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Thesis Abstract

This thesis focuses on the experiences of managing psychological wellbeing for Black
people. The literature review explored the role of masculinity within the management of
mental health and help seeking for Black males. The empirical paper focuses on the

experience of inpatient mental health care for Black patients.

Section one details the systematic search of literature across four databases: PsycINFO,
MEDLINE, CINAHL, Academic Search Ultimate; the search returned five eligible studies
for inclusion. This paper highlighted the pressure to conform to masculine norms and the
fractured relationship with Black communities and healthcare professionals. Future research
should focus on developing these relationships to encourage engagement with healthcare

professionals and services.

Section two outlines an empirical study which aimed to explore the role of racial
discrimination within the experience of inpatient mental health care for Black patients. Six
individuals took part in semi-structured interviews and data was analysed using Interpretative
Phenomenological Analysis. Four themes were identified: (1) Loss of freedom and getting
stuck; (2) The clash of spirituality, religion and mental health — suppressed by medication and
losing identity; (3) The relationship with staff, and (4) Being Black changes things. Findings
suggest that restriction, relationships with staff, conflicting agendas, and race and ethnicity
were salient factors. This research contributes to literature exploring the experiences of

detention for Black people.

Section three critically appraises sections one and two, including personal reflections,

limitations, and clinical implications.
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Abstract

There is a high prevalence of mental illness among Black men, yet low rates of
service utilisation. Race and masculinity have been identified as significant factors preventing
black men seeking mental health support. The aim of this review was to identify and
synthesise qualitative research exploring Black men’s experiences of navigating mental
health and masculinity in order to understand the role as a barrier to help-seeking.
PsychINFO, MEDLINE, CINAHL, and Academic Search Ultimate were searched
systematically for eligible studies, using terms relating to Black males, masculinity, and
mental health. Qualitative studies that explored masculinity within Black men’s mental health
were included, five studies were included in the final review. Studies were analysed using
Britten et al.’s (2002) approach to Noblit and Hare’s (1988) meta-ethnographic method of
meta-synthesis. The findings provide some insight into the nuances of masculinity for Black
men and the importance of fostering relationships with communities to shift existing
narratives that are perpetuating stigmas that are keeping healthcare professionals at a distance
from the Black community, and subsequently perpetuating reasons why Black men do not

access healthcare services.

Keywords: Black males; Masculinity; Mental Health
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Introduction

Mental health is an issue posing significant concern to public health (Al-Sharifi,
2015). Since 2018, there has been a significant increase in the rates of suicide, primarily
among males, with rates at their highest in 2023, since 1999 (Office of National Statistics
[ONS], 2024). Research has revealed that on average men are less knowledgeable about
mental health, hold more negative attitudes about mental health, and are less likely than
women to seek support when feeling worried or low in mood (Addis & Mabhalik, 2003; Mind,
2020; National Institute of Mental Health [NIMH], 2020). This finding has been observed
across the globe and across differing racial and ethnic groups (Addis & Mabhalik, 2003;
Richardson et al., 2021). Consequently, over recent years there has been an increased focus
on outreach to males that experience mental health difficulties to encourage their engagement

with services and to prevent suicide.

Healthcare disparities for individuals from minority ethnic groups have been
highlighted by global events. For example, during the COVID-19 pandemic, the Black
populations in some countries were noted to have infection and death rates between three and
six times than those of predominantly White communities (Andraska et al., 2021). The
pandemic exposed and exacerbated pre-existing racial and socio-economic disparities that
affect health outcomes for individuals of minority ethnic groups (Keys et al., 2021; Marmot,
2020). Additionally, the Black Lives Matter (BLM) social movement also drew attention to
the wider disparities across multiple sectors and public services, and the discrimination

present within social communities.

Several studies have explored disparities within mental health. A systematic review of
UK studies revealed that there is a particularly high prevalence of mental illness among Black

populations in the UK, with higher rates of psychosis compared to the reference population in
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England (Halvorsrud et al., 2019) and formal psychiatric treatment detained under the Mental
Health Act (MHA) for Black people (Barnett et al., 2019; NHS Digital, 2019). However, the
use of outpatient mental health services is significantly lower for Black men than Black
women, and compared to men of other races (Neighbors et al., 2007; Sellers et al., 2009;
Williams & Cabrera-Nguyhen, 2016), and studies report that only 26.4% of Black men are
likely to seek support when exhibiting symptoms of psychological distress (Blumberg et al.,
2015). However, their rates of detention under the MHA are amongst the highest (Barnett et
al., 2019) with Black males being four times more likely to be detained than their White
counterparts (Singh et al., 2007). This is concerning, as access to outpatient services might

prevent the need for detention and the development of more serious mental health difficulties.

Research has identified inequalities in access to resources and services for individuals
from minority ethnic groups (Bhui et al., 2007; Memon et al., 2016; Singh et al., 2007).
Multiple factors have been identified that act as barriers to this group accessing support,
including socioeconomic status, racism, religious beliefs, masculinity, and a lack of
awareness of the need for support (Cheatham et al., 2008). There have been various initiatives
to address these issues. For example, the United Kingdom (UK) has implemented a national
commitment to prioritise suicide prevention as part of the National Health Service (NHS)
long-term plan, which includes a focus on improving access and outcomes for people from
minority ethnic groups (NHS, 2019). Additionally, in 2020, NHS England launched the Race
and Health Observatory, aiming to address the health inequalities for patients and
communities (Hunt et al., 2021). Therefore, it is important to understand the nuances of

factors within these communities that constrain or impede engagement with services.

It is argued that not feeling able to access these community or outpatient resources
when problems arise is not only problematic for the individual needing support, but can also

result in an additional burden being placed on an already overstretched and pressured
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healthcare system when escalated care and resources are then required (White et al., 2011;
Yousaf et al., 2015). In 2021, the UK Government acknowledged the systemic issues within
the wider mental healthcare system and committed to reforming the MHA to overcome these
inequalities and disparities affecting Black men; however, unfortunately these have been on
hold. Despite this, it is of the utmost importance that conversations continue to encourage
supporting Black males to engage with services for their mental health so that there is
opportunity for early intervention and prevention of escalation in symptoms, distress, risk and

subsequent detention.

Exploring the concept of masculinity allows the researcher to vicariously investigate
other influencing factors such as socioeconomic resource and limited awareness via the lens
of masculinity to obtain a rich perspective Black men’s experiences. It has been argued that
for males, societal pressures and expectations to conform to masculine norms make help-
seeking difficult (Moller-Leimkuhler, 2002). There is a commonly-held perception that if a
man needs support to manage his wellbeing, then he lacks masculinity, which is prominent
belief among men of all races; however, this is often more prevalent within minority groups

(Cadaret & Speight, 2018; Ward & Besson, 2013).

‘Masculinity’ is a social construct, defined by Levant et al. (2013) as, “Beliefs about
the importance of men adhering to traditional norms for male behaviour (p. 393)”. However,
it has been argued that societal perceptions of masculinity are based on a set of norms
associated with White, heterosexual and able-bodied men (Coleman-Kirumba et al., 2023;
Luisi et al., 2020). Characteristics of masculinity include physical control, heterosexuality,
emotional stoicism, avoidance of femininity, occupational success, and being a family
provider and protector (Cofield, 2023; Coleman-Kirumba et al., 2023; Hooks, 2004).
However, these characteristics do not fully reflect the experiences for those of different

cultures or racial ethnicities where the concept of masculinity may hold additional definitions
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and responsibilities. This is particularly true for Black men, whose understanding of
masculinity contends with hegemonic masculinity due to anti-Black social norms (Young,
2021), and as such, these experiences have been conceptualised by social theorists as ‘Black
masculinity’ (Mutua, 2000; Ferber, 2006). The construct of Black masculinity means
navigating both expectations within the community, and against stereotypes outside the

community.

Previous research has identified race and masculinity as significant factors relating to
Black men seeking mental health support that need to be explored further to understand why
or how they act as barriers to help-seeking (Cofield, 2023; Coleman-Kirumba et al., 2023;
Shannon, 2023). Although some attention has been given to these concerns, there is a need to
obtain a richer understanding that can be used to adapt services to better meet the needs of the

population they mean to serve.

The aim of this review is to identify and synthesise qualitative research exploring
Black men’s experiences of navigating mental health and masculinity in order to understand
the role of masculinity and the nuances within this construct for this group, as a barrier to
help-seeking. The findings of studies that explore these experiences will enable the
identification of key learning points for healthcare professionals working with this population

and provide recommendations for further research in this area.

Materials and Method

Design

This is a systematic review and meta-synthesis of qualitative research with the aim of

exploring the role of Black masculinity within mental health. The review followed the
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Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines

to ensure a thorough methodological process (Figure 1).

Search Strategy

An initial scoping of the literature was conducted using OneSearch to support the
development and refinement of the research question for the review, and sculpt the research
aims. The process of defining appropriately sensitive search terms was assisted by an
academic faculty librarian; search terms were chosen were key words relating to masculinity,
Black males and psychological functioning, and subject headings were also explored to
identify additional search terms that could be included to refine the search for relevant
papers. In order to find all the literature that could relate to the research question, the search
terms were clustered and where appropriate, truncated, using the Boolean operators “OR” and
“AND”. Separate searches for each string were conducted initially before being combined
using the ‘AND’ Boolean operator, to find all relevant literature. No limiters were set within
the search (Appendix 1-A). Searches were carried out in December 2023 using EBSCOHost
(including PsychINFO, MEDLINE, CINAHL, and Academic Search Ultimate); these
databases were selected following guidance from the academic faculty librarian, and felt to be
appropriate sources for literature pertaining to the topic and relevant healthcare research.
Search results were exported to Endnote for deduplication and initial screening. In total, 945
results were generated by database searches. Following screening and selection, five studies

met the criteria.

Screening and Selection

Screening and selection were completed using a stepped process according to PRISMA
guidelines. Results were filtered by excluding papers that were not relevant to the review.

Papers were considered suitable if they met the following inclusion criteria:
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e Participants were Black male adults

¢ Qualitative primary research papers, written in English

e Explored the concept of masculinity from the participants perspective within the
research

e Included discussions of mental health, psychological functioning and wellbeing.

Further filtration was conducted by screening titles and abstracts before proceeding to
full text. References of the relevant literature were also screened for any additionally

relevant literature to be included within the review.

The inclusion criteria for research within this review required that the literature was
analysed using qualitative methods, exploring Black masculinity. If studies did not
exclusively focus on the demographic of interest, they were still included if data within the
findings relating to the topic were appropriately distinguishable. Qualitative research was
sought as the researcher aims to explore individuals experiences, and this method of research

will allow for a richer form of data to be analysed.

The exclusion criteria for this screening process disregarded literature that referred to

physical health rather than mental health. Research that was quantitative was also excluded.

Final included papers for the review included studies that used exploratory research
designs such as the use of semi-structured interviews and focus groups, qualitatively analysed
to draw out themes. The limited research available serves to highlight that despite awareness
of the concerns, this topic remains scarcely under-researched. The majority of the research
used populations from the United States (US). Due to the small number of eligible studies,
the author included dissertations that also met the inclusion criteria. Two of the sample of
papers fell within this category but were not published, highlighting the limited research into

this under-researched population.
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[Insert table 1.1]

Quality Appraisal

Following the completion of the screening and selection process, the final five
included studies were appraised using the Critical Skills Appraisal Programme (CASP) tool
(Critical Appraisal Programme, 2018) to support the evaluation of strengths and weaknesses
of identified literature by reviewing the credibility, rigour, and relevance of the research.
These principles are seen as underpinning the quality of qualitative research (Spencer &

Ritchie, 2012).

This checklist is the most commonly used for reviews using meta-synthesis within
healthcare research (Sattar et al., 2021). Additionally, the CASP tool is a recommended
critical appraisal tool for qualitative studies and recommended for novel qualitative
researchers. The CASP checklists consists of ten questions; the first two are screening
questions to ensure the studies meet the basic criteria for inclusion. The following eight
questions are then scored across three sections: ‘Are the results valid?’, “What are the
results?’, and ‘Will the results help locally?’ The questions are answered as ‘Yes’, ‘No’, or
‘Can’t tell’. A three-point scoring system introduced by Duggleby et al. (2010) was assigned
to the responses, 1 — indicating weak; 2 — indicating moderate; 3 — indicating strong. Scores
were then totalled for each study, where a maximum possible score was 24 (Duggleby et al.,
2010). Dissertations included may have scored higher that the published articles, as it was
possible that information from some of the articles had been removed to adhere to journal
formatting and word limits, thus not available for quality assessment. No papers were
excluded from this review based on the CASP ratings. Rather, the ratings provided a basis to
consider the strengths and limitations of the findings, methodology and ethical

considerations, subsequently influencing how much weight the findings of the papers



MASCULINITY WITHIN BLACK MEN’S MENTAL HEALTH 1-10

contributed to the development of the themes. A summary of the CASP ratings of the five

studies is provided in Table 1.2.

[Insert Table 1.2]

Synthesis

The findings from the five included studies were analysed using Britten et al.’s (2002)
approach to Noblit and Hare’s (1988) meta-ethnographic method of meta-synthesis. Meta-
synthesis was chosen as the approach can enable the researcher to unveil themes across
papers that are not identified within individual studies and thus has the potential to yield new
information and interpretation within the research topic. Noblit and Hare’s method is a meta-
ethnography approach for synthesising qualitative studies; it aims to enable the researcher to
identify, interpret, compare and synthesise a range of concepts whilst preserving the
relationship and meaning between them through the seven stages of analysis (Britten et al.,
2002): deciding what is relevant; reading the studies; determining how the studies are related;
translating the studies into one another; synthesising the translations; and expressing the
synthesis. Britten et al.’s approach was applied to support the development of first and second
order constructs with the aim of allowing the researcher to better identify constructs within
each paper. Data included in the synthesis was that reported as either ‘findings’ or ‘results’
within the identified articles. If the research did not exclusively address the aims of the
review, only elements of the findings that did relate to the aims of the review, and met the

inclusion criteria, were used.

The meta-ethnography collated the experiences of 88 participants as stated within the
five studies. All five studies were read, and re-read, to identify first and second order
constructs, in line with Britten et al.’s (2002) approach. First order constructs are defined as

direct quotes from the participants within the study, and second order constructs as the
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author’s interpretations of the data. Both first and second order constructs were analysed
together to support the stage of translating the studies into one another. Third order constructs
were developed by the reviewer as a representation of the first and second order constructs
from the included research papers in the review. The interpretations were continuously
revised as each paper was reviewed in order to stay true to the language and expressions of
the original papers. All first and second order constructs were logged in an Excel spreadsheet
and were then grouped together by concept and amalgamated to form the basis of the third
order constructs (see Appendix 1-C). Four themes were generated through the analysis: The
rules and expectations of masculinity; Mental health is not discussed in the Black
community; The need to feel safe (through connection); and Coping strategies that help, but

hinder.

Reflexivity

This synthesis specifically attends to the research exploring qualitative experiences of
mental health for Black men, focussing on the role of Black masculinity. It was conducted by
a Trainee Clinical Psychologist who identifies with parts of the literature, and has
relationships to individuals who may have had similar experiences to participants within the
studies. Therefore, it is possible that the aspect of the researcher’s identity has informed the
way the data were analysed; this review should be interpreted critically in light of this. See

the critical appraisal paper for further discussion around this.

Results

Theme 1: The rules and expectations of masculinity.

This theme related to the power of the construct of ‘masculinity’. Men across the

included research expressed that masculinity was a social construct with rigid expectations
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that carried responsibilities, but also afforded them power and influence. However,

conformity to masculine ideals had consequences.

Black males in Robinson-Perez (2019)’s study described the expectation that they
bear the role of provider and protector for their families. They acknowledged how the
expectation to take up this role was assigned to them at birth because they were born male.
“It's like the stigma when you're born, being the man of the house, being the provider” (Page
133). Participants in Watts & Bentley (2021)’s study expressed similar family roles that were

expected of them as males.

The way masculinity has been ingrained or indoctrinated in us is that you're strong.
You exert leadership. You're a protector. You're a provider. You're supposed to have a
family... care for your family. You're supposed to leave a legacy for that family... it's

what each person has been taught throughout their childhood (Page 159-160).

Participants across studies reported that the social construct of masculinity expects
men to be responsible leaders and act “tough” and “macho” at all times (Watts & Bentley,
2021). “You have to be strong. You have to be the man of the house, you can't really show

weakness” (Williams et al., 2022, p. 1169).

Men expressed how these stereotypes provided them with a sense of safety in how
they can navigate the world with ease, compared to female counterparts. “Society is a little
easier on me” (Brassel et al., 2022, p. 334). However, Black men within Brassel et al.’s
(2020) study felt there were limitations to this due to their race; expressing that they
experienced these benefits only in comparison with Black women, not White women. This
could be thought of as a racially gendered hierarchy where White men dominate, followed by

White women, then Black men, and finally, Black women.



MASCULINITY WITHIN BLACK MEN’S MENTAL HEALTH 1-13

Participants also expressed how they enjoyed taking on responsibilities and being
relied upon by others, as it made them feel respected and provided positive personal
outcomes such as growth and maturity: “I like responsibility... you can do nothin' but grow
from that” (Brassel et al., 2020, p.332). However, along with the positive benefits of
masculinity, participants also described negative consequences. Men spoke of the expectation
that they must remain strong and able to provide for and take care of others at all times,
despite the associated costs: “As a man you take care of business, no matter what that may
entail or how much you don't want to” (Brassel et al., 2020, p. 332). Black men specifically
discussed how their responsibility for others extended beyond their immediate family, to their
communities. This then increased the pressure of needing to ensure they acted

‘appropriately’, because the consequences of not doing so had a wider impact.

So once you, as a man, try to deny your manhood... you letting down not only
yourself but all the other people around you in the sphere of your influence... you
have a lot of power and if you abuse that power it's gonna trickle down and affect the

lives of other people whether you realise it or not (Brassel et al., 2020, p.332).

Behaviours were said to be ‘policed’ by others as a means of measuring whether men
were indeed behaving in accordance with the ‘rules’ of masculinity. If it was perceived that
they were not, they felt at risk of being devalued, viewed as weak, and not respected by

others.

We're always told that Black men can't be vulnerable. Men can't express and we can't
want love. We want love. Men want love and so because of how we're taught by
society, we think that you can't want those things. If you do want those things then

you look weak, and so you can't show any emotions (Cofield, 2022, p. 64).
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These rules meant that men across the studies felt unable to engage in emotional

expression or seek help for any experienced stressors.

This theme highlights that the automatic assignment of societal expectations for males
to be ‘masculine’ and take on responsibilities for others, constrains them. These expectations
encourage the supressing of their needs and do not permit emotional expression without the
threat of losing social capital i.e. theoretical and physical resources to enable successful
functioning in society. It recognises the societal pressures that are constraining men and the
juxtaposition of men being perceived as powerful members of society, whilst essentially
being powerless to the construct of masculinity. It also highlights that for Black men there is
an additional pressure to represent the Black community, therefore, perhaps the threat to

social capital is greater due to the fear of further oppression in addition to race.

Theme 2: Mental health is not discussed in the Black community.

This theme represented Black men’s perspectives about conversations relating to
mental health within their community and the societal attitudes that exist in relation to

expressing their worries or struggles.

Men highlighted that mental health is not a topic of conversation within their
households or amongst friends. One participant in William et al.’s (2022) study

acknowledged that stigma about mental health still exists within the Black community.

I just feel like there's a stigma when it comes to Black men showing their emotions. I
feel like the second something like mental health comes up, everybody kind of shies
away from speaking up. So, I don't think... I feel like these types of conversations

don't really come up in the Black, male community (page 1169).

Participants described how the stigma reinforces the narrative to “keep it in, and man

up”, dissuading males from feeling able to discuss their worries due to fears of appearing
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weak (Williams et al., 2022). Men noted this to be the primary reason emotions are not

expressed.

You've got to be a man about it or you gotta man up. That's one of the things that
stops people from showing emotion, because it's emasculating, I guess and you'll be
viewed less of a man. And in their head, they won’t have as much respect if you show

emotion (Williams et al., 2022, p. 1169).

Others attributed the difficulties for men being due to the lack of modelling of how to

appropriately express emotion and be vulnerable.

Most Black men don't usually have a father figure or a father figure that teaches them
how to be vulnerable, because it's seen as feminine so talking about your feelings equates to
being feminine... Not having that figure to show you healthy coping of how to discuss

certain topics... it's hard” (Robinson-Perez, 2019, p. 133).

Expressing emotions was seen as a feminine trait, that if Black men show emotion
they are deemed less of a man and are at risk of losing the respect of other members in their
community. Men spoke of how acting anything outside of the expected behaviour of a Black

man would jeopardise how they are seen by Black women.

You show anything that's not like hyper strong, hyper tough, hyper emotionless then
you're not a man. That's feminine (...) When Black men tend to exude things that
society has deemed to be feminine or Black women deem to be feminine you really
get talked about to the point where you get shamed for doing it. He can't ask for help.

His struggles must be kept secret (Cofield, 2022, p.64)

Some males highlighted that they felt the lack of conversation about mental health

was a result of cultural and generational expectations within their families:
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There’s no discussions. Mainly for me, within family, I can't speak the same for a lot
of Africans, but I'm from Ghana, and with the old generation, mental health doesn't
really exist, because they just say 'my parents pushed through it' so they use that as a
basis like, 'if we can do it, you shouldn't be having these problems' but it doesn't work

like that for everybody (Williams et al., 2022, p. 1169).

Men felt that the older generation remained dismissive of mental health and the idea
of seeking therapy: “The older generation, the older Black generation especially, I think they
still think therapy just means you're crazy” (Cofield, 2022, p. 69). Participants described
beliefs that therapy is not accessible for them, and that difficulties should be kept ‘in house’,
explaining how seeking therapy was not encouraged and the consequences of how they

would be perceived and treated by the community if they did.

Therapy was never an option for me (...) If you're a Black man and you're raised by
Black parents and you're in a Black community it almost seems like something's
wrong with you. Like something not right in your mind that caused you to want to go
to therapy and people treat you differently because you choose to go to therapy

(Cofield, 2022, p.68).

This theme highlights the narratives that are presented within families and the wider
cultural scripts that lead to the perpetuation of Black men feeling unable to step outside these
expectations without the fear of being judged. Additionally, men also did not know how to
express their emotions because they had also not been given safe spaces to understand the
spectrum of emotions “Emotional language isn't something [Black] men are encouraged nor
do we get so we don't know how to express ourselves. It's either rage or love” (Cofield, 2022,
p.65). This demonstrates the constricted ways men feel able to express themselves that does

not put them at risk of devaluation. This theme also provides some insight into the
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perceptions of mental health for older generations, and the resistance that remains as the
stigma shifts beyond their experiences and generation. As society increases its efforts to
reduce the stigma associated with mental health, there may be additional efforts required to
support generations that have endured difficult experiences without the acceptance from
others of being able to discuss these. Additionally, It could be suggested that therapy is
somewhat of a taboo topic within the Black community; one participant highlighted that
therapy, as a source of help was never discussed “Nobody ever mentioned therapy growing
up. Ever. For a lot of my life, it wasn't even a thought” (Cofield, 2022, p.69). These
conversations, or lack of, perpetuate the belief that matters should be managed within their
internal systems. “We feel like we're all family and we can support each other. We're all we
got. We don't need anybody from the outside” (Cofield, 2022, p. 68). They have trust within
their families and community, whereas there is little evidence of trusting healthcare

professionals to be able to support them appropriately and fairly, and thus to be of any help.

Theme 3: The need to feel safe (through connection)

This theme reflects Black men’s need to feel safe, and have connection with others

who can relate to them, so that they can feel supported.

Men highlighted that they can often be one of a few Black people in spaces and how
this can be anxiety provoking for them, feeling as though they “stick out”. Participants in the
Robinson-Perez (2019) study discussed how they would be conscious of their interactions

with others and their environment:

I was the only person of colour when I joined, so it's like that kind of thing in every
space that I've started out in, yeah like, every space that I've wanted to be in. I've had
to be like the 'only' person of colour... so I’ve been very aware of my surroundings...

not like wanting to say the wrong thing or go the wrong way. (Page 96)
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These feelings instilled a desire to connect with others who they could relate to as this

enabled them to feel safe and validated.

The community of campus that I've joined, friend groups, have been nothing but
supportive, we have no other choice to be supportive of each other. In the grand
scheme of things, when I am with my group, I don't feel like I stick out. (Robinson-

Perez., 2019, p. 96)

Becoming part of a community provided a space for individuals to feel supported by
people who perhaps shared an understanding of their experiences. However, participants

expressed that support felt limited to the realms of their community:

I still feel I've been supported that leaves me better off than most. But it’s only in the
Black community that I feel the most support, so in that I still feel that though... I am
kind of a successful student I still feel that I am limited to just my community, so
when I step away from people of colour, I still feel that no one supports me in that

realm, in the way. (Robinson-Perez, 2019, p. 100-101)

This speaks to Black men’s concerns that outside of the Black community there is no

support, which may influence their motivation to seek support outside of their community.

Black men had an awareness that therapists are predominantly White, Black men in
Watts & Bentley (2021)’s study noted that it was difficult to feel comfortable in situations
where the person they had approached for help did not understand their experiences with

respect to their identity:

I've had a few therapy sessions where I've definitely had to walk them through what it
means to navigate this life of being a Black male and then on top of that a gay Black
male, and that's not their fault. But at the same time, it's not my fault if I’'m seeking

help to go to a person who doesn't really know how to help me (Page 165)
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Participants described unhelpful experiences with White therapists, leading to a racial
distrust: “I don't want a White man. I've done that, I done it twice, it was terrible both times,
or not terrible but just not helpful” (Cofield, p. 72). One man expressed that he did not feel

understood by White therapists and this resulted in disengagement.

I came there open but it was just reminders to stay in your place boy, 'I'm big you're
small. I'm right you're wrong. White is right and Black is wack'(...) I just was like, you
don't get it. You don't get me, you don't get us and I think that's why it impacted my

decision to not continue therapy (Cofield, 2022, p. 76).

Black men highlighted that racism contributes to some of their problems and how the

need to explain these experiences and the impact was also a deterrent for therapy.

Racism has definitely contributed a lot to the stress that I have (...) If I'm trying to talk
about my mental health and things that are stressing me but then I also have to explain
or feel like I have to explain what racism feels like then I feel like what's the point

(Cofield, 2022, p. 74).

Racial difference in therapists appeared to be a significant factor affecting the
decision to engage in therapy. Participants emphasised a desire to see representation, and a
preference for engaging with someone who may be likely to understand their concerns:
“Representation does matter whether they're white-washed or not (...) a lot of times its easier
coming from somebody who looks like you” (Cofield, 2022, p. 87). This suggests that the
lack of representation in healthcare professionals may be acting as a barrier for Black men to

seek support and feel safe enough to share their experiences and feel understood.

Theme 4: Coping Strategies that help, but hinder
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This theme identifies the coping strategies that Black men have employed to manage
their concerns or worries, and the resources they utilise for support as opposed to emotional

expression.

Coping mechanisms varied across participants, some men described avoiding or
denying acknowledgement of any concerns relating to their mental health by masking e.g.
minimising their mood if others asked, and presenting with a pleasant demeanour: “I feel like
no matter what's going on, you might put on a bright face, but you deal with it internally, so
you won't really show it physically” (Williams et al., 2022, p. 1171). One participant shared
that their reason for masking was to maintain a sense of pride: “Sometimes I put a smile on
my face when I go out, but internally I just feel depressed and I don't want to say that I'm sad,
because of probably pride, and that's not good” (Williams et al (2022), Page 1171). In
Robinson-Perez (2019)’s study, one participant spoke of becoming detached but trying to
rationalise and empathise with the behaviour of others as a means of protecting themselves
and managing emotions from stressors, “I kind of detach myself and go into the third person
perspective and think about what led them up to this point, kind of thinking about that and
trying to rationalise what they are even doing and then you almost start feeling sorry for

them” (Page 143).

Men described a sense of helplessness and hopelessness about their stressors, and
feeling as though there would be little point in sharing their problems because nothing could
be done to change the situation, “I keep it (feelings) bottled up because I feel like there is
nothing, I can do to change it.” (Robinson-Perez., 2019, p. 144). A similar thread was
highlighted in Cofield (2022): “we're not set up or taught or it's not made acceptable to ask
for help or to look out for help. We just deal with it and keep pushing just because we've had
to do that since we got here, pretty much” (Page 67). Men also expressed a lack of being

modelled how to communicate emotions as a strategy for coping with adversities.
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There's never been a point in my life where I have actively practiced just being open
and just open communication about my emotions, my feels [or] my thoughts. Never in
my life and I think that ties into like my perception of growing up of Black
masculinity. I've never witnessed my uncles and never witnessed any male figures in
my life just like openly communicating about their emotional wellbeing [or] their

feelings. It was never, never a thing (Cofield, 2022, p. 67).

Participants often sought help through the church and prayer, and referenced leaning
on their faith to eliminate their problems: “Growing up in church all my life it was just like
you pray, you leave it at the altar [and] you let God worry about it” (Cofield, 2022, p. 68).
Similar views were expressed in Robinson-Perez (2019): “I mean I guess in terms of coping
mechanism a lot of them are similar to me, but my faith is really important to me, so prayer,

believing that God would take care of everything” (Page 151).

Participants in Robinson-Perez (2019)’s study discussed their use of self-care to
manage their mental wellbeing: “I'm more self-motivated, sometimes I like to go to the gym,
or I go play ball or I go hang out with friends which is basically my thing” (Page 151).
Participants also highlighted positive affirmations and managing appearances as a strategy to

maintain their wellbeing.

I'd say positive affirmations are really good you know, being as intentional as you can
as you know filling your mind with positive thoughts you know what you think is
what you become I’d say. I try to do as much as I can trying to like dress nice, like if
you feel good, you look good trying to kind of manifest that on myself (Robinson-

Perez., 2019, p. 151).

