

eligibility. Discrepancies were resolved through discussion or, 

when necessary, consultation with a third reviewer to reduce 

the potential for selection bias. Table 1 shows a summary of 

the literature search. Studies were excluded if they did not 

Table 1. Literature search summary 

Database Records found 
Screened after removing 

duplicates and irrelevant titles 
Retained for abstract and 

rapid full-text review 
Included in full-text 

detailed review 
Included in 
final review 

CINAHL 8 6    

PsycINFO 12 11 52 38 19 

EBSCO 7,558 76    

PubMed 4,387 59    

Web of Science 12 7    

Total 11,977 159    
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meet the inclusion criteria. A total of 52 studies were retained 

for rapid full-text review. Of these, 38 underwent detailed full-

text analysis, and 19 met all inclusion criteria and were 

incorporated into the final synthesis. Figure 2 shows a PRISMA 

2020 flow diagram that will illustrate the study identification, 

screening, exclusion, and inclusion process [29]. 

Quality Appraisal 

To ensure methodological rigor, all studies that met the 

inclusion criteria were appraised using the mixed methods 

appraisal tool (MMAT), version 2018, consistent with [1] 

integrative review guidelines. Using a unified five-criteria 

framework, MMAT was selected for its ability to assess the 

quality of diverse empirical designs, including qualitative, 

quantitative, and mixed-methods research. 

Each study was independently assessed by two reviewers, 

evaluating: 

• Appropriateness of the study aim and design 

• Sampling strategy and relevance 

• Data collection and measurement quality 

• Control for bias and confounders 

• Clarity and coherence of findings 

Discrepancies in appraisal were resolved through 

discussion or adjudication by a third reviewer. While no studies 

were excluded based solely on MMAT scores, quality ratings 

were used to guide the interpretation and weighting of 

evidence during synthesis. Appraisal summaries are presented 

alongside extracted data in the review matrix (see Table 2). 
 

Figure 2. PRISMA flow diagram–Literature search summary 

(Source: Authors’ own elaboration) 

Table 2. Data extraction table 

Author (year) 
Study 
design 

Sample & 
setting 

Focus area Key findings 
Social determinants 

addressed 
Culturally 

tailored elements 
MMAT score or 

notes 

Ayele et al. 
(2020) 

Cross-

sectional 

survey 

297 Ethiopian 

immigrants and 
refugees in the 

United States 

Factors influencing 
MHS utilization 

Only 13.3% used MHS 
from professionals; 

gender, marital status, 

and employment 
predicted MHS use 

Perceived 
discrimination, 

income, education, 

employment, language 
proficiency 

Adapted survey 
tools; culturally 

relevant measures 

(e.g., BRFSS and 
MSPSS) 

Used Andersen’s 

model + added 
post-migration 

discrimination 

Boundaoni 

(2015) 

Mixed 

methods 

African 
immigrants in 

DC-Maryland 

area 

Health care access 

and utilization 

Low access and 
satisfaction; 

acculturation level 

influenced service use 

Immigration status, 
acculturation, 

education, insurance, 

income 

Survey distributed 
in churches, 

mosques, social 

events 

Used Andersen’s 

model; SPSS 
analytics 

Deng and 
Rose (2025) 

Cross-
sectional 

survey 

202 

racial/ethnic 
minority 

immigrants 

Stigma and help-
seeking 

Stigma increased 
informal help; reduced 

formal help-seeking 

Race, insurance, 
religiosity, time in the 

United States. 

Included 
traditional help-

seeking paths 

CDHS-based; 
validated model 

Derr (2016) 
Systematic 

review 

62 US-based 

studies 

MHS use patterns 

and barriers 

Lower service use 
among immigrants; 

structural and cultural 
barriers 

Insurance, cost, 

language, 
documentation 

Partnerships 
between 

informal/formal 
care 

No MMAT; 

rigorous synthesis 

Edem-Enang 

(2023) 

Narrative 

inquiry 

African 

immigrants in 

the United 
States 

Conceptualization 
of mental illness 

and service use 

Conflict between 

Western and African 
views; stigma, 

spirituality shaped 
help-seeking 

Stigma, religious 
influences, cultural 

beliefs 

Use of oral 
histories, spiritual 

framing 

Narrative design; 
rich qualitative 

data 

Galvan et al. 

