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Summary of the Major Research Project

Section A is a systematic review of qualitative literature which explores Black
people’s experiences of therapy. The review extracted fifteen studies from the UK and USA.
The studies were critically appraised and thematically synthesised. Six themes were
discovered through synthesis which included; impact of racism and stereotypes, socio-
cultural perceptions of mental health, therapeutic alliance, positive change within therapy,
helpful and unhelpful structures of therapy and cultural adaptation. The findings are
discussed in relation to how Black people experienced therapy in general, and what enhanced
and hindered experiences of therapy, whilst reflecting on prior literature. Key clinical and
research implications are explored in relation to improving therapy for Black people and
highlights where the current gaps are.

Section B is an empirical study which explores psychological therapy experiences of
Black people, who have been diagnosed with a psychosis-spectrum disorder. The study used
narrative analysis as a methodological approach, and ideas from critical race theory as an
interpretive framework. The stories of ten participants were analysed through thematic
narrative analysis to derive six themes; experiences of oppression, accessibility, “Therapy is
good”-helpful processes in therapy, safety and the therapeutic relationship, “It’s not
personal”- Disempowerment within therapy, resources outside of therapy. The themes are
reflected on in comparison to prior literature and the key aims, which were to explore what
Black people’s experiences were of receiving therapy within an NHS community mental
health team, and to explore how race, gender and mental health interact in people’s
experiences. Key implications of the research are provided regarding further research and
clinical work. Overall, the study found that Black people with a psychosis-spectrum disorder
found therapy helpful, however current systemic processes prevent Black people from feeling

safe to disclose key aspects of their experiences in relation to their identity.



Contents

Section A

AADSTTACT ...ttt bbb eas 1
T i oo 0o o] o TSPV P PSPPI 2
Definition OF KEY TEIMS ..ot 2

2 - Vo OO STSPRR PR 2

B NNICITY ettt e e r e e 2

(OT |10 SRR 2
RACE AN FACISIM: ...ttt et e s st e st e esee e re e beeneesneesteeneeaneenneans 2
BEUROCENTIISIM: .ttt ettt bbb r et neas 3
Mental health INEQUANITIES .......cc.eoviiiee e 3
EXPEriences Of tNEraPY ........coivciiiiieiie et re e 4
Rationale and Objective 0f CUITENt REVIEW .........cccciviiiiiieieeie e 6
L3 100 SO 7
EHGIDIIITY CIITEIIA .....eieieicie bbb 7
SEAICH STIFALEQY ...veviteieiiteiti et bbbttt b e bbbt 9
STUAY SEIBCTION ... bbbt 10
(D L W = Tox 1 o OSSPSR 10
QUALTEY ASSESSIMIENT. ... .eviiiieete ettt te et e et e et e st e e st e e b e saeesteeseesraesbeeseesreesseersesreenreens 11
SYNENESIS ...ttt ettt a e re e e e nre e e reenre e 11
RESUITS .. ettt bbbttt bR bRt et ettt be b e teene e e 36
OVEIVIEW OF STUGIES ...ttt e ste e s e sreenaeeneeeneenneans 36
MethodologiCal CIITIQUE ........coueiieieie e 38
RESEAICN HESION ...ttt bt 38
SAMIPIE. bbbttt 39
THEMALIC SYNTNESIS ...t e e e e st e e e be e saaeabeearne s 41
Impact of raciSm and STEMEOLYPES. .....ccveiviieiriirieieetie ettt 41
Socio-cultural perceptions of mental health and therapy..........cccoooeoiiiiiniiincee, 43
THErapPULIC AlITANCE ..ot re et s e steebeeneenrees 43
Developed WIith TIME ........ceiiieiee et enes 43
Characteristics of the therapist...........coiiiiiii e 44
Client-therapiSt MALCH .........voiiiie e re e 45

AJAressing CUILUIE @Nd FACE ........ueieeieiieiieie et sreesae e reeaesnaennes 46



Positive change Within therapy .........ccocviiiiiii e 47

Changes in relation t0 Self..........coov o 47
Change in relation t0 OthErS .........ccv o 47
ACQUITTING SKITIS ...t aa et esre e aeaneennes 48
Changes in perception of therapy .........cccoceii i 48
Helpful and unhelpful structures of therapy ........ccccevveiieie i 48
MOEIS OF TREIAPY ...t 48
ACCESSTDTITY ...ttt bbb 49
VT (] T o SRR 49
Appreciation of cultural adaptation ..............coiiiiiiiiii s 50

D 111131 o] o OSSPSR 51
OVEIVIEW OF FINAINGS ...vevieece e ste e ere e 51
Strengths and [IMITALIONS...........ccviiiiie et ere e 53
Implications for CliNiCal PraCtiCe .........cceiieii i 54
Implications for fUtUre FESEAICH ..o 55
(070 0 0d 111 [ o OSSPSR 55

L E =T =] 0TSPTSRO 56

Section B

N 01 1 - Uod SR 67
T oo [0od 1] o PRSP RR 68
RACISM AN PSYCNOSIS ...ttt ettt et et e e esae e sreenennes 69
Narratives Of PSYCNOSIS .......iiuiiiiecie ettt sre e ens 71
Experiences of psychological therapy ..........cccvevviieiiiiecc e 72
RAEIONAIE ...ttt bbb nes 73
17131 1T To ISR 74
1= [ o TSP PTR 74

e o Tot=To U TSP 77
RECTUITMENT ..ottt e e bt e e esneenbe e enes 77
DemographiC QUESTIONNAITE ........c.eciuieiieeeie ettt e s 77
IMEEIVIBWVS ...ttt ettt b et e et be e b e et e nre et e e nbenneenre s 77
INEIVIEW SCREAUIE ... et 78
Ethical CONSIAEIALIONS .........iiiiiiiiie ettt 78
DatA ANAIYSIS ..ttt ettt b et bt enes 79

POSTHIONING ..ottt ettt b et e st e e e st e sbe e beaneenbe et e 80



Quality Assurance and Researcher REFIEXIVILY ..........ccccveieiiiiiicic i 80

RESUITS ..ttt bbb bbbttt b e bbbttt 81
EXPEriences Of OPPIrESSION ......ocviiiiii e siee ettt sttt re et e e esee e nnes 86
ACCESSTDIIITY ... ettt bbb 88
“Therapy is good” — helpful processes within therapy ..........ccccccevveveiiieiieeie s, 89
Safety and the therapeutic relationShip ........ccccov i 91
“It’s not that personal” — Disempowerment within therapy ..........cccccevevieiie e, 93

Resources outside Of tNErAPY .......cveiveiiiiiee e 97

D o0 L1 0] o DRSSPSR PR PRURPRRRIN 98
What are Black people’s experiences of therapy? ........cccovviiiiiiiiiiii e 98
How did intersections of mental health, race, gender directly and indirectly impact Black
people’s eXperiences Of theTaAPY? ......cccviiiiiiiiiiiie e 99
T =L o 1TSS 101
FULUIE RESBAICI ...ttt et et sne e teeneesneenne e 101
CHNICAl IMPIICALIONS ...t 102

(O] Tl [ 1S] o] OSSOSO PRURPRPRIRIN 102

R B O I CES ..ottt e e e et et e et e e ee e e e e e e e et eeeeee et eeeaeaeeeaeaeereererer——————————————— 103



Table 1
Table 2
Table 3

Table 4

Figure 1

Table 1
Table 2
Table 3

Table 4

Section A List of Table and Figures

List of Tables
Inclusion and Exclusion Criteria
Search Terms
Study Characteristics

Themes and subthemes identified across studies

List of Figures

Prisma Diagram

Section B List of Table and Figures
Demographic data of participants
Descriptive information about therapy sessions
Master narratives

Main themes and patterns

List of Appendices

Appendix A Quality check using CASP

Appendix B Coding for Coombs et al. (2022) paper

Appendix C  Theme development

Appendix D Participant flyer

Appendix E  Participant information sheet

Appendix F  Participant demographic form

Appendix G Interview schedule

Appendix H  Ethical approval letter

Appendix |

Consent form

13

40

10

76

82

82

85

111

116

117

118

119

121

123

124

125



Appendix J

Appendix K
Appendix L
Appendix M
Appendix N
Appendix O

Appendix P

Extracts from reflexivity diary

Summary to HRA ethics panel and NHS Trust
End of study form

Narrative case summaries

Individual transcript

Theme development

Additional theme and pattern development

126

127

128

129

137

138

156



DENISHA MAKWANA BSc MSc

SECTION A:
Black people’s experiences of psychological therapy

within the USA and UK: A thematic synthesis of
qualitative studies

Word Count: 8000 (-130)

A thesis submitted in partial fulfilment of the requirements of
Canterbury Christ Church University for the degree of
Doctor of Clinical Psychology

APRIL 2023

SALOMONS INSTITUTE
CANTERBURY CHRIST CHURCH UNIVERSITY




Abstract
There are many health inequalities experienced by Black African-Caribbean communities

within the United Kingdom (UK) and United States of America (USA). Individual,
interpersonal and structural factors associated with these inequalities, may impact access to
therapy, and the experience and outcomes of psychological therapy. Studies looking at Black
people’s experiences of therapy have been helpful in identifying helpful and unhelpful
processes however, there have been no prior reviews collating these experiences. This review
explores and synthesises data from qualitative studies focusing on Black people’s experiences
of different models of psychological therapy in the UK and USA. Fifteen studies met the
inclusion criteria. A thematic synthesis was conducted, creating six overall themes; impact of
racism and stereotypes, socio-cultural perceptions of mental health, therapeutic alliance,
positive change within therapy, helpful and unhelpful structures of therapy and cultural
adaptation. Generally, Black people who participated in the studies reported positive
experiences of therapy, which was facilitated by a positive therapeutic alliance, acquiring
specific skills, and appropriate cultural adaptation. Further research is required in examining
Black people’s experience of therapy within different settings within the UK, as most of the

studies identified were based in the USA.

Keywords: Black, experiences, racism, psychological therapy, therapeutic alliance, cultural

adaptation



Introduction

Definition of key terms

Black: This review used the term “Black” in reference to people whose ethnic origin
is either African, Caribbean, or dual heritage. It has been viewed as a political and
sociological term referencing a group of people, who have been most vulnerable to racism
(McKenzie-Mavinga, 2009). It was acknowledged that Black people will not have universal
experiences and that within their experiences there is heterogeneity.

Ethnicity: “Ethnicity” has been referred to the historical cultural patterns and
collective identities shared by groups from specific regions of the world. In the UK, the term
is used interchangeably with terms “race” and “culture” (Fernando, 2017).

Culture: Prior definitions have been criticised for illustrating culture as “static”,
“decontextualised”, with little room for experiences of “transculturalism” and makes space
for the use of stereotypes (Roy-Chowdhury, 2022). Instead, Roy-Chowdhury (2022) argued
for a definition that considers the interactional and contextual nature of the phenomenon.
“Culture does not only make available to the individual a behavioural repertoire, but presents
particular orientations toward behaviour, which provide contexts for understanding beliefs,
motivations and emotions.”

Race and racism: Historically, the term “race” originated in Europe to describe and
group “others” as inferior in relation to White people. Inferences were largely based on
physical appearances, and it became a powerful way to assert underlying biological
differences (Fernando, 2017). More recently, it has been recognised as a social-political
concept (Fernando, 2017), although there is a lack of agreement regarding the construct
within psychological research (Meyer & Zane, 2013). Chang & Berk (2009) recognised that
the psychological significance of “race” is interpersonal, in that it impacts the way others

behave, react, and perceive racialised people. This review recognised that the original



concept has been refuted and referred to “race” as a socially-constructed concept, examining
its role within the experiences of Black people. There were multiple definitions of racism in
the literature (Schmid, 1996). Fernando (2017) described racism as a way of thinking that
positions those who are White as superior and justifies their privilege and power over those
who are positioned as “racially inferior”. This review positioned racism as embedded in the
social, economic, political and institutional systems within the UK and USA.

Eurocentrism: This term has been used to describe the perception that European
White values, traditions and behaviours are the norm, and therefore may be perceived as
superior to values, traditions, beliefs, behaviours that are associated with difference (Awosan

etal., 2011).

Mental health inequalities
Since COVID-19 and the resurgence of the Black Lives Matter movement, there has

been greater attention on the inequalities that Black people have experienced predominantly
in the USA and UK (Wood, 2020). However, these inequalities existed prior to these events
(Howitt & Owusu-Bempah, 1994). In the UK, the dominant narrative to explain inequalities
led to Black communities being labelled “hard to reach”. This terminology has been criticised
for positioning the problem within Black communities rather than recognising the problem as
systemic (Kalathil, 2013). Additionally, racial stereotyping of Black people, in the context of
mental health need, has led them to being stereotyped as “dangerous”, “deficient” and
“deviant” and met with more violent responses such as restraint, rather than being seen as
suitable for accessing therapy (Briggs & McBeath, 2010; Keating, 2016).

The report “Advancing mental health inequalities strategy” (NHS England, 2020)
highlighted that these inequalities exist at multiple levels. This includes inequality in access
to services and treatment, inequality in experience of services and treatment, and inequality in

outcomes of treatment. Black people are more likely to be detained under the Mental Health



Act yet are less likely to be offered talking therapy and medication (Das-Munshi et al., 2018;
Nazroo et al., 2020; Schofield et al., 2016;). These health inequalities are also compounded
by intersectional identities such as gender, disability, religion, sexual orientation, and
deprivation.

Prior research has found that disparities in receiving mental health treatment can be
linked to individual, interpersonal and structural factors (Planey et al., 2019). These include
stigma and shame within Black communities about mental health and therapy, mistrust and
fear of mental health services, a lack of knowledge about how to access therapy, eligibility
issues, therapists’ lack of cultural sensitivity and knowledge, language barriers, and the
impact of stereotypes and racism (Arthur et al., 2010; Awosan et al., 2011; Bhui et al., 2018;
Keating & Robertson, 2004; Motley & Banks, 2018; Thompson et al., 2004; Vereen, 2007).
Similar barriers are also reported as being experienced by Black children and adolescents
(Kapadia et al., 2021). Additionally, Black people may prefer to use alternative healing
pathways and coping strategies such as visiting faith leaders and praying (Shippee et al.,
2012; Ward & Heidrich, 2009). Ideas from Critical Race Theory have been utilised to argue
that many of the barriers can be explained by recognising the systemic impact of racism,
which has shaped systems, thinking and policy and positions racialised communities as

inferior to White communities (Keating, 2016; Patel, 2022).

Experiences of therapy
Black people are less likely to seek therapy (Lawton et al., 2021) and when they do,

there is evidence of early termination, as well as negative outcomes relative to White
individuals (Awoson et al., 2011; Rathod et al., 2010). Stemming from research since the
1950s (Tien & Johnson, 1985), a frequent finding within the literature suggested that Black
clients may feel more understood by Black therapists. Due to historical and contemporary

experiences of oppression and discrimination, Black clients may employ a level of “cultural



mistrust” with a White therapist, influencing self-disclosure and safety within the therapeutic
relationship (Awosan et al., 2011; Ridley, 1984, Whaley, 2001). Furthermore, participants
have shown concern that White therapists, who have little cultural knowledge and sensitivity,
may perceive them through the lens of negative stereotypes (Awosan et al., 2011; Tien &
Johnson, 1985, Thompson et al., 2004; Ward, 2005). White therapists are less likely to
explore race and racism with Black clients (Lawton et al., 2021), which may be influenced by
ideas that psychotherapy models are “race-less” (Qureshi, 2007). Some therapists also feel
incompetent in having these conversations (Rathod et al., 2010). Increased client self-
disclosure, trust and strengthening of the therapeutic alliance have been reported when
therapists address race within therapy (Knox et al., 2003). Although this is inconsistent within
other studies where addressing racial issues did not impact ratings of therapy (Thompson &
Alexander, 2006). Black clients’ perception of their therapist’s competence, knowledge, non-
judgemental attitude, and ability to convey empathy have led to positive experiences of
therapy, despite racial differences and a lack of focus on race (Chang & Berk, 2009; Qureshi,
2007; Ward, 2005). This finding is consistent with general literature, which illustrated that
the therapeutic alliance is an important factor for enhancing the effectiveness of therapy
(Holding et al., 2016; McPherson et al., 2020).

Cultural adaption has been suggested to include people’s ethnic, cultural and
religious interpretations of mental health within therapy (Awosan et al., 2011; Rathod et al.,
2010). There are mixed findings as to whether cultural adaptations of therapy are effective.
In some cases, they may dilute core components of therapeutic interventions, continue to
reinforce an individualistic perspective, and are not more effective (Huey et al., 2014; Jones
et al, 2018; Keating, 2016).

Given the current disparities in access, satisfaction, and outcomes of therapy, and the

drive for therapy services to become “antiracist” (Williams et al., 2022), a review of how



Black people have experienced therapy is required. A review of studies of Black people’s
experiences of therapy within the last ten years may establish whether experiences of therapy
have changed and may provide clarity around some of the mixed observations within older
literature. Much of the prior research discussed has used quantitative methodology or
reviewed studies that are randomised controlled trials (RCTs), used unqualified therapists,
and used college students as the sample (Awosan et al., 2011). Subjective perspectives of
therapy can shed light on how therapy is experienced, which is important given that client
perspectives of the therapeutic relationship have been strongly correlated with outcomes of

therapy (Meyer & Zane, 2013).

Rationale and Objective of Current Review

A better understanding of the experiences of Black people within therapy is
necessary to further understand what processes either hinder or facilitate successful
experiences of therapy. A search on PROSPERO did not identify any systematic reviews that
focus specifically on Black people’s experiences of therapy. Whilst there is merit in
quantitative and mixed methodology in exploring experiences of therapy, qualitative studies
are likely to provide richer data about processes and experiences in therapy.

This review aimed to answer the following questions;
1) What is the nature and characteristics of the qualitative studies that have looked at Black
people’s experiences of therapy and therapeutic interventions?

2) What does the evidence indicate about Black people’s experiences of therapy?



Method
Eligibility criteria

The review attempted to identify studies which qualitatively captured Black
people’s experience of psychological therapy. The inclusion and exclusion criteria for
identifying studies is outlined in Table 1. It was assumed that the number of peer reviewed
journals identified would be limited. Therefore, a decision was made to include grey
literature such as dissertations. Studies that featured participants who were either over
eighteen or under eighteen were included given that the barriers are similar for all age
groups.

This review included studies from 2013-2023, to correspond with policies and
political movements related to improving inequalities for those from ethnic minority
backgrounds, which are likely to have impacted therapy provision and research. In the UK,
NHS policies advocating to improve mental health services for people from Black and
Ethnic Minority backgrounds were first initiated in 2010, because of the Equality Act 2010.
Equality objectives within the NHS have had to be revisited every 4 years, from 2014. In the
USA, the Black Lives Matter movement was created in 2013, and in 2017 the APA updated
it’s 2002 guidelines on working multiculturally (APA, 2017). Additionally, the COVID-19
pandemic and murder of George Floyd led both the UK and USA revisiting inequalities
experienced by Black communities. It therefore felt justified to look at studies which reflect
this period. A decision was made to limit inclusion of studies to those based in the UK and

USA since the impact of systemic oppression in accessing mental health services is similar.



Table 1

Inclusion and Exclusion Criteria

Category Inclusion Exclusion
Research Focus Client experiences of Experiences of
psychotherapy or psychotherapy or

Population

Country

Setting

Type of therapy/intervention

Study Design

Language

Publication

counselling or psychological
interventions.

Identify as adults, children
or adolescents.

Identify as male, female,
non-binary or other gender.

Identify as belonging to a
Black ethnic identity. This
includes Black British,
Black African, Black
Caribbean, Black dual
heritage, Black mixed
heritage, African American.

USA and UK.

Any setting.

Individual therapy, group
therapy, family therapy.
Any therapeutic model.

Quialitative studies

English.

Published studies, peer-
reviewed journals, doctoral
research.

psychological intervention
from perspective of therapist
or observer.

Interventions that do not
focus on mental
health/wellbeing.
Experiences of mental

health services.

Identify as a non-Black
ethnic identity.

Studies that aggregate Black
ethnic identity experiences
with other non-Black ethnic
identity experiences.

Studies located outside of
the USA and UK.

App or computerised
therapy.

Quantitative studies and
mixed-method studies.

Non-English.

Other forms of grey
literature such as media
articles and book chapters.
Review articles.



Time frame 2013-2023 Studies published prior to

2013.

Search Strategy

After initial scoping searches, five databases were used to conduct the systematic
search; PsycInfo, ASSIA, Medline, British Nursing Index and Web of Science. The British
Library EThOS database was additionally used to search for eligible dissertations in the UK.
Psycinfo and Web of Science were sufficient in identifying dissertations from the USA. The
search terms alongside Boolean operators applied are outlined in Table 2. Additional filters
were applied to only include studies published in English and between 2013 and 2023.
Search terms and filters were applied for titles and abstracts of studies. Some key search
terms were shaped by previous reviews, for example search terms for different types of
therapy (McPherson et al., 2020; Planey et al., 2019). In addition to searching databases, the

references of studies that met inclusion criteria were scanned for additional studies.

Table 2

Search Terms

AND

AND

Black OR
Black British* OR

experience* OR
narrative* OR

therap* OR
mental health intervention* OR

Black African* OR perspective* OR psychological intervention* OR
Black Caribbean* OR belief* OR psychotherap* OR
African American* OR attitude* OR CBT OR
American Caribbean* OR interview* OR cognitive behav#ral therapy OR
African-Caribbean* OR opinion* OR Interpersonal therapy OR
Afro-Caribbean* OR view* OR IPT OR

Black Mixed* OR
Black Dual* OR
Biracial*

perception*OR

psychodynamic OR
Mindfulness-based cognitive
therapy OR

MBCT OR

counselling* OR

couples therap* OR

family therap* OR

psycho* treatment OR
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Study Selection

The search was completed in September 2022 and identified 5813 studies. Once
duplicates were removed, the titles and abstracts of the remaining studies were screened
according to the inclusion and exclusion criteria outlined in Table 1. Fifty-two studies
remained eligible after this process. The full text versions of these papers were screened to
ensure they met the eligibility criteria. Once studies were further excluded, fifteen studies

were identified as meeting the inclusion and exclusion criteria. The PRISMA diagram (see

Figure 1) outlines the search process.

Figure 1

PRISMA Diagram

Data Extraction

A data extraction proforma was utilised to summarise the key characteristics of each

£ Records identified through Additional records identified
" database searching through EThOS
:é (n.=3809) =)
B
J— Records after duplicates removed
(n=4834)
g !
2 Titles and abstracts
G screenad Becords excluded
(n=4854) (n=4302)
Full_text articles Full-text mri;;thdEi with
Eg assessed fgr_eligjbi]ity {Unable to locate full textn=2
3 =31 Ageregated ethnic identity = §
=] Focus was not on experiences of
therapy =7
Focus was not on client’s
— experiences of therapy = 2
— Did not use qualitative
methodology =3
- Used mixed methods = 7
- Beview paper=2
% S . Inappropriate ntervention = 4
Studies mcluded in p o
g qualitative synthesis Mot based in USA or UE=2)
m=13)

study. Each study was extracted for the type of publication, sample characteristics, setting,
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data collection method, analysis method and study objective. If specified, studies were
extracted for information about the therapeutic approach, and gender and ethnic identity of
the researcher and therapist. Table 3 outlines the data that were extracted for all fifteen

studies.

Quality Assessment

The Critical Appraisal Skills Programme (CASP) was used to perform a quality
assessment of the fifteen studies as it is an accepted approach for appraising qualitative
research (Boland et al., 2017). Ten questions were provided as prompts to assess the
appropriateness of aims, design and methodology. Researcher reflexivity, ethics and the
clarity of findings were also assessed using the tool. The study by Ashley and Brown (2015)
was deemed as low quality (see Appendix A), however was included in the review due to the

lack of studies within the area.

Synthesis

Data from the fifteen studies were compared for the synthesis. Similarities and
differences between the studies are described. All studies analysed their results using an
analytical method which resulted in themes across participants. A thematic synthesis was
conducted across the fifteen studies, as it has been deemed a useful approach for synthesising
qualitative studies (Thomas & Harden, 2008).

