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Overview

In the UK, there are ethnic disparities in the rate of compulsory detention,
with Black people being more likely than White British people to be detained against
their will. Part I of this thesis explores the reasons underlying the disparities and
proposes a new model to explain the underlying causes. The new model considers
the contexts in which the Black person being assessed under the mental health act
and the healthcare professionals conducting the assessment are situated. It also
outlines mechanisms and inter- and intra-personal processes that interact to influence
how both parties behave and make decisions during the sectioning process. Part 11 of
the thesis is comprised of an empirical paper exploring four Black women’s
experiences of the decision being made for them to be compulsorily detained and the
factors that they believe influenced that decision. Interpretative phenomenological
analysis (IPA) was used to explore how the women made sense of their experiences.
Results demonstrated that the women found the experience of being detained to be
distressing and that meaningful relationships helped them to manage. Where care
provision did not feel sufficient, they acknowledged the under-resourced nature of
the healthcare system. The women believed that their behaviour and mental health
needs were primary reasons for the decision being made to compulsorily detain
them. Part 111 of the thesis provides a critical appraisal of the research process, with a
particular focus on how the researcher’s identity influenced and interacted with the

research topic.



Impact statement

The research provided in this thesis has benefits both inside and outside of
academia. The model presented in Part | of the thesis outlines new ways of
conceptualising the ethnic disparities in compulsory detention. It encompasses
factors and processes spanning a broad range of areas, illustrating how the entire
system in which a person is embedded can contribute to inequalities in psychiatric
treatment. The bringing together of various contributing factors in this way allows
for a new understanding of the problem, and therefore new solutions to be explored
in future. Furthermore, the research study in Part Il adds further weight to this by
providing a platform for Black women’s voices to be heard. Being at both the
intersection of race and gender, Black women are often underrepresented within
research and service development. From this research project, their experiences and
perspectives can be used to inform the way in which healthcare services respond to

people’s needs during involuntary admission.
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Part I: Literature review

Ethnic disparities in compulsory detention: A proposed contextual model



Abstract

Despite longstanding observations that Black people are significantly more
likely to be compulsorily detained than White British people, government initiatives
have not been able to reduce the inequality. This may be because there has been
limited understanding of the mechanisms underlying the disparities and therefore
past solutions have not been able to identify effective targets to establish progress.
This conceptual literature review aimed to provide a rich understanding of the factors
underlying the ethnic disparities by proposing a new explanatory model. The
contextual model of ethnic disparities in compulsory detention uses a formulative
approach to facilitate a better understanding of the factors and processes that
influence behaviour during the decision-making process involved in sectioning. The
model considers the factors that influence the perspectives and behaviours of the
Black person being detained and of healthcare professionals during the mental health
act assessment where the decision to compulsorily detain a person is made. It also
highlights the dynamic interaction between the Black person being assessed and the
healthcare professionals conducting the assessment. Finally, it proposes mechanisms
that may determine whether the contextual factors influence the likelihood of being
compulsorily detained. Implications for clinical practice, policymakers and

suggestions for further research are proposed.
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Ethnic disparities in compulsory detention

In the UK, the number of people detained in hospital under the Mental Health
Act (1983) has steadily increased over time, with 29,593 detentions being recorded
in 1990/1991 compared to 63,622 detentions in 2015/2016, a 40% increase on the
number of detentions recorded in 2005/2006 (Care Quality Commission, 2018).
Within these increasing rates of detention, ethnic inequalities are consistently
observed. Black people are significantly more likely to be compulsorily detained
than their White British counterparts (Barnett et al., 2019; Weich et al., 2017).
During 2018-2019 in England, Black people were four times more likely to be
detained under the mental health act and more than eight times more likely to be
placed on a community treatment order than their White British counterparts (NHS
Digital, 2019). Ethnic disparities remain when local service and trust level factors,
such as socioeconomic deprivation, bed capacity and service performance, are also
accounted for within a multifactorial model (Weich et al., 2017).

Pathways into services also differ across ethnicities, with Black patients
being significantly more likely than White and Asian patients to have had at least one
contact with the criminal justice system (Singh et al., 2015). Black patients are more
than twice as likely to have criminal justice involvement (OR 2.49, 95% CI 2.06 to
3.00, n =17) and almost three times as likely to have police contact (OR 2.96, 95%
Cl12.10to 4.17, n = 10) during their pathway to mental health services (Halvorsrud et
al., 2018). These ethnic disparities have been linked to Black patients being less
likely to have GP involvement in their pathway to care (Ghali et al., 2013;
Halvorsrud et al., 2018), suggesting that they are more likely to present to services at
the point of crisis where involuntary hospitalisation is more likely to be deemed

essential.
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The need for insight into mechanisms underlying the ethnic disparities

The ethnic disparities in rates of compulsory detention are of major concern
to patients, healthcare providers and policy makers (Oduola, Craig, et al., 2019).
Patients describe that being detained against one’s will can be a frightening and
distressing experience (Akther et al., 2019) that feels violating and humiliating (Lu et
al., 2017) and impacts negatively on self-worth (Akther et al., 2019), regardless of
whether it is beneficial in the long-term.