(2022) 

Narrative 

review 

Literature 

review 

Attitudinal barriers 

to MHS 

Religious/spiritual and 

non-Western beliefs 
impact service use 

Acculturation, 

religiosity, mistrust 

Group-specific 

attitudes outlined 

Synthesis of 

attitudinal 
barriers 

Hall-Clifford et 

al. (2024) 

Mixed 

methods 

57 Ethiopians in 

Atlanta, GA 

Community mental 

health and barriers 

Stress seen as more 

acceptable to discuss 
than illness; pastors key 

Religion, race, 

discrimination 

Bilingual tools; 

CAB recruitment 

CBPR; community 

engagement 

Ho et al. 2013) 
Conceptual 

review 

Synthesized US 

studies 

Mental health and 

barriers to service 

Identified seven key 
barriers incl. mistrust, 

stigma, cultural 
mismatch 

Racism, poverty, legal 

status 

Proposed 

traditional healer 
inclusion 

Non-empirical 

chapter 

 



6 / 13 Kechi et al. / ELECTRON J GEN MED, 2025;22(5):em685 

Data Extraction 

A standardized data extraction matrix was developed to 

systematically compile relevant information from each study 

that met the inclusion criteria. Unlike the screening and 

appraisal processes, which determined eligibility and 

methodological quality, this phase focused on capturing the 

substantive content needed for synthesis. For each study, the 

following elements were extracted: 

• Author(s) and year 

• Study design 

• Sample characteristics and setting 

• Focus area related to MHS utilization 

• Key findings 

• Social determinants of health are addressed 

• Culturally tailored elements or contextual insights 

• MMAT score or relevant quality notes 

Two reviewers compiled and cross-verified the data to 

ensure accuracy and completeness. This structured matrix 

supported transparent comparison across studies and was the 

foundation for the following thematic synthesis. 

DATA ANALYSIS AND SYNTHESIS 

Following the integrative review methodology outlined by 

[1], data from the included studies were analyzed using an 

inductive thematic synthesis approach. The aim was to identify 

patterns and recurrent concepts across diverse methodologies 

and study populations related to MHS utilization among Black 

African immigrants in the United States. 

Each study was first subjected to structured data 

extraction, capturing study characteristics, populations, 

outcomes, and culturally specific elements. The extracted data 

were then reviewed iteratively to identify converging and 

diverging findings. Through constant comparison, initial codes 

were developed and grouped into higher-order thematic 

categories reflecting shared barriers, facilitators, and 

sociocultural dynamics. 

These emergent themes were explicitly mapped onto three 

guiding conceptual frameworks to enhance interpretive depth: 

intersectionality, Stigma and race-related stressors and health, 

and structural competency. This allowed the findings to be 

interpreted at the descriptive level and in relation to power, 

identity, and system-level forces shaping mental health care 

access and experiences in this population. 

The themes were refined collaboratively, ensuring 

conceptual clarity and distinctiveness, and ultimately 

organized into five major categories:  

(1) Underutilization despite need,  

(2) Structural barriers and systemic exclusion,  

(3) Cultural and religious interpretations of mental illness,  

(4) Stigma and silence within communities, and  

(5) Role of acculturation and identity.  

These thematic domains are presented in the next section 

and discussed in relation to the reviewed literature and 

theoretical models. 

Table 2 (Continued). Data extraction table 

Author (year) 
Study 
design 

Sample & 
setting 

Focus area Key findings 
Social determinants 

addressed 
Culturally 

tailored elements 
MMAT score or 

notes 

Myers et al. 

(2025) 

Qualitative 

interviews 

16 African 
immigrant 

pastors, TX 

Pastors’ role in 
mental health 

referrals 

Spiritual-medical 
treatment integration; 

pastors as gatekeepers 

Religion, immigration 

stress 

Used vignettes; 
faith-language 

integration 

Grounded theory 

Niam (2013) 
Qualitative 
interviews 

8 West Africans 
in SF Bay Area 

MHS-seeking 
experiences 

Coping via spirituality, 
identity, collectivism 

Financial strain, 
language, immigration 

stress 

West African 
worldview 

emphasized 

Dissertation; 
Afrocentric lens 

Orjiako and 
So (2014) 

Secondary 
data 

analysis 

669 African 
immigrants 

(NIS) 

Acculturation 
stress and MHS use 

English proficiency and 
education predicted 

help-seeking 

Education, family 
support, language 

Berry’s 
acculturation 

theory 

National sample; 
regression 

analysis 

Pederson et 
al. (2022) 