The results section of each study was carefully read and data that were relevant to
the experiences of therapy such as prior beliefs about the therapy/intervention, processes
which enhanced or hindered therapy, and recommendations for improvement were
synthesised. Data that were not directly related to participants’ experiences of the
therapy/intervention were excluded. For example, Ashley and Brown (2015) included a

theme about participants’ feelings about foster care. Quotes within the results section and
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author summaries were included as data for coding. Following the methodology of Thomas
& Harden (2008), a stepped approach was used for the thematic synthesis. Relevant data
from the results section of each study were coded line by line. An inductive approach was
used to code the data. The second stage was to organise the codes to create descriptive
themes. Descriptive themes are themes that align closely to the data provided within the
study. The third stage of the synthesis involved creating analytical themes. Analytical themes
were created through the researcher’s interpretation of the descriptive themes to create
additional understanding of the data. A critical realism (Schiller, 2016) framework was

utilised as an epistemological approach.
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Table 3
Study Characteristics
Study Type of Sample Data Analysis Study Therapy Identity of Identity of Main findings and themes
(year), publication collection objective intervention/t the therapist
location method herapy model researcher
Ashley & Peer-reviewed N=9 Pre and Derived To A culturally Not Trained Theme 1: Feelings about foster care
Brown journal article Post in themes but  explore relevant, specified agency Participants shared that they kept their distance
(2015) Females depth no analysis  the strengths- psychother  from foster parents, and felt closer to others in
who interviews methodolog effective  based apyanda their social system (e.g. siblings, friends)
USA identified y was ness of intervention licensed Theme 2: Significant relationships
as African specified the called hair The therapy intervention (therapy alongside youth
American interventi  Attachment practitione  having their hair done) had a positive impact on
onusing tHAIRapy. r self-esteem and their relationship with others.
In foster experien  The Those who had their foster parents attend, found
care ces of the intervention this helpful for strengthening their relationship.
sample provided hair Theme 3: Feelings about therapy
Aged 10- care and The pairing of haircare with therapy led to
18 years mental health positive shifts in how participants felt about
old. therapy accessing and using therapy.
sessions over Theme 4: Feelings about hair
No four months. Most participants shared frustration about the
sampling nature and condition of their hair generally. The
technique Group therapy researchers made further interpretations about
specified what the impact of this on the participants’ self-
esteem and internal psychological states.
Theme 5: Racial identity development
Participants were more interested in maintaining
their natural hair after the intervention, however
only felt this was possible with support and
guidance. The researchers interpreted this as a
way to increase healthy racial identity
development.
Coombs et Peer-reviewed N=15 Semi- Thematic To Ten free A Black Clinicians  Theme 1: Receipt of services at a church-affiliated
al. (2022) journal article structured  analysis describe  sessions of female included mental health clinic
interviews the evidence- cisgender licensed
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USA

Identified
as Black.

13
females, 2
males

Aged 27-
69 years
old

Accessing
mental
health
clinic
from the
HOPE
centre
(First
Corinthia
n Baptist
Church)

experien
ces of
Black
America
ns
seeking
and
receiving
care from
the clinic
and to
understa
nd
perspecti
ves on
the Black
Church’s
role in
supportin
g mental
health
services

based
psychotherapy
such as
cognitive
behavioural
therapy (CBT)
or
interpersonal
psychotherapy
(IPT) accessed
through a
mental health
clinic
affiliated with
a church

Individual
therapy

psychiatrist
conducted
the research
interviews.

doctoral
and
master’s-
level social
workers
and
supervised
social
work
student
interns. All
of the
clinicians
identified
as Black
cisgender
women

Impact of religious affiliation and church
promotion on care initiation

It was important to receive mental health services
in a church-affiliated setting as spiritual beliefs
could be integrated with therapy experience.

It also positively challenged people’s
preconceptions of therapy which were based on
ideas that church related activities such as praying
was enough to support mental health.

Promotion of the service from church staff was
helpful.

Mindfulness group sessions perceived as helpful.
The Hope centre environment

The setting was described as a “positive, peaceful,
welcoming, and serene environment.”
Accessibility of services

It was important services were free of charge.
Some wanted the centre to provide longer term
therapy.

Impact of services provided

Tools and skills learnt through the service were
seen as helpful including meditating. The service
was seen as particularly helpful in processing
trauma.

Theme 2: Perspectives on the role of the Black
church in addressing mental health needs.

Many participants thought it was important and
effective to have church staff promote and
advocate for mental health support and treatment.
Barriers related to church affiliated or church
based mental health services

Hypothesised barriers included access to
individuals who did not have Christian faith
background.

Participants thought the staff had certain
knowledge and wisdom. Finding similar staff was
described as making it difficult to expand the
service wider.
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Religious conceptualizations of mental health as a
barrier to treatment

Christian conceptualisations of mental health were
described as creating stigma and shame.

Dera (2021)
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Theme 1: Navigating socio-cultural barriers
Therapy is for crazy people

Participants described the social stigma attached
to therapy which was driven by societal and
cultural portrayals of therapy and acted as a
barrier to access.

What happens at home, stays at home
Participants spoke about gender and cultural
socialisation which placed expectations on Black
men that they should deal with difficulties
themselves and keep problems private.

The strong Black man

Participants described complexities of Black
masculinity. Participants described expectations
that Black men were required to be strong and
survive unsafe social conditions, however in many
contexts their internal vulnerability and
psychological wellbeing was often overlooked.
Theme 2: It’s a big step asking for help

Denial, fear and delay

Participants described individual barriers to
accessing help, which included denial of a
problem with mental health, lacking the language
to articulate the problem, and using own coping
strategies before accessing support.

Is there accessibility for me as a young Black
man?

Factors that supported access to therapy included
accessing therapy that was convenient (e.g. after
work), recommendations through others, well-
explained and straightforward procedures, access
to material resources.

Barriers to access included lack of awareness of
how to access therapy through the NHS, lack of
follow up, and procedural steps associated with
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the NHS which were perceived as unfamiliar and
uncomfortable.

Theme 3: Being taken on a journey

Feeling un(safe)

Participants described distrust of the process and
therapist in the early stages of therapy. The
uncertainty of what to expect next left participants
feeling hypervigilant.

Assurance of a confidential space led to feeling
safe. Gradually feeling safe led to participants to
be open and relax.

Therapist disclosure also led to increased rapport,
whilst perception that therapists were judging
them led to termination.

Doing the work

Participants described a sense of agency in their
own recovery through engaging in tasks and
homework.

For some a solution-focused approach was
preferred over more discursive approaches.
Choice and flexibility promoted a positive
experience, whilst a lack of collaboration led to
termination.

Will you understand the culture I'm coming from?
A third of participants described preferring to
work with racially similar therapists as there was
an expectation that they would better understand
social and cultural contexts.

Concern for confidentiality, over-familiarity and
geographical proximity were described as reasons
for not preferring a therapist from a racially
similar background. A racially similar background
was also not always perceived as a prerequisite
for developing rapport with the therapist.

Therapy was an achievement

Participants described the transformative elements
of therapy including the long-term impact, and the
desire to become advocates for therapy.

Theme 4: Build bridges of trust and collaboration
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Find out where we are

Participants described strategies to increase access
to therapy including increasing the visibility of
NHS services, collaboration with Black
communities, and culturally relevant and
compassionate ways to engage Black men.

If they are talking about therapy, I don’t see
myself

Participants reflected on the lack of representation
of Black men in the media, within services and in
the community.

Jensen et al.
(2021)
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Theme 1: Perceived benefits

Personal benefits

Service users reported personal and interpersonal
benefits such as adaptive coping mechanisms (e.g.
doing breathing exercises when anxious).
Greater knowledge and understanding

The intervention was seen as informative and
educational for better understanding their
diagnosis and normalising symptoms.

Better communication with family and health
professionals

Service users felt more comfortable sharing their
feelings with family and about communicating
their needs with healthcare professionals.

Theme 2: Barriers and limitations

Barriers for attendance and commitment

Lack of motivation, tasks being too easy, and
experiencing symptoms were identified as barriers
to therapy.

Suggestions for improvement

Shorter sessions were mentioned by one
participant and presence of a family member was
mentioned by another participant.

Theme 3: Delivery of the therapy

Perceptions of therapists and family support
members (proxy family members)

Service users felt safe talking to therapists.
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communit
y service

All had positive relationships with FSMs who
described a gradual process to being open and
honest.

Therapy components and practical considerations
Flexibility and choice about time and location
were valued, alongside a clear weekly structure.
Ten one-hour sessions were viewed as acceptable
by most.

Cultural appropriateness

Most participants praised the advert which led
them to decide to take part.

The majority thought that the intervention met the
needs of African-Caribbean people. However,
some felt that it did not.

Family members

Themes:

Theme 1: Perceived benefits

Increased knowledge and understanding

Family member’s thought the intervention helped
them understand the service user’s diagnosis.
Improved relationships and communication with
service users

Some reported fewer family conflicts, and many
reported being better able to communicate
feelings.

Improving coping strategies and problem-solving
skills.

Some reported being better able to respond to
service users’ stress and difficult interpersonal
dynamics. Some felt they already knew how to
cope and therefore felt some of the sessions were
less helpful.

Theme 2: Perceptions of therapists
Characteristics of therapists

Therapists were perceived as competent,
professional, supportive, knowledgeable, able to
listen and tailored information.
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Collaboration and inclusion of family members
was perceived well.

Theme 3: Delivery of therapy

Location and time of day

There was a preference for therapy to be at home.
Flexibility of time and location was perceived
positively.

Number, length, and duration

Most agreed that one hour was enough time for
each session, whilst some thought it could be
longer. Half of the participants agreed that ten
sessions was enough, whilst others suggested
more.

Theme 3: Accessibility of therapy content,
supporting materials and cultural appropriateness
Therapy content

Content was mostly viewed positively.
Supporting materials

The booklet on understanding psychosis which
was co-developed by service users and a research
advisory group was seen as suitable.

Cultural appropriateness

Most family members thought the intervention
met the needs of African-Caribbean people, but
many could not identity what parts of the therapy
had been adapted and thought it would be suitable
for everyone. Some participants felt that
incorporating culture creates further division and
stigma.

Johnson
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Theme 1: African Americans endorse couple
therapy and experience it favorably

Couple therapy was a resource for treating
relational issues

Couples therapy was perceived positively for
addressing couple-related issues, including
communication, trauma, impasses, infidelity, and
financial incompatibilities.
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Couple therapy led to the enhancement of
communication skills

Skills learnt in therapy supported communication
within the couple, and for some with other family
members too.

Focus on solutions

Some participants commented that solutions
offered in therapy were the most helpful
component.

Endorsement of mental health care treatment for
individual issues while being treated in couples
Many participants shared that couples therapy
supported them with improving self-care, pursing
personal endeavours, and making personal
changes.

The value of having a provider offering insight
Many valued the facilitation from the therapist
and their competency to offer guidance.

Theme 2: The therapeutic alliance has a central
role in couple therapy with African Americans
Importance of safety and therapeutic alliance

A few participants felt that some communication
or emotional issues were not managed well by the
therapist, and this created mistrust.

Some participants felt that some issues were not
resolved and a debrief at the end of sessions
would have felt helpful.

Disclosure and the therapeutic alliance

Some participants chose not to disclose some
information due to the therapist’s approach or the
consequences of the disclosure- for example “no-
secrets policy”.

Some participants found it difficult to disclose
information and be vulnerable in front of their
partners.

Hopefulness in the therapeutic alliance

Based on the alliance, participants described
feeling more or less hopeful.
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Some participants found reflective questioning
from the therapist a helpful process.

I am feeling connected when acclimating to the
process of couple therapy

Some participants spoke about their process of
finding a suitable therapist and “shopping
around”.

Partner involvement

Some participants spoke about the challenge of
therapy becoming heavily focused on their
partner, which could impact the focus of the work
on the relationship.

All women participants spoke about the positive
experiences their partners had in therapy,
especially noticing the shift in perception of
accessing therapy.

Theme 3: Therapists addressing culturalism and
racism in couple therapy

The couple therapist and participant’s racial
likeness

Racial likeness was perceived as an important
factor for rapport building in the early stages. All
female participants had shared that their partners
had preferred a therapist of the same race. The
preference for racial likeness was associated with
a perception that the therapist will be more
understanding of racial experiences.

Cultural sensitivity and cultural factors in the
process of couple therapy

Participants felt it was important for therapists to
understand the cultural experience of identifying
as African American. Choice of words, use of
humour, office decorations, use of interventions
were all gauges for participants to assess cultural
sensitivity of the therapist.

Only one couple discussed race with their
therapist.

Racial stigma
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Some participants shared that there was still some
stigma about Black people accessing therapy.
There were mixed experiences about whether
these prior reservations were shifted after
accessing therapy.

Nixon
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Theme 1: Feelings of discomfort in therapy
Participants described feeling uncomfortable
during therapy due to perceptions that the
therapist may not understand them due to
demographic differences, and not knowing what
to expect. Some participants described discomfort
from perceived racism during the therapy process.
Theme 2: Therapist’s inability to relate to or
understand the culture and life of African
American women.

Five of the six participants described experiences
where their European American therapist were
unable to relate to African American culture and
lived experiences of being a Black woman.
Theme 3: Poor connection and engagement with
therapist

Most participants described a difficult relationship
with the therapist and felt they had little
connection with the therapist. Factors that
impacted this were perceived racism, and intent in
accessing therapy (e.g. one participant had to
access therapy as part of career progression).
Theme 4: Lack of confidence in the therapist
Discomfort within therapy and perceived lack of
cultural understanding from the therapist led to
most participants feeling a lack of confidence in
the therapist.

Theme 5: Double-sided notion of SBW schema
Participants described the positive and negative
aspects of the schema. Negatives included the
view that due to therapists’ lack of cultural
understanding, strong Black women may be
perceived as angry, aggressive and difficult. The
positives included the strengths in the ability of
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African American women to take on and handle
everything and identify as self-sufficient and
independent.

Theme 6: Personal strength and independence
All participants identified as “strong Black
women”. They described this as not a choice or
option, but an expectation placed on them and a
necessity to survive. They described their
strengths as being independence and able to
handle adversity.

Theme 7: SBW schema hinders the therapeutic
alliance

Participants described the stigma around
accessing therapy, and a cultural perception that it
is seen as weakness. The lack of understanding of
this from therapists, racism, and a misperception
of strong Black women led to participants
terminating therapy and not developing a strong
therapeutic alliance with their therapist.
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Theme 1: The therapy experience

Being heard

Participants felt heard by the therapist, and this
led them to be open.

Having tools

Participants expressed the helpfulness of the
skills, strategies and solutions which supported
them to manage their distress. Many spoke about
their own agency in doing the work with support
from the therapist.

Comparisons to counselling

Most participants found the solution-focussed
approach of CBT helpful. Some commented on
the importance of knowing the difference between
the types of therapy.

The challenges and fears

Some participants did not feel the strategies
offered to them provided a solution to their
problem.
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Participants spoke about withholding some
information as there was a perception that the
therapist would not understand cultural, social,
and historical contexts of the participant and their
Black experience.

Participants shared that factors such as race and
finance were not discussed in therapy but could
have been useful.

Theme 2: Navigating getting help

Additional struggles

Participants described racial inequalities they
experienced in relation to being young Black
adults.

Bottling up

Participants described “bottling up” emotions as
they had observed family members and other
Black people doing the same. Some participants
discussed the importance of family members
modelling accessing support and normalising
distress, so that young people could better respond
to their own distress.

Stigma and labels

Participants spoke about the stigma related to
mental health, vulnerability, and accessing
therapy held within Black communities.

Some discussed the Strong Black woman
stereotype which led to difficulty in expressing
feelings in case it was perceived as weak.
Conceptualising distress

Participants made sense of their distress by talking
to friends and using the internet. Both these
approaches were helpful for understanding their
difficulties and provided information about help-
seeking. Participants spoke about the helpfulness
of seeing other Black people online talking about
their experiences.

The role of mothers
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Most participants described their mothers playing
an influential role in supporting and encouraging
them to access help.
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participants felt they were unheard, or the
therapist did not seem to understand, listen, or
appear to care.

All participants perceived their relationship with
the family therapist as positive, and that the
process of building the relationship took time. The
gradual process led to participants feeling
comfortable be open and honest.

The therapists’ ability to validate, listen,
understand, and provide solutions were all
described as helpful for the therapeutic alliance.
The race and gender of the therapist was
important for three participants due to a
perception that the similarity of gender and race
would promote better understanding.

Theme 3: Development & cognitive shifts in self
Participants described positive shifts in their
perception of family therapy.

Participants described noticing how they had
“changed” and “matured” after going to therapy.
Theme 4: Treatment goals in family therapy in the
RTF

Participants described the purpose of family
therapy as a way of improving family
relationships including communication skills.
Many noticed an improvement in communication,
self-expression, empathy towards family
members, emotional regulation, and their
behaviour.

Many described the involvement of family in
therapy as a transformative process.

Theme 5: Views on racial inequalities and
injustice

Most participants discussed racial inequalities
between Black and White people, including the
way Black people are treated in society.

Some participants reflected on the experience of
racial oppression within the juvenile justice
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system and society, which impacted the way
decisions were made towards the participants.
Theme 6: Experiences with trauma & loss
Participants discussed that the experiences of re-
traumatisation within the RTF impacted
participant experiences and peer relationships,
which could lead to further distress.

Participants also described many losses as a result
of staying in an RTF, including the loss of family
and loss of freedom.
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Theme 1: Preconceptions, stigma, scepticism
about the therapist and preferred ways of coping
Preconceptions

Preconceptions about Black women being
expected to exhibit strength and handle life
challenges impacted help seeking. Many of the
women bottled up their problems and emotions
and did not think they required professional help.
Stigma

Most participants associated counselling with
mental health illness. Due to the stigma
associated with mental health illness within Black
communities participants were concerned about
accessing therapy.

Scepticism about the therapist

Participants were worried they would be
negatively judged by the therapist. They were
concerned that the therapist would not understand
them due to racial, cultural and religious
differences.

Preferred ways of coping

Cultural beliefs and identification as a strong
African women shaped what was an acceptable
response to mental health difficulties. Participants
coped with distress by keeping themselves busy,
self-isolating, avoiding dealing with distress, and
physical exercise. Some were able to share
problems with friends and family members-
usually mothers and sisters.
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Many participants spoke about spirituality and
faith.

Theme 2: The important characteristics within the
counselling experience

Therapist characteristics

Participants preferred to work with a therapist
they were comfortable with and could relate to.
Some participants took a neutral position in regard
to whether the ethnicity and gender of the
therapist was important, as long as the therapist
had other characteristics such as the ability to
listen, care, and understand.

Ways of working

Therapists’ understanding and acknowledgement
of participants’ culture was perceived as
important, however many participants felt their
therapist lacked this understanding.

Many participants described being unaware of the
treatment model used (e.g. CBT).

For some the language and questionnaires used by
the therapist was perceived as a barrier.

The relationship

Participants described positive and negative
perceptions of the relationship with their therapist.
Negative perceptions of the therapist were
associated with a difficulty being open.
Participants’ perceptions that the therapist was
professional, able to listen, and understand were
associated with positive perceptions of the
relationship.

Theme 3: Post counselling reflections on the
therapeutic process and changed perceptions

The pathway

The experience of the referral pathway impacted
on the perception of therapy.

Many participants were referred by the GP.

Lack of information, lack of clarity, and
inconsistency in information were associated with
negative experiences.



29

Long waiting times were experienced as a barrier,
and for some negatively impacted on whether
therapy would be accessed in the future.

The environment

Many participants were worried about being seen
by people they know.

Changed perceptions

Many participants experienced a positive shift in
the perceptions of therapy.
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Theme 1: Barriers to utilizing counselling or
parenting services

Cultural discontinuities

Participants perceived that counselling services
did not fit their own cultural values and lifestyles.
Some perceived that those who conducted
interventions did not represent them.

Family stressors

Participants wanted counsellors to better
understand the stress that came with parenting.
Theme 2: Perception of parenting and child’s play
Close bonds to their children

Participants described close and strong bonds to
their children.

Negative behaviour from their children was
recognised as part of their developmental level.
Focus on discipline

Many participants described wanting support with
discipling their children, as it was seen as a
stressful aspect of parenting.

Applied CPRT skills in daily lives

Participants described an increase in knowledge
of CPRT technigues such as encouragement and
limit setting. They were able to apply these
techniques in their daily lives. Some parents
reflected on how applying the techniques led to
positive changes in how they responded to their
children.

Gained a better understanding of child’s play
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Participants demonstrated a better understanding
of the meaning of play after the intervention,
including the different types of play.

Theme 3: Perception of CPRT group process
Social support from the other group members
Interactions with other group members and
facilitators were perceived as supportive. Some
of these relationships with other parents continued
outside of the intervention.

Culturally centered atmosphere

Participants perceived the language was adapted
helpfully to match the language of participants.
This led participants to feel involved,
acknowledged and valued.
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Theme 1: Recognition of the problem

The technique of externalising the problem, was
perceived as helpful for differentiating between
themselves and the problem.

Participants were also able to reflect on other
aspects of the problems such as fear and control
and the ways these impacted their relationship.
Participants found it helpful to listen to others’
stories in the group to recognise their own
difficulties.

Theme 2: Feelings of comfort

Participants spoke about the importance of
support from other members of the group, which
led to feeling more comfort and less alone.
Theme 3: Increased support

Participants reflected on the helpfulness of
sharing their stories in a group space.

Some reflected that it was helpful for their partner
to hear other stories to recognise the pain and
discomfort they may have caused in their own
relationship.
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Theme 1: Black Caribbean immigrants are
reluctant to seek mental health treatment

Many of the participants reflected on the stigma
and negative stereotypes associated with mental
health treatment within Black Caribbean society.
Accessing therapy was perceived as something
that Black Caribbean people did not do, and if
they did it should be kept private.

Theme 2: Black Caribbean immigrants do not
believe that their presenting issue was tied to their
culture, and therefore do not want to bring culture
into the therapy space.

All but one participant did not associate their
presenting difficulty with their Caribbean identity.
For example, one participant shared that they had
accessed therapy due to feeling depressed after a
divorce and therefore it had no relation to their
culture.

Theme 3: The ability to discuss culture in the
therapy session is sometimes important.
Participants felt that the therapist should
understand Caribbean values and language, and
that culture and Caribbean identity should be
discussed in therapy. However, some participants
did not want to raise these in therapy, as they
believed their White therapist may not understand.
One participant described a positive experience
when discussions about identity and immigration
experiences were asked about.

Theme 4: Sometimes receiving effective therapy
requires changing counsellors

Participants described changing therapists due to a
perception that their therapist could not
understand their experience and cultural needs.
Some participants reflected that they would have
had a better therapy experience if they had
changed therapists.
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Theme 5: Some Black Caribbean immigrants
believe that treatment effectiveness is related to
therapist race, culture and/or gender

Many participants preferred a therapist of a
similar cultural and racial background.

Half the participants felt that gender was
important.
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e of
mindfulne
SS
meditatio
n training

Purposive
sampling

Standardis
ed open-
ended
interviews

Applied
thematic
analysis

To
explore
the
cultural
relevance
of
mindfuln
ess
meditatio
n training

Mindfulness
meditation
practice

African
American
researcher
and
psychothera
pist with
experience
in
mindfulness
meditation
and
research on
mindfulness
and health
disparities
and a
European
American
researcher
and director
of

a
mindfulness
meditation
program
with
experience
in
mindfulness
and
research.

N/A

Are there experiences or practices similar to
mindfulness meditation that are part of African
American Culture?

Prayer was perceived as a similar practice to
meditation, in that it encouraged people to be
present, and provided similar benefits such as
mental clarity. Some participants likened
mindfulness meditation to cultural communal
rituals, and dancing.

How Does Mindfulness Meditation Fit in or
Conflict With Your Spirituality or Religion?
Most participants did not believe there were any
conflicts and thought that mindfulness meditation
could enhance their religious practice. Some
participants recognised the similarities between
the messages behind hymns and biblical texts, and
mindfulness meditation.

Would You Recommend Mindfulness
Meditation Practice to Your African American
Friends or Family?

All participants shared that they would
recommend it to friends or family.

Why Would You Recommend Mindfulness
Meditation Practice to Your African American
Friends or Family?

Participants shared that mindfulness meditation
was helpful for enhanced stress management,
direct health improvement, and enhanced self-
awareness.
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What Would Prevent You From
Recommending Mindfulness Meditation to
Your African American Friends or Family?
Respecting a person’s level of openness to new
experiences, respecting religious ideology, and
respecting personal preferences for self-
expression and stress reduction were all provided
as reasons which may influence why a participant
might not recommend the practice.