This theme represents the alternative strategies men are employing to manage their

mental wellbeing without the use of emotional expression. Many of the mechanisms
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discussed demonstrate the concept that problems are not shared with others, and men feel
they are left to manage their distress themselves. One participant stated, “it's up to myself to
take care of myself in a way that I know is beneficial for me physically and mentally”
(Robinson-Perez., 2019, p.151). This theme highlights that despite the limited emotional
language and expression utilised by men, there is some degree to which they are attuned to
the state of their mental wellbeing. Despite the constraints by the norms of Black masculinity
and it acting as a barrier to emotional expression and help-seeking, these strategies appear to
fit with the cultural expectations of Black masculinity and offer some practical coping
strategies. However, for those that ignore, avoid or suppress their feelings, there remains a
concern about how long they are able to continue in that way before their mental state

worsens.

Discussion

This review synthesised five studies, developing four themes representing the
experience of Black masculinity as a barrier to help-seeking for Black men. The first theme
shows how Black men understand the social construct of masculinity and starts to highlight
some of the differences between masculinity and Black masculinity. Black men emphasised
their additional load of responsibility to be a man who protects and provides not only for his
family, but also acts as a role model and leader to younger generations of the Black
community. Men also emphasised the pressure that comes with conforming to masculine
traits and the threat that they face if their masculinity is not recognised by others, with a
perception that this would devalue their identity and come at a cost to their social capital,

limiting their ability to be successful.

In the second theme, Black men highlighted the lack of conversation about mental

health within the Black community and a discomfort for others when difficulties relating to
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mental health came up. It was noted that people would tend to distance themselves from those
facing difficulties rather than be drawn in to support. Lack of social support has been shown
to be an important factor in the development of mental health difficulties (Brewin et al.,
2000; Harandi et al., 2017; Turner & Brown, 2010). Reasons for this were not identified
within this current review, but it could be hypothesised that there is a lack of understanding
within the community if mental health is not openly discussed, and therefore people do not
know how to appropriately support someone, and so, disengage. Alternatively, as participants
expressed, others may be enacting their fears by perceiving the individual as ‘lesser than’,
and not wanting to associate with them. It could be suggested that the enactment of this
behaviour also contributes to Black men not feeling able to discuss their mental health
challenges amongst their community due to fear that disclosure would push people away and

they would subsequently be left or feel rejected.

Participants within the review also commented that there remains stigma about mental
health within their communities, and that it is particularly recognisable within the older
generations. It was suggested that struggle and difficulties are seen as an inevitable
experience among the Black community because of what previous generations have endured.
This is likely a reference to experiences of racism and discrimination and therefore may hold
expectations that life will have hardships and one must ‘get on with it’ because they did and
got through it with limited support. Men discussed having limited modelling from their elders
and peers of being vulnerable and using emotional language to express themselves and their
difficulties, which again reinforced the narrative that Black men should be able to tolerate any
distress and suppress their feelings. It is important to reflect on the need for men not only to
see emotional vulnerability expressed by the males around them but also to see emotional
vulnerability being accepted by others within their community without fear of judgement,

depreciation, shame or rejection.
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What is emphasised throughout the review is that Black men feel limited by the
constraints of masculinity. The construct of Black masculinity does not permit emotional
vulnerability and encourages emotional stoicism, encouraging the sentiment “man up”, which
is ultimately silencing of men’s struggles. Feeling vulnerable may be incongruent with their
expectations of themselves, thus is a threat to their self-image and identity. It is important to
hold in mind that in a world where Black people have experienced oppression, even the
possibility of being relegated may feel even more threatening, the fear of losing respect or
status from others because they have had to work harder to get it in the first instance. Respect
could be perceived as a social currency that allows Black men to navigate spaces with some
equity that enables them to have opportunities to be successful, and as a moderator to

experiencing further oppression.

Black men described how they could often be one of few Black people in spaces,
driving a need to find their community within these spaces to feel validated. This links to the
theme of ‘needing to feel safe’ as Black men feel that they do not fit in, and this was a
valuable resource to navigate those spaces. Thinking about this in terms of evolutionary
responses, humans are programmed to enhance their chances of survival, and do so by living
in groups as a source of safety and support (Van Vugt & Schaller, 2008). This could be seen
as an adopted tactic by this group of people, in order to survive daily life, living in a world
where people that look like them have historically been oppressed and dismissed, void of
opportunities to progress. In that way, Black men are trying to connect with others, join
groups to keep themselves safe from the potential threats faced by others. It may be of benefit
for services to consider group settings where Black men are able to manufacture connections
with others that will allow them to feel a sense of safety and support, in particular when they

are expected to step into unfamiliar territory of emotional expression.
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Black men in this study discussed employing strategies for coping that do not involve
emotional expression such as avoidance, suppression and detachment. Such strategies can
help individuals feel objectively distant from situations and reduce psychological distress
(Beck et al., 1979). Although these appear to have been functional to some degree, they have
also been shown to mediate poor health outcomes like burnout (John & Gross, 2003, 2004). It
could be understood that these strategies are also a demonstration of emotional stoicism that
is encouraged within the construct of Black masculinity, however it has been suggested that
in order to overcome stressors, it is necessary to talk to people about the experiences (Lepore
et al, 2000). Nevertheless, as participants described, they have not felt welcome to
communicate their emotions with others or to a community that appears less accepting of
psychological distress. Additionally, society holds expectations that men should be able
capable of functioning regardless of stressors and without being emotional and thus men have

learnt to place similar expectations on themselves.

Some individuals described the church as their resource for support which was more
accepted and encouraged to utilise within the Black community and did not pose a threat to
their masculinity. This appeared to be a more tolerable form of help-seeking that also did not
go against the community script of ‘keeping things in house’ that participants referred to.
Currently Black men feel that therapy is not an available resource to them, and that it favours
White men and women. Under-representation of Black men, both utilising therapy and as
therapists, was a prevalent view expressed by participants. Men acknowledged the need for a
shift in attitudes that goes beyond their community and extends to wider society and the way

Black men are depicted in these contexts.

Clinical Implications
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In terms of clinical implications, this review highlights that there are barriers for this
group in even accessing services therefore it is more appropriate to consider the overall
strategies as this is the current stage. As the studies included within this research are not UK
populations, it is first imperative that researchers explore these experiences with Black men
in the UK, this can then provide contextually and culturally relevant information and identify
the needs to inform clinical implications and strategies to support this population.
Professionals may approach this issue by considering methods of co-production, such as
consulting with local communities then ensure the views are represented in the development
of research and subsequent services, initiatives and policies, to build connection and trust
between Black men and healthcare professionals. Additionally, some of the matters discussed
speak to some deep-rooted social justice issues for people who are not accessing formal
support and services, clinical psychologists could lean into community psychology

approaches to tend to the underlying social issues.

Strengths and Limitations of the Review

The majority of the research included comes from unpublished dissertations and
therefore is considered as grey literature, which could hold biases or incomplete information
as it has not yet gone through the stringent editing and peer-reviewing process that published
research has. The population within the literature is from the US, which limits the ability to
generalise these perspectives as an international experience amongst Black men. For
example, race relations that exist in the US may be considerably different to those of other
countries and therefore may have influenced the intensity of some of the experiences
discussed within the findings. Furthermore, healthcare provision in the US is different to
other counties and should also be considered as a factor that may influence an individual’s
ability to engage with healthcare professionals compared to individuals in countries where

access to the healthcare system is not constrained to financial ability.
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Future Research

Future research could explore what resources Black men in the UK are using in order
to inform contextually and culturally relevant strategies to support this population.
Additionally, participants within the review described a lack of conversations and
acknowledgment of mental health and difficulties within the Black community. This
demonstrates a need for future research to investigate mental health education and promotion

that is specifically directed to Black communities.

Black men within these studies also referred to a lack of Black male role models
demonstrating emotional expression. The employment of mentorship programmes could
serve as an intervention that researchers could pilot and evaluate to identify whether this has
the potential to act as a mediator that can promote the importance of mental health and
psychological wellbeing. Positioning Black male healthcare professionals in these spaces
could serve as a starting point for relationship building and subsequently change the

perspectives that are preventing men from utilising services for help-seeking.

It is also possible that as narratives relating to gender in society continue to progress
and become more fluid, existing social constructs and expectations around Black masculinity
may change, subsequently impacting on pressures to conform. It would therefore be useful
for researchers to review this again in future years, to identify whether attitudes and

behaviours explored within this review have changed.

Conclusion

This review provides some insight into the nuances of Black masculinity and how this
acts as a barrier to help-seeking in Black men. A significant finding was the pressure to
conform to masculine ‘norms’ and the threat of losing masculine identity. There is a need to

relieve the perceived threat and to support men to engage in emotional expression without the
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detrimental consequence for their social capital, however much work is required. Healthcare
professionals should consider collaborating with the communities when developing any
strategies to improve utilisation of healthcare services for mental health and wellbeing, as it is
clear that there are relational barriers perpetuating a mistrust of healthcare professionals and
services. A commitment to coproduction to reduce stigma and increase awareness of mental

health and community support for Black men is needed.
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Appendix 1-A
Example of Search Strategy for APA PsychINFO
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Item | Search Terms

Results

S1 ( DE "Racial and Ethnic Groups" OR DE "African
Cultural Groups" OR DE "Asians" OR DE "Blacks" OR
DE "Caribbean Cultural Groups" OR DE "European
Cultural Groups" OR DE "Indigenous Populations" OR
DE "Latinos/Latinas" OR DE "Middle Eastern and North
African Cultural Groups" OR DE "Multiracial" OR DE
"People of Color" OR DE "Romanies" OR DE "Whites"
OR DE "African Cultural Groups" OR DE "Minority
Groups" OR DE "Sexual Minority Groups" OR DE
"Blacks" ) OR TI ( blacks OR people of col* OR person
of col* OR individual of col* ) OR AB ( blacks OR
people of col* OR person of col* OR individual of col*)

371,014

S2 ( (DE "Mental Health Services" OR DE "Mental Health"
OR DE "Athlete Mental Health" OR DE "Youth Mental
Health" OR DE "Youth Mental Health" OR DE "Mental
Health Disparities" OR DE "Preventive Mental Health
Services" OR DE "Mental Health Programs" OR DE
"Crisis Intervention Services" OR DE
"Deinstitutionalization" OR DE "Home Visiting
Programs" OR DE "Hot Line Services" OR DE "Suicide
Prevention Centers" OR DE "Mental Health (Attitudes
Toward)" OR DE "Mental Health Stigma" OR DE
"Global Mental Health" OR DE "Mental Health Stigma")
OR (DE "Well Being" OR DE "Employee Well Being"
OR DE "Spiritual Well Being" OR DE "Subjective Well
Being") ) OR TI ( psychological functioning OR mental
state OR well-being OR wellbeing OR well being ) OR
AB ( psychological functioning OR mental state OR
well-being OR wellbeing OR well being )

413,867

S3 ( DE "Psychology of Men" OR DE "Gender Role
Attitudes" OR DE "Transgender (Attitudes Toward)" OR
DE "Gender Roles" OR DE "Masculinity" ) OR TI (
masculin®* OR machismo OR machoism OR manhood
OR maleness OR manliness ) OR AB ( masculin®* OR
machismo OR machoism OR manhood OR maleness
OR manliness )

27,753

S4 S1 AND S2 AND S3

343
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Appendix 1-B

Questions contained within the CASP qualitative checklist

Question (Q)

Ql
Q2
Q3
Q4
Q5
Q6

Q7
Q8
Q9
Q10

Was there a clear statement of the aims of the research?

Is a qualitative methodology appropriate?

Was the research design appropriate to address the aims of the research?
Was the recruitment strategy appropriate to the aims of the research?
Was the data collected in a way that addressed the research issue?

Has the relationship between researcher and participants been adequately
considered?

Have the ethical issues been taken into consideration?

Was the data analysis sufficiently rigorous?

Is there a clear statement of findings?

How valuable is the research?
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Appendix 1-C

Example Data Analysis Table (Cofield, 2022)

1-38

Concept

First Order Constructs

Second Order Constructs

Third Order Constructs

The rules and
expectations of
masculinity

Means of coping

"you have to be twice as good" "My idea of a [Black]
man is somebody who's ale to protect and provide.
Unfortunately."

"Being a black man is hard because you're not able to
express emotionally everything that you're feeling
when you feel it. (...) you're not allowed to have
feelings. how dare you."

"They want to see a [black] masculine man be this
kind of way regardless if he fucked up on the inside
or not"

"we're always told that Black men can't be

vulnerable. Men can't express and we can't want love.

We want love. Men want love and so because of how
we're taught by society, we think that you can't want
those things. If you do want those things then you
look weak, and so you can't show any emotions."
"Masculinity is a performance (...) and when I think
of masculinity I think of a straight person, a straight
man, not because that is what is masculine but that is
what the idea of masculinity is. I don't agree with
that"

"I mean I guess in terms of coping mechanism a lot
of them are similar to me, but my faith is really
important to me, so prayer, believing that God would
take care of everything."

Many participants acknowledged that Black
masculinity will always be different from
masculinity because of the difference in
expectations for white men and black men.
Participants also discussed the added pressure
to be more hypermasculine.

Black men have been taught to be
emotionless although that is not always the
case. However, if they show it, they are
wrong and looked down upon. Emotional
expression is equated to weakness and lacking
the strength required of Black masculinity.
Seeking help, expressing emotions, and going
to therapy are foreign concepts to Black men
who were never taught to never want to need
help.

Many participants described the impact their
family and childhood environments had on
their beliefs about asking for help and seeking
therapy. Some acknowledged common

Men agreed that there are
expectations and power
placed on them by society
that are required in order to
be perceived as masculine. In
particular Black men
expressed valuing the amount
of respect that is given by
others when one takes on
responsibilities. However
having broader
responsibilities also meant
that there was more at stake
to lose if their role was
jeopardised by their
behaviour or how they were
perceived by others.

Rather than approach external
services or spaces for support.
Men employed strategies

deemed more in keeping with
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“1'd say positive affirmations are really good you
know being as intentional as you can as you know
filling your mind with positive thoughts you know
what you think is what you become I’d say, I try to
do as much as I can trying to like dress nice, like if
you feel good, you look good trying to kind of
manifest that on myself"

"It's a lot more on myself to go find people that I can
confide in and it's up to myself to take care of myself
in a way that I know is beneficial for me physically
and mentally."

thinking among Black people when it comes
to therapy and seeking help through the
church and prayer.

Participants shared experiences confirming
the normalised thinking that emotional
healing through prayer was the only necessary
treatment for any emotional issues among
Black people.

The concept of keeping things in house and
within the Black community was an important
lesson that many Black people learn in their
youth.

existing beliefs within the
community and social
constructs. Participants
described strategies for
managing emotions such as
avoidance/denial, and
minimisation/suppression, or
engaging in activities as a
means of distraction, positive
affirmations, and leaning on
their faith/the church for
emotional healing through
prayer. Participants discussed
the notion to keep things 'in
house' was instilled within
them from young ages.
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Appendix 1-D
Author Guidelines for the Journal of Mental Health

About the Journal
Journal of Mental Health is an international, peer-reviewed journal publishing high-quality,
original research. Please see the journal's Aims & Scope for information about its focus and
peer-review policy.
Please note that this journal only publishes manuscripts in English.
Journal of Mental Health accepts the following types of article:

e Original Articles; Research and Evaluation Articles

e Review article

e Book and Web Reviews

Open Access

You have the option to publish open access in this journal via our Open Select publishing
program. Publishing open access means that your article will be free to access online
immediately on publication, increasing the visibility, readership and impact of your research.
Articles published Open Select with Taylor & Francis typically receive 45% more citations*
and over 6 times as many downloads** compared to those that are not published Open
Select.

Your research funder or your institution may require you to publish your article open access.
Visit our Author Services website to find out more about open access policies and how you
can comply with these.

You will be asked to pay an article publishing charge (APC) to make your article open access
and this cost can often be covered by your institution or funder. Use our APC finder to view
the APC for this journal.

Please visit our Author Services website if you would like more information about our Open
Select Program.

*Citations received up to 9th June 2021 for articles published in 2018-2022. Data obtained on
23rd August 2023, from Digital Science's Dimensions platform, available

at https://app.dimensions.ai **Usage in 2020-2022 for articles published in 2018-2022.

Peer Review and Ethics
Taylor & Francis is committed to peer-review integrity and upholding the highest standards
of review. Once your paper has been assessed for suitability by the editor, it will then be
single anonymous peer reviewed by two independent, anonymous expert. If you have shared
an earlier version of your Author’s Original Manuscript on a preprint server, please be aware
that anonymity cannot be guaranteed. Further information on our preprints policy and citation
requirements can be found on our Preprints Author Services page. Find out more about what
to expect during peer review and read our guidance on publishing ethics.
Preparing Your Paper
Article Types
Original Articles; Research and Evaluation Articles
e Should be written with the following elements in the following order: Title; Abstract
(Background, Aims, Methods, Results, Conclusions); Keywords; Main text introduction;
Materials and methods; Results; Discussion; Acknowledgments; Declaration of interest
statement; References (in the correct format); Appendices (where appropriate - to be




MASCULINITY WITHIN BLACK MEN’S MENTAL HEALTH 1-41

uploaded separately); Table(s) and caption(s) (on individual pages) - to be uploaded
separately; Figures and figure captions (as a list) - to be uploaded separately.

e Should be no more than 4000 (excluding abstracts, tables and references) words

e Should contain a structured abstract of 200 words.

e Should contain between 3 and 7 keywords. Read making your article more
discoverable, including information on choosing a title and search engine optimization.

e When submitting an Original Article or a Research and Evaluation Article, please
include a sentence in the Methods Section to confirm that ethical approval has been
granted (you must provide the name of the committee and the reference number). If
ethical approval has not been necessary, please say why.

e Please include a sentence to confirm that participants have given consent for their data
to be used in the research. If consent has not been necessary, please say why.

e Manuscripts are limited to a maximum of 4 tables and 2 figures to be uploaded
separately — please advise where in your manuscript these are to be located.

e Please ensure that author details are not on the Main Document.

e Please ensure that author details are not included in the file name.

o Participants: language must be in the style of the APA. Our policy therefore is to refer
to study participants as opposed to patients or subjects.

e Please note we do not accept pdf’s. Please save your documents in the .doc format.

e Please include a heading at the end of your methods section entitled ‘Patient and
Public Involvement’. Please provide details of how patients, service users, care-givers,
people with lived experience or members of the public were involved with your research
— for example through study design or conduct, or analysis or interpretation of data. If this
is not applicable to your paper, you must say why.

Review article
e Should be written with the following elements in the following order: Title; Abstract
(Background, Aims, Methods, Results, Conclusions); Keywords; Main text introduction;
Materials and methods; Results; Discussion; Acknowledgments; Declaration of interest
statement; References (in the correct format); Appendices (where appropriate - to be
uploaded separately); Table(s) and caption(s) (on individual pages) - to be uploaded
separately; Figures and figure captions (as a list) - to be uploaded separately.
e Should be no more than 6000 (excluding abstracts, tables and references) words
e Should contain an unstructured abstract of 200 words.
e Should contain between 3 and 7 keywords. Read making your article more
discoverable, including information on choosing a title and search engine optimization.
e When submitting a systematic review, please include a statement confirming that
researchers have followed PRISMA guidance — if this is not the case, please say why.
Please also include a statement confirming that the review protocol has been published on
Prospero and provide a date of registration — if this is not the case, please say why. These
statements should appear at the bottom of your abstract underneath a sub-heading entitled
“PRISMA/PROSPERO”.
e Manuscripts are limited to a maximum of 4 tables and 2 figures to be uploaded
separately — please advise where in your manuscript these are to be located.
e Please ensure that author details are not on the Main Document.
e Please ensure that author details are not included in the file name.
e Participants: language must be in the style of the APA. Our policy therefore is to refer
to study participants as opposed to patients or subjects.
e Please note we do not accept pdf’s. Please save your documents in the .doc format. in
the .doc format.
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Book and Web Reviews

e Should be written with the following elements in the following order: Title; Main text

e Should be no more than words

e Should contain an unstructured abstract of 200 words.

e Should contain between 3 and 7 keywords. Read making your article more

discoverable, including information on choosing a title and search engine optimization.
All books for reviewing should be sent directly to Martin Guha, Book Reviews Editor,
Information Services & Systems, Institute of Psychiatry, KCL, De Crespigny Park, PO Box
18, London, SE5 8AF.

Style Guidelines

Please refer to these quick style guidelines when preparing your paper, rather than any
published articles or a sample copy.

Any spelling style is acceptable so long as it is consistent within the manuscript.
Please use double quotation marks, except where “a quotation is ‘within’ a quotation”.
Please note that long quotations should be indented without quotation marks.

Formatting and Templates

Papers may be submitted in Word format. Figures should be saved separately from the text.
To assist you in preparing your paper, we provide formatting template(s).

Word templates are available for this journal. Please save the template to your hard drive,
ready for use.

If you are not able to use the template via the links (or if you have any other template queries)
please contact us here.

References
Please use this reference style when preparing your paper. An EndNote output style is also
available to assist you.

Taylor & Francis Editing Services

To help you improve your manuscript and prepare it for submission, Taylor & Francis
provides a range of editing services. Choose from options such as English Language Editing,
which will ensure that your article is free of spelling and grammar errors, Translation, and
Artwork Preparation. For more information, including pricing, visit this website.

Checklist: What to Include
1. Author details. Please ensure all listed authors meet the Taylor & Francis authorship
criteria. All authors of a manuscript should include their full name and affiliation on the
cover page of the manuscript. Where available, please also include ORCiDs and social
media handles (Facebook, Twitter or LinkedIn). One author will need to be identified as
the corresponding author, with their email address normally displayed in the article PDF
(depending on the journal) and the online article. Authors’ affiliations are the affiliations
where the research was conducted. If any of the named co-authors moves affiliation
during the peer-review process, the new affiliation can be given as a footnote. Please note
that no changes to affiliation can be made after your paper is accepted. Read more on
authorship.
2. Graphical abstract (optional). This is an image to give readers a clear idea of the
content of your article. For the optimal online display, your image should be supplied in
landscape format with a 2:1 aspect ratio (2 length x 1 height). Graphical abstracts will
often be displayed online at a width of 525px, therefore please ensure your image is
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legible at this size. Save the graphical abstract as a .jpg, .png, or .tiff. Please do not embed
it in the manuscript file but save it as a separate file, labelled Graphical Abstractl1.

3. You can opt to include a video abstract with your article. Find out how these can help
your work reach a wider audience, and what to think about when filming.

4. Funding details. Please supply all details required by your funding and grant-
awarding bodies as follows:

For single agency grants

This work was supported by the [Funding Agency] under Grant [number xxxx].

For multiple agency grants

This work was supported by the [Funding Agency #1] under Grant [number xxxx];
[Funding Agency #2] under Grant [number xxxx]; and [Funding Agency #3] under Grant
[number xxxx].

5. Disclosure statement. This is to acknowledge any financial or non-financial interest
that has arisen from the direct applications of your research. If there are no relevant
competing interests to declare please state this within the article, for example: The authors
report there are no competing interests to declare. Further guidance on what is a conflict
of interest and how to disclose it.

6. Data availability statement. If there is a data set associated with the paper, please
provide information about where the data supporting the results or analyses presented in
the paper can be found. Where applicable, this should include the hyperlink, DOI or other
persistent identifier associated with the data set(s). Templates are also available to support
authors.

7. Data deposition. If you choose to share or make the data underlying the study open,
please deposit your data in a recognized data repository prior to or at the time of
submission. You will be asked to provide the DOI, pre-reserved DOI, or other persistent
identifier for the data set.

8. Supplemental online material. Supplemental material can be a video, dataset, fileset,
sound file or anything which supports (and is pertinent to) your paper. We publish
supplemental material online via Figshare. Find out more about supplemental material
and how to submit it with your article.

9. Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for grayscale
and 300 dpi for colour, at the correct size). Figures should be supplied in one of our
preferred file formats: EPS, PS, JPEG, TIFF, or Microsoft Word (DOC or DOCX) files
are acceptable for figures that have been drawn in Word. For information relating to other
file types, please consult our Submission of electronic artwork document.

10. Tables. Tables should present new information rather than duplicating what is in the
text. Readers should be able to interpret the table without reference to the text. Please
supply editable files.

11. Equations. If you are submitting your manuscript as a Word document, please ensure
that equations are editable. More information about mathematical symbols and equations.
12. Units. Please use SI units (non-italicized).

Using Third-Party Material

You must obtain the necessary permission to reuse third-party material in your article. The
use of short extracts of text and some other types of material is usually permitted, on a limited
basis, for the purposes of criticism and review without securing formal permission. If you
wish to include any material in your paper for which you do not hold copyright, and which is
not covered by this informal agreement, you will need to obtain written permission from the
copyright owner prior to submission. More information on requesting permission to
reproduce work(s) under copyright.
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Figure 1-1
PRISMA Flow Diagram

Databases (n = 945)

Tables and Figures

Records identified from*:

!

Records removed before
screening:
Duplicate records removed
(n=291)

Records screened

(n = 654)
}

Records excluded**
(n =633)

(n=21)

Reports sought for retrieval

'

Reports not retrieved
(n=0)

(n=21)

Reports assessed for eligibility

(n=3)

(n=3)

Studies included in review

Reports excluded:
Books, chapters or
commentaries (n = 9)
Participants within the study
did not meet the criteria (i.e.
female focus groups
discussing Black males,
health professionals
perspectives) (n = 7)
N=16

Reports of included studies

1-46

*Consider, if feasible to do so, reporting the number of records identified from each database or register searched

(rather than the total number across all databases/registers).

**If automation tools were used, indicate how many records were excluded by a human and how many were

excluded by automation tools.

From: Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020

statement: an updated guideline for reporting systematic reviews. BMJ 2021;372:n71. doi: 10.1136/bmi
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Table 1-1
Study Characteristics
Study Date/country Study Aim Sample Methods Analysis
Watts & Bentley, 2021 2023 To understandthe N =17 Focus groups Descriptive
USA experience and phenomenological
perceptions of analysis

Brassel et al., 2020 2020
USA

Williams et al., 2022 2023
USA

Robinson-Perez, 2019 2019
USA

masculinity, and it

impacts their mental

health and wellbeing.
Exploring the role of N = 23,

race and power and 11 Black men, 12 White

shaping men’s men
experiences of

manhood.

To identify social and N = 20
contextual factors
influencing mental

health risk for Black

men

An intersectional N=24
analysis to examine

Black men’s

understanding of

their mental health

Focus groups (same Phenomenological
race) methodology

Focus groups Thematic analysis

Focus groups Heuristic

(9 females, 5 males) & phenomenology
In-depth semi-

structured (10 males)
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Cofield, 2022

2022
USA

and explore the
impact of gendered
racial
microaggressions
Exploring the N
influence of social
constructs on
millennial Black
men’s decisions
about seeking
mental health
treatment

16

Semi-structured
interviews

Moustakas’s
phenomenological
analysis
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Table 1-2

CASP Quality Appraisal Summary
Study Q1 Q2 Q3 Q4 05 06 Q7 Q8 Q9 Q10 Total
(Brassel et al, 2020) Can’t Yes 2 2 2 3 1 3 3 3 19

tell

(Williams et al, 2022) Yes Yes 1 3 3 1 3 3 3 3 20
(Robinson-Perez, 2019) Yes Yes 3 3 3 3 1 2 3 3 21
(Watts & Bentley, 2021) Yes Yes 3 3 3 1 1 2 3 3 19
(Cofield, 2022) Yes Yes 3 1 2 2 3 3 3 3 21
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Abstract

There is an over-representation of Black people under NHS inpatient treatment, or ‘sectioned’
under the Mental Health Act (MHA) compared to their White counterparts, with Black people
four times as likely to be detained. Discrimination has been posed as an explanation for these
disparities, and experiences of detention for Black people have been identified as racialised
and racist. This study aimed to explore the experiences of inpatient mental health care for
Black people and understand the impact of racial discrimination within these experiences.
Interpretative phenomenological analysis (IPA) was used to analyse data collected via semi-
structured interviews with six participants who were recruited from NHS inpatient services.
Four group experiential themes were constructed from the data: 1) Loss of freedom and
getting stuck; 2) The clash of spirituality, religion and mental health — suppressed by
medication and losing identity; 3) The relationship with staff, and 4) Being Black changes
things. Findings unveiled loss and restriction, relationships with staff, conflicting agendas and
differential treatment because of race and ethnicity were central factors of experiences of
inpatient mental health care for Black patients. This study contributes to existing research
exploring the experiences of detention for Black people and provides clinical implications for

healthcare professionals.

Keywords: Black ethnicity, Mental health, Inpatient care
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Introduction

Inpatient treatment is the term often used to describe the delivery of care for a
prolonged period of time in a hospital setting. In regards to mental health treatment, people
may be hospitalised for treatment formally, or informally. Formal hospitalisation may include
detention under the Mental Health Act (MHA) (1983) for psychiatric treatment and is
sometimes referred to as a patient ‘being sectioned’. Informal treatment may include
treatment given within a hospital setting however the patient has the autonomy to withdraw
from services and leave without consequence of law or authority requiring intervention.
Historically, mental health detention has been criticised within theories of social control,
describing institutions as convenient places to rid society of inconvenient people (Scull,
1980), and for subjecting them to isolation, loss of connection from the outside world,

mistreatment, and constant surveillance (Barton, 1976).

It has been long established that there has been an over-representation of individuals
of minority ethnic backgrounds detained under the Mental Health Act; in particular, people
from Black- African/Caribbean/British ethnic backgrounds (Ineichen, 1986; Department of
Health & Social Care [DHSC], 2018). National Health Service (NHS) data highlighted a
continued increase in the proportion of Black ethnic people detained compared to White
people. In 2017/18 it was recorded that Black people were over four times more likely to be
detained than White people (Singh et al., 2007). Recent statistics still show this to be the case,
with Black African identified as having the highest rates, followed by Black Caribbean (NHS
Digital, 2024a; 2024b). When comparing ethnic groups and compulsory detentions, Barnett et
al. (2019) identified that studies in the UK had higher rates of Black minority ethnic
detentions. The authors argued the reasons for this were “multifactorial, involving

longstanding experiences of discrimination and deprivation” (DHSC, 2018, p. 20).
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Exploration into the experiences of detention for people of Black ethnicity is sparse,
however the research that is available acknowledges that the experiences for these groups of
people are unique with factors of their experience influenced by their race (Solanki et al.,
2023). Solanki et al.’s (2023) recent exploration of detention for Black adults concluded that
the experience is racialised and racist. Solanki and colleagues conducted a thematic analysis
to explore the experiences of Black adults detained under the MHA, and unveiled four
themes from the data: Help is decided by others, not tailored to me; I am not a person — [ am
a Black patient; Mistreated or neglected instead of cared for; and Sectioning can be a space
for sanctuary and support. They established that people of Black ethnic backgrounds
experience racism in inpatient settings in addition to systemic challenges, and call for these to

be addressed across mental health care (Solanki et al., 2023).

