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Abstract 

“I can’t breathe,” is the phrase that has come to symbolise broad forms of systemic 

suffocation experienced by Black communities within mental health systems. Posi-

tioning Black men, within the context of health and social dynamics, involves under-

standing the unique systemic barriers they face. Using mental health detention as 

the entry point to explore these systemic issues, this research aimed to understand 

why Black men are disproportionately detained under Mental Health legislation and 

why they report more traumatic, coercive experiences than their White counterparts. 

It then co-produced solutions with Black men, their families, communities, and health 

and social care professionals. This is the first study to unite over 200 stakeholders 

to to co-produce policy and practice recommendations for change. The Silences 

Framework (TSF) was used as the overarching theoretical framework along with 

Experience-Based Co-Design (EBCD) as the participatory action research method. 

This paper is novel, as the application of TSF fills an important, theoretical gap in 

the empirical work on mental health and discrimination. Reflexive thematic analy-

sis and methodological triangulation were used to analyse and synthesise the data 

including: 1:1 interviews with professionals; focus groups with Black men, family 

members and Black community pillars; EBCD events and parliamentary symposiums. 

Three themes: (1) ‘Identities Beyond the Mask’, (2) ‘Re-Humanising Detention’, and 

(3) ‘Radical Reform’ were co-developed with participants. Findings identify stigma, 

mistrust, discrimination and institutional racism are at the helm of the problem. 

Seven policy and practice recommendations were co-created to begin to address 
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institutional injustice in psychiatry and better serve the Black community during men-

tal health crisis. This paper presents an original, first of its kind study, investigating 

the experiences of community stakeholders and professionals and makes a signif-

icant contribution that informs policy makers and professionals working in a wide 

range of mental health and custodial settings around the world.

Introduction

The words “I can’t breathe,” seared into global consciousness during the 2020 pro-
tests following the murder of George Floyd, and became a rallying cry for the Black 
Lives Matter movement. This phrase not only captured the literal violence inflicted by 
law enforcement but has since come to symbolise broader forms of systemic suffo-
cation experienced by Black communities, including within mental health systems. 
Positioning Black men, particularly within the context of health and social dynamics, 
involves understanding the unique challenges and systemic barriers they face [1,2].

Structural racism and ethnicity-based discrimination significantly impact Black 
men’s health outcomes, often leading to poorer health compared to other groups  
[3–6]. This is compounded by social determinants such as access to healthcare, 
socioeconomic status, and exposure to stressors related to discrimination [7]. In 
addition, studies have shown that Black men, especially those who are part of the 
LGBTQ+ community, encounter unique forms of discrimination [8–10]. Addressing 
these issues requires culturally competent clinical practices and policies that rec-
ognise and mitigate the impact of structural racism without ignoring the important 
dynamics of intersecting identities. These intersections of identity compound the 
impact of discrimination on Black men’s mental health.

Institutional and structural racism in mental health care are pervasive issues that 
manifest through deeply ingrained biases and discriminatory practices, leading to 
significant disparities in access, treatment, and health outcomes for marginalised 
communities [11–16]. This is increasingly becoming a Global health problem due to 
human migration [12,17,18] with the World Health Organisation (WHO) acknowledg-
ing the profound impact of structural racism and ethnicity-based discrimination have 
on health outcomes [19]. These forms of racism are embedded in the policies, prac-
tices, and cultural norms of mental health institutions, resulting in unequal treatment 
and systemic barriers for Black individuals [18,20–23]. Racial discrimination in mental 
health care further exacerbates these issues [15,24].

Evidence indicates that Black men have significant care needs, but poorer men-
tal health outcomes than White groups [25–27]. People from Black communities 
are more likely to experience social exclusion including racial discrimination, poor 
socio-economic status and unemployment, all of which are risk factors for poor men-
tal health [28]. In addition, the mistrust of mental health care systems among Black 
communities is a significant barrier to seeking and receiving appropriate care [28,29]. 
This mistrust is rooted in historical and ongoing experiences of discrimination and 
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abuse. Instances of mistreatment, such as the deaths of Black men while restrained or detained in mental health facilities, 
continue to fuel this mistrust negatively impacting help seeking behaviour [30].

During mental health crisis Black men report experiencing racist, inhuman practices that are unfair, discriminatory, 
and traumatic to them and their families [2,31]. These include: unnecessary and excessive use of force; being physi-
cally restrained and pinned face down on the ground; they are more likely to be tasered; diagnosed with severe mental 
illnesses; be put in seclusion; and less likely to be offered talking therapies [32–36]. Different routes into mental health 
detention also warrant further investigation [37,38].

Whilst in mental health ‘care’ Black men often face biases and stereotypes that negatively influence their diagnosis and 
treatment. For example, studies have shown Black patients are more likely to be misdiagnosed with severe mental illnesses 
such as schizophrenia, while their symptoms of mood disorders are frequently overlooked [39–41]. This misdiagnosis can lead 
to inappropriate and harmful treatments, further eroding the Black community’s trust in the mental health system [41–43].

In the United Kingdom (UK), efforts are being made to address these issues. The Mental Health Units (Use of Force) 
Act [44], was enacted to prevent the inappropriate use of force in mental health settings after Olaseni Lewis died as a 
voluntary inpatient in whilst being forcibly restrained by eleven police officers. This law mandates better accountability, 
transparency, and training to protect patients and ensure they are treated with dignity and respect [45]. Despite this, statis-
tics from the UK National Health Service [46] show that 242.3 per 100,000 Black people were detained under UK Mental 
Health legislation [47], in comparison to 68.4 per 100,000 of White people. Black men are also 10 times more likely to be 
placed under a Community Treatment Order; a court-ordered supervision plan that allows a person with a mental illness to 
be treated in the community instead of in a hospital but allows a Responsible Clinician to return the person to hospital in 
defined circumstances [48,49]. From this picture it is clear, mental health legislation is failing to protect Black men.

To address these issues, WHO [19] advocates for the integration of human rights, equity, and intercultural approaches 
into public health policies, ensuring that communities subject to racial discrimination have access to comprehensive, cul-
turally appropriate, and quality health services. Strengthening primary health care is essential for tackling health inequities 
driven by racial discrimination, with WHO outlining strategic and operational levers for policymakers to promote intercultural 
care. These initiatives aim to create a more equitable and effective health system to better serve all populations. However, 
there is a distinct lack of high-quality research in this area, particularly approaches that are well theorised and involve a 
rigorous and novel co-design approach to truly reflect the voices of the discriminated and other key stakeholders [2].

This paper presents an original, first of its kind study, that investigated the experiences of Black men, their community’s 
and professionals about these discriminatory practices and makes a significant contribution to inform policy makers and 
professionals working in a wide range of mental health and custodial settings around the world. In this paper, the phrase 
‘Black men’ is employed to refer to participants’ race and includes men of Black African, Caribbean, and other Black or 
mixed heritage origins residing in the UK. The term ‘Black’ is capitalized to signify its role as a political identity, which 
acknowledges the collective experiences of anti-Black racism and the lasting effects of colonial history.

This paper applies The Silences Framework (TSF) [50] to fill an important, theoretical gap, in the empirical work on 
mental health, detention and discrimination Black men face whilst being detained under mental health legislation in the 
UK. While the study’s starting point was the disproportionate detention of Black men under the Mental Health Act, our 
scope expanded to include the perspectives of families, community members, charity organisations, and health and social 
care professionals. Detention was conceptualised as the entry point into a broader mental health care pathway, enabling 
us to explore systemic barriers, institutional racism, and opportunities for reform from multiple vantage points.

This was part of a bigger National Institute for Health and Care Research (NIHR) funded project (NIHR 201715) to 
co-produce policy and practice recommendations for change, called the ImproveAct Project. A systematic review [2] pre-
ceded an innovative co-produced qualitative study which this paper reports the findings of. This paper reports the results 
from the Experience-Based Co-Design (EBCD) part of the study, using the TSF [50] as an overarching theoretical frame-
work and EBCD [51] as the participatory action method,
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Methods

TSF has been designed to explore sensitive topics, that are little researched or silent from policy discourse and practice 
[50]. TSF begins with a review of the evidence [2] to identify ‘screaming silences’ then empirically explores and enables 
professionals and service users to co-design services, interventions, care pathways, in partnership. TSF was used along-
side EBCD [51] to redress existing power imbalances through a collaborative, co-production focused methodology (as 
shown in Fig 1 below). This circular diagram is a visual representation of how EBCD was combined with TSF and compli-
mented by a two-part public and policy engagement strategy to co-produce the robust findings for this paper with rigorous 
theoretical and methodological underpinnings.

EBCD typically involves individual 1:1 filmed interviews, to create collective stories. In this study, we used commu-
nity and art-based collective group approaches to capture and validate experiences [52,53]. This was adapted because 
art-based Focus Groups (using poetry, spoken word, painting masks) offered an authentic, meaningful data collection 
approach to re-build generations of mistrust between the Black community, the police, academia and mental health pro-
fessionals; the four main stakeholder groups within this project [54–56]. Due to the stigma attached to mental health, this 
approach aimed to create a supportive environment where men could share their experiences of racism, detention, and 
mental health crises anonymously, with the intention of minimising any fear of judgment [57].

Fig 1.  The Methodological and Theoretical Underpinning of the Stud. This circular diagram is a visual representation of how EBCD was combined 
with TSF, complimented by a two-part public and policy engagement strategy to co-produce a set of robust findings with rigorous theoretical and method-
ological underpinnings.

https://doi.org/10.1371/journal.pmen.0000457.g001

https://doi.org/10.1371/journal.pmen.0000457.g001
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Data collection

Our approach was designed to engage multiple stakeholder groups, recognising that detention marks the beginning of a 
broader mental health care journey. Understanding systemic barriers and developing meaningful reforms required integrat-
ing the voices of Black men, their families and communities, and the professionals involved in detention and care provision.

Two data sets were collected using a purposeful sampling design [58]. The first, focused on professionals involved in 
the detention process, with thirteen online in-depth 1:1 interviews conducted with psychiatrists, Approved Mental Health 
Professionals (AMHPs), police professionals, and a clinical psychologist between February and October 2023. An EBCD 
Feedback Event followed this, where five interviewees validated the findings. A study leaflet, outlining the project aims and 
details how to be involved was emailed to professional heads of a mental health trusts and a police force, to be distrib-
uted to relevant professionals. Professionals who wanted to take part contacted the EBCD research leads if they wanted 
to take part. Professionals’ interviews explored what the participants role in the detention process was, why they thought 
Black men are detained more than White men; and what needs to change to improve Black men’s care and treatment.

The second data set explored the experiences of Black men, their significant others and the Black community capturing 
their experiences of mental health services, stigma, racism, and trauma. Recruitment ran from February 2023 to Decem-
ber 2023. Two art-based Focus Groups (FGs) were hosted in the community. FG1 had 10 x Black men and family mem-
bers in October 2023. There, participants expressed their experiences through art. FG2 had 30 x participants (including 13 
x Black men, and 17 x family members and community pillars) held in November 2023. There, FG1 participants show-
cased and spoke to their art, followed by a wider discussion about detention and mental health care. All participants were 
recruited from the community with leaflets circulated via barber shops, churches, and cafes.

Emerging findings from both data sets were presented at EBCD participant Feedback Events, refined, merged then 
presented and discussed again at a joint EBCD Co-Design Event in February 2024, attended by 46 x stakeholders 
(including Black men, family members, community pillars, members from mental health charities, professionals, and 
mental health advocates). A celebration event in May 2024 with 110 x attendees further contextualised the findings. This 
comprehensive data collection approach ensured diverse perspectives validated, then captured the wider understanding 
regarding mental health system failures and ways to improve practice. These multiple stages can be visualised through 
Fig 2, below. This figure is a flow chart visually explaining how TSF data and EBCD data were collected and merged for 
into the final results. The white boxes represent the TSF and EBCD data collection stages. The yellow boxes represent 
the Public and Policy engagement events that were used to contextualise the data findings in real world settings. The 
‘Results’ section of this paper reports the final themes and recommendations co-produced by all participants.