What Changes or Modifications Would You
Recommend for a Mindfulness Meditation
Program for African Americans?

Emphasising the health benefits of mindfulness
meditation

Participants felt it would be helpful to have
discussions about the research on the benefits of
meditation, particularly about the health benefits
against health conditions that impact African
American people.

Connecting mindfulness meditation practice to
familiar religious or spiritual ideology.
Participants suggested that if mindfulness
meditation was to be introduced to African
Americans, it may be helpful to connect it with
biblical texts and hymns which share similar
messages. Another suggestion was for churches
and community leaders to connect mindfulness
meditation with existing cultural rituals. Some
participants noted that emphasis should be placed
on it being a practice for stress reduction rather
than connecting it with religiosity so it could be
widely accepted by African Americans who share
diverse beliefs.

Connecting mindfulness meditation with familiar
activities

Participants shared that the practice of
mindfulness could be likened to other activities
such as knitting, or shelling peas, and that it may
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be helpful to associate these forms of activities
from cultural traditions with mindfulness.
Enhancing the ways that mindfulness meditation
is taught to African American audiences.
Participants shared that African Americans may
prefer an African American instructor.

Some other suggestions included culturally
appropriate music, creating a buddy system,
reducing the time for participating in practices,
and clarifying the difference between mindfulness
and meditation.

Wu et al
(2022)

USA

Peer-reviewed N=3

journal article

Inductive
analysis

Semi-
structured
Female interview
Identified

as a Black

kin

caregiver

Aged 37-

64 years
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To
evaluate
the
acceptabi
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adapted
parenting
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Black kin
caregiver
S

Family Check
up/Everyday
Parenting
Program is a
brief,
strengths-
based
intervention to
enhance
parenting
practices in
low-income
families. It
uses
motivational
interviewing
techniques
and supports
caregivers’
appraisal of
strengths and
challenges in
their family.
The program
was facilitated
as home visits
and a family
camp.

Not
specified

Three
Black
facilitators,
who had
experience
working
with Black
families
and
children
were
trained by
the
FCU/EDP
Program.

The most important things learned

Participants shared that “making effective
requests” to their children was the most important
strategy they learnt.

Acceptability and cultural adaptation
Curriculum

All participants believed the curriculum was
culturally related to their communities. Some
participants reflected that whilst the programme
seemed manualised, the examples that were
provided were more relatable.

Participants felt the language, curriculum and
strategies were culturally relatable.

Hands-on activities

Participants felt that more activities would have
been helpful so they could be practiced within the
training.

Time management and self-care

Participants shared that they would have liked
support on how to balance their time between
different children and having time for themselves.
Research evidence

One participant shared that it would have been
helpful to have a better understanding of the
research behind the intervention.

Intervention process and format
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Accessed as
family,
individual and
group based

Participants shared that they appreciated that the
facilitators were parents and came from a similar
cultural background to themselves.

Participants would have liked longer sessions, and
to have more activities in the evening. Participants
reflected that the location of the intervention- a
campsite, was enjoyable, however some felt that it
was inconvenient.
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Results
Descriptive data about the fifteen studies is described, with a methodological

critique evaluating the strengths and limitations of the studies. Following this, a thematic

synthesis outlines the themes highlighted about the experiences of therapy across the studies.

Overview of studies

Twelve of the studies were from various locations within the USA and three were
based in the UK. The settings in which the studies were conducted varied and included
primary, secondary, and private care settings. The context of accessing therapy is different in
the USA in comparison to the UK. In the USA, therapy is accessed privately, through
insurance plans or Medicaid for those who are on lower incomes and do not have insurance.
Therapy can also be accessed through community health centres, which may offer services
based on income. In the UK, therapy is available either for free from the NHS, or through
private practice for a fee. Some of the USA interventions described in the studies could be
accessed for free as part of the research (Wu et al., 2022), through the church (Coombs et al.,
2022) and through a youth community program (Pritchett-Johnson & Jones, 2020).

The studies explored therapy interventions that were delivered individually to
families, groups, and couples, and there were a range of therapeutic modalities examined
such as narrative therapy, CBT, mindfulness and motivational interviewing.

Six of the studies evaluated therapeutic interventions, which were described as
cultural adaptations (Ashley & Brown, 2015; Coombs et al., 2022; Jensen et al., 2021;

Pritchett-Johnson & Jones, 2020; Socarras et al., 2015; Wu et al., 2022).
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Of the fifteen studies, eleven were published in 2020-2022. These studies were
published amidst the context of COVID-19, the murder of George Floyd and the Black Lives
Matter movement, all of which created noticeable shifts in attention to the inequalities that
Black people experience.

Eight of the studies were in peer reviewed journal articles. It was considered
important to recognise that seven out of the fifteen studies were dissertations. Due to
dissertations having fewer restrictions in word count, more information was available
regarding methodology and ethical consideration, and this was helpful for transparency and
assessing the quality of the research. However, the scarcity of published articles within this
area may additionally reflect a wider inequality of allocation of research funding.

A range of qualitative analysis methods were used amongst the studies including
thematic analysis, inductive analysis, framework analysis, grounded theory, interpretative
phenomenological analysis (IPA), transcendental phenomenology. Two of the dissertations
used specific conceptual frameworks through which they analysed the data; “Strong Black
Woman” schema (Nixon, 2021) and narrative therapy (Toynes, 2020).

Most of the researchers identified as Black and were from a range of disciplines;
clinical psychology, social work, counselling psychology, family therapy. Four of the studies
did not report information about the researcher(s). Many of the therapists that were discussed
within the studies or delivered the interventions were from various ethnic backgrounds and
had varying qualifications. However, eight of the studies did not report the characteristics of
the therapists.

This review specifically focussed on studies prioritising the perspective of the client.
All studies focused on clients’ observation of themselves within therapy, their observations of
the therapist and their observations of the relationship between themselves and the therapist.

Studies which focused on specific interventions were more interested in clients’ observations
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of the content. All studies focused on treatment in its entirety, rather than observing an
episode within therapy, or a session of therapy. All studies explored all sequential phases of

therapy including the context, process, and impact.

Methodological critique

Research design

Each study presented a clear objective, including research questions, which the study
aimed to answer. All studies used interviews to explore their objectives, and this was justified
in the studies. Toynes (2020) also used observations and field notes to triangulate the data. One
study (Ashley & Brown, 2015) was rated as poor quality as it did not have a clear study
methodology, which meant it lacked details about sampling and data analysis.

Whilst interviews are viewed as the most common and useful approach in collecting
qualitative data, there are some limitations (Al-Yateem, 2012). Given that many of the study
objectives were to explore the lived experience of Black people, interviews may have been a
helpful way of collecting this. However, data collected from interviews, particularly semi-
structured interviews may have been subject to different types of bias depending on what
questions were being asked and by whom they were being asked. This brings strengths and
limitations, as researchers who identified as Black themselves may have been able to interpret
data from a different lens to a researcher who was not Black. Additionally, some participants
may have felt more comfortable sharing their experiences with a researcher who identified as
Black.

Johnson (2020) mentioned within her limitations that as an African American and
couples therapist, the questions that she asked in the interview were created to demonstrate
“counter narratives”. Only a few of the studies mentioned researcher bias in their limitations

(Johnson, 2020; Nixon, 2021). The researchers were transparent about how their identity as
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Black may have impacted the interpretation of the data. To counter researcher bias, many of
the studies used the method of bracketing to raise awareness of potential ways that bias might
be introduced to their data. The studies that were less transparent about researcher bias were
those where the objective was to assess the acceptability of an intervention. For example, the
study looking at the Future 4 Teens model (Pritchett-Johnson & Jones, 2020) may have been
subject to researcher bias, as one of the researchers was also part of the team that delivered
the intervention. However, this was not discussed within their limitations. For some studies,
interviews were conducted retrospectively, and therefore may have been subject to recall
bias.

Studies which used a conceptual framework such as “strong Black woman schema”
were helpful in producing experiences of therapy through a particular lens, allowing for
alternative perspectives. Researchers can reduce researcher bias, also known as “tacit
theories”, by using conceptual frameworks. This can lead to higher quality research and help
guide the research process (MacFarlene & O’Reilly-de Brun, 2012). Within these studies
researcher bias was also reduced by inviting participants to review the data.

The study by Johnson (2020) was impacted by COVID-19 and had to conduct online
or telephone interviews. They discussed in their limitations how this would have excluded
those who did not have access to the internet, and that the quality of the interviews may have

been impacted.

Sample

Most of the studies used purposive sampling or snowball sampling approaches to
recruit people. Given that the objective of these studies was to explore lived experiences of
those that identified as Black, these sampling approaches were reasonable for achieving this.
However, these sampling approaches may have been impacted by selection bias. Participants

may have been more likely to have similar experiences, and those that may have had negative
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experiences may have been less inclined to take part or been asked to take part. These
approaches are often used for convenience rather than data saturation.

Sample sizes of the studies ranged from three participants to twenty-two
participants. Many of the studies shared that small sample sizes meant that their research was
limited, particularly as data saturation for theme development had not been met. Many of the
studies recruited more females than males, except for those where the objective was to recruit
males. This may have reflected the observation in prior research that fewer Black men than
Black women access therapy (Hankerson et al., 2015).

Some studies discussed the difficulty in recruiting participants. Venner and Welfare
(2019) stated that seventy-five percent of the participants they had approached to take part
had declined. These people did not want their names associated with mental health treatment,
believed the counselling they received was not associated with mental health treatment or
were unavailable to participate. The study with a sample size of three (Wu et al., 2022) was
impacted by COVID-19, and had to terminate recruitment due to safety reasons. Both

examples reflect wider contextual issues that produced barriers to recruitment.
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Thematic Synthesis

The thematic synthesis identified six themes with additional subthemes as illustrated
in Table 4.

Table 4

Themes and subthemes identified across studies
Themes Subthemes
Theme 1: Impact of racism and
stereotypes

Theme 2: Socio-cultural perceptions of
mental health and therapy

Theme 3: Therapeutic alliance Developed with time
Characteristics of the therapist
Client-therapist match
Addressing culture and race
Theme 4: Positive changes in therapy Changes in relation to self
Changes in relation to others
Acquiring skills
Changes in perception of therapy
Theme 5: Helpful and unhelpful Models of therapy
structures of therapy Accessibility
Environment

Theme 6: Appreciation of cultural
adaptation

Impact of racism and stereotypes
The impact of racism and racist stereotypes reportedly impacted Black people prior

to accessing therapy and during therapy. One study (Nixon, 2021) discussed the impact of
direct experiences of racism on therapy. A participant (Nixon, 2011, p.61) shared that they
had experienced racism by reception staff, and another shared a comment by the therapist that
was received as being racist, which led to the participant to “shut down” and believed the
therapist did not see “Black women as human beings”. Both these experiences had impacted

their participation in the therapy, relationship with the therapist and perception of therapy. It
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also led to participants developing a “lack of confidence” in their therapists’ abilities (Nixon,
2021, p.71).

Whilst the impact of direct racism on therapy was not discussed within other studies,
the impact of the “Strong Black™ archetype was discussed in five studies (Dera, 2021; Nixon,
2021; Nurse, 2020; Shundi, 2020; Venner & Welfare, 2019). Participants discussed how it
led to beliefs that they would be perceived as “weak” if they were to access therapy (Dera,
2021, p.136) or that they could not cope with life’s challenges (Shundi, 2020). Participants
talked about this leading to “bottling up” feelings (Nurse, 2020, p.71; Shundi, 2020, p.64),
and being afraid of talking about feelings (Venner & Welfare, 2019), leading to dealing with
problems independently or within the family. Additionally, participants spoke about how this
was perceived as “angry, aggressive, and difficult” by White people (Nixon, 2021, p.73).
There was a reflection that the schema was “double-sided”, in that some participants found
that being a “Strong Black Woman” was positive as it reflected “being able to take on and
handle everything”, and the ability to be “self-sufficient and independent”.

Black men from the Dera study (2021) reflected on how accepting that they needed
help offered a route to liberating themselves from the stereotype of a “Strong Black Man”,
and therapy reinforced the idea that it was okay to be vulnerable.

Black men reflected that prior to therapy, they had never been offered it and were
offered peer support instead (Toynes, 2020). Some were not aware of the options available
and struggled with the language to describe their distress (Dera, 2021).

Young Black people reflected on the racial differences as to who got referred to the
residential treatment facility where they had access to family therapy. The participant noticed
that ““...it’s more African American in bad facilities like this. You don’t get too many whites”

(Qureshi, 2018, p.182). She further reflected that White adolescents were more likely to enter
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on the basis of mental health problems, whilst Black adolescents were more likely to enter

after getting “into a fight or she done stole something” (Qureshi, 2018, p. 182).

Socio-cultural perceptions of mental health and therapy
Six studies discussed stigma around mental health and accessing therapy, based on

socio-cultural conceptualisations (Coombs et al., 2022; Dera, 2021; Johnson 2020; Nixon,
2021; Nurse, 2020; Venner & Welfare, 2019). Having mental health difficulties and
accessing therapy was described by participants as associated with being “crazy” within
African-Caribbean communities. Talking about feelings and problems outside of the family
to a stranger was also seen as something that was not commonly done within these cultures
(Dera, 2021; Johnson, 2020). Some felt that ideas from Christianity and the church also
reinforced some of this stigma (Coombs et al., 2022). One participant shared that within the
African American community a common method of healing was to, “Take it to God, pray on
it, go to church, not go sit in front of a provider and share what’s going on with you.”
(Coombs et al., 2022, p.79).

Additionally, some studies discussed alternative ways Black people coped with
distress. These other strategies included prayer, self-reliance, seeking support from friends
and family, pastoral support from places of worship, journaling, going for walks, and
meditation. In some cases, therapy was sought when all other strategies had failed (Coombs

et al., 2022; Dera, 2021; Shundi, 2020).

Therapeutic alliance

Developed with time

Participants shared that building a relationship with the therapist or facilitator “was a
process that took time” (Qureshi, 2018, p,212), including taking time to be “open” and be

“honest” (Jensen et al., 2021, p.278). Participants spoke about feeling unsafe, hypervigilant,
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and vulnerable in front of a stranger, making it difficult to be open to begin with. For some,
there was a gradual shift from this to feeling safe and contained (Dera, 2021). For others,

there was a sense of uncertainty as to what to expect from therapy (Dera, 2021; Nixon, 2021).

Characteristics of the therapist

Within many of the studies, participants articulated the characteristics of the
therapist that led to a positive therapeutic alliance. Positive experiences were related to
feeling safe, heard, and acknowledged with therapists who were perceived as knowledgeable,
competent, patient, understanding, validating, calm, and supportive (Dera, 2021; Jensen et al.,
2021; Johnson, 2020; Nurse, 2020; Qureshi, 2018; Pritchett-Johnson & Jones, 2020; Socarras
et al., 2015). Some participants spoke about the importance of therapist/facilitator disclosure
in facilitating better connection and believing the therapist was better able to understand their
own experiences (Dera. 2021; Wu et al., 2022). Participants’ paid attention to the language,
use of humour and office décor to assess whether they would relate to their therapist
(Johnson, 2020).

Negative experiences were related to feeling not heard, feeling judged, not feeling
understood, discomfort, feeling dismissed, and a lack of empathy and compassion from the
therapist (Qureshi, 2018, Nixon, 2021; Shundi, 2020). One participant shared how the
language used within questionnaires negatively impacted their experience (Shundi, 2020).
Another reflected on how the therapist often left issues unaddressed which left the couple
feeling exposed, which impacted the safety of the therapeutic alliance (Johnson, 2020). Not
feeling understood by the therapist, experiences of racism within the therapeutic space, a fear
of being judged by the therapist and initial mistrust of the therapist led to participants

withholding information (Nurse 2020; Shundi, 2020).
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Client-therapist match

Many participants felt they required a therapist with the same culture, gender and/or
race as themselves. If an exact match was not found, therapist matches based on gender and
race were preferred (Venner & Welfare, 2019). The study looking at Black women’s
experiences with American European therapists reported the most negative experiences
(Nixon, 2021). Participants did not think their therapist would be able to relate to them based
on racial, gender and socioeconomic differences. This led to feelings of discomfort, restricted
disclosure, disengagement, poor therapeutic alliance and switching therapist. Across the
studies there was a belief that White therapists would never be able to understand their
experiences (Dera, 2021; Shundi, 2020; Venner & Welfare, 2019). Relating to the therapist
on some level (age, experience (e.g., of being a parent, having a mental health problem), race,
culture, and gender), was important for connection, safety and perceiving the therapist as
understanding. Adolescents who participated in the F4T community therapy model
associated relatability in terms of race, culture, and age of the facilitators with effectiveness
of the model; “It wasn’t like ya’ll were 40-year-old White people here for case studies . . . |
felt loved from everybody . . . it was like everything just clicked” (Pritchett-Johnson & Jones,
2020, p.234).

For some participants, choice in the therapist seemed to be valuable to support them
in their goal for therapy. This sometimes meant choosing a therapist who represented
difference, for example one participant wanted to work on her relationships with men and felt
that a male therapist would be helpful in supporting this (Nixon, 2021).

A few participants felt that the race, culture, and gender of the therapist was not
important. One participant who had a White female therapist, thought that what was most
important was the therapists’ ability to listen to her (Shundi, 2020). Safety, connection, and

trust were valued as more salient features for some (Dera, 2021).
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Addressing culture and race

Some participants thought it was necessary for the therapist to have knowledge of
the participant’s individual differences (Socarras et al., 2015; Venner & Welfare, 2019) and
for therapists to have “done their homework” in relation to racial issues (Johnson, 2020,
p.49). Some reflected on the importance of the therapist understanding social challenges
such as finances, and other social stressors, which intersected with their race (Qureshi, 2018;
Wu et al., 2022). Most of the participants across the studies reflected that culture, race and
socio-cultural trauma were never brought up in therapy, even by those with therapists who
identified as Black. Some participants felt that they had come to therapy to address a
problem such as “depression” and did not feel that their Caribbean identity had anything to
do with it (Venner & Welfare, 2019). Others felt that being a Black American male was
“normal” and therefore it did not feel like something to discuss within therapy (Qureshi,
2018, p.258). These participants felt that feeling safe and being listened to was more
important. Within the Venner and Welfare (2019) study a few participants’ therapists
acknowledged that race and culture needed to be discussed, however their White therapists
decided they were not competent to do this and referred these participants elsewhere.

When culture and race was raised within therapy, participants reported a positive
experience (Johnson. 2020). For example, one participant appreciated when her therapist
specifically asked about her immigration journey (Venner & Welfare, 2019), whilst another
participant commented on how the therapist was “not assumptive, but was openly willing to
discuss their racial differences and how it helped facilitate a bond for both her and her

partner.” (Johnson, 2020, p.59).
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Positive change within therapy

Changes in relation to self

Participants viewed therapy as “self-investment” (Dera, 2021, p.127). Many
participants noticed changes in self-development, confidence, awareness, self-esteem, self-
motivation, and self-expression (Ashley & Brown, 2015; Coombs et al., 2022; Pritchett-
Johnson & Jones, 2020; Woods-Giscombe & Gaylord, 2014). One participant reflected that
accessing therapy was supportive in making changes on herself, “There’s a lot of work that
goes into therapy. I did a lot of work on myself and a lot of reflection on myself, and |
could’ve only got [this by] being pushed on a one-0n-one basis by a therapist” (Coombs et
al., 2022, p. 79). Some participants spoke about being better able to embrace vulnerability
and shame (Dera, 2021) and to process trauma in a way where they could learn self-love
(Coombs et al., 2022). One individual shared, “I just remember how to think beyond my
feelings in that moment . . . | learned how to assess my thoughts and feelings and express that

without it being too aggressive” (Pritchett-Johnson & Jones, 2020, p. 234).

Change in relation to others

Participants reflected on how therapy improved their communication and
relationships with others including family, friends, and staff (Ashley & Brown, 2015; Jensen
et al., 2021; Johnson, 2020; Pritchett-Johnson & Jones, 2020; Qureshi, 2018; Wu et al.,
2022). This also included being able to empathise better with family members (Qureshi,
2018; Wu et al., 2022). Some of the couples within the Johnson (2020, p.55) study reflected
on how techniques used by the therapist such as gauging communication at the beginning of
the session and sharing a “feedback loop” were helpful for discussing conflict and

communication in their relationship.
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Acquiring skills

Participants felt that having solutions and learning skills was a valuable aspect of
therapy. Participants valued having something to “walk away” with (Nurse, 2020, p.63), and
skills learnt from therapy were associated with long-term development (Coombs et al., 2022;
Dera, 2021). These were found useful when they were personalised and assisted people with
specific goals (Qureshi, 2018). Modelling, examples, and role play of solutions were also
seen as helpful (Johnson, 2020). One participant reflected how mindfulness practice was
particularly helpful in managing stress; “African Americans in particular don’t get a lot of
skills about how to cope with stress, even though we’re one of the groups that’s under the
most amount of stress. So I think it’s particularly useful for African Americans and people of

color in general” (Woods-Giscombe & Gaylord, 2014, p. 143).

Changes in perception of therapy

Perceptions of therapy seemed to change throughout the course of therapy, where
there was initial scepticism, distrust, and a belief that therapy may not be helpful. Many
participants shared that they would recommend therapy to others and particularly advocate

therapy to those who come from Black communities (Coombs et al., 2022; Dera, 2021).

Helpful and unhelpful structures of therapy

Models of therapy

Those within group therapy settings discussed how they felt comfort, increased
support of others within the group, and a chance to hear from others going through similar
problems (Socarras et al., 2015; Toynes, 2020; Wu et al., 2022). Family therapy was
perceived as helpful for some, but others perceived the attendance of family members as a

barrier (Ashley & Brown, 2015; Jensen et al., 2021, Qureshi, 2018). Young people within
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family therapy felt that they were “left out” of conversations and therefore felt unheard
(Qureshi, 2018, p. 224). Narrative therapy within a group setting for couples, was helpful
for couples to recognise the problem was external to the individual/couple (Toynes, 2020).
For some the “rules” of therapy could be perceived as a barrier. For example, participants
shared that within couples therapy they were not able to disclose information without their
partner knowing and this was not received well by all participants (Johnson, 2020, p. 53).
Participants within this study felt that a debrief towards the end of sessions would have been
helpful. Across the models, participants commented on collaboration, choice and flexibility,
within a clear structure which they perceived positively (Dera, 2021; Jensen et al., 2021;

Nurse, 2020; Pritchett-Johnson & Jones, 2020).

Accessibility

Therapy received from the NHS was perceived as less accessible than therapy
accessed from private therapy due to the lack of choice and flexibility, and negative
perceptions of how Black men were treated within the NHS (Dera, 2021). Participants also
reflected on the pathway of accessing therapy in the UK. Positive experiences of therapy
were associated with positive experiences of the pathway to therapy (Shundi, 2020). Access
to therapy, within a church setting was also perceived well as it was accessible, free and
could help tackle some of the stigma associated with mental health (Coombs et al., 2022).
Across the studies there was a theme that therapy was less accessible to Black men (Coombs

etal., 2022; Dera, 2021; Johnson, 2020).

Environment

Therapy and therapeutic interventions were received in a range of locations; homes,
therapist clinics, church, family camps, community locations, residential treatment facilities.

It was difficult to conclude which locations were preferred, as there were pros and cons raised
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for all. However, there seemed to be a disparity between services that were located within the
community. Within the Coombs et al., (2022, p.79-80) study participants commented on the
therapy space within the church as a “positive, peaceful, welcoming, and serene
environment”, and discussed the environment as a “safe space” where “You don’t have to

worry about outside forces...”.