Some patients who have experienced negative events in hospital proceed to
develop hospital-related post-traumatic stress disorder (PTSD) symptoms that are
connected to the most distressing aspects of their time as an inpatient (Abdelghaffar
etal., 2018; Berry et al., 2013; Berry et al., 2015; Fornells-Ambrojo et al., 2016).
The most commonly identified events associated with hospital-related PTSD
symptoms include being put into seclusion, being restrained, being admitted to
hospital, being physically assaulted by a fellow patient, and being forced to take
medication (Abdelghaffar et al., 2018; Berry et al., 2015). Black people are
significantly more likely to be subjected to seclusion and physical restraint than
White patients; 56.2 per 100,000 population for Black Caribbean as against 16.2 per
100,000 population for White patients (Mind, 2019).

PTSD symptoms are twice as prevalent in people in restricted inpatient
settings than their counterparts in unrestricted settings (Rodrigues & Anderson,
2017). People who experience both psychosis and PTSD are likely to have more
severe and chronic symptoms, poorer life satisfaction and greater use of services
(Buckley et al., 2008), but lower engagement and satisfaction with mental health
services (Alang & McAlpine, 2018; Minsky et al., 2015; Weich et al., 2017). With

people from Black communities being more likely than people of White ethnicity to
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experience compulsory hospitalisation as negative (Katsakou et al., 2012) they may
be at a greater risk of developing hospital-related PTSD.

Adverse, coercive treatment has also been consistently associated with poorer
long-term outcomes (Anderson et al., 2010; Fearon et al., 2006; Morgan et al., 2005),
which can increase the risk of further coercion (Rodrigues et al., 2019). Patients who
have been admitted to hospital are at risk of harm from institutionalisation, potential
harm from staff or other patients and the loss of housing and employment (Bowers et
al., 2009; Lloyd-Evans & Johnson, 2019).

Given the potential negative outcomes of involuntary hospitalisation, there is
an ethical and moral responsibility for efforts to be made to reduce the ethnic
disparities in the use of the mental health act powers. Despite its most recent update
in 2007, the Mental Health Act (1983) in its current form and application is not in
accordance with human rights laws (Department of Health and Social Care, 2019b).
Action is required to address the healthcare inequalities faced by specific minoritised
ethnic groups, and given the extensive data available, in particular for Black African,
Black Caribbean and Black British/Other communities (Schizophrenia Commission,
2012). Understanding the mechanisms underlying the ethnic disparities is a matter of
priority for researchers and policymakers (Walker et al., 2019), and is essential for
progression beyond the enumeration of the inequalities to produce recommendations

for future policies and service reform (Morgan et al., 2004).

Ethnic disparities in compulsory detention: a proposed contextual model
Rationale for a new model
Ethnic disparities in rates of compulsory detention have been extensively

reported and numerous policy initiatives have been conducted, such as the Inside
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Out report (National Institute for Mental Health in England, 2003), the Delivering
Race Equality (DRE) Action Plan (Department of Health, 2005) and the Joint
Commissioning Panel for Mental Health (2014) recommendations. However, ethnic
disparities in compulsory detention rates have remained relatively unchanged.

While the DRE Action Plan successfully raised awareness of race inequalities
in mental health care, it was unable to reduce admission, detention and seclusion
rates of people from Black communities (Care Quality Commission, 2011), which
continued to disproportionally increase over duration of the programme. In its five
year review, the DRE concluded that there was a greater need for better quality
research into the ethnic disparities, recognising the importance of exploring the
issues faced by individual BME groups distinctly from each other (National Mental
Health Development Unit, 2009; Wilson, 2010). The Joint Commissioning Panel for
Mental Health (2014) guidance describing what ‘good’ mental health services for
Black and Minority Ethnic communities look like was derived from the learnings of
the DRE programme, however application of the guidance has not become embedded
into mainstream services, and many smaller-scale local projects terminated or
became side-tracked from their focus on race (Department of Health and Social Care,
2019a).