Ethics

The study was approved by Health Research Authority and the Health and Care Research Wales (IRAS ID 310503, REC 
Reference: 22/HRA/2684). All participation was subject to informed consent. Participant information packs were given to 
all participants identifying risks and benefits of participation, the consent process, how distress would be managed, and the 
secure data storage procedures. Individual written consent was gained for the professionals prior to the interviews. Their 
data was pseudo-anonymised, and each participant was given a unique identifier (e.g., Professional Interview, AMHP).

Verbal group consent was obtained on the day for both the FGs, and their data was pseudo-anonymised with group 
identifiers (e.g., FG1, Black man or FG2, carer) to re-build trust and ensure anonymity. Informed consent for EBCD event 
participants was obtained twice: written at the point of registration and verbal at the start of the event. Their views were 
pseudo-anonymised with group identifiers (e.g., Professional participant at EBCD co-deign event). Event attendees who 
did not want their views captured wore rainbow lanyards to indicate this.

Due to the highly sensitive and identifiable nature of the data, including art-based and filmed spoken-word outputs, and 
disclosures of witnessed racism and use of force by professionals, the full dataset cannot be publicly shared. Data may be 
available from the corresponding author on reasonable request and subject to appropriate ethical review.
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Epistemic tensions and negotiation in co-design

During the joint EBCD Co-Design Event, epistemic tensions between professionals and Black men (particularly around 
divergent understandings of “risk” and “aggression” discussed the Results section) were intentionally surfaced and 
explored. Professionals interpreted aggression through clinical or procedural lenses, shaped by safety protocols and insti-
tutional norms. However, the data suggested these interpretations were also influenced by racialised stereotypes, particu-
larly the trope of the ‘big Black dangerous men’.

Fig 2.  The Silences Framework and Experience Based Co-Design Data Collection Flow Chart. This flow chat visually explains how TSF and EBCD 
were merged in the data collection process. The white boxes represent research data of the TSF and EBCD stages. The yellow boxes represent the 
Public and Policy engagement events that were used to contextualise the data findings in real world settings.

https://doi.org/10.1371/journal.pmen.0000457.g002

https://doi.org/10.1371/journal.pmen.0000457.g002
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In contrast, Black men, families and their communities described aggression presentations as a ‘fight or flight’ trauma 
response rooted in systemic fear, historical injustice, and lived experiences of racialised harm including the fear of death. 
These differing epistemologies created potential friction in co-design discussions, which the research team anticipated 
and carefully facilitated through storytelling, art-based data, and structured dialogue. This enabled professionals to 
re-frame aggression not as a threat, but as a legitimate expression of distress.

To ethically support this, and other emotionally complex conversations, the research team implemented a series of 
safeguards: event chairs from the outset established ground rules of respect and listening in the room; a mental health 
nurse was present to manage distress; a breakout ‘breathing room’ was available; and culturally trained independent 
advocacy was offered to participants with lived experience. These facilitative strategies were not only ethical but also pro-
cedural enactments of the study’s theoretical commitment to addressing epistemic injustice. By creating space for Black 
men’s knowledge to be heard and validated, the co-design process actively disrupted epistemic asymmetry (the imbal-
ance in credibility and authority between professionals and participants) and positioned Black men’s lived experience and 
the community’s trauma of systemic racism as central to shaping mental health reform.

Public and policy engagement (PPE)

EBCD [51] allowed us to listen to the silences of the Black men and their communities. Additionally, central to TSF is 
‘Working With the Silences’ where researchers fully contextualise and integrate these silences into real world practices 
[50,59]. To integrate the silences found, the following PPE events were held:

•	 Online Parliamentary Symposium (February 2021) with 78 x stakeholders

•	 Black community mental health celebration (May 2023) with 48 x stakeholders

•	 Police Professionals workshop (August 2023) with 12 x stakeholders

•	 Policy Roundtable Event (Sept 2023) with 22 x stakeholders

•	 Parliamentary Symposium (March 2024) with 98 x stakeholders

At all these events Black men and their significant others co-presented the findings to government officials and 
civil servants supported by the research team. Through these, we co-developed the study’s ‘Policy and Practice 
Recommendations’.

Analysis

All data was thematically analysed using Braun and Clarke’s 6 phases of reflective thematic analysis [60]. Two expe-
rienced researchers analysed the professionals’ interviews (CL, JD). After analyzing 5 transcripts 122 codes, with 110 
overlapping were identified. These were discussed, and a coding framework was agreed and circulated to the wider 
research team for feedback. Subsequent transcripts were then coded using the agreed framework, with both researchers 
keeping note of any new emerging themes to discuss in future meetings. Codes were collated into 5 overarching themes: 
1. ‘Stigma, racism and discrimination,’ 2. ‘Risk and fear’, 3. ‘Social cultural and political factors’, 4. ‘Mental health 
service provision’, 5. ‘Assessment and intervention’ with 5 subthemes. These were presented and triangulated with 
the professional participants at an EBCD feedback event online, where the final themes and codes were agreed prior to 
being merged with the data set two analysis.

Two experienced researchers and one junior researcher analysed the FG data (AHD, EC, IB) including masks, poetry, 
stories, and spoken word. This was conducted using a combined approach of Thematic Analysis [60] and Critical Visual 
Methodologies. This dual approach allowed for a comprehensive examination of the poetic, narrative and visual dimen-
sions of the artistic outputs. Thematic Analysis provided a systematic framework for identifying, coding, and interpreting 
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patterns across the textual and visual data, facilitating the organisation of diverse expressions into meaningful themes. 
Concurrently, Critical Visual Methodologies were employed to interrogate the masks and how the artworks represented 
and communicated complex issues of racism, identity, and power. This lens enabled a critical exploration of the sym-
bolic and contextual significance embedded within the art, emphasising the sociopolitical dimensions of participants’ 
experiences.

This yielded a total of 79 codes that were independently identified and after a discussion with the analysis team, were 
collated under 11 overarching themes. The 11 themes were discussed with the lived experience co-researchers, PPI 
group members and the chief investigator (AH) then re-defined, re-named and clustered into five overlapping themes: 1. 
‘Knowing me, not just the Black man’, 2. ‘My community is my support’, 3. ‘My treatment knows no care’, 4. ‘Mis-
trustful medication’, and 5. ‘Race inside mental health power structures’ with seven sub-themes.

The unification of both data sets is essential to meet the four core EBCD principles: ‘immersive’ and ‘emic understand-
ing’, ‘empathy’, and ‘reflexivity’ however EBCD studies are critiqued for not adequately reporting how the data was synthe-
sised and analysed [61]. Methodological triangulation was employed to consolidate all findings from the TSF Review [2], 
the professional’s interviews, and the Black FGs [62,63]. The five overarching and five sub-themes from the professional’s 
data were analysed next to the five overarching themes and seven sub themes from the FG data following Meijer et al. 
[64] three triangulation approaches: intuitive, procedural, and intersubjective. All three approaches were applied to merge 
the data sets collating and comparing all findings using Padlet software.

Researchers noted (1) when, where and how the FG data and professionals spoke to one another, (2) where they 
disagreed, and (3) where they posed different perspectives on the same challenges and therefore gave richer, deeper 
insight. This resulted in the three ordinate themes and nine subordinate themes reported in the ‘Results’ section of this 
paper. These themes were co-presented, triangulated and validated at the EBCD joint event. The themes spoke to the 
problems of mental health care that Black men in crisis experience but they did not yet offer any solutions to the prob-
lems. Solutions were discussed at the EBCD joint event where the ‘Policy and practice recommendations’ suggestions 
began.

During the merged data analysis, the researchers also noted where there was evidence that the two participant groups 
misunderstood each other or lacked knowledge in an area. These nuances were used as discussions points at the joint 
EBCD events. Hence, the final themes: 1. ‘Identities beyond the mask’ 2. ‘Re-humanising detention’ and 3. ‘Radical 
reform’ were interpreted through the EBCD event discussion and PPE events.

At these events’ researcher notes, illustrated minutes, and post-it notes recorded the interpretations of the themes 
important to these discussions, whilst feedback forms allowed attendees to provide anonymous insights. From these, 75 
suggestions to improve policy and practice were identified. Duplications were removed, and the remaining considerations 
were cross-checked with the existing recommendations in the Mental Health Act Reform White paper [65]. Solutions 
already in the White paper were removed leaving 7 final considerations. These considerations were validated by the wider 
research team and lived experience PPE group then co-presented at the Parliamentary Symposium with 98 stakeholders. 
Our final ‘Policy and practice recommendations’ focus on tackling systemic racism and preventing mental health crisis 
prior to detention.

Rigour

In recognition that the themes are not inherent in the art itself but are constructed through the researcher’s critical analy-
sis process [66] researchers own interpretations of race and racism, including biases and limitations had to be addressed 
for rigour. Five researchers analysing the data were White and one was Black. To build rigour, the team intentionally set 
measures to assess for Whiteness in the analysis and interpretation.

‘Whiteness’ refers to the phenomenon where the perspectives or assumptions of White individuals are intrinsic within the 
analysis and interpretation of the data [67–69]. This can potentially lead to inaccurate conclusions that overlook or minimise 
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Black people’s reality essentially treating White experiences as the universal standard. The research team hosted an anti-racism 
workshop to reflect on Whiteness in academia, their own positionality and how that could influence the data. This learning was 
continually revisited and reflected upon on during all project meetings. All emerging findings were discussed, revised, amended, 
named and validated with Black members of the project’s lived experience group as well as the PI and the wider research team.

Casey and Murphy’s [70] four evaluative criteria - truth value, applicability, consistency, and neutrality - were applied. 
‘Truth’ was achieved through participant quotations that objectively captured experiences [71]. ‘Neutrality’ and ‘applica-
bility’ were achieved by reaching data saturation, with new data not introducing additional themes. ‘Consistency’ was 
ensured by co-presenting and validating results to over 200 stakeholders at multiple EBCD and PPE events.

Results

While the study began with Black men’s detention experiences as the focal point, the thematic analysis integrates per-
spectives their families and communities, mental health charities and advocates, and professionals. These perspectives 
reveal detention as an entry into a wider system characterised by systemic inequities, and they underpin co-produced 
recommendations for change.

The emerging themes were organised into three ordinate themes with nine subordinate themes. The themes prioritise 
the voices of Black men and their community. Themes were visually organised into infographic illustrations to capture dis-
cussions from the PPE events and can be seen in Fig 3, below. These themes identify the problem of inhumane detention, 
contextualised through the EBCD event discussions to capture the broader socio-economic mix of gendered and racial-
ised experiences. These include social stigma, institutional coercion, and the Black communities’ perceptions of services.

Theme 1. Identities beyond the mask

This theme reflects participants’ calls to be recognised as whole individuals rather than reduced to racialised stereotypes. 
The “mask” symbolises the imposed identity of “Black man” as seen through the lens of bias and institutional racism, 
obscuring personal histories, trauma responses, spirituality, and community connections. Participants described wanting 
to remove this mask so that professionals could see their humanity, complexity, and individuality. This framing sets the 
context for their experiences and the quotations that follow.

Fig 3.  ImproveAct Theme Illustrations. To make the ImproveAct findings accessible, the themes were visually organised into one infographic illustra-
tions that capture discussion of the themes within the context of the PPE events. This is a set of three themes places next to one another in sequence 
with illustrations of the findings.

https://doi.org/10.1371/journal.pmen.0000457.g003

https://doi.org/10.1371/journal.pmen.0000457.g003
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Black men from FG1 and the EBCD events felt like being Black was the first and sometimes only way that professional 
looked at them. This theme describes their request to be seen beyond the monolithic mask of race and be understood 
through their intersecting identities, including the lenses of spirituality, stigma, and the trauma of racism.

1.1.  Identity.  As one participant explained, professionals often failed to see the person beyond the stereotype of the 
“big Black man,” reinforcing the sense of being masked and misrepresented.

“Each case is different and seeing each person as an individual is important. We are constantly evolving. It’s essential 
to ask someone in crisis about their lived experiences. Having a mental health issue is a journey in a difficult and racist 
world. If external factors make the person sick, then racism can seem like an illness and have lasting effects. The cul-
ture around mental health must change for us all to be well.” (FG2, Carer of detained Black man).

