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Abstract
This study used Interpretative Phenomenological Analysis to explore the role that
intracommunity attitudes and beliefs and negative mental healthcare experiences play in
determining treatment-seeking behavior in BIPOC communities. Through in-depth semi-
structured interviews, five participants shared their perspectives and experiences,
providing rich and nuanced insight into the subjective landscape of mental healthcare
avoidance among racial and ethnic minority populations. The analysis revealed five
overarching themes (pray it away, isolated and invisible, fear, perceived importance of
racial matching, and therapeutic experiences profoundly impact treatment-seeking)
shedding light on the nuanced ways in which BIPOC individuals make sense of and
navigate mental health within their communities and how that, in turn, determines well-
documented lower rates of mental health service utilization. Findings suggest that
negative attitudes towards mental illness and treatment avoidance are prevalent in BIPOC
communities, and adverse encounters with culturally incompetent providers perpetuate
these attitudes and disparities in utilization. Improving BIPOC treatment outcomes and
patient satisfaction could slowly mitigate intracommunity stigma and normative beliefs
and significantly increase help-seeking behavior, especially for future generations. This
research contributes to our understanding of this phenomenon and emphasizes the urgent
need to equip all therapists with the competency skills essential for effectively addressing

the diverse needs of BIPOC patients.
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A Phenomenological Exploration of Intracommunity Attitudinal and Experiential
Barriers to the Utilization of Psychotherapeutic Services in BIPOC Populations

As psychotherapeutic services become increasingly available and socially
accepted, barriers to the utilization of these services are becoming evident. Black,
indigenous, and people of color (BIPOC) experience higher levels of psychological
distress and are overexposed to a myriad of health stressors, including racism, poverty,
transgenerational trauma, and environmental hazards (Roberts et al., 2022; Williams,
2018). BIPOC, however, are significantly less likely to utilize psychotherapeutic services
(Office of the Surgeon General et al., 2001). Disparities in mental health outcomes and
utilization of care tools are multifaceted and cannot be merely attributed to factors such
as socioeconomic position. This research aims to investigate the role that intracommunity
attitudes and perceptions of therapeutic cultural insensitivity play, if at all, in explaining
disparity in service utilization.

Communities, in contrast to groups, are social units characterized by the shared
commonalities of its members, including culture, values and identity, often, but not
necessarily sharing a common geographic location (World Health Organization, 1998).
The definition of community is contested, and health promotion research frequently
defines community based on spatial delineations; however, the above conceptualization
was intentionally chosen because it centers psychosocial ties, and acknowledges that,
although interrelated, the characteristics of communities defined by their psychological
and relational experiences do not necessarily align with those of communities defined by
geography (Chappell et al., 2006). Thus, this study defines intracommunity attitudes as

the dominant preconceived notions and beliefs held by members within specific BIPOC



communities, placing particular emphasis on personal relationships (i.e., family and
friends).

Understanding racism as a determinant of health, the relevance and urgency of
this issue cannot be understated. In 2020, the world witnessed the pervasiveness of police
brutality against Black people and significant racial differences in disease outcomes in
the midst of a global pandemic (Gelaye et al., 2020), and so racism was highlighted as
not only a social justice issue but a public health issue (APHA, 2021). Following these
events, the American Psychological Association (APA) released an official apology for
its racist history, including subjecting BIPOC to abusive treatments, denying treatment,
and establishing racialized theories to justify oppression; the organization also
acknowledged how this continues to affect BIPOC mental health outcomes and service
utilization today (APA, 2021). Moreover, the current and historical disenfranchisement of
people of color in health contexts has thus left significant gaps in research and knowledge
regarding BIPOC populations. Achieving justice and equity in the psychotherapeutic
field necessitates research that specifically addresses the differing needs of racial and
ethnic minorities.

Racial disparities in mental health service access and utilization have been well-
documented in numerical data (CDC, 2013; McGuire & Miranda, 2008), but there is a
lack of qualitative research on how and why these disparities are perpetuated, and more
specifically, how structural barriers intersect with intracommunity transgenerational
attitudes towards mental health and illness. Qualitative research aims to interpret social
phenomena through the experiences of individuals and, although not capable of drawing

causal relationships, is able to englobe plurality and capture the nuance of people's



unique perspectives in a way that quantitative research cannot (Mays & Pope, 2000).
Qualitative research is central to shifting outdated Eurocentric theoretical frameworks in
psychology to better serve society and its diverse populations, and thus, as further
discussed in later sections, the present study utilized a qualitative research design to gain
phenomenological insight into BIPOC experiences and fill in the gaps in current
knowledge.