The DRE Action Plan was an extensive and well-intentioned initiative that
involved ‘BAME’ communities, experts by experience, and commissioners. Using a
research-driven approach, the team attempted to implement changes with
accountability and increase awareness of the problems faced by minoritised ethnic
communities. However, despite their research finding that the people’s needs varied
across ethnic groups, there were very few interventions designed to specifically

target outcomes for Black people.
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Crucially, although a broad spectrum of interventions were carried out over
the five-year period, hypothesised mechanisms of change underlying each
intervention were not clearly described. There was no clear rationale outlining how
interventions should reduce the disproportionate rate of compulsory detention of
Black people, even though this was a core drive for the initial report. It appears that
most interventions aimed to increase engagement of ‘BAME’ services users and
acceptability of psychological therapy, but this was not grounded on a formulation
capturing the complexity of factors involved in the disproportionate compulsory
admission rates amongst Black people.

Being a research driven approach, the DRE Action Plan team may have
found it challenging to focus on the mechanisms underlying ethnic disparities
because literature in this area provides very limited explanation. A recent systematic
review and meta-analysis of 71 studies exploring rates of the use of involuntary
detention in ethnic minority communities reported that 48% of studies provided
either no explanation or untested explanations for the ethnic disparities in risk of
compulsory detention (Barnett et al., 2019). Of those that did, ‘explanations’
proposed tended to state what disparities exist as opposed to hypothesising why the
disparities exist. Barnett et al. (2019) observed the most frequent explanations to
include increased prevalence of psychosis, increased perceived risk of violence and
increased police contact without explaining why such increases are present. In
particular, studies have tended to include limited information on socioeconomic,
cultural or structural factors contributing to detention rates. The lack of empirical
insight and recommended actions are a fundamental barrier to developing effective

policies to prevent and reduce disparities in detention rates.
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In response to this gap in understanding, the model proposed in this chapter
adopts a sociocultural perspective to understand the mechanisms underlying ethnic
disparities in compulsory detention. The model draws attention to the importance of
targeting relatively ignored contextual factors and processes in order to achieve a

measurable reduction in the proportion of Black people being compulsorily detained.

Introduction to the model and its aims

The contextual model of ethnic disparities in compulsory detention uses a
formulative approach to facilitate a better understanding of the factors and processes
that influence behaviour during the decision-making process involved in sectioning.
The model considers the perspective of the Black person being detained, outlining
the contextual factors that influence their experience of mental health symptoms,
their expression of distress and their behaviour during the time of sectioning (and
events leading up to it). It also considers the contextual factors that influence the
experience of healthcare professionals during the mental health act assessment period
where the decision to compulsory detain a person is made. The model then highlights
the interaction between the Black person being assessed and the healthcare
professionals conducting the assessment. The processes are not considered to be
mutually exclusive. Instead the model proposes that they are enacted simultaneously
and influence each other.

The model is novel in that it specifically highlights the roles of a range of
factors that may contribute to the decision being made to compulsorily detain a
Black person. The model could be flexible enough to be applied idiosyncratically,
with each factor and process being likely to vary from person to person. Analysis of

decision-making from this framework could facilitate further reflection on how and
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why decisions are being made. It could also be useful for reducing the extent of bias

involved by drawing attention to the factors that might be influences perception,

behaviours and choices. Furthermore, each of the factors identified in the model

could act as a target for interventions aimed at reducing the disparities, although

because of their varying contributions to each individual person’s case, multiple

factors may have to be addressed simultaneously to observe an effect.
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Figure 1: Proposed model of contextual factors, mechanisms and processes that influence the decision

to compulsorily detain a Black person
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Contextual factors, mechanisms and processes that influence experience and
behaviour during the mental health act assessment process

The model summarises a range of factors that influence how the Black person
being assessed and the healthcare professionals conducting the assessment could
experience and behave. Three broad themes are suggested to encompass all of the
contextual factors: (i) socioeconomic deprivation, exclusion and poverty, (ii) cultural
expectations of mental health, service provision and help-seeking, and (iii) racially
biased risk-aversion and decision-making. These contextual factors may influence
the likelihood of being compulsorily detained via two mechanisms, (1) increasing the
severity of mental health problems and thus the need for compulsory detention and
(2) increasing the likelihood that healthcare professionals will perceive the Black
person being assessed as needing to be detained.

The analysis below outlines how each of the themes relates to the
mechanisms identified to influence the decision being made to compulsorily detain a

person.