Black men and health and social care professionals agreed that practises should adopt person-centred approaches that 
acknowledge the traumatic weight of racism in shaping identities. They felt that reforms must address the tendency to 
treat Black men monolithically in both law enforcement and mental health services, emphasising the importance of being 
treated as individuals rather than inappropriate Black stereotypes.

Some EBCD event participants highlighted that care which only acknowledges one aspect of an individual (e.g., race), 
fails to provide true person-centred care. The EBCD discussion on this, expanded this point by describing how skin tone, 
gender, sexuality, class, region all plays a part in how people exist in the world and can dictate how people are treated. 
This means both the individual and the community are equally important.

FG1 and FG2 highlighted what community means to Black people in terms of support and healing and how they felt 
that differs from the predominately individualist culture of White communities. An example was given by a detained Black 
man where there was not a visiting room big enough in the hospital for his family to visit. Professionals at the events 
agreed that community-based support is a vital part of mental health services, particularly to reduce mental health crisis, 
and was referenced many times when Black men and Black communities shared examples of good practice. Community 
initiatives that are led, specifically by community pillars, but more broadly for and by people with lived experience need 
piloting, endorsing, and long-term funding.

1.2.  Racism.  FG1 and FG2 participants shared their experiences of racism, expressing their opinions that some of 
the harm faced by people in mental health services is due to experiences of racism being treated as a part of their mental 
illness. The EBCD event discussions unpacked how past experiences of racism and anti-Blackness could be intrinsically 
linked to fear of services and being detained. Clinical professionals at the EBCD event added how a traumatic fear 
response, caused by historic trauma, could possibly present as a fight or flight reaction that could be misinterpreted as 
aggression:

“…a need for teaching/training about aggression not being aggression but as a justified result of trauma and fear of 
death” (FG1, Black man).

All the study’s participants pointed out that there is a stigma surrounding Black men’s mental health that is often associ-
ated with negative perceptions of aggression and stereotypes of ‘big Black men’. A solution discussed to combat this was 
that it is crucial to examine how Whiteness influences the provision of mental health services, with a focus on ensuring 
services are culturally sensitive and person led. This would help practitioners recognise when an individual’s behaviour is 
a trauma response rooted in their racial discrimination.

1.3.  Spirituality.  Findings from FG1 and FG2 highlighted that religion and spirituality form important parts of many 
Black men’s identities. They expressed, that churches and faith communities were often reported as central hubs within 
their communities and is where some of the FG1 participants said they turn to for support or peace during difficulties and 
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crisis. FG2 discussions included how religion and spirituality should be integrated into mental health support for Black 
communities.

“Meaningful change will only happen if we work collaboratively with the Black community including faith leaders” (FG2, 
church minister).

Black men knew that diagnostic manuals consider an include spiritual and religious aspects as a dimension within diag-
nostic categories (including schizophrenia and other psychotic disorders, depression, substance use disorders, anxiety, 
PTSD, and personality disorders). Therefore, they said, they are often hesitant to express any spiritual beliefs/practices for 
fear these will be pathologized. This demonstrates:

“…the need for research and training of spirituality in Mental Health services so that spiritual beliefs/practices are hon-
oured and embedded as support and not misdiagnosed as psychotic symptoms” (FG2, carer to detained Black man).

Professionals in the EBCD events acknowledged this but highlighted that more research was required to better under-
stand this considering mental health assessments. A solution discussed by all was that there is a need to integrate 
religious/spiritual practices into mental health care in a non-pathological way. This involves creating culturally sensitive 
approaches to mental health assessment that validate and incorporate diverse spiritual beliefs and rituals. Exploring 
whether faith leaders could be involved in mental health assessments when spiritual practices were disclosed was dis-
cussed but warranted further investigation.

Theme 2. Re-humanising detention

This theme focuses on restoring dignity, compassion, and understanding to the detention process, which many 
participants felt was de-humanising and disempowering. “Re-humanising” refers to ensuring individuals in crisis 
are treated as people first, not as dangerous risks or problems to be managed. Black men, their families, and 
professionals highlighted how clearer communication, cultural awareness, and empathy could transform these 
moments into opportunities for care rather than trauma. The quotes in this section illustrate the urgent need for 
such change.

2.1.  Power imbalances.  FG1 and FG2 participants felt that the current detention process lacks transparency and 
humanisation, leaving individuals feeling powerless and disconnected from their care. They described being “treated” not 
“cared for”. This highlighted that policies must prioritise humanising communication before, during and after detention, 
ensuring individuals understand what is happening to them and why. Demystifying jargon and making pathways to care 
more visible and accessible were specifically highlighted by these groups:

“Information needs to be provided to patient and their loved ones about what is happening to them and their rights. That 
information needs to be in multiple accessible forms including QR codes to a film. Not just in written formats” (FG2, 
carer to detained Black man).

FG1 and FG2 participants felt it was essential to address the arbitrary nature of the detention process, which they felt, 
often disregards the individual’s needs and rights. Families in FG2 said they worry about making complaints in case it 
worsens their loved one’s treatment fearful that complaining may: “put a target on their back”.

Families elaborated that these fears ran so deep they when their loved one was discharged if they feel unwell again 
families would actively ‘hide’ their loved one fearing and anticipating further re-traumatisation should the need detaining, 
from the services supposed to protect and heal them.
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This was discussed at the EBCD event and professionals involved in the detention pathway agreed that to empower 
individuals, policies should encourage open communication without fear of repercussions allowing families and carers to 
voice concerns openly.

“Mental Health professionals need to take time to reflect with patients, carers and staff who have been involved in the 
Mental Health Act if they have been heard. Do not judge the voice of carers. Let them speak and listen. Involve them in 
care” (Professional participant at EBCD co-deign event).

2.2.  Misconceptions.  Black male participants in FG1 and FG2 contextualised expressed that their fight or 
flight response to being detained stems from a place of fear of death and/or dying in police custody. This fear, 
they feel is legitimate, not imagined, and stems from the multiple deaths of Black men reported in the news. 
When discussed at the EBCD event it was highlighted, by a senior police professional, that this fear could 
be misinterpreted by police responding to a mental health crisis as aggression. They expanded police do not 
have mental health presentation training and a solution was discussed saying that policymakers must prioritise 
understanding aggression and risk from both the perspectives of professionals and individuals with lived 
experiences to dispel these misconceptions:

“…there’s a perception of Black men generally in society but also in mental health services as well, that they are gener-
ally more aggressive, they’re described as aggressive more than not, and I think a willingness to understand where that 
behaviour comes from and what’s driving that behaviour is clouded by that view” (Professional interview)

Professionals at the EBCD and PPE events found this learning insightful and highlighted a need to explore the nuances 
of risk perception by questioning who is being protected from what risks during detention then creating training to explain 
these nuances:

“We need a resource to train all practitioners about what we hear today [the three themes] Black men’s experiences 
of detention, the police, the inequalities faced and the harm as a result of this” (Police Professional at EBCD co-deign 
event).

2.3.  Injustices.  A finding from all data sets was that it was crucial to recognise that the act of detention under mental 
health law can itself perpetuate a cycle of violence and aggression. Black men in FG1 and FG2 said that is particularly 
true for Black men who have experienced this as a form of victimisation:

“When they’re unwell and they don’t think they need admission, but the police turn up and they think, last time, this is 
what the police did to me. I need to run, I need to get out of here, it’s going to increase their fight or flight” (Professional 
participant at EBCD co-deign event).

FG2 participants at the EBCD event, explained that a person who exhibits aggression during detention may be doing so to 
protect themselves from violence that they are experiencing, or that fear they may suffer, during detention. They went onto 
describe that the perpetuated feelings of injustice Black men and their communities experience, can result in them reject-
ing mental health services and relying on support within their own community. FG1 participants expressed the impact of 
this means they often struggle to re-discover their voice after detention and often feel that suffering in silence is safer:

“There’s a cage on the mouth…they caged up our mouths…and were unable to speak our hearts and what’s in our 
minds” (FG1, Black man).
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Due to experiencing these injustices FG1 participants shared they often do whatever they need to do to get out of mental 
health care and leave services carrying more trauma than when they entered. When sharing this in FG2, their significant 
others and the community spoke of the collective community trauma that this injustice in psychiatry has upon the whole 
community. Collectively event attendees identified that reforms needed to be radical to elicit the system changes needed 
in the mental health care. These are included in the Policy and Practice Recommendations below.

Theme 3. Radical reform

This theme captures participants’ belief that incremental changes are not enough. The mental health system requires 
bold, top-down and bottom-up co-designed systemic transformation. “Radical reform” means re-thinking detention, 
assessments, treatment, and medication practices to dismantle institutional racism and embed culturally responsive, 
person-centred care designed with intersectionality in mind. The experiences shared here highlight how deeply ingrained 
inequalities are, and how policy, practice, and training must shift to address them.

“How can we ‘fix’ people in a broken system, one which suffers from institutional racism? We need to consider con-
scious and unconscious bias in professionals, challenging racism in practice. For practice to be truly progressive and 
based on human rights, this includes reporting and logging incidents of racism.” (FG1, Black man).

The quotations illustrate specific areas where participants see opportunities for fundamental change.
All participant’s agreed current legislation does not protect Black men and that there is a need to work together towards 

a more equitable and inclusive Mental Health Act for all by reforming mental health care, treatment, and medication. Par-
ticipants identified key domains for reform, beginning with transforming care provision.

3.1.  Care.  Transforming mental health care for equitable and culturally sensitive support was a unanimous priority for 
all participants in all data sets. They felt the UK’s mental health care system should be characterised by racism-informed, 
person-centred, needs-led and trauma-informed approaches:

“A more person-centred admission plan...I think maybe more support around the person having their voice heard...
Basically, it being more person centred” (Professional interview).

Ideas on how this could happen included having opportunities for carers and significant others to have joint decision- 
making with practitioners instead of being forced into pre-existing care packages:

“Maybe afterwards, the care coordinator or someone to speak with the person to get their feedback of how the deten-
tion process was for them...it’s the person in the middle of it and getting their feedback is probably the most important 
thing in how we change legislation and make a positive change” (Professional interview).

FG2 highlighted that they wanted mental health care pathways to encompass community-based care, from pre- 
detention through to post-discharge, with a focus on addressing trauma experiences during detention. All participants 
agreed involving families in care decisions and explaining mental health legislation are crucial steps in fostering under-
standing and support.

Diversifying the healthcare workforce was discussed at the EBCD events, as means to tackling this however profes-
sionals highlighted that, this is not always the solution. Incorporating de-racialised psychiatry principles into assessments 
and interventions (e.g., spiritual beliefs and practices) were highlighted at the EBCD events as essential for providing 
culturally adapted care and a step towards tackling institutional racism. So too was the need for professionals’ supervi-
sion to have a reflective practice component that re-visits ‘Whiteness’ in their practice. Reforming treatment practices was 
another critical focus.
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3.2.  Treatment.  FG1 participants expressed that they believed professionals lacked understanding of cultural beliefs 
and again, spiritual practices were given as an example when assessing for psychosis and schizophrenia. FG1 and FG2 
highlighted the need for: “…culturally appropriate education around mental health difficulties and how those can manifest” 
(FG1, Black man). This gap in knowledge can lead to unintentional racist practices from professionals around diagnosis 
and medication management (e.g., diagnosis is applied via a Eurocentric diagnostic manual).

Interviewed professionals raised the need for treatment reforms that require practitioners to put the person before the 
practice. One professional participant from the co-design event asked, “can we have these themes framed and taught 
about in light of MH assessment so practitioners can have them as a culturally appropriate checklist against implicit racist 
decision making” (Clinical Psychologist at EBCD co-design event).

At the EBCD event it was discussed that the radical-ness of this means instead of operating on the principle of what is 
the ‘least restrictive approach’, practitioners’ default should be ‘what is the most supportive approach’ for this person. 
Medication practices also emerged as an area demanding fundamental change.