The overarching goal of the present qualitative study was to better understand the
psychological factors (attitudes, perceptions, and experiences) behind why BIPOC
underutilize mental health (MH) services. Our findings hope to inform future studies on
how the psychotherapeutic field can adapt to adequately serve communities of color, and
thus reduce disparities in mental health outcomes and service utilization rates.

Literature Review

To understand disparities in mental health service utilization, we must understand
that racism is the most fundamental cause of racial health inequities. Racism does not
only refer to explicit acts of discrimination on the basis of race; it encompasses the
implications and phenomena that follow the process of racialization, where societies
assign hierarchical value to socially constructed racial groups and systematically oppress
and disenfranchise the groups deemed inferior through unequal power, resource and
opportunity distribution (Bonilla-Silva, 1997; Paradies, 2006; Williams et al., 2019).
Racism occurs on internalized, interpersonal and systemic levels, and although racial
discrimination is now unlawful, racism persists through mechanisms of institutional and

systematic oppression (Wood & Patel, 2017).



Racism and Health Disparities

It has been well-established that persistent exposure to stressors leads to increased
allostatic load and inflammation and worse overall health outcomes (Mariotti, 2015).
People of color are systematically overexposed to a disproportionate number of stressors
and pathogenic factors, including poverty, transgenerational trauma, internalized racism,
environmental hazards, incarceration of loved ones, food deserts, and a lack of clean
drinking water (Roberts et al., 2022; Williams & Mohammed, 2009). For example,
despite the fact that most poor people in the US are White, it is poor BIPOC who are
systematically concentrated in disadvantaged areas and regions which lack infrastructure
for vertical mobility (Williams, 2012), with almost three-fourths of all Black and Latino
children growing up in worse residential conditions than the poorest White children
(Acevedo-Garcia et al., 2008). BIPOC individuals in the United States experience higher
morbidity and earlier onset of chronic disease and disability, including diabetes, cancer,
arthritis, hyperlipidemia, and hypertension (Lim et al., 2018; Williams, 2012). Moreover,
chronic experiences of racism and discrimination have been shown to cause
dysregulation of the hypothalamic-pituitary-adrenal (HPA) axis, which in turn damages
bodily systems, causing cognitive impairments, obesity, and disease in the immune and
cardiovascular systems (Mays et al., 2007; Paradies et al., 2016),

Research shows that after accounting for factors like socioeconomic stress, racial
differences in health outcomes remain, highlighting race-related stress as an independent
cause (Phelan & Link, 2015). A recent study of stress weathering in African American
women found that elevated physiological inflammation was a primary mediator between

racial discrimination and quantity of chronic diseases and, interestingly, that health risk



behaviors such as heavy smoking were not major causes of disease among this
demographic (Simons et al., 2021). In fact, the mere anticipation of discrimination and
prejudice elicits significant physiological and psychological stress responses, and thus,
for racial and ethnic minorities in a racially charged society enshrouded by stereotypes
and prejudice, often forced to exist in a near-constant state of hypervigilance, uncertainty,
and preparedness, both racial discrimination and its anticipation can account for racial
disparities in health outcomes (Sawyer et al., 2012).

Systematic Undertreatment of Mental Illness

Strong associations have been shown between racism and poor mental health
outcomes, putting BIPOC individuals at a higher likelihood of developing affective,
psychotic, and mood disorders (Paradies et al., 2015). Racial trauma also causes
symptoms of anxiety, depression, complex trauma, and PTSD (Cénat, 2022). Although
BIPOC are at higher risk for developing a mental disorder, they are also less likely than
White people to utilize mental health services (Lu et al., 2021). Therefore, mental illness
often goes untreated in BIPOC communities, exacerbating the above-mentioned racism-
related poor mental health outcomes. In other words, because systematic racism creates
barriers to seeking and accessing treatment, it is not only a determinant of mental health,
but also a perpetuating factor.

Mental illness continues to be undertreated among the US population, particularly
among African Americans, who seek mental health treatment half as frequently as White
people (Buser, 2009). People of color utilize mental health services with lower frequency
and have significantly lower treatment adherence rates, citing mistrust and lack of

communication as principal causes of early treatment termination (Sue et al., 1994).