Appreciation of cultural adaptation

A few studies focused on Black people’s experiences of cultural adaptation made to
therapy. Within some of these studies, it was unclear what cultural adaptations were made.
Participants within the Jensen et al., (2021, p.283) study were unable to recognise how the
therapy was culturally adapted. Some of participants in this study felt that it was not
necessary and caused further stigma, “We [are] normal people like everybody else. That’s all,
there’s no...it pisses me off a bit when ‘there’s a cultural need’”. However, participants felt
that the visibility of Black people accessing therapy was important, for example the study had
advertised the therapy with representations of Black people on their leaflet. Additionally,
participants from the Coombs et al., (2022, p.79-80) study found it valuable to access services
within the church by someone “you look up to, somebody that you can see yourself in, and
somebody that is trusting” and for this person to validate and normalise that it was “okay” to
have “weaknesses” and access help. Within the Ashley and Brown (2015) study, cultural
adaptation was made where therapy was offered to foster children alongside a hairdresser
who worked with Black hair. This cultural adaptation was received positively by the Black
girls who received therapy. Some participants were able to identify similarities between
mindfulness practice and African cultural practices and spiritual practices associated with the
church (Coombs et al., 2022; Woods-Giscombe & Gaylord, 2014). Participants valued the

integration of mental health services that were affiliated with the church (Coombs et al.,
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2022). Within the Woods-Giscombe & Gaylord (2014) study, a suggestion was made to
incorporate content from the Bible with mindfulness. Cultural adaptations made to the
content and language of the intervention for Black kin caregivers was also perceived as
appropriate for Black communities (Wu et al., 2022). Across studies, cultural adaptation
which incorporated an aspect of Black culture (e.g. hair care, spirituality, community based),
was helpful for improving accessibility to therapy and counteracting stigma of accessing

therapy to support with mental health difficulties.

Discussion
Overview of findings

The objective of this review was to synthesise Black people’s experiences of therapy
and therapeutic interventions within the UK and USA. The review identified fifteen studies
and extracted themes across the studies.

Across the studies, there was a consensus that therapy was perceived as a positive
experience for Black people who participated in the studies. Positive experiences were linked
to characteristics displayed by the therapist/facilitator, a space to be heard, and learning skills
to enhance self-development and relationships with others. Therapist characteristics, such as
understanding, empathetic, calm, professional, were found to facilitate positive experiences
reflecting similarities with prior research looking at client’s experiences of therapy (Holding
et al, 2016; McPherson et al., 2020; Rogers, 1957). Additionally, gender, race, and/ethnicity
matching were also perceived as supportive of positive experiences in therapy, reflecting
prior research (Nwokoroku et al., 2022). Many suggested it supported in building a safe and
trusting therapeutic alliance, where the client felt understood. However, not all participants
perceived ethnic/racial matching to the therapist as necessary for a positive experience of

therapy, which reflected similar findings as Sass et al., (2009). Interestingly, many
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participants did not experience conversations within therapy, which focused on race, racial
trauma, or culture. Talking about difference and similarity regarding racial identity may have
brought discomfort and uncertainty (Long, 2022). Black people within therapy may have
been responding with silence in relation to the denial or defensiveness of their therapist
(McKenzie-Mavinga, 2016), or may have experienced cultural mistrust (Whaley, 1991).

Barriers to accessing therapy included racism, impact of stereotypes and socio-
cultural perceptions of mental health which reinforced stigma of accessing therapy. The
“Strong Black™ schema seemed to be a large barrier to accessing therapy and influenced
processes within therapy particular with White therapists. The need to be “strong” may have
been a survival response to the racism that Black people experienced on an individual and
systemic level and is likely to have been a strategy that has been passed down
intergenerationally (Boyd-Franklin, 2013). Within therapy with White therapists this has
been often misperceived as “angry”, “aggressive”, which has led to Black clients feeling
unsafe, misunderstood and unheard (Ashley, 2014). In one study (Nixon, 2021), this led to
disengagement and negative experiences of therapy. Additionally, stigma about mental
health within Black communities has been found to be a common barrier in the literature in
seeking therapy. Black people may have preferred to keep personal information to
themselves or within the family. This may have been as a response to the injustice in the way
systems (e.g. criminal justice, police, social services) react to Black people when personal
information is shared (Boyd-Frankin, 2013). The findings from the review suggested that
positive experiences of therapy were successful in shifting prior scepticism and mistrust
about therapy, with many advocating for more Black people to access therapy.

Additional barriers included not being given the option to seek therapy, not knowing

the pathways to access therapy and not knowing what to expect from therapy.
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Cultural adaptations were mostly well received, reflecting prior research
(Vahdaninia et al., 2020). Interestingly, those that were perceived well (Ashley & Brown,
2015; Coombs et al., 2022; Wu et al., 2022), were facilitated by Black therapists/facilitators,
whereas in studies where it was perceived less well, suggestions were made for more Black
therapists/facilitators (Jensen et al., 2021). This intervention was also based in the UK and
lacked transparency as to what cultural adaptations were made. It may be helpful for
definitions of “culture” to be revisited when adapting therapy in this way as there is a danger
of being stereotyped, and that beliefs, behaviours and values that are cultural may be seen as
dysfunctional and pathologised (Naeem et al., 2019). This may have explained, why some

participants felt like cultural adaptations reinforce stigma.

Strengths and limitations

This review synthesised data from studies which only used qualitative methodology
from the perspective of the Black clients. This provided rich and insightful data about Black
people’s experiences of therapy.

Given that there have been no systematic reviews focusing on Black people’s
experiences of therapy, it may have been helpful to review studies further back than 2013 to
examine similarities and differences across time and historical contexts.

Studies were mostly based in the USA, therefore it may be less generalisable to
locations where access to therapy is not set up in the same way.

Many of the studies had small sample sizes, and this reflected difficulties in
recruitment and the impact of COVID-19. Whilst, small sample sizes can provide rich data,
within the studies reviewed there was evidence that some of the themes did not reach data
saturation. This may impact the validity of the themes within studies, but also the themes that

were synthesised within this review. Additionally, as this review aimed to synthesise Black
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people’s experiences together, heterogeneity within experiences of adults and adolescents,
and males and females may have been lost.

The inclusion of studies that used mixed-methods, may have provided additional
insight. It may have been helpful to examine whether quantitative outcomes were similar or

different to what was reflected in client experiences.

Implications for clinical practice

The review highlighted that Black people find therapy helpful for improving their
relationship to themselves and others. Therefore, an effort should be taken within therapy
providers to ensure that there is equality in accessing therapy for these communities.
Race/gender/culture matching of therapist and client can improve the process of building a
therapeutic alliance and the lack of this option may lead to disengagement. If this is
unavailable, visibility of Black people accessing therapy may be beneficial. For example,
providers may want to produce a leaflet or video representing Black people’s experiences of
therapy and what to expect from therapy.

Access to therapy within community spaces where people already feel safe, such as
churches, could alleviate some of the stigma (Codjoe et al., 2021). It may be helpful to
explore ways in which a Eurocentric perspective of mental health can become aligned with
the cultural beliefs, values, and practices of Black communities. For example, the Attachment
tHAIRapy (Ashley & Brown, 2015), was a good example of this where therapy was offered
alongside hair treatment for foster children. Additionally, it may be helpful to acknowledge
the role that racial trauma and cultural mistrust play in shaping the way Black communities
respond to the concept of mental health and the systems which offer therapy.

The findings reinforced prior recommendations in the literature for therapists to be

culturally sensitive and competent. Additionally, a step further than this would be to adopt an
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“anti-racist” approach. This may involve becoming aware of language use, “doing the
homework” to understand different cultural and spiritual practices, and having conversations
about the social and racial issues that impact these communities (Mckenzie-Mavinga, 2016).
Utilising supervision to reflect on clinicians’ own blind spots, may prevent racism being

enacted in therapy (Mckenzie-Mavinga, 2016).

Implications for future research

Further research exploring the experiences of therapy and therapeutic interventions
is required, particularly within the UK. These studies may benefit from exploring barriers and
facilitators of referral pathways and other systemic processes, which impact access to
therapy. Additionally, more research is required on the experiences of Black people who
terminate therapy early, those who have negative experiences and those who come from
LGBTQ+ backgrounds as few of these experiences were captured within the studies
reviewed. Research investigating cultural adaptation to therapy is also necessary, with a
deeper examination of how therapy/interventions are culturally adapted, and whether they are
experienced as better by clients. Research may benefit from collaboration of lived

experienced researchers and service-users.

Conclusion
Exploring the experiences of clients receiving therapy is valuable in assessing the

processes within therapy. The current review highlighted several factors that are associated
with Black people’s experiences of therapy. Generally, many Black people had positive
experiences of therapy. Implications from the findings include better effort to encourage
equality in access to therapy for Black communities, and encouragement for cultural
competence and adaptation within therapy. The findings from the review reinforce prior

research insights into how Black people experience therapy.
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Abstract

A call for psychological services and therapist to become “antiracist” has led to increased
attention on mental health inequalities faced by Black people, with further attention on how
Black people experience therapy. There is a lack of research as to how Black people, with a
diagnosis of psychosis experience therapy. Ten Black people with a diagnosis of psychosis,
were interviewed about their stories of receiving therapy from a community mental health
team within the NHS. A thematic narrative analysis highlighted six themes across participant
narratives, these included; experiences of oppression, accessibility, “Therapy is good”-helpful
processes in therapy, safety and the therapeutic relationship, “It’s not personal”-
Disempowerment within therapy, resources outside of therapy. Overall, the findings
suggested that Black participants with a psychosis-spectrum disorder had helpful experiences
of psychological therapy. The therapeutic relationship, techniques, and a greater
understanding of their conditions was highlighted as helpful processes. However, strategies
that could be perceived as protective against racism, may hinder what is shared within
therapy. Further research may be helpful to explore how systemic processes impact therapy
experiences. The study also includes implications for how therapists can improve Black

people’s experiences of therapy.

Keywords: Psychological therapy, self-disclosure, therapeutic relationship, critical race

theory, racism
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Introduction

The COVID-19 pandemic, the murder of George Floyd, and the resurgence of the
Black Lives Matter movement highlighted the inequality experienced by Black communities
as an impact of racism. As a result, therapy professions created recommendations to become
“anti-racist” (Willams et al. 2022). Kendi (2019) defined anti-racism as striving for racial
equity. He described the root of racial inequalities within structural policies that have been
embedded in society. To address racial inequality Kendi argued that these policies require
challenging. This is in opposition to expressing ideas of racial hierarchy and rooting racial
inequalities in groups of people, which Kendi (2019) conceptualised as practicing racism.

Psychological therapy disciplines have been criticised for being “neutral” to issues
socio-political issues such as race and racism (Ahsan, 2020; Wood, 2020). Kendi (2019, p. 9)
described “race neutrality” as being the “most threatening racist movement”. To be truly
antiracist, it has been argued that psychology professions should recognise the impact of
racism outside and within the therapy space, which “both bear traces of and function to
reproduce racial power” (Salter & Adams, 2013, p. 782). Otherwise, there is a danger that
racism is likely to continue to be enacted in therapy spaces (Lawton et al., 2021; McKenzie-

Mavinga, 2016).

Critical Race Theory

It has been argued that traditional psychology theories, methodologies and
epistemologies are not sufficient in examining the experiences and needs of those who have
racialised identities (Crossing et al., 2022; Salter & Adams, 2013). Critical race theory (CRT)
was originally developed as a critical framework by Black legal scholars in response to the
inattention towards how racism operates within and across all systems (West, 1995). Its use

has now expanded to academic research in several fields (e.g., psychology, social work,
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education) with a focus on the lived experiences of marginalised communities (Crossing et
al., 2022; Keating, 2016, Salter & Adams, 2013, Shelton & Lester, 2022, Solérzano & Y 0sso,
2002). CRT has attempted to explore the direct and indirect impact of race and racism
(Graham et al., 2011) whilst positioning the experiences of marginalised communities as
knowledge. Some of the core ideas of CRT include:

a) Racism is embedded in the ecological systems of society (e.g. social, health,
economic, political systems), and is normalised and common (Ladson-Billings, 1998; Patel,
2022)

b) Racism is sustained by Whiteness. Through the violent and oppressive acts of
colonialisation and slavery, racial hierarchical structures were set up in a way that normalised
the domination of White people and the subjugation of indigenous people. The ideas and
actions of White people became classified as superior and the human standard (Salter &
Adams, 2013).

c) Intersectionality. Through the work of Crenshaw (1991), the CRT approach
acknowledges how other identities (gender, sexuality, age, disability) interact with race and

system of oppression.

Racism and psychosis

Since the 1970s, Black African and Caribbean people have been overrepresented in
being diagnosed with psychosis in the UK (Fernando, 2017). Over the years many biological
and social hypotheses for this overrepresentation have emerged and shaped how services
intervene. These have included a link to cannabis use, genetic predisposition, socioeconomic
deprivation, discrimination, and exposure to childhood abuse (Fernando, 2017; Nazroo et al.,
2020; Pinto et al., 2008). In neglecting the social-political context, these bio-psycho-social

conceptual models have failed to acknowledge the role of racism and situate the cause of
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mental distress within Black people and their families (Fernando, 2017). Drawing on
historical socio-political contexts Fernando (2017) and Metzl (2010) suggested that the
pathologising of Black people, was an attempt to control and contain reactions and resistance
to racism and oppression.

It has been argued that the colonial mindset impacts current systems, where human
rights are violated through the normalisation of violence towards Black people (Kinouani,
2021). Keating and Robertson (2004) illustrated how the “big, Black and dangerous”
stereotypes which have been derived from the colonial mindset, leads to mental health staff
fearing Black patients, thus evoking responses of violence (such as increase in medication,
restraint, and police involvement) and a “cycle of fear”. This may explain why Black people
with a diagnosis of psychosis are more likely to experience “more pronounced experiences of
powerlessness” (Lawrence et al., 2021a). The fear of services and generally of White people,
has been termed “cultural mistrust” (Awosan et al., 2011; Whaley, 2001). It has been
described as a healthy coping strategy to protect against the threat of racism. However, it
may be misdiagnosed as a symptom of psychosis, such as paranoia, delusions and
hallucinations (Garretson, 1993). Similarly, McKenzie-Mavinga (2016) explains how “Black
rage” a reaction to suppressing the pain of abuse created from the everyday, historical, and
intergenerational racism (McKenzie-Mavinga, 2016), is likely to be pathologised or denied.
There has been evidence that Black people may experience racial trauma associated with real
and perceived experiences of racism (Comas-Diaz et al., 2019), which can be linked to
chronic stress, increased inflammation, and further trauma (Kinouani, 2021). Recent studies
have linked experiences of psychosis to childhood traumatic events and post-traumatic stress
disorder (PTSD; Burger et al., 2022; Hardy, 2017). However, this definition of trauma does
not describe the daily and chronic experiences of racial trauma. The Power Threat Meaning

Framework (PTMP; Johnstone & Boyle, 2018) has been more effective in formulating
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imbalances of power within systems such as racism and has conceptualised responses as a
reaction to the threat created from imbalances of power. However, further work is needed to
evaluate its acceptability in formulating experiences of racial trauma.

Fernando (2017) illustrated that via Whiteness racism has become embedded in
knowledge including theories and models. This may explain how responses to racism become
pathologised and how cultural beliefs may be viewed as dysfunctional (Naeem et al., 2019).
Additionally, within mental health professions, Whiteness has been seen as the standard
whereby the culture, values and beliefs of other groups is compared. An example of this has
been seen in the NICE guidelines for psychosis (2014), which recommended addressing
“cultural and ethnic differences in beliefs regarding biological, social and family influences
on causes of abnormal mental states”. This guideline positioned White beliefs as the standard,

where cultural and ethnic differences in beliefs only exist in the “other”.

Narratives of psychosis
Narrative approaches within mental health research have been helpful to

recognise how people make sense of themselves and their distress. These approaches have
identified how wider “dominant” narratives that sit within social and cultural contexts may
shape individual narratives. CRT focuses on the “counter-stories” that are told by those who
are marginalised, with an aim to challenge the “dominant” narrative. Research focusing on
the narratives of psychosis, have identified that the Western medical model shapes the
dominant narrative of psychosis and provides context in shaping individual personal
narratives (Lawrence et al., 2021b). This dominant narrative can be experienced as
stigmatising and oppressive (Colbert et al., 2013). It has been highlighted as upholding
oppressive power relations, which are heightened for those from marginalised backgrounds
(Crowe, 2006). Research adopting narrative approaches (Bonnet et al., 2018; Colbert et al.,

2013; Lawrence et al., 2021b) have shared alternative individual and community narratives of
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psychosis, which included narratives of hope, narratives of recovery and narratives of
identity. The study by Lawrence et al., (2021b) categorised narratives of both White and
Black Caribbean individuals who had been diagnosed with psychosis and their experience of
mental health services. They identified three narratives; “losing self within the system”,
“steadying self through the system”, and “finding strength beyond the system”. The latter was
most experienced by Black participants in the study and illustrated that strength and recovery
were supported by individual, interpersonal and intrapersonal factors, and challenged the

dominant discourse of psychosis.

Experiences of psychological therapy

NICE guidelines have recommended that CBT is offered to everyone with a
psychosis-spectrum diagnosis (NICE, 2014). CBT has generally been criticised for lacking
cultural relevance and sensitivity, which has been linked with greater disengagement from
therapy and negative outcomes (Holding et al., 2016; Lawton et al., 2021; Minsky-Kelly &
Hornung, 2022; Rathod et al., 2010;). In addition, CBT has failed to connect client
difficulties with the systemic historical and socio-political contexts that have harmed people
(Ahsan, 2020; Rogers-Sirin, 2017 as cited in Minsky-Kelly & Hornung, 2022) and therapists
who have used CBT have been found as less likely to discuss race and racism (Beck, 2019).
An absence of exploring these concerns within professions may lead to a transference of
denial within therapeutic relationships with clients (McKenzie-Mavinga, 2009).

Cooper et al., (2016) demonstrated that eliciting narratives from service users about
their experience of therapy can be helpful for improving mental health services in the NHS.
“Touch points” have been described as experiences within the story which may be
particularly memorable or elicit an increase in emotional expression. The study identified five

touch point categories across the six service user stories about their experience of therapy;
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“Before therapy”, “First appointment”, “Relationships with staff”, “The physical
environment”, “Length of therapy and endings”, and ‘“Progress made in therapy”. There
have been no qualitative studies which have focused on the lived experiences of Black people
with a diagnosis of psychosis or “psychosis spectrum disorder” and their experience of
therapy, with many looking at experiences of mental health services.

Fernando (2017) called for an exploration of access to therapy, what has been
offered and how it has been offered. Given that racism may be operating within mental health
services in the NHS, it is helpful to consider how this may impact Black people’s experience
of therapy, particularly if NHS services are committing to antiracism. Furthermore, there is a

need to bring a counterpoint to the received frameworks of clinical psychology.

Rationale

Given the potential for psychological therapy to be a helpful space for Black people
(Section A), where the impacts of racism can be explored, a better understanding of how
therapy is experienced by Black people with a psychosis spectrum diagnosis (e.g.
schizophrenia, bipolar disorder, schizoaffective disorder) is necessary. The use of theories
from and influenced by CRT to interpret how racism indirectly and directly shapes Black
people’s experiences of therapy, can improve ways in which psychological therapies better
meet the needs of Black service users. In addition, it can guard against missing potentially
important aspects of participants’ experience due to unintentional imposition of an
insufficiently racism-aware framework. An exploration of male and female experiences may
provide insight as to how race, gender, and mental health diagnoses impact experiences of

therapy.
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Aims of the research
The aim was to provide rich, in-depth insights into how Black participants, with a
diagnosis of psychosis spectrum disorders, experience psychological therapy within NHS
Services.
The following questions were used to frame the inquiry:
1) What are Black participants’ stories of encountering psychology services?
2) Within their stories, what are participants’ experiences relating to intersections of

mental health, race, and gender in psychological therapy?

Method

Design

A qualitative research design was used, guided by a narrative analysis approach and
CRT theoretical approach. Both CRT and narrative analysis approaches were utilised as they
prioritise lived experiences, illustrate how people make sense of their experiences, and situate
experiences within a wider context (Riessman, 1993; Riessman, 2008; Shelton & Lester,
2022). This has been seen as vital for understanding experiences and implications of racism.

Thematic narrative analysis (Riessman, 2008) was used to analyse the content within
the stories, rather than the structural, visual, and dialogic elements of the story often referred
to as the “How” and “Why”. This approach has been useful for keeping individual stories
“Intact” across participant stories (Lawrence et al., 2021a; Riessman, 2008). It therefore
complemented a CRT approach which recognised the heterogeneity of stories within
marginalised communities and aimed to resist generalisations (Crossing et al., 2022). CRT
approaches promoted “identity-consciousness and reflexivity”, which required the researcher
to reflect on their positioning, identity and how this impacted the research (Crossing et al.,

2022; p. 8). Ideas of intersectionality and the systemic embeddedness of racism was utilised
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in thinking about the data, whilst identity-consciousness and reflexivity were processes used
within the methodology and analysis.
Participants

Fifteen participants demonstrated interest in participation, however only eleven of
these consented to participate. The four participants who did not consent, included three
participants who the lead researcher was unable to contact, and one participant thought they
were too unwell. One participant’s data was excluded from analysis as they did not provide
enough information within the interview. Inclusion criteria for participation included
identifying as Black British, Black African, Black Caribbean, Black mixed heritage, and any
other Black ethnic identity, receiving current care from the CMHT, offered psychological
therapy, and been diagnosed with a psychosis spectrum disorder. Participants could
participate if they had either refused to have therapy, terminated sessions, were currently
accessing therapy, or had completed therapy. Participants were excluded if they were
deemed as not having capacity to consent. The demographic data of participants is presented
in Table 1. Participant ages ranged from 25-54 years. Seven participants were male, and
three were female. English was not the first language for one participant; however, they
preferred not to use an interpreter. All but one participant had been accessing psychological
therapy via the CMHT. Four participants had completed therapy elsewhere either in another
NHS team, in the same CMHT team or within a research trial and were not currently
accessing therapy. Most participants could not remember the type of therapy they had been

offered (e.g. CBT).
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Demographic data of participants
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Pseudonym Ethnicity* Age Gender Employment Accessed How Offered
status therapy many therapy
from sessions? elsewhere?
CMHT?
Samuel Black 46  Male Unemployed Yes, in 14 No
British therapy
African
Tanya Black 40 Female Unable to Yes, in Notsure No
British work due to  therapy
and Black mental
Caribbean health
condition
Leon Mixed 34  Male Unemployed Yes, 15 No
heritage- completed
Black therapy
Caribbean
and White
European
Joanne Black 26  Female Unableto Yes, in Not sure  Yes-
African work due to  therapy completed
mental therapy
health
condition
Jacob Black 25 Male Unemployed Yes, in 8 Yes-
British therapy completed
therapy
Adam Black 47  Male Unemployed Yes, Not sure  No
British completed
therapy
Dylan Mixed 33 Male  Unableto Yes, in 2 No
heritage- work dueto  therapy
White mental
British health
and Black condition
Caribbean
Elijah Mixed 54 Male  Unableto Yes, Not sure  Yes-
heritage- work dueto  completed completed
White mental therapy therapy
British health
and Black condition
Caribbean
Marcus Black 29 Male Full time No Not sure  Yes-
British employment completed
African therapy
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Ava Black 39 Female Full time Yes Not sure  Yes-
African employment completed
therapy

*Participants were asked to specify ethnicity in their own words, however for the purpose of anonymity these

have been categorised into ethnic identity categories.

Procedure

Recruitment

Participants were recruited from four community mental health teams (CMHTS),
from the same NHS Trust based in London, UK, using opportunity sampling. Clinicians
within each team were presented the aims of the research and eligibility criteria in a
presentation format by the author. The research was advertised to participants by clinicians
within the team using a flyer (see Appendix D) and information sheet (see Appendix E).
Once getting consent from the participant, psychologists within each team passed on the
name and contact details of participants who were interested to the author. Participants were
then contacted via telephone by the author, where they had the opportunity to hear more
about the research, ask questions and could agree to participate. All participants were

compensated for their participation in the study.

Demographic questionnaire

A demographic questionnaire (see Appendix F) was administered before the
interviews, which assessed for eligibility to participate. Participants were telephoned and the

questionnaire was administered and completed by the author on Microsoft Forms.

Interviews

Interviews lasted from 25 minutes to 73 minutes (average= 48 minutes) and took

place either at the community mental health team’s base or online on Microsoft Teams. All
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interviews were recorded on Microsoft Teams. Interviews were conducted and transcribed by

the author.