3.3.  Medication.  FG1 and Black men and carers in FG2 expressed mistrustful concerns regarding anti-psychotic 
medication and the medical claims given about how it can provide relief from hearing voices. They wanted health system 
reforms to address the systemic issues negatively impacting the Black community’s trust in healthcare specifically 
regarding the over-medication of Black men, medication side effects, and concerns about control:

“There is a legitimate suspicion of how medications are developed, what pharmaceutical companies’ real aims are 
and about the safety of medications… medications are generally developed and tested on White populations… If you 
thought about the long-term, from the early stage and either got the dose right or minimised side effects to make it 
more tolerable…then would almost certainly reduce the chance of …re-admission” (Professional interview).

The EBCD event discussion highlighted there is a belief in the Black community that drug testing primarily caters to White 
populations. They explained this contributes to the mistrust the Black community has with the healthcare system giving 
examples of over medicating, mores severe side effects of medication and ineffective treatment of Black men.

Whilst no concreate solutions were offered at the EBCD events regarding this, it was acknowledged that historically Black 
men were underrepresented in drug trial though this is no longer the case [39]. It was also highlighted that engaging the Black 
community in the growing field of Neuropharmacology [72,73] was discussed as a step towards re-building the broken trust.

Policy and practice considerations

This study aimed to unite various stakeholders to identify key actions for change. During our EBCD and PPE events, 
attendees emphasised that achieving “real change” requires bold, re-imagining of current services. Over 200 people 
(including Black men, their significant others, health and social care professionals, third sector advocate agencies, men-
tal health charities, policy and governmental ministers, and the Black community) helped us to validate and re-frame the 
emerging policy and practice recommendations. Given the historical under-representation and silencing of this group in 
research, it was crucial to report their considerations authentically. Future research should focus on the feasibility, piloting, 
and comparison of these recommendations, which were beyond this study’s scope

1.  Establish a community-led advisory group to address detention led inequalities.  “Let’s set up an independent 
advisory group […] once every three months to challenge mental health” (Police Professional at EBCD Co-Design 
Event)

Stakeholders proposed forming a community-led independent advisory group to address inequalities and racism in men-
tal health detention. This group would include faith leaders, community pillars, individuals with lived experience, social 
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workers, advocates, police, NHS mental health professionals, and local authority representatives. Each member would 
lead actions in their area and nominate workplace champions to implement changes.

The group would investigate deaths of Black people detained under the mental health legislation particularly those 
following restraint and learn from historic race-related deaths. Following the UN’s call to end impunity for human rights 
violations, the group could set up an equivalent system to Domestic Homicide Reviews to investigate the circumstances of 
a death during detention using the lens of racism and mental health inequalities.

Meeting should be held quarterly along with an annual public meeting, where the group would gather community feed-
back, address issues, and ensure accountability. This approach aims to rebuild trust and address the power imbalance 
between the community and mental health institutions, creating a more equitable and just mental health system.

2.  Develop ‘Go to Mental Health Hubs’ in the community.  “Community based support is key – best space to open 
up, un-silence silences, re-build trust in oneself, the community and support services...” (FG1, Black Man)

Stakeholders proposed creating community-based ‘Go to Mental Health Hubs’ to shift from a medicalized model to a 
community-oriented, safe space. These hubs would foster mental health conversations before crises, serve as first 
contact points for referrals, and provide training on handling crises and safeguarding. Suggested locations include 
churches, community cafés, and centres. The hubs would host advisory group meetings and feature ‘living libraries’ 
showcasing recovery stories of Black men. They should offer 24/7 access to information on the detention process and 
rights, using multiple formats. Implementing these hubs would create supportive spaces for proactive and inclusive 
mental health care.

It is crucial that patients and their chosen support networks are informed about the detention process and their rights in 
multiple accessible formats, including QR codes linking to short films, not just written materials. The ‘Go to Mental Health 
Hubs’ should offer 24/7 quick and confidential access to this information, along with signposting to available support and 
further guidance on next steps. This information should cover assessment, hospitalisation, tranquilisation, medication, and 
side effects.

3.  Enable advocacy, rights and complaints in mental health trusts.  “I have supported my son through local, 
medium, high and low secure forensic services for over fourteen years.. the hardest part has been challenging practices 
inequalities, disparities, gaslighting and coercion to name a few within services.” (FG2, carer of detained Black man)

To create a fairer mental health system, it’s essential to establish culturally appropriate, independent advocacy within 
Mental Health Trusts. This advocacy empowers patients to challenge assessments, support, and medication decisions, 
promoting fairness and transparency. Complaints about perceived injustice or racism must be thoroughly investigated, 
with appropriate penalties for responsible staff and patients informed of outcomes. These measures will address the cul-
ture of racism and rebuild trust between the Black community and mental health institutions, fostering accountability and 
respect for all individuals’ rights.

4.  Rebuild trust between the police and the Black community.  “I think there’s a perception of Black men gener-
ally in society but also in mental health services as well, that they are generally more aggressive, they’re described as 
aggressive more than not, and I think a willingness to understand where that behaviour comes from and what’s driving 
that behaviour is clouded by that view” (Professional Participant).

To rebuild trust between the police and the Black community, it’s essential to address the perception of Black men 
as inherently aggressive. Enhanced police and mental health training should include co-developed short films fea-
turing Black men’s experiences to combat stigma and provide a nuanced understanding. Training should also help 
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officers recognise PTSD signs and understand that challenging behaviour may stem from past negative experi-
ences. Community Hubs can facilitate open conversations between the police and Black communities to understand 
each other’s roles and avoid conflict. Implementing these measures will foster a more respectful and understanding 
relationship.

5.  Shared decision making and person-centred care.  “They were describing the framework solely from their pro-
fessional perspective and trying to tell us, the patient, carer, how we should use it. That’s not equity, co-production, or 
partnership working. My request is simple. It’s essential we work it out together, sharing learning and understanding” 
(FG2, carer of detained Black man).

To foster equity and partnership in mental health care, it’s essential to involve patients and their significant others in mean-
ingful ways. Black men and their community’s emphasise the need for collaborative care decisions, seeing individuals 
beyond their race and involving chosen advocates like faith leaders. Professionals must listen to patients, carers, and staff 
to ensure all voices are heard. Family intervention and cultural elements are crucial, with creative and non-pharmaceutical 
treatment options available. A culturally appropriate Buddy system can address loneliness in inpatient settings, extending 
support to family members during and after detention.

6.  Reform the mental health assessment process.  “Start with the people. Listen to who they are, what they need, to 
develop a care plan for them, do not try to fit them in already existing care packages” (Black man at EBCD event).

To create a more equitable and effective mental health assessment process, it’s crucial to start with the people, tailoring 
assessments to individual needs. Reforming assessment tools involves developing culturally appropriate methods with 
input from Black communities, researchers, and practitioners. Allowing more time for assessments, such as a minimum of 
two weeks, ensures thorough evaluations.

It is important to include intersectional identities in assessment and treatment and consider how this informs tailored 
support whilst keeping anti-racist, anti-stigmatic practices at the forefront. Individuals and their carers should have equal 
input in decision-making about detention and treatment, with strong justifications provided to all parties. Implementing 
these recommendations will create a more inclusive and person-centred assessment process that respects and empow-
ers individuals and their communities.

7.  Reforming medication practices in mental health care.  “Having been in the mental health system and now 
medication free, I see that practice ideas and the medical model is out-dated and broken…was told I would be 
on medication for life, but I am not and won’t be. Medication isn’t always the answer, communication and talking 
therapies are important. However, communication with people outside your own race can be difficult” (Black man at 
EBCD event).

To improve mental health care, it’s crucial to develop a transcultural system for administering psychiatric medication that 
considers physiological, metabolic, and psychological differences between races. This system should include access to an 
independent, culturally trained pharmacist and an advocate for patients to ensure comprehensive and culturally sensitive 
support.

Medication should be reviewed if a psycho-social intervention is chosen to avoid unnecessary side effects. Non- 
pharmaceutical interventions, like communication and talking therapies, should be prioritized, especially for Black men. 
Implementing these recommendations will create a more inclusive and effective mental health care system that respects 
diverse needs and promotes holistic well-being.
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Discussion

In this study detention was conceptualised as the starting point of a mental health care journey that exposes structural 
and institutional racism, with our analysis integrating multiple perspectives to co-produce actionable policy and prac-
tice recommendations. Hence the findings lead with experience of Black men (characterised by systemic inequities), 
then contextualised these experiences by integrating multiple perspectives to co-produce actionable policy and practice 
recommendations.

This work is framed through an intersectional lens [74,75] that recognises how Black men’s mental health experiences 
are shaped by multiple, overlapping social identities (including spirituality, sexuality, class, and intra-community differ-
ences) that compound stigma and discrimination in complex ways. Intersectionality enables a deeper understanding of 
how these identities intersect to affect Black men’s encounters with mental health systems, informing tailored approaches 
to care.

The originality and significance of this paper is that it is the first study to unite over 200 stakeholders to centre the lived 
experience of Black men and co-produce policy and practice recommendations using a strengths-based approach [76] 
informed by shared decision-making [77] and relational public service management theory [78,79] and EBDC [51,80].

Our focus was to co-create solutions that prioritise peoples lived experience to identify and create healthy systems with 
citizens and stakeholders as partners. Broad goals and missions to reduce racism in mental health give public health sys-
tems a strategic focus in improving the experiences of Black men detained under the Mental Health Act. However growing 
research shows that complex systems cannot be tightly controlled [73].

To produce better mental health outcomes; learning from stakeholders with negative life experiences of racism in this 
domain and wider societal ecologies is the harder complexity task to improving outcomes. Fig 4, below, outlines these 
complexities by centring the reflective experiences, perceptions and beliefs of the Black men and their community embed-
ded within the societal context of racial stigma and discrimination, injustice in psychiatry, institutional racism and distrust in 
health services.

This figure is a visual representation that centres the Black Men’s mental health experiences of detention in the outer 
sphere, the knock-on impact this has on their families and communities in the second sphere, set within the multi sys-
temic issues of social harm in the four centre spheres. It signifies that improving pathways to detention alone will not be 
suffice without dealing with the root causes of systems harm perpetuating cycles of racism, stigma, discrimination and 
injustice.

Due to its complexity, public health service requires ongoing learning beyond the broad goals and strategic mission to 
enable this adaptation to produce better value outcomes. As Smith [78] highlighted we should shift our focus away from 
merely enhancing services. When services are the primary focus, the outcome remains just services. What people truly 
desire is support, meaningful relationships, practical assistance, and to feel understood. Complexity and wider societal 
ecologies of in health care therefore invite re-examination and an openness to flexibility and experimentation in service 
delivery to identify barriers to co-creative solutions that interacts with patient’s lived experiences of institutional racism in 
engaging with the health service informed by shared decision-making [69,77].

Central to this dialogue is the concept of epistemic injustice [80–82], which occurs when Black men’s knowledge and 
lived experience are systematically undervalued or dismissed within mental health settings, resulting in epistemic asym-
metry and power imbalances between professionals and service users. This injustice manifests as institutional ignorance 
and silencing of Black men’s voices, undermining trust and engagement. By foregrounding epistemic injustice, we provide 
a lens through which to analyse the tensions and distrust observed between participants and professionals, highlighting 
the need to rebalance power dynamics through meaningful recognition of lived expertise.

Institutional racism and structural racism are related concepts that present barriers to co-create solutions that priori-
tise peoples lived experience of this kind in mental health services, but they focus on different aspects of how racism is 
embedded in society. Institutional racism refers to the systemic inequalities and discriminatory practices within psychiatric 
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institutions that negatively impact Black communities [83]. Structural racism is a broader concept that refers to the sys-
temic and institutional practices, policies, and norms that create and perpetuate racial inequalities in various aspects of 
society [84].

Findings suggest that structural racism (including Whiteness, implicit bias, and negative Black stereotyping) exists 
within the mental health system and is perpetuating a cycle of institutional injustice in psychiatry for Black men and their 
community [6,12,14]. Implementing and enforcing anti-discrimination laws, and affirmative action within practice guidelines 
and creating data collection templates and accountability to collect and analyse data on racial disparities to inform policy 
decisions and hold institutions accountable for progress towards equity are identified as priorities for change [84–86].