Discrimination has been defined as negative actions, unjust or prejudicial treatment of
others on the basis of their social status memberships, sex, age, race, or any other socially
defined characteristics (Dovidio & Gaertner, 1986). It has been well-established as a chronic
stressor for individuals of the global majority, in particular Black adults (Barksdale, 2009).
The relationship between racial discrimination and negative social and psychological
outcomes is well documented, studies observe that it exacerbates psychological distress (Ong
et al., 2009; Sellers et al., 2006; Sellers & Shelton, 2003). It is understood that the
discriminatory experiences exacerbate symptoms of depression and anxiety, and research has
established the relationship between these disorders and morbid ideation, suggesting that the
experience may subsequently lead to a person having thoughts to harm themselves (Cheref et
al., 2019). Walker et al. (2014) explicitly identified that perceived discrimination is related to
increased suicide ideation in Black adults. Brooks et al. (2020) explored the effects of

perceived discrimination as a provocative event influencing an individual’s capability for
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suicide, and noted an increased capability for suicide in Black adults, although no association

was present amongst White adults (Brooks et al., 2020).

There remains a need to further explore the impact of experiences of racial
discrimination on mental health for different groups of people. Research exploring the
nuances of these culturally specific experiences, and how they relate to risk related behaviour,
is minimal, and is predominantly quantitative. In addition, current research that has explored
this topic has generally been conducted with populations in the United States (US). Research
demonstrates that discrimination has an impact on mental health, including suicide risk in
Black adults, however, more knowledge is required to understand the nuanced experiences
behind this finding. In order to better understand the relationship between perceived
discrimination and an individual’s distress and risk related behaviours, qualitative research
within a clinical setting is necessary. Solanki et al. (2023) has explored this within the UK
nonetheless there remains a need to keep collecting data and expand on the knowledge and
information that is available. More qualitative research exploring this topic with this
population is needed, in addition to exploring different contexts, geographical locations and
utilising different methodological approaches to obtain rich and nuanced information. Thus,
this research aims to provide some additional context for individuals in the UK by exploring
the experiences of psychiatric inpatient care for Black' people with a particular focus on
understanding the role of racial discrimination within these experiences. This study will
capture the voices of participants live experiences navigating mental health care systems in
the UK and serves to provide rich qualitative information to support healthcare professionals
understanding of the nuanced experiences for Black adults within inpatient mental health

settings. This information could have implications for psychologists in clinical practice as it

! This paper refers to Black people as those having Black British, Black African, Caribbean or Black other
ethnic heritage.
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could improve therapeutic relationships, risk assessments and contribute to National Institute
for Health and Care Excellence (NICE) standards and strategies for suicide prevention to

provide cultural sensitivity.

Materials and Methods

Study Design

A qualitative phenomenological approach was employed using semi-structured
interviews to explore the experiences of inpatient care for Black patients, with an interest in
the role of discrimination within their experience. Interpretive Phenomenological Analysis
(IPA) has been applied to analyse the data of this research project as it was felt to be the best-
suited methodology as it focuses on how people make sense of their experiences (Smith et al.,
2022). Its double hermeneutic process supports the researcher to understand the perspective
of the participant as much as possible, and the meaning placed on such experiences; and it’s
person centred approach enables participant to tell their story the way they want.
Additionally, IPA is consistent with the epistemological position of the research, and supports
the aims of research in clinical psychology — to develop an understanding of people’s
perceptions of significant life events — in particular where experiences are emotionally laden
(Smith & Eatough, 2015). Whilst there are no specific requirements for sample size within
IPA, recommendations have been made for doctoral studies to range between six to ten
participants (Smith & Eatough, 2015). Nonetheless, IPA can favour smaller sample sizes
because of its idiographic focus, which allows the researcher to understand the perspectives
of the person, as much as possible. (Smith et al., 2022). Semi-structured interviews are the
most common form of data collection in IPA research, it allows the researcher to develop a
rapport with the participant, supporting the hermeneutic roots of the approach (Smith &

Eatough, 2017; Smith et al., 2022). Additionally, it enables the interviews to have a similar
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structure whilst still facilitating flexibility for the participants to engage, respond and expand

in topics meaningfully and relevant to their experience.

Recruitment

In line with Smith et al.’s (2022) guidelines, purposive sampling was employed.
Participants were recruited across three mental health services, from one NHS trust located in
the North West of England. The researcher and supervisors contacted ward/team
managers/members from four inpatient services within the trust. Information regarding the
project was shared with staff including ward managers, support workers, assistant
psychologists, equality and diversity leads, and nurses. Recruitment packs containing the
participant information sheet, consent to be contacted, and demographic questionnaire were
distributed via email, and paper copies were also provided to staff who were asked to share
information about the study with service users who fitted the inclusion and exclusion criteria.
Information regarding the project was also communicated to service users via staff during
ward community meetings. Staff were asked to store and disseminate information when a
potential participant had been identified or expressed interest, and completed forms were
returned to the researcher via secure email. Following receipt of consent to contact and the
demographic questionnaire, the researcher contacted participants to offer an opportunity to
ask any questions and schedule an interview. All interviews were conducted face-to-face and

each participant signed a written consent form prior to the interview commencing.

Although recruitment was also attempted via social media, there was no uptake of
eligible participants via this method. One individual did express interest however did not
meet the inclusion criteria (Table 2-1) as they were the carer, not the individual that received

care within the inpatient service.

Participants
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Nine individuals expressed interest in taking part in the study. However, of these
participants two were discharged from the inpatient service prior to the interview date, and
one changed their mind prior to commencing the interview. Unfortunately, this participant
communicated their decision via staff, so the researcher was unable to explore the reason for

their withdrawal.

A total of six people were recruited into the research. Some information about the
sample characteristics and demographics was self-reported by participants prior to the
interview (Table 2-2). The participant sample consisted of three male and three female
participants between the ages of 26 and 59. Five participants identified as first-generation
immigrants, two participants identified as Black British, the remaining identified as African.

Pseudonyms for participants have been used to ensure anonymity.

Data Collection

Data was collected via semi-structured interviews with the participant. The researcher
asked questions exploring their experience of inpatient care as a Black patient. The interviews

lasted between 26 and 60 minutes. The mean interview time was 36 minutes.

Ethics

NHS REC (23/NW/0344) gave a favourable opinion for this research project. Ethical
approval was gained from HRA via IRAS system. See ethics section for further details

regarding ethical considerations.

Data Analysis

The data was analysed following the IPA approach as stated by Smith et al. (2022).
Following the six interviews, the data was transcribed and analysed. Each individual

interview was transcribed, read and re-read whilst re-listening to interviews. “Initial noting”
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interpretations and annotations were made alongside the transcripts, exploring the content and
language used by the participant, which was then reviewed to inform the development of
experiential statements (Appendix 2-A). Experiential statements were then reviewed and
grouped together where it was perceived they were contextually similar to allow the
formation of Personal Experiential Themes (PET) for each participant (Appendix 2-B). PETs
across all the participants were then reviewed with the aim of identifying shared and unique
experiences. These were then grouped by themes to create Group Experiential Themes (GET)
to represent the data collected. Four themes were developed, including four subthemes
(Appendix 2-C). Throughout the analysis process, the researcher repeatedly reflected and
evaluated their own assumptions, biases and own beliefs, as means of bracketing perceptions

to avoid influencing and misrepresenting the participants experiences.

Statement of Positionality

This research is being conducted by a Trainee Clinical psychologist with
experience of providing mental health services within various settings, including inpatient.
Additionally, the researcher identifies as Black ethnicity, and has personal experiences of
racial discrimination. Therefore, it is possible that the aspect of the researcher’s identity has
informed the way the data is analysed and therefore should be interpreted critically in light of
this. The researcher also acknowledges that their identity does not exclude them from

representing the system of which participants are reflecting on their experiences.

Results

The analysis of qualitative data produced 4 GETs representing experiences of participants: 1)
Loss of freedom and feeling stuck, 2) The clash of spirituality, religion and mental health —
suppressed by medication and losing identity 3) The relationship with staff, and 4) Being

Black changes things. These themes are explored in more detail below.
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GET 1 — Loss of freedom and feeling stuck

Five participants contributed to this first theme which encompasses patients’
experience of feeling stripped of their autonomy, restricted and bound by the ward
environment as an inpatient. Participants’ comments did not reflect any acknowledgment of
requiring an inpatient admission for mental health needs, or an awareness of the reason for
their admission. The first subtheme, ‘How did I get here and how do I get out?’ captures
participants’ lack of clarity of their need to be in hospital. The second subtheme ‘Trapped and
entrapment’ represents participants experiences of feeling restricted — physically and
emotionally, with limited resources to escape. Participants expressed a frustration about loss
of independence and a lack of clarity about the reason for their admission whilst feeling

uncertain about when they would be able to leave.

How did I get here and how do I get out?

When describing their experiences of being detained in hospital, some participants
highlighted that they were unsure of the circumstances that led to their admission, and did not
have a clear understanding of what was expected or required in order to be discharged.

Gabriel described having no indication that there was a need for him to be in hospital:

I didn’t feel bad, I didn’t feel bad, I didn’t have relapses, I just brought me here to this
ward (...) when I gonna get discharge because I’'m already six, seven, because
November, December, January, February, March, April, May, June, July, ten months is
it. Oh sorry (laughs) ten months it’s already, and then it’s always the same no? They

have to, you cannot stay here forever

(Gabriel)

Similarly, Vivienne described having limited awareness of the events leading to her

admission and being left out of discussions with healthcare professionals about what was
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going on, which delayed engagement in treatment. She reported that the information about

her was gathered from others and treatment was decided for her:

For some reason I did not see the warning signs at all, just happened like two days
after work (...) So, they’re treating people from the start... but they are, all of their
information from the well people, people that are well... deemed well, and most are
not (...) they didn’t really get the questions from me (...) once I was told and as soon
as [ was told, I started taking my drugs and felt better. I felt like that it took the whole
ward too long to let know that at the second stage (...) but in here, I was not asked

questions... at all, until I got well, maybe that’s the policy I don’t know

(Vivienne)

In both cases, the participant described being done to, rather than being worked with,
leaving them feeling excluded from their own care and treatment, with no understanding of

the pathway to discharge and potentially prolonging their admission.

Trapped and entrapped

Participants described feeling restricted and limited by the nature of being detained in
a locked environment “I’m trapped in here, meaning that there’s nowhere I can go” (Karl)
and likening some of the processes within the experience to imprisonment “It’s a prison
inside a prison” (Gabriel). Karl described how the emotional impact of these experiences
affected his responses : “It’s very restraining, it’s degrading to my mental health because
being sectioned makes me feel trapped and it can make me react irrationally”. Participants’
distress from the experience was exacerbated in such a way that led to responses where their
behaviours were perceived as an escalation of risk and subsequently exposing them to greater
controlled conditions. Jermaine described how his responses were met with further restriction

and isolation: “Like for example, when I came here, I was, I was, | was engaging with staff.
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And then I just, I just switched and then, they put me in seclusion”. There was a sense of
frustration in the distress felt by participants due to the loss of freedom and agency within
their experiences. Esther described how she disliked the loss of autonomy and having to rely
on staff: “This is the things I miss about being independent you know (...) I just find it

frustrating to have to depend on them for everything”.

GET 2 — The clash of spirituality, religion and mental health — suppressed by

medication and losing identity

The second theme conceptualises the struggle of navigating religion and mental health
as an inpatient. The first subtheme ‘t’s my identity, not mental health’ includes participants’
explanations of their religious, spiritual, or faith-led behaviours that are misconstrued as
symptoms of mental illness. The second subtheme ‘Needing faith to get through’reflects the
importance of faith for participants as a means of making sense and coping with the

experience.

It’s my identity, not mental health

Participants described their experiences of the challenges that came with religion and
faith within a mental health setting. Gloria believed her expression of faith during a time of

distress precipitated her admission:

So I was really upset I felt like I had been attacked so I prayed from my house to the
hospital, and I was confessing the word of God and, that’s how this whole thing

started, and they thought, they thought I’ve relapsed.

Some participants reported a sense that there were attempts to suppress their beliefs with
medication. Gabriel spoke about his religious identity and described a sense of loss of himself

from the experience:
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You will become very meek a person (...) sometimes we- we have something to read
and, as Christian we have to feel from God’s word, yeah sometimes we have things
and some Bible, a little bit of Bible (...) but they don’t care about it, they just give

tablet.

Similarly, Gloria passionately described how she felt her beliefs were pathologised
and medicalised rather than being accepted as being part of her identity, and felt confused as
to why she was being treated with medication, as professionals perceived her behaviour as

symptoms of mental illness:

It’s been alright but I- I just believe I was misunderstood, erm, I’'m a Christian, a born
again Christian, and there’s a way we feel ourselves, there’s a way we talk, there’s a
way we do our things which is perceived as abnormal to the system. (...)I don’t know
what the medication is all about, I don’t know what they’re treating because what I
believe is in the scripture, there’s evidence of it in the scripture, but they are saying
it’s mental problem. So what are they treating because... that- the medication can’t
stop my belief of what is in the Bible, or the way I choose to live my life if they
believe, medication can’t cure that but they don’t seem to see that, but thinking it’s,

it’s mental problem.

Gloria also explained how faith and religion is a part of Black people’s identity and

felt this needed to be acknowledged by healthcare professionals:

Yeah I want them to know that we have culture, part of culture faith is one of them,
erm and as Black person, most of us will believe in God, and that’s something that
should be respected and there should be more provision for that. It was of particular
importance to Gloria as she felt strongly about her experience and expressed a desire

to want to change things so that others benefit from her experience: “I intend to create
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a support- [ should be allowed to express how I can help- how my faith can help. (...)
I think that would be helpful, more like just for people to hear information that can
benefit them”. She described the use of medication as a suppression of identity that

she felt and had also observed of others:

They want to medicate me to keep me quiet, not to talk, not to, not to, not to be
outspoken but you can’t do that (...) The problem is identity crisis people want to
know who they are, but they keep on packing her with medication, and, telling her

she’s sick (...) her personality has been taken away from her.

Needing faith to get through

Participants highlighted the significance of their faith as a means of coping and
getting through the inpatient experience. Esther reported “I’m just hoping and pray” when she
feels vulnerable as a way of managing her distress. Jermaine referenced faith repeatedly when
reflecting on his experience “You have to have faith”, and how he would advise others —
religious or not, to adopt a sense of faith as a means of coping: “Even if you are atheist, have
faith that you’re going to come through (...) Whatever God you believe in, know that
everything’s gonna be in God’s hands”. Similarly, Gloria emphasised how faith was an
integral part her recovery and how she managed during her experience: “It’s part of people's
life, and it’s what can get people well. Erm, because that’s- that’s what have keep me going,
my faith in Christ”. There was a sense that faith mediated the experience of distress

somewhat: “We believe God will find us, if suffering he finds us” (Gabriel).

GET 3 — The relationship with staff

The third theme focuses on the interactions with staff throughout their inpatient

experience. The majority of participants reported on how staff were involved within their
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experience. This theme relates to the perceptions and experiences of the ways staff interacted

with participants throughout their admission.

Some participants described a perception that they were being tested by staff.
Jermaine explained how he perceived this to be part of the process of staff getting to know
patients and part of building relationships: “Cause the staff doesn’t know you and the staff
and the staff wants to get to know and see what they, they’re trying to test you (...) yeah, so,
the relationship, so now you have to build relationship”. He expressed a belief that staff make
judgements based on historical information and this can influence their attitude towards

patients:

“Everybody’s came in with different background and some staff most staff can be
turned off over that. (...) They’ll see your background and they’ll test you in all
different kind of ways, like say, you don’t take your meds, that’s when they’ll be
angry with you, if you don’t take your meds they’ll be angry with you, if you don’t
clean up after yourself they’ll be angry with you, if they tell you to go out and you
don’t come back in, and then they start looking for you, they be angry with you. So,

that’s when you have to build trust”

There was an emphasis on coercion rather than improved wellbeing and that the
‘tests’ were measured by behavioural compliance and if ‘failed’ were met with negative
emotions from staff. The way staff interacted affected how participants responded to them.
Karl spoke about how staff's interactions influenced how he might engage with them:
“Sometimes the way they respond to me, might want to make me react”. Similarly to the
concept of being tested, Karl described how he sometimes perceived staffs behaviour towards

him as an attempt to provoke a negative reaction to give cause for a longer admission:
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You see each other in the morning you say hi, good morning, yeah? She was coming,
I was saying hi, good morning, she ignore me, [ would try to make conversation (...)
cause I like to make conversation to make sure you know me, you know. Then one
very good day I was sitting on my own (...) [ was sitting on my own, she kept trying
to talk to me. In my mind how is it that someone that I been ignoring, yeah? Someone
that has been ignoring me is trying to talk to me, and the doctor is asking me to take
injection, like, I feel like, they kind of trigger me to keep longer in hospital, so I

reacted very badly

This relates to the first theme of feeling entrapped, and led to feelings of distrust of
staff. Esther believed that “there were a lot of games being played” by staff which led to her
not feeling able to develop a trusting relationship “Well, I don’t trust them really”. Without
trusting relationships with staff, it was difficult for participants to feel able to access support
from them during their admission. Gloria explained how she did not feel staff could support
her emotional needs: “I don’t think they can solve my problem (...) I don’t believe in them, I

don’t even think they know what they are doing”.

Participants talked about the ways in which they try to appease staff: “Yeah, you just
have to ask in a mannerly way. If you ask in a mannerly way, it’s not 100% that they’re gonna
do it for you, but you have to ask them in a mannerly way” (Jermaine); “I try to please them,

even when I go to shop I buy things for them as well” (Gabriel).

Gloria spoke about different experiences with ward staff compared to members of the
multidisciplinary team. She described the relationship as being a battle: “My conflict is
between the doctors and those in charge of my care”. However, when reflecting on her
interactions with ward staff she praises their work ethic and delivery of care. Other

participants also perceived the relationship with the doctor to be different based on the
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position and power they had over the care they received: “So, the doctor is the one that is in
charge, he’s the boss” (Jermaine), “The doctor is not someone you want to argue with or
debate with or talk with. The more you try to do that, contest what the doctor has to say, the

more you have... medication” (Karl).

Despite having some difficult relationships with staff, participants also described the

efforts staff went to whilst acknowledging the demands of their role:

I- i- I think the staff, they, the junior staff, they’re really doing well, they’re working
hard, so there’s- they’re on their toes and trying to help everybody, trying to make the

environment conducive. I think they’re doing fantastic job that’s what I think.

(Gloria)

Vivienne explained that she felt assured by staff and their capability to contain her

during her admission:

So, getting here I think the people here, they know what mental health is all about
since that’s the ward. So they were able to like contain the issue, so like, maybe me
walking up and down, maybe trying to open doors, they were able to contain that

issue. And not just for me as well, for every other person as well

Vivienne highlighted the importance of meaningful connection with staff and the significance
it had on her recovery. She explained how she felt more supported by staff of the same
ethnicity as her, she noted that they put more effort in to building a rapport, and this enabled

her to make sense of her experience:

People who really asked and generally tried to ask me, even in my abnormal state and
all, so your- ‘why are you really here?’ ‘what’s going on?’ are people like me. When I

got better, and everyone knew, oh my god this girls getting better, other people started
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asking questions as well. But from the beginning, in fact they are the ones that made
me realise somethings wrong. (...) that conversation of trying to be nicer (...) that,

that alone helped me to realise, plus the medications I guess.

GET 4 — Being Black changes things

All participants described how their ethnicity influenced their experience of inpatient
care. Assumptions and stereotypes were a big part of this experience for Esther, she
described how she felt stereotyped and judged as aggressive by staff from the start of her

admission:

Well, when I first come here they had all sorts of assumptions about me (...) Then I
was misjudged, if I tried to talk to people I was accused of being confrontational,
aggressive, which I was not. (...) You know, they perceive Black people as being
aggressive all the time, it’s just got this stupid stereotype, you know. Even we can be
guilty of that, but still it’s just ridiculous you know, you got to get to know the person

before you make that judgement. So straight away I was stereotyped

Esther described that feeling stereotyped and judged made it difficult to talk to staff,
explaining that she perceived staff would use those stereotypes as reasons to disengage with

her which resulted in her pulling away from communicating with some members of staff:

That’s when I stopped talking to particular staff member, because as soon as you try to
talk to them ‘oh you’re being confrontation, oh you duh duh, oh I’'m going to
disengage now, and duh duh’ and I’m thinking well what’s wrong with you all I'm

trying to do is talk to you

These experiences had an emotional impact and limited the support pool available to
Esther during her admission: “it upsets me a little bit if they’re not co-operating but it doesn’t

impact my mental state (...) Well, I just call to people that I think I can speak to, and I
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approach them yeah”. She discussed that mistreatment was not limited to staff members of
differing race and needing to stay positive despite the upset: “they’ve all been at it, you know
they’ve all been at it but you know I just remain optimistic”. There was a sense of apathy
from participants as though there was no option but to accept the upset from the experiences,
perhaps feeling that the distress would not be recognised, acknowledged or validated by
others. Gloria described how she was distressed and experienced negative responses from

staff members of the same culture:

Although I was loud, erm... erm, I was loud and it seems like some was not alright to
me, and some of them understood, some of them they didn’t especially people from
my, from my country, they were reacting bad to me, they were saying negative things
like, they saw me behave- I’'m deliberating behaving the way I’m behaving, it was not
nice from my own people and yes they were staff, yeah (...) but I guess, that’s how it
is.

Similarly, Karl discussed that despite generally having an okay relationship with staff
during his inpatient experience, he believed that his needs and distress were minimised by
staff if they were of the same ethnicity: “Maybe because we’re from the same place, they
don’t take me seriously as a patient”. Jermaine and Gabriel both discussed their perception
that the differential treatment based on race within an inpatient setting was influenced and
representative of wider societal and longstanding racial preferences of Black ethnicities and
suggestive of differential implications for being Black that are based on additional aspects

such as country of origin and culture, as though there is an ethnicity hierarchy:

Yes some people, some people are treated different from, like some people are treated
different from each other (...) Like some, for example, some staff might not like other

foreign people (...) Yeah cause, erm, everybody like Nigerians so, everybody likes
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Nigerians cause erm, after the Jamaicans, after the Caribbean, erm, I think I think, it
was Nigerians that were most successful in the UK so, but I still feel that, I still feel
that, erm, the, the government and everybody around the community work favours the
Nigerians more than the Jamaicans, even though it’s supposed to be the other way
around, cause the Jamaican’s is the first, the Caribbean’s is the first ones to come as a

slavery

(Jermaine)

“I think for other people things feel better cause they from Nigeria, maybe it’s better

(...) yeah. Nigeria or whatever, Ghana or whatever”

(Gabriel)

Discussion

The findings indicate that feeling stuck, relationships with staff, disregard of personal
beliefs and differential treatment because of being Black were central factors in participants’
experiences. This stands alongside existing research that has also explored the experiences of
detention for this population and found the experience to be affected by ethnicity, with
themes of racial discrimination and mistreatment identified from the study (Solanki et al.,
2023). The findings are also supported by research that has reviewed literature exploring the
experiences of detention more broadly; where race or ethnicity have not been explicitly
examined yet also uncovered restrictions of autonomy, staff relationships, and information
and involvement in care as themes significant to the experiences of detention (Akther, 2019;
Katsakou & Priebe, 2007; Seed et al., 2016; Staniszewska et al., 2019). Indicating that whilst

some of the findings outline experiences that may be common amongst inpatients regardless
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of ethnicity, there are some nuanced experiences for Black people that have been revealed in
this study. This study is unique in that it sought to explore the role of racial discrimination
within the inpatient experience; however not all participants felt that this was a significant
aspect of their experience to explore, and for those that did, differential treatment was not

always linked to negative interactions.

One possible explanation of the differing significance could be a reflection of
changing race relations within the UK that has raised awareness of discrimination and racism
(Badenoch, 2022; Smith, 2021), thus individuals have more awareness of their actions when
interacting with others of differing ethnicities. Furthermore, it could be an indication that
services have become more culturally competent with the implementation of policy initiatives
such as the Patient and Carer Race Equality Framework (PCREF), supporting services to
meet the needs of individuals from diverse ethnicities and improve health service provisions,
whereby participants are feeling more fairly treated. Alternatively, it is possible that where
participants have experienced racial discrimination frequently outside of the inpatient
context, they may have become desensitised to the recognition or detach from the distress of
discrimination unless behaviours are directly overt, perhaps because they have endured the
experience frequently throughout their life in society (Wong et al., 2022). Some participants
that did perceive their experience to have been affected by their race or ethnicity, provided
comments that indicated a perception that these experiences were a reflection of wider
societal narratives and historical racism. This echoes findings from Solanki et al.’s (2023)
study that also noted that the experience of detention may sometimes reflect experiences of

racism in wider society.

The findings from this current study demonstrate that participants find the experience
of being an inpatient as restrictive, noting that at times they felt trapped and processes within

the experience were likened to prison, and mirror findings identified in Akther et al.’s (2019)
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and Solanki et al.’s (2023) research. This lack of freedom and autonomy is described by
participants in this study as experiences that have an emotional toll that exacerbates distress,
which is difficult to manage and regulate within a constricted environment, leading to
responses of behaviours that within the clinical setting is perceived as an escalation of risk
and subsequently used as grounds to extend inpatient treatment, ultimately submerging them
in a vicious cycle where they are stuck without resources to break the chain. Additionally,
participants discussed a lack of information about the reason for their detention, exclusion
from conversations about their care and treatment, limiting their ability to develop knowledge
of what to expect and what is required to progress in their recovery. These experiences are
also reflected in Akther et al.’s (2019) and Solanki et al.’s (2023) whereby lack of information
and involvement was also highlighted in themes. Despite research highlighting these issues,

the findings in this study demonstrate that there remains gaps between research and practice.

Some participants described different perspectives in terms of beliefs, and how this
felt like a battle to be understood by healthcare professionals as behaviours were perceived as
symptoms of mental illness. This is reflected in the theme ‘The clash between religion and
mental health’. Boyd-Franklin (1990) discussed this topic, noting that experiences for those
of Black ethnicity can be misinterpreted and mislabelled by Western models (Boyd-Franklin
& Shenouda, 1990), similarly, research has also noted that cultural beliefs can often compete
and contrast with medical explanations (Islam et al., 2015). Despite participants not
attributing the differences in treatment to racial discrimination, but more to cultural
differences and approaches to mental health, this theme still highlights the need for healthcare
professionals to be able to consider alternatives to Western psychiatric approaches to

appropriately support people of Black ethnicity.

The impact of staff support and relationships was also discussed by participants,

echoing previous research exploring experiences of detentions that has also highlighted the
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significance of staff relationships (Akther et al., 2019; Seed et al., 2016). Participants in this
present study described staff as being nice and helpful, noting that they were trying their best,
whilst also acknowledging that staff have multiple demands whilst caring for multiple
individuals with a range of presentations and complexities. However, participants also
described staff as testing, and at times perceived them as neglectful of their needs and
dismissive of their requests. It was noted that when participants discussed staff’s ability to
meet their needs they often focussed on practical requests and needed prompting to explore
attendance to their emotional needs. Despite descriptions indicating positive relationships,
participants rarely utilised staff for emotional support, and instead discussed peer
relationships on the ward and external social support. This is reflective of findings of
previous research that has investigated experiences of people of Black ethnicity in mental
health services, which highlights the value of relationships on the ward and shared
experiences (Chtereva et al., 2017). Additionally, research has emphasised the importance of
connectedness for people of colour and how it can buffer poor health outcomes (Brody et al.,
2014; Parhman et al., 2000; Yusuf et al., 2023). This could perhaps in part explain why, for
some participants, their connection to faith was of such value and importance within their
mental health experience, in particular if they were lacking connectedness from staff or peers.
Additionally, research has shown that religious beliefs and practices can mediate the negative
effects of racism and racial discrimination on mental health (Bhui et al., 2008; Ellison et al.,
2008; Ellison et al. 2017) which emphasises the importance of this being acknowledged by

healthcare professionals for Black people.

Some participants discussed their experiences of staff in relation to the staff members
ethnicity. One participant highlighted that they felt their concerns were not taken seriously by
staff members that shared the same ethnicity as them. Additionally, another participant

expressed that they felt they were more negatively perceived by staff of the same cultural
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identity. However in contrast, some participants did express that they experienced more
efforts from staff, when they shared the same ethnicity compared to those that differed.
Whilst acknowledging that all staff were nice, those of Black ethnicity responded to them in a
way that was perceived as more helpful. The findings from this study suggest that whilst staff
of the same ethnicity may be able to relate to Black patients, this does not always lead to
better outcomes. This idea has been discussed in previous research, commenting on the
uncertainty of improved outcomes when having staff who are ethnically matched to patients

(Fernando, 2017; Lovell et al., 2014).

Furthermore, one participant discussed how they felt there was preferential treatment
based on ethnic group identity; highlighting that as a Black African, they perceived they were
treated better than an individual of Black Caribbean ethnicity. This is suggestive of
differential implications for being Black depending on additional elements of identity, such as
country of origin or cultural practices, and highlights that the nuanced factors within the
Black experience that has the power to influence the quality of their experience when
accessing healthcare. Findings of a similar vein were identified in Solanki (2020) study,
noting treatment based in accordance to group identity rather than people being seen as
individuals. From these findings it could be concluded that a diversely representative staff
team does not necessarily mediate experiences of differential treatment or discrimination, and

ensure quality care for Black patients.