Socioeconomic deprivation, exclusion and poverty

In the UK, people from minoritised ethnic groups are disproportionally
impacted by deprivation, social exclusion and poverty, with Black people being
amongst the most affected (Vernon, 2020). Black people are more likely to be living
in poverty due to being employed in lower paid work (Henehan & Rose, 2018),
having higher rates of part-time working and unemployment (Office for National
Statistics, 2016), and relatively low levels of overall income (Khan, 2020). For every
£1 of White British wealth, Black Caribbean people have around 20p and Black

African 10p (Khan 2020). Changes to fiscal policies which reduce income from
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benefits and make cuts to public services affect people from minoritised ethnic
groups the most, exacerbating racial inequalities in the economy (Khan, 2015;
Women’s Budget Group, 2017). This is important to hold in mind because
socioeconomic factors such as higher levels of neighbourhood income inequality,
absolute deprivation and population density are associated with an increased severity
of psychological distress, risk of psychosis (Kirkbride et al., 2014) and rates of
compulsory detention (Bindman et al., 2002)

The association between socioeconomic factors and rates of compulsory
detention may arise because social deprivation, exclusion and poverty places unfair
limits on access to resources and opportunities, resulting in adverse experiences such
as housing instability, exposure to violence, proximity to crime, unemployment, and
environmental neglect (Shim & Compton, 2020). These are significant drivers of
psychosocial stress that, by virtue of the insecurity they cause, negatively impact on
psychological wellbeing while limiting the degree to which a person can actively
contribute to and be involved in society (Kingsford & Webber, 2010). This could
contribute to increasing the severity of mental health symptoms and thus the
likelihood that compulsory detention is needed. Furthermore, having complex social
needs such as poor quality housing, financial instability and exposure to violence
may impact the healthcare professionals’ perception of risk; they may be more likely
to determine that it is an unsafe environment for an individual to be left in and
therefore be more likely to deem compulsory detention as essential (Sundquist &
Ahlen, 2006).

One of the reasons why Black people are more likely to experience social
deprivation is their migration history into the country. The journey differed for Black

Caribbean and Black African people which may contribute to the intragroup nuances
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observed in both extent of social deprivation and in the ethnic disparities in
sectioning. Black Caribbean people settled in the UK post-World War 11, entering the
country as British citizens of the Commonwealth (McDowell, 2018), whereas people
of Black African heritage has been steadily increasing since the more recent second
wave of migration that began in the late 1980s. As a result of this, Black Caribbean
families are likely to have been settled in the UK for two or more generations than
people of Black African backgrounds, therefore may be more acculturated into
British culture with a more established social network, and have had greater
opportunities to accrue wealth (Bhugra, 2005; Khan, 2020; Oduola, Craig, et al.,
2019; Oduola, Das-Munshi, et al., 2019). As the absence of these social relationships
is known to be associated with increased psychological distress (Boydell et al., 2013;
Morgan et al., 2009), being well-established in the UK may have been an increasing
protective factor for Caribbean people over time. This may be relevant for explaining
why rates of detention for Black Caribbean people have decreased over the last 15
years, while rates of detention for Black African people have remained about the
same (Oduola, Craig, et al., 2019).

Social deprivation is also associated with a longer duration of untreated
psychosis (DUP), with people living in more deprived neighbourhoods facing up to a
36 day longer DUP than people in the least deprived areas of England (Reichert &
Jacobs, 2018). While there are likely a number of contributing factors, the
relationship between social deprivation and DUP is thought to be largely focused
around employment status; Morgan et al. (2006) observed that the median DUP for
people who were unemployed was 13 weeks compared to 5 weeks for those
employed or in higher education. This might be because being unemployed reduces

the visibility of the disruption caused by symptoms of psychosis (Morgan et al.,
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2006), minimising the likelihood of the individual experiencing symptoms to seek
help or for others to seek help on their behalf. A longer DUP might also result in
increased unemployment due to reduced social functioning and increased social
withdrawal (Morgan et al., 2006). A longer DUP is associated with increased
likelihood of compulsory detention, as a result of a more severe worsening of
symptoms, resulting in an acute crisis.

The relationship between social deprivation and longer DUP is also thought
to be related to an absence of family involvement in help-seeking (Morgan et al.,
2006). The role of family support in accessing mental health services might be
particularly relevant for the analysis of Black people’s experience of psychosis

because of cultural expectations of mental health and mental healthcare provision.

Cultural expectations of mental health, service provision and help-seeking

A person’s understanding of the world and their experiences within it is
shaped by factors such as their culture and personal life experiences. In the context
of mental health, cultural beliefs can influence explanatory models of illness and
how people make sense of unusual experiences such as hallucination and delusions,
being given a diagnosis such as psychosis or schizophrenia, and expressions of
psychological distress (Singh et al., 2015). These beliefs can also inform help-
seeking preferences. In the UK, unlike people of Asian heritage who are more likely
to have different models of mental illness, Black people are as likely as White people
to adopt a neutral stance of giving no specific attribution of causation of illness
symptoms (Singh et al., 2015). However, help-seeking behaviour does differ, with
Black people being more likely than White people have consulted faith-based

practitioners during their care pathways or alongside health service provision (Singh
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etal., 2015). It is possible that this could affect the likelihood of being compulsorily
detained by delaying help-seeking, which could lead to a worsening of mental health
problems. Furthermore, preferences for a faith-based intervention could contribute to
Black people declining the care available from mental health services, contributing to
clinicians’ beliefs that compulsory detention is essential.