Qualitative 

focus 
groups 

22 Black 

immigrant 
women, IL 

Stigma and mental 
health 

Five themes incl. 

spiritual stigma, 
acculturative stress 

Race, acculturation, 
religion 

Community org 

recruitment; ‘mind 
health’ 

High rigor; K > 
0.80 

Pederson et 

al., 2023 

Cross-

sectional 
survey 

262 Black adults 

in the United 
States 

MH knowledge and 

utilization 

Specific knowledge 

predicted help-seeking 

Education, ethnicity, 

citizenship 

Ethnic group 

comparison 

Alpha for GK score 

= 0.42 

Pederson et 

al. (2022) 

Cross-

sectional 
survey 

248 Black adults 

in the United 
States 

Ethnic identity and 

stigma 

Centrality increased 

intended stigma; 
lowered past stigma 

Age, education, 

ethnicity 
MIBI and RIBS use 

Calls for 

longitudinal study 

Saasa et al. 

(2021) 

Cross-
sectional 

survey 

323 African 

immigrants 

MHS utilization, 

barriers 

Older age, religiosity, 
and education 

predicted use 

Income, insurance, 

religiosity 

Partnering with 

faith leaders 

Used Andersen 

model 

Tanwani 

(2023) 

Qualitative 

descriptive 

8 SSA 
immigrants, 

Baltimore 

MHS experiences 
Five barriers incl. fear, 

stigma, income, 

language 

Language, insurance, 

immigration status 

Thematic analysis; 

direct quotes 

Small N; rich 
contextual 

insights 

Tekeste (2022) 
Cross-

sectional 

survey 

248 Ethiopian 
immigrants in 

the United 
States 

Stigma, trust, and 

help-seeking 

Mistrust reduced 

intentions; stigma NS 

Language, religion, 

prior service use 

Survey in Amharic 

and English 
PhD dissertation 

Venters et al. 

(2011) 

Descriptive 

screening 

87 Liberians in 

Staten Island 

Community MH 

needs 

MH one of top 

concerns; few referrals 
made 

Insurance, trauma, 

poverty 
CBO-led screening 

Brief 

communication 

Yusuf et al. 

(2022) 

Cross-
sectional 

survey 

260 African 
immigrants, the 

United States 

COVID-19 and 

mental health 

15% new MH disorder; 
religiosity not 

protective 

Income, marital status, 

discrimination 

Faith org 
recruitment; 

DUREL scale 

Pandemic-

specific insights 
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These themes are presented in the results section 

alongside two visual tables: 

• Table 3 outlines the five themes inductively derived 

from the dataset (step 1). 

• Table 4 maps each theme to the conceptual 

frameworks, highlighting their theoretical 

contributions (step 2). 

This layered approach ensured conceptual richness and 

methodological transparency in understanding how African 

immigrants navigate mental health care in the United States. 

Following the inductive thematic synthesis and mapping 

process described in the methods, five overarching themes 

emerged from the analysis of the 19 included studies. These 

themes reflect the individual, cultural, and structural 

dimensions that shape how Black African immigrants in the 

United States experience and engage with MHS. Each theme is 

presented below, accompanied by illustrative citations and 

interpreted through the guiding theoretical frameworks of 

intersectionality, Stigma and race-related stressors and health, 

and structural competency. 

FINDINGS 

All 19 studies included in this review examine Black African 

immigrants only; no data from US-born Black Americans or 

Afro-Caribbean immigrants were analyzed. Where a study 

presented mixed-immigrant samples, we extracted findings 

exclusively from the African-immigrant subgroup. The 

following five themes were inductively derived from the 

included studies and interpreted through the lens of 

intersectionality, Stigma and race-related stressors and health, 

and structural competency. Each theme is supported by 

multiple sources and reflects the complex, multi-layered 

barriers and experiences shaping MHS utilization among Black 

African immigrants in the United States. 

Underutilization Despite Need 

Despite high levels of emotional distress, depression, and 

trauma among African immigrants, a consistent finding across 

studies is their significant underutilization of professional MHS 

[17, 26, 30, 31]. This disconnect reflects both individual-level 

reluctance and system-level barriers. From an intersectionality 

perspective, overlapping identities–Black, African, immigrant, 

low-income–compound marginalization within mental health 

systems, making utilization less likely even when symptoms 

are present. This underutilization also reflects the structural 

invisibility of African immigrant needs within dominant models 

of care. It is further compounded by race-related stressors, 

such as anticipated discrimination, that discourage formal 

help-seeking despite demonstrated need. 