Clinical Implications

The findings of this research emphasise the need for collaborative relationships
between patients and professionals, which has also been highlighted in previous research
(Seed et al., 2016; Solanki et al., 2023). This is particularly important when considering the

value that is placed on connectedness by Black people (Myers, 2006) and its significance is
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demonstrated in the findings in relation to when connection is present it promoted the ability
to develop insight and engage. It is therefore recommended that patients are included in
conversations about their reasons for admission, care and treatment, and that their cultural
beliefs and support systems are considered as part of their care plan. This recommendation is
also supported by professional guidelines and policies that recommend patient involvement
(British Psychological Society, 2017; NHS England, 2017). Additionally, when considering
staffing, it is imperative that services do not assume that the presence of Black staft will
necessarily address the concerns and provide better care for Black patients, as highlighted
from the findings in this present study that it does not mediate feelings of differential
treatment and discrimination. Appropriate training should be available to all staff working
with individuals of Black ethnicity, and regular reflective practice should be accessible as
spaces for professionals to consider intentions and initiatives that can support the experiences

of care for people of Black ethnicity.

Medication is the referenced treatment throughout the findings, with little discussion
of any other interventions as part of participants experience. NICE guidelines recommend
medication in conjunction with psychological treatment however research has highlighted
that Black people are more likely to be offered medication over talking therapies (NICE
2014; Baker & Kirk-Wade, 2024; Bansal et., 2022). This has clinical implications for
healthcare professionals to provide patients with access to meaningful psychological input for

a more holistic approach to recovery.

Strengths and Limitations

Whilst studies have explored experiences of detention amongst this population, these
have been predominantly conducted outside the UK (Akther et al., 2019; Barnett et al., 2019;

Bignall et al., 2019). The current research is unique in attempting to explore the role of



MENTAL HEALTH INPATIENT CARE FOR BLACK PATIENTS 2-26

discrimination within the experience of inpatient care for Black patients. Previous research
identified discrimination and racism as findings, however, the impact of discrimination within
the experience had yet to be investigated. This research adds to the existing literature
exploring the experiences of inpatient mental health treatment in the UK for Black
individuals (Solanki et al., 2023), additionally adding some insight to understand how
perceived discrimination factors into their experience. Although in contrast to some existing
literature, this study acknowledges that there were many factors impacting on experiences
and that discrimination seems to be a contextual factor, but for some, not an overt issue. It

serves to develop an understanding and highlights further avenues for research in this area.

Some participants interviewed expressed a desire to want to contribute to changes and
have their voices heard, which speaks to the importance of including perspectives of lived
experience within research and this serves to challenge existing arguments that people of the
global majority are hard to engage (Campbell et al., 2021; Kalathil, 2013; Liamputtong,
2010; Nevid & Marua, 1999). As participants were all recruited from the same geographical
area findings cannot be generalised as a representation of experiences of inpatient care across
the UK. It is important to highlight that as the diversity of the population differs across
locations, experiences of perceived discrimination may also change in prevalence depending
on whether individuals are the majority, or minority ethnic group. This is why it is important
to conduct research of this type in different locations to explore convergence and divergence

within experiences.

Factors such as the researcher not being based within the services of the participating
NHS trust could have hindered recruitment, as the role of recruitment for this research project
relied heavily on ward staff who are already working under pressure. Additionally, the
struggle in recruitment also speaks to the known existing strained relationship between this

population and healthcare professionals because of longstanding systemic discrimination and
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racism that has perpetuated inequalities within the healthcare system. Thus, there may have
additionally been a reluctance to engage, particularly as there was no immediate benefit to the
participant from taking part. Researchers have highlighted that this population may have
reservations and concerns about confidentiality, perhaps due to mistrust of systems (Campbell
et al., 2021; Hines & Boyd-Franklin, 2005; Liamputtong, 2010). Future researchers should
prioritise working on developing longstanding relationships within the population community
to build a rapport and regain some trust that may support the recruitment of research within

these communities.

Future Research

Previous research has explored experiences whilst grouping individuals of Black
ethnicity. However, as participants in this study expressed a perceived difference in treatment
based on ethnic identity, it may provide further insight for future research to explore the
experiences amongst population samples that are more heterogeneous within the Black
population. This research did collect some demographic data informing migration status but
this information was not included as part of the analysis as it is a small sample with little
variance, therefore it is not clear how this affects individuals without making leaps, it may be
of interest for future research to explore how this cofounds with these experiences, and
highlight the importance of considering other factors that could influence the quality of the
experiences of Black people accessing healthcare. The current study explores the role of
discrimination within inpatient settings, however these experiences are not limited to
institutions and inpatient services and future research could explore this in different services
that provide psychiatric treatment for Black people to continue to develop contextual
understanding of these experiences across differing provisions. More of this research needs to
be conducted across differing geographical locations because context is important, and it is

needed in order to understand the experiences and distinguish what is shared, what is
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different, what is unique, and consider different intersectionality that may also cofound

within experiences.

The Black mental health manifesto continues to ask for systemic changes to support
Black mental health, of which one suggestion includes an investment in community-led
research by, and for Black communities (Black Mental Health Wellbeing Alliance

[BMHWA], 2024).

Conclusion

This research aimed to develop an understanding of inpatient experiences for Black
patients with a specific interest in the role of discrimination and whether this influences that
experience. Findings revealed that loss and restriction, relationships with staff, conflicting
agendas and differential treatment because of race and ethnicity were salient factors for Black
patients receiving inpatient mental health care. Understanding how Black patients experience
mental health services supports our understanding of the nuanced experiences within these
contexts that exist for individuals of this group when receiving care and treatment within
NHS services, as professionals. This study makes and important contribution to the literature

by identifying four themes to develop an understanding of these experiences.
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Appendices
Appendix 2-A
Example of Exploratory Noting and Constructing Personal Experiential Statements
Personal Interview Transcript Exploratory Notes
Experiential
Statements
Karl: It wasn’t nice, I felt restrained, even til now I still
have some restrain. For instance, I can’t have a one to “Restrained” —
one with a female staff without the company of male physically by
staff. That is because of my history in previous mental | environment, or
Feeling trapped, | health hospital whereby I have crisis of writing love physically by others

restrained and
confined to the
ward and the

system

poetries to female staffs. It’s not something that occurs
in this hospital, it’s something that is being prevented
in this hospital already, so, otherwise, I feel a bit
restrained (yawns). Not exactly isolated, because it’s
not my first time in hospital, otherwise I would feel
isolated but it’s very restraining, it’s degrading to my
mental health because being sectioned makes me feel
trapped and it can make me react irrationally, ya know,

yeah.

I: And have you been happy with the care you have

received in hospital?

“wasnt” suggesting
that things may have
changed. Although is
using past tense but
remains an inpatient at
the time of interview,
perhaps is distancing
himself from the
experience

“even til now” a sense
that even though time

has passed, he still feels
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Wanting to be
treated and
valued in the
same way as

others

Feeling stuck in
the system with
no clear
understanding of
why, and not
being helped in
the same way as

others

Karl: It’s decent. It’s decent, yeah. (Inaudible/please
don’t think) hospital standard, it’s quite decent I’d say,
it could be better though? There are wards less acute
than this one, why don’t they just move me to this
ward straight up, why do I have to remain here if
someone is being treated more severely than I am or
better than I am, or more prioritised than I am you

know?

I: Do you feel like you have been treated differently to

others on the ward?

Karl: yeah

I: In what way?

Karl: Priorities, prioritisation. Like some patients are
more prioritised than I am, you know, in the sense of
like care and needs you know, some patients just
makes certain requests at certain times and they’re
being helped, they’re being responded to and spoken
to. Otherwise, me, at some point, I get, verbally like I
can’t explain it but like I'm treated in a way that like,
I’m in a better state, you know, but my point is that, if

I’'m being treated like I’'m better than someone,

as restrained. Restrain?
Or is that protection?
Language changed
from a bit restrained to
very restraining — a
sense that this is an
active feeling.
Its degrading — a sense
of humiliation being in
hospital for mental
health or a loss of self-
respect or perceived
value? Stigma?
“Trapped”
“Irrationally” —
suggests that he has
awareness that
behaviour is not always
proportionate to

event/circumstance

A sense that there's a

disparity
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mentally, because this is a mental health sector, why
am [ in such a ward? Does that make sense?
[Researcher: yeah] like does that mean that I’ve been
overreacted to my situation or something? Cause if I’'m
here because of one bad reaction that means they’ve

overreacted to my reaction you know? Yeah.

I: How have these experiences impacted on your

relationship with staft?

Karl: Sometimes good, sometimes shit.

I: Do you mind telling me a bit more?

Karl: Erm, with staff, fairly speaking, my relationship
with staff are very good, so far. Only some of them
have been a bit unprofessional, with things like, they
get carried away, you know. Or maybe because we’re
from the same place, they don’t take me seriously as a
patient. But, generally, my reactions with staff are
fairly standard and good. I have good relationships

with staffs.

I: When you say things like “they get carried away”

and “they don’t take you seriously because you’re

A sense that others are
treated better/cared for
more than him, but he is
told that he is in a
better
situation/condition than
others — so, needs
ignored? Minimised?
Not unwell enough? To
get the same level of
care but on the same
ward that suggests level

of support is needed)

They don t take me
seriously as a patient —
perhaps a sense of
humiliation or
embarrassment that
people perceive his

need for care as a joke?
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from the same place” do you mind just telling a bit “from the same place”
what you mean about that? - does it reinforce a
narrative that people
Karl: Erm, I mean for instance like, I will say it may like him should not

be lack of experience in the mental health sector. Some | need help?

of them are fairly new, maybe like one year, two year,
experience in the mental health sector. Like, you could
be prone to mistakes, but then they’re having the first

encounter of experience, you know

I: Have these experiences impacted on your “Lack of experience.
relationships with other service users on the ward? Prone to mistakes” - Is
he trying to rationalise,
Karl: What do you mean by service user? or justify the
discrepancy in care

I: Like patients

Karl: No
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Appendix 2-B

Example of Personal Experiential Themes with Supportive Quotes

PET

Experiential Statements

Quotes

Feeling trapped,
restrained and
confined to the
ward and the

system

Feeling restrained by the procedures

There is nowhere to go to get away but

aggression will get you moved

“It wasn’t nice, I felt restrained, even til now I still have some restrain. For instance,
I cant have a one to one with a female staff without the company of male staff. That
is because of my history in previous mental health hospital whereby I have crisis of
writing love poetries to female staffs. It’s not something that occurs in this hospital,
it’s something that is being prevented in this hospital already, so, otherwise, I feel a
bit restrained (yawns). Not exactly isolated, because its not my first time in hospital,
otherwise I would feel isolated but it’s very restraining, it’s degrading to my mental
health because being sectioned makes me feel trapped and it can make me react
irrationally, ya know, yeah”

“If we’re in the community, yeah, and, [ have a neighbour in my house trying to talk
to you, you’re ignoring me, then one day you decide you want to start talking to me,

I walk away. But in here this is cram zone, this is trap, I’'m trapped in here, meaning
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Feeling stuck in the Not taken seriously as a patient
system with no

clear understanding

of why I’'m in

hospital when I'm

not being helped in

the same way as

others

Too well to be helped, too unwell to be

discharged

that there’s nowhere I can go here. You are in here to work for 6 to 8 hours to 10
hours to 12 hours, you understand. If the communal area is where [ am and you’re
there, I have no choice but to react because I’ve nowhere to go to. I’'m not gonna
lock myself in my room because of you, so I have to react negatively to kick you out
of the ward.”

“Or maybe because we’re from the same place, they don’t take me seriously as a

patient.”

“In the event maybe I get into a state of crisis, yeah? it’s not going to be taken

seriously as someone who is very acute, you know. So it’s a priority, like they




MENTAL HEALTH INPATIENT CARE FOR BLACK PATIENTS 2-43

Navigating the
system and

understanding it

It all depends who is on shift

How they interact with me effects how

I interact with them

prioritise needs of some people better than some people, because of how the doctors

have portrayed my situation to be, you know.”

“If some people are being worse than others, or some people are being treated better
than others, they shouldn’t be here, like myself, I feel like I shouldn’t be in hospital,
you know?”

“No, they do what they like. Like for instance was yesterday, you know. I took my

depot yesterday. He gave my depot yesterday and he did a fantastic job”

“Sometimes the way they respond to me, might want to make me react. An example
is how I got from [redacted] to [redacted] ward. There was this staff, she comes here
once in a while, but we don’t have any problems anymore, I apologised to her. Yeah,
there was this staff who just comes to the ward. When I was on [redacted] yeah, you
know, you see each other in the morning you say hi, good morning, yeah? She was
coming, I was saying hi, good morning, she ignore me, I would try to make

conversation, where you from? Where are you from? You know, I’'m Nigerian, what
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part of Nigeria, cause I like to make conversation to make sure you know me, you
know. Then one very good day I was sitting on my own, yeah? After, or before the
doctor, before the doctor... because I take depot injection. I was sitting on my own,
she kept trying to talk to me. In my mind how is it that someone that I been
ignoring, yeah? Someone that has been ignoring me is trying to talk to me, and the
doctor is asking me to take injection, like, I feel like, they kind of trigger me to keep

longer in hospital, so I reacted very badly”
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Example of Developing Group Experiential Themes with quotes
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GET: THE RELATIONSHIP WITH STAFF

Trials and tribulations of navigating relationships and trust with
staff

“T just felt I was ignored a lot, and there was a lot of games being
played”
“well, I don’t trust them really”

Esther

Staff work hard and do their best

“Mmm, erm, I- i- I think the staff, they, the junior staff, they’re really
doing well, they’re working hard, so there’s- they’re on their toes and
trying to help everybody, trying to make the environment conducive.
I think they’re doing fantastic job that’s what I think.”

Gloria

Recognition for the staffs efforts throughout hospital admission

“no, no... there’s no, there’s no difference, there’s really no
difference, everyone is doing their job perfectly well, exactly, and if
you are open minded to talk, we like to talk, the nurses are willing to
sit with you to have that conversation with you, and if they see that
you’re not comfortable with them, they leave, you can get someone
who you’re confident with so it’s really nice... it’s nice.”

Vivienne

Testing the relationships / Needing to test others to distinguish
who to trust

“the staff can be annoying”

“cause the staff doesn’t know you and the staff and the staff wants to
get to know and see what they, they’re trying to test you”

“they’re trying to test you”

Jermaine

GET: LOSS OF FREEDOM AND FEELING STUCK

Feeling stuck in the system with no clear understanding of why
I’m in hospital when I’m not being helped in the same way as
others

“Priorities, prioritisation. Like some patients are more prioritised than
I am, you know, in the sense of like care and needs you know, some
patients just makes certain requests at certain times and they’re being
helped, they’re being responded to and spoken to. Otherwise, me, at
some point, I get, verbally like I can’t explain it but like I’'m treated
in a way that like, I’'m in a better state, you know, but my point is
that, if I’'m being treated like I’'m better than someone, mentally,
because this is a mental health sector, why am I in such a ward?”

Karl
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Navigating the system and how you engage with staff to get the
support you need

“so my advice to anybody when they first come in here just, just,
engage with the staff and be mannerly to them so when, if you be
mannerly to them and you say okay there’s this guy like this erm, so
we will, we try to help him out as best as possible”

Jermaine

Not understanding the reason for hospital admission

“I didn’t feel bad, I didn’t feel bad, I didn’t have relapses, I just
brought me here to this ward”

Gabriel

Feeling left out of discussions and not knowing how to get better

“Then for the, for the other, the part that I didn’t really like was
because I never get to have erm, have conversations about, maybe
because I was having psychosis anyway, never get to have
conversations about... what caused it.”

Vivienne

GET: SUPPRESSED BY MEDICATION AND LOSING IDENTITY

“They don’t have the same knowledge that I have, you know it’s sad for
me to see my fellow... brother and sister being, being reduced to
medication, yeah that is what is going on in NHS”

Feeling a loss of independence when in hospital Esther
“This is “I just find it frustrating to have to depend on them for

everything”

A loss of self Gloria

Lack of clarity and loss of sense of self Gabriel
“They consider me some kind of bipolar (inaudible) they are not sure”

““You will become very meek a person”,

Limited Treatment outside of medication Gabriel

“but they don’t care about it, they just give tablet, it’s not enough”

GET: THE EXPERIENCE OF BEING A BLACK INPATIENT

The impact of having staff of the same race / ethnicity

“although I was loud, erm... erm, [ was loud and it seems like some
was not alright to me, and some of them understood, some of them they
didn’t especially people from my, from my country, they were reacting
bad to me, they were saying negative things like, they saw me

behave- I'm deliberating behaving the way I’m behaving, it was not
nice from my own people and yes they were staff, yeah”

Gloria

Black staff were more forthcoming and inclusive

Vivienne
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“So from the beginning I could see it, but for generally, they’ve all been
caring, working, doing their job. Just like, I feel like those people have
been trying to inquire more, asking me the person, not the normal.”

The understanding of outside racial influences experience of care in
hospital

“Yeah cause, erm, everybody like Nigerians so, everybody likes
INigerians cause erm, after the Jamaicans, after the Caribbean, erm, I
think I think, it was Nigerians that were most successful in the UK so,
but I still feel that, I still feel that, erm, the, the government and
everybody around the community work favours the Nigerians more
than the Jamaicans, even though it’s supposed to be the other way
around, cause the Jamaican’s is the first, the Caribbean’s is the first
ones to come as a slavery”

Jermaine

Assumptions and stereotypes based on skin colour

“Then I was misjudged, if I tried to talk to people I was accused of
being confrontational, aggressive, which I was not.”

Esther
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Appendix 2-D

Author Guidelines for the Journal of Mental Health

About the Journal
Journal of Mental Health is an international, peer-reviewed journal publishing high-quality,
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Open Access
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program. Publishing open access means that your article will be free to access online
immediately on publication, increasing the visibility, readership and impact of your research.
Articles published Open Select with Taylor & Francis typically receive 45% more citations*
and over 6 times as many downloads** compared to those that are not published Open
Select.

Your research funder or your institution may require you to publish your article open access.
Visit our Author Services website to find out more about open access policies and how you
can comply with these.

You will be asked to pay an article publishing charge (APC) to make your article open access
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Preparing Your Paper

Article Types

Original Articles; Research and Evaluation Articles
e Should be written with the following elements in the following order: Title; Abstract
(Background, Aims, Methods, Results, Conclusions); Keywords; Main text introduction;
Materials and methods; Results; Discussion; Acknowledgments; Declaration of interest
statement; References (in the correct format); Appendices (where appropriate - to be
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uploaded separately); Table(s) and caption(s) (on individual pages) - to be uploaded
separately; Figures and figure captions (as a list) - to be uploaded separately.
e Should be no more than 4000 (excluding abstracts, tables and references) words
e Should contain a structured abstract of 200 words.
e Should contain between 3 and 7 keywords. Read making your article more
discoverable, including information on choosing a title and search engine optimization.
e When submitting an Original Article or a Research and Evaluation Article, please
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o Participants: language must be in the style of the APA. Our policy therefore is to refer
to study participants as opposed to patients or subjects.
e Please note we do not accept pdf’s. Please save your documents in the .doc format.
e Please include a heading at the end of your methods section entitled ‘Patient and
Public Involvement’. Please provide details of how patients, service users, care-givers,
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Materials and methods; Results; Discussion; Acknowledgments; Declaration of interest
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Please also include a statement confirming that the review protocol has been published on
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statements should appear at the bottom of your abstract underneath a sub-heading entitled
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e Please ensure that author details are not on the Main Document.
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to study participants as opposed to patients or subjects.
e Please note we do not accept pdf’s. Please save your documents in the .doc format. in
the .doc format.

Book and Web Reviews




MENTAL HEALTH INPATIENT CARE FOR BLACK PATIENTS 2-50

Should be written with the following elements in the following order: Title; Main text
Should be no more than words
Should contain an unstructured abstract of 200 words.
e Should contain between 3 and 7 keywords. Read making your article more
discoverable, including information on choosing a title and search engine optimization.
All books for reviewing should be sent directly to Martin Guha, Book Reviews Editor,
Information Services & Systems, Institute of Psychiatry, KCL, De Crespigny Park, PO Box
18, London, SE5 8AF.

Style Guidelines

Please refer to these quick style guidelines when preparing your paper, rather than any
published articles or a sample copy.

Any spelling style is acceptable so long as it is consistent within the manuscript.
Please use double quotation marks, except where “a quotation is ‘within’ a quotation”.
Please note that long quotations should be indented without quotation marks.

Formatting and Templates

Papers may be submitted in Word format. Figures should be saved separately from the text.
To assist you in preparing your paper, we provide formatting template(s).

Word templates are available for this journal. Please save the template to your hard drive,
ready for use.

If you are not able to use the template via the links (or if you have any other template queries)
please contact us here.

References
Please use this reference style when preparing your paper. An EndNote output style is also
available to assist you.

Taylor & Francis Editing Services

To help you improve your manuscript and prepare it for submission, Taylor & Francis
provides a range of editing services. Choose from options such as English Language Editing,
which will ensure that your article is free of spelling and grammar errors, Translation, and
Artwork Preparation. For more information, including pricing, visit this website.

Checklist: What to Include
2. Author details. Please ensure all listed authors meet the Taylor & Francis authorship
criteria. All authors of a manuscript should include their full name and affiliation on the
cover page of the manuscript. Where available, please also include ORCiDs and social
media handles (Facebook, Twitter or LinkedIn). One author will need to be identified as
the corresponding author, with their email address normally displayed in the article PDF
(depending on the journal) and the online article. Authors’ affiliations are the affiliations
where the research was conducted. If any of the named co-authors moves affiliation
during the peer-review process, the new affiliation can be given as a footnote. Please note
that no changes to affiliation can be made after your paper is accepted. Read more on
authorship.
3. Graphical abstract (optional). This is an image to give readers a clear idea of the
content of your article. For the optimal online display, your image should be supplied in
landscape format with a 2:1 aspect ratio (2 length x 1 height). Graphical abstracts will
often be displayed online at a width of 525px, therefore please ensure your image is




MENTAL HEALTH INPATIENT CARE FOR BLACK PATIENTS 2-51

legible at this size. Save the graphical abstract as a .jpg, .png, or .tiff. Please do not embed
it in the manuscript file but save it as a separate file, labelled Graphical Abstractl1.

4. You can opt to include a video abstract with your article. Find out how these can help
your work reach a wider audience, and what to think about when filming.

5. Funding details. Please supply all details required by your funding and grant-
awarding bodies as follows:

For single agency grants

This work was supported by the [Funding Agency] under Grant [number xxxx].

For multiple agency grants

This work was supported by the [Funding Agency #1] under Grant [number xxxX];
[Funding Agency #2] under Grant [number xxxx]; and [Funding Agency #3] under Grant
[number xxxx].

6. Disclosure statement. This is to acknowledge any financial or non-financial interest
that has arisen from the direct applications of your research. If there are no relevant
competing interests to declare please state this within the article, for example: The authors
report there are no competing interests to declare. Further guidance on what is a conflict
of interest and how to disclose it.

7. Data availability statement. If there is a data set associated with the paper, please
provide information about where the data supporting the results or analyses presented in
the paper can be found. Where applicable, this should include the hyperlink, DOI or other
persistent identifier associated with the data set(s). Templates are also available to support
authors.

8. Data deposition. If you choose to share or make the data underlying the study open,
please deposit your data in a recognized data repository prior to or at the time of
submission. You will be asked to provide the DOI, pre-reserved DOI, or other persistent
identifier for the data set.

9. Supplemental online material. Supplemental material can be a video, dataset, fileset,
sound file or anything which supports (and is pertinent to) your paper. We publish
supplemental material online via Figshare. Find out more about supplemental material
and how to submit it with your article.

10. Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for grayscale
and 300 dpi for colour, at the correct size). Figures should be supplied in one of our
preferred file formats: EPS, PS, JPEG, TIFF, or Microsoft Word (DOC or DOCX) files
are acceptable for figures that have been drawn in Word. For information relating to other
file types, please consult our Submission of electronic artwork document.

11. Tables. Tables should present new information rather than duplicating what is in the
text. Readers should be able to interpret the table without reference to the text. Please
supply editable files.

12. Equations. If you are submitting your manuscript as a Word document, please ensure
that equations are editable. More information about mathematical symbols and equations.
13. Units. Please use SI units (non-italicized).

Using Third-Party Material

You must obtain the necessary permission to reuse third-party material in your article. The
use of short extracts of text and some other types of material is usually permitted, on a limited
basis, for the purposes of criticism and review without securing formal permission. If you
wish to include any material in your paper for which you do not hold copyright, and which is
not covered by this informal agreement, you will need to obtain written permission from the
copyright owner prior to submission. More information on requesting permission to
reproduce work(s) under copyright.




MENTAL HEALTH INPATIENT CARE FOR BLACK PATIENTS 2-52

Submitting Your Paper

This journal uses Routledge's Submission Portal to manage the submission process. The
Submission Portal allows you to see your submissions across Routledge's journal portfolio in
one place. To submit your manuscript please click here.

Please note that Journal of Mental Health uses Crossref™ to screen papers for unoriginal
material. By submitting your paper to Journal of Mental Health you are agreeing to
originality checks during the peer-review and production processes.

On acceptance, we recommend that you keep a copy of your Accepted Manuscript. Find out
more about sharing your work.

Data Sharing Policy

This journal applies the Taylor & Francis Basic Data Sharing Policy. Authors are encouraged
to share or make open the data supporting the results or analyses presented in their paper
where this does not violate the protection of human subjects or other valid privacy or security
concerns.

Authors are encouraged to deposit the dataset(s) in a recognized data repository that can mint
a persistent digital identifier, preferably a digital object identifier (DOI) and recognizes a
long-term preservation plan. If you are uncertain about where to deposit your data, please

see this information regarding repositories.

Authors are further encouraged to cite any data sets referenced in the article and provide

a Data Availability Statement.

At the point of submission, you will be asked if there is a data set associated with the paper. If
you reply yes, you will be asked to provide the DOI, pre-registered DOI, hyperlink, or other
persistent identifier associated with the data set(s). If you have selected to provide a pre-
registered DOI, please be prepared to share the reviewer URL associated with your data
deposit, upon request by reviewers.

Where one or multiple data sets are associated with a manuscript, these are not formally peer-
reviewed as a part of the journal submission process. It is the author’s responsibility to ensure
the soundness of data. Any errors in the data rest solely with the producers of the data set(s).

Publication Charges

There are no submission fees, publication fees or page charges for this journal.

Color figures will be reproduced in color in your online article free of charge. If it is
necessary for the figures to be reproduced in color in the print version, a charge will apply.
Charges for color figures in print are £300 per figure ($400 US Dollars; $500 Australian
Dollars; €350). For more than 4 color figures, figures 5 and above will be charged at £50 per
figure ($75 US Dollars; $100 Australian Dollars; €65). Depending on your location, these
charges may be subject to local taxes.

Copyright Options

Copyright allows you to protect your original material, and stop others from using your work
without your permission. Taylor & Francis offers a number of different license and reuse
options, including Creative Commons licenses when publishing open access. Read more on
publishing agreements.

My Authored Works

On publication, you will be able to view, download and check your article’s metrics
(downloads, citations and Altmetric data) via My Authored Works on Taylor & Francis
Online. This is where you can access every article you have published with us, as well as




MENTAL HEALTH INPATIENT CARE FOR BLACK PATIENTS 2-53

your free eprints link, so you can quickly and easily share your work with friends and
colleagues.

We are committed to promoting and increasing the visibility of your article. Here are some
tips and ideas on how you can work with us to promote your research.

Queries
If you have any queries, please visit our Author Services website or contact us here.




MENTAL HEALTH INPATIENT CARE FOR BLACK PATIENTS

2-54

Tables and Figures

Table 2-1

Participant Inclusion-Exclusion Criteria.

Inclusion Criteria

Exclusion Criteria

Any gender identity ages 18 years and over

Participants must be receiving care within
an Inpatient setting, this can be informal or
formal detention under the MHA, or have
experience of receiving care within an NHS
inpatient service within the past 10 years.
Participants must be of Black British, Black
Welsh, African or Caribbean ethnicity
demographic

Research participants can be of any socio-
economic grouping

English speaking to conversational ability,
and able to communicate via

video/telephone if required

Individuals who do not speak English or
have endured organic brain damage
Individuals detained in CAMHS, LD or
forensic wards due to the additional medical
and legal factors associated with these

populations.

Individuals under the influence of any drugs

or alcohol at the time of the interview

Individuals experiencing acute levels of

psychosis
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Demographics of the Sample
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Age Gender M Ethnicity Migration status

(Male) F

(Female)
Jermaine 26-34 M Black British 1% Generation
Karl 26-34 M African 1% Generation
Esther 35-45 F Black British 2"d Generation
Vivienne 26-34 F African 1% Generation
Gloria 35-45 F African 1% Generation
Gabriel 46-59 M African 1% Generation
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Critical Appraisal

This paper presents a critical review of the research process undertaken in order to
complete both the systematic literature review and the empirical project. The critical appraisal
will begin by summarising the findings from both the systematic literature review and
empirical paper, as well as discussing matters that have not yet been addressed. This section
will also include reflections on various aspects of the research process such as
methodological issues, clinical implications and future research. There will also be some
personal reflections about the process of completing this thesis. In addition to presenting
reflections on this process from the perspective of the researcher, there will also be
consideration of the implications of this research in relation to future clinical practice,
policies, and development of services. Alongside this will be reflections of my journey
throughout the research project, which will include why the project was chosen, the

challenges endured and the emotional responses that were evoked during the process.

It is important to highlight the political context that this thesis was written in, and the
change in the UK that has occurred since the initial starting point of the research. The change
in Government from Conservative to Labour may be of service to the cause of this research.
Labour’s stated commitments to mental health equity and racial justice include an
introduction to a Race and Equality Act to root out racial inequalities; and reformation of
mental health legislation to ensure patients have rights, autonomy, and dignity. These will not
eradicate all the existing issues highlighted from the accounts of participants experiences, but

it is hoped that this will contribute to the called for changes to support Black mental health.
Summary of Papers

The overall aim of this thesis project was to explore the factors affecting

psychological wellbeing for Black people. The systematic review explored the role of
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masculinity in the functioning of Black men’s psychological wellbeing and as a barrier to
help seeking. The review highlighted that Black men feel a pressure to conform to masculine
‘norms’ and don’t feel that they have permission to engage in emotional expression or
conversations about their mental health for fear that it will jeopardise their masculine status in
their community. Black men expressed their heightened sense of responsibility and duty for
others in their community which at times perpetuated feelings of distress in addition to their
own personal stressors. Additionally, existing beliefs about healthcare professionals made it

difficult to feel that accessing support would be helpful.