Interview schedule

The interview used a largely unstructured approach, in keeping with narrative
research to elicit participants’ stories. Participants were first asked to share their experience
of having therapy in their own words, starting from the time they were referred for therapy. It
has been suggested that prompt questions are helpful for use in narrative interviews with
people with a diagnosis of psychosis (Bonnet et al., 2018). Therefore, questions were created
to support participants with their narrative. Prompt questions derived for the interview
schedule (see Appendix G) were adapted from the “touch points” identified within the study
by Cooper et al. (2016). These were created from service user narratives of psychological
therapy and included “Before therapy”, “First appointments”, “Relationships with staff”,
“Physical environment”, “Length of therapy and endings” and “Progress made in therapy”.
Participants were not limited to discussing these within their narratives, however it appeared
to help some participants to construct their narratives in relation to time points. Additional
open- question prompts such as “Can you tell me more?” were used for more in-depth
exploration. An “anti-racism project steering group” within the NHS Trust, which included
Black clinicians, service users and carers, were consulted about the research. Changes based
on their feedback were made to the interview schedule and information sheet including

simplifying the language.

Ethical considerations

Ethical approval for the research was granted by an NHS research ethics committee
(see Appendix H). Informed consent was obtained for all participants using a consent form

(see Appendix 1) which participants signed in person, or electronically.
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All confidential data such as interview recordings, demographic questionnaire data,
participant contact details were saved to the author’s secure Microsoft OneDrive, which was
password protected. Interview recordings were transcribed and all confidential data (e.g.
names, locations) were removed to protect anonymity.

Consideration was given to the sensitive nature of what participants may disclose,
and therefore the researcher used skills to relay compassion and empathy, as well as offering
breaks from the interview. Participants were informed that if they were to share anything that
was of concern regarding their safety, or others’ safety then the researcher would have to
inform their CMHT. Additionally, during debriefing, participants were able to discuss their
experience of the interview. Information about a specialist service, which supported with
racial trauma was offered if necessary. The author was also able to reflect on any emotional
content and concerns with supervisors based in the NHS Trust, who were also experienced
clinicians that worked with the CMHTSs and a project consultant. All NHS values were
relevant to the research and were considered when thinking about the ethics and carrying out

the research.

Data Analysis

Thematic narrative analysis was used for analysing the narratives. Whilst there are
no set guidelines in using thematic narrative analysis, the author incorporated methodology
used by Lawrence and colleagues (2021a) and Riessman (2008). Transcripts were transcribed
to “clean-up” the narratives, by removing utterances such as “umm” and repetition. Each
participant’s transcript was read and re-read. Transcripts were coded in segments using N-
Vivo and codes were grouped into touch point categories (see Appendix N). Touch point
categories were used to structure the narrative case summaries, which were summarised from
each transcript (see Appendix M) and informed the master narrative. Case summaries were

compared to identify patterns where narratives converged and differed (Riessman, 2008),



80

including their positioning towards psychosis, and elements of the narrative that reflected
intersectionality and additional contexts of oppression (see Appendix P). Emerging themes
from the coded transcripts and patterns identified within the narrative case summaries were

organised together to develop themes (see Appendix O).

Positioning

Critical realism was used as an epistemology framework. It has taken the position
that reality can be observed independent of our thoughts abouts it, and that reality may be
observable without one’s awareness of it existing (Haigh et al., 2019). However, observations
are always subjective, meaning that knowledge is constructed rather than discovered. It has
not been possible to fully apprehend the underlying realities because we have not been
subjected to the social and physical lenses through which we have observed them. Theoretical
concepts from CRT outlined by Salter & Adams (2013) and Crossing et al., (2022) were

utilised to guide interpretation of the data.

Quality Assurance and Researcher Reflexivity

Riessman (2008) argued that there are no set guidelines in ensuring validity of
narrative analysis. However, where possible, procedures were put in place to support the
trustworthiness and validity of the research. Attention was paid to where narratives
converged and diverged to support trustworthiness (Riessman, 2008). Case summaries were
discussed with supervisors and were shared with participants for triangulation. Four
participants responded to the request, and two of these requested small changes to their
summaries.

A reflexive diary (Appendix J) was kept throughout the research to keep note of
decision-making and reflections. Self-reflexivity was important and was recommended in

both narrative and CRT approaches. Reflections by the author were written down after
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interviews were conducted and during the analysis. These were shared with supervisors to
challenge bias and work through dilemmas. Supervisors’ knowledge and reflections were
invited to develop the lead researcher’s thinking in relation to the development of themes.
The author identified as a British Indian female, was training as a clinical psychologist in the
UK and had their own experiences of therapy with a White female therapist and a South
Asian female therapist. The lead supervisor identified as White British with experience of
significant mental health difficulties and of psychological therapies, and the trust-based
supervisors identified as a Black British male and a White British male. Supervision and the
reflexive diary were used to support with reflecting on the author’s intersectional identities,
values, and experiences and how these may impact the narratives, and the interpretation of
the narratives. Within supervision an adapted version of a cultural genogram (Hardy &
Laszloffy, 1995) supported reflection on the relationship between the intersectional identities
of the researcher, the participants, and the research. An early assumption was identified based
on the lead researcher’s own experience of therapy that research participants may prefer their
therapist to share similar identity characteristics. As a result of reflection on this, questions

regarding this within the interviews were carefully worded to avoid eliciting a biased answer.

Results

The experiences of ten participants were summarised using thematic narrative
analysis. Descriptive information was summarised to support with contextualising
participant’s narratives of therapy (see Table 2). Using thematic narrative analysis,
overarching themes were identified across participant narratives. Patterns were identified
within these, to identity commonalities and differences across and within the participant
narratives. The themes and patterns are listed in Table 4. A master narrative was created

across participants (see Table 3).
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Descriptive information about therapy sessions
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Pseudonym  Number of Type of Face to Person who Race and
times had therapy face/online/tele referred for gender of
therapy experienced phone* therapy* therapist*

Jacob Twice Individual Online Nurse White female

Previously
had an Asian
female
therapist

Leon Once Individual Face to face Self White, female

Marcus Once Individual Face to face Nurse Black female

Asian female

Joanne Twice Individual Online Care co- White female

ordinator

Adam More than once Individual Face to face Care co- White female

ordinator

Ava Five Individual and  Face to face and Multiple people  Asian male

family therapy  online

Tanya Three Individual and  Face to face and Occupational White female

group online therapist

Dylan Once Individual Face to face Self White female

Samuel Twice Individual Face to face Care- Asian male

coordinator

Elijah Once Individual Face to face Psychiatrist Black male

*This data was captured for the most recent experience of therapy

Table 3

Master narrative across the ten participants

Beginning

Most participants began their stories by explaining the events which

led to their mental health deteriorating. Participants described

multiple, external events which included loss (e.g. of a relative,

unemployment), racism, and isolation. Overworking, putting needs

aside, acting as if everything was fine, talking to friends were

described as ways of coping that were no longer working. The
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combination was often described as leading to a “psychological
breakdown”, which led to hospitalisation. Some of the male
participants acknowledged the link between smoking cannabis and
impact on the brain, in addition to other events. Some of the
participants also shared their experiences with mental health services,

which were often described as controlling, violent and forceful.

Participants described the process of accessing therapy. Most
participants were referred for therapy by a member of the CMHT,
however some participants had asked for therapy themselves, or had
been encouraged by their family. Family members were described as
supportive in accessing therapy.

Participants described waiting a few weeks for therapy. Some
participants were left wondering whether they had been forgotten about
or worried that they would not receive the help.

Prior beliefs about therapy were described. Participant beliefs and
attitudes toward therapy were mixed, many presented positive and
neutral attitudes. Some participants were sceptical as to whether it
would help them and whether it was for people like them. Others were
open to anything that would help them with their “condition”.
Participants retrospectively described their thoughts about the first
therapy session. A few participants were open to the process, which
was influenced by whether they had experienced therapy before.
Participants felt more comfortable after meeting the therapist and

finding out how the therapist would support them with their goals.
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However, some participants described finding the first sessions
difficult due to the amount of questioning. For some this felt like they
were being interrogated, and it felt inappropriate. Again, this process
was understood and experienced better, after having already
experienced therapy.

Participants described processes within the therapy that were helpful,
these included having a space to talk and express difficult emotions
and practicing strategies and tools (e.g., experiments, breathing
exercises) that supported them with their goals. A few participants
valued the space for learning more about early signs and causes.
Participants were more likely to disclose information with the therapist
after learning they were “nice”, “friendly” and knowledgeable.
Participants described some limitations to sharing information with
their therapist, which left some people preferring to seek therapy
elsewhere. These limitations included information sharing with other
members of the NHS, triggering of strong emotions, and worrying how
therapists would interpret the information or experiences. The
environment of where therapy took place was also mentioned as
unhelpful, as for these participants it triggered memories of traumatic
past experiences with mental health services.

Participants, who had completed therapy shared their experiences of
ending therapy. Most participants were sad about the ending and were
worried about whether they would get the same help again.
Participants shared their recommendations for what therapists and

services can do to support Black people in therapy. These included
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ensuring that therapists spend time listening to Black people’s

experiences and explaining the benefits of therapy. Additionally,

participants recommended that therapy is not forced on people, instead

ensuring therapy works for the person’s “timeline” rather than the

2 (13

service’s “timeline”. All participants shared that they would

recommend therapy to other Black people.

Table 4

Main themes and patterns

Themes

Patterns

Experiences of oppression

Accessibility

“Therapy is good”- helpful processes in
therapy

Safety and the therapeutic relationship

“It’s not that personal” -Disempowerment
within therapy

Experiences of racism

Disempowering experiences with mental
health services

Accessed after hospital and via CMHT
Not knowing how to access through a
different pathway

Accessing therapy is “normal”

More open to accessing after experiencing
therapy

Family and friends supportive in accessing
Therapy would have been helpful earlier
Therapy accessed during different
transitional periods

“Good for getting things off your chest”
Expressing emotions not expressed
elsewhere

Making sense of difficulties and prevention
Overcoming problems using techniques

Therapist knows what they’re talking about
Therapist is not intimidating

Therapist is nice, friendly, understanding
and listens

Information sharing with the Trust
Repeating of painful information
Compartmentalising problems

Race and gender of the therapist

Not being able to voice disagreement
Fear of judgement from therapists

Fear of misinterpretation and blame
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Environment triggering past traumatic
experiences
Resources outside of therapy Family and friends
Advocacy
Spirituality
Employment

Experiences of oppression

Prior to accessing therapy, participants described their mental health deteriorating
because of an event or series of events in which they experienced oppression by people and
systems. For some participants their attempts to cope and survive these events, led to further
deterioration.

Ava, Dylan, and Jacob explicitly linked experiences of racism to “psychological
breakdown”. Jacob shared that he “...thought [he] was racially profiled in a way that caused
[him] to have like a psychological breakdown”. Dylan identified as mixed-heritage and grew
up in a predominantly White area. He linked getting deep into thinking about “White
empowerment” as triggering “crazy thoughts”. He acknowledged the attribution of cannabis
to changing his brain but rejected this hypothesis as the only cause for his mental health
decline. Dylan discussed an experience within mental health services prior to moving to
London, which led him to reflect that his “crazy” thoughts may have been based on the
reality of his experiences of racism. Additionally, Dylan shared how he identified with Black
American stereotypes as he did not know anyone he could relate to, however this created
further difficulties.

| think what I'm speaking to my psychologist about now is how racism has affected
my mental health. Yeah, I smoked weed...and that did my brain up but I think the

racism that | experienced where | grew up was part of it. It affected me on the outside
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so...I've had crazy thoughts, real crazy thoughts. Yeah cause you know the conspiracy
of White empowerment and stuff like that basically. I got really deep with it. (Dylan)

Ava described how as a result of separation from her birth family, she was raised by
a White middle-class family. However, difficulties began when her White family began
expressing racism, and would not attend her birth father’s funeral. She coped with the pain of
these experiences by “overworking” and trying to act like she was “fine”, until she
experienced her first “breakdown” and was taken to hospital. Samuel did not explicitly state
that he experienced racism, however he shared that discrimination he experienced at work,
led him to losing his job. This then ended up in feeling depression and relapsing. Being
isolated at home, further impacted his wellbeing.

Elijah, Dylan and Tanya described difficult and oppressive experiences with mental
health services. Tanya was a carer for someone who also received care under the same mental
health trust. She described feeling stressed by the way the Trust had treated her. Lack of
support and putting her needs aside, led to further deterioration.

“It's madness! I've had madness from the British people, from the Trust. They control.
They locked me up twice now. One time, no record...there was a fall out between the police
and me. And they put me in the hospital for nine weeks. | wasn't arrested, | wasn't charged
with anything. | was kidnapped by the police and | was thrown...seventeen hours in
handcuffs, and for five hours | wasn't allowed to use the toilet. This was in the hospital. And
they wouldn't give me my phone... Sometimes it gets unbearable. That's one reason why |
haven't really given up cannabis because it's the only thing that relaxes me from this hyper

mad world.” (Elijah)
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Accessibility

Most participants accessed therapy for the first time via the CMHT, after being in
the hospital for their mental health. Accessing therapy was viewed as a “normal” process to
both Leon and Marcus. Having always been aware and having knowledge of therapy, Leon
asked to be referred. Despite this, later in his journey when therapy ends unexpectedly, he is
unsure how to access therapy except through the team knowing he will be on a long waiting
list.

“I just thought it was part of the process of just coming out of hospital. And what I
thought it was just normal, it's the standard thing to do, it's the right thing to do.”
(Marcus)

“I’ve always been a strong believer that with the illness...therapy is as good as
medication in some circumstances. So back when | was in hospital, | had originally
asked for therapy there instead of giving me too much medication. And then we
discussed it when | was out and then I finally asked for it. That was about it. It's just
something that ['ve always known about.” (Leon)

Jacob and Samuel expressed a greater openness to their current therapy experiences
due to having already accessed therapy before, and therefore was familiar with the process, in
particular to the assessment process. The openness to therapy was a shift from their first
thoughts about therapy, where they both questioned the accessibility of therapy.

“I think ‘cause I've done therapy before, I found it quite easy to open up to talk,
discuss my problem and how to overcome it...My thoughts before was that therapy
was for richer people. For people that could afford it, to improve their lives in a way
to make them feel better. But now | feel therapy is for all people, and it can help you

improve your life. If you're from a low economic background or from a high
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economic background, it doesn't matter. Anyone can access therapy if they want to.”
(Jacob)

“It just felt erm confusing and like they were interrogating me... But now I’ve come
to understand why they’re asking me questions.” (Samuel)

Additionally, therapy appeared more accessible to Samuel as his friends and family
thought it would help. Similarly, Dylan’s mother thought therapy would be helpful to him,
and he referred himself for therapy. He also thought it would have been helpful for him to
access it earlier in his life.

“But as time went on, I like changed my mind about whether I wanted to do it... And I
just thought let me just try and give it another go. People on the team and family were
telling me as well.” (Samuel)

In contrast to most of the participants, who had only been offered therapy in
hospital, although many were also younger, Ava had accessed therapy four times before.
Therapy was accessed during different transitional periods of her life, including during
university after a bereavement, after giving birth, and she was currently receiving couples

therapy.

“Therapy is good” — helpful processes within therapy

Therapy was described as “good for getting things off your chest” by Samuel,
Dylan, Jacob, and generally all participants shared that the act of talking was a helpful
process, for expressing and exploring problems and strong emotions, which could not be
shared elsewhere.
“Yeah, I like to talk when I talk with them, I feel like I want to bring my inside

outside.” (Adam)
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“I was able to let out things that was going round and round in my head that I couldn't
really speak to people about. | found that for me talking helps me. Just having an
outlet, because otherwise I let things build up and then it just comes out at the wrong
time, when no one is expecting it, because I've bottled up how I've been feeling all the
time.” (Tanya)

“If you get angry with psychiatrists they automatically put you on more medication.
But with the therapist, you can get, not necessarily angry but you can express. And
they don't put medication on you. So it's better.” (Elijah)

“So it was my first adult experience, where it was just like, “oh, let's talk about how
you grew up. Let's talk about how that's affected you. Let's talk about these really
traumatic times and how they still affect you”, because I think I'm good at, masking
my feelings, walking around like I'm OK with a big smile on my face. Like,
everything's fine, not being very confrontational as a person.” (Ava)

Participants also found therapy helpful for understanding and making sense of their
problems or their “condition”, which led to collaborative problem solving, and aligned with
their goals for therapy.

“She put in place...she showed me with diagrams, different strategies on how to cope
with my issues. She told me the lead up... She told me what was the cause of the
issue.... it was very useful. And we worked on that problem together, and we managed
to solve it.” (Leon)

“Helped me understand the condition better and how in the future I could stop it from
happening again. So that was my main aim of the sessions to stop it from occurring
again in the future.” (Jacob)

“They helped me with like how the mind works, cause, they were psychologists. Like

what's my thinking process, like what was | doing at the time? Like before I had my
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relapse or my first episode what did | notice? And just the early prevention side, if |
didn’t go to therapy, I wouldn’t know the early prevention and what to look out for. It
helps to be vigilant, and on your toes, because it could happen once, twice, you don’t
know how many times. Therapy helps you to notice the early warning signs, so that |
can just take my time and retrieve myself, come back, and just relax, or to talk to
somebody or something like that.” (Marcus)

Tools and techniques such as breathing exercises, exposure experiments, and
surveys were helpful in supporting the participants to overcome problems and meet their
goals for therapy. Many reflected on the transformations they observed in themselves and
celebrated their progress.

“You know he got me to fill in a diary of activities and my thought process. Basically
trying to understand that the voice isn’t there to harm you, it’s there to protect you.
That’s what I was taught by the psychologist...to look at things in a positive way. |
have to give myself a pat on the back because I think I’ve done really well to go to the
sessions in the first place and to get through sixteen sessions” (Samuel).

“Yeah one of the things my therapist did is send me a video of mixed race people
talking about their ethnicity.” (Dylan)

“And now, all that anxiety, it's just been replaced with pure excitement. I'm happy
about that. Yeah I took lots of techniques from it. If | was to feel a wave of anxiety or
panic, they taught me breathing techniques that I could use. And we put together a

survey with about four or five questions on it.” (Leon)

Safety and the therapeutic relationship

Perceived characteristics of the therapist enabled participants to feel comfortable, and

to open up to the therapist. Dylan, Tanya and Elijah, all of whom described oppressive
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experiences of mental health services, described their therapist as “passive”, “not
patronising” and “not intimidating” in relation to other mental health staff. Both Tanya and
Elijah commented that this led to therapy feeling more “human”. Additionally, participants
spoke about the therapist showing “concern” and consistency. Leon, Jacob, Marcus, Adam
and Samuel, spoke about experiences where they perceived their therapists as knowledgeable
and an “expert”, who held knowledge of the “condition” that friends and family may not
have. Therapists who were perceived as being able to listen, “friendly”, “nice” and
“understanding” led participants to feel comfortable to open up and trust the therapist.

“I was hoping that she wouldn't be patronising. A lot of the experiences that I've had

in mental health services have been very patronising. Yeah, it's just easy to talk to

her... Just the fact that she's there, like there's someone there to listen, there's someone

really to listen, even just have a chat.” (Dylan)

“Just having someone to talk to, who didn't seem threatening. I'm quite small, so they
weren't quite big and sort of loud- mouthed, which would intimidate me and make me
get a bit defensive sort of thing. She seemed really nice and she spoke to me just like |
was another human being, not like someone who just come out of hospital and, you
know, needed to be talked down to. It's been a positive experience. And they would
just always be on time.” (Tanya)

“He was passive than aggressive. | wasn't against the therapist, | liked the therapist.
He was concerned about me. I thought it was more human.” (Elijah)

“When I feel them like friendly. They really care about what I'm talking about. Yeah I
can share, | feel comfortable. Not just, "I'm coming in, I'm doing my one-hour job and
I'm going. You can feel that. If I feel that, I don’t share.” (Adam)

“There was two people I was going to see. They were really nice people. They’re

there to actually listen, they’re psychologists. They’ll listen and they’ll be helping you
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out. Both ladies knew what they were talking about, both ladies came to help me, the

time I needed them.” (Marcus)

“I could hear that she knew what she was talking about, so it just eased my mind, that

it's actually worthwhile here. From the outset, she was very good.” (Leon)

Most of the participants did not share a preference for the race and gender of the
therapist. For Ava having a therapist that was not White, led her to perceive that he may
understand her experiences of racial trauma, whilst for Tanya a female therapist was
preferred over a male, as she found him “nice but too domineering”.

“They were the first therapist that [ had that has not been White and middle not that

he's not middle class but I mean like you know he had this Black Lives Matter lanyard

around his neck. I just couldn't stop staring at, which just felt slightly more relatable
to that particular side of trauma and an understanding of racism in a way that would

be lost on other therapists, I felt like that was quite nice.” (Ava)

“It’s not that personal” — Disempowerment within therapy

Participants described factors that prohibited them sharing experiences with their
therapists. Many participants did not want to share “private”, “deep” and/or “painful”
experiences with their therapists. A lack of choice and power in decision-making and
processes impacted on the content of what is shared with the therapist, and how safe
participants felt.

Some participants did not want these experiences shared with other members of the
team and NHS and documented on the system. They felt therapy within the Trust was not
kept “private”. Leon and Jacob shared preferences for seeking therapy elsewhere because of

this.
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“But if someone else offered me therapy I think it would be better than these lot. I
suppose there's some problems, they are way too personal to work on in that type of
therapy. Because they would share with my care coordinator, and | wouldn't want like
my problems being shared with them. It's put on the system where everyone involved
in your treatment can view it. So, I don't think that's very private at all.” (Leon)
“Obviously the therapist is staff from the Trust and the therapist is going to go back to
the Trust staff and tell Trust staff everything. I think there would be things that you
wouldn't really talk about because it's very private to you and you wouldn't want all of
the Trust knowing all your business. Because you are a person and not a number. I've
been a bit more reserved.”. (Tanya)

Elijah described several factors that prevented him from sharing with the therapist
and mental health service; which included the therapist having no power to solve his
problem, worries that his information will be used against him, and a recognition that he can
not show strong emotions due to prior experiences from mental health services.

“The therapist has no power to do anything, they talk to you. They say "That's sad.
That's difficult”, and this and that. But there's no solution to the problem.

I'm a bit worried about the information getting to the intelligence hands, you know?
Something used against me. And it will be more trouble if I tried to use violence, so |
have to be passive, about the things that are concerning me. I have to be passive about
it, I can't be too heavy.” (Elijah)

“Yeah, sometimes go deep in my privacy. That little bit, I worry about. Because it's
hurting me. It's hard for me and every time when | see a new therapist. | always asked
from beginning again. | like to deal with one and continue with him or her. | don't

want to share with everyone. I don't like it.” (Adam)
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Jacob chose not to disclose information to his White female therapist, because of
worries that he may be blamed and judged, particularly in regard to experiences of racism.
“You feel like maybe a female would judge you more than a male would cause of
certain stuff that happened, or that you may have done in the past... With the White
therapist... cause the racial event was caused by White people in a way, it would make
me feel in some type of way like I'm judging like her race in a way or | don't know
how to put it...like I'm putting the blame on her in a way rather than with a, Black
person, they'll be more of a shared experience in a way. Rather than me putting the
blame on one race, “Oh you did this to me” or something like that. I'd be more free
express what happened.” (Jacob)
Ava chose to share problems that she felt she had control over until she could

trust the therapist.

“I just thought it was so many problems and there was not enough time to go through
all of them. | just focused on the ones | had complete control over, which was work
and | didn't talk about family or motherhood, which were the real problems. I kind of
compartmentalised the therapy. And it wasn't very helpful in the long term doing it
that way. | just thought it would be easier to focus on what | could control rather than

what I couldn't.” (Ava)

A few participants were unable to voice when they disagreed with the therapist.
Samuel wanted to discuss his experience of discrimination further in therapy but was led by
the therapist’s perception of not dwelling on it. Similarly, Leon had agreed to do an
experiment with the therapist, who then changed their mind after speaking to their supervisor.

Leon felt unable to share that he would have liked to have done it.
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“...not to dwell on it so much, because it was just having an negative impact on me.

So he told me not to dwell on it too much... he knows what he’s talking about, so |

didn’t want to dwell on it so much. So I just left it.” (Samuel).

Marcus was unsure if he agreed with the therapist who suggested that his spiritual
practices may have led to his brain going in “overdrive” and causing him to become unwell.
It led him to question whether he had to stop his practice, as well as withhold sharing of some
experiences with the therapist. The formality of the relationship and worries about how the
therapists may perceive his experiences also impacted what he felt comfortable sharing.