Black people may avoid healthcare services as a result of justifiable fear
about potential negative outcomes. Medicine and psychiatry have a history of
mistreating Black people through coercion and unethical practice, many examples of
which are known throughout the Black community. Medical theories such as having
thicker skin and a less sensitive nervous system were used to justify the maltreatment
of enslaved Africans (Gamble, 1993), experimental gynaecological surgical
procedures were carried out on enslaved women without anaesthesia (Sartin, 2004)
and, within the last century, medical research has been carried out Black people with
their full informed consent, for example the cases of Henrietta Lacks (John Hopkins
Medicine, n.d.) and the Tuskegee Syphilis Study (Gamble, 1993). These racist roots
have left a legacy of distrust in the Black community; history has taught Black
people that the principle of ‘first, do no harm’ does not apply to them. Recent reports
of Black people being more than four times more likely to die from coronavirus
(Office for National Statistics, 2020) and Black women more than five times more
likely to die during childbirth than White people (Knight et al., 2019) provides
further evidence that the Black people’s lives are still less valued by the UK
healthcare system.

Understandably, healthcare systems can be fear-provoking for Black people,
particularly where coercive treatment is a possibility. Codjoe et al. (2019) reported a

Black focus group participant stating, “they will lock you up and when they lock you
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up that’s it” (p. 226). Black people are more likely to come into contact with mental
health services through the criminal justice system (Ghali et al., 2013), with whom
relationships are already extremely strained (Sharp & Atherton, 2007). The
association between the criminal justice system and mental health services may not
be helpful for building trust in healthcare provision. Furthermore, being involved in
the criminal justice system may lead healthcare professionals to be more likely to
perceive an individual as having a greater level of risk based on their background
notes. Black people are also more likely to have longer periods of admission and
compulsory re-admission (Ajnakina et al., 2017), reinforcing the ‘once you’re in,
you’re in’ belief about psychiatric healthcare. The fears that Black people have about
the mental health system are not unfounded but based on real historical abuses of
power and longstanding inequalities in healthcare treatment which still persist today.
The fear and mistrust of the system may contribute to understanding why
Black people are less likely to have visited the GP in their care pathway (Memon et
al., 2016). When they seek support from the GP, Black people are less likely to
offered treatment or be referred to specialist services (Memon et al., 2016) which
may lead Black people to feel as though their concerns are not be listened to,
understood or taking seriously and discourage them from seeking further support. It
may also reinforce any existing beliefs that the difficulties that they are experiencing
can and should be managed using their own coping strategies, for example seeking
faith-based support. Both of these situations could lead to more severe mental health
problems developing in the long-term that could require involuntary hospitalisation.
In addition to being apprehensive about being admitted to hospital, the lack of
urgency communicated by GP contact may lead Black people to be less likely to

agree to be admitted to hospital on a voluntary basis as they may not perceive it as
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being essential. This could be understood by healthcare professionals as them having
less insight and therefore increase the degree to which the healthcare professionals
believe the Black person requires a hospital admission.

In addition to fear and mistrust of healthcare services, as with wider society,
stigma about mental health is present within the Black community. Black people
have fewer negative appraisals of psychotic illness than people from White and
Asian ethnic groups, and no ethnic disparities are observed in shame associated with
having experiences of psychosis (Upthegrove et al., 2013). However, the nuances of
stigma appear to be complex and the differences between Black communities and
subcultures are important to consider here. In a series of focus groups, Black African
people with experience of becoming unwell highlighted that mental health stigma in
their community negatively impacted their wellbeing and increased psychological
distress. This differed from Black Caribbean participants who placed greater
significance on the presence of racial inequalities in the mental health treatment
(Shefer et al., 2013) .

Stigma is important when considering the ethnic disparities in compulsory
detention because it has implications for how much social support and family
involvement an individual might have. Mental health stigma is associated with
increased desire for social distance, as measured by the Reported and Intended
Behaviour Scale (RIBS) scale (Codjoe et al., 2019). This can impact not only the
Black person experiencing the mental health problem but also their family by
extension. As a result, friends, family and community social support may withdraw
should an individual choose to engage with mental health services (Corrigan et al.,

2017).
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Lower levels of social support are associated with a compulsory detention
(Webber & Huxley, 2004). A strong social network can be helpful in maintaining
engagement with healthcare services, offer practical and emotional support, and can
notice and report signs of worsening mental health to professionals services before a
person’s mental state becomes severe enough for inpatient admission. A lack of
social support has been consistently identified as a risk factor for the psychosis, with
social isolation and loneliness being strongly associated with psychosis, severity of
positive symptoms, and low mood (Stindermann et al., 2014). People who have
experienced symptoms of psychosis have described that a lack of social support and
sense of community has a detrimental effect on the experience of psychosis
(Schofield et al., 2019).