The empirical paper used qualitative research methods to explore the experiences of
inpatient care for Black patients, using Interpretative Phenomenological Analysis (IPA). The
purpose of this study was to gain insight into people’s experience of inpatient mental health
care with an interest in understanding the role of perceived discrimination within the
experience. The study included six participants who were interviewed using a semi-structured
topic guide. Four themes emerged from the data: 1) Loss of freedom and feeling stuck, 2) The
clash of spirituality, religion and mental health — suppressed by medication and losing
identity, 3) The relationship with staff, and 4) Being Black changes things. The subthemes
within these highlighted that lack of clarity, feeling restricted, religious identity, and race
were central to participants’ experience of inpatient mental health care. Some patients
expressed that they felt these experiences increased their distress but how it was motivating
them to want to obtain positions where they would be able to support others in similar
situations in the future. This study contributes to the literature by providing personal
perspectives on the experiences of inpatient mental health care for Black patients. The
findings highlight that there is a need to continue exploring lived experiences as the richness
and nuance of data available is informative for professionals that are supporting individuals

of the global majority. Research like this has an important role to play in helping
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professionals develop a better understanding of the experiences of Black patients, as it puts
their accounts of their experiences into the evidence base. A prominent reflection from this
research is in relation to the recruitment of participants in services as an external researcher,
given the challenges that can present when identifying and assessing eligibility and suitability
to participate and the limited timeframes around this. Future research should prioritise the
relationships with the population sample from the starting point of designing the research to

support recruitment.

Selection of the Topic

This thesis was clinically relevant as the systematic review and empirical research
paper looked to gain a better understanding of the nuanced experiences of mental health for
Black people. It has been highlighted by previous researchers that academic research in
Clinical Psychology exploring mental health in the UK has neglected the perspectives of
individuals from the global majority (Wood & Patel, 2017). Additionally, there is a clinical
need to develop cultural competency amongst healthcare professionals in order to meet the
needs of the diverse populations we serve, and address the inequalities and disparities in
access to services. As a result, this project is of clinical value as it provides insight into the
nuanced experiences that Black people are facing when trying to manage their mental

wellbeing.

My interest in researching the experiences of inpatient mental health care for Black
patients was influenced by my previous work experience, where unfortunately an individual
chose to end their life whilst being cared for in an inpatient mental health unit. As staff
participated in the debrief, they shared reflections on whether they felt the individual’s
cultural identity was considered enough within their formulation and whether this had

impacted their perception of treatment. I had also worked with another Black patient on a



CRITICAL APPRISAL 3-5

different ward where racial abuse was indirectly implicit by peers, this patient shared that this
made them feel awkward on the ward but they felt unable to discuss this due to fears that this
would cause friction and negatively affect them. In both these cases, the individuals were the
only Black patients on their ward and on reflection, I wonder how they internally processed
their experience of being overtly different to others. Additionally, I am aware that population
groups within the global majority are under-researched; as I identify as a member of the
Black community I felt a pull to use my power and position as a trainee Clinical Psychologist
and researcher to utilise the opportunity, to provide a space where the voices of people within
the Black population can have their stories heard with hopes that this can inform more

culturally sensitive care in services in the future.

Methodological Issues

One methodological challenge was the aspect of conducting research recruiting from
inpatient services, as an external researcher. Recruitment was supported by NHS trusts
however recruitment relied heavily on the staff team on the wards, which meant potential
participants had little interaction with the researcher prior to interview. This may have
influenced the rate of recruitment or been a deterrent for potential participants where trust
with healthcare professionals is already fraught, in particular as relationships and
connectedness has been highlighted as important for Black people (Myers, 2006; 2010). All
interviews were conducted face-to-face, despite virtual interviews also being offered as an
option. This was to support the needs of the service but also the needs of the sample
population. With the slow uptake of participants attempts were made to recruit via social
media however this was to no avail, reasons for which can only be hypothesised. It could be
suggested that the advertisement was not reaching the relevant audience as social media
pages typically require the target audience to be following the page in order for the content to

be seen. Efforts were made to overcome this by asking existing pages and groups to repost
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the recruitment poster, however this strategy did not increase uptake. This highlights why it is
important for the researcher to be able to embed themselves — where they can, ethically -
within the target sample population so that they are able to develop relationships from the
start of the research design, adapt and consider strategies to mutually benefit the participant

and the researcher in recruitment.

Throughout the recruitment process I had to contend with timeframes for discharge of
potential participants. On two occasions, participants had been discharged by the service prior
to the interview, and at this time recruitment was not available via social media to offer an
alternative recruitment route. This felt frustrating as a researcher but I was also pleased as a
trainee clinician, that people were being discharged from services, in particular from having
conducted interviews where participants had expressed feeling ‘stuck in the system’ and from
my own experience of working in these settings where delayed discharges can sometimes be

an issue and cause additional distress for the individual.

Guides for qualitative research suggest an hour for interviews (Patton, 2015). This
research did suggest interviews of up to an hour, however, most were shorter than this. This
could be a reflection of the topic guide despite attempts to mediate this with consultation on
the topic guide during the design, and by offering participants time at the end of the interview
to share anything else about their experience that they wanted to share. Some participants
were notably time checking throughout the interview, so perhaps the duration is also a
reflection of the researcher’s ability to engage the participants in discussion of their
experience. Additionally, other factors may have been affecting participants’ concentration
levels, such as medication. However, despite the shorter duration of interviews, data provided

by participants were still meaningful contributions.

Data Analysis
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Prior to completing this research, I had little experience of IPA and therefore was
conscious about wanting to ‘get it right’ in order to do the research justice, in particular given
the importance of the topic. I was guided throughout; following the steps involved in the
methodology as publish by Smith et al. (2022) which supported my confidence with the
process of analysing and interpreting the data. I found the guidelines particularly helpful
when moving from descriptive to interpretative, where my drive to ‘get it right’ was at the
forefront, desperately wanting to make sure that participants’ experiences were accurately,
and well represented. It helped me engage with the significance of what was verbalised, and
of the ways that participants made sense of their experiences to identify patterns within the
data. The guidance encourages the researcher to look for patterns of similarity but also

patterns of difference for a quality IPA study that acknowledges individual characteristics.

The iterative nature of IPA was beneficial when it came to the selection of extracts for
the narrative write up of the data. It allows the researcher to continuously analyse and refine
themes throughout to ensure that it is reflective of the captured data and the stories shared by
participants, in order to engage the reader (Nizza et al., 2021). In this instance, having a
smaller participant sample enabled me to share the voices of all involved by including at least
one perspective of every participant involved within the research. This is in line with
guidance by Smith et al. (2022) to ensure that the analysis is representative of the whole
sample, which can be trickier to achieve with larger sample sizes. However, there may be
themes where one participant’s voice is used more dominantly when articulating the

narrative.

Clinical Implications
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Overall, the findings from both the systematic review and the empirical paper suggest
that there is much work needed by healthcare professionals working in services to support the

needs of Black people.

The majority of participants did not comment on treatment beyond medication which
suggests that it was either not available or that it was not a significant part of their experience.
This has clinical implications as guidelines recommend medication in conjunction with
psychological treatment (NICE, 2014). These reflections may be indicative of the need for
greater psychological input for individuals to support a person-centred and holistic approach
within their experience of care. Additionally, this could also be representative of wider
systemic issues that have been highlighted in previous research, identifying that Black people
are more likely to be offered medication than access to psychological interventions (Das-

Munshi et al., 2018).

This research highlights the need for community collaborations in clinical settings to
support and improve access to services for individuals from diverse communities so that
available services are able to meet their needs. For example, services could consider adopting
approaches that are operationalised within social justice frameworks, such as community-
based participatory research (CBPR), where members of communities are involved in
research processes, promoting co-learning and trust, and could aid the NHS agenda for
community transformations in mental health care that aim to advance qualities for minority
ethic communities. Professionals could map themes raised e.g. spirituality or identity, and
whether these themes are reflected in the available support, and consider how that might

influence the needs that are catered for.

Strengths and Limitations
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Academic research exploring mental health in the UK and obtaining the perspectives
of Black people has been highlighted as lacking within the field of Clinical Psychology
(Wood & Patel, 2017). This study provides the lens of lived experience and contributes to the
existing literature, giving contextual information to quantitative research and builds on the
sought after knowledge and understanding of mental health care for Black people. IPA was
felt appropriate for this research study as its methods allow a deeper understanding of
people’s experiences and the meanings attached to them to be gained. Therefore this is also
considered a strength of this project as it allowed for a rich and in-depth qualitative
exploration into the experience of black inpatients in mental health services which is

particularly beneficial as this is an under-researched population.

One of the limitations of the research study was that although the study aimed to
recruit 6-10 participants, it only managed to recruit to the lower end of the target. There are
many hypothesised reasons for this, one being that the demographic of this population is one
that has longstanding relationship and trust issues with health professionals. Therefore there
may have been some trepidation about participating in the research and anticipation of
negative consequences, or concern that the research was ‘tokenistic’ and not borne out of
genuine interest and desire to improve quality of care for this population. In order to
overcome this barrier, building a rapport with potential participants could have supported
recruitment uptake, however the researcher was not situated within any of the recruitment
sites to build trust and encourage participation. Rather than continue to recruit to reach 10
participants I decided to stop recruitment in order to allow an adequate amount of time to
analyse the data. There is no definitive sample size for IPA, although six to ten is the
recommended range from for doctoral IPA studies (Smith et al., 2022; Smith & Eatough,

2015) however some researchers advocate for continued recruitment until data saturation (the
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point where no new themes are emerging from the data) (Constantinou et al., 2017; Vasileiou

etal., 2018).

Unfortunately, due to time constraints, lack of funding to offer compensation, and
unsuccessful outreach, no experts by experience were involved in the design, data collection
or analysis of the research study. This highlights the systemic factors that contribute to the
problem of limited research with this population, with no clear pathway for patient and public
involvement input in these topics. However, consultation on the topic guide was sought from
a stakeholder during the design stage of the research. The stakeholder was an individual who
identified as a member of the global majority and has experience of working with the targeted

recruitment sample.

The study was also limited geographically, in that participants were recruited from
one NHS trust, therefore may not represent the experiences of patients across the UK where
diversity in demographic populations varies to a greater or lesser extent, and cannot be
generalised to wider populations. Initially, the study set out to recruit participants from one
service, however as participant yield was slow, a decision was made to contact other services
within the same NHS trust but this was at a later stage of the project. This had the potential to
have influenced recruitment and subsequently findings of the study as it limited opportunities
for eligible participants to have been made aware of the project and respond. In addition, it is
possible that different geographical locations differing in population diversity, may also
provide additional nuances within the findings. However, despite a smaller sample than
hoped of participants, of those that did participate, individuals did form a relatively
homogeneous group of participants which is recommended for IPA studies (Smith et al.,
2022) and is therefore a strength of the research project. Another strength of the research

study was that all participants provided rich and detailed information regarding their
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experience of inpatient mental health services which led to the aim of the research being

achieved.

Personal Reflections

During the process of completing this thesis, I have had numerous reflections about
my identity as a Black female. The collection of data from both the systematic literature
review and the empirical study have spoken to experiences that have personal resonance. At
times it has been upsetting to continually hear these stories, and I noticed great feelings of
responsibility when thinking about how this research can make a difference, and can truly
address some of these huge systemic and political issues that impact Black people. In the
latter period of this thesis, there had been a significant event within the North West of
England that incited racial riots across the UK. I was compelled with feelings of irony of
exploring the aspects of racial discrimination within experiences of inpatient care, whilst
feeling confined to my own home due the violent attacks that were displayed in the public.
During this time the ability to immerse myself in the thesis felt particularly difficult, fighting
with the drive to persevere to complete within the training period whilst also recognising that
my threat system around this topic was particularly heightened at the time, feeling frustrated
with systems that were not responding quickly enough to keep people safe. Managing these

emotions and reflecting on how they influenced my engagement with my thesis was essential.

Process Issues and Reflexivity

IPA acknowledges the ‘double hermeneutic’ process which indicates that the
researcher’s subjectivity and personal views and experiences play an integral role in shaping
the data collection and analysis processes (Smith et al., 2022). Therefore it was imperative
that I remained mindful of the fact that my past work experiences and personal relations or

connections will have had an influence on my interpretations of the data as a researcher.
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Additionally, some of these interpretations will have also been influenced by the relevant
related research that I have become familiar with during this process, in addition to my

values, role and training as a Clinical Psychologist and researcher.

Throughout the process I have aimed to be mindful of my own reflexivity by keeping
a journal as a way of accounting any biases and acknowledging their potential to impact on
the analysis of the data (Smith et al., 2022). This process felt particularly useful to engage in
following interviews and during the transcription. Additionally, I received external
supervision from a Black Clinical Psychologist separate to the research team to explore any
bias within the process. This helped to maintain the credibility and integrity of the findings of

the study (Noble & Smith., 2015).

My reflections in the diary acknowledge how the process of conducting the research —
predominantly conducting the interviews, interpreting and analysis have been influenced by
my existing, personal knowledge and past experience of working with Black patients.
Furthermore, I reflected on my own personal experience of identifying as a member of the
global majority and being able to relate to their experiences somewhat, despite the different
contexts. In particular where participants expressed feeling ‘different’ to societal expectations
and the on-going fight against the stigma against Black people. The hermeneutic nature of
IPA supports researcher reflexivity to allow for interpretations to be made for both the
researcher’s experience and the researched phenomenon (Shaw, 2010). As researchers are not
immune to their own experiences, biases or assumptions, being able to reflect on and evaluate
the role of oneself and emotions in qualitative research has been encouraged to minimise

risks of misinterpretation of the data (Johnson, 2009).

My clinical skills as a Trainee Clinical Psychologist supported me during the research

process. For example, when conducting the interviews I was able to utilise person-centred
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skills such as summarising, paraphrasing and asking open questions. These skills have been
highlighted by researchers as beneficial to support the facilitation of authentic and mutually
respectful engagement with participants (Sandvik & McCormack, 2018), which I felt
supported the participants to feel at ease and comfortable with sharing their experiences with
me. Additionally, having had experience of conducting clinical interviews in the past, I had
considered how to appropriately guide the interview back to the question asked, in the event

that the conversation drifted away from the topic.

I also became more aware of the overlap between my roles and skills as a Trainee
Clinical Psychologist and a researcher whilst conducting this study. For example, the
importance of reflective practice during my clinical practice is highly important as it provides
a space to reflect on the influences from personal biases, experiences and motivations (British

Psychological Society [BPS], 2017).

I have learnt a great deal from the research process; it has allowed me to develop and
refine skills that will continue to be of value as I progress in my career as a Clinical
Psychologist. From this process I have developed skills in being able to devise a clinically
relevant research question, develop a protocol, complete an application and meet with a
committee for ethical approval and execute a research study using qualitatively research
methods to analyse data. The enjoyable part of this process was providing participants with
an opportunity to have their voices heard and share their story, although I also found it
challenging when facing barriers in particular around recruitment and managing the time

pressures that come with conducting research as part of a training programme.

Conclusion

This project has provided insight into the experiences of managing mental health for

Black people of the global majority. This was achieved by a meta-ethnography of the role of
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masculinity as a barrier to help-seeking for Black men, and through using IPA to explore
experiences of inpatient mental health care for Black patients. Both papers add to the small
pool of literature available on these topics and for a group that remains clinically relevant yet
under researched. The process of this project has been challenging at times, however my
motivation to serve the Black community by using my position to amplify their voices
sustained my perseverance. I will remain grateful to the participants that spared their time to
meet with me and share their stories. I plan to share the findings with the NHS services that
supported the recruitment of participants for the study, as staff that I networked with
expressed an interest in the topic of the study and keen to receive the findings. The two
papers will also be prepared for submission to relevant journals to be accessible to a wider

audience.
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Lancaster Universty
Name and contact detalls of academic supervisons):
Aocademio cupervicor 1
Tite Forename/initiais Sumame
Dr Suzanne Hodge
Address Lancaster Universky
Lancaster
Fost Code LA1&YT
E-mall s.hodgeiancaster.ac.uk
Telephone 01524552712
S
Aocademio cupervicor 2
Tite Forename/initiais Sumame
Dr James Kelly
Address Lancaster UniversRy
Lancaster
Fost Code LA1EYT
E-mall Jaxely@iancaster.ac.uk
Telephone 01524553535
=
Please state which academic supervisor(s) has responzibiity ‘%or which studentis):

gefals are shown comectly.

Pleaze cick "Save now” before compieting this tadle. THis will ensure that ol of the student and academic supenisor

Studentic)
Student 1 Mizz Mary-Maria Johnson

Aocxdemio cupervicornc)

qur&zmHodoe

W4 Dr James Kaily

application.

A copy of a cumrant CV/ for the student and the academic supendsor (madmum 2 pages of Ad) must e submitted with the

(»Student
(@xAcademic supenvisor
(»Other

A2-2. Who will act ac Chief invectigator for thic ctudy?

A3-1. Chief Invectigator:

Date: 1711072023
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Tie Forenamelinitials Sumame
Dr Suzanne Hodpge
Fost Lecturer In Heaith Research
Quaificaions FhD, MSc, BA
ORCD D
Employer Lancaster University
Work Addaress Lancaster University
Heath Inovation One
Eir John Fizher Drive
Foz Code LAT aYW
Work E-mal s hodge@iancaster.acuk
* Personal E-mal s hodge@iancaster.ac .k
Work Telephone 01524582712
* Perzomal Telephone/Mobile 07313254068
Sax

* This nformation Is optional. & will not be placed in the pubiic domain or disciosed 20 any other ird party without prior
consent.

A copy of a gumant CV (maximum 2 pages of A4) for the Chief investigador must be submiied with the appiication.

A4 Who k the ocontact on behalf of the cponcor for all comecpondence relating to applications for thic project?
This contact will recelve copies of all comespongence fom REC and HRARAD reviewers hat /s sant 2o e CL

The Forsname/inials Sumame

Becky Gordon
Addreszs Head of Research Quality and Policy
Lancaster UniversRy
Lancaster
Fost Code LATAYT
E-mal sponsorship@iancasterac.uk
Telephone 0152465201

A5-1. Recearoh referance numbers. Piease ghe any releyant refanances for your Sdy:

Agplicant's/organization's own reference number, eg. R&D (¥

avalistier Lancaster University
Sponszors'protocol number:

Protocol Version: version 1

Protocol Dage: Ds10v2023
mﬁme number (enter the reference number or state not Not Appiicaie
Project

websie:
Agdtional refersnoe number(c):

Ref.Number Description Reference Number

Registration of resegrch studies (s encowaged whersyer possibie. YOou may De abie 10 register your Study rough
your NHS organisation or 3 regisier run by @ medical research charty, or pubish your protocol through an open
access putiisher. if you have registerad your study plagse give detalls In the “Adcitional reference numbens)”

Date: 17/102023 6 J16705/1651631/37/559
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AB-2. i thic application linked f0 a previouc ctudy or another owrent application?
()Yes (@No

Piease give trief detalls and reference numbers.

| 2 OVERVIEW OF THE RESEARCH

' To prewide all the information required by review bodies and research information sysfems, we ask a number of
This section lnvites you 1o give an ovenview using langusge comprehensidie to lay reviewers and

members of the pubdic. Please reed the guidance notes for advice on this secon.

AB-1. Summary of the ctudy. Flease provide 3 brief summary of the research (maxmum 300 words) using language

easly ungersiood by lay reviewers and members of the pubtic. Where e research /s reviewed by 3 REC within the LK
Health Departments’ Research Eics Service, is summary will e putiished on the Health Research Authortty (HRA)
website foliowing the ethical review. Flease refler 1o the question Speaciic guidance for this question.

Exploration Into the experiences of detention for peopie of the global majority 5 sparse, however the research that Iz
avalable has acknowiedged that the experiences of these groups of peopie are unique, radalized and racist.
Research has identfied that being subject %o acts of dscrimination such as racism, can lead to negative physical
health and mental health cutcomes, and ncreased rizk behaviours such a3 sucidal behaviour. Perceived
dzcrimination i reiated 10 Increazed suicide ideation and capabiity n Slack adults bt not their white counterparts.
There iz a nead %0 understand the nuances within the culturally spectic experience of racky discrimination %o
understand how ey reiate 10 a person's Ived experience, and how this Rfluences a person's experience of
managing distress whilst using care services provided by e National Health Service (N=5). Therefore, this study wil
alm %0 explore the experiences of psychiatric Inpatient care for Back people with 3 particular focus on understandng
the role of racial discrimination within these experiences. Faricdpants In the sudy will Incude peopie who are cumently
receiving psychiatric iInpatient care — formally, or informally, due 10 their risk status. Participants will be asked about
their experiences of being cared “or wihin an Inpatient sefing. This Is to capture their perspective of the interactions
and understand how this may have impaciad on their reistionzhips with others on the ward, abliRy 1o communicate
diziress and seek support, and their level of risk. WEnin the ntervdew paricipants will be asked whether they perceive
their race 10 have mfluenced any of these aspects, In order for the researcher 10 gain some Rsight Into the role of
perceived raclal dzcrimination.

AB-2. Summary of main kkcwec. Plegse summarise the maln etical, lagal, or management ssues anising from your study
and say how you have agdressed them.

Not all studies ralse significant /ssues. Some studies may have straiphttraard ethical or other Issues that can be identifed
and managed routnely. Others may present significant Ssues requiring Avther consideration by @ REC, HRA, or other
review body (as appropriate fo the Issue). Studies that present 3 minimal risk fo particicants may ralse complex
organisational or legal kssues. You should Iy 1o consiger alf the Hpes of Issues that the diferernt reviewers may need o
consider.

The main lssues ansing om this study i3 the distress for the parscipant, and new risk Issues identified within the
rrariew.

R s possibie that participating In this study could Increase the participant’s distress, and subsequently risk Shrough
expioring and discussing potentialy diicut experiences of their hospital admission, acial dscrimination, and risk
reiated behaviours. To mitigate any potential rizk, a dstress protocol has been created to identfy and support
paricipants who may experience distress durng the interview. Please see Distress Frotocol in appendy 1.

R iz 3iz0 possibie that conducting the research may create distress for the researcher. This could come from istening
0 an exploring participants’ experiences of distress andior risk. The supervisors of this project all have experience of
supenvising Individuais who are conducting research, and will meet reguiarly for supenvision and support. This wil
provide an opportuniy 10 discuss the emotional Impact of the study on the researcher.

There |5 potential for the researcher 1o identify new risk infiormation from the partcipant durng the study. The
researcher, In colisboration with ward staff wil use cinical Judgement In the seiection procedure 10 exciude
parscipants who are deemad 20 be at iImmeadiate rizk of harm 10 themseives andior others. There wil be debrief with

Date: 171102023 7 J1670S1651631/37/559
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the rezearch team foliowing nterviews 10 discuss any potential risk issues dizciosed and determine whether
Information dsciozad I 3 new or sxizing rizk within the parscipants rizk proflle.

A7. Salect the appropriate methodology decoription for thic recearoh. Piease 1ok al that aooly:

[]Case series/ caze note review
[]Case control

[ Conort cbzervaton

[]Cortroled trial without randomization
[]Crosz-zectionsl study

[]Databaze amayzis

["]Epidemiciogy

[ Feashinty pict study

[ -aboratory study

[]Metanatyzis

W4 Qualtative rezearch

W4 Questionnaire, interview or cozenvation study
[|Randomized controiled trial

[T]Other (piease specty)

A10. What ko the prinoipal mcaaroh quectioniobjective? Pease put this In [anguags comprehanszible 20 3 jay person.
What are the experiences of iInpatient care %or Black patients and how are these affected by radal dscrimination”

AT1. What are the ceoondary recearch quectionciobjectivec If applicable? Pleases put this In language comprefensitie 1o
3 lay person.

rna

A12. What Ic the colent®io juct®oation for the recearch? Pisase put this in anguage comprehensibie 10 3 By pearson.

Whist some studes have expiored the reiationship between dzcriminafon and rizk reiated behaviowrs for di¥erent
minority groups of people, most of the research findings come from quantitative methods. Limited resaarch has
expiored e experiances using qualtative matnods. By doing this, It wil provide nzight Into e spacific nuances of
he sxperience for di¥erant groups of people, enabing ressarchears and dinicians 10 obtain greater knowiedge of the
personal experiences. In addtion, data collected could help 0 Inform services and treatments to support pecpie of
dfferent cultural identities within npatient settings.

This study wants 10 sxpiors e experience of Inpatient cars %or Elack patients and understand whether racly
dzcrimination 13 3 factor Tat Infusnces Seir parcaption of e expariancs In relation 10 e care they racaive Row they
commuricate distress, and their level of risk.

A13. Pleace cummarice your decign and methodology. ¥ should be ciear axactly what will Aagpen 10 the resaarch
pamicipant, how many fmes and In what order. Please complete this section i anguage comprehensitie 10 the Jay person.
Do not simply reproguce or refler 1o the protocol. Further guidance (s ava¥able in the guidance nofes.

Sirstly, the participant will consent 10 be contactad following a discussion with 3 member of staff from the ward they are
based on, regarding e study and compiete a demograghic questionnare within the recrulkment pack. Due to the
raturs of Inpatent wards, the patents and potental participarts on the ward wil have 3 rizk azsezzment After a
partcpant has consentad to be contacied by The resaarcher, e resaarcher wil contact the particpant to provide
Information and nvie the participant to partake, If the particpant remainz wiling to participate then an nterview date

Date: 17/1072023 8 316705 1651631/37/558
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and time Wil be agreed.

Consent will be sought from the participant prior 10 the interview commencing. Interviews wil be heid eiher face-to-
face, on the site of the unk, or online If this i3 the preference of Ie particdpant and there are provisions avalabie by the

senvice 10 citate this. Writen consent will be cbtained for interviews that are conductad “ace-to-face; partcpants wil

be given a consent ‘orm 10 sign. Verbal consent wil be cbtained using the audio conzent form and recorded If
Interviews are f3ciitated oniine. Interviews will be audiolvideo recorded for the researcher to be abie to review and

ransobe e data for analysis.

Ouring the nterview, inpatient experiences will be dscussed, and the researcher wil be exploring the potential
experiences of racial dscimination within these. This has the potential o cause distress, however participants do not
Pave 0 answer any questions If they do not wish b do 0. Participants wil 350 be remined that any risk information of
concem may be shared wih the care team to mantain safety to seif andior others, and may be Incorporated Into their
exizsting rizk asseszment.

A14-1. In which acpeotc of the recaaroh prooecs have you aotively Involved, or will you Invoive, patients, cervioe ucers,
andior their carers, or members of the publio?

moalmoﬂhem

[ ]Management of e research
[]Undertaking the research
[JAnalysis of resuts

W4 Diszemination of “ndings

[TNcre of e above

Give getalls of nvolvemery, or ¥ none please justify the atsence of involement.
Service users iInvoivement has not been cbtained at this Sme due to the Imied nature of the thesis study, however

the researcher is consuling with 3 community mental health organisation to resource service user nvolvement in the
process of disseminating e information. The researcher has sought consultation of the 1opic guide fom ancther

heakh professional outside of the research team. This heaith professional is an advocate and “aclitates support
groups for staff that idenify as SAME. Futhermore, the supervisors invoived in this project have experience and
Imowiedpe of working with inpatients, and have advized on the production and undertaking of this study.

4 RISK3 AND ETHICAL I33UES

A16. What ko the campie group or cohort to be ctudied In thic recsarch?

Seiect al that apply:

["]Slood
[cencer

[T Cardovascular

["]Congental Disorders

[]Dementiaz and Neurcdegenerative Dizeazes
[Diabetes

e

[M]Ew

[]Generic Heam Relsvance

[]¥rfection

r‘llﬂmw Immune System

Date: 17/10/2023 9 316705 1651631/37/558
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[]'niuries and Accidents
g Menta Hearn
[]Metaboic and Endocrine
[Muscuoskeietal

[ Neurciogical

[]Oral and Gasrontestny

["]Rena and Urogental
[]Reproductive Healn and Chiidbirth

Gender: Male and female partcipants

Upper age Imit: 85 Years

A17-1. Pleace lict the prinoipal Inclucion ortteria (lict the moct iImportant, max 5000 oharaoters).

The researcher would recrut service users of NHS Inpatient setings, within the UK If s2age 3 recrultment is
Impementad the rezearcher would recrult service users fom N=S Community Menty Health Teams who have had
pravious experience of mpatiant sattings. Az data wil be analyzed using a phenomenciogical approach, the
researcher Iz alming to recrult betwesn S-10. Particpants wil be recrulted om acult zenvices where ages of
Individuals wil range from 18-65.

Farticipants must be of Biack Sritizh, African or Carbbean demographic.

Farticipants can have 3 range of di¥erent dagnoses however ¥ they are experiencing acute psychosis they would be
excluded a5 this would ralze concems about ther capadty %o conzent, and whether they are able to accurately recal
experiences durng that time. Fatient eligiblity on mental health status wil be aszeszad by e drect care team prior
0 seeking consent fom any Indivicual 0 ke part In the study.

A17-2. Pleace lict the prinoipal exclucion ortteria (lict the moct mportant, max £000 oharaoters).

Exclusions:

* Indviduals that do not identfy as Black Eriizh, African or Caribbean but %eei they have experienced radal
dscrimination.

* Indviduails that do not resonate with having had any experiences of racial dscrimination, Incusive of
microaggressions and not limied 0 overt aggression.

* Indvicdual = experiencing acute psychosis at the tme of consenting for participation

You wil be able to retain a copy of this consent form for your records. A copy of this consent form wil alzo be retained
by the research =am.

* Indviduals under the Infuence of any drugs or acohol at the time of Intenview.

A18. Give detalic of all non-aiinioal Intervention(c) or procedure{c) that will be recelved by participantc ac part of the
recearoh protoool These include seeking consent, interviews, non-ciiwical observations and use of questionnalres.

Piease complste e columns for sach Intervention procadurs as folows:
1. Total number of Intarvertions/procedures 10 be racelived by aach participant as part of e research profocol.

2 ¥ iz ntervertionprocedurs would be routinely given 0 participants as part of thelr cars cutside the research,
how many of e total would be routine”
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3. Averape Ume taken per ntervention'procedure (minutes, howrs or days)
4. Detaliz of who wil conduct the nterventionprocedures, and where It will take place.