Structural Barriers and Systemic Exclusion 

For Black African immigrants, barriers including cost, legal 

status, lack of insurance, limited provider diversity, and 

language inaccessibility were reported across numerous 

studies [31-34]. These findings highlight the structural 

determinants of mental health and clearly align with the 

principles of structural competency, which calls for 

understanding how policies and institutional frameworks–not 

just individual behaviors–shape mental health outcomes. For 

Black African immigrants, these barriers are often intensified 

by racialized immigration laws and exclusionary health 

policies. Intersectionality underscores how the convergence of 

race, nativity, and socioeconomic status systematically denies 

access to care, while race-related stressors such as surveillance 

and deportation anxiety exacerbate psychological burden. 

Table 3. Inductively derived themes from included studies (theme overview) 

Theme Brief Description Representative Studies 

1. Underutilization 

despite need 

Low use of professional mental health services despite 

reported emotional distress and diagnosable conditions 

Ayele et al. (2020), Saasa et al. (2021), Derr (2016), and Ho 

et al. (2013) 

2. Structural barriers 

and systemic exclusion 

Legal, financial, linguistic, and policy-related constraints 

limiting access to care 

Venters et al. (2011), Ho et al. (2013), Orjiako and So 

(2014), and Tanwani (2023) 

3. Cultural and religious 

interpretations 

Framing mental illness as spiritual imbalance or social 

disharmony; preference for informal care networks 

Myers et al. (2025), Hall-Clifford et al. (2024), and Edem-

Enang (2023) 

4. Stigma and silence 

within communities 

Anticipated shame and fear of judgment driving secrecy 

and avoidance of mental health care 

Pederson et al. (2022), Tekeste (2022), and Deng and Rose 

(2025) 

5. Role of acculturation 

and identity 

Language skills, ethnic identity, and education shaping 

help-seeking behavior and stigma 

Orjiako and So (2014); Boundaoni (2015), and Pederson et 

al. (2023) 
 

Table 4. Thematic mapping to conceptual frameworks 

Theme Intersectionality Stigma & race-related stressors Structural competency 

1. Underutilization 

despite need 

Reveals compounded marginalization 

due to overlapping identities (e.g., 

Black, immigrant, low-income) 

Anticipated discrimination and 

community stigma inhibit help-seeking 

Illustrates systemic failure to recognize 

and respond to immigrant mental 

health needs 

2. Structural barriers 
Legal status, race, and class converge 

to restrict access 

Discriminatory systems produce 

psychological harm and treatment 
delays 

Emphasizes how institutional policies 

and access structures shape health 
inequities 

3. Cultural/religious 

interpretations 

Cultural identity influences 

explanatory models and care-seeking 

paths 

Stigma emerges through religious 

interpretations; illness may be 

spiritualized 

Calls for integration of informal healers 

and faith leaders into culturally 

responsive systems 

4. Stigma and silence 

Gendered and racialized norms (e.g., 

emotional strength, shame) influence 

silence and suffering 

Internalized stigma and anticipated 

social sanction suppress disclosure 

Necessitates culturally contextualized 

anti-stigma interventions 

5. Acculturation and 

identity 

Ethnic identity, language, and 
migration stress intersect with racial 

positioning 

Acculturative stress heightens 
vulnerability to mental distress and 

avoidance 

Highlights need for linguistically and 
culturally adaptive mental health 

services 
 



8 / 13 Kechi et al. / ELECTRON J GEN MED, 2025;22(5):em685 

Cultural and Religious Interpretations of Mental Illness 

A culturally salient pattern across studies was the framing 

of mental illness through spiritual, religious, or traditional 

lenses [35-37]. Many African immigrants turned to pastors, 

traditional healers, or family networks before considering 

Western providers, viewing mental distress as the result of 

spiritual imbalance or social disharmony. These findings reflect 

a critical need for structural competency, particularly the 

inclusion of culturally embedded healing practices into 

mainstream mental health care. At the same time, 

intersectionality reveals how these religious and cultural 

identities shape help-seeking behavior, while stigma theory 

illustrates how spiritual explanations can both normalize and 

stigmatize mental distress, depending on communal 

interpretations. 