Despite the availability of techniques to address structural racism, there is a lack of sustained commitment to 
implementing these strategies in psychiatric practice [86,87]. Adopting and implementing the policy recommenda-
tions from this study are crucial for achieving, maintaining and sustaining long-term change. Public value in the 

Fig 4.  Centring Black Men’s Mental Health Experiences within the Wider Systemic Issues of Systems Harm. This semi-circular diagram is a 
visual representation that centres the Black Men’s Mental Health Experiences of detention within the wider systemic issues of systems harm. It signifies 
that improving pathways to detention alone will not be suffice without dealing with the wider roots of societal harm perpetuating cycles of trauma.

https://doi.org/10.1371/journal.pmen.0000457.g004

https://doi.org/10.1371/journal.pmen.0000457.g004
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context of mental health is process of co-creation and shared decision-making where persons with lived experi-
ence of mental ill health and services engage in a process dynamic relationship and dialogue to restore quality of 
life through the interactive partnership [80]. This holds true for public services more generally; value is created at 
the nexus of interaction [88].

Epistemic injustice [81] occurs when individuals’ knowledge and experiences are undervalued or ignored as credible in 
this dialogue because their capacity as knowers and expert witnesses lack power in the dynamic interaction between the 
epistemic stakeholders in question. This injustice can manifest as institutional ignorance and the silencing of experiences 
[82]. Despite some practitioners validating the needs of individuals [89], addressing epistemic injustice requires open dia-
logue and valuing lived experiences in mental health practice, policy and research [81,89]. Suggestions how to re-balance 
the power as part of the reforms are in the study recommendations.

The intertwined negative stigma of mental health and the negative stigma of Black men being ‘big bad and dangerous’ 
has permeated the professionals’ boundary of the mental health system [90,91]. Stigma significantly exacerbates struc-
tural racism and institutional injustice in psychiatry in several ways [92]. Stigma around mental health can prevent individ-
uals from seeking help. This is particularly pronounced for Black men where mental health issues are stigmatised, there is 
a permeant narrative whereby Black men fear for their life whilst during detention, leading to an underutilisation of mental 
health services.

Blackness is a significant factor in epistemic injustice however; it should not be considered in isolation from 
other intersecting identities. The structural concept of Whiteness in complex health systems is an equally 
important factor in identifying barriers to co-creative solutions that interacts with patient’s lived experiences of 
institutional racism in adapting for change for better public value outcomes for co-production to prosper [68]. 
Understanding has to be two-way, involving centring the lived experience of being White in parallel and in equal 
partnership of being Black [69].

Black men not wanting to be seen monolithically and defined by their (structurally pre-defined) racialised ethnic identity 
as ‘Black’ is not an attempt to minimise the impact, and effect of institutional racism. The wish to be de-racialised is con-
structed by Black men as an attempt to counter the existing negative Black societal stereotype of ‘big, Black and  
dangerous’ dominating psychiatry in wider ecologies in health care and British society at large [90,93]. Whilst anti- 
Blackness is the overshadowing reason, identified by Black men for poor mental health treatment in our study, there is a 
need to acknowledge that intra-communal differences do exist.

For example, Black men who belong to other marginalised groups, such as being gay or bisexual, face compounded 
stigma [93–96]. This intersectional stigma further affects their mental health and increases the risk of substance use, sui-
cide and other psychosocial issue. There is, therefore, an importance to consider intersectional identities in mental health 
assessment and treatment and how this informs the need for tailored support whilst keeping anti-racist, anti-stigmatic 
practices at the forefront.

Addressing stigma is crucial to combat structural racism and institutional injustices [92,96]. This involves promoting 
mental health awareness and Black role models in the wider society, training professionals in handling trauma responses 
and PTSD presentations, and implementing policies that hold racist practices to account and ensure equitable access to 
care. The need for professionals to hear first-hand filmed accounts of the depth, effect and impact of generational, institu-
tional racism on Black men is key to gaining empathy and a better understanding of detention experiences and improving 
professional’s responses.

Community based Interventions that focus on collaborations between social workers and community pillars, (e.g., 
barbers, faith leaders, etc) can create safe spaces for Black men to discuss mental health issues without fear of stigma 
or judgement. This can also help reduce negative mental health symptoms and prevent crisis. These partnerships can 
help dismantle negative stereotypes attached to Black men and mental health and promote mental well-being [69,80,97]. 
Suggestions of ‘how to’ are highlighted in our policy and practice recommendations.
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Strengths and limitations

The limitations of the EBCD adaptation, meant we did not capture idiographic accounts of Black men, nor were we able to 
explore detention experience in the depth we initially anticipated. This was due to new knowledge that emerged about to 
the lack of trust the local Black community had towards research/academia, the police, and mental health services/profes-
sionals (the direct stakeholder that straddle this project).

We initially felt the ‘failure’ to recruit for 1:1 interviews, could have weakened our study but after taking a step back, 
reflecting and changing our approach based on the community’s wishes it improved the engagement in a more authentic, 
and meaningful way with richer insights. This adaptation began to re-build a history of broken trust with the Black commu-
nity research/academia, mental health and the police. Through the FGs people truly opened their heart when creating and 
reciting their poems or telling the story behind the masks they painted (and ‘wore’ all their lives). These became an unex-
pected strength of the project offered an authentic, meaningful data collection approach to re-build generations of mistrust.

Due to the stigma attached to mental health, FGs provided a safer place for men to speak openly about their expe-
riences of racism, detention, mental health crisis, minimising any fear of judgement and gave light to the wider racial 
sociological complexities about mental health care. This demonstrates that if we only seek to improve services, we will 
only get better services however, humanising services includes the human interactions within services that prevent and/
or heal a person’s trauma as well as treat the condition they entered services with. Therefore, what the team felt was an 
initial limitation became our study’s greatest strength.

Conclusion

This study demonstrates that detention is not an isolated event but the beginning of a broader mental health system jour-
ney. Understanding and reforming this journey requires insights from Black men, their families, communities, and profes-
sionals to dismantle systemic racism and improve outcomes. This is the first study of its kind to unite professionals with 
Black lived experience stakeholders and report on their co-produced practice and policy recommendations.

In conclusion, the complexity of public health services requires ongoing adaptation and learning to achieve better 
outcomes. Smith [78] argues that the focus should shift from merely improving services to providing support, relationships, 
and understanding. This shift necessitates flexibility and experimentation in service delivery to address institutional and 
structural racism, which are significant barriers to co-creative solutions in mental health services. Institutional racism refers 
to systemic inequalities within psychiatric institutions, while structural racism encompasses broader societal practices that 
perpetuate racial inequalities. The study’s findings highlight the existence of structural racism within the mental health 
system, perpetuating institutional injustice for Black men and their communities. Implementing anti-discrimination laws, 
affirmative action, and data collection on racial disparities are crucial for achieving equity.

Public value in mental health involves co-creation and shared decision-making, where individuals with lived experiences 
engage in dynamic relationships to improve quality of life. Addressing epistemic injustice, where individuals’ knowledge is under-
valued, requires open dialogue that values lived experiences as change agents to co-design practice, policy, and research. 
Stigma around mental health and the negative stereotyping of Black men exacerbate structural racism and institutional injustice. 
Addressing stigma involves promoting mental health awareness, trauma responsive approaches, training professionals, and 
implementing equitable policies. Community-based interventions can create safe spaces for Black men to discuss mental health 
issues, reducing stigma and promoting well-being. Implementing the study’s policy and practice recommendations is essential 
for achieving long-term change and improving mental health outcomes for Black men and their communities.

Acknowledgments

The authors would like to express their heartfelt appreciation to the PPI group and all 200 + participants who took part in 
this study. Your bravery to open up and discuss the complex, emotive and challenging discussions in this study yielded the 
rich recommendations we hope will one day be implemented. We would also like to thank the wider research team on this 



PLOS Mental Health | https://doi.org/10.1371/journal.pmen.0000457  December 15, 2025 21 / 25

project. Namely: Eula Miller, Kenny Thompson, Colin King, Hari Sewell, Robert McLaren, Jasmin Adebisi, Nusrat Husain, 
Laura Serrant, and Tony Jarred. Your collective expertise is truly appreciated.

Author contributions

Conceptualization: Elaine Craig, Caroline Leah, Anna Bergqvist, Joy Duxbury, Alina Haines-Delmont.

Data curation: Elaine Craig, Caroline Leah, Jeremy Dixon, Isaiah Brodrick, Joy Duxbury, Alina Haines-Delmont.

Formal analysis: Elaine Craig, Caroline Leah, Jeremy Dixon, Anna Bergqvist, Isaiah Brodrick, Debbie Best, Alina 
Haines-Delmont.

Funding acquisition: Elaine Craig, Caroline Leah, Jeremy Dixon, Kim Heyes, Joy Duxbury, Alina Haines-Delmont.

Investigation: Elaine Craig, Jeremy Dixon, Isaiah Brodrick, Alina Haines-Delmont.

Methodology: Elaine Craig, Kim Heyes, Joy Duxbury, Alina Haines-Delmont.

Project administration: Elaine Craig, Isaiah Brodrick, Joy Duxbury, Alina Haines-Delmont.

Supervision: Alina Haines-Delmont.

Validation: Elaine Craig, Caroline Leah, Anna Bergqvist, Debbie Best, Kim Heyes.

Visualization: Elaine Craig, Anna Bergqvist.

Writing – original draft: Elaine Craig.

Writing – review & editing: Elaine Craig, Caroline Leah, Jeremy Dixon, Anna Bergqvist, Debbie Best, Kim Heyes, Joy 
Duxbury, Alina Haines-Delmont.

References
	 1.	 Amnesty International. ‘I can’t breathe’: The refrain that reignited a movement online. 2020 [updated 2020 Jun 30; cited 2025 Mar 24]. Available 

from: https://www.amnesty.org/en/latest/news/2020/06/i-cant-breathe-refrain-reignited-movement/

	 2.	 Heyes K, Brodrick I, Best D, Thompson K, Leah C, Miller E, et al. A co-produced review of the experiences of Black male detention under mental 
health legislation: Challenging discrimination in psychiatry using The Silences Framework. PLOS Ment Health. 2025;2(4):e0000041. https://doi.
org/10.1371/journal.pmen.0000041

	 3.	 Siegel M, Wiklund E. The relationship between state-level structural racism and disparities between the non-hispanic black and non-hispanic white 
populations in multiple health outcomes. J Natl Med Assoc. 2023;115(2):207–22. https://doi.org/10.1016/j.jnma.2023.01.010 PMID: 36801076

	 4.	 Williams DR, Lawrence JA, Davis BA. Racism and Health: Evidence and Needed Research. Annu Rev Public Health. 2019;40:105–25. https://doi.
org/10.1146/annurev-publhealth-040218-043750 PMID: 30601726

	 5.	 Churchwell K, Elkind MSV, Benjamin RM, Carson AP, Chang EK, Lawrence W, et al. Call to Action: Structural Racism as a Fundamental Driver 
of Health Disparities: A Presidential Advisory From the American Heart Association. Circulation. 2020;142(24):e454–68. https://doi.org/10.1161/
CIR.0000000000000936 PMID: 33170755

	 6.	 DeAngelis R, Homan P, Brown T. How is mental health in late life shaped by structural racism? Innovation in Aging. 2022;6(Supple-
ment_1):499–500. https://doi.org/10.1093/geroni/igac059.1917

	 7.	 Blankenship KM, Rosenberg A, Schlesinger P, Groves AK, Keene DE. Structural Racism, the Social Determination of Health, and Health 
Inequities: The Intersecting Impacts of Housing and Mass Incarceration. Am J Public Health. 2023;113(S1):S58–64. https://doi.org/10.2105/
AJPH.2022.307116 PMID: 36696621

	 8.	 Layland EK, Maggs JL, Kipke MD, Bray BC. Intersecting racism and homonegativism among sexual minority men of color: Latent class analysis of 
multidimensional stigma with subgroup differences in health and sociostructural burdens. Soc Sci Med. 2022;293:114602. https://doi.org/10.1016/j.
socscimed.2021.114602 PMID: 34933242