Intervention or procedure 123 4
Providing recruitment pack to potential participant which contains 1 0 10 Member of sta® working with the
participant Information sheet, conzent to contact, and minutes participant.
demographic questionnaire.
Initial phone callvideo cal and armangement of interview 10 15 Researcher, who wil be at
minutes home.
Cttaining Informed consent 1058 Ressarcher, conducied on e
minwtes site’sard of the partcipant, or
the researcher may be ot home.
Interview 1 00 Ressarcher, conducied on the
minwtes site’sard of the partcipant, or
the researcher may be &t home.
Debrief 108 Researcher, conducied on the
minwtes site’mard of the partcipant, or
the researcher may be at home.

A21. How long o you expect sach participant to be In the ctudy In total?
The participant will be In the study for 3 1oty of around 2 weeks.

A22 What are the potential rickc and burdenc for recearoh participantc and how will you minimice them?

For al studles, gescribe any potential adverse effects, pain, discomfort, distress, intrusion, Inconvenlence or changes
0 Mestyle. Only gescride risks or burdens that cowld occur as 3 result of parscication in the research. Say what sieps
Wouid be taken fo minimise risks and burdens as far 25 possible.

It Iz possibie that taking part In the study and discussing potentialy raumatic experiences may cause distress for the
participant. To manage this, this study wil uze 3 dstress protocol that has been created to aszess and manage
distress during the study. This will discuss ways 10 support the paricpant during the study and to help consider
whether the particpant i able 10 continue with the study.

It Iz alzo possibie that the researcher may become aware of new risk information during the process of interdew that
may not be known 10 e existing clinical team working with the ndividual. Prior 10 e participant taking part in the
shudy, the researcher wil consult with ward staff and will use clinical Judgement In the seliection of each participant, %o
ensure theyy are not at iImmeadiate risk of harm 10 themseives andior others. If risk Information | shared within a
contact between the researcher and the paricpant, this wil be shared by the researcher with the cinical tsam and
expiained to the participant that confidengality needs 10 be broken %0 ensures safety of themsaives and'or others.

Iinformation will be shared n 3 debrief seszion Tat will ocour “ollowing every contact. The risk iInformation will be
checked against ther pre-existing risk assessment. The process of sharing Information wil be discussed with the
participant prior to the nterview taking piace.

A23. Wl Interviews/ quectionnairec or group dicoucsione Inolude toploc that might be cencitive, embarraczing or
upcetting, or ko It poccible that oriminal or other dicolocures requiring action couwld coour during the ctudy?

@Yes (»No

If Yes, please give getals of procedures it place %0 deal with these Issues:

The nterviews may result in participants reflecting on experiences that could be sensiive or upselting, however, the
participant will have the freedom to decide whether they wizh to answer a question. In addition, 3 distress protocol
has been created detalling plans for ¥ particpants become distressed within the process of ntenvieang. This
nciudes options such as pausing the meeting, dscussing winh the paricipant If they would Tke 0 continue,
nforming ward staff that the participant has become distressed 50 that they can impiement any risk management
protocols &3 necessary. The distress protocol wil be dizcussed with the participant prior 10 the Iintervew, and ways
10 manage rizk wil be idented colaboratively.
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A24 What Ic the potential for benefit f0 recearoh partiolpantc 7

There |5 no direct beneft for participants aking part. Farticipants may beneft from taking part in the study by having the
opportuniy to discuss their experiences, and by contributing to research that may inform care and interventions for

peopie of 3 minority efhnic background who are In senices to manage ther level of rizk, In the future.

A28 What are the potential ricke for the recearohers themcelvec? (¥ any)

There I 3 potental risk for the researcher becoming distressad by the content being shared by the particpant about
elr exparience of radal discrimination and itz Influsnce on Teir risk. As the rezearcher 3o ldentes 3z an
Indvicdual from a minority ethnic background, the researcher i3 at rizk of ident®ying with the experiences of rackyl
dzcrimination and wil need %o ensure that this bias does not Influsnce when It comes %0 analysis of data. Thers s
alzo 3 risk at 3 partcipant may disciose Rformation that iz conceming. Taking these rizks Into consideration, this
project has bwo qualfied ciinical psychoiogists and 3 lead researcher with 3 wealth of sxperience who wil supervise
e rezearchar undersaking s project The potentiy diztrezsing Impact of this rezearch wil be 3 corfnuous agenda
Rem winin mestings and supervizion. Thers will be time and space given specfically to discuss this.

The rezearcher wil be folowing guidance from the NHS trust that participants are recruled from, and Lancaster
University, In reistion %0 lone working policies. Al contact between participants and the researcher wil be ot the
recrutment skes or onine. Sta® will be made aware of any contact taking place, and wil be asked to be avalabie in
the case of an emerpency.

The researcher wil confirm with 3 member of staff of the partcipants direct cars team prior 10 the Interview to condrm
there |3 no change In physical heaith or mental heaith status that chanpes ther eigiity 10 participate, and consider
any actions 10 mitigats any risk towards the ressarcher, The ressarcher wil ot fadizate any face-to-face mestings or
ntenvews wih Indviduals who are actvely prasanting with 3 potental harm 20 s&¥ or others.

In this secSon we ask you to descride the recrultment procedures for the study. Please give separate details for
different study groups wihere appropriate.

A27-1. How will potential participantc, recordc or camplec be Identified? Who will oarry thic out and what recourcec
will be uced?For example, ident¥ication may Invoive 3 disease register, computensed search of GP records, or review of
megical racords. indicare whather this will be done Dy the girect hagithcars S2am or by researchers acting under

arrangements with the responsitie care onganisation(s).

Inrformation about the study will be shared with the identified appropriate services/sard team. The professionals within
the service will identy potential appropriate participants based upon e Inciusion and exdusion criteria.

Once a participant has been identified, a recrultment pack will be given which includes project information sheet,
conzent to be contacted, and a demographic questonnaire. Once compietad, 3 member of the participants care team
wil forward documents to the designated point of contact within the research team, who wil them forward the
Information cbtained to the researcher.

nformation ‘orsarded from the dract cars t2am 10 the dezignated point of contact member of the ressarch team wil
be faciitated Dy Intemal sarvice posting. Information ‘orsarded 10 e researcher wil be via sacurs amall Any scanned
documents wil be upioaded to 3 password protected NHS device and sent In 3 password protected document.

A27.2. Wil the Icentification of potential participants invoive reviewing or corsening the identifiable perconal
Information of patients, cervice ucers or any other percon?

@®Yes ()No

Pizase give getals below:

Information about service users wil be screened by the muti-discipiinary care team 10 ident™y potential participants
and assess eigitilRy. This may aiso be accessed folowing any contact from the researcher in the event that new rizk
Information s dsciozed during the intenview.

A27.3. Decorbe what meacurec will be taken to encure there Ic no breach of any duty of confidentiality owed to
patients, cervioe ucers or any other percon In the prooecs of Ident®ying potential partiolpants.indicats whar s=ps have

Date: 17/1072023 12 3167051651631/37/558



ETHICS SECTION 4-14

IRAS Fom Reference: IRAS Vession 6.3.5
23NWID3282

teen or il be taken L Inform padents and senice users of the potential use of thelr records for ths purpose. Describe the
amangements 1o ensure hat the wishes of padients and senice Users regarnding 3CCess 1o helr nacond's are respecied.
Flease consult the guidance nodes on this fopic.

Only professionals working with the service user directly wil have access to any identfiabie information of the
paricipants. For the project, service users wil be given an identfying number and personal nformation will not be
stored wihin the ntemal system of the treatment t2am f%or the individual. Consent forms wil be stored and kept
separate from the research data

A27 4. Wil recearchers or Individualc other than the direot care team have acoecs to identifiable perconal Information
of any potential participants 7

(OYes (@ No

A28 Wil any participants be reorutted by publiolty through poctert, leafletc, advertc or webciiec?

L’_') Yes @;n No

A28. How and by whom will potential partiolpants firct be approached?

Farticipants wil intialy be approached by 3 member of staff within the idented senvice/wards). This member of staff
Wil be an ndhvidudl that aready works with the potentisl participant. Factors such as mental state of the Indvidual,
current level of rizk; capacity o provide consent and understanding will be assessed prior to nroducing the study with
he Indvidual.

A30-1. WIll you obtain informed concent from or on baha¥ of recearch partioipantc ?
@Yez (»No

¥ you wil be obtalning consent from adult particicants, piease gve getals of who wil 2ake consent and how & wil te
done, with detalis of any steps 1o provide information (2 written Information sheet wideos, or Inferactive material).
Arangements for 2ults unable o consent for themseives should be descrided separadely in Part B Section 0, and for
chiidren in Part B Section 7.

¥ you pian %o seek informed consent from vaineratie Qroups, say how you wil ensure that consent /s voluntary and
fly Informed.

Foliowing identcation by the care t=am, consent 0 contact wil be cbtained via the consent %0 contact document
within the recrultment pack. The compieted form wil be retumed to 3 member of the direct care t=am %0 be forwarded
to a member of the research team, for the researcher to then contact the participant or visit the site 10 discuss the
study further. When the potential participant has been given 3l the reievant Information and had time 0 process,
consider and decide, the participant wil be nvied to arange the interview and consent wil be obtained pricr 10 the
commencement. Consent will be cbtained fom the conzent form, If nterviews are %0 be online then verdal conzent
wil be obtained using the audo consent form and recorded prior to the mterview commencdng.

As per the Mental Capadty Act, capadty wil be aszumed uniess there [ 3 reason 10 suspect otherwize.

¥ you are not ottalning conser, piease expiain why not

Flease enclose 3 copy of he Information sheet(s) and consent formys).

A30-2. Wil you reoord Informed concant (or advioe from concutesc) In writing?

@Yes (»No

A31. How long will you allow potential participantc to decide whether or not to take part?
Farticipants wil be given 3 minimum of 24 howrs from when they consented %0 be comtacied by the researcher.
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Following contact fom the researcher they wil be asked ¥ they are stil wiling take part in an interview and given 3

minimum of 24 hours before any agreed nterview date. ¥ they do not want take part they will not be contacted any

further by the researcher.

A33-1. What amangements have been made for perconc who might not adequately underctand verdal explanations or
written Infoemation given in Englich, or who have cpecial communioation needc 7/e.g. fransiation, use of Nderpreters)

Fart of the InCiusion criteria detalls that the partcdpant must have conversational proficiency in English. The project is

not funded 30 R Iz not possibie 10 cover the cost of nterpreters. interview guestions will be presented verdaly. If there
are other f3ciors that may mpact e Indviduals ablity to understand verbal communication, then iz wil need 1o be

considerad against the exciusion criteria and discussed In conjunction of the assessment of rizk. This would aliow
the researcher to consider ¥ reasonable adustments can be made 10 the process %0 Include the participant In the

shaay.

A3E. What ctepc would you take If a participant who hac given Informed concent, locec capaoity to concent during the
cludy? Tick one option only.

(»The participant and al identifiable data or ¥ssue collecied would be withdrawn from e study. Data or tissue which

I not identifabie o e research team may be retained.
(@»The particpant would be withdrawn from the study. identable data or ¥ssue aready collected with consent would

be retained and used In the study. No further data or Ussue would be collected or any other research procedures camied

Outt on or In relation %o the participant.
(» The paridpant would continue o be Included In the study.

(_»Not applicabie - Informed consent will not be sought from any particpants in this research.
(_»Not appiicabie - R s not practicable for the research team b monitor Capacly and continued capacky wil be

assumed.

Further getafls:
Capacity wil be assumed In accordance to the Mental Capacity Act, uniess the care t2am raise concems where they

perceive the participants Capaciy status %o have changed. If this occurs the paricdpants’ data will be heid unti the
Mutidiscipinary Team (MOT) deem them to be abie 10 continue. If this does not happen after an agreed upon period of

time, their data wil be destroyed and not InCluded.
If data has aready been anonymised or Incorporated Into themes, the data wil not be abie 10 be destroyed and wil be
uzad within the study.

¥ you plan o retain and make further wse of ldenttTable catadissue foliowing Joss of Capacly, you should inform
partcioants about Mis when seeking thelr consent intially.

' In thic cection, perconal data meanc any data relating to a parficipant who ocould potentially be ideniified. It Includec

pesudonymiced data capabie of being linked fo a participant through a unique code nuamber.

Sforage and uce of personal data during the ctudy
A38. Wil you be undertaking any of the foliowing activitiec at any ctage (Inoluding In the ident®oation of potential

partiolpantc)?(Tick as agpropriate)
[TAccess to medical records by those outside the direct heaithcare team
r'IMCESSIDmlU care records by thoze cutside the direct social care team
mamwcmwnmcwmlm,muwmmm
[T]Sharing of personal data with other orgsnizations

[]Exmort of persony data cutzide the SEA
HU*“MM*’.MMWBUWHM
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W4 Fublication of direct QUOLMSONS *rom respondents
[]Fublcaton of data that might Sllow dentifcation of indviduals
W4 Use of audiohisual recording devices
MW“WU“MW“M”WW

[] Manul fies (Includes paper or fim)
[TINHS computers

[ Secia Care Service computers
rIHomeoromerperm compuRers
[T University computers

[T Private company computers

W4 Laptop computers

Rurther getalls:

The researcher will use the participants emall address and'or telephone numbers in order 10 contact them 0 speak to
them about the research project and arange a tme 10 meet to conduct the Interview.

The recording device will be used %0 record the interview In order to transcribe 10 be analysed.

This rezearch project wil use drect quotes from participants in the wrike up, however, any quotations uzed wil be
anonymised.

A37. Pleace decoribe the phycioal ceourtty arangements for cforage of perconal data during the chudy?

Recordngs wil be transcribed by the rezearcher, and both fies wil be saved secursly using e universky OneDrive
35 00N 3s s practicaly possbie. The laptop used for thiz will be password protected and Is encrypeed. This
compiles with the university legisiation and ther good practice polcy.

Fersonal detalls that lead 10 identfication of partdpants such as emall addresses and'or phone numbers will be
deieted a5 zoon as poszibie, and wil only be retained untl they have paricdpated n the study, or the participant has
The cata wil be stored securely on 3 shared space on e universRy server that only the primary researcher and the
research team wil have access to.

A38. How will you encure the oconfidentiallty of perconal data?FPlease provide 2 general statement of the poilcy and
procedures for ensuring confidentially, €.g. anonymisation or pseudomymisation of cata.

Al identfiable nformation wil be anonymized In the write up of the study. Identable Information (.e. from the consent
0 contact form) wil be kept separate from the recordings and transcripts of the nterview.

Az quotations wil be used verbatim within the wrie up, this may mean that contextual faciors could lead o
identfication of the participant. As such, thiz wil be considersd when choosing quotations, and any that may nclude
identabie information wil not be Induded.

AS0. Who will have aoccecs fo participantc” perconal data during the ctudy? Whers access (s by Individuals outsige the
direct cane S2am, piease sty and say whether consent will be sought.

Access 10 participants’ personal data wil only be avalabie 0 members of their direct care team. The researcher, and
supervisors (Dr Suzanne Hodge and Or James Kelly) as part of the research team, wil have access 10 participants’
rame, dddress, phone number and/or emal address due 0 reguesting t™his 10 contact participants. This wil be a®er
the participant has given initial verdal or written consent to be contacted Dy the researcher.

A41. Where will the data generated by the ctudy be analyced and by whom?

The data generated fom the study wil be stored on the researchers university One Drive account, which wil be
shared with Or Suzanne Hodge and Dr James Kely, 33 supervizors of the research project. & will be analysed using
an encrypted lapiop and within 3 secure environment such as the researchers home or In 3 private space 3t Lancaster
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Univarsity. The data wil be aralysed by the iaad researcher Roweyer themes smearging Tom e data 1o be Included In
e wrie up wil be discussed Wit e research team.

A42 Who will have control of and aot ac the ouctodian for the data generated by the ctuay?

The Forsname/inBals Sumame
Dr Suzanne Hodge

Fost Research Supervsior
Quaificatons Lecturer in Healh Research
Work Address Lancaster UniversRy

Heakn Inovation One

Sr John Fizher Drive

Fost Code LAT4YW

Work Emall s hodge@iancaster.ac uk
Work Telephone 01524592712

fax

A43. How long will perconal data be clored or acoecced after the ctudy hac ended?

(@xLezs than 2 months
(»3-5montns
(&= 12 montnz
(12 montns - 3 years
(»Owver3 years

AL4 For how long will you ctore recearoh data genemated by the ctudy?

Years: 90
Mornths: 0

ALE. Pleace glve detalic of the long term arangements for ctorage of recearoh data after the ctudy hac ended.Say
where data will be stored, who will hAave access and the amangements 0 ensure secumty.

Data wil be ztorad on Lancaster Unlversity's securs nebwork. The ressarch team wil have access to the data durng
he study, which wil De storsd on the University's securs OneDrive network. Parsonal data such as names, phone
rumbers and emall addresses wil be deleted once the participant has fnished their iInvoivement in the study, or
withdraws Tom the sudy.

A48, Wil recearoh participantc recelve any payments, reimburcament of expencec or any other benefitc or incentivec
for taking part In thic recearoh?

(HYes (@No

A47. Wil Individual recaarchers recelve any perconal payment over and above normal calary, or any other beneftc or
Incentivec, for taking part In thic recsarch?
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(OYes (@ No

A48 Doec the Chief Invectigator or any other invectigator/collaborator have any direct perconal Invoivement (e.9.

finanoial, chare hoiding, perconal relationchip efo.) In the organications cponcoring or funding the recearch that may
give rice %0 a poccible confliot of Interect?

()Yes @No

A48-1. Wil you Inform the particlpants’ General Praotitionert (andior any other heath or cars profeccional recponcibie
for their oare) that they are taking part In the ctuay?

()Yes @No

¥ Yes, please enclose 3 copy of the information sheetfetier for the GP/Mheath professional with 3 version number and date.

AS0. Wil the recearch be regiciered on a publio databace?
()Yes (@ No

Registration of research studies (s encouraged wherever possible.

You may be abie 1o register your study through your NHS organisation or 3 register run by & medical research charty,
or putdsh your prodocol through an open access putdsher. If you are aware of 3 sutable regisier or other method of
putlication, piease give detalls. I noe, you may Indicate that no suttabie register exists. Fiagse ansure that you have
entered registry reference numberns) in Question AS1.

AB1. How do you Intend fo report and dicceminate the recultc of the cludy? Tick 3z appropriate:

V4 Peer reviewed sclensfic joumals

[7]intemnai report

W4 Conference presentation

4 Putiication on webzite

4 Other publcaton

rlsmalmbrzqummnm

[T]Access to raw data and right to publizh freely by al investigators In study or by Independent Steering Committee

on behaif of all Investigators
nmmmmmorduemmmmw

[7] Other (pieaze spacity)

AB2. If you will be ucing Icentifiable perconal data, how will you encure that anonymity will be maintained when
publiching the recultc?

Oata cbtained will be anonymizad before the write up of this research project i pubished. Ay quotes used n
qualtative andlysis wil be, If required, edited 20 33 %0 profect amonymity.

Date: 17/102023 17 3167051651631/37/559



ETHICS SECTION 4-19

IRAS Fom Reference: IRAS Version 6.3.5
2INWID344

AB3. How and when will you Inform participants of the ctudy reculic?

¥ there wil be no armangements In place fo inform participants please jusay this.
The rezearch tzam will work with the Seid supervisor and senvice to feed back 10 service users as appropriate.

AB4. How hac the colentifio qualty of the recearch been accecced? TIck 35 approprate”

[]Independant extamal review

["]Review wihin 3 company

[T Review winin 3 muti-centre research group

W4 Review winin the Chief Investigator's nstiution or host organization
W4 Review wimin the research team

W4 Review by educationdl supervizor

[]Other

JustYy and describe the review process and cutcome. ¥ ihe review fas been ungenaken Sut not seen by the
researcher, ghve detalls of the tody which has undentaken the review:

The research project was reviewed within the Chief investigators host intution by another member of staff who i an
experiences researcher.

fogether nith any relafed comespondence.

For non-goctoral stugent research, please enclose 3 copy of the assessment from your educational supendson’ Institution.

ABS. What Ic the campie cize for the recearch? How many paticpants/sample /03 records 00 you plan fo study In
otal? If there Is more than one group, please give Rurther getalls below.

Total UK sampie size: 10
Total ntemational sample size (Including UK): 10
Total In Eurcpean Economic Area: 0

FRurther getalls:

ABD. How wac the campie cize decided upon? I 3 formal sampie sixe calcwation was used, Indicate how tis was done,
ghving sufficiert information fo Justty and reproduce the calkculation.

The sampie size was decided upon by considering the abilRy 10 conduct In depth quaiRative interviews and analysis of
qualtative cata wihin the limited time avaliable for the thesis project. It was thought that up %o 10 data sets would
adequate 10 cbtain richness of iIndvidual accounts and reach saturation within qualtative interviews.

AB2. Pleace decoribe the methodc of analycic (ctatictioal or other appropriate methods, o.g. for qualiiative recearoh) by
which the data will be evaluated to meet the ctudy cbjeotives.

The method chosen to analyze data in this study wil be Interpretative Phenomenciogical Analysis (IPA) which can be
used 10 help researchers understand how ndviduals make sense of their experiences, using a step-by-step
approach.

The dats wil be interpreted from 3 critical realsm perspective, In that we are assuming $hat racial dscriminaton
exists.
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AB3. Other key Invectigatorc/ooliaborators. Plegse incluge alf grant co-appiicants, prodocol Co-awthors and other key
members of the Chief Investigator's f=am, Inciuding non-docioral student resaarchers.

Tie Foremamefinitialz Sumame
Dr Suzanne =e*eman
nical Psychologist

nPzyD

Post
Qualifications
Empicyer
Work Address

~
-
~
-

Post Code
Teiephone
Fax

Mobie

work Ema :.nﬂw:.neﬂe'nan;‘:_

Tie Foremame/nitialzs Sumame
Frances Reekle
Post Deputy Matron
Qualifications
Empioyer
Work Address

Post Code
Telephone
Fax

Mobie

AB4.1. Sponcor
Lead Sponcor
Statuz: -, NHS or HSC care organisation Commercial status: Nom-
Commercial
@) Academic

() Pharmaceutical ndustry

") Medcal device ndustry

) Local Aushorty

() Other social care provider (Including voluntary secior or private
organization)

() Other

I Other, piease spectfy:
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Contact percon

Name of organisation Lancaster University

Given name Becky

Family name Gordon

Address Lancaster University

Towrvchy Lancaster

Post code LA1 YT

Country United Kingdom

Telephone 0152455201

Fax

E-mail sponsorship@iancaster.ac uk

Legal reprecentative for clinioal Invectigation of mediocal device (ctudiec involving Northern redand only)
Clinical investigations of Medical Devices that take place in Nomhem ireland must have 3 iagal representative of
the sponsor that is based In Northemn lreland or the EU

Contact percon

Name of organization
Given name

Famiy name
Address

Town/'cty

Fost code

Country

Telephone

Fa

E-mall

ABS. Hac extarmal funding for the recearoh been ceoursd?

Flagse Yck at jeast one chack box.

[T]Funding securad fom one or more funders

[T Extemal funding appiication 10 one or more funders In progress
WM No application for extemal funding wil be made

What type of research project 5 this?
(#»Stancalone project
(»Froject that iz part of 3 programme grant
(»Froject that s part of 3 Centre grant
(»Froject that iz part of 3 ‘eliowship/ personal award/ research training award
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[ »Other

Other - pieasze stae

ABB. Hac recponcibiiity for any cpecifio recearch aotivitiec or procedurec been delegated %0 a cuboontractor (other
than a co-cponcor licted In AB4-1) 7 FPisase give getalls of subcontractors If apoiicable.

()Yes @ No

AB7. Hac thic or a cimilar apploation been previoucly rejected by a Recsarch Ethioc Commities In the UK or another
ocounfry?

[ yYes % No

Flease provige 3 copy of the unfavouradie opinion jeften's). You should expiain in your answer 20 question AZS-2 how the
reasons for the unfavouratie opinion have been addressed in this appication.

ABS-1. Give detalic of the lead NHE RAD contact for thic recaaroihc

The Forsname/inials Sumame
Sarsh Leo

Organizaton
Addrezs

Fost Code

Work Emall
Telephore

ax

Mobie

Details can be cttained fom the NHS RED Forum webste: Atp-Swww raforum At Ul

ABS.1. How long do you axpect the ctudy fo lact In the UK?

Panned start date: 0VU112023
Planned end date: 31/07/2024
Total duration:

Years: 0 Monthz: 2 Days: 31

AT1-1. k thic ctudy?

@» Single cantre
( » Muiticentre

AT12. Where will the recearch take place? (Tick 3z appropriate)

W Ergland
7] Scotiand
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IRAS Form Reference:

] Wales
[7] Northem reiand
[7] Cther countries in Eurcpean Economic Area

Total UK zites In study 1

Doec thic trial iInvoive countriec cutcide the EU?
()Yes (@No

IRAS Vession 6.3.5

give approximade numbers If known:

W4 NHS organizations n England 1
[TINHS organizations In Wales

[TNHS organizations in Scotiand

[T]HEC organizations in Northem ireland

[]GF practces In England

[]GF practices n Waes

[} GP practices in Scosand

[7] OF practices in Nortem reland

[T]4cint heakn and soclal care agencies (eg
commenity mentsl heaith teams)

[T -ecal authorities
[T]Phase 1 trial units

[T Prizon estsbiishments
[]Frobation arsaz

[]Independent (prvate or voluntary sector)
organisations
W4 Educational sstabiiznments 1

[T]\ndependent research units
[T] Cther (give detalz)

Total UK sites In study: 2

AT2 Which organicationc In the UK will hoct the recearch?Piease Ingicare the fype of organisation Dy Scking the box and

()Yes (@ No

AT3-1. Wil potential partioipants be identified through any organicationc other than the recearoh ciiec licted above?

AT74 What arangementc are In place for monitoring and auditing the conduot of the recearoh?
Supervizors will monitor and audt the conduct of the research.

» ATE. Incurance/ Indemnnity fo meet potential legal Babiiitiec

Note: in this quesSon to NHS indemnity schemes include equivalent schemes provided by Health and Socisl Care

Date: 17/10/2023 2

316705 1651631/37/558



ETHICS SECTION 4-24

IRAS Form Reference: IRAS Vession 6.3.5
2INWID322

ATB-1. What arrangements will be made for Incurance andior Indemnity to meet the potential legal Nablity of the
cponcoric) for harm to particlpants arkcing from the management of the recearoh? Please tick boxfes) a5 applicable.

Note: Where 3 NHS onganisation fas agreed 10 act 35 SpoNsor oF Co-5ponsor, indemnly /s proviged through NS schemes.
indicate ¥ this applles (there Is no need 0 provide documentary evidence). For all other sponsors, please descrite he
arrangements and provide evidence.

[TINHS indemniy scheme wil apply (NS sponsors only)

[+4 Cther insurance or Indemnity arangements will apply (give detalls below)

Lancaster University legy 1abiity cover wil appiy.

Flease enclose a copy of relevant documents.

ATE-2. What arrangements will be made for Incuranoce and’ or Indemnity to meet the potential legal Tability of the

cponcoric) or employen(c) for harm o parSicipants aricing from the decian of the recearoh? Please fck box(es) as
appicable.

Note: Where researchers with substantive NHS empioyment contracts have desipned the research, ingemnly /s provided
through NHS schemes. indicade ¥ this apolies (there Is no need 1o provide documentary evigence). For other protocol

SuUthors (e.g. company emplioyees, university members), plegse gescrbe the amangements and provide evigence.
[TINHS Indemnity scheme wil apply (profocol authors with N3 confracts only)
[+4 Cther insurance or indemnity amangements will apply (give detalls below)

Lancaster University legd Iabiity cover wil appty.

Flease enclose a copy of relevant documents.

ATE-3. What arangementt will be made for Incuranoe and’ or Indemnity to meet the potential legal Sability of
Invectigatort/colaborators aricing from hamm fo parSicipants In the gooduod of the recearch?

Note: Where the pamicipants are NS patients, indemnlty /s provided through the NS schemes or through professional
ndamnkly. Ingicate ¥ Mis apoies 10 e whole studly (Ihare IS no Need 10 provide documentary svidencsl. Whers non-NHS
sXes are 10 be included In the research, including prvate practices, please gescribe the arangements which wil be made at
these sties and provioe evidence.

W4 NHS Indemniy scheme or professional indemnity will apply (participants recrulted & NHS skes only)

[T]Research inciudes non-NHS sites (give detalls of iInsurance/ iIndemnity arrangements for these sites below)

Flease enclose a copy of relevant documents.

ATE. Could the recearoh lead to the development of a new produot/prooecs or the generation of intelisctual property?

(»Yes (& No () Not sure
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Plsace enter detalic of the hoct crganicationt (Looal Authortty, NHS or other) in the UK that will be mcponcibie for the
recearoh cec. For fumher Nformation piease refer fo guidance
Invessgator
Res h sl Inves N
dentifier esearch site vestigator Name
IN1
( »N=S/HSC Elte
Forenam Suzan
@ Nor-NHESEC She ame “mnne
Midde name
Family name Hodge
Emal s hodgeSiancaster.ac uk
Insttution name  Lancaster University Qualification
Departmeanrt name Doctorate of Cinkal Ssychoiogy MD..|
Street address Country Uniked Kingdom
Towrichy Lancaster
Post Code LAL &YT
Courtry United Kingdom
IN2
(@xN=3/HSC Site
Forename Suzanre
( #Nor-NHESSC Sie
Micde
name
Famity .
name He®eman
Crganization Emal Iuzare ma%arman
narme
FOUNDATION TRUST Qualification
Address MD..)
Courtry United Kingdom
Post Code
Country ENGLAND
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PART D: Declarations

D1. Deciaration by Chief Invectigator

1. The Information in this form 5 accurate 10 e best of my knowiedpe and belef and | ke full responsbilly for
t

1

| undertake %0 fulfl the responsDiies of the chief investipator for this sudy a3 set out In the UK Policy
Framework for Healh and Soclal Care Research.