Stigma and Silence Within Communities 

Stigma–both perceived and internalized–emerged as a 

powerful deterrent to MHS utilization [38-40]. For many, the 

fear of being labeled “mad” or bringing shame to one’s family 

led to silence and avoidance. This theme reflects the role of 

race-related stressors–particularly the stigma amplified by 

both cultural norms and external racism. Intersectionality is 

critical in understanding how gender, especially for Black 

immigrant women, intersects with cultural expectations of 

emotional endurance, reinforcing silence [39]. Structural 

competency demands a shift in public health messaging and 

provider training to address stigma not only as an individual 

belief but as a product of social, cultural, and institutional 

forces. 

Role of Acculturation and Identity 

Studies examining English proficiency, ethnic identity, and 

cultural adaptation [32, 41, 42] show that these factors 

significantly influence both mental health outcomes and 

service engagement. While higher acculturation (e.g., language 

proficiency) predicted greater service use, ethnic identity 

centrality sometimes increased stigma or moderated help-

seeking. These findings illustrate how intersectionality plays 

out dynamically–where education and assimilation may confer 

benefits in one context and reinforce stigmatization in another. 

Stigma and race-related stress emerge through the lens of 

acculturative stress, and structural competency is required to 

recognize how health systems must adapt to these identity 

tensions rather than forcing immigrants to fit dominant norms. 

DISCUSSION 

This integrative review reveals that Black African 

immigrants in the United States face complex, multi-level 

barriers to MHS utilization–barriers that span individual, 

cultural, and structural domains. While some findings may 

superficially support the healthy immigrant effect [43], the 

consistently low rates of diagnosed psychiatric disorders and 

formal help-seeking likely reflect underdiagnosis, stigma, and 

systemic exclusion rather than the absence of need. The five 

emergent themes–underutilization despite need, structural 

barriers, cultural/religious interpretations, stigma and silence, 

and acculturation and identity–underscore the importance of 

analyzing help-seeking through the lenses of intersectionality, 

Stigma and race-related stress, and structural competency. 

To visually synthesize the thematic findings of this review, 

Figure 3 presents a conceptual model illustrating how stigma, 

race-related stressors, structural barriers, and sociocultural 

factors interact–and often reinforce one another–to shape MHS 

utilization among Black African immigrants. The model places 

Stigma and race-related stressors at the center to reflect its 

mediating role across multiple domains. Bidirectional arrows 

highlight the reciprocal nature of these relationships; for 

example, provider bias both shapes and is shaped by structural 

conditions and community-level stigma. Figure 3 integrates 

key insights from the review and is grounded in the guiding 

frameworks of intersectionality, structural competency, and 

Stigma theory. 

Figure 3 synthesizes key findings from the integrative 

review, illustrating how intersectional stigma, race-related 

stressors, structural barriers, and sociocultural factors interact 

to shape help-seeking behaviors and service engagement. 

“Stigma and race-related stressors” is positioned centrally to 

reflect its role as both an outcome of and contributor to 

structural and interpersonal inequities. Bidirectional arrows 

highlight how these elements mutually reinforce one another–

for example, how provider bias and structural barriers shape 

and perpetuate one another. The model synthesizes thematic 

findings from the integrative review and is grounded in the 

frameworks of intersectionality, race-related stressors, and 

structural competency. It underscores that mental health 

underutilization in this population is not a result of isolated 

factors but rather a product of interlocking and self-reinforcing 

social, cultural, and institutional forces. 

Reflexivity and Use of Power in Conceptual Framing 

The decision to place Stigma and race-related stressors at 

the center of the conceptual model reflects an intentional 

acknowledgment of how power operates within systems of 

mental health access and knowledge production. Rather than 

framing underutilization as a product of cultural reluctance or 

individual deficit, this model highlights how structural racism, 

provider bias, and policy exclusion actively produce and 

reinforce stigma within immigrant communities. Bidirectional 

arrows underscore the recursive nature of these dynamics–

demonstrating that power flows in multiple directions across 

institutions, communities, and identities. This framing affirms 

the need to move beyond descriptive analysis toward a 

structural critique that centers historically marginalized 

 

Figure 3. Conceptual model of multilevel barriers to mental 

health service utilization among Black African immigrants in 

the United States (Source: Authors’ own elaboration) 
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populations. In doing so, it reclaims conceptual space for 

African immigrant experiences and promotes epistemic justice 

within public health discourse. 