	 9.	 English D, Carter JA, Boone CA, Forbes N, Bowleg L, Malebranche DJ, et al. Intersecting Structural Oppression and Black Sexual Minority Men’s 
Health. Am J Prev Med. 2021;60(6):781–91. https://doi.org/10.1016/j.amepre.2020.12.022 PMID: 33840546

	10.	 Freitas L, Torres TS, Hoagland B, Silva MST, Veloso VG, Grinsztejn B, et al. Discriminatory experiences among gay, bisexual, and other men who 
have sex with men, and transgender and non-binary individuals: a cross sectional analysis. Lancet Reg Health Am. 2024;33:100737. https://doi.
org/10.1016/j.lana.2024.100737 PMID: 38623451

	11.	 Hwang W-C, Kong Y. Addressing Systemic Racism in Mental Health Care. Review of General Psychology. 2024;28(4):315–25. https://doi.
org/10.1177/10892680241289349

https://www.amnesty.org/en/latest/news/2020/06/i-cant-breathe-refrain-reignited-movement/
https://doi.org/10.1371/journal.pmen.0000041
https://doi.org/10.1371/journal.pmen.0000041
https://doi.org/10.1016/j.jnma.2023.01.010
http://www.ncbi.nlm.nih.gov/pubmed/36801076
https://doi.org/10.1146/annurev-publhealth-040218-043750
https://doi.org/10.1146/annurev-publhealth-040218-043750
http://www.ncbi.nlm.nih.gov/pubmed/30601726
https://doi.org/10.1161/CIR.0000000000000936
https://doi.org/10.1161/CIR.0000000000000936
http://www.ncbi.nlm.nih.gov/pubmed/33170755
https://doi.org/10.1093/geroni/igac059.1917
https://doi.org/10.2105/AJPH.2022.307116
https://doi.org/10.2105/AJPH.2022.307116
http://www.ncbi.nlm.nih.gov/pubmed/36696621
https://doi.org/10.1016/j.socscimed.2021.114602
https://doi.org/10.1016/j.socscimed.2021.114602
http://www.ncbi.nlm.nih.gov/pubmed/34933242
https://doi.org/10.1016/j.amepre.2020.12.022
http://www.ncbi.nlm.nih.gov/pubmed/33840546
https://doi.org/10.1016/j.lana.2024.100737
https://doi.org/10.1016/j.lana.2024.100737
http://www.ncbi.nlm.nih.gov/pubmed/38623451
https://doi.org/10.1177/10892680241289349
https://doi.org/10.1177/10892680241289349


PLOS Mental Health | https://doi.org/10.1371/journal.pmen.0000457  December 15, 2025 22 / 25

	12.	 Shim RS. Dismantling Structural Racism in Psychiatry: A Path to Mental Health Equity. Am J Psychiatry. 2021;178(7):592–8. https://doi.
org/10.1176/appi.ajp.2021.21060558 PMID: 34270343

	13.	 Wade JC. Institutional racism: an analysis of the mental health system. Am J Orthopsychiatry. 1993;63(4):536–44. https://doi.org/10.1037/
h0079479 PMID: 8267093

	14.	 Shim RS. Psychotic Disorders and Structural Racism: On Considering Complexity. Am J Public Health. 2022;112(4):538–40. https://doi.
org/10.2105/AJPH.2021.306705 PMID: 35319946

	15.	 Schouler-Ocak M, Moran JK. Racial discrimination and its impact on mental health. Int Rev Psychiatry. 2023;35(3–4):268–76. https://doi.org/10.10
80/09540261.2022.2155033 PMID: 36519290

	16.	 Williams DR. Stress and the Mental Health of Populations of Color: Advancing Our Understanding of Race-related Stressors. J Health Soc Behav. 
2018;59(4):466–85. https://doi.org/10.1177/0022146518814251 PMID: 30484715

	17.	 Hossin MZ. International migration and health: it is time to go beyond conventional theoretical frameworks. BMJ Glob Health. 2020;5(2):e001938. 
https://doi.org/10.1136/bmjgh-2019-001938 PMID: 32180999

	18.	 Cerda IH, Macaranas AR, Liu CH, Chen JA. Strategies for Naming and Addressing Structural Racism in Immigrant Mental Health. Am J Public 
Health. 2023;113(S1):S72–9. https://doi.org/10.2105/AJPH.2022.307165 PMID: 36696610

	19.	 World Health Organization. Tackling structural racism and ethnicity-based discrimination in health. 2022 [cited 2025 Apr 14]. Available from: https://
www.who.int/activities/tackling-structural-racism-and-ethnicity-based-discrimination-in-health

	20.	 Hansen H, Braslow J, Rohrbaugh RM. From Cultural to Structural Competency-Training Psychiatry Residents to Act on Social Determinants of 
Health and Institutional Racism. JAMA Psychiatry. 2018;75(2):117–8. https://doi.org/10.1001/jamapsychiatry.2017.3894 PMID: 29261827

	21.	 Bansal N, Karlsen S, Sashidharan SP, Cohen R, Chew-Graham CA, Malpass A. Understanding ethnic inequalities in mental healthcare in the UK: 
A meta-ethnography. PLoS Med. 2022;19(12):e1004139. https://doi.org/10.1371/journal.pmed.1004139 PMID: 36512523

	22.	 Nazroo JY, Bhui KS, Rhodes J. Where next for understanding race/ethnic inequalities in severe mental illness? Structural, interpersonal and institu-
tional racism. Sociol Health Illn. 2020;42(2):262–76. https://doi.org/10.1111/1467-9566.13001 PMID: 31562655

	23.	 Misra S, Etkins OS, Yang LH, Williams DR. Structural Racism and Inequities in Incidence, Course of Illness, and Treatment of Psychotic Disorders 
Among Black Americans. Am J Public Health. 2022;112(4):624–32. https://doi.org/10.2105/AJPH.2021.306631 PMID: 35319958

	24.	 Küey L. What do Health/Mental Health Professionals Have to do With Racial Discrimination?. Eur Psychiatr. 2022;65(S1):S15–6. https://doi.
org/10.1192/j.eurpsy.2022.64

	25.	 NHS Digital. Mental Health Act statistics, annual figures 2020–21. 2021 [cited 2025 Mar 25]. Available from: https://digital.nhs.uk/data-and-in-
formation/publications/statistical/mental-health-act-statistics-annual-figures/2020-21-annual-figures Public Health England. Health mat-
ters: Reducing health inequalities in mental illness. 2018a [cited 2025 Mar 25]. Available from: https://www.gov.uk/government/publications/
health-matters-reducing-health-inequalities-in-mental-illness/health-matters-reducing-health-inequalities-in-mental-illness

	26.	 Public Health England. Health matters: Reducing health inequalities in mental illness. 2018a [cited 2025 Mar 25]. Avail-
able from: https://www.gov.uk/government/publications/health-matters-reducing-health-inequalities-in-mental-illness/
health-matters-reducing-health-inequalities-in-mental-illness

	27.	 Public Health England. Severe mental illness and physical health inequalities briefing. 2018b. Available from: https://www.gov.uk/government/
publications/severe-mental-illness-smi-physical-health-inequalities/severe-mental-illness-and-physical-health-inequalities-briefing

	28.	 Keating F, Robertson D. Fear, black people and mental illness: a vicious circle?. Health Soc Care Community. 2004;12(5):439–47. https://doi.
org/10.1111/j.1365-2524.2004.00506.x PMID: 15373823

	29.	 Pederson AB, McLaughlin C, Hawkins D, Jain FA, Anglin DM, Yeung A, et al. Medical Mistrust and Willingness to Use Mental Health Services 
Among a Cohort of Black Adults. Psychiatr Serv. 2025;76(4):318–25. https://doi.org/10.1176/appi.ps.20240016 PMID: 39818993

	30.	 INQUEST. BAME deaths in police custody. 2025 [cited 2025 Apr 14]. Available from: https://www.inquest.org.uk/bame-deaths-in-police-custody

	31.	 Motley R, Banks A. Black Males, Trauma, and Mental Health Service Use: A Systematic Review. Perspect Soc Work (Houst). 2018;14(1):4–19. 
PMID: 30556064

	32.	 UK Government. Police use of force statistics, April 2022 to March 2023. 2023 [cited 2025 Mar 25]. Available from: https://www.gov.uk/government/
statistics/police-use-of-force-statistics-april-2022-to-march-2023

	33.	 Murray N. Steep rise in Black mental health patients injured while restrained by police. The Guardian. 2024.

	34.	 Akther SF, Molyneaux E, Stuart R, Johnson S, Simpson A, Oram S. Patients’ experiences of assessment and detention under mental health legis-
lation: systematic review and qualitative meta-synthesis. BJPsych Open. 2019;5(3):e37. https://doi.org/10.1192/bjo.2019.19 PMID: 31530313

	35.	 Payne-Gill J, Whitfield C, Beck A. The relationship between ethnic background and the use of restrictive practices to manage incidents of violence 
or aggression in psychiatric inpatient settings. Int J Ment Health Nurs. 2021;30(5):1221–33. https://doi.org/10.1111/inm.12873 PMID: 34180128

	36.	 Halvorsrud K, Nazroo J, Otis M, Brown Hajdukova E, Bhui K. Ethnic inequalities in the incidence of diagnosis of severe mental illness in England: 
a systematic review and new meta-analyses for non-affective and affective psychoses. Soc Psychiatry Psychiatr Epidemiol. 2019;54(11):1311–23. 
https://doi.org/10.1007/s00127-019-01758-y PMID: 31482194

https://doi.org/10.1176/appi.ajp.2021.21060558
https://doi.org/10.1176/appi.ajp.2021.21060558
http://www.ncbi.nlm.nih.gov/pubmed/34270343
https://doi.org/10.1037/h0079479
https://doi.org/10.1037/h0079479
http://www.ncbi.nlm.nih.gov/pubmed/8267093
https://doi.org/10.2105/AJPH.2021.306705
https://doi.org/10.2105/AJPH.2021.306705
http://www.ncbi.nlm.nih.gov/pubmed/35319946
https://doi.org/10.1080/09540261.2022.2155033
https://doi.org/10.1080/09540261.2022.2155033
http://www.ncbi.nlm.nih.gov/pubmed/36519290
https://doi.org/10.1177/0022146518814251
http://www.ncbi.nlm.nih.gov/pubmed/30484715
https://doi.org/10.1136/bmjgh-2019-001938
http://www.ncbi.nlm.nih.gov/pubmed/32180999
https://doi.org/10.2105/AJPH.2022.307165
http://www.ncbi.nlm.nih.gov/pubmed/36696610
https://www.who.int/activities/tackling-structural-racism-and-ethnicity-based-discrimination-in-health
https://www.who.int/activities/tackling-structural-racism-and-ethnicity-based-discrimination-in-health
https://doi.org/10.1001/jamapsychiatry.2017.3894
http://www.ncbi.nlm.nih.gov/pubmed/29261827
https://doi.org/10.1371/journal.pmed.1004139
http://www.ncbi.nlm.nih.gov/pubmed/36512523
https://doi.org/10.1111/1467-9566.13001
http://www.ncbi.nlm.nih.gov/pubmed/31562655
https://doi.org/10.2105/AJPH.2021.306631
http://www.ncbi.nlm.nih.gov/pubmed/35319958
https://doi.org/10.1192/j.eurpsy.2022.64
https://doi.org/10.1192/j.eurpsy.2022.64
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-act-statistics-annual-figures/2020-21-annual-figures
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-act-statistics-annual-figures/2020-21-annual-figures
https://www.gov.uk/government/publications/health-matters-reducing-health-inequalities-in-mental-illness/health-matters-reducing-health-inequalities-in-mental-illness
https://www.gov.uk/government/publications/health-matters-reducing-health-inequalities-in-mental-illness/health-matters-reducing-health-inequalities-in-mental-illness
https://www.gov.uk/government/publications/severe-mental-illness-smi-physical-health-inequalities/severe-mental-illness-and-physical-health-inequalities-briefing
https://www.gov.uk/government/publications/severe-mental-illness-smi-physical-health-inequalities/severe-mental-illness-and-physical-health-inequalities-briefing
https://doi.org/10.1111/j.1365-2524.2004.00506.x
https://doi.org/10.1111/j.1365-2524.2004.00506.x
http://www.ncbi.nlm.nih.gov/pubmed/15373823
https://doi.org/10.1176/appi.ps.20240016
http://www.ncbi.nlm.nih.gov/pubmed/39818993
https://www.inquest.org.uk/bame-deaths-in-police-custody
http://www.ncbi.nlm.nih.gov/pubmed/30556064
https://www.gov.uk/government/statistics/police-use-of-force-statistics-april-2022-to-march-2023
https://www.gov.uk/government/statistics/police-use-of-force-statistics-april-2022-to-march-2023
https://doi.org/10.1192/bjo.2019.19
http://www.ncbi.nlm.nih.gov/pubmed/31530313
https://doi.org/10.1111/inm.12873
http://www.ncbi.nlm.nih.gov/pubmed/34180128
https://doi.org/10.1007/s00127-019-01758-y
http://www.ncbi.nlm.nih.gov/pubmed/31482194