Barriers to access are at the center of disparities in service utilization rates. Studies show
that the main barriers BIPOC encounter in seeking help for mental illness include lack of
information regarding how or where to seek treatment, experiencing poverty, being
underinsured, and living in care deserts where there is no nearby access to healthcare (Lu
et al., 2021). Moreover, people of color often report negative encounters with healthcare
providers. This includes negative perceptions such as not being taken seriously, feeling
pathologized, and experiencing cultural insensitivity and racism from providers,
commonly in the form of microaggressions (Sue et al., 2007). BIPOC, and in particular
Black patients, are significantly less likely to be treated for the same illness than their
White counterparts (Green et al., 2007), and Black patients are systematically
undertreated for pain (Hoffman et al., 2016). Provider implicit bias is associated with
worse communication and poor clinical decision-making (Cooper et al., 2012).

Attitudinal and Experiential Barriers

Beyond the aforementioned structural barriers to accessing mental health
treatment, there often exist overarching attitudinal cultural barriers towards
psychotherapy and mental illness in BIPOC communities that determine people's
likelihood to seek treatment. Firstly, culturally specific constructs of illness can affect
how people judge or perceive their symptoms. In other words, what is seen as abnormal
behavior varies from culture to culture, with different baseline levels of stress, anger, or
depression (Gureje et al., 2020; Memon et al., 2016). Moreover, mental illness stigma
determines help-seeking behavior; in communities or cultures where mental illness is
considered taboo or associated with negative attitudes, people are more likely to conceal

their symptoms and avoid seeking help (Conner et al., 2009; Carpenter-Song et al., 2010).



Stigma can manifest through past negative experiences of discrimination or prejudice, the
anticipation of future discrimination, or the internalization of societal scripts and
stereotypes (Fox et al., 2018). Social circles can also act as attitudinal barriers to entry to
seeking professional help, as many BIPOC individuals show a preference towards
seeking help from family and friends; otherwise said, they primarily rely on their close-
knit community for aid in distressing times (Nelson, 2006). In these cases, due to mistrust
in existing healthcare systems, visiting a healthcare provider (HCP) is considered a last
resort option (Schwartz et al., 2010). Finally, Black communities in the UK have been
found to associate the concept of mental illness with involuntary psychiatric detention,
and thus, fear also determines mental health help-seeking behavior and service utilization
(Keating, 2004).

Legacy of Racism in Mental Healthcare

The acknowledgment of historical mistreatment is critical to understanding
current mistrusting attitudes. Racism has shaped every aspect of American institutions,
including healthcare and psychology. Psychiatric diagnosis was historically used to
justify oppression and White supremacy. Early American psychiatrists coined and
supported the diagnosis of disorders such as Drapetomania and Dysaethesia Aethiopica,
which were solely used to categorize Black people's attempts to escape captivity or resist
work as mental illnesses (Suite et al., 2007). Moreover, the 1840 US census fabricated
data on insanity rates among Black Americans to falsely correlate living in Northern
states with higher rates of mental illness (Suite et al., 2007).

This historical legacy is ever-present today, as BIPOC are over-diagnosed with mental

illnesses such as psychosis and underdiagnosed with depression (Neighbors et al., 2003);



specifically, Latinos and African Americans are three to four times more likely than
European-Americans to be diagnosed with schizophrenia (Schwartz & Blankenship,
2014). Moreover, identical psychological symptoms are deemed more severe in African
Americans than in European Americans (Kutchins & Kirk, 1999). Mistrust is associated
with ethnicity and experiences of discrimination; as aforementioned, certain Black
populations fear mental health services and providers and specifically associate mental
illness with involuntary psychiatric detention. This fear and mistrust can be partly traced
back to the fact that Black people are significantly less likely to access traditional
psychotherapy and instead receive treatment through criminal justice routes, often
compulsorily, subject to solitary confinement and being disproportionately admitted to
maximum security wards (UK Department of Health and Social Care, 2019).

Studies, however, show that for BIPOC, positive encounters with an HCP, where
trust, communication, and responsiveness are present, lead to better diagnostic accuracy
and treatment outcomes and also determine future health-seeking behaviors (Arday,
2018; Dowrick et al., 2009; Martin et al., 2013; Keating & Robertson, 2004). Thus,
negative attitudes and perceptions may not be all-encompassing and can be shifted
through positive experiences. Thus, taking into account the seeming value of positive
healthcare experiences, when BIPOC do seek out psychotherapeutic help, provider
cultural knowledge could have a mediating effect.