3. | undertake %0 abide by the ethical principies undertying the Declaraton of Helsinkl and good pracice
guideiines on the proper conduct of research.

4. If the research s approved | undertake 10 adhere 10 the study protocol, the t2rms of the 4l application as
approved and any conditions et out by review bodies In giving approval.

S | undertaks 1o notity review bodies of substantal ameandments to the protocol or the tarms of the approved
application, and to sesk a favourable opinion from e main REC bedors Impleameanting the amandmeant.

£. | undertake 10 submE annual progress reports setting out the progress of the research, as required by review
bodes.

7. | am aware of my rezponsbiity 10 be up to date and comply with the requirements of the law and relevant
guideiines reiating to securty and confdentialRy of patient or other personal data, Includng the need 0 register
when naceszary wih the appropriate Data Srotection O*icer. | understand that | am not permitiad 1o dscioze
identfiable data b third parties uniess the disciosure has the consent of the data subject or, In the casze of
patient data In England and Wales, the discdosure 5 coverad Dy the terms of an approval under Section 251 of
the NHS Act 2005,

2. | understand Tat rezearch records/cata may be subject 0 Inspeaction by review bodies for audt purposes If
ragured.

3. | understand Tiat any perzoral data In this appicaton wil be heid Dy review bodes and Telr oparational
managears and Tiat iz will be managed according 10 e principles estabiizhad In the Dats Srotection Act
2018.

10. | understand that the information contained In this appiication, any supporting documentation and all
comespondence with review bodies or their cperational managers reiating %o the application:

+ Wi be heid by the REC (where applicable) untl] at least 3 years a®er the end of the study; and by N=S
RAD offices (whers e rezearch reguires NHS management permiszion) In accordancs win the N=S
Code of Practice on Records Management

¢ May be disciczed to the operational managers of review bodes, or the appointing authory for the REC
(where applicabie), In order 0 check that the appication has been processad corectly or to nvestigate
any complaint.

% May be s2an by sudiors appointad 10 underaake acorediation of RECs (where applicabie).

Wil be subject 10 the provisions of e Freedom of Information Acts and may be dsciosed n response
1D requests made under the Acts sycept whars statitory exemptions apply.

& May be zent by emall 0 REC members.

11. | understand that information reiating %o tis research, Including the contact detalis on this appiication, may be
heid on naonal research information systems, and that this wil be managed accordng to the prindpies
estabiished n the Data Protection Act 2018.

12. Where the rezearch iz reviewed by a8 REC within the UK Heaith Departments Research Emnics Service, |
understand ;hat the summary of this study wil be pubished on the website of the Health Research Authorty
(HRA) together with the contact point for enguiries named below. Publication wil take piace no earfier than 3
months a%er the issue of the ethics committee's final opinion or the withdrawal of the application.

Contaoct point for publioaion/Not applicatie for R&D Forms)
HRA would e %0 Inclugs 3 CONSaCT point with She pubiished summary of the study for those Wishing 10 seek further
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Information. We wouwd be gradefll ¥ you would Indicate one of the Contact pants bejow.
(@ Chief Invessgator

(»Sponzor

(_»Study co-ordinator

(»Student

(»Other - pieaze give detalls

(_»None

Aoocecs to applioation for training purpocec (Not appicables for 4D Forms)
Optional — pisase tick 35 appropriate:

[‘]I\-ouabem"tMmemddherREc;bmmmbnlmmmmwtmnme

for raring purposes. All perzonal identifiers and references to sponsors, funders and research units would be
removed.

This secion was signed slectronically by Dr Suzanne Hodge on 13102023 1653,

Job Tite/Post:
Orpanization:
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D2. Deolaration by the cponcors reprecentative

¥ here (s more than one Sponsor, this daciaration showd be signed on behal of the CO-5p0NSCrs Dy 3 representative
of the lead sponsor named at AGé-1.

| confirm hat

1. This research proposal has been discussed with the Chief Investigator and agreement in principie to
sponsor the research Is In place.

"

. An appropriate process of sclentific critique has demonstrated that this research proposy Iz worthwhie and
of high sclentitc qualty.

3. Any necsssary Indempity or Insurance amangemants, a5 dezcridad In quazton ATS, will be In pace badors
thiz rezearch starts Insurance or Indemnty policies Wil be rerewed for the duration of Te study whers
neceszary.

4. Armangements will be In place Dafors the study starts for e rasearch f2am 50 acCess resources and support
o delver the research as proposed

S Amangements 2o alocate responzibiities for Bhe managemeant, monitoring and reportng of the research wil
be I piace befors e research stars.

€. The responziblities of sponsors et out In the UK Folicy Sramework for Health and Social Care Ressarch will
be fuied In reiaon 10 this research

Please note: The declarations bejow go not form part of e application for aoproval above. They will not be
considerad Dy the Reseaarch Emics Commimes,

7. Whars e razearch 5 reviewsd Dy 3 REC witin the UK Hean Departments Research Sthics Service, |
understand that the summary of this study wil be publizhed on the website of the National Rezearch Ethics
Service (NRES), together with the contact point for enquiries named In this appiication. Pubication wil take
place no sarfler than 3 morths after izsus of e atics commities's fnal opinion or the wihdrawal of e
appicaton.

2. Specificaly, %or submizzions 10 the Research Exics Commimess (RECs) | daciars that any and all cinical
triais approved by the HRA zince 30th September 2013 (a3 defned on IRAS categories as ciinicyl trials of
meadicines, devices, combination of medicines and devices or other ciinical rials) have been registerad on 3
pubically accessibie ragizster In compliance with the HRA registration raquiramants for the UK, or that any
deferral granted by the HRA =3 applles.

This section was signed electronically by An authorised approver &t sponsorship@iancaster.ac.uk on 17/10/2023

14:04.
Job TitePost: Head of Research Quaity and Polcy
Crpanization: Lancaster University
Emal: b.gordongdiancaster.ac uk

Date: 17/1022023 27 J167051651631/37/559
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IRAS Form Reference: IRAS Vession 6.3.5
2INWID322

D3. Deolaration for ctudent projectc by academio cuperviconc)

1. I have read and approved both the research proposal and this application. | am satizfed that the scientic content
of the research i3 sa¥s%acCiory for an educational qualfcation at this level.

2. | undertake to fufll the responsibiles of the supervisor for this study as set owt In the UK Folcy Framework for
Heakh and Sccal Care Research.

3. | take rezponzibiRy for ensuring that this study iz conducied In accordance with the ethical princpies undertying

the Declaration of Heisinkl and good practice guideines on the proper conduct of research, In conjunction with
dinical supenizsors 33 appropriate.

4. | take responzDiity for ansuring That e appicant I up %0 date and comples wih the requirements of the law and
rejevant guideiines reiating 10 securty and confidensaity of patient and other persona data, In conjuncion with
dinical supervizors 3z appropriate.

Aocxdemio cupervicor 1

This section was signed electronically by Dr James Kely on 13/10/2023 14265,
Job Titie/Fost
Organization:
Emait:

Aocademio cupervicor 2

This section was signed slectronicaly by Dr Suzanrne Hodge on 13102023 16:52

Job Title/Fost
Organizaton:

Date: 17/1022023 23 316705/1651631/37/559
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IRAS Form Reference: IRAS Vession 6.3.5
23INWID322

Date: 17/10/2023 23 316705/1651631/37/559
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Appendices
Appendix 4-A
HRA Approval Letter

Ymchwil lechyd
a Gofal Cymru m

Health and Care Health Research
Research Wales Authority
Dr Suzanne Hodge
Lecturer in Health Research Emal: approvals @hra nts uk

. 5 HCRW.approvals@wales nihs uk
Lancaster University

Lancaster University
Health Inovation One
Sir John Fisher Drive
LAT4YWN/A

31 January 2024

Dear Dr Hodge

HRA and Health and Care

Research Wales (HCRW)

Approval Letter
Study title: Experiences of mental health inpatient care for Black
patients.

IRAS project ID: 316705
REC reference: 23INWI0344
Sponsor Lancaster University

| am pleased to confirm that HRA and Health and Care Research Wales (HCRW) Approval
has been given for the above referenced study, on the basis described in the application form,
protocol, supporting documentation and any darfications received. You should not expect to
receve anything further relating to this application.

Please now work with participating NHS organisations to confirm capacity and capability, in
line with the instructions provided in the “Information to support study set up” section towards
the end of this letter.

How should | work with participating NHS/HSC organisations in Northern Ireland and
Scotland?

HRA and HCRW Approval does not apply to NHS/HSC organisations within Northem Ireland
and Scotland.

If you indicated in your IRAS form that you do have participating organisations in either of
these devolved administrations, the final document set and the study wide governance report
(including this letter) have been sent to the coordinating centre of each participating nation.
The relevant national coordinating function/s will contact you as appropriate.
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Please see |RAS Help for information on working with NHS/HSC organisations in Northern
Ireland and Scotland.

How should | work with participating non-NHS organisations?
HRA and HCRW Approval does not apply to non-NHS organisations. You should work with
your non-NHS organisations to obtain local agreement in accordance with their procedures.

What are my notification responsibilities during the study?

The standard conditions document “After Ethical Review — guidance for sponsors and
investigators”, issued with your REC favourable opinion, gives detaded guidance on reporting
expectations for studies, including:

« Registration of research

« Notdying amendments

« Notfying the end of the study
The HRA websie also provides guidance on these topics, and is updated in the light of
changes in reporting expectations or procedures.

Who should | contact for further information?
Please do not hesitate to contact me for assistance with this application. My contact details
are below.

Your IRAS project ID s 316705. Please quote this on all corespondence.

Yours sincarely,
Natasha Brdgeman

Approvals Specialist

Emai: approvals@hra.nhs.uk
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List of Documents
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The final document set assessed and approved by HRA and HCRW Approval is listed below.

Document Version Dats

Cover Latter [Responsa fom Me appican] 02 January 2024
Covering letter on headed paper [Covering ktter 1o staf] i 06 October 2023
Evidence of S nsurance of Ingemn NHS Sponsors 12 October 2023
omj[mdermgcemcalel Y fron

Interview Schaoules o topic gUIdes for paricipants interview topic. |v2 05 Dacember 2023
%‘R:Se]Appﬂcmon Form [IRAS_Form_17102023) 17 October 2023
Lemar fom sponsor [Sponsorship lethen] V1 06 Cctober 2023
Non-valoaiad questionnalre [Demographic quastionnare) V2 05 December 2023
Organisation information Document [OID] V2 16 November 2023
[Other Debriaf Sheet) 20

Participant consent form [Consent to be contacied) Vi 06 October 2023
[Participant consent form [Consant fomn] 2 05 December 2023
Participant consent form [AUdo Consent Fom) 30

[Participant Information sheet (PIS) [PIS] V2 05 December 2023
[Rasaarch protocol or project proposal [Resaarch Protocol] V2 05 December 2023
Summary CV %or Chief Investigator (C1) [Chief Investgator CV) 06 Oclober 2023
Summary CV for student [Rasearcher CV) 06 October 2023
Summary CV for supenvisor (stugent resaarch) [Or James Kelly CV] [vi1 15 November 2023
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Information to support study set up

4-34

Imcmm Iam

The below provides all parties with information to support the arranging and confirming of capacity and capabiity with participating NHS
organisations in England and Wales. This is intended to be an accurate reflection of the study at the time of issue of this letter.

Types of Expectations related | Agreementtobe | Funding Oversight HR Good Practice Resource Pack
participating | to confirmation of used arrangements | expectations expectations
NHS capacity and
Research Research activities An Organisation Study funding | A Principal Where an external individual will be
activities and | should not commence | |nformation arangements | Investigator conducting any of the research actwities
procedures as | at participating NHS Document has been | are detailed in | should be that will be undertaken at this site type
per the organisations in submitted and the | P€ appointed at then they would be expected to hold a
protocol and England or Wales prior is not Organisation participating Letter of Access. This should be issued be
other study to their formal sponsor s no Information NHS on the basis of a Research Passport (if
documents will ' requesting and does | Document. o university employed) or an NHS to NHS
take place at oonfrrpat»on of | ot expect any other organisations. confimation of pre-engagement checks
participating capacity and capability | agreement to be letter (if NHS employed). These should
NHS to delver the study in | ysed with confirm Occupational Health Clearance.
organisations. | z3ccordance with the participating NHS These should confirm standard DBS
contracting organisations of this checks and appropriate barred list checks.
expectations detailed. | pne

Other information to aid study set-up and delivery

This details any other information that may be helpful to sponsors and participating NHS organisations in England and Wales in study set-up.

The applicant has indicated that they do not intend to apply for inclusion on the NIHR CRN Portfolio.




ETHICS SECTION 4-35

Appendix 4-B
REC Favourable Opinion Letter

NHS

Health Research
Authority

[REDACTED]

24 January 2024

Dr Suzanne Hodge
Lecturer in Health Research
Lancaster University

Health Innovation One

Sir John Fisher Drive

LA1 4YW

Dear Dr Hodge

Study title: Experiences of mental health inpatient care for Black
patients.

REC reference: 23/NW/0344

IRAS project ID: 316705

Thank you for responding to the Research Ethics Committee’s (REC) request for further
information on the above research and submitting revised documentation.

The further information has been considered on behalf of the Committee by the Vice-Chair.
Confirmation of ethical opinion
On behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the above

research on the basis described in the application form, protocol and supporting documentation
as revised, subject to the conditions specified below.
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Good practice principles and responsibilities

The UK Policy Framework for Health and Social Care Research sets out principles of good
practice in the management and conduct of health and social care research. It also outlines the
responsibilities of individuals and organisations, including those related to the four elements of
research transparency:

registering research studies
reporting results

informing participants
sharing study data and tissue

PN =

Confirmation of Capacity and Capability (in England, Northern Ireland and Wales) or NHS
management permission (in Scotland) should be sought from all NHS organisations involved in
the study in accordance with NHS research governance arrangements. Each NHS organisation
must confirm through the signing of agreements and/or other documents that it has given
permission for the research to proceed (except where explicitly specified otherwise).

Guidance on applying for HRA and HCRW Approval (England and Wales)/ NHS permission for
research is available in the Integrated Research Application System.

For non-NHS sites, site management permission should be obtained in accordance with the
procedures of the relevant host organisation.

Sponsors are not required to notify the Committee of management permissions from host
organisations

Registration of Clinical Trials

All research should be registered in a publicly accessible database and we expect all
researchers, research sponsors and others to meet this fundamental best practice standard.

It is a condition of the REC favourable opinion that all clinical trials are registered on a
publicly accessible database within six weeks of recruiting the first research participant. For this
purpose, ‘clinical trials’ are defined as:

o clinical trial of an investigational medicinal product

« clinical investigation or other study of a medical device

o combined trial of an investigational medicinal product and an investigational medical
device

o other clinical trial to study a novel intervention or randomised clinical trial to compare
interventions in clinical practice.

Failure to register a clinical trial is a breach of these approval conditions, unless a deferral has
been agreed by the HRA (for more information on registration and requesting a deferral see:
Research registration and research project identifiers).

If you have not already included registration details in your IRAS application form you should
notify the REC of the registration details as soon as possible.
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Publication of Your Research Summary

We will publish your research summary for the above study on the research summaries section
of our website, together with your contact details, no earlier than three months from the date of
this favourable opinion letter.

Should you wish to provide a substitute contact point, make a request to defer, or require further
information, please visit:
https://www.hra.nhs.uk/planning-and-improving-research/application-summaries/research-sum
maries/

N.B. If your study is related to COVID-19 we will aim to publish your research summary
within 3 days rather than three months.

During this public health emergency, it is vital that everyone can promptly identify all relevant
research related to COVID-19 that is taking place globally. If you haven't already done so,
please register your study on a public registry as soon as possible and provide the REC with the
registration detail, which will be posted alongside other information relating to your project. We
are also asking sponsors not to request deferral of publication of research summary for any
projects relating to COVID-19. In addition, to facilitate finding and extracting studies related to
COVID-19 from public databases, please enter the WHO official acronym for the coronavirus
disease (COVID-19) in the full title of your study. Approved COVID-19 studies can be found at:
https://www.hra.nhs.uk/covid-19-research/approved-covid-19-research/

It is the responsibility of the sponsor to ensure that all the conditions are complied with
before the start of the study or its initiation at a particular site (as applicable).

After ethical review: Reporting requirements

The attached document “After ethical review — guidance for researchers” gives detailed
guidance on reporting requirements for studies with a favourable opinion, including:

. Notifying substantial amendments

Adding new sites and investigators

Notification of serious breaches of the protocol

Progress and safety reports

Notifying the end of the study, including early termination of the study
Final report

. Reporting results

The latest guidance on these topics can be found at
https://www.hra.nhs.uk/approvals-amendments/managing-your-approval/.

Ethical review of research sites
NHS/HSC sites

The favourable opinion applies to all NHS/HSC sites taking part in the study, subject to
confirmation of Capacity and Capability (in England, Northern Ireland and Wales) or
management permission (in Scotland) being obtained from the NHS/HSC R&D office prior to the
start of the study (see "Conditions of the favourable opinion" below).
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Non-NHS/HSC sites

| am pleased to confirm that the favourable opinion applies to any non-NHS/HSC sites listed in
the application, subject to site management permission being obtained prior to the start of the
study at the site.

Approved documents

The final list of documents reviewed and approved by the Committee is as follows:

Document Version Date
Cover Letter [Response from the applicant] 02 January 2024
Covering letter on headed paper [Covering letter to staff] vi 06 October 2023
Evidence of Sponsor insurance or indemnity (non NHS Sponsors 12 October 2023
only) [Indemnity certificate]
Interview schedules or topic guides for participants [Interview topic |v2 05 December 2023
uide,
IgRAS]AppIication Form [IRAS_Form_17102023] 17 October 2023
Letter from sponsor [Sponsorship letter] v1 06 October 2023
Non-validated questionnaire [Demographic questionnaire] v2 05 December 2023
Other [Debrief Sheet] v1 05 December 2023
Other [Debrief Sheet] 2.0
Participant consent form [Consent to be contacted] vi 06 October 2023
Participant consent form [Audio consent form] v2 05 December 2023
Participant consent form [Consent form] v2 05 December 2023
Participant consent form [Audio Consent Form] 3.0
Participant information sheet (PIS) [PIS] v2 05 December 2023
Research protocol or project proposal [Research Protocol] v2 05 December 2023
Summary CV for Chief Investigator (CI) [Chief Investigator CV] 06 October 2023
Summary CV for student [Researcher CV] 06 October 2023
Summary CV for supervisor (student research) [Dr James Kelly CV] |v1 15 November 2023

Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for Research
Ethics Committees and complies fully with the Standard Operating Procedures for Research
Ethics Committees in the UK.

User Feedback

The Health Research Authority is continually striving to provide a high quality service to all
applicants and sponsors. You are invited to give your view of the service you have received and
the application procedure. If you wish to make your views known please use the feedback form
available on the HRA website:
http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/
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HRA Learning

We are pleased to welcome researchers and research staff to our HRA Learning Events and
online learning opportunities— see details at:
https://www.hra.nhs.uk/planning-and-improving-research/learning/

[ IRAS project ID: 316705 Please quote this number on all correspondence

With the Committee’s best wishes for the success of this project.

Yours sincerely

%W

PP-

Dr Gary Whittle

Vice-Chair

Email: Jllll@hra.nhs.uk

Enclosures: “After ethical review — guidance for

researchers” [SL-AR2]

Copy to:
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Appendix 4-C
REC Favourable Opinion for Substantial Amendment Letter

NHS

Health Research

Authority
[REDACTED]
Please notse: This Is the
favourable opinion of the REC
only and doas not aliow the
amendment to be Implementad
at NHS sltes In England until
the outcoms of the HRA
asseasment has been
confirmed.
18 June 2024
Miss Mary-Maria Johnson
Lancaster University
Lancaster
LAT 4YT
Dear Miss Johnson
Stuay title: Experiences of mental health Inpatient cars for Black
patients.
REC reference: 23/INWN344
Amsndament number: SA001
Amsenament date: 24 May 2024
IRAS project ID: 316705

The above amendment was reviewad Dy the Sub-Commitiee In correspondence.
Ethical opinion
The members of the Commitiee taking part In the review gave a favourable ethical opinion

of the amendment on the basis described In the notice of amendment form and supporting
gocumentation.
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Approved documents

The documents reviewed and approved at the meeating were:

|pocument _ ~ veson  |Dare
Compited Amendment 100l [Amanament 1001 1 24 May 2024
Coples of manenas caling atenbon of potantial paricpants o the |1 26 Apnl 2024
@mmmgmmn

Intenview schedulas or topic guidas for participants [Topic Guide] |1 27 Aprl 2024
Other [Paricipant Contact informazon] 1 16 May 2024
[Participant consent form [ALdIo Consent Fomm) 1 24 May 2024
Paricipant consent fom [Paricipant Consent Fom] 1 26 Apnl 2024
Paricipant INformation sheet (Pis) [Paricipant informazon shest] |1 26 April 2024
Research protocol Of Project Proposal [Frotocol) 1 24 May 2024
Membership of the Committse

The members of the Commitiee who ook part In the review are listed on the attached
sheeat.

Working with NHS Care Organisations

Sponsors should ensure that mey nOUfy the RE&D ofice for the relevant NHS care
o:ganlsauon of this amendment In Ine with the 1ems datalled n the categorlsa‘uon emall
Issued by the lead nation for the study.

Amsendments related to COVID-15

We wil update your research summary for the above study on the research summaries
section of our website. Dunng this publc health emergency, It is vital that everyone can
promptly identify all relevant research refated to COVID-13 that Is taking place giobally. If
you have not already done 50, please register your study on a publc reglstry 3s soon as
possiole and provige the HRA with the reglsration detall, which wil be posted alongsioe
other Information relating 0 your project.

Statement of compliance

The Committee Is constituted In accordance with the Governance Arrangements for
Research Ethics Commitiees and complies fully with the Standard Operating Procedures for
Research Ethics Commitiees In the UK.

HRA Learning

We are pleasad to weicome researchers and research staff to our HRA Leaming Events
and onine leaming opportunities— see datalls at: hitos-/’www.hra.nhs.uk/pianning-ang-
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| IRAS Project ID - 316705

Yours sincerely

Pp AL Fuddaln

Dr Gary Whittis
Chalr

e-mai @ nns ux

T R ——

Attendance at Sub-Committee of the REC meeting on 14 Juns 2024

Commities Members:

Name Profession Present Notes
Ms Diane Pitt Ciinical Bioethicist Yes
Or Gary Whitte Consurant in Dema | Y26

Public Hea (retred)

Also In attsndancs:

Name

mmon(oneasonuazermwg)

Mr All Hussain

4-42
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Appendix 4-D
HRA Substantial Amendment Approval Email

[External] IRAS PROJECT ID 316705, REC Reference 23/NW/0344
Confirmation of favourable opinion for substantial amendment

O gmeast.rec@hra.nhs.uk <noreply@harp.org.uk> Tuesday, 18 June 2024 at 10:04
To: ( Hodge, Suzanne; @ Johnson, Mary (Postgraduate Researcher)

S &« 7

= 23NW0344 316705..
=8 123.4KB

Download All « Preview All

Dear Dr Hodge

IRAS project ID: 316705 |
REC reference: 23/NW/0344 |
Short Study title: Experiences of mental health inpatient care for

Black patients v1
Date complete amendment submission received: 29 May 2024

Amendment No./ Sponsor Ref: SA001

Amendment Date: 24 May 2024

Amendment Type: Substantial _
This email also constitutes HRA and HCRW

Outcome of HRA Assessment Approval for the amendment, and you

should not expect anything further.

| am pleased to confirm that this amendment has been reviewed by the Research Ethics Committee
and has received a Favourable Opinion. Please find attached a copy of the Favourable Opinion
letter.

HRA and HCRW Approval Status

As detailed above, this email also constitutes HRA and HCRW Approval for the amendment. No
separate confirmation of HRA and HCRW Approval will be issued.

User Feedback

The Health Research Authority is continually striving to provide a high quality service to all applicants
and sponsors. You are invited to give your view of the service you have received and the application
procedure. If you wish to make your views known please use the feedback form available on the
HRA website: http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/.

If you require further information, please contact me.

Kind regards

Ali Hussain

Approvals Administrator

3rd Floor, Barlow House | 4 Minshull Street | M1 3DZ
T.020 7104 8077

E. gmeast.rec@hra.nhs.uk

W. www.hra.nhs.uk
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Appendix 4-E
Cover Letter to Staff

[REDACTED] I
. .Aancaster E=a
Verion01 Cl Psychology | University #%
06/10/2023
MWDM

Project: Experiences of mental health inpatient care for Black patients.

My name s Mary Johnson, and | am conducting this research as a student in the Doctorate of Cinical

Psychology programme at Lancaster University, Lancaster, United Xingdom. | am writing to provide
information of my research project as | am hoping to recrult participants within your service.

What Is the study about?

This study is about capturing the experiences of inpatient care for Black people. | will ask questions
about participants’ experiences during their stay on the ward, how they relate with others, their
perception of the care they have received, their communication with staff, and ary charges to their
risk. | am exploring this topic, as having a better understanding of these experiences, in particular for
those of historically marginalised groups, will enable chniclans to defiver specific and culturally
appropriate care plans and assessments that can improve the care for those people.

Who will be asked to participate?
1 am asking Black service users who have experience of receiving care within an inpatient setting, to
participate in this research.
e Any gender identity aged 18 years and over.
* Partidpants can be under an informal admission or detained under the MHA, but must be
receiving care within an inpatient setting.
« Partidpant demographic must be Black.
* Research partidpants can be of any sodo-economic groupng
* Englsh speaking to conversational ability, and able to communicate via video call/telephone
# required.

Exclusions:

*  Indvicduals that do not identify as Black British, African or Caribbean but feel they have
experienced racial discrimination.
*  Indviduals that do not resonate with having had any experiences of racial discrimination,

Inclusive of microaggressions and not limited to overt aggression.
*  Indwvidual s experiencing acute psychosis at the time of consenting for participation.
*  Indviduals under the influence of any alcohol or substances at the time of interview.

What do you need from us?

As 2 member of staff working with people who may fit the criteria to participate In this research, |
am providing some information about the project so that you are aware of what | will be doing when
conducting the interviews with participants. 1 am also asking If you could please share this
information within your community meetings so that potential particdpants are aware of the
opportunity to particpate. If service users approach you expressing Interest, and meet the criteria of
the study (# you are unsure you can contact 3 member of the research team to darify sutability for
the study), please provide the potential particpant with a recruitment pack which contains the
participant information sheet, consent to contact form, and a demographic questionnaire. Please ask
the service user to read and complete the documents and return it to a member of their care team.
Once the potential participant has returned the documents please contact a member of the research
team, who will collect the documents and inform the researcher of the service users consent to be
contacted.
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REDACTED
BAS 10: 36705 [ CTED] C l,z»m(‘,asgert:}?
Version 0.1 Clinical Psychology | University
06/10/2023
Who has reviewed the project?
This study has been reviewed and approved by the HRA and received favourable opinion from an
NHS REC.

Where can | cbtain further information about the study if | need it?

o you have any questions about the study, you can contact the main researcher: Mary Johrson at
m_oheson188lancaster ac uk. You can also contact Suzanne Hodge (s hodge @ancaster.ac.uk) or
James Kelly (.2 kelly@iancaster ac.uk) who are supervising this project.

Complaints or Concerns
o you wish to make a complaint or rase concerns about any aspect of this study and do not wish to
speak to the researcher, you can contact:

1an Senith, Research Director of the Doctorate in Qlinical Psychology

Tel: 01524 552282
Email: | smithglancaster ac uk
Division of Health Research
Lancaster Universty
Lancaster

LA 4YG

¥ you wish to speak to someone outside of the Ginical Psychology Doctorate Programme, you may
also contact:

Dr Lawra Machin, Chair of FHM REC
Tel: #44 (0)1524 5534973

Emall: L. machin@ancaster.ac uk
Faculty of Health and Medicine
{Lancaster Medical School)
Lancaster Universty

Lancaster

LAL &YG
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Appendix 4-F

Participant Information Sheet

[REDACTED] Crorat Lancaster E=3
WRAS 10: 316705 y University **
Version0.2 x
05/12/2023

REC: 23/NW/ 0344

Participant information Sheet
Study tithe: Experiences of mental health inpatient care for Black patients |

My name s Mary Johnson, and | am conducting this research as a student in the Doctorate of Oinical
Peychology prograsmme at Lancaster University, Lancaster, United Kingdom. This study is sponsored
by Lancaster University and being supervised by Dr Suranne Hodge, Dr James Kelly, 3nd Dr Suzarne
Heffernan, | would like 1o invite you to take part in 8 research study about Black people’s
experiences of inpatient care,

For further information about how Lancaster University processes personal dats for research
purposes and your data rights please visit our webpage: www Lncaster ac uk/research/datae-
progection

Whiat is the study about?

This studly is about capturing the experiences of inpatient care for Black patients, | will ask questions
Aot your experiences with others on the ward, the care you have received, how you perceive your
e risk, and the way staff communicate with you, Having a better understanding of these
experiences, in pacticular for those of Mstorically marginalised groups, will enable dinicians to
deliver specific and culturally appropriate care plars and assessments that can improve the care for
those pecple,

Whyy harve | been invited?

You have been approached because the study reguires views and thoughts from people who have
experienced receiving care within an inpatient setting, | would like 1o hear from you about your
experiences ~ positive and regative, 50 that services can be culturally sensitive and appropriate for
people from dfferent Backgrounds.

Do | have to take part?
No. It's completely up 10 you 10 decide whether or not you take part. Your panticipation i voluntary.

Whiat will | be asked to do if | take part?