Systemic Invisibility and Conceptual Gaps in the Literature 

This review affirms that African immigrants have long been 

overlooked in the United States mental health disparities 

research. While earlier studies, such as [44], documented 

healthcare access disparities among immigrants, they failed to 

differentiate between service types (e.g., physical vs. mental 

health) or population subgroups. More recently, the study in 

[45] identified significant gaps in subgroup-specific analyses 

across US immigrant help-seeking studies, underscoring the 

urgency for population-specific reviews that center the racial, 

cultural, and structural forces uniquely impacting Black African 

immigrants. Compared with Caribbean Blacks and US-born 

Black Americans–groups whose help-seeking trajectories are 

increasingly documented–Black African immigrants remain 

virtually invisible in national behavioral-health datasets. Black 

African immigrants are often collapsed under generic racial 

categories or excluded altogether, in broad immigrant mental 

health syntheses compounding their erasure. 

The study in [46] found that Black immigrants’ health 

behaviors are shaped by the racialized environment in the 

United States, reinforcing the notion that systemic racism 

influences not only physical health decisions but likely extends 

to mental health help-seeking behaviors. This aligns with [47], 

which argues that public health frameworks frequently fail to 

explicitly name structural racism as a driver of immigrant 

mental health disparities–an omission that this review directly 

addresses through the application of structural competency as 

an analytic lens. 

Cultural and Psychological Barriers to Mental Health 

Utilization 

Cultural frameworks and social stigma powerfully shape 

perceptions of mental illness and help-seeking behavior 

among African immigrants. The study in [48] illustrated how 

internalized fear of community judgment and cultural 

constructions of strength can deter West African immigrants 

from accessing care. Similarly, the study in [49] found that 

perceived need and mental health literacy were key drivers of 

engagement across Black subgroups, reinforcing the 

importance of culturally embedded beliefs in shaping 

utilization. 

The study in [15], in a typology developed from interviews 

with African immigrants in Montreal, identified several 

culturally rooted reasons for non-engagement: spiritual 

interpretations of distress, beliefs in self-reliance, fear of 

stigma, and reliance on informal care. Although their study was 

Canadian, the thematic parallels with US-based research are 

striking. These patterns demonstrate how cultural meaning-

making processes–often moral or spiritual–can either facilitate 

or hinder pathways to care, depending on how well services 

acknowledge and respond to them. 

Cultural Framing and Implications for Intervention Design 

Findings from this review confirm that mental illness 

among African immigrants is frequently understood through 

communal, spiritual, or moral frameworks, rather than 

biomedical ones [6, 15, 50]. Participants across multiple 

studies framed distress as a social or spiritual imbalance, 

seeking support from religious leaders or cultural communities 

before pursuing professional help. These patterns underscore 

the need for culturally grounded interventions that do not 

merely translate Western models into different languages, but 

instead embed services within trusted institutions–churches, 

ethnic associations, and spiritual centers–that already serve as 

health intermediaries. 

Culturally responsive models should be co-designed with 

community stakeholders to reflect the values, explanatory 

models, and priorities of those they aim to serve. Such models 

should also respect cultural understandings of distress and 

healing, while bridging those perspectives with accessible, 

non-stigmatizing clinical support. 

Faith Institutions and Crisis-Responsive Mental Health 

Systems 

Religious institutions emerged throughout this review as 

trusted sources of culturally congruent support and potential 

partners in mental health promotion. For example, the study in 

[37] found that African immigrant pastors were key 

intermediaries in identifying and managing serious mental 

health conditions–especially among younger congregants 

experiencing psychosis. These findings reinforce calls to 

integrate faith-based leaders into mental health outreach 

strategies not as peripheral stakeholders but as essential co-

designers of culturally grounded care models. 

The study in [51], while not disaggregating African 

immigrants, similarly observed a strong preference among 

persons of African ancestry for indigenous and non-Western 

healing practices–highlighting a broader mistrust of 

biomedical approaches that may also shape immigrant 

populations’ engagement with mainstream mental health 

systems. These patterns affirm the critical role of spiritual 

leaders and informal support networks in shaping both 

perception and access. 