Psychotherapy and Cultural Competence

The APA defines psychotherapy as “a collaborative treatment based on the
relationship between an individual and a psychologist. A psychologist provides a

supportive environment that allows patients to talk openly with someone who is
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objective, neutral, and nonjudgmental” (APA, 2022). It aims to heal psychological
distress by identifying and modifying distressing feelings, thoughts, and behaviors
(Evans, 2013; Strong & Matross, 1973). This definition stresses the importance of the
therapeutic alliance. As it currently stands, mental health providers are seldom trained on
how to address issues relating to race, perhaps due to the values of Whiteness inherent to
the current paradigms of the psychotherapeutic field (Wood & Patel, 2019). The urgency
of ensuring therapists and mental healthcare providers are prepared to treat the differing
needs of BIPOC patients is emphasized by studies that show Black people report racist
experiences so often that distressing emotions stemming from racism are one of the most
common issues presented by Black patients in psychotherapeutic sessions (Klonoff et al.,
1999). Cultural competency training has been proposed and begun to be implemented as
a way to equip psychotherapists with a multicultural perspective that better serves racially
diverse populations. The term cultural competence refers to a person's capacity to respect,
understand, and interact with culturally differing attitudes, beliefs, and values, in short,
being able to effectively work cross-culturally (Nair & Adetayo, 2019). Although
research on this topic is very limited, studies show that therapist cultural competence has
a moderate positive effect on treatment outcomes, adherence, and satisfaction (Griner &
Smith, 2016).

Nevertheless, it is important to highlight that culture is not a monolith, and thus to
term the diverse experiences of all non-White populations "culture" as a uniform
singularity in juxtaposition to the Eurocentric is reductive and prejudicial and perpetuates
notions of Whiteness as the norm (Weinrach & Thomas, 2002). Moreover, oppression is

not the same thing as culture; perhaps that is where "cultural" psychology falls short
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(Wilcox, 2022). BIPOC who seek psychotherapeutic treatment need an HCP who
respects their cultural backgrounds and belief systems, but also understands how chronic
racist experiences impact their health as well as their ability to thrive and feel safe.
Otherwise said, therapists must not only be equipped to understand cultural differences
but also treat and heal race-related trauma specifically. Without holistic perspective and
competency, unintentional racist microaggressions in psychotherapeutic contexts run the
risk of re-traumatization for BIPOC patients by mimicking larger societal dynamics,
making a therapy session feel unsafe for the BIPOC patient, and causing further
distressing emotions (Pascoe & Smart Richman, 2009). This begs the nuanced question
of how we can make cross-racial client-therapist pairings become safe spaces and how
current efforts towards establishing cultural competency in the psychotherapeutic field
can be expanded to encompass not only understandings of cultural background but also
comprehension of the formation and implications of race-related stress and trauma, and
how to treat it specifically.

The question of cross-racial pairings is particularly relevant, given that there is a
notable lack of BIPOC in the psychology workforce (Roberts et al., 2020). According to
the APA, only 16% of the field is non-White (APA, 2022). Moreover, studies show that
research by BIPOC psychology academics is less likely to be published or be awarded
NIH grants (Ginther et al., 2011). Previous research has explored the question of whether
there is a benefit to racial matching in therapy and found that BIPOC clients strongly
prefer to have a therapist of the same race, and those who do have better treatment
outcomes and adherence (Ziguras et al., 2003; Cabral & Smith, 2011; Traylor et al.,

2010). This perhaps could be related again to the topic of mistrust towards providers in

12



the BIPOC community. Thus, the imperativeness of making the field of psychology more
diverse is clear. However, simultaneously, we speculate that these preferences are largely
determined by internalized stigma and negative past experiences with White therapists
and healthcare providers. If psychotherapy could become more culturally informed and
intelligent and Eurocentric paradigms shifted, would these tendencies still be as present?
Understanding racism as more than a personal affliction, a product of the social
construction of race and racial domination, embedded structurally and institutionally
across society, we believe that to effectively meet the needs of BIPOC individuals and
communities, antiracist and cultural competency interventions in mental healthcare
contexts necessitate long-term educational initiatives that encompass and address not
only culture, race, and racism, but also the construction of race and the systems through
which discrimination continues to be upheld (Hamed et al., 2022).