“I did take my faith into the therapy, to let them know this is what I was doing. When

she said, you’re thinking about it so much maybe your mind went on overdrive. I was

like, “Hmm?” (laughs) I was a bit like, “Ooo that’s a bit...” ‘cause that wasn’t related
to what I believe...There were certain things I didn’t mention, because I was trying to
figure it out, “Why am I seeing this? Because that’s not normal”. Deeper things as
well like...there’s certain things I didn’t mention to them because I was like I don’t

understand it. I could have shared, but personally, I didn’t know them too well. So, I

wouldn’t share like personal stuff. I knew they were there to help me, but those other

things... Would they understand? Like would they judge me? What would they think?

Would they be able to help me in that manner? Because it was like a spiritual kind of

thing... It was formal, it wasn’t like “Ah yeah I’m going to see my friend and I’'m

going to tell my friend like everything”. When you really know someone, you can

actually tell them all your problems.” (Marcus)
Tanya and Dylan also spoke about the environment of which therapy took place.

The therapy environment reminded them of traumatic experiences with the Trust.
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“I just think because so much has happened within the Trust, so much has happened, I
had a couple of sessions outside of the team base. I didn't feel so claustrophobic.”
(Tanya)

“And then the environment as well that you have these meetings in not great. [ would
like to have a coffee and have a chat or outside in the park or something. I've got a
history there, I get my injections there. It's not a good place. It can bring up things
from the past and frustration and anger. | don't really want to go back to that place. It's
like when you experience bad food, like one bad mouthful, you don't really want to go

back to that place.” (Dylan)

Resources outside of therapy

All participants had helpful experiences of therapy and would recommend it to
others. Many of them also described other resources that supported their wellbeing or
enhanced their experience of therapy. For example, Joanne and Leon mentioned how family
and friends supported them with therapy tasks outside of therapy. Ava and Tanya shared how
advocacy from friends and family was important within mental health services. Spirituality
was mentioned by Dylan, Marcus, and Elijah as something that was important to them and
supported them with their wellbeing. Employment was also discussed as helpful, and some
participants expressed a desire to connect with other people or be part of a community based
on similar interests, not just because they have mental health problems.

“And the doctors would be saying things that weren't quite right. And then my mum
would come down and she'd be like, no, I'm not having them, not accepting this. She
really kind of like, fought for me, for what was being done and what was being
agreed. And because she did that, it resulted in me, being more cared for because
somebody was asking, somebody was paying attention.” (Ava)

“Well, I follow a particular religion. So I chant a lot. So I would chant about...



98

anything that's on my mind, anything that's making me nervous, anxious, or giving me

troubles in my head.” (Dylan)

Discussion

This study used thematic narrative analysis to explore Black people’s experiences of
psychological therapy. The findings will be discussed in relation to the research questions,
and previous literature including CRT. Overall, the findings suggested that Black participants
with a psychosis-spectrum disorder had helpful experiences of psychological therapy,

however strategies that are protective against racism, may hinder self-disclosure in therapy.

What are Black people’s experiences of therapy?

Prior research indicates that the stigma about accessing therapy within Black
communities is often a limitation to accessing therapy (Section A). The findings from this
study suggested that prior beliefs about therapy were often positive or neutral about therapy,
and the decision to access therapy was encouraged by Black participants’ family and friends.
This finding highlights that support from family and friends may enhance access and
engagement in therapy. Additionally, limitations about accessing therapy were mostly
described as not knowing how to access therapy and being offered therapy at a later stage,
especially through the NHS.

Therapy was described helpful as it provided a space to talk, where emotions that
were usually suppressed could be expressed. Many of the participants found the insight,
knowledge and techniques offered by the therapist helpful in supporting them to “overcome”
problems and learn about prevention. Therapists who were perceived as “nice”, “friendly”,

“consistent”, “open”, and “understanding”, contributed to participants’ feeling more

comfortable to disclose information about their mental health condition.
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Prior studies (see Section A) have similarly reported that the solution-focused element of
therapy is perceived as helpful to Black people. Additionally, a space to talk, and therapeutic
relationship were described as themes across several papers that looked at the experiences of
people with First Episode Psychosis.

The main limitation to therapy described by participants was that it did not feel
“private” and confidential in that information was shared with the CMHT and care-

coordinator. This finding is explored further in the following section.

How did intersections of mental health, race, gender directly and indirectly impact

Black people’s experiences of therapy?

The way in which participants made sense of their mental distress resembled similar
narratives to the Black women in a study by Kalathil (2011), who attributed mental distress to
oppressive and traumatic events within a social-cultural and family context.

For some participants, racism was evident as a chronic stressor. Many of the male
participants discussed experiences of coercion, aggression, and oppression towards them by
mental health services. These experiences are consistent with prior literature reflecting the
circle of fear, and violence towards Black people in a health context (Lawrence et al., 20214,
Keating, & Robertson, 2004).

The impact of racism and particularly the strategies adopted to cope with the impact
have been previously linked with mental distress, loss of self-esteem and feelings of
powerlessness (Vines et al., 2006). There is some evidence that has suggested that whilst
Black women experience feelings of sadness and anger as a result of racism, they are less
likely to express this. Keval (2019) suggested that Black women are often invisible within
mental health services and are expected to be passive. Within the current study, female

participants shared that they were likely to “bottle up” and mask their feelings, put their needs
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aside, and continue working. Therapy was perceived as a space for both Black women and
men to express and make sense of these feelings and were experienced as more humane.
However, experiences of racism and mental health services were rarely brought into the
therapy space, which was a finding consistent across other studies focusing on Black people’s
experiences of therapy (Section A). Additionally, therapists may not prioritise these
experiences because guidance on how to deliver therapy for people with psychosis does not
include discussion of racial trauma.

Previously in the literature, it has been described that suspicion and vigilance towards
White people is a healthy survival strategy that is necessary for Black people to adopt in the
context of a racist society (Ridley, 1984). In order to keep safe, Black people may be less
likely to share the inner workings of their mind, and may hide aspects of their self, due to fear
of being stereotyped as “dangerous”. This may explain why Black participants in the study
found it difficult to share “personal” and “deep” problems with therapists and why Black men
in the study were conscious about expressing their anger and appearing violent. There were
mixed findings as to whether greater disclosure is achieved with therapists that represent
similar characteristics.

The findings highlight that when resistance is experienced within therapy, for
example a client disengages in therapy, or does not disclose information, a closer look is
needed at resistance within the systems and therapist, and a closer examination at the
operations of power. Additionally, the findings raise questions about whether mental distress
is “psychosis” or whether it is a consequence of daily experiences of racism. Despite an
imbalance of power at a micro and macro level, in some cases therapy was helpful as a space
where Black participants could feel safe to form a therapeutic alliance, and where Black
participants could feel a sense of empowerment in overcoming problems which were

perceived as a consequence of their “condition”.



101

Limitations

All the clinicians who referred participants for the study were CBT therapists or
clinical psychologists, and many had referred their own clients. Since none of the participants
had terminated therapy early or had an overall negative experience of therapy, the recruitment
procedure may have created a bias towards those who had engaged and expressed a positive
experience of therapy. Whilst inclusion criteria included people whose first language was not
English; few were referred for the study. Additionally, the way participants perceived the
lead researcher and aspects of their identity may have influenced what participants felt
comfortable sharing. Some participants had been curious about the lead researcher’s own
ethnicity and were more open about conversation on race after the disclosure of this
information. Additionally, the interview questions shaped the narratives to be told in a linear
format and may have influenced what was shared. It is understood that the CRT framework
offered by Crossing et al. (2022) is to be used as it best fits, and that not all elements can be
used equally. It was difficult under the requirements of writing a dissertation for a formal
qualification to reject traditions of psychological research and inquiry, which Crossing et al
(2022, p.20) described as a mismatch with CRT. It has been recommended that researchers
use first person narration, and “the writing and writing style should reflect the emotional
nature of the work” (Graham et al., 2011, p.87), which felt difficult to do when producing an
academic piece of work. Given the number of participants, it was also difficult to avoid some

generalisations between participants, which CRT is set against doing.

Future Research
There is a need to further explore how Black people experience different types of

therapy in different settings, given the dearth of research in this area. Studies may benefit
from exploring the micro, meso and macro processes within therapy (Nazroo et al., 2020),

using methodologies and theories which consider the operations of power. Mixed methods
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may be beneficial for triangulating lived experience with therapy outcomes and engagement
data. There is also a need to explore resistance within systems such as decision-making

within mental health services that can be deemed as racist.

Clinical Implications
The study findings suggest that whilst therapy was helpful for most participants,

multiple factors limited disclosure within the therapy. Greater transparency and collaboration
in contracting what can be kept confidential in the therapy space, may be helpful. Assessing
racial trauma including the ways in which people adapt to survive this, may support
conversations to talk about racism. Without this exploration, there is a danger that using
current Eurocentric models to formulate real experiences of racism may lead to the
pathologising and labelling of experience as “delusions”, or symptoms of psychosis. This can
contribute to further internalised racism, low self-esteem and mental health difficulties
(McKenzie-Mavinga, 2016, p. 142). Therapists should be aware of the strengths and
resources outside of therapy that promote people’s wellbeing such as spirituality and family.

Further information about accessing therapy could be provided to clients upon discharge.

Conclusion

Therapy is a helpful opportunity for Black clients, with a diagnosis of psychosis, to
understand and cope with their experience of psychosis. For some it was a helpful space to
be heard, and to feel safe. Participants found techniques learnt in therapy helpful and
continued with these outside of therapy. However, due to negative experiences with mental
health services, there was evidence that cultural mistrust impacted self-disclosure within

therapy, questioning the effectiveness.



103

References
Ahsan, S. (2020). Holding Up The Mirror: Deconstructing Whiteness In Clinical Psychology.

Journal of Critical Psychology, Counselling and Psychotherapy, 20(3), 45-55.

Retrieved from https://www.researchgate.net/profile/Sanah-Ahsan-

2/publication/345242611 Holding Up The Mirror Deconstructing Whiteness In

Clinical Psychology Ahsan 2020/links/5fal4cOaa6fdccfd7b97ab18/Holding-Up-

The-Mirror-Deconstructing-Whiteness-In-Clinical-Psychology-Ahsan-2020.pdf

Awosan, C., Sandberg, J., & Hall, C. (2011). Understanding the Experience of Black Clients
in Marriage and Family Therapy. Journal of Marital and Family Therapy, 37, 153

168. https://doi.org/10.1111/].1752-0606.2009.00166.x

Beck, A. (2019). Understanding Black and Minority Ethnic service user’s experience of
racism as part of the assessment, formulation and treatment of mental health
problems in cognitive behaviour therapy. The Cognitive Behaviour Therapist, 12, 8.

https://doi.org/10.1017/S1754470X18000223

Bonnett, V., Berry, C., Meddings, S., & Holttum, S. (2018). An exploration of young
people’s narratives of hope following experience of psychosis. Psychosis, 10(2), 99—

109. _https://doi.org/10.1080/17522439.2018.1460393

Burger, S. R., van der Linden, T., Hardy, A., de Bont, P., van der Vleugel, B., Staring, A. B.
P., de Roos, C., van Zelst, C., Gottlieb, J. D., Mueser, K. T., van Minnen, A., de
Jongh, A., Marcelis, M., van der Gaag, M., & van den Berg, D. (2022). Trauma-
focused therapies for post-traumatic stress in psychosis: Study protocol for the
RE.PROCESS randomized controlled trial. Trials, 23(1), 851.

https://doi.org/10.1186/s13063-022-06808-6



https://www.researchgate.net/profile/Sanah-Ahsan-2/publication/345242611_Holding_Up_The_Mirror_Deconstructing_Whiteness_In_Clinical_Psychology_Ahsan_2020/links/5fa14c0aa6fdccfd7b97ab18/Holding-Up-The-Mirror-Deconstructing-Whiteness-In-Clinical-Psychology-Ahsan-2020.pdf
https://www.researchgate.net/profile/Sanah-Ahsan-2/publication/345242611_Holding_Up_The_Mirror_Deconstructing_Whiteness_In_Clinical_Psychology_Ahsan_2020/links/5fa14c0aa6fdccfd7b97ab18/Holding-Up-The-Mirror-Deconstructing-Whiteness-In-Clinical-Psychology-Ahsan-2020.pdf
https://www.researchgate.net/profile/Sanah-Ahsan-2/publication/345242611_Holding_Up_The_Mirror_Deconstructing_Whiteness_In_Clinical_Psychology_Ahsan_2020/links/5fa14c0aa6fdccfd7b97ab18/Holding-Up-The-Mirror-Deconstructing-Whiteness-In-Clinical-Psychology-Ahsan-2020.pdf
https://www.researchgate.net/profile/Sanah-Ahsan-2/publication/345242611_Holding_Up_The_Mirror_Deconstructing_Whiteness_In_Clinical_Psychology_Ahsan_2020/links/5fa14c0aa6fdccfd7b97ab18/Holding-Up-The-Mirror-Deconstructing-Whiteness-In-Clinical-Psychology-Ahsan-2020.pdf
https://doi.org/10.1111/j.1752-0606.2009.00166.x
https://doi.org/10.1017/S1754470X18000223
https://doi.org/10.1080/17522439.2018.1460393
https://doi.org/10.1186/s13063-022-06808-6

104

Colbert, S., Cooke, A., Camic, P. M., & Springham, N. (2013). The art-gallery as a resource
for recovery for people who have experienced psychosis. The Arts in Psychotherapy,

40(2), 250-256. https://doi.org/10.1016/j.aip.2013.03.003

Comas-Diaz, L., Hall, G. N., & Neville, H. A. (2019). Racial trauma: Theory, research, and
healing: Introduction to the special issue. American Psychologist, 74(1), 1.

https://doi.org/10.1037/amp0000442

Cooper, K., Gillmore, C., & Hogg, L. (2016). Experience-based co-design in an adult
psychological therapies service. Journal of mental health (Abingdon,
England), 25(1), 36-40. https://doi.org/10.3109/09638237.2015.1101423
Crenshaw, K. (1991). Mapping the Margins: Intersectionality, lIdentity Politics, and Violence
against Women of Color. Stanford Law Review, 43(6), 1241-1299.

https://doi.org/10.2307/1229039

Crossing, A. E., Gumudavelly, D., Watkins, N., Logue, C., & Anderson, R. E. (2022). A
Critical Race Theory of Psychology as Praxis: Proposing and Utilizing Principles of
PsyCrit. Journal of Adolescent Research, 07435584221101930.

https://doi.org/10.1177/07435584221101930

Crowe, M. (2006). Psychiatric diagnosis: Some implications for mental health nursing care.

Journal of Advanced Nursing, 53(1), 125-131. https://doi.org/10.1111/j.1365-

2648.2006.03691.x

Fernando, S. (2017). Institutional Racism in Psychiatry and Clinical Psychology. Springer

International Publishing. https://doi.org/10.1007/978-3-319-62728-1

Garretson, D. J. (1993). Psychological misdiagnosis of African Americans. Journal of

Multicultural Counseling and Development. https://doi.org/10.1002/j.2161-

1912.1993.th00590.x



https://doi.org/10.1016/j.aip.2013.03.003
https://doi.org/10.1037/amp0000442
https://doi.org/10.2307/1229039
https://doi.org/10.1177/07435584221101930
https://doi.org/10.1111/j.1365-2648.2006.03691.x
https://doi.org/10.1111/j.1365-2648.2006.03691.x
https://doi.org/10.1007/978-3-319-62728-1
https://psycnet.apa.org/doi/10.1002/j.2161-1912.1993.tb00590.x
https://psycnet.apa.org/doi/10.1002/j.2161-1912.1993.tb00590.x

105

Graham, L., Brown-Jeffy, S., Aronson, R., & Stephens, C. (2011). Critical race theory as
theoretical framework and analysis tool for population health research. Critical

Public Health, 21(1), 81-93. https://doi.org/10.1080/09581596.2010.493173

https://doi.org/10.1016/j.cpr.2015.10.004

Haigh, F., Kemp, L., Bazeley, P., & Haigh, N. (2019). Developing a critical realist informed
framework to explain how the human rights and social determinants of health
relationship works. BMC Public Health, 19(1), 1571.

https://doi.org/10.1186/s12889-019-7760-7

Hardy, A. (2017). Pathways from Trauma to Psychotic Experiences: A Theoretically
Informed Model of Posttraumatic Stress in Psychosis. Frontiers in Psychology, 8.

https://doi.org/10.3389/fpsyq.2017.00697

Hardy, K., & Laszloffy, T. (1995). The Cultural Genogram: Key to Training Culturally
Competent Family Therapists. Journal of Marital and Family Therapy, 21, 227-237.

https://doi.org/10.1111/}.1752-0606.1995.tb00158.x

Holding, J. C., Gregg, L., & Haddock, G. (2016). Individuals’ experiences and opinions of
psychological therapies for psychosis: A narrative synthesis. Clinical Psychology

Review, 43, 142—161. https://doi.org/10.1016/j.cpr.2015.10.004

Johnstone, L., & Boyle, M. (2018). The Power Threat Meaning Framework: An Alternative
Nondiagnostic Conceptual System. Journal of Humanistic Psychology,

0022167818793289. https://doi.org/10.1177/0022167818793289

Kalathil, J. (2011). Recovery and resilience: African, African Caribbean and South Asian
women’s narratives of recovering from mental distress. London: Mental Health

Foundation and Survivor Research.


https://doi.org/10.1080/09581596.2010.493173
https://doi.org/10.1016/j.cpr.2015.10.004
https://doi.org/10.1186/s12889-019-7760-7
https://doi.org/10.3389/fpsyg.2017.00697
https://doi.org/10.1111/j.1752-0606.1995.tb00158.x
https://doi.org/10.1016/j.cpr.2015.10.004
https://doi.org/10.1177/0022167818793289

106

Keating, F., & Robertson, D. (2004). Fear, black people and mental illness: A vicious circle?
Health & Social Care in the Community, 12(5), 439-447.

https://doi.org/10.1111/j.1365-2524.2004.00506.x

Keating, F. (2016). Racialized Communities, Producing Madness and Dangerousness. Social
Work, 5(3). Derived from

https://web.archive.org/web/20180412094340id /http://journals.library.mun.ca/ojs/i

ndex.php/1J/article/viewFile/1664/1336

Kendi, I. X. (2019). How to be an antiracist. One world.

Keval, H. (2019). Race, gender, and psychosis. In M. Brown & M. Charles (Eds) Rowman &
Littlefield, Women and the Psychosocial Construction of Madness (pp. 9-30).
Lexington Books.

Kinouani, G. (2021). Living While Black: The Essential Guide to Overcoming Racial
Trauma. Random House.

Ladson-Billings, G. (1998). Just what is critical race theory and what's it doing in a nice field
like education?. International journal of qualitative studies in education, 11(1), 7-

24. https://doi.org/10.1080/095183998236863

Lawrence, V., McCombie, C., Nikolakopoulos, G., & Morgan, C. (2021a). Ethnicity and
power in the mental health system: Experiences of white British and black
Caribbean people with psychosis. Epidemiology and Psychiatric Sciences, 30, el12.

https://doi.org/10.1017/S2045796020001043

Lawrence, V., McCombie, C., Nikolakopoulos, G., & Morgan, C. (2021b). Navigating the
mental health system: Narratives of identity and recovery among people with
psychosis across ethnic groups. Social Science & Medicine, 279, 113981.

https://doi.org/10.1016/j.socscimed.2021.113981



https://doi.org/10.1111/j.1365-2524.2004.00506.x
https://web.archive.org/web/20180412094340id_/http:/journals.library.mun.ca/ojs/index.php/IJ/article/viewFile/1664/1336
https://web.archive.org/web/20180412094340id_/http:/journals.library.mun.ca/ojs/index.php/IJ/article/viewFile/1664/1336
https://doi.org/10.1080/095183998236863
https://doi.org/10.1017/S2045796020001043
https://doi.org/10.1016/j.socscimed.2021.113981

107

Lawton, L., McRae, M., & Gordon, L. (2021). Frontline yet at the back of the queue —
improving access and adaptations to CBT for Black African and Caribbean
communities. The Cognitive Behaviour Therapist, 14, e30.

https://doi.org/10.1017/S1754470X21000271

McKenzie-Mavinga, 1. (2009). Black Issues in the Therapeutic Process. Bloomsbury
Publishing.

McKenzie-Mavinga, 1. (2016). The challenge of racism in therapeutic practice. Engaging
with oppression in practice and supervision. Macmillan Publishers.

Minsky-Kelly, D., & Hornung, B. (2022). Structural Whiteness in Mental Health:
Reexamination of the Medical Model Through a Lens of Anti-Racism and
Decolonization. International Journal of Social Work Values and Ethics, 19(2),

153-173. https://doi.org/10.55521/10-019-210

Naeem, F., Phiri, P., Rathod, S., & Ayub, M. (2019). Cultural adaptation of cognitive—
behavioural therapy. BJPsych Advances, 25(6), 387—-395.

https://doi.org/10.1192/bja.2019.15

Nazroo, J. Y., Bhui, K. S., & Rhodes, J. (2020). Where next for understanding race/ethnic
inequalities in severe mental illness? Structural, interpersonal and institutional

racism. Sociology of Health & IlIness, 42(2), 262-276. https://doi.org/10.1111/1467-

9566.13001
NICE. (2014). Psychosis and schizophrenia in adults: Prevention and management

Guidance. Retrieved from https://www.nice.org.uk/guidance/cgl78

Patel, N. (2022). Dismantling the scaffolding of institutional racism and institutionalising
anti-racism. Journal of Family Therapy, 44(1), 91-108.

https://doi.orq/10.1111/1467-6427.12367



https://doi.org/10.1017/S1754470X21000271
https://doi.org/10.55521/10-019-210
https://doi.org/10.1192/bja.2019.15
https://doi.org/10.1111/1467-9566.13001
https://doi.org/10.1111/1467-9566.13001
https://www.nice.org.uk/guidance/cg178
https://doi.org/10.1111/1467-6427.12367

108

Pinto, R., Ashworth, M., & Jones, R. (2008). Schizophrenia in black Caribbeans living in the
UK: An exploration of underlying causes of the high incidence rate. British Journal

of General Practice, 58(551), 429-434. https://doi.org/10.3399/bjgp08X299254

Rathod, S., Kingdon, D., Phiri, P., & Gobbi, M. (2010). Developing culturally sensitive
cognitive behaviour therapy for psychosis for ethnic minority patients by exploration
and incorporation of service users' and health professionals’ views and
opinions. Behavioural and cognitive psychotherapy, 38(5), 511-533.

https://doi.org/10.1017/S1352465810000378

Ridley, C. R. (1984). Clinical Treatment of the Nondisclosing Black Client. American

Psychologist. https://doi.org/10.1037/0003-066X.39.11.1234

Riessman, C. K. (1993). Narrative analysis. Sage Publications, Inc.
Riessman, C. K. (2008). Narrative methods for the human sciences. Sage Publications, Inc.
Salter, P., & Adams, G. (2013). Toward a critical race psychology. Social and Personality

Psychology Compass, 7(11), 781-793. https://doi.org/10.1111/spc3.12068

Shelton, S. A., & Lester, A. O. (2022). A narrative exploration of the importance of
intersectionality in a Black trans woman’s mental health experiences. International
Journal of Transgender Health, 23(1-2), 108-121.