PLOS Mental Health | https://doi.org/10.1371/journal.pmen.0000457  December 15, 2025 23 / 25

	37.	 Barnett P, Mackay E, Matthews H, Gate R, Greenwood H, Ariyo K, et al. Ethnic variations in compulsory detention under the Mental Health Act: a 
systematic review and meta-analysis of international data. Lancet Psychiatry. 2019;6(4):305–17. https://doi.org/10.1016/S2215-0366(19)30027-6 
PMID: 30846354

	38.	 Baker D, Pillinger C. ‘These people are vulnerable, they aren’t criminals’: Mental health, the use of force and deaths after police contact in England. 
The Police Journal: Theory, Practice and Principles. 2019;93(1):65–81. https://doi.org/10.1177/0032258x19839275

	39.	 Faber SC, Khanna Roy A, Michaels TI, Williams MT. The weaponization of medicine: Early psychosis in the Black community and the need for 
racially informed mental healthcare. Front Psychiatry. 2023;14:1098292. https://doi.org/10.3389/fpsyt.2023.1098292 PMID: 36846217

	40.	 Kunstman JW, Ogungbadero T, Deska JC, Bernstein MJ, Smith AR, Hugenberg K. Race-based biases in psychological distress and treatment 
judgments. PLoS One. 2023;18(10):e0293078. https://doi.org/10.1371/journal.pone.0293078 PMID: 37856467

	41.	 Pederson AB. Management of Depression in Black People: Effects of Cultural Issues. Psychiatr Ann. 2023;53(3):122–5. https://doi.
org/10.3928/00485713-20230215-01 PMID: 37396678

	42.	 Thombs B, Turner KA, Shrier I. Defining and Evaluating Overdiagnosis in Mental Health: A Meta-Research Review. Psychother Psychosom. 
2019;88(4):193–202. https://doi.org/10.1159/000501647 PMID: 31340212

	43.	 Laugharne R, Priebe S. Trust, choice and power in mental health: a literature review. Soc Psychiatry Psychiatr Epidemiol. 2006;41(11):843–52. 
https://doi.org/10.1007/s00127-006-0123-6 PMID: 17072503

	44.	 Department of Health and Social Care. Mental Health Units (Use of Force) Act 2018: statutory guidance for NHS organisations in England, and 
police forces in England and Wales [Internet]. London: GOV.UK; 2021 [cited 2025 Aug 20]. Available from: https://www.gov.uk/government/
publications/mental-health-units-use-of-force-act-2018

	45.	 Department of Health and Social Care. New law to prevent use of force in mental health settings. 2021 [cited 2025 Mar 24]. Available from: https://
www.gov.uk/government/news/new-law-to-prevent-use-of-force-in-mental-health-settings

	46.	 NHS Digital. Mental Health Act statistics, annual figures 2023–24. 2024. Available from: https://digital.nhs.uk/data-and-information/publications/
statistical/mental-health-act-statistics-annual-figures/2023-24-annual-figures

	47.	 UK Parliament. Mental Health Act 1983 [Internet]. London: legislation.gov.uk; 1983 [cited 2025 Aug 20]. Available from: https://www.legislation.gov.
uk/ukpga/1983/20/contents

	48.	 National Police Chiefs’ Council. Police race action plan: Improving policing for Black people. 2022. Available from: https://assets.college.police.uk/
s3fs-public/Police-Race-Action-Plan.pdf

	49.	 Mfoafo-M’Carthy M. Community treatment orders and the experiences of ethnic minority individuals diagnosed with serious mental illness in the 
Canadian mental health system. Int J Equity Health. 2014;13(1):69. https://doi.org/10.1186/s12939-014-0069-3 PMID: 25213210

	50.	 Serrant-Green L. The sound of ‘silence’: a framework for researching sensitive issues or marginalised perspectives in health. Journal of Research 
in Nursing. 2010;16(4):347–60. https://doi.org/10.1177/1744987110387741

	51.	 Bate P, Robert G. Experience-based design: from redesigning the system around the patient to co-designing services with the patient. Qual Saf 
Health Care. 2006;15(5):307–10. https://doi.org/10.1136/qshc.2005.016527 PMID: 17074863

	52.	 Leavy P. Method meets art: Arts-based research practice. New York: Guilford Press. 2020.

	53.	 Rutledge SA, Gilliam E, Closson-Pitts B. ‘I’m being heard right now’: Amplifying individual voice through scaffolded focus groups. Int J Soc Res 
Methodol. 2023;26(1):67–82.

	54.	 Henderson RC, Williams P, Gabbidon J, Farrelly S, Schauman O, Hatch S, et al. Mistrust of mental health services: ethnicity, hospital admission 
and unfair treatment. Epidemiol Psychiatr Sci. 2015;24(3):258–65. https://doi.org/10.1017/S2045796014000158 PMID: 24636750

	55.	 Fitzsimmons KB, T. Next generation evidence: Strategies for more equitable social impact. Washington (DC): Brookings Institution Press; 2023.

	56.	 Gabbidon K, Chenneville T. Strategies to minimize further stigmatization of communities experiencing stigma: A guide for qualitative researchers. 
Stigma and Health. 2021;6(1):32–42. https://doi.org/10.1037/sah0000280

	57.	 Maestre JF, Eikey EV, Warner M, Yarosh S, Pater J, Jacobs M, et al. Conducting research with stigmatized populations: Practices, challenges, and 
lessons learned. In: Companion of the 2018 ACM Conference on Computer Supported Cooperative Work and Social Computing; 2018 Nov; Jersey 
City (NJ): Association for Computing Machinery; 2018. p. 385–92.

	58.	 Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. Purposeful Sampling for Qualitative Data Collection and Analysis in Mixed 
Method Implementation Research. Adm Policy Ment Health. 2015;42(5):533–44. https://doi.org/10.1007/s10488-013-0528-y PMID: 24193818

	59.	 Janes G, Serrant L, Sque M. Screaming silences: lessons from the application of a new research framework. Nurse Res. 2019;26(2):32–6. https://
doi.org/10.7748/nr.2018.e1587 PMID: 30221886

	60.	 Braun V, Clarke V, Hayfield N, Davey L, Jenkinson E. Doing reflexive thematic analysis. In: Bager-Charleson S, McBeath A, editors. Supporting 
research in counselling and psychotherapy: Qualitative, quantitative, and mixed methods research. Cham: Springer International Publishing; 2022. 
p. 19–38.

	61.	 Green T, Bonner A, Teleni L, Bradford N, Purtell L, Douglas C, et al. Use and reporting of experience-based codesign studies in the healthcare 
setting: a systematic review. BMJ Qual Saf. 2020;29(1):64–76. https://doi.org/10.1136/bmjqs-2019-009570 PMID: 31548278

	62.	 Noble H, Heale R. Triangulation in research, with examples. Evid Based Nurs. 2019;22(3):67–8. https://doi.org/10.1136/ebnurs-2019-103145 
PMID: 31201209

https://doi.org/10.1016/S2215-0366(19)30027-6
http://www.ncbi.nlm.nih.gov/pubmed/30846354
https://doi.org/10.1177/0032258x19839275
https://doi.org/10.3389/fpsyt.2023.1098292
http://www.ncbi.nlm.nih.gov/pubmed/36846217
https://doi.org/10.1371/journal.pone.0293078
http://www.ncbi.nlm.nih.gov/pubmed/37856467
https://doi.org/10.3928/00485713-20230215-01
https://doi.org/10.3928/00485713-20230215-01
http://www.ncbi.nlm.nih.gov/pubmed/37396678
https://doi.org/10.1159/000501647
http://www.ncbi.nlm.nih.gov/pubmed/31340212
https://doi.org/10.1007/s00127-006-0123-6
http://www.ncbi.nlm.nih.gov/pubmed/17072503
https://www.gov.uk/government/publications/mental-health-units-use-of-force-act-2018
https://www.gov.uk/government/publications/mental-health-units-use-of-force-act-2018
https://www.gov.uk/government/news/new-law-to-prevent-use-of-force-in-mental-health-settings
https://www.gov.uk/government/news/new-law-to-prevent-use-of-force-in-mental-health-settings
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-act-statistics-annual-figures/2023-24-annual-figures
https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-act-statistics-annual-figures/2023-24-annual-figures
https://www.legislation.gov.uk/ukpga/1983/20/contents
https://www.legislation.gov.uk/ukpga/1983/20/contents
https://assets.college.police.uk/s3fs-public/Police-Race-Action-Plan.pdf
https://assets.college.police.uk/s3fs-public/Police-Race-Action-Plan.pdf
https://doi.org/10.1186/s12939-014-0069-3
http://www.ncbi.nlm.nih.gov/pubmed/25213210
https://doi.org/10.1177/1744987110387741
https://doi.org/10.1136/qshc.2005.016527
http://www.ncbi.nlm.nih.gov/pubmed/17074863
https://doi.org/10.1017/S2045796014000158
http://www.ncbi.nlm.nih.gov/pubmed/24636750
https://doi.org/10.1037/sah0000280
https://doi.org/10.1007/s10488-013-0528-y
http://www.ncbi.nlm.nih.gov/pubmed/24193818
https://doi.org/10.7748/nr.2018.e1587
https://doi.org/10.7748/nr.2018.e1587
http://www.ncbi.nlm.nih.gov/pubmed/30221886
https://doi.org/10.1136/bmjqs-2019-009570
http://www.ncbi.nlm.nih.gov/pubmed/31548278
https://doi.org/10.1136/ebnurs-2019-103145
http://www.ncbi.nlm.nih.gov/pubmed/31201209


PLOS Mental Health | https://doi.org/10.1371/journal.pmen.0000457  December 15, 2025 24 / 25

	63.	 Bekhet AK, Zauszniewski JA. Methodological triangulation: an approach to understanding data. Nurse Res. 2012;20(2):40–3. https://doi.
org/10.7748/nr2012.11.20.2.40.c9442 PMID: 23316537

	64.	 Meijer PC, Verloop N, Beijaard D. Multi-Method Triangulation in a Qualitative Study on Teachers’ Practical Knowledge: An Attempt to Increase 
Internal Validity. Quality & Quantity. 2002;36(2):145–67. https://doi.org/10.1023/a:1014984232147

	65.	 UK Government. Reforming the Mental Health Act. 2021 [cited 2025 Mar 25]. Available from: https://assets.publishing.service.gov.uk/media/5ff-
c7d65d3bf7f65d55056a6/mental-health-act-white-paper-web-accessible.pdf

	66.	 Hoppe EE, Hoppe HT. Art-based methods in science education research: A systematic review of their prevalence and an analysis of their potentials 
in addressing complex questions. Nord Stud Sci Educ. 2022;18(3).