Current research highlights disparities in mental health service utilization and
mental health outcomes for BIPOC. However, this literature review revealed a lack of
existing qualitative research into the determinants of BIPOC mental health service
utilization. Furthermore, most psychological research was conducted by, on, and for
Western, educated, industrialized, rich, and democratic (WEIRD) people (Henrich et al.,
2010); thus, current theoretical frameworks are oriented towards WEIRD populations and
inherently comprise a Eurocentric evidence base (Wood & Patel, 2017). In fact, little
research has been done evaluating the effectiveness of evidenced-based and empirically
supported treatment methods on ethnic minorities (Constantine et al., 2008), which begs
whether "gold-standard" treatments are equally effective for BIPOC populations and

whether cultural competence alone could be enough to ameliorate the racism embedded
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in psychotherapeutic infrastructure and research. Reducing racial disparities in mental
health service utilization rates requires dismantling the institutions that systematically
uphold inequities (Williams, 1997). Finally, there is a lack of research concerning the
effects that cultural competency interventions have on quality of care, and further
research is needed to identify the most effective antiracist culturally sensitive intervention
methods (Rice & Harris, 2021).
Methods

Purpose

The research question for this study was to understand the role of attitudes,
perceptions, and experiences on psychotherapeutic treatment-seeking tendencies in
BIPOC communities, with specific attention to the role that negative experiences with
culturally insensitive providers plays. This aim was achieved through the means of the
following objectives: to explore and describe the intracommunity attitudes towards
mental illness and mental health services that exist in BIPOC communities; to explore
and describe the experiences of BIPOC individuals in mental healthcare contexts,
specifically psychotherapy, and to suggest how cultural competency may be further
implemented in psychotherapeutic contexts to better serve members of ethnic and racial
minorities. We considered that interpretative phenomenological analysis would show
stigma, negative experiences, and cultural insensitivity as primary causes of mental
health service underutilization. Consequently, we proposed that interventions aimed at
reducing intracommunity BIPOC mental health stigma, and interventions aimed at
increasing cultural competency among mental health providers, are crucial to increasing

the utilization of mental health services among the BIPOC community. Experiences and
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concerns shared by participants hope to inform future studies building toward culturally
sensitive solutions.

Theoretical Frameworks

Addressing research questions that target social phenomena requires careful
selection of theoretical frameworks and paradigms upon which to base the investigation.
In this section we present the a priori knowledge to the study to ensure self-understanding
in the research process and allow readers to adequately assess the transferability of our
findings (Frechette et al., 2020). Thus, the present study takes a phronetic approach to
qualitative research, seeking to investigate the nature of the problem of psychotherapeutic
hesitancy in BIPOC populations and outline possible suggestions for change while
acknowledging that the historical roots of the phenomena being studied underlie and
precede the behaviors and motivations of individuals and that there is no single version of
events or universal solution (Flyvbjerg, 2001). This guiding philosophy of this research
involves constructivist/interpretive paradigms, informed by the theoretical framework of
its philosophical correlates: phenomenology, hermeneutics and idiography.
Phenomenology is a philosophical current first articulated by Husserl that studies human
experience and the way consciousness perceives things, otherwise said, how people
create, attribute and sustain meaning (Creswell, 2003; Giorgi, 2008). It rejects the
naturalism and positivist subject-object dualism and instead argues that what is
experienced and how it is experienced are inextricable. Things only enter our reality upon
perceiving them, and our perception is relative to the position of the perceiver. Thus,
phenomenological methods involve understanding a person's lived experience and how

they relate to the event.
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Moreover, hermeneutics is the philosophy of interpretation, and thus in research
refers to the interpretative process of understanding phenomena through language
(communicative texts), seeking to explore the meaning embedded in experiences.
Interpretative (hermeneutic) phenomenology was developed by Heidegger as an
extension of hermeneutics. In contrast to Husserlian frameworks, which are descriptive
and ask researchers to suspend their preconceived notions about the phenomena, often
through bracketing; interpretative phenomenology, according to Heideggerian
frameworks, asserts that humans are embedded in their world, context, and temporality,
and researchers are self-interpreting, and thus, views shared knowledge and experiences
as central to the interpretation and understanding of a phenomenon (Polifroni & Welch,
1998). Heidegger (1962) refers to the “hermeneutic circle” as the harmonic and circular
relationship between the parts and the whole; the interpretation and contextualization; the
interpreter’s way of being and the being revealed in language.

Furthermore, interpretative phenomenology requires researchers to perform a
double hermeneutic interpretation as a process of intersubjective meaning-making, to
gain insider-perspective, reflecting on how they themselves interpret subjects'
interpretations (Smith et al., 2009). Interpretative phenomenology allows the researcher
to delve into the complex and nuanced lived experiences of the target population through
the contextual systems and structures in which they exist and the meaning they assign to
said experiences. The approach is unique in that it seeks to ensure that readers
empathetically understand the lived experiences of study participants (Shaw, 2001).
Finally, idiography involves in-depth analysis of individual experience in the context in

which it occurs, shifting researcher focus away from the universal, and emphasizing
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instead the particular, studying each case on its own and illustrating an authentic
understanding of participants’ individual experience (Pietkiewicz & Smith, 2014).