Solérzano, D. G., & Yosso, T. J. (2002). Critical race methodology: Counter-storytelling as
an analytical framework for education research. Qualitative inquiry, 8(1), 23-44.

https://doi.org/10.1177/107780040200800103

Vines, A. |., Baird, D. D., McNeilly, M., Hertz-Picciotto, I., Light, K. C., & Stevens, J.
(2006). Social correlates of the chronic stress of perceived racism among Black
women. Ethnicity & disease, 16(1), 101. Retrieved from

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2865131/



https://doi.org/10.3399/bjgp08X299254
https://doi.org/10.1017/S1352465810000378
https://doi.org/10.1037/0003-066X.39.11.1234
https://doi.org/10.1111/spc3.12068
https://doi.org/10.1177/107780040200800103
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2865131/

109

West, C. (1995) Critical Race Theory: The Key Writings that Formed the Movement. United
States: New Press.
Williams, M., Faber, S., & Duniya, C. (2022). Being an anti-racist clinician. The Cognitive

Behaviour Therapist, 15, E19._https://doi.org/10.1017/S1754470X22000162

Whaley, A. L. (2001). Cultural mistrust and mental health services for African Americans: A
review and metaanalysis. Counseling Psychologist, 29, 513-531.

https://doi.org/10.1177/0011000001294003

Wood, N. (2020). Racism in clinical psychology within the heart of the old empire. South
African Journal of Psychology, 50(4), 446-449.

https://doi.org/10.1177/0081246320968233



https://doi.org/10.1017/S1754470X22000162
https://doi.org/10.1177/0011000001294003
https://doi.org/10.1177/0081246320968233
https://doi.org/10.1017/S1754470X22000162

110

DENISHA MAKWANA BSc MSc

SECTION C: APPENDICES

A thesis submitted in partial fulfilment of the requirements of
Canterbury Christ Church University for the degree of
Doctor of Clinical Psychology

APRIL 2023

SALOMONS INSTITUTE
CANTERBURY CHRIST CHURCH UNIVERSITY




Appendix A

Quality check using CASP

111

Will the
results help
Is the research valid What are the results? locally?
Study Was the Was the  Has the
Was research data relationship
there a design Was the collected between
clear appropriat recruitmen inaway researcher Was the
statemen e to t strategy  that and Have ethical data Is there a
t about Is a Qual. address appropriat addresse  participants issues been analysis  clear How
the aims  method the aims e to the d the been taken into sufficientl statement valuable is
of the appropriate  of the aims of the research  adequately consideration 'y of the
research? ? research?  research?  issue? considered? ? rigorous? findings? research?
Ashley & Helpful for
Brown assessing
(2015) acceptability
Do not Do not of
USA Yes Yes Yes know know No No No Yes intervention
Coombs et Helpful for
al. (2022) assessing
acceptability
USA and
experiences
of receiving
therapy
Yes Yes Yes Yes Yes No Yes Yes Yes within a




112

church
setting

Dera
(2021)

UK

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Helpful for
exploring
Black men’s
experiences
of therapy in
the UK

Jensen et
al. (2021)

UK

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

Yes

Helpful for
exploring
the
experience
of Black
people
receiving a
culturally
adapted
intervention
in the UK

Johnson
(2020)

USA

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Helpful for
exploring
African
American’s
experiences
of couple
therapy

Nixon
(2021)

USA

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Helpful for
exploring
the
experiences
of African




113

American
woman of
European
American
therapists

Nurse
(2020)

UK

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Helpful for
exploring
the
experiences
of young
people and
CBT inthe
UK

Pritchett-
Johnson &
Jones
(2020)

USA

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

Yes

Helpful for
exploring
experiences
of a
community
youth
intervention

Qureshi
(2018)

USA

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Helpful for
exploring
the
experiences
of
adolescents
receiving
family
therapy in a
residential
treatment
facility




114

Shundi Helpful for
(2020) exploring
therapy
UK experiences
of Black
women in
Yes Yes Yes Yes Yes Yes Yes Yes Yes the UK
Socarras et Helpful for
al (2015) exploring
experiences
USA of a specific
Yes Yes Yes Yes Yes Yes Yes Yes Yes parenting
Toynes Helpful for
(2020) exploring
experiences
USA about
narrative
group
couples
Yes Yes Yes Yes Yes No Yes Yes Yes therapy
Venner & Helpful for
Welfare exploring
(2019) therapy
experiences
USA of Black
Caribbean
people in
Yes Yes Yes Yes Yes Yes Yes Yes Yes the USA
Woods-
Giscombe Helpful for
& Gaylord exploring
(2014) Yes Yes Yes Yes Yes No Yes Yes Yes experiences




115

of
USA mindfulness
Wu et al Helpful for
(2022) exploring
experiences
USA of a specific
parenting

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

intervention




116

Appendix B

Coding for Coombs et al. (2022) paper

This has been removed from the electronic copy.
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Appendix C
Theme development

Initial codes were grouped by paper and labelled by emerging themes on Mural software.
Emerging themes were later renamed and defined.
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Appendix D
Participant flyer

SHARE YOVR
STORY

WE ARE LOOKING TO IMPROVE
PSYCHOLOGICAL THERAPY SERVICES
FOR BLACK PEOPLE WHO GET
SUPPORT FROM § ~ ~~ %
220 - ' Teams

r—--------——-—1

l WE WANT TO HEAR FROM BLACK PEOPLE ABOVT '

YOUR STORIES ABOVT PSYCHOLOGICAL THERAPY.

l YOV DO NOT NEED TO HAVE COMPLETED THERAPY

l TO TAKE PART. TO THANK YOV FOR YOUR TIME, '
YOV WILL RECEIVE A £20 VOUCHER

BETTER TF YOU ARE INTERESTED AND WOULD LIKE
SERVICES MORE INFO PLEASE LET SOMEONE FROM
THE PROMOTING RECOVERY TEAM KNOW.

-—-. O

Sakarmoms iratitute for Apphed Paythology

Version 2, 25 02.2022
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Participant information sheet

EI‘:‘“{IEE', h MHS TRUST LOGO
vy REMOVED FOR
G oo | ANONTMITY

Participant Information Sheet
Study Title: Black people’s narratives of accessing

psychology services

This research project fias been approved by NHS and [Removed for anomymity]
athics boards.

‘This research project is being carried out by Denisha Makwana (Trainee Clinical
Psvchologist). The study is s d and funded by Canterbury Christ Church
University.

Tt iz supervised by:
* Dr Isaac Akande (Clinical Psychologist, [Removed for anonymity] NHS
Trust)
* Dr Matthew Fichardzon (Consultant Clinical Peychologist, [Removed for
anomymity])
» Dr Sue Holtmn (Semior Lecturer, Salomons Institute for Applied
Peychology, Canterbury Christ Church University)

Your care-coordinator or & clinician from the [Removed for anomymity] Team
will have imvited you to take part in this research project. You should only take
part if vou want to. Choosing to not take part will not disadvantaze you in any
way or effect vour current or firhre care.

Before vou decide whether vou want to take part, it 1z important for vou to read
the information carefully and dizcuss it with others if vou want.

Purpose of the research:

The Peychology Service in the [Removed for anomymity] iz interested in creating
an anti-racist psychology service. To do this, we want to invite 10-15 people, who
identify as Black African Black Caribbean, Black dual heritaze, or any other
Black backsround, to share their persomal story about getting help from
paychology services (e.g. getting therapy).

What will happen with my story?

If vou agres to take part in this research project, vour story will be recorded. This
recording will be kept safe on a password protected computer folder. The original
recording will then be deleted. Your story will be written up, but any information
that will identify you (e.g.. names of people, locations) will be changed or taken
out =0 that we keep vour story anonymous.

We will re-write vour story in a shorter form to publish in the research write-up
and this may include direct quotes from vour story.

Before any publishing, you will be invited to review the parts of your story we
have locked at to see if you agree what we have picked up. But you don’t have
to do this part if you don” ‘twant to.

The research study will be written up as part of a doctoral research thesis and may
be published in an arademic journal Parts of your story may be included in this
znd read by others

How will we use information about you?
We will need to use information from you for this research project.

Thiz information will include:

* Your name

Your contact detaile

Gender

. Age
Ethmicity

This information will be used to do the research, but will not be published.

People who do not need to lmow who you are will not be able to see your name
or other persenal mformation. Your data will have a code number mstead.

We will keep 21l information about you safe and secure.

We are choosing to focus on Black people’s experiences as previous research has
shown that Black people are less likely to have psychological therapy.

Thiz study will help psychologists better umderstand how Black people
experience psychology services with the hope that we can improve services.

The research study is part of a Doctorate in Clinical Psychology and will be
written up as part of the academic requirement. There iz a possibility that the
research findings will be shared more widelv such as within conferences and
rezearch joumals.

Please note that we are not oﬁ‘enng paychological therapy as part of the research
study, if you are interested in psychological therapy please let your care-
coordinator or another clinician from the Promoting Recovery Team Imow.

‘What will happen ifI take part?
We want to hear your experience of paychology serucas and getting therapy. Wa
will agk you a few questions about your d (2.5 gender identity, age,

ethnicity) and m\we vou to an interview with the resea.rcher

Your story will be recorded using a voice recorder. This 1= o that the researcher
can remember your story.

You will have the choice to share vour story over one session, with breaks or
across two sessions. ¥ ou will have up to two hours to share your story and this
will be done using an online platform such as Microsoft Teams. If vou do net
have access to the internet, other options will be considered, such as doing the
interview at [Femoved for anonymity]

We will then lock at vour story and see what parts of your story may be important
to share with people reading the research. We will look at vour story to pick up
some themes. This means we will be looking 2t the topics within vour story and
compare this to what the research says and what other people taking part in the
study have said.

Lastly, if vou would like to, vou can read the parts of vour story we have chosen
to put in the final rezearch report and share with us what you think.

We will write up the research in a way that no-one can work out that vou took

part in the study.

What are your choices about how your information is used?

« Youcan stop being part of the study at any time, without giving a
rezzon, but we will keep information about vou that we already
have.

We need to menage vour records in specific ways for the research to
be reliable. This means that we won't be able to let you see or
change the data we hold about you.

Where can you find out more about how your information is used?
Vo can find out more about how we use your information

«  at www hra nhs uk/information-about-patients’
+ Or accessing Canterbury Christ Church University research privacy
notice at :.‘.-'““\\'.camerb y.ac ukun.n ersm-schmturs-

+ by emailing the main r&ean:her Denizha
« by sending an email to dp.officer@canterbury.ac. uk (Data Protection

Officer, for Canterbury Christ Church University)
How long will my information be kept?

Dhue to the university’s policy, any personal information about you will be kept
for 3 years and then deleted. All data, where your personal information has
been removed (2.2, vour story and themes), will be kept securely for 10 vears.
After this it will be deleted.

What are the benefits of taking part?

* Youwill get a £20 shopping voucher for sharing your story of using
psychology services as part of the interview.

If you decide that vou want to review the parts of your story we have
decided to share, you will be offered another £10 shopping voucher.

Your story could help make psychology services better for Black people.



What if I don’t want to continue?

If you decide later that you don't want to take part anymore, or you become too
unwell to take part in the study, we will keep information we have got from you
mmedm.BM\m“ﬂlmmedmcowm taking part in the

‘What might be difficult about taking part?

We recognise that telling your story may bring about pleasant feelings and
unpleasant feelings. After the interview we will give you more details about
where you can get more support. The researchers will try and help you if you get
upset during the interview by suggesting some ways to relax.

If the m are still helping you, we will ask you if it’s
ckay to s with them that we think they should know about keeping you
safe. If anything comes up about your safety or somecne else’s safety bemg at
nisk then we will have to share information with the FREEEGT————

What do I do if something goes wrong?
1f something goes wrong or you are unhappy with any part of the research, please
contact the research team by emailing BRIPS2022 @gmail com.

If you remain unhappy and wish to complain formally, you can do this by
contacting Dr Fergal Jones, Clinical Psychology Programme Research Director,
Salomons Institute for Applied Psychology ~fergal jones@canterbury.ac.uk
Who can I contact if I have questions?

If you have any questions or concerns about takang part in the research, please
email the research team- BRIPS2022@gmail com

STEPS (N TAKING PART

READING THE INFO SHEET AND
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sToRY

LOOKING AT YOUR STORY FOR
THEMES
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Appendix F
Participant demographic form

Participant Demographic Form

Study Title: Exploring Black people’s narratives of accessing psychalogy services
This form is 1o be completed by the researcher.

(Version 1, 25.02.22, IRAS ID: 307963)

* Required

1. Please input today's date *

2. What is the participant's name? *

hitps ffermms, afice, ionPageZ s

6. What is the participant's empleyment status? *
() Sstudent
() Part time employment

) Full time employment

() Unemployed

(O) Unable to work due to disability

() Retired

hisps:dForms, ofice DesignPageVz ghorig

3. What is the participant's date of birth? *

5]
4. What is the participant's gender identity? *
() remale
O Male
() MNon=tinary
() Prefer not to say
() other
5. What is the participant’s ethnicity? *
2. 7 ips Mo ofices anPagoV2,aspx 2.

Psychological therapy

The next part of the questionnaire is to determine whether the participant has accessed psycholo-
gical therapy.

7. Have they had psychological therapy from the GaEG—_—G——Ge——
Team?

(If necessary explain that psychological therapy would have involved
meeting with the team Psychologist to talk about personal problems and
it may have invalved thinking about other ways of coping) *

() Yes - on the waiting list

() Yes - currently accessing

) ¥es - completed all sessions

() Yes - faw sessions, then drappd out

) No

8. If yes, how many sessions of therapy have they had?

By 37 s J¥orams, offce iz Pag ‘gaorig 2y
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9. Has the participant been offered psychological therapy elsewhere? * N "
Eligibility

() Yas = on the waiting list If the participant does not identify as Black or 8lack mixed heritage or has never been offered psy=
chological therapy they are not eligible far the study and therefore they will not be scheduled to
have an interview.

If participant is not eligible let participant know that their data will not b used and they will not be
able to take part further in the research.

Yes - currently accessing

If the participant is efigible, camplete the next section.

Yes = few sessions and dropped out

No

O
() Yes - completed all sessions
@]
o

10. If yes, how many sessions of therapy have they had?

11. What type of therapy did you have ? (e.g. CBT, Family therapy?)

57 ! g 8 67

Interview

Let participant know that they have 1 week to think about whether they would like to take part in the
research. Make a note of the date and time agreed to call them to confirm whether they would like
to take part below. Let them know during the next call you will agree an interview time and date,

12. Agreed date for call

13. Agreed time for call

This content is neither created nor endorsed by Microsoft. The data you submit will be sent to the form owner.

B8 Microsoft Forms




Appendix G
Interview schedule

Study Title: Exploring Black people’s narratives of accessing psychology

1)

2}

services

Interview Schedule

Flease tell me your story of when you first got psychological therapy from your gy

Tasm? (Allow for participant to tell story in their own words first)

If not brought up, ask fellew up questions:
When were you first told about the psychology service?

VWhat was it like being referred to get therapy? (How long did it take? VWhat was it ike
being on a waiting list?)

When did you realise you wanted therapy? (What was that like? Did you tell anyone? Was it
‘your choice?)

When was the first ime you met with the psychology service?

What was it like for you when you had your first session with the psychologist? (Do you
remember what it was like going to the session? What ware you feeling? What were your
first impressions? Do you remember anything about the environment e-g. what it was like in
the waiting room and sitting in the clinic room)

Could you tell me more about your experience of therapy sessions? (What went well? What
didn't go so well? How many sessions did you have?)

Could you tell me more about the relationship with your psychologizt? (Did you feel listened
107 Did you feel like you could bring up any problems including things such as experiences

of racism? Do you feel you were understocd s= s Black persan?)

Ifyou ended therapy, what was your experience of that? (Did you get any support
elsewhere?)

What were the best and worst parts of your experience?

‘Could you tell me about how much choice you had in your therapy? (What would you hawve
liked to have more say on?

Did you have s chaics on the gendar and race of your psychalogist? (Didiwould it make a
differance?}

Was your therapy face to face or online? What was your experience of that?

Further follow up questions that may be used:

Was there anything else happening at the time?

What did your friends and/or family think?

Do you think parts of your identity (e.. your race, gender, sexual orientation, socio-
economic status) impacted your experience?

Can you tell me mare about how they have impected your experience?

Would you have changed anything about your experience?
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Appendix H
Ethical approval letter

This has been removed from the electronic copy.



Appendix |

Consent form

Canterbury
Comterbury NHS Trust Lago remaved for
v anonymity

= t

Participazt Idencification Number:

CONSENT FORM

Title of Project: Black people’s namratives of acceszing psvchology services
Name of Researcher: Denizha Makwana (Trainee Clinical Peychologist)

Thank you for reading the information sheet. If vou're happy to take part in the

project, please read the statements below and tick the boxes that apply to you.

1) Thave read the information sheet and [ have had the opportunity to ask the
researcher any questions and have had these answered to my satisfaction.

Tes l:‘ No l:l

2) Tunderstand that nmy participation iz my choice and that [ am free to stop at any
time without giving ny reason, and without nov health care being affected.

ez l:l No l:l

3) Tunderstand that parts of the story, meludmg direct quotes I share about using
psychology services will be in the write up of the research and may get
published in a research journal

Tes l:l No l:l

4) Tunderstand that all personal information will not be shared with anyone
outside of the research team and that my story will be stored securely ona
computer. It will not be possible to identify me I any future publications.

YESD No D

5} Iunderstand that in telling my story, I may experience unpleasant feelings,
however support will be available to me.

Yes[l No [l

) Tunderstand that if the researchers think that my safety or the safety of another
person iz at risk, this will be shared with the [Removed for anonymity] Team.
This would be discussed with me first.

Yes[l No l:l

Ty IfTwish to remove my story from the research project, I understand that I can
contact the researcher.

Yesl:l No D

2) Iconsent (agree) for the interview to be recorded on a voice recorder.

Yesl:l No D

0) Iconsent (asree) to take part in the research study.

Name of Participant Date Signature

Name of Researcher Date Signature
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Appendix J
Extracts from Reflexivity Diary

This has been removed from the electronic copy.
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Appendix K
Summary to HRA ethics panel and NHS Trust

This has been removed from the electronic copy.
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Appendix L
End of study form

This has been removed from the electronic copy.
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Appendix M
Narrative case summaries

Marcus, male, 29 years old, Black British African.

Marcus accessed therapy from an early intervention team, which he accessed after the first
time he experienced an “episode” and was hospitalised. The aim of the therapy was to
explore the early signs to prevent “relapse”.

Marcus thought that accessing therapy was a “normal” process after going to hospital. His
friends and family were supportive of him accessing therapy and he was open to accessing it
as he thought that psychologists, who have experience in seeing people with similar
experiences, would be more understanding than family and friends who would have less
insight and would not know how to advise.

Marcus was open to seeing how therapy could help. In his first session, he felt it went well,
although may have had some worried that the therapists may judge him because he had been
in hospital for his mental health.

Therapy consisted of learning and noticing the early signs of “relapse”, which for Marcus
included noticing when he was not eating, not drinking, and “overthinking”. Marcus found
this helpful as he was able to notice when he was becoming unwell and sought help from the
psychologists. Marcus perceived the two therapists he had, as understanding and nice. He
particularly found the Asian female therapist understanding when she supported him whilst
he was experiencing “it”. He recognised that the Black female therapist he had asked him
“deeper” questions, but was unsure whether this had anything to do with him being Black.

Marcus mentioned several times that the Black psychologist had described his brain as going
into “overdrive”. Marcus was unsure at first whether he agreed with this, as he thought he had
just been meditating and practising his faith. He wondered whether he needed to stop
practicing his faith, but later realised that he would “need to stop putting stress on his brain”
rather than stop practising his faith.

Marcus experiencing the end of therapy as “bitter-sweet”. He was sad, as he was beginning to
develop a more “personal” connection with the psychologists, and was beginning to open up.
He was also concerned that he would not get the same support in the future. However, he
realised that he was ready to end therapy.

Marcus had a helpful experience of therapy, as he felt understood by both therapists, and
valued learning about the early "warning signs". He valued having someone to talk to and not
being left alone after being hospitalised. Marcus felt it was difficult to share some of his
“deeper” experiences, which he was unable to understand and therefore worried how the
psychologists may interpret these experiences, and whether they would judge him.

Marcus would recommend therapy to others, and wanted people to know that it would help
them feel more independent and they would not be left alone.
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Leon, male, 34 years old, Black Caribbean and White European. Had completed
therapy. First experience of therapy. Not sure of type of therapy.

Leon described therapy as something he has always found beneficial. He had asked for
therapy from his community mental health team. In accessing therapy, Leon was sceptical
whilst also being enthusiastic. He was unsure of how and if it would help, but was also open
to seeing how and if it would help.

During the first session, Leon felt that the therapist had taken time to discuss how the therapy
would support what he wanted. This led Leon to perceive the therapist as knowing what she
was talking about, and this made him feel more comfortable.

Leon found it helpful when the therapist helped him understand the causes of the anxiety. He
also described several tasks within and outside of therapy helpful such as meditation through
an app and doing homework which helped him expose himself to experiences that made him
feel anxious.

Leon did not feel that client-therapist match in terms of gender and race mattered, and did not
feel that he needed therapy to speak about experiences such as racism. Leon felt that the
White, female therapist had supported with the problem he had wanted support for. However,
he shared that he would not disclose more “personal” problems with the therapist, and felt
like this “type” of therapy was not suitable for those problems. He struggled with the idea
that information shared in therapy would be passed on to other staff in the NHS such as his
care coordinator and was confused as to how this was “private”. If he was to access therapy
he would want to access it elsewhere due to this.

Jacob, male, 25 years old, Black British.

Jacob had accessed therapy before, and had always accessed therapy after being hospitalised
for his mental health. He had been referred by the nurse and was able to access therapy in a
few weeks.

Jacob was open to the idea of therapy, and as had done it before he was aware of what to
expect, which meant it took less time to open up in therapy.

Jacob described wanting to learn more about “the condition”, learn about himself and learn
about prevention within therapy, which he felt therapy did help him with.

Jacob accessed therapy on Teams. This was good because it was in the comfort of his own
home, and the documents that were shared were helpful. However, Jacob preferred in person
therapy, as he felt he would be able to share more without worrying that family may
overhear.

Jacob shared how racial profiling led to the decline in his mental health. He only felt
comfortable sharing these experiences with a therapist who was not White. Jacob was
worried that if he disclosed to a White therapist they may accuse him of blaming them for the
racism. He was able to disclose to an Asian therapist as he thought they may have a better
understanding of the experience.

Jacob also shared that he could open up to his White female therapist because she was open
and friendly. His prior experience of therapy led him to believe that for it to be helpful he
would need to share the right amount of information and it would involve him directing the
sessions. However, Jacob held back on some disclosures due to worries that the therapist may
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judge him, and that his experiences may get back to the team. He shared that he would feel
more comfortable disclosing certain experiences with a male therapist rather than a female
therapist.

Jacob shared that if he was to get therapy again, he was not sure how he would be able to
access it through the NHS. The only way he knew how to access therapy was by being
hospitalised and he did not want to end up back in hospital. Jacob shared a preference for
accessing therapy privately, as he could pick the therapist.

Samuel, male, 46 year old, Black British African

Prior to having therapy, Samuel had lost his job and was discriminated against. He was going
to tribunal for it. The experience of losing his job and being discriminated against, triggered
depression and "a relapse".

Samuel was unsure about whether he wanted help, and whether therapy would be helpful.
However, he had therapy before, and thought it had been helpful to an extent, so thought he
would give it another go. Talking to his family and staff from the team helped make his
decision to go forward with therapy.

"I didn’t know what to expect. I didn’t know what to expect of the psychology sessions.
Because 1 just thought it would be all about asking me questions. "

Samuel felt the therapist was good and that "he knows his job" but also led to Samuel not
disclosing his needs if he thought it may go against psychologist's reasonings (e.g
psychologist said not to dwell on past discrimination), although Samuel wanted space to talk
about this more.

Samuel liked the way the psychologist “covered things”. Samuel had wanted to work on three
areas within therapy which included building up his confidence, motivation, and not letting
his voices get to him. He felt that the psychologist addressed these. He found it helpful that
the psychologist asked him about the activities he was doing, and got him to fill out a diary of
weekly habit and thought processes. He also found it helpful that the psychologist had helped
him realise that the voices were not always trying to be negative, but could also be seen as
protective.

Samuel felt therapy was helpful and would not have changed anything about the psychologist
or the therapy. Samuel did not think the race or gender of the psychologist mattered, and did
not want to be seen as racist.

He felt that sometimes doing the suggestions from therapy was difficult because his “illness”
made it hard. However, he expressed that he was proud he had completed 16 sessions of
therapy.

Samuel would recommend therapy to others, he wanted psychologists to know that therapy
should not be forced on people, but they should be given a choice and told about the benefits
of therapy and what to expect.
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Elijah, male, 54 years old, Black British Caribbean and White British.Elijah had been in
contact with mental health services for over 25 years and he had only been offered therapy
three or four years ago. He had been offered other support including occupational therapy
which helped him with his spending, and also had support for stopping smoking.

Elijah found living in the UK very stressful. He shared that he struggled to talk to people
about the problems he had because people did not understand him and would prefer to keep
happy. He believed his problems were external including mistrust with the British
intelligence.