	67.	 Moses II M. Methodologically disrupting Whiteness: a critical race case for visual-elicited focus groups as cultural responsiveness. International 
Journal of Research & Method in Education. 2022;45(3):297–308. https://doi.org/10.1080/1743727x.2022.2043844

	68.	 King C, Bennett M, Fulford KWM, Clarke S, Gillard S, Bergqvist A, et al. From Preproduction to Coproduction: COVID-19, whiteness, and making 
black mental health matter. Lancet Psychiatry. 2021;8(2):93–5. https://doi.org/10.1016/S2215-0366(20)30458-2 PMID: 33189219

	69.	 King C, Clarke S, Fulford B, Handa A, Bergqvist A. Whiteness and the Race Equality Network: co-production in action. Lancet Psychiatry. 
2023;10(10):739–41. https://doi.org/10.1016/S2215-0366(23)00223-7 PMID: 37633308

	70.	 Casey D, Murphy K. Issues in using methodological triangulation in research. Nurse Res. 2009;16(4):40–55. https://doi.org/10.7748/
nr2009.07.16.4.40.c7160 PMID: 19653545

	71.	 Guba EG, Lincoln YS. Fourth generation evaluation. Newbury Park (CA): Sage; 1989.

	72.	 Robbins NM, Charleston L 4th, Saadi A, Thayer Z, Codrington WU 3rd, Landry A, et al. Black Patients Matter in Neurology: Race, Racism, and 
Race-Based Neurodisparities. Neurology. 2022;99(3):106–14. https://doi.org/10.1212/WNL.0000000000200830 PMID: 35851551

	73.	 Toader C, Dobrin N, Costea D, Glavan L-A, Covache-Busuioc R-A, Dumitrascu D-I, et al. Mind, Mood and Microbiota-Gut-Brain Axis in Psychiatric 
Disorders. Int J Mol Sci. 2024;25(6):3340. https://doi.org/10.3390/ijms25063340 PMID: 38542314

	74.	 Crenshaw K. Demarginalizing the Intersection of Race and Sex: A Black Feminist Critique of Antidiscrimination Doctrine, Feminist Theory and 
Antiracist Politics. University of Chicago Legal Forum. 1989.

	75.	 Collins PH. Black Feminist Thought: Knowledge, Consciousness, and the Politics of Empowerment. 2nd ed. New York: Routledge. 2000.

	76.	 Department of Health and Social Care. Strengths-based approach: Practice framework and handbook. 2019. Department of Health and Social 
Care. Available from: https://assets.publishing.service.gov.uk/media/5c62ae87ed915d04446a5739/stengths-based-approach-practice-framework-
and-handbook.pdf

	77.	 Bergqvist A. Shared Decision-Making and Relational Moral Agency: On Seeing the Person Behind the ‘Expert by Experience’ in Mental Health 
Research. Roy Inst Philos Suppl. 2023;94:173–200. https://doi.org/10.1017/s1358246123000243

	78.	 Smith JQ. Conceptualizing the elements of value in public services: Insights from practitioners. Public Manag Rev. 2023;25(3):462–79.

	79.	 Wilson R, French M, Hesselgreaves H, Lowe T, Smith M. New development: Relational public services—reform and research agenda. Public 
Money & Management. 2024;44(6):553–8. https://doi.org/10.1080/09540962.2024.2344902

	80.	 Bergqvist A. Lived experience and co-production in philosophy of psychiatry, clinical practice and mental health research. Cambridge: Cambridge 
University Press; 2023.

	81.	 Fricker M. Epistemic injustice: Power and the ethics of knowing. Oxford: Oxford University Press; 2007.

	82.	 Dotson K. Tracking Epistemic Violence, Tracking Practices of Silencing. Hypatia. 2011;26(2):236–57. https://doi.
org/10.1111/j.1527-2001.2011.01177.x

	83.	 Cogburn CD, Roberts SK, Ransome Y, Addy N, Hansen H, Jordan A. The impact of racism on Black American mental health. Lancet Psychiatry. 
2024;11(1):56–64. https://doi.org/10.1016/S2215-0366(23)00361-9 PMID: 38101873

	84.	 Bailey ZD, Krieger N, Agénor M, Graves J, Linos N, Bassett MT. Structural racism and health inequities in the USA: evidence and interventions. 
Lancet. 2017;389(10077):1453–63. https://doi.org/10.1016/S0140-6736(17)30569-X PMID: 28402827

	85.	 Alvarez K, Polanco-Roman L, Samuel Breslow A, Molock S. Structural Racism and Suicide Prevention for Ethnoracially Minoritized Youth: A 
Conceptual Framework and Illustration Across Systems. Am J Psychiatry. 2022;179(6):422–33. https://doi.org/10.1176/appi.ajp.21101001 PMID: 
35599542

	86.	 Brondolo E, Kaur A, Seavey R, Flores M, Collaborative Health Integration Research Program (CHIRP) DEI Writing Group. Anti-Racism Efforts 
in Healthcare: A Selective Review From a Social Cognitive Perspective. Policy Insights Behav Brain Sci. 2023;10(2):160–70. https://doi.
org/10.1177/23727322231193963 PMID: 40084237

	87.	 Talley RM, Edwards ML, Berlant J, Wagner ES, Adler DA, Erlich MD, et al. Structural Racism and Psychiatric Practice: A Call for Sustained 
Change. J Nerv Ment Dis. 2022;210(1):2–5. https://doi.org/10.1097/NMD.0000000000001442 PMID: 34731092

	88.	 Singh J, Bridge RG. Interfaces, Interactions, Time, and the Frontline Nexus: Foundational Constructs and Focus for the Field of Organizational 
Frontlines. Journal of Service Research. 2023;26(3):310–29. https://doi.org/10.1177/10946705231177385

	89.	 Lee E, Tsang AKT, Bogo M, Johnstone M, Herschman J, Ryan M. Honoring the Voice of the Client in Clinical Social Work Practice: Negotiating with 
Epistemic Injustice. Soc Work. 2019;64(1):29–40. https://doi.org/10.1093/sw/swy050 PMID: 30364977

https://doi.org/10.7748/nr2012.11.20.2.40.c9442
https://doi.org/10.7748/nr2012.11.20.2.40.c9442
http://www.ncbi.nlm.nih.gov/pubmed/23316537
https://doi.org/10.1023/a:1014984232147
https://assets.publishing.service.gov.uk/media/5ffc7d65d3bf7f65d55056a6/mental-health-act-white-paper-web-accessible.pdf
https://assets.publishing.service.gov.uk/media/5ffc7d65d3bf7f65d55056a6/mental-health-act-white-paper-web-accessible.pdf
https://doi.org/10.1080/1743727x.2022.2043844
https://doi.org/10.1016/S2215-0366(20)30458-2
http://www.ncbi.nlm.nih.gov/pubmed/33189219
https://doi.org/10.1016/S2215-0366(23)00223-7
http://www.ncbi.nlm.nih.gov/pubmed/37633308
https://doi.org/10.7748/nr2009.07.16.4.40.c7160
https://doi.org/10.7748/nr2009.07.16.4.40.c7160
http://www.ncbi.nlm.nih.gov/pubmed/19653545
https://doi.org/10.1212/WNL.0000000000200830
http://www.ncbi.nlm.nih.gov/pubmed/35851551
https://doi.org/10.3390/ijms25063340
http://www.ncbi.nlm.nih.gov/pubmed/38542314
https://assets.publishing.service.gov.uk/media/5c62ae87ed915d04446a5739/stengths-based-approach-practice-framework-and-handbook.pdf
https://assets.publishing.service.gov.uk/media/5c62ae87ed915d04446a5739/stengths-based-approach-practice-framework-and-handbook.pdf
https://doi.org/10.1017/s1358246123000243
https://doi.org/10.1080/09540962.2024.2344902
https://doi.org/10.1111/j.1527-2001.2011.01177.x
https://doi.org/10.1111/j.1527-2001.2011.01177.x
https://doi.org/10.1016/S2215-0366(23)00361-9
http://www.ncbi.nlm.nih.gov/pubmed/38101873
https://doi.org/10.1016/S0140-6736(17)30569-X
http://www.ncbi.nlm.nih.gov/pubmed/28402827
https://doi.org/10.1176/appi.ajp.21101001
http://www.ncbi.nlm.nih.gov/pubmed/35599542
https://doi.org/10.1177/23727322231193963
https://doi.org/10.1177/23727322231193963
http://www.ncbi.nlm.nih.gov/pubmed/40084237
https://doi.org/10.1097/NMD.0000000000001442
http://www.ncbi.nlm.nih.gov/pubmed/34731092
https://doi.org/10.1177/10946705231177385
https://doi.org/10.1093/sw/swy050
http://www.ncbi.nlm.nih.gov/pubmed/30364977


PLOS Mental Health | https://doi.org/10.1371/journal.pmen.0000457  December 15, 2025 25 / 25

	90.	 Walker S. Systemic Racism: Big, Black, Mad and Dangerous in the Criminal Justice System. The International Handbook of Black Community 
Mental Health. Emerald Publishing Limited. 2020. p. 41–60. https://doi.org/10.1108/978-1-83909-964-920201004

	91.	 Bartl G, Stuart R, Ahmed N, Saunders K, Loizou S, Brady G, et al. A qualitative meta-synthesis of service users’ and carers’ experiences of 
assessment and involuntary hospital admissions under mental health legislations: a five-year update. BMC Psychiatry. 2024;24(1):476. https://doi.
org/10.1186/s12888-024-05914-w PMID: 38937705

	92.	 Kalin NH. Impacts of Structural Racism, Socioeconomic Deprivation, and Stigmatization on Mental Health. Am J Psychiatry. 2021;178(7):575–8. 
https://doi.org/10.1176/appi.ajp.2021.21050524 PMID: 34270339

	93.	 Oexle N, Corrigan PW. Understanding Mental Illness Stigma Toward Persons With Multiple Stigmatized Conditions: Implications of Intersectionality 
Theory. Psychiatr Serv. 2018;69(5):587–9. https://doi.org/10.1176/appi.ps.201700312 PMID: 29385960

	94.	 Chandler CJ, Adams BJ, Eaton LA, Meunier É, Andrade E, Bukowski LA, et al. Intersectional Experienced Stigma and Psychosocial Syndemic 
Conditions in a Sample of Black Men Who Have Sex with Men Engaged in Sex Work (BMSM-SW) from Six US Cities. J Sex Res. 2022;59(7):920–
30. https://doi.org/10.1080/00224499.2022.2072799 PMID: 35580257

	95.	 Jackson SD, Wagner KR, Yepes M, Harvey TD, Higginbottom J, Pachankis JE. A pilot test of a treatment to address intersectional stigma, mental 
health, and HIV risk among gay and bisexual men of color. Psychotherapy (Chic). 2022;59(1):96–112. https://doi.org/10.1037/pst0000417 PMID: 
35025569

	96.	 English D, Rendina HJ, Parsons JT. The Effects of Intersecting Stigma: A Longitudinal Examination of Minority Stress, Mental Health, and Sub-
stance Use among Black, Latino, and Multiracial Gay and Bisexual Men. Psychol Violence. 2018;8(6):669–79. https://doi.org/10.1037/vio0000218 
PMID: 30881729

	97.	 Shaw S, Slovak K, Kirven J. Social Workers and Black Barbers: A Collaboration to Address Mental Health Stigma. Soc Work Public Health. 
2024;39(7):650–65. https://doi.org/10.1080/19371918.2024.2376103 PMID: 38975811

https://doi.org/10.1108/978-1-83909-964-920201004
https://doi.org/10.1186/s12888-024-05914-w
https://doi.org/10.1186/s12888-024-05914-w
http://www.ncbi.nlm.nih.gov/pubmed/38937705
https://doi.org/10.1176/appi.ajp.2021.21050524
http://www.ncbi.nlm.nih.gov/pubmed/34270339
https://doi.org/10.1176/appi.ps.201700312
http://www.ncbi.nlm.nih.gov/pubmed/29385960
https://doi.org/10.1080/00224499.2022.2072799
http://www.ncbi.nlm.nih.gov/pubmed/35580257
https://doi.org/10.1037/pst0000417
http://www.ncbi.nlm.nih.gov/pubmed/35025569
https://doi.org/10.1037/vio0000218
http://www.ncbi.nlm.nih.gov/pubmed/30881729
https://doi.org/10.1080/19371918.2024.2376103
http://www.ncbi.nlm.nih.gov/pubmed/38975811