Furthermore, mental health stigma could have implications for the way in
which Black people respond to healthcare professionals during the mental health act
assessment process. If stigmatised beliefs become activated, the person being
assessed may respond in a more hostile, dismissive and rejecting manner or
disengage from the assessment process completely. This presentation may impact the
way in which healthcare professionals make decisions about the care that is needed
and may be more likely to judge that compulsorily detention is essential for the
person to appropriately engage in treatment. Furthermore, any hostility that the Black
person displays could be perceived as threatening to the healthcare professionals

conducting the assessment, which may influence their assessments of risk.

Racially biased risk-aversion and decision-making
Mental health services in the UK are embedded in a highly risk-averse

culture; this is also the environment in which compulsory powers outlined in the
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Mental Health Act are used. The Mental Health Act presents society and state with a
socio-political paradox. It serves to help those who would benefit from treatment for
their mental health illness, with an intention to also protect the patient and the public
from risk of harm, however it is a monumental imposition on freedom and liberty,
which can be a distressing and traumatic experience for those of on who it is used
and for their friends and family members.

The aims of the Mental Health Act remain to be a contentious issue; it is
unclear whether it is needed to protect those who lack capacity, to protect the public
from risk of harm by people experiencing mental health crises, or to reduce the
anxieties of risk-averse mental health professionals (Szmukler & Holloway, 2000).
By deduction, the disproportionate use of the Mental Health Act to compulsorily
detain Black people indicates that (i) a greater proportion of people who lack
capacity are Black and/or (ii) Black people are (perceived as being) more dangerous
than White people. As discussed above, there are various reasons why Black may
have more severe symptoms of psychosis or be perceived as not having capacity (e.g.
by disengaging or declining voluntary treatment), however Black people in the UK
are also perceived as being a greater risk of harm to others.

The Angiolini Report argues that the racist trope of Black people as
‘dangerous, violent and volatile’ influences how Black people are perceived,
particularly Black men (Angiolini, 2017). When Black people have a mental illness,
this increases the level of threat that they are perceived to pose by adding the
assumption that they are also unpredictable and irrational. These racist tropes and
stereotypes lead to the dehumanisation of Black people, reducing the amount of

compassion and empathy they are shown regardless of the fact that when

26



experiencing mental health problems, they are too vulnerable, unwell and in need of
care (Walker, 2020).

The notion of ‘Big, Black and Dangerous’ is not new (Prins et al., 1993); it
arose from the cases of Michael Martin in 1984, Joseph Watts in 1988, and Orville
Blackwood in 1991, three Black men diagnosed with schizophrenia who were killed
by physical and chemical restraint while detained in Broadmoor Hospital. These
cases were not unique to that hospital or period of time; David ‘Rocky’ Bennet died
in 1998 after being restrained while detained in a secure psychiatric unit and more
recently, Sean Rigg died in 2008 after being restrained by police while experiencing
a mental health crisis. The theme across all of these cases is the harmful and unjust
use of force to manage their behaviour while in a state of distress, possibly due the
racist misinterpretation of how much of a threat these Black men pose.

The perception of Black people as being a greater threat, simply because they
are Black, could increase the likelihood the healthcare professionals would deem
compulsory detention as essential to reduce the risk of harm to others. Empirical data
support this; Black people are significantly more likely to be admitted as a result of
being involved in a violent incident and/or being perceived as threatening by others
(Morgan et al., 2005), or perceived as being at higher risk of ‘violent acting out’
(Singh et al., 1998). White women are significantly more likely to be detained for
being at risk of harming themselves as opposed to others (Lawlor et al., 2010).
Racial biases held by healthcare professionals may influence their decision making
in these circumstances.

There is an assumption that healthcare professionals are somewhat immune
from the effects of bias when making clinical decisions because they have chosen to

work in a caring profession where gold standard care would be neutral and entirely
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equal. However, this is a fallacy; healthcare professionals are also exposed to the
social narratives about negatively racialised and minoritised groups of people, so
they are just as likely as other people to implicitly endorse commonly held unhelpful
and discriminative beliefs (FitzGerald & Hurst, 2017). These biases have the power
to influence clinical decision making, particularly during times of high pressure
where risk averse responses are more likely to be elicited (Jefferies-Sewell et al.,
2015). This is particularly concerning when they influence the way in which
healthcare professionals respond to people who are already vulnerable (FitzGerald &
Hurst, 2017).