Methodology Rationale

Congruent with the theoretical framework of interpretative (hermeneutic)
phenomenology, we believed interpretative phenomenological analysis (IPA) was the
best suited and most credible methodology for the intended purposes of this research. IPA
is a qualitative thematic approach developed by Smith (1996) in the field of health
psychology as a method capable of exploring idiographic subjective social experiences,
particularly in the health professions. As a participant-oriented approach (Smith et al.,
2009), it allowed us to understand the ways that intracommunity negative perceptions and
attitudes towards psychotherapy are shaped and perpetuated in BIPOC populations and
inform mental health services through direct responses of the participants who lived this
experience. Moreover, based on their experiences, these voices also provided direct
strategies on how to best adapt to better serve racial minority communities and increase
service utilization.

Sample

The IPA methodology requires sample homogeneity and small sample sizes to
ensure the study has idiographic character. It is considered crucial that each individual is
personally familiar with the phenomenon under investigation, chiefly, by means of lived
experience (Creswell, 2013). Homogeneity allows for richer and deeper understanding,
by offering multiple accounts and perceptions of the same phenomenon. It allows the
researcher, in hermeneutic tradition, to understand how people make sense of their

experiences and consequently how that affects their identity and behavior. Therefore, in
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line with the idiographic focus of IPA, the methodology does not necessitate data
saturation for sampling. This study used a purposive sampling method to identify eligible
participants. Individuals who consented to participate in this study were (a) based in the
United States, (b) identified as Black, Indigenous, or a Person of Color (BIPOC), (c) at
least 18 years of age, and (d) had participated in at least one session of individual
counseling/therapy. Thus, our sample was homogenous in that all participants identified
as people of color living in the United States and had experience with individual
psychotherapy at some point in their lives. IPA does not delineate a concrete sample size,
and instead suggests sample size should be small and contextual, depending on the scope
and depth of the study (Smith et al, 2009). Commitment to idiography is what
distinguishes IPA from other forms of thematic analysis and qualitative research, and
thus, when it comes to samples, less is more (Reid et al., 2005). Depth of analysis should
always be prioritized. For this reason, in line with the current body of literature (Conroy
& de Visser, 2015; Motta & Larkin, 2023; Noon, 2018; Yardley, 2000), our sample was
limited to five participants. Participants were purposefully recruited through social media

channels (Instagram), where flyers advertising the study were posted and circulated

(Appendix C).
Table 1
Participant Demographics
Pseudonym  Age Gender Race/Ethnicity Highest level of Education
Alyssa 25 Woman  Black, Afro-Latina  Graduate Degree
Brianna 33 Woman  Black Bachelor’s degree
Ciara 32 Woman  Black Bachelor’s degree
Deja 28 Woman Black & White Bachelor’s degree
Eden 36 Woman  Black & Hispanic Graduate degree

18



Data Collection

After being recruited, participants signed the informed consent form. At a
scheduled date and time, each participant met with the researcher over a
videoconferencing platform. Prior to starting the interview, participants completed an
intake survey regarding age, ethnicity, and prior experience as a psychotherapy patient to
confirm eligibility. The survey also asked questions about location, education and income
with the purpose of collecting demographic information. Once eligibility was confirmed
and verbal consent was reiterated, the researcher conducted semi-structured interviews
lasting 60 minutes maximum. The researcher started with warm-up questions to establish
rapport and ensure that participants felt safe sharing their experiences. We contend that
conducting interviews virtually fostered openness and a safe atmosphere for participants,
given that they could meet with the researcher wherever they felt most comfortable,
rather than in an unfamiliar location. Interview prompts consisted of questions regarding
home and intracommunity attitudes towards psychotherapy and personal experiences
with psychotherapy (Appendix A). As a semi-structured interview, researchers followed a
carefully crafted schedule of open-ended questions, but probes were asked and varied
according to the participants’ responses to enable a more in-depth directed conversation.
This allowed for free-flowing conversation, where participants could speak freely about
their lived experiences and the meaning they ascribed to them. At the conclusion of the
interview, participants were thanked for their participation, asked if they had any other
questions and reminded that they would receive a copy of the preliminary data analysis to

revise if desired to ensure that their experiences had been authentically reflected.
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Interviews were audio-recorded through secure software, with the participants’ consent,
for transcription purposes.
Data Analysis

Interviews were automatically transcribed verbatim by a secure
videoconferencing platform in compliance with IRB privacy policies, and then
researchers listened to the recordings and manually edited the transcriptions, correcting
any errors. All identifying information was removed from the transcripts and participants
were given pseudonyms. After this process was complete, recordings were deleted.