The COVID-19 pandemic further revealed how fragile and 

exclusionary mainstream care systems can be for African 

immigrants. It was reported elevated psychological distress 

during the pandemic, compounded by language barriers, 

cultural mismatch, and the absence of crisis-ready support 

systems rooted in the community [].52 These findings 

underscore the urgency for mental health systems to build 

sustainable, culturally embedded, and crisis-responsive 

partnerships with the institutions already serving as de facto 

mental health providers. 

Recognizing Internal Diversity and the Need for 

Disaggregated Research 

A critical insight emerging from this review–and echoed in 

related international studies–is the internal diversity within the 

Black African immigrant population. As [15] demonstrate, 

factors such as education level, religion, gender, and country of 

origin significantly mediate how individuals interpret mental 

illness and navigate the mental health system. For example, 

participants with higher education levels were more likely to 

express concern over provider cultural competence, while 

others emphasized stigma, prayer, or moral failing as barriers. 

This variation demands that health systems abandon one-size-

fits-all outreach strategies and instead implement tailored 

messaging and service design that reflect subcultural 

differences within African immigrant communities. 

The frequent aggregation of African immigrants under 

broad racial or ethnic categories further obscures these 

meaningful variations in experiences, beliefs, and structural 
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vulnerabilities. The study in [10], for example, found that 

perceived discrimination was negatively associated with MHS 

use among Caribbean Blacks–highlighting the impact of 

racialized stressors–but African immigrants were notably 

absent from the dataset. This omission exemplifies the broader 

erasure of Black African immigrants from US mental health 

research. Given their unique migration histories, explanatory 

models, and social positioning, the experiences of African 

immigrants cannot be conflated with those of African 

Americans or Caribbean migrants. 

This review reinforces the urgent need for disaggregated, 

population-specific research that centers the distinct voices, 

needs, and identities within the Black African immigrant 

population. Such research is essential for developing 

responsive, equitable mental health care that acknowledges 

both the shared and divergent challenges facing subgroups 

within this diverse community. 

Implications for Structural Competency in Practice 

Findings from this review–and supported by international 

evidence–underscore the limits of insurance coverage as a 

proxy for access. The study in [15], examining African 

immigrants in Canada’s publicly funded healthcare system, 

found that barriers such as long wait times, poor provider 

communication, and culturally incongruent care continued to 

deter MHS utilization. This reinforces the premise of structural 

competency: that access is shaped not just by individual 

behavior or eligibility, but by larger institutional and systemic 

forces. Even in universal healthcare models, structural racism, 

implicit bias, and the underfunding of culturally competent 

services can limit engagement and perpetuate inequity [27]. 

These findings are especially relevant in the United States, 

where fragmented delivery systems and immigration-related 

exclusions compound coverage disparities. 

Even when immigrant communities are geographically 

concentrated, they do not always benefit from increased 

service access. As the study in [28] observed, areas with higher 

immigrant density were associated with persistently lower 

rates of MHS use, suggesting that proximity alone does not 

overcome structural exclusion. 

Bridging Theory to Action: Structural Solutions 

Translating structural competency into practice requires 

more than cultural awareness training or surface-level diversity 

initiatives. Health systems must actively redesign MHS to 

account for the structural and cultural barriers that 

disproportionately affect Black African immigrants. This 

includes funding for community-based care models, 

integration of MHS into trusted institutions (e.g., churches, 

ethnic associations), and the development of provider training 

that critically addresses racism, immigration stress, and 

diasporic identity. Policies must also acknowledge the 

“invisible exclusions” within access, such as language 

discordance, provider turnover, and bureaucratic delays, that 

undermine engagement even when coverage exists. Drawing 

on [15] and US-based findings, the review supports the call for 

system-level interventions that confront not only who is 

served, but how, where, and under what assumptions care is 

delivered.  

Policy and Practice Implications 

Structurally competent care demands a shift from 

individual responsibility to institutional accountability. Two 

priority areas emerge from this review. 

Policy level. At the federal level, data-collection 

instruments (e.g., NHIS and NSDUH) should adopt country-of-

birth variables to permit routine disaggregation of Black 

immigrant subgroups, thereby informing targeted resource 

allocation. State Medicaid waivers can pilot culturally 

anchored integrated-care models co-located in trusted faith 

institutions serving African immigrant enclaves. 

• Tailor funding rules so states can reimburse 

community-based services delivered in churches, 

mosques, and ethnic centers.  

• Require equity impact assessments for any mental-

health legislation affecting immigrant communities. 