¥ you decide you want 10 take part, & member of your direct care team will pass on your detals via
the completed consent 1o conact farms. You will alio be provided with a questicanaine to collect
some demographic imformation about yoursell such as your age, pender, ethnicity and generation of
Imenigration; this is 1o ensure that you are digible 10 participate. Unfortunately, not everyone that
has expressed interest will be contacted, i eligible, the reseaccher will then get in touch 1o confierm
your interest. If you are happy to continue, we will agree on a suitable date and time for a face-to-
face/onine/telephone interview.

o online, the imendew will most likely be held on an online platform such as MS Tearms. If you have
difficulties accessing the imtemet, we can conduct the intenview via telephone. | will read a series of
Natements and you will be asked whether you understand and agree 1o cordent and participate in
the study. | will video/audio record your consent in a separate file from the interview,

Prior 1o the merview the researcher will comtact a member of your direct care team 1o check for any

charges 10 your physical or mental health status that may mean you are ineligitie to participate,
During the interview | will ask you a series of Questions about the care you have received during your
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hospital sdmission - this can be positive experiences and negative. | may alio ask about experiences
of racial discrimination within these contexts and how they have, or have not impacted on your
perception of your emxperiences. The interview may last up 10 one howr and will be audio/video
recorded. The imterview can be spit up into smaller parts if you need 3 break or find concentrating
for an hour is 1o difficult.

Whiat if | change my mind?

¥ you change your mind, you are free 1o withdraw your participation in this study, ¥ you would bke
10 withdraw, please let me know within 2 weeks of your interview and | will extract the information
you contributed to the study and destroy it. After 2 weeks it will no longer be possible for your data
10 be removed a3 it will have Been pooled with other data, and this will 8l have Been ancrymised.

How will my data be stored?

Lancaster University will be the data controller foe any personal information collected as part of this
study. Under the GDPR you have certain rights when personal data is collected about you. You have
the right to access any personal data held about you, 10 object 1o the processing of your personal
Information, 1o rectify personal data if it is inaccurate, the right to have data about you erased and,
depending on the drcumstances, the right 10 data portability. Please be aware that maswy of these
rights are not absolute and only apply in certain Grouratances. If you would ke to know more
About your rightts in relation Lo your personal data, please speak to the researcher on your particular
udy.

For further information about how Lancaster Usiversity processes persoral data foe research

purposes and your data rights please visit our webpage: www lancaster, ac. uk/research/data-
protection

The data collected for this study will be stored securely and only members of the research team will

have access 10 it The following steps will be taken 1o ensure data is usidentifable and securely
woced;

o Audio/video recordings of the main interview will be deleted once the researcher has
tracacribed and anomymised the data.

o The files on the comrpeter will be encrypted (that is no-cne other than the research team will
De able 1O access them) and the compater itsell password protected,

o At the end of the study, electronic copies of the transcripns and audio recordings of consent
will be kept securely separately in OneDrive folders for ten years, At the end of this period,
they will be destroyed.

o The typed version of your imtendew will be made anommous by remaving any identifying
information including your name. Anorymised direct quotations fram your interview may be
used in the reports of publications from the study, 0 your name will not be Mtached 1o
them, All reasomable steps will be taken 1o protect the anceymity of the participants
irwolved in this project.

o Al your personal data will be confidential and will be kept separately from your intendew
e5PONSES.
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There are some Emits 1o confidentialty: if what is said in the internview makes me think that you, or
someone else, is at sgnificant risk of harm, or information reveals Breaches in quality of care. | will
have to break confidentiality and speak to the research supervisors and a member of staff sbout
this. If possible, | will tell yous if | st do this,

What will happen to the results?

The resudts will form part of my doctoral thesis for the Doctorate in Qinical Pyychalogy programme,
The findings will be summarised and reported in 3 thesis and may be submitted for publication in an
academic or professional jourral and presented at conferences and special interest groups.

When writing up the findings from this study, | may use direct quotes from your intenview, These will
slways be anoeymised 10 that they are not identifiable. Please see the heading “How my data will be
stored” for » further explanation of this,

Are there any risks?
There are no known risks anticipated with participating in this study, However some questions are
serditive and may lead you 1o recall times that felt Gfficult for you, # you experience ary distress

either during or following participation you are encouraged 10 tell the reseaccher 10 that you can be
wupported. This could include taking a break, or ending the interview if you fesl unable 1o continue,

Are there any benefits to taking part?

1 i hoped that by understanding these experiences and the impact, findings may eventually lead 1o
imgroved senvice delivery, and more accurate contextudl formulations and care plans for service
users, Although you may find participating imeresting, there are no direct benefits in taking part,

Who has reviewed the project?
This studdy has been reviewed and recesved approval from the HRA and a favourable cpinion from an

NHS REC (Research Ethics Comenittes) REC reference: 23/NW/0344,

Whiere can | obtain further information about the study if | need it?
¥ you have any questions about the study, please ask 3 member of staf! 10 contact the main

reseacchar: Mary Johnson at m johnson 188 ancaiter ac Uk, You can also contact Suzanne Hodge
(s hodge@lancaster ac.uk) or James Kelly (.2 kelly@lancaster, ac.uk) who ace supervising this
project.

Complaints or Concerns
M you wish 10 make a complaint of ratie concerns about any aspect of this study and do not wish 10

$peak 10 the researcher, you Can contact:

Lan Senith, Research Director of the Doctorate in Clinical Psychology
Tel: 01524 592282

Email. | smith@lancaster ac Lk

Division of Health Research

Lancaster University

Lancaster

LAL &YG
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H you wish to speak to someone outside of the Cinical Psychology Doctorate Programme, you may

also contact:

Or Lawra Machin, Crair of FHM REC
Tel: +44 (0)1524 554973

Email: Lmachin@ancaster.ac.uk
Faculty of Health and Medicine
{Lancaster Medical School)

Lancaster University
Lancaster

LAL &YG

Thank you for your consideration to participate in this project.
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Do you give consent to be contacted by the researcher of this study? (Please tick appropriate)

Yes

1 yes, please leave your preferred contact telephane number (this can be the ward number):

Date:
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Participant Consent Form

Study Title: Experiences of mental health inpatient care for Black patients.

If you have any guestions ar queries befare consenting, please emall the researcher, Mary
Johnson, m.johnsonisglancaster.ac.uk

Pleaze initlal to canfirm that you agree with each paint.

1.

10.

11

| confirm that | hawve read the particpant information sheet (version 2,
05/12/2023) and fully understand what is expected of me within this
study

| confirm that | have hac the cppertunity to ask any guestions anc to have
them answerec.

| uncerstand that my interview will be audio and/ar viceo recordec and then
mace Into an anonymised written transcript.

l uncerstand that audio anc video recordings will be kept until the researcher
has transcribec and ananymised the cata.

| understand that my participation & voluntary and that | am free to withdraw at
any time, without ghang reasen.

| uncerstand that | have two weeks after the Interview ta contact the researcher If | wish ta
withdraw my data. | understanc that it will not be passible ta withdraw my data after this

point.

l uncerstand that the nformation from my interview will be paclec with other participants’
responses in arder for the researcher to analyse the data; identifiable Infarmation will be
removed, but guates may be published. All reascnable steps will be taken to protect the
ancrymity of the participants invalved in this project.

| consent to information and quotatians from my Intervew being used in
reports, conferences and training events. No identifable information will be
Induded.

luncerstand that any information | glve will remain confidential and anceymaus
unless it is thought that there Is a risk of harm to myself or athers, In which case
the researcher will neec to share this Infarmation with their research
supervisors and my care team.

| consent to Lancaster University keeping written transcriptions of the interview
for 10 years after the study has finshed.

| consent to take part In the above study.

Participant signature:

Date:

Researcher signature:
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Date:

You will be able to retain a copy of this consent form for your records. A copy of this
consent form will also be retained by the research team.
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Study title: Experiences of mental health inpatient care for Black patients

Demographic Questionnaire

1225 [
2634 [

3545 [
4559 [

o+ []

Gender:

Male Female Nan-Binary Prefer not to say

Ethaicity:
Slack 3ntish
Slack Welsh
African
Canbbean
Slack Other

Immigrant Generation Classification
1¥ Generation (born cutsice the UK)
2** Generation (borm in the UK but have/had parents whom were born outside of the UX)

3 Generation |barmn in the UK, have parents whom were barn In the UK whose parents were born
outside of the UX|

4" Generation [born in the UK, parents wha were bamn in the UK, grandparents who were barn In
the UX, great grandparents born cutsice of the UK)
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Interview Topi Guide
Experiences of mental health inpatient care for Black patients.
Although these are topics that will be cavered, | will be guided by what Is of interest ta the
partidpants.
The purpese of this intenview & to cbtain the perspective of your experience of recening care within

an inpatient setting. | am Interested In the aspect of raclal dscrimination ang haw this may have
been perceived within your experience.

You may withcraw at any ime and can stop or pause the interview at any time as needed.

1} Verbal cansent far taking part in the study
2} Collection of cemegraphic data
3} Canyou tellme about you experience of being |cetainec) in hospital?
=ow would you desaribe your experiences of being In hespital?
Were/Are you happy with the care you recelvec?
Can you tell me a little bit more about your expenences with staff?
=ave these expenences iImpacted on your relaticaship with staff?
Can you tell me a little bit about your experiences with other service users?
=ave these expenences affectec your relaticnships with ather senvice users an the
ward?
g Dic you feel safe on the ward?
4} Have you ever felt that there is a cifference in how people are treated on the ward?
a. =ave you ever felt as though you have been treated differently ta other senice
users?
b, nowhat way?
c. Do you have thoughts on why you think that might be?
¢. =ow does that impact an your relationship with staff anc the care you recelve?
e. =ow does that impact an your relationship with other service users on the warc?
5| Do yau feel able to communicate your needs to staff?
a. What dao you do when you need support?
b. =ow did staff respond ta you?
c. =ow dayou feel those responses Impact an your mental health?
¢. Do you feel that your concermas are being listened to and are understood?

mppDpu

if the partiopant has nat given any responses refating to racil discrimination, the researcher will ask
the fallowing questions as It & the study’s Interest to explore experiences of raclal discrimination
and the impact on perceptian of care, risk anc communication.

6] Do you think that race has hac any Influence In how you have been treated by others
|service users or staff) on the ward ? gg. the care you have received, the support you are
given, haw you Interact or scclabze with athers on the ward, engagement.

a. Hso, In what way?
b. Do you feel this had any Impact on your mental state?
c. Dic you feel able to tell someone?
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d. =ow was It managed/supported by athers?

e. 'What has been helpful?

f.  What's nat been helpful?

g What da you think would be more helpful?

h.  =ow have your expenences iImpacted an your ability communicate with staff when

you have needed suppart?
7} Inrelation to race/ethnicity, Is there anything you wish health professionals knew or
understood about how this can impact on your mooc/mental state/risk presentation?
8] s there anything else you would like to share about your experiences?

Participant Debrief

1) =ow are you fecling following this interview?
2) Do you have any questions for me about this research?
3)  you notice any changes In your mood of concern fallowing this Intervew, please Infarm a

member of staff on your ward.

Thank yau for your time. | will now let a member of staff know the Intervew has ended.
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Debrief sheet

If you require suppart follawing this interview or if anything raised has left you feeling
distressed, please inform a member of staff on your ward. Additionally, the following
arganisations may be helpful in praviding information and suppart:

SANE L N
23_\

SANE offers non-judgemental and compassionate emotional support. e

Their services are confidential and below you can discover the support SAN E

and guidance we pravide to anyane affected by mental illness, as well as
carers and families.

Website: www.sane.org uk/how-we-help/emotional-support

Samaritans SAMARITANS

Samaritans offer listening and support to people and communities in
times of need.

Services are available 24 hours a day, 365 days a year.

Website: www samaritans.org

Telephone {free): 116 123

i you have any further comments, questions ar concerns about this stucdy, you can contact the
researcher m.johnsonl8 @ lancaster.ac uk. You can also contact Suzanne Hodge
(s.hodgelancaster.acuk) ar James Kelly || akelly@hncaster.ac.uk) who are supervising this
project.

Lancaster University
Lancaster
LAl 4YG
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Doctorate in Lancaster-
Clinical Psychology Unlver31ty

N\ /, -
RESEARCH CPPORTUNITY! = ,

Have you had experience of inpatient care for mental - -
health treatment in the last 10 years? Do you identify -
as Black British, Black African or Black Caribbean?

| WANT TO HEAR FROM YOU!

My name is Mary-maria Johnson, | am a Trainee
Clinical Psychologist at Lancaster University, and |
want to give you the opportunity to share you
experiences of inpatient mental health treatment,
as part of my research for training.

Participating in this research will involve completing a short
questionnaire, and then an interview (up to one hour long) if you
meet the inclusion criteria. Interviews can be held via Microsoft
Teams or telephone.

If you would like to take part, please
contact me on the email address e

—
below for further information and a
copy of the screening questionnaire: e

m.johnson18@lancaster.ac.uk )
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Research Protocol

FULL/LONG TITLE OF THE STUDY

Experiences of mental health inpatient care for Black patients.

PROTOCOL DATE
05/12/2023

Amended: 24/05/2024
KEY STUDY CONTACTS

Postgraduate Researcher

Mary-Maria Johnson

m.johnson18@lancaster.ac.uk

Primary Supervisor — Chief
Investigator

Dr Suzanne Hodge
Lancaster University - DClinPsy

s.hodge@Ilsncaster.ac.uk

Supervisor

Dr James Kelly
Lancaster University — DClinPsy

j.a.kelly@lancaster.ac.uk

Additional Team Members

_ NHS Foundation Trust

Suzanne.Heffernan@gmmh.nhs.uk

_ NHS Foundation Trust

Frances.Reskie@gmmh.nhs.uk

Funder(s)

N/A

Key Protocol Contributors

Mary-Mana Johnson

Dr Suzanne Hodge

4-58
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Dr James Kelly

STUDY SUMMARY

Study Title Expenences of mental heslth inpatient care for Black psatients.
Internal ref. no. (or short title) N/A

Study Design Qualitative research using IPA/ TA

Study Participants Black patients who have experience of receiving care within an

inpatient service to support the management of their risk.
Patients can have been under a formal or informal hospitsl
admission. | will recruit 6-10 participants aged 18 and over,
there will be no maximum age limit for the people partaking.
Participants will be asked questions relating to their
experiences of care within an inpatient service, slthough the
researcher has s specific interest in the impact of potential
racial discrimination, to understand how this has impacted on
their safety, care and communication with staff.

Planned Size of Sample (if applicable) | 6-10

Follow up duration (if applicable) N/A
Planned Study Feriod 2 years
Research Question/Aim(s) Main question: What are the experiences of inpatient care for

Black people and how are these affected by racial
discrimination?

PROTOCOL CONTRIBUTORS

Mary-Maria Johnson, Postgraduste Researcher

Responsibilities: Study design, recruitment, data collection, data analysis and interpretation,
manuscript writing, dissemination of results. Has the final decision on sll aspects of the study.

Dr Suzanne Hodge and Dr James Kelly. Chief Investigators and Research Supervisors

Responsibilities: Supervise study design, data collection, data anslysis and interpretation. manuscript
writing. dissemination of results.

Dr Suzanne Heffernan, Field Advisor

Responsibilities: Provide consultation surrounding the study design, recruitment and dissemination of
results.

KEY WORDS: Racial discrimination, Black psatients, BME, Black and
minority ethnic, Risk. inpatient, care

N
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STUDY PROTOCOL

Experlences of mental health Inpatient care for Black patients

1 BEACKGROUND/RATIONALE

Exploration into the expenences of detention for people of the global majority is sparse, however the
research that is available has acknowledged that the experiences of these groups of people are
unique (Salanki, 2020). Recent qualitative research by Solanki, 2020 concluded that the experience of
detention for people of the global majerity is racialised and racist. Research has identfied that being
subject to acts of d=crimination such as racism, can lead o negative phy=ical health and mental
health cutcomes (Ong et al., 2009; Sellers ot al,, 2008; Sellers & Shelton, 2003). The association
between these poor cutcomes and increased risk behaviours such as suicidal behaviour has also
beaen well established within the literature; Walker @t al. (2014) explicitly identified that percsived
discrimination is related 1o increased suicide ideation in Black adults, and research since has noted
that perceived discrimination is & maderator for increasing suicide capability in Black adults, and not
white counterparts (Brooks, 2020). There remains a need to further explore the expenences of racial
discrimination for different groups of peaple. Research exploning these culturally specific axpensnces
and the nuances within discrimination, and how they relate o risk related behaviour, is minimal, and is
predominantly quantiative. In addition, current research that has explored this topic has generally
been conducted with papulations in the Uniled States (US).

There is a need ta understand the nuances within the experience of racial discrimnation to understand
how they relate to a pearsoans lived experience, and how this influences a person's experience of
managing distress whilst using care services provided by the National Health Service (NHS). Little
research has explored the perspective of those within inpatient satlings. In arder to further understand
the specific relationship between perceived discrimmnation and the impact on an individual's distress
and risk related behaviours, an exploration within a clinical inpatient setting should be conducted. This
wauld allow researchers and clinicians 1o gain insight into how these experiences shape an
individuals perspective of care, and the specific factors that influence their psychological states that
increass or decrease risk related behaviours. Obtaning a richer understanding would alow
researchers, cinicians and service users to collabarate to develop culturally specific interventions and
effactive strategies for risk management, in addition to informing policies for preventiaon.

Therefore, this study will aim to explore the experences of psychiatric inpatient care for Black people
with a particular focus on understanding the role of racial discrimination within these experiences.
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Participants n the study will include people who are currently receiving psychiatric inpatient care -
formally, ar informally, due to their risk status. Participants will be asked about their expenences of
being cared for within an inpatient satling. This is o capture their perspective of the interactions and
understand bow this may have impacted on their relationships with athers on the ward, abilty o
communicate distress and seek support, and their level of risk. Within the nterview participants will be
asked whether they percene their race to have influenced any of these aspects in order far the
researcher to gan some insight into the role of percenved racial discrimination.

Understanding patients’ experiences of racial discrimination within inpatient settings could help to
inform more trauma-informed and cullurally sensitive care, formulations and interventions to reduce
risk.

2 STUDY DE SIGN / METHODOLOGICAL FRAMEWORK

This research wil use 3 phenomenolegical methadolegical approach o analyse data from interviews
with Black patients, whao have experienced racial discrimination - current or previously, and have
experences of receiving suppart for distress and risk related behaviours in inpatient services.
Interview questions will be designed to understand the experience of inpatient care and establish
whether racial discrimination has mpacted those experiences. This approach wil allow us to explore
the ways in which people make sense of the relationships between experiences of racial
discrimination, their distress, risk related behaviour and support from services.

3 RESEARCH QUESTION/AIM( S)
The research aims o understand the experiences of inpatient care for peaple Black patients, with a

particular interest in understanding haw experences of racial dscrmination impact on the indvidual's
level of risk to self ar athers.

Main gquestion What are the experiences of npatient care for Black patients and how are these
aflecied by racgal discrimination?
31 Objectives

The study cbjectives are as follows: 1) to explore the expenences of inpatient care for Black patients;
2) Towunderstand the impact of racial discrimination within experiences of inpatient care.
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4 STUDY SETTING

Community or Inpatient setting(s). Services that are, or have been accessed for individuals who have
been detained under the Mantal Health Act (MHA) or admitted informally, due to the ssverity of their
risk presentation where there is concern regarding their safety or the safety of the public.

) SAMPLE AND RECRUITMENT

31 Participants

Participants will be recruited by purposive sampling from NHS trusts that have been approved to be used
as recruitment sites.

CR

Participants will be recruited by opportunistic sampling from the general public via advertisement on
social media.

3.21 Size of sample

Considering the scope and timeline of the DClinPsy. the researcher will recruit up to 10 participants to
ensure the researcher sources a range of narratives but is still able to undertake 3 thorough inductive
analysis.

5.1.2 Inclusion criteria

+ Any gender identity aged 18 years and over.

+ Participants must have experience of recsiving care within an inpatient setting within the past
10 years, this can be informal or formal detention under the MHA, past or current.

« Participants must be of Black British, Black Welsh, African or Caribbean ethnicity demographic

+ Research participants can be of any socio-economic grouping

+ English speaking to conversational ability, and able to communicate via video call'telephone if
requirad.

3.1.3 Exclusion criteria
Individuals who do not speak English or have endurad organic brain damage.

Individuals detained in CAMHS, LD, or forensic wards, dus to additional medical and legal factors
associated with these populations (Solanki, 2020)

Individuals under the influence of any drugs or alcohol at the time of interview.

Thers are no diagnosis exclusions however individuals who are actively experiencing acute levels of
psychosis would not be appropriate for participation in the study.

For participants that have been recruited from an approved NHS recruitment site, the researcher will
contact 3 member of the participants direct care team to confrm no changes to physical health or mental
health status prior to interviewing.

~J
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3.2 Recruitment & Sample Identification

The ressarcher will be adopting a staged approach to recruitment.
Stage 1: Recruiting fro
Stage 2: If the minimum samrle i5 not recruited within 1 month, the researcher will widen to other

Trust

inpatient units in
Stage 3: The researcher will recruit from the general public via advertisement on social media.

For stage 1 & 2: Researcher will provide staff with an information sheet about the ressarch project,
with the possibility of additionally attending a staff meeting to discuss the research. Ward staff will
raise the opportunity to participate in the research during their community meetings to raise
awareness of the study to potential participants.

Potential participants will initially be identifizd by the MCT or 3 member of staff from the ward if they fit
the eligibility criteria. This member of staff will be an individual that already works with the potential
participant. Factors such 3s mental state of the individual; current level of risk; capacity to provide
consent and understanding will be assessed prior to introducing the study with the individual by the
care team 3s part of their usual working activity. A recruitment pack will be given to the participant
which contains the participant information sheet, consent to be contacted form, and the demographic
questionnaire. If the participant consents to being contacted then they will be contacted by the lead
researcher to provide more information regarding the study and invited to partake in an interview. Prior
to the interview the researcher will contact 3 member of the participants direct care team to check for
any changes in physical health or mental health status to ensure the participant is appropriate to
participate. If 3 participant is discharged following providing consent to be contactad but prior to the
intzrview date, they will be offered to continue participation via stage 3 recruitment.

For stage 3: Participants will 2mail the researcher on the address given on the research advertisement
poster. Following contact from 3 potential participant, the researcher will respond and provide the
participant with the recruitment pack which will include the participant information sheet, consent to
and demographic questionnaire to complete. Once this has been returned, if the participant remains
eligible according to the information they have stated in the questionnaire, an intervisw date and time
will b2 scheduled.

5.2.1 Consent

For stage 1 & 2, Consant to contact forms will be included within the recruitment pack and will nesd be
forwarded to the research team for the researcher to then contact the participant to discuss the study
further. The participant will have 3 two week timeframe to consant to being contacted by the
researcher, once they have received the form. There will be at l2ast 24 hours from consenting to be
contacted before the researcher attempts to make contact

For stage 3: Consent will be captured verbally prior to commencing the interview.

Following contact by the researcher, the potential participant will be given a3 minimum of 24 hours to
process all the information about the study provided in the participant information sheet, consider and
decide whether they consent to participate. The consent form will be given to the participant prior to
commencing the interview. For any virtual interviews, verbal consent will be sought prior to
commencing the interview; the researcher will use the sudio consent form, and consent will be
recorded separately to the intervisw. There will also be opportunities to ask questions both before and
after the interview. Before the interview, the participant will be asked if they understand what they will
be asked to do and that they are able to stop st any time and how data will be confidential.

(=]
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Participants will have two weeks to withdraw from the study, at which time the data will have been
anonymised and the ressarcher will begin data analysis. Prior to this, if participants wish to withdraw,
this will be permitted and all of their data up to that point will be destroyed.

6 DATA COLLECTION AND DATA ANALYSIS

Data collection: A qualitative semi-structured face-to-face interview Iasting up to 1 hour will be
conducted with the participant. Online or telephone interviews may be offered if this is more suitable
for the participant and s2rvice needs.

Interviews will be video/audio recorded and stored on a password-protected laptop, immediately
transferred to the Postgraduate Researcher's secure, private Lancaster University OneDrive and
removed from the laptop. Recordings will be transcribed by the researcher, anonymised by removing
names and other identifying information and saved in 3 separate OneDrive folder from the recordings.

Data analysis: The researcher will analyse my data using IPA methodology to develop themes from
the intervizw transcriptions of the participants.

Data storage: Personal data and identifying information within the transcriptions will be anonymised.
Only the Postgraduate Researcher and research supervisor will have access to demographic
information, consent forms, recordings and transcriptions, and these will be kept on the Postgraduate
Ressarcher’s secure Lancaster University OneDrive during data collection. Data will be kept for 10
years by the DClinPsy ressarch co-ordinator upon completion, at which point it will be securely
destroy=d.

7 END OF STUDY

The end of the study is definad as fulfilling the required number of participants, or where the minimum
number of participants have been gathered and thers are no further potential participants.

8 ETHICAL AND REGULATORY CONSIDERATIONS

8.1  Assessment and management of risk

It is possible that taking part in the study and discussing potentially traumatic experiences of racial
discrimination may cause distress for the participant. To manage this, a risk protocol will be used that
has been created to assess and manage distress during the study (Appendix 1.). This will discuss
ways to support the participant during the study and to help consider whether the participant is able to
continue with the study. Following the interview, participants will also be provided with 3 debrief shest

detziling helplines they can contact if they are experiencing distress or changes in their mood of
concarn.

For stages 1 & 2: It is also possible that the researcher may become awares of new risk information
during the process of the interview that may not be known to the existing clinical team working with the
individual. The researcher will inform a member of the participants direct care team of any disclosad
information relating to risk so that they can note whether information disclosed aligns with historical
information or requires updating of risk information and/or further action. The researcher will use their
clinical judgement in the selection of each participant, to ensure they are not at immediate risk of harm
to themselves and/or others. If new risk information or information that is indicative of breaches in
quality of care, is shared within 3 contact between the researcher and the participant, permission will
be sought from the participant to share this information with their care team. If the participant refuses
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permission, the ressarcher will then explain that the confidentiality agreement nesds to be broksn to
ensure the safety of the participant and/or others, and that the information relating to the risk or breach
in quality of care, will be shared with the clinical team. Information will be shared in 3 debrief session
that will occur following every contact.

For stage 3: Participants' names, address and date of birth will be taken for the duration of the
interview. If imminent risk is indicated, the researcher will act on indications and contact the
emergency services to conduct a welfare check. Following the intervisw, these details will be
permanently deleted.

The researcher will also have supervision with the research supervisors regularly throughout the
process which will serve as another forum to raise any concerns from interviewing where it may be felt
that safeguarding would need to be raisad.

8.2 Research Ethics Committee (REC) and other Regulatory review & reports

+ Before the start of the study, a favourable opinion will be sought from an NHS REC for
the study protocol, informed consent forms and other relevant documents e.q.
advertisements. Approval from participating NHS trusts will also be sought via the HRA

IRAS system.
+ All correspondence with the REC will be retained until the end of the study.
+ The Chief Investigator will notify the REC of the end of the study.

+ |f the study is ended prematurely, the Chief Investigator will notify the REC, including
the reasons for the premature t2rmination.

83 Peer review

The study was reviewed and approved by independent members of the Lancaster University
Doctorate in Clinical Psychology research team. The study was discussad and developed in
supervision with the ressarch supervisor and in consultation with 3 field advisor following an initial
scoping review of the literature base that was conducted to further inform the design of the study.

84 Patient & Public Involvement

Service user involvement has not been obtained at this time due to the limited nature of the thesis
study, however the researcher is consulting with a community mental health organisation to resource
service user involvement in the process of disseminating the information. The researcher has sought
consultation of the topic guide from another health professional outside of the ressarch tzam. This
health professional is an advocate and facilitates support groups for staff that identify as BAME.
Furthermore, the supervisors involved in this project have experience and knowledge of working with
inpatients, and have advised on the production and undertaking of this study.

8.6  Data protection and patient confidentiality

The study is compliant with the requirements of the Data Protection Act 1888 and all investigators will
comply with the requirements of the Data Protection Act 1988 with regards to the collection, storage,
processing and disclosure of personal information and will uphold the Act's core principles.

10
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8.7  Indemnity
Lancaster University legal liability cover and NHS professional indemnity cover will apply.

8.8  Data management and access

Only the Postgraduate Researcher and research supervisors will have access to the full final dataset.
Data will be transferred to the DClinPsy programme research co-ordinator at the end of the study and
will b2 kept for 10 y=ars in OneDrive. It is not envisaged that the dataset will be used for secondary
data analysis.

8.9 Dissemination policy

The research supervisor 3cts as the custodian for data throughout the Iife of the project. The dataset
will not be made publicly available and cannot be requested by participants.

The findings of the research study will be written up in the research doctoral thesis and will be
submitted for publication in a suitable academic journal.

9 AUTHORSHIP
Authorship eligibility guidelines and any intended use of professional writers

The Postgraduate researcher will be first author and the research supervisors — Or Suzanne Hodge
and Dr James Kelly will be second and last author, order yet to be decided. The field supervisor(s) will
come after the second author and before the last.
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Appendix 1.

Distress Risk Protocol

The following steps will be taken in the event that a participant demonstrates behaviour or discloses
information to the ressarcher indicative of high levels of emotional distress during the interview.

o  Forstage 1 & Zinadvance the researdhar will communicate to the ward statt when inteniews an schaduded 1o take
placa

e Forstage 3: Partidpants’ names, address and data of birth will have been taken pricr to the intanvew. If imevinent risk
is indicated, the rasearcher will act oo indications and contact the amMergency wivices to conduct a wallare chack
These details will be doktad afer the intervaw.

*  Proe to commencemant of intenview, the participant will be encouraged 1o infarm tha ressarchar it at any point
during the intenview, thay e arpanendng significant distrass and nesd support.

o Paticpants will be informed bedore starting the intanview if anything rased & difficult for them, it's OK to stop the
intarviaw and take a besak Thay wil dse be advised that it is up to tham how mudh information they provide, and
that it's OK to not answer any question that makas them feal uncomfortabla.

e A participant indicates in the interview that they are experiencing a high leve! of stress or emational
distress
OoR

e A participant is exhibiting behaviours suggestive that the discussion during the interview is too stressful,
e.g, uncontroled crying, risk related behaviours, shaking etc.

e  The partiopant will be gwven the option to take a break from the interview, or to end the interview.
e A member of staff an the ward will be informed that the participant i exhibiting behaviours
indicating, or expressed high levels of emotional distress.

e | particpant feels able to carry on, resume the interview.
oR

o I perticipant &= unatile to carry on, go 1o stage 3.

e  Thank the participant for their comtrbution and inform them that the interview will be discontinued.
e Inform a member of staff on the ward that the interview has been terminated and provide a brief
description of the presentation observed.

Response
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