Data collected from participants' interviews was coded according to the six-step
guidelines of IPA set forth by Smith et al. (2009). Researchers re-read and annotated the
transcripts to gain familiarity with the material. For each case, notes were made on the
margins and included interpretative analysis of participants’ experiences and narratives,
focusing also on their use of language and the implicit meaning it might convey. These
notes were broken down and coded into heuristic units. These emergent themes were then
grouped into common themes, which were defined and named. This entire process was
repeated for each participant. Once all the data was coded, peer-debriefing occurred, and

themes were agreed upon by the researcher and supervisory team.

Table 2
Six Steps of IPA Analytic Process
Step one Reading and re-reading
Step two Initial noting (descriptive, linguistic and conceptual comments)
Step three Developing emergent themes
Step four Searching for connections across emergent themes
Step five Move to the next case
Step six Look for patterns across cases
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Researcher Reflexivity

This phenomenological qualitative research study relies on a constructivist
paradigm, emphasizing the multiplicity of human experiences, in which realities are
collected and articulated through the researcher's interpretation. To remain objective, one
must be cognizant of their subjectivities; positionality exists in the space between as a
way to bridge the gap between subjectivity and objectivity and refers to the position
where one exists in relationship to the "other" (Freire, 2000; Merriam et al., 2001). Thus,
prior to presenting the study’s findings, I, as the author, deem it necessary to
acknowledge the ontological and axiological paradigms and lens through which I view
and process information and how it might, to an extent, influence this study. I recognize
my standpoint as a US-born, woman of Black and Hispanic descent, and native speaker
of English and Spanish. Relevantly, I, the researcher, also have experience as a client in
psychotherapy. Sharing this lived experience, allowed me to better make sense of the
participants as they made sense of their own experience. I offer my findings as one
possible explanation for the observed realities. I have witnessed the ways that ethnic and
cultural backgrounds shape attitudes toward mental health and the ways that mental
healthcare services have been ill-equipped to serve BIPOC populations. Thus, this
research seeks to contribute to ensuring racial justice and equity in mental healthcare
contexts. [ believe my experiences as a BIPOC, and consequent insider perspective, aided
in establishing trust and rapport to enable open conversation and ultimately enabled the
pursuit of nuanced insight into the unique experiences of other BIPOC regarding their

perceptions of mental illness and psychotherapeutic care.
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Rigor

Four main criteria establish rigor in qualitative research: credibility,
transferability, confirmability, and dependability (Anfara, Mangione, & Brown, 2002;
Carnevale, 2002). To ensure the trustworthiness of the results of this study, we took the
following measures described here. The first author provided a positionality statement
and continuously practiced reflexivity, taking note of any feelings, biases, and insights
that may arise during interviews. Moreover, this study used peer debriefing, whereby the
collected and analyzed data was checked by and compared with the supervisory team. We
also provided a thorough description of the phenomena being studied, using quotes,
anecdotes, and examples to highlight themes in our findings. Participants’ own words
were included in the final research through the inclusion of quotes. To further ensure
credibility, and counteract any researcher bias, we used member checking (respondent
validation), allowing participants to check whether the data analysis authentically
reflected their accounts and experiences. The researcher established rapport and trust with
participants before commencing the interviews, and regularly expressed empathy and
support throughout interviews. Furthermore, participants were recruited using purposeful
sampling, and in-depth demographic data was collected. Finally, we documented how
and why each step of the data collection process was performed in detail.

Ethical Considerations

This study was submitted to the Institutional Review Board for ethics approval
and was granted permission to be conducted. We gained signed informed consent forms
(Appendix B) from all participants, including consent to be recorded, and participants

were repeatedly made aware that their participation was voluntary, and they had the right
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to withdraw from the study at any given time. Participants remained anonymous, and all
identifying information was removed from the report. Pseudonyms were assigned to the
sample.
Findings

As aforementioned, the research question for this study is to understand the role
of attitudes, perceptions, and experiences on psychotherapeutic treatment-seeking
tendencies in BIPOC communities, with specific attention to the role that negative
experiences with culturally insensitive providers plays. Five salient themes emerged from
the interviews reflecting participants’ experiences as they relate to our research question
(see Table 3).