Practice level. Health systems should formalize 

partnerships with African diaspora faith leaders through 

compensated advisory boards and co-developed referral 

pathways. Embedding lay health workers (“cultural brokers”) 

from Ethiopian, Nigerian, or Somali communities within 

outpatient psychiatry clinics has demonstrated improved 

appointment adherence and trust. Structural competency 

training for clinicians must therefore move beyond cultural-

awareness workshops to include joint workflow redesign with 

these brokers. 

• Co-design culturally grounded models of care with 

community stakeholders to ensure alignment with 

spiritual and explanatory frameworks.  

• Tailor interventions for within-group diversity–

education level, country of origin, religious belief–as 

these factors shape how mental health is understood 

and accessed among Black African immigrants [15].  

• Prioritize population-specific, disaggregated research 

to avoid conflating African immigrants with African 

American or Caribbean experiences and to capture 

heterogeneous needs and barriers. 

RESEARCH IMPLICATIONS AND GAPS 

This review highlights several critical gaps in the literature 

on MHS utilization among Black African immigrants in the 

United States. Despite a growing African-born population, 

most empirical studies fail to differentiate between African 

immigrants, African Americans, and Caribbean Blacks. This 

lack of disaggregation obscures the cultural, structural, and 

migration-specific factors that influence help-seeking 

behaviors in these distinct groups. While studies such as [9, 10] 

offer valuable insights into mental health utilization among 

African Americans and Caribbean Blacks, they do not account 

for the unique sociocultural contexts of Black African 

immigrants. Although landmark studies like the national 

survey of American life [11] advanced our understanding of 

intra-racial mental health disparities, the persistent omission 

of Black African immigrants from national data sources 

reinforces the invisibility of this population’s mental health 

needs. These studies illustrate a broader issue: excluding 

African-born individuals from national datasets and mental 

health surveys. This omission limits the generalizability of 

findings and perpetuates the design of policies and 
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interventions that fail to meet the needs of African immigrants, 

who face distinct barriers related to language, immigration 

status, and cultural frameworks of distress. 

Moreover, this review reinforces the importance of 

incorporating intersectionality, stigma theory, and structural 

competency in mental health research design and 

interpretation. Studies that fail to consider overlapping axes of 

identity, such as immigration status, language, and religious 

affiliation, risk missing how these intersecting factors shape 

access to and perceptions of mental health care. Intersectional 

approaches also call attention to within-group variation. As 

shown in [15], variables such as education level, religion, and 

country of origin affect how barriers are perceived and 

navigated, further challenging the adequacy of one-size-fits-all 

research designs. 

Finally, structural forces–including immigration policy, 

service delivery models, and racialized provider-client 

interactions–remain underexplored in much of the existing 

literature. Although structural competency provides a 

promising framework, few empirical studies directly assess 

how structural interventions (e.g., policy changes, institutional 

redesign, workforce training) impact mental health access or 

outcomes for this population. Future research must prioritize 

multilevel, equity-oriented methodologies that appeal to 

individual experiences and the broader systems in which care 

is delivered. Future research should explore how spatial 

segregation and resource distribution shape access for specific 

immigrant subpopulations. The findings of [28] suggest that 

place-based interventions must consider geographic 

concentration and cultural fit. 

CONCLUSION 

This integrative review sheds light on the persistent 

invisibility of Black African immigrants in US mental health 

systems and research. Despite growing population numbers 

and well-documented stressors related to immigration, 

racialization, and cultural transition, this population remains 

understudied and underserved. Findings reveal that barriers to 

MHS utilization are not merely individual or cultural but are 

deeply embedded in structural inequities, including 

exclusionary policies, institutional mistrust, and culturally 

incongruent care models. 

By applying the lenses of intersectionality, Stigma and 

race-related stressors, and structural competency, this review 

highlights how overlapping identities, racialized 

environments, and system-level failures coalesce to produce 

underutilization. The diversity within the Black African 

immigrant population–by religion, education, migration 

history, and language–further complicates one-size-fits-all 

approaches to intervention and demands a more nuanced, 

equity-focused response. 

To advance health equity, mental health systems must 

move beyond symbolic inclusion and invest in structurally 

competent, culturally grounded, and community-partnered 

models of care. Research, policy, and practice must center they 

lived realities of African immigrants, not as a footnote within 

broader immigrant or Black populations, but as a distinct 

group whose mental health needs reflect the unique 

intersections of race, migration, and structural marginalization 

in the United States. 
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