Evidence suggests that racial biases affect clinical judgement and behaviour.
Black people rated interactions with healthcare professionals who have higher levels
of implicit bias against Black people as being more negative (Blair et al., 2013;
Cooper et al., 2012; Penner et al., 2010). Pro-White implicit bias is significantly
correlated with preferable treatment decisions for White service-users (Green et al.,
2007; Peris et al., 2008; Sabin & Greenwald, 2012; Sabin et al., 2008). Furthermore,
the influence of implicit biases was demonstrated in a study where a vignette of a
person presenting for inpatient admission was followed by information about risk
provided as either numerical or percentage probability and using the semantic labels
“high” and “low” risk, despite the actual risk being the same across the four
conditions. When risk information was presented numerically and labelled as “high”,
clinicians were more likely to opt to admit the person in the vignette. This indicates
that if more risk-associated language is used to describe the presentation of Black
people experiencing mental health problems, which may happen because Black

people are perceived to be more threatening, healthcare professionals could be more
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primed to make the decisions to compulsorily detain them (Jefferies-Sewell et al.,
2015).

Implicit biases are more likely to influence choices in ambiguous and
uncertain situations because of the pressure to make accurate decisions. The pressure
to make accurate decisions is high for healthcare professionals conducting mental
health act assessments, who have reported that the decision-making process can be
fear-provoking; clinicians fear that they may be at risk of harm themselves, they fear
that choosing not to detain someone could result in a harmful outcome for the person
while also acknowledging that if they do detain them it could also have harmful
outcomes, and they fear the negative personal and professional consequences that
could arise from any harm caused as a result of their decision (Allen & McCusker,
2020). The risk feels high for professionals who are embedded in a risk averse
system and tasked to make fair clinical judgments about the wellbeing of Black
people who may themselves be perceived as risky by virtue of their race.

Racial biases in the assessment process could also impact the experience of
the person being assessed; suspecting the presence of racial biases could activate
previous experiences of racism and influence their behaviour towards healthcare
professionals and engagement in the assessment process (van Ryn et al., 2011).
Experiencing the healthcare professionals as holding racist attitudes or displaying
microaggressions might activate stereotype threat, which can generate feelings of
anger, frustration, fear and may increase levels of withdrawal, hostility and
defensiveness in an effort to protect oneself (Comas-Diaz, 2016). If a person has past
experiences of racism, they may be particularly attuned to detecting racist attitudes
and be sensitised to its effect, which can result in a response that could appear

disproportional to the racist action (Sue et al., 2007). Furthermore, the effects of
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racism in interactions can be particularly impactful for people who hold multiple
oppressed identities simultaneously, for example Black women (Crenshaw, 2017).
Resistant responses from the Black person being assessed might negatively reinforce
the racial biases held by healthcare professionals, with the interaction becoming a
self-fulfilling prophecy (van Ryn et al., 2011). This might increase the degree to
which healthcare professionals are biased towards decision that the person should be

compulsorily detained.

Summary of the model

The proposed model attempts to provide a more complex analysis than is
currently available to explain why Black people are significantly more likely to be
compulsorily detained than White people. It conceptualises the ethnic disparities in
compulsory detention as resulting from two mechanisms, (1) increased severity of
mental health problems in Black people meaning that they require more urgent care
and (2) and increased likelihood of healthcare professionals perceiving the Black
person being assessed as needing to be detained. It posits that contextual factors
influence the experiences and behaviours of Black people being assessed and the
healthcare professionals conducting the assessment, which interact with each other
and feed into increasing the mechanism stated above. It also proposes that during the
assessment and at the time of sectioning, processes play out in real-time that
influence the way in which the Black person being assessed and the healthcare
professionals conducting the assessment interact with each other, influencing the
decision to detain.

There have been multiple initiatives run in previous years that have attempted

to address the ethnic disparities in sectioning with little effect. They often focused on
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higher level interventions such as increasing ‘BAME’ engagement in services and
using a one-size-fits-all approach to meeting the needs of ‘BAME’ services users.
However, for there to be significant improvement, interventions need to have a richer
understanding of the problem by asking more questions during the design phase and
tailoring approaches to address the nuances in the complexities of the underlying
issues. The factors proposed in the model are not mutually exclusive; they interact
with each other to varying degrees in different individuals therefore multifaceted
solutions are required which target the various root causes simultaneously.