Elijah spoke about some of the difficult experiences he has had with mental health services,
which he described as “mad”, “dangerous” and “dishonest”. He shared that he had felt that
the psychiatrist had put him in hospital because he had got angry. He had not wanted to share
information with the psychiatrist but the psychiatrist had insisted on Elijah telling him. Elijah
believed he had got “locked up” because of this. Elijah explains that he has to be passive
about what concerns him because he it will “be more trouble” if he tried to use violence.
Elijah also shared other experiences where he felt nurses were “aggressive” and dealt with
problems by medicating him. He described feeling controlled by them, and a sense of
“dissociation” from mental health services, due to these experiences. He also described his
distress at being arrested by police which felt like a “kidnapping” and then being put in
hospital without access to his phone.

Elijah described his first session of therapy has the psychologist not saying much and it being
a “lot of questions. No answers.”. However, he felt comfortable as the psychologist was
“passive” and not aggressive.

He accessed therapy once a week and experienced it as “good”. Therapy was face to face,
although he had some sessions online which he did not like as he was concerned about where
his information would go. Elijah shared that he felt he could express his anger with the
therapist, unlike with psychiatrists who would “put more medication” on him. He found it
helpful to hear from the psychologists reflections on how he was coping with his problems
and how to cope with “a lot of heavy emotions”.

He found it helpful that at the end the therapist had written him a report highlighting the areas
they were working on and how he could work on them.

Elijah spoke about how sometimes it got “unbearable” and described other ways he would
cope. This included smoking cannabis which relaxed him from a “hyper, mad world”. He
also felt that he had learnt a lot from reading books and spirituality. Elijah also enjoyed
creating his own artwork.

Dylan, male, 33 years old, Black Caribbean and White British.

Dylan was currently in therapy and had two sessions of therapy. He had requested for
therapy, after his mum suggested it would be a good idea for his future. He had not had
therapy before, but reflected that it would have been good for him to have had it as "young
lad".

His current therapist was White and female, and he was happy with the therapist. As the
researcher | was unclear about his preferences, however from some elements of what Dylan
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was saying, his preference towards having a White and female therapist, came from wanting
to speak to more White people in London, and because of his relationship status. There was a
sense that Dylan wanted to work something through regarding relationships, and that a
female would help with this.

Dylan shared that "back in the day", reflecting on when he was younger, he would have
preferred a Black therapist, as he experienced racism growing up in the North of England.
However, Dylan talked about negative experiences of mental health services both in the
North of England, and in South London, despite there being more Black staff in South
London services. Dylan spoke about White clinicians in the North of England, threatening to
force him to take injections, and was confused as he did not see himself as violent.

He talked about finding it difficult to communicate with Black African staff who had an
accent, " | couldn't understand the African accent very well, but they took it like by
offensively" and found the White therapist helpful because he could communicate without
the "language barrier”. Dylan spoke about Black clinicians trying to identify with him
because they saw him as Black, and Dylan finding this difficult, as he doesn't just identify as
being Black. “Especially in London, like I'm not London Black. I'm not London Black and
I'm not I'm not White...”.

Dylan speaks about his journey as being dual heritage. There was a sense that Dylan was on a
journey in embracing his White identity, and perhaps a White therapist could help with this.
However, Dylan also shared that he would like a mixed race therapist, as he was "sick and
tired of just getting Black points of view, or White points of view”. Although the therapist
was White, Dylan had found therapy helpful because the therapist listened, and he was able
to "vent". He has found it helpful to discuss with her his ideas about how racism had
impacted his mental health. He believed that people should be supported to explore the root
of their suffering earlier on and that attributing it to drugs or weed was not enough.

Dylan shared that he did not like the environment in which therapy took place, as it reminded
him of when he used to get his injections. He shared that he would prefer to go to a park or
for a coffee whilst having therapy.

Dylan found therapy helpful to be able to talk to someone, and perceived the therapist as nice,
friendly and listening. However, he would have preferred to talk to a friend, but had been
struggling with making friends in London.

Ava, female, 39 years old, Black African.

Ava speaks about how she ended up in MH services. She experienced a lot of stress and
pressure, whilst studying and the loss of her father. She continued going as a way of coping
until she had a “breakdown”. It was her sister and mother who identified that she needed
support and took her to see her doctor. She ended up sectioned and on medication. She
decided she needed therapy to better make sense of what was happening to her, as being in
hospital was a confusing experience and she found medication "problematic”.

Ava speaks about having "lots of issues" that needed understanding and feeling very "angry"
and unpacking that in therapy. Ava speaks about her identity as Black and growing up with a
White family in a White area, and how this came with "complications”. Ava speaks about the
multiple losses she experienced, from a young age up until she was sectioned.
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Ava speaks about being sceptical about therapy offered from the community mental health
team at first. She disliked the questionnaires that she was required to fill in, particularly the
questions about ending her life. She thought these questions were extreme and inappropriate.
Ava speaks about being able to get through the first session and the questionnaires, and
recognising that she had a lot of "issues™ that she has previously "buried".

Ava compares her experience of therapy with what it was like when she was a child. She
shared that she was in and out of therapy as a child, but felt that a lot of the therapy was spent
with her outside of the room, "making things"”. Ava spoke about how as an adult, she had
more space to talk about what she had experienced.

Ava was first diagnosed over 10 years ago, and did not accept her diagnosis for about 5 years.
During this time she was in and out of hospital and on medication. When she came to terms
with the diagnosis she accepted support from psychologists. Ava shared that she had a period
of time after this of "wellness" and was able to do "normal stuff” such as get married, get a
career. She thought that her diagnosis had gone, and she would not need medication again.
For Ava when she became pregnant, she began to overextend herself and engaged in therapy
referred to her from the mother and baby unit.

Ava has had five therapists, she talks about her different experiences with three different
therapists. Ava speaks about her female therapist from the maternity unit. She shared that she
found it helpful for her to be female, because she found her sweet and nice. She said this was
helpful because they were talking about nurture and motherhood. Ava then goes on to talk
about a White European male therapist, who was not born in the UK. She shares that the
therapy was "weird", but she speaks fondly of the therapist. She said that he did not
understand her experiences as being British and Black, but was interested enough to find out
about her experiences and understand. Ava speaks about how helpful she found it that he
went "above and beyond" as he would visit her in hospital. Ava then speaks about her therapy
from the community mental health team. She shares that the therapist is more "solution
focused™ and practical. But she liked this aspect. She also remembers seeing the “Black
Lives Matter” lanyard around his neck and thinking that he may understand her trauma
related to racism.

Ava speaks about the helpfulness of therapy and being a big advocate of it. She shares that
she sees values in people working on themselves. However, she is less hopeful of how
therapy can help with the generational and current systemic barriers that Black people
experience which impacts their mental health. She thinks that the systems are not doing
enough, and Black people require family and friends advocating and supporting them when
they are struggling with their mental health.

Ava speaks about her own experiences with race, which are complex and traumatic. Ava
speaks about the BLM as being traumatic for her and her Black friends, because there was
heightened coverage of Black pain. It is unclear whether she has had a chance to unpick
these and think about these in therapy.

Tanya, female, 40 years old, Black British Caribbean
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Tanya had received therapy prior to receiving therapy from the community mental health
team, which was also in the NHS. As COVID hit, she had accessed therapy from her current
therapist via telephone and also joined a group. The therapy then ended, but she asked to be
referred again due to difficult experiences in relation to family members being unwell. Tanya
first got referred to the therapist via the occupational therapist, who she described as having a
positive relationship with. Tanya was currently having therapy, this was face to face but was
not in the team base. Tanya did not find her first experience of therapy helpful. Tanya had a
male therapist during her first experience and found him to be intimidating. Tanya shared that
she felt the male therapist was pushing to talk about experiences she was not ready to talk
about. Tanya's recent therapist was female, which has been helpful as she did not feel
intimidated by her. She valued being treated like an individual by the therapist, rather than
"just a number".

Tanya was a carer to a family member who also received support from mental health services
in the same NHS trust. Tanya shared that she had difficult experiences being a carer and
having negative experiences with staff. This has made opening up to the therapist more
complicated, as whilst therapy was confidential, Tanya worried that information would be
passed on to other members of the team. She shared that this has made her more reserved in
therapy, however she had been able to share and trust the therapist because they have a
positive relationship.

Tanya shared that she valued the support she got during COVID, and the group therapy.
Prior to her first experience of therapy, she did not really have any thoughts about therapy, as
she had not had to think about it. She had friends that worked in the Trust, which helped her
decide that it might be helpful for her. Tanya described her experience of having an
"episode™ as being frightening and was open to anything that would help her to not
experience it again.

Tanya shared that she had not found having a White therapist a barrier, and talked about
being able to disclose to the therapist. She shared that she was actually going to disclose a
cultural experience with her therapist during the next session, and was hopeful that whilst the
therapist may not have experienced the same thing, they would be open to listening and
trying to understand. Tanya shared that she had negative experiences with staff who
happened to be Black when a carer.

Tanya also felt that the Trust do not support and work with families as much as they claim to,
and usually work with just the individual. Tanya felt like she could only access services as a
carer or a service user, but there was a lack of consideration about service users who may also
be carers. Tanya shared that she felt that psychological services should offer therapy at a
timeline that suits the patient rather than suiting the service.

Joanne, female, 26 years old, British African.

Joanne had two experiences of therapy, both from the same team. Joanne was referred to
therapy by her care coordinator. Joanne had her therapy online, which she preferred because
she was quite nervous.

She hoped that therapy would help her with her anxiety and support with getting her out
more. In talking about the therapy Joanne first accessed,
Joanne was anxious about having therapy, but she was able to go ahead with it.
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Joanne found the techniques and tasks helpful in therapy such as the breathing exercise and a
task that supported her to go out. Joanne found therapy helpful as she was able to work on her
goal of managing her anxiety and getting out more.

Joanne did at times struggle with sharing information with the therapist, as she thought she
would have a panic attack if she did. In thinking about what would have helped in that
situation, Joanne shared that it would have been helpful for the therapist to help her with how
to overcome the panic attacks in those situations.

Joanne’s family were supportive of her going to therapy, and this helped her to go to therapy,
they were also helpful with supporting Joanne with some of the tasks outside of therapy.

Adam, male, 47 years old, Black African.

Adam received therapy a few times, but was not able to recall how many times. It sounded
like the focus of Adam's therapy was to think about his experiences of trauma, such as
flashbacks.

Adam was referred to therapy by his care coordinator, however he did not know what therapy
was, or what to expect from it. This was not explained to him until he got into the therapy
room.

Adam described the first session as being asked a lot of questions about his past, all the way
back to his childhood. Adam shared that at first he was a bit worried about sharing so much
with the therapist, however after the third or fifth session he began to feel more comfortable.
Adam described the therapist as being "nice" to him and friendly, which made him feel
comfortable to share.

Adam shared that it was important to him that the therapist listened and showed they cared
and were not just treating the therapy as something they do for an hour as a job. He said that
at times, it got "too deep”, in regard to talking about painful past experiences.

Adam said he found therapy "good" because it helped him with his thinking and feelings. He
said that it was helpful to get everything that was "inside, outside”. Adam was offered an
interpreter during his therapy, he accepted this before, but did not want this for his latest
experience of therapy. He said that it was the "same" either way.

Adam felt that it did not matter, what ethnic background the therapist came from, as he was
used to working with different people. Adam said he was crying when his therapy ended, but
he agreed that he no longer needed it. Adam found it painful to keep having to repeat his
experiences each time to a new therapist. He shared that it would be preferrable if he could
just have the same therapist each time.
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Appendix N
Individual transcript

This has been removed from the electronic copy.
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Appendix O
Theme development

Table demonstrates codes organised by each participant and touchpoint. Codes are highlight by the theme it was organised within.

Key
Accessibility
Therapy is good- helpful processes
Safet‘ and the theraieutic relationshiﬁ
Resources outside of therapy
Participant Touchpoints
Before Accessing  Structure of First Content of  Progress Relationship  Environ Ending Last Miscella-
therapy therapy therapy therapy therapy made in with therapists  -ment thoughts neous
session therapy
Marcus Referral Was ableto  Was open Early Two Described Would
via CMHT  access to it, prevention therapists- as “bitter- recomme
after therapy a perceivin  including Asian female, sweet”. nd
hospital. few times g the noticing Black female. therapy
Belief that ~ within same  therapists signs of Described both to others,
itwasthe  team as becoming as nice and as it was
“normal” including listening  unwell. understanding.

thing he after relapse. and



“had to
do”.

Friends
and family
were
supportive
of
accessing
therapy.

Psychologi
sts may be
better able
to
understand
based on
their

experience.

Was open
to therapy
to see
whether it
would
help.

Therapy
received
fortnightly,

face to face.

understan
ding led
to feeling
safe to
continue.

Learnt that
he would
have to not

put too
much stress
on his
mind,

Length of time
with them
allowed to
form trust and
disclose more.
Able to self-
disclose some
aspects of his
identity such
as faith which
overlapped
with his mental
health
experiences.
Some
disagreement
with therapist
about
interpretation
of this.

Psychologists
perceived as
experts who
have
knowledge and
experience that
friends and
family do not
have.

.

begun to
develop a
good
relationship
with
therapist.
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Leon

Always
held a
belief that
therapy is
beneficial.
Requested
it from

CMHT.

Face to face
and online.
Online was
helpful when
Leon was
struggling
with his
chronic
physical
health
condition.

Started
off as
sceptical
but open
to seeing
if it would
help.

They took
the time
to listen
and speak
to what
Leon
wanted
help with.
This was
perceived
as

Support
with
anxiety.

something
he was still
figuring out
how to do.

Did not talk
about racism.

Had a good
relationship
with therapist,
she listened
and he felt at
ease with her.

Did not think
race or gender
of therapist
made a
difference.




therapist
knowing
what they
were
talking
about.
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Jacob

Was
referred for
therapy by
nurse after
being in
hospital,
and was
told it
would help

Had therapy = Knew

online,
which was
good as
could access
from home.
Preferred
face to face
as he was

what to
expect
due to
already
having
had
therapy,
which led

How to
recover
from
psychosis
and
prevention

r

Did not feel
like he
needed to
bring
experiences
of race or
racism as
did not fit
with his
goal for
therapy.

Friends
were
supportive
with doing
the
homework
tasks with

him.

Felt he may

share more

with a male
therapist, who
may have a

different
understand
to a female

iﬁ

Feeling
safe in
the
environ
ment
led to
sharing
more
with

Felt happy
for it to
come to an
end as had
discussed
everything
he wanted
to discuss
with

b

Would
recomme
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Uncertai
nty as to
how else
therapy
could be
accessed
as had
only had
access



Different
reasons to
decline in
mental
health
each time,
which
linked to
goal in
therapy.

Prior to
having
therapy
though it
was for
richer
people.
After
having
therapy

with his
psychosis.
Had
previously
accessed
therapy.
Was open
to
accessing
therapy
after
having had
it before.

Few weeks
wait for
therapy.

worried his
family may
overhear.

him to
feel more
at ease
and open
up. Knew
what he
would
need to
share for
it to be
helpful to
him.
Laying
the
groundwo
rk and
getting to
know
each
other.
Knowing
that
informati
on would
be
confidenti
al led to
more
disclosure

Felt there was
not much
difference
between a
Black therapist
and a White
therapist,
although
would not
share his
experiences
with racism
with a White
therapist.

Therapist was
open and
friendly, led to
feeling okay to
share and not
worry about
being judged.

the
therapis
t.

therapist.
Had been
offered
group
therapy,
which he
thought
would be
good to
meet others.

nd it to
others
who
have
gone
through
similar
experien
ces and
would
tell them
to not
judge the
therapist
too
quickly
or think
they are
plotting
against
you.
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after
hospitali
sation.
Consider
ation of
accessin
g
privately
to avoid
waiting
lists and
have a
choice of
therapist.



Samuel

realised it
is for
everyone.
Decided
to take up

feeling
depressed

Losing a
job that
he was

enjoying

Face to face
sessions,
which were
anxiety-
provoking to
begin with.
Anxiety
reduced by
getting to
know the
psychologist

Due to

memory
difficultie
sstruggled
to answer.

Asked for
support in
increasing
motivation
confidence
and to not
allow
voices to
affect him
as much.

Perceived
psychologist as
helpful as he
was at good at
his job and
knowledgeable

Getting to
know the
psychologist
better, eased
anxiety.

Did not mind
about the race
and/or gender
of the
therapist- “I'm
not fussy”.

Therapist was
not forceful,
perception that
it should not
be forced on
anyone, people
to have a
choice.

Was proud
of attending
16 sessions
and had 2
left.

Would
recomme
nd to
other
Black
males
and
females,
as it
would
help
even if
not now
but in the
future.

Psycholo
gists
should
take the
time to
listen,
listen to
their
story,
and
understa
nd them.
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But after
having
accessed
therapy
Samuel
understoo
d the
process
better.

First few
sessions
were
about
how the
“conditio
n” was
affecting
Samuel.
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Elijah

UK a
stressful
place to
live.

Has been
accessing
mental
health
Services
for 25
years but
only
received
therapy 4

years ago.

Therapy was
once a week.
Mostly face
to face and a
few times
online. Did
not like
online as did
not want his
information
getting into
the wrong
hands.

“A lot of
questions
...I was
doing a
lot of
speaking”

Therapist
perceived as
“passive”.
Described
liking the
therapist, as
illustrated
concern for
Elijah.
Compared
relationship as
better than
with
psychiatrist, as
could express
anger.
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Spirituali
ty, art,
writing,
reading
and
smoking
weed as
other
ways of
coping.

Feeling
lonely
with lack
of
intellectu
al people
to talk to.

Reflectio
n on the
impact of
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cuts on
services
and
treatment



Dylan

Reluctant
at first as
did not
think he
had a
problem,
but his
mother
thought it
would be
helpful.

Therapist
showed
him a
video of
"mixed-

race
people
talking
about their
ethnicity".
Reflects
that this
would
have been
helpful
when he
was
younger.

Preference for
a White
woman, as felt
like he spoke
to other Black
family
members and
Black
girlfriend.
However, later
reflects that he
would find it
helpful to
speak to
another mixed-

race person
and male
therapist to get
their
erspective.

Preferre
dto
meet
for a
coffee
orina
ark.
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Dylan's
faith-
including
chanting
and
meditatio
n were
mentione
d as also
helping
him, and
a desire
to share
this with
the
therapist.



First time
accessing
therapy
and
requested
it.

Preference
for face to
face-
enjoyed
using the
trains and
coming in.

White female
therapist
listened and
was nice.
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although
strugglin
gto
make
these
friends in
London.
Did not
just want
to meet
with
other
people
who had
mental
health
difficulti
es.



Ava

Had
accessed
therapy on
multiple
occasions
across her
lifespan,
including
privately.
Initially
sister and
mother
recognised
she needed
help during
first
breakdown
Was
currently
accessing
couples
therapy
from the
community

Sceptical
at first.
Found the
questions
within
questionn
aires
extreme
and
inappropri
ate.

White
European male
— private
therapist,
therapy model
was perceived
as “weird” but
spoke fondly
of therapist
and how he
was the only
person who
saw her when
she was not
unwell. He
went above
and beyond.
He did not
understand her
experiences of
being a Black
female.

White female
therapist-

Spoke
about
the
importa
nce of
having
advoca
cy
when
hospital
ised in
mental
health
wards.
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Reflecte
don
importan
ce of her
job in
terms of
recovery.



mental
health.
team

maternity
ward. She was
friendly and
nurturing.

Male Asian
therapist —
CMHT- had a
Black lives
matter lanyard,
which
illustrated to
her that he
may
understand
those elements
of her trauma.

Therapists
brought
something
different which
seemed to be
what she
needed during
that time, and
all created
safety within
the
relationship
despite their
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Tanya

Referred
by care-
coordinator
and
occupation
al therapist
within
CMHT.
Had
accessed
therapy
before.

Prior to her
first
experience
of therapy,
she did not
really have
any
thoughts
about
therapy, as
she had not
had to
think about
it. She had
friends that
worked in
the Trust,

Therapy
currently
received
face to face
but
requested for
it not to be
in team base.

During
pandemic
received via
telephone.

gender and
race.

This
experience left
her thinking
she would
prefer a female
therapist.

Current
therapist-
White female.
Perceived as
nice, non-
threatening
and treated her
like an
individual. Felt
safe to explore
cultural
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This
led her
to feel
less
anxious
and
claustro
phobic.



Joanne

which
helped her
decide that
it might be
helpful for
her.

and was
open to
anything
that would
help her to
not
experience
it again.

Was told
about
therapy by
care co-
ordinator.
Felt
"anxiety"
about

Therapy was

on Teams,
which she
preferred

Talked
about
wellness
and
anxiety

Mother was
supportive
in doing the

experiences

with therapist.

Trusting
relationship

based on the
therapist not
judging and

continuity.

Had good

experience of
the therapists
as they helped

her with her
goal to
overcome

aspects of her
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starting but
went ahead
as wanted
to know if
it would
help.

tasks and
sharing that
it was good
for her.

anxiety. Did
not think
characteristics
of therapist
matter (gender
and race).

Would have

liked the
psychologist to
suggest a plan
on overcoming
this.
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Adam

Referred to
therapy by
his care-
coordinator
but he was
unsure
what it
was, and
what it was
for.

Use of
interpreter
for some
sessions.
Preferred
face to face
as he liked
to see the
person in
front of him

Recalled
them

asking a
history.
Adam
only felt
comfortab
le sharing
more
deeper
informati
on after a
few
sessions,
when he
felt he
could
trust the
therapist.

Discussion
about what
happened

to him and
flashbacks.

When Adam
perceived the
therapist as
nice, listening
and that they
really cared, he
felt
comfortable to
share.

Adam did not
think it
mattered what
gender or race
the therapist
was.

Adam was
sad about
the ending
and cried.
However he
was
comfortable
that it was
to end.
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Appendix P

Additional theme and pattern development
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Each narrative case summary was analysed using the questions in the headings to identify patterns within and across the narratives. Patterns were
compared to ideas from CRT.

Participant What was overall positioning towards Intersections between Reference to additional contexts
therapy? mental health and race, which impacted therapy
gender?

Marcus Therapy helpful for prevention and access Race and gender kept outside  Distrust of NHS led to distrust of
to experts. Took away tools and ability to  of therapy. Some elements of  psychologist/therapist.
seek help. faith brought to therapy. Therapy accessible and normalised by

mental health services and family.

Leon Therapy is beneficial. Different “types” of Race and gender, and other Distrust of NHS led to distrust of
therapy outside of NHS may allow for elements of therapy kept psychologist/therapist.
deeper exploration. Took away tools from  outside of therapy. Therapy perceived as accessible and
therapy. normalised.

Jacob Therapy is good. Private therapy allows Experiences of racism Distrust of NHS led to distrust of
more choice. Changed perception contributed to mental health ~ psychologist/therapist. Therapy
positively of who can access therapy. decline, but this experience perceived as only accessible through

felt only safe to share witha  hospital route (e.g. sectioned).
therapist that was not White.

Samuel Therapy was helpful, but “illness” makes  Experience of discrimination
it difficult to put into practice. that contributed to mental

health decline.
Elijah Therapy was helpful but continued feeling  Violent treatment from Distrust of NHS and other services

powerless.

mental health services as a
Black man. Anger towards
staff because of oppressive

impacted relationship with
psychologist/therapist.
Powerless within systems.
Racism as a chronic stressor.



Dylan

Ava

Tanya

Joanne

Adam

Therapy was helping but would prefer to
speak to a friend.

Therapy was helpful across different life
stages. Disconnect as to whether it can
help with systemic racism.

Therapy was helpful with the right
therapist match.

Therapy helpful for anxiety. Anxiety
made it hard to self-disclose.

Therapy was good but trust in the therapist
takes time.

treatment towards him (Black
rage?).

Violent treatment from
mental health services as a
Black man.

Experiences of racism
contributed to mental health
decline.

Staying strong until
“breakdown” as a form of
coping — similarities with
“Strong Black woman” trope.
Feelings of anger — Black
rage?, which only safe to
process in therapy.

Bottling up of emotions as a
form of coping- similarities
with “Strong Black woman”
trope.

Intersection of being a carer
and service user.

Imbalance of power between
Black woman- White male
therapist.

Race and gender kept out of
therapy.
Race and gender kept out of
therapy.
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Distrust of NHS led to distrust of
psychologist/therapist.
Racism as a chronic stressor.

Painful impact of George Floyd’s
murder on Ava and friends.
Racism as a chronic stressor.

Distrust of NHS led to distrust of
psychologist/therapist.

Distrust of psychologist/therapist
initially which impacted sharing of
information.