Targeting relevant factors might be achieved by focusing on each of the two
mechanisms involved. Table 1 on page 46 summarises the overarching themes
discussed above and the mechanisms that they influence in the proposed model. It is
clear from the table that solutions addressing the (mis)perceptions of mental health
professionals are just as relevant as factors that reduce the severity of mental health
symptoms.

Solutions focused on reducing the severity of mental health symptoms may
focus on addressing the socioeconomic circumstances in which Black people are
disproportionately embedded in. This might include improving housing provision,
increasing financial security, improving access to employment, and promoting a
more fair and equal anti-racist society. From this perspective, the ethnic disparities
are positioned as a public health crisis which requires intervention at the policy-level.
The role of healthcare professionals in this position may be to advocate for people
who are living in these circumstances and create safe spaces where they can seek
further support without being retraumatised.

Symptom-severity directed solutions may also focus on rebuilding trust

between healthcare services and Black communities. It is essential that Black people
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are made to feel safe within the healthcare systems so that they are no longer fearful
of opportunities for support from mental health professionals. Part of rebuilding this
trust may involve healthcare professionals having more cultural awareness about the
context of historical racism in the medical professionals and cultural humility in
interactions with Black people. The term cultural humility is used with the intention
of differentiating it from other terms that suggest the possibility of mastering the
ability to act in an informed and sensitive manner in response to cultural ‘difference’,
for example ‘cultural competence’ (Fisher-Borne et al., 2015) . Cultural humility
refers to adopting a position of noticing and acknowledging inequalities within the
structures in which we are embedded. The notion of anti-racist practice takes this one
step further, by advancing from one holding a culturally sensitive position to one
actively engaging in action that challenges systemic racism. Having care options
available that specifically meet the needs of Black people may demonstrate to them
that their lives are equally valued by healthcare professionals.

Targeted solutions for addressing the misperceptions of mental health
professionals are also necessary to ensure that disparities in health inequalities are
not founded on racist beliefs and attitudes. There has been a popular trend towards
unconscious bias training, which has been shown to increase awareness of implicit
biases however there is not consistent evidence of it effectively reducing racially-
biased behaviour (Atewologun et al., 2018). This may be because the concept of
unconscious bias implies that biases are inevitable, unchangeable and can be
forgotten about, which relieves people of the responsibility to address them (Tate &
Page, 2018). Alternative and more explicit approaches that increase accountability on
healthcare professionals and mental health services to address systemic racism

should be considered. Recent research has suggested that innovative techniques such
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as virtual reality might be helpful for changing behaviour (Banakou et al., 2016;

Hasler et al., 2017).

Limitations of the model

This model has been developed as a working model that suggests
relationships between various contextual factors based on the current evidence base,
however it is limited in the degree to which it can confirm directionality. This model
would benefit from further research to directly assess how various factors interact
with one another, and to determine directions of causality. This would allow for
more specifically targeted solution to be developed and potentially increase the
effectiveness of future interventions.

The model also does not consider the ethnicity of the healthcare professionals
conducting the assessments. This could be important to consider as the ethnicity of
the healthcare professional might be related to how they are influenced by the person
being assessed being Black, and also influence that way in which the Black person
perceives and interacts with the healthcare professionals. Getting a better
understanding of the experiences of people who have been detained under the mental
health act and healthcare professionals from a range of ethnic groups would be
helpful for gaining a richer understanding of how race interacts in this process.
Furthermore a greater consideration of intersectionality might add more nuance to
the understanding.

Finally, the proposed model may not be fully developed enough to
encompass all relevant contextual factors. Input from people involved in the
decision-making process and people with experience of being detained would be

valuable for identifying missing factors, processes or mechanisms and add value to
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the model. Furthermore, of factors might be at play for Black people who hold
multiple identities, such as Black women. Despite research showing that ethnic
disparities in rates of sectioning are considerably high for women of Black compared
to white ethnicity, the proposed model also has not considered the influence of
gender on the likelihood of being sectioned. It is well documented that experiencing
the interaction of multiple oppressed identities such as race and gender can lead one
to be victim to simultaneous types of discrimination; a concept described as
intersectionality. In regard to Black women, negative stereotypical tropes such as
‘strong Black woman’ and ‘angry Black woman’ may influence both the likelihood
that Black women will seek support, but also clinical professionals’ assessment of
risk.

The ‘strong Black woman’ trope is not necessarily a harmful narrative in
itself; some women have reported finding the notion of inherent strength to be
supportive, self-sustaining and encouraging during difficult times. However, in
contexts where experiencing mental health problems and/or seeking help might be
interpreted as indicating weakness, the stereotype may be unhelpful (Abrams et al.,
2019). This could impact how likely some Back women a