Table 3
Themes and subthemes

Superordinate Themes Subthemes

Pray it away

Personal Isolation
Intracommunity Isolation
Isolation in Therapy
Isolation from Access Issues

Isolated and invisible

Stigma: “They must be losing their mind”
Fear Institutional Racism: Locked up
Privacy

. . . t i
Perceived importance of racial Inherent cultural understanding

matchin Shared Language

g Perceived Hardship
Therapeutic experiences profoundly Cultural incompetence
impact treatment-seeking Cultural competence

Theme 1: Pray it away
This theme was at the root of participants’ family and community’s explicit

attitudes and narratives towards mental illness and healthcare. Across the sample,
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devotion to higher powers created taboos and strict rules around healthcare seeking.
Although belonging to different cultural backgrounds and having different spiritual
upbringings, participants emphasized the way that mental illness had always been
considered a spiritual affliction whenever psychological struggles arose in their
communities.

Despite clearly seeing people in their family struggle, it was never acknowledged
as mental illness. Regarding a possible childhood ADHD diagnosis suggested by her
teachers, Ciara, a Black woman in her early thirties who grew up immersed in a
Senegambian community in the Midwest, recalled hearing her parents say: “in Africa we
don’t believe in that.” Similarly, Eden, a Black Hispanic woman in her mid-thirties from
Northern California, said that in her home, “depression, mental health was very much not
real.” The use of the words “real” and “believe” convey a juxtaposition between religion
and mental healthcare, suggesting that intracommunity beliefs hold that professional help
stands in opposition or defiance to religious devotion. Participants considered this a huge
point of contention in their communities. Alyssa, who is an Afro-Latina woman in her
mid-twenties who grew up in a large Latino-American community in Southern
California, powerfully illustrates this reality with her account:

I feel like psychology and religion have always been at war with each other. I

think I saw that with my family and members of my community, that felt so

strongly about their religion. God was their go to, or religion was their go to. They
would just say things, like, “leave it in the hands of God, and he'll take care of it.”

Rather than seeking therapy or external help. One, it was seen as taboo, and two,

we have God so why do we have to seek someone else.
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As a consequence of this apparent zero-sum game, the women expressed feeling
powerless to speak up about or even care for their personal struggles because those
around them held that the power to change or improve their situation belonged only to
God. Religious taboos forced silence, even between community members, as mental
health was considered something between an individual and higher powers, nobody else.
They were constantly told to “pray it away, and talk to God, he’ll make you better,” in
the words of Ciara. Praying is considered to be a fix-all for issues relating to mental
health. In times of struggle, one must ask God for help. Brianna, a Black woman from
New York, also in her early thirties, delineated that in her Jamaican-American
community it was believed that healing from mental health, as a spiritual affliction or
attack coming from outside you, could only be achieved through prayer and ritual, not
through therapy. When mental illness more than once led to tragic loss of life in the
communities or families of these women, it was believed that the deceased must not have
been praying hard enough, and thus succumbed to weakness (possession by evils). Eden
candidly opened up about how this deeply impacted her family:

I grew up in a very religious household, so you just had to pray. “You're not

praying hard enough. You're not fasting enough. That's why you're experiencing

those things. Just ask God to take it away.” My mom definitely had some mental
health issues, but never dealt with them because, you know, we're in church and
we just got to pray about it. I actually lost 2 brothers to suicide. My dad dealt with
it, like, “oh, well, they couldn't handle life, and they're not strong enough” type of

thing.
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These testimonies suggest that tragedies like these are not instigators of
change; they did not shed light on intracommunity issues nor inspire anyone to
seek professional help. In other words, mental health outcomes did not mediate
the effect of devotion to prayer on treatment-seeking behavior. Witnessing an
overreliance on religious devotion and under-reliance on healthcare professionals,
participants felt sorrow and frustration. They felt like there must be another way
than prayer on its own.

Theme 2: Isolated and Invisible

Personal Isolation

Being unable to speak up about mental health and forced to struggle in silence,
with religious devotion as their only tool, participants frequently expressed feeling
isolated and invisible, left to figure it all out on their own. Their environment (families
and communities) rejected any mention of mental illness or professional help and were
deeply uncomfortable with it. It was said that no one could see their pain or suffering, and
they never felt like they could ask for help in difficult times. Ciara shared:

I remember a few years ago my mom was like: “Oh sometimes you’re just so

anxious. I would just walk away from you because it was too much.” So, at times

when I thought nobody could tell [I was struggling], I think they just thought it
was me being extra. Like they didn’t know what to do with it. So, you just don’t
say anything.

Ciara’s frustration was two-fold because she not only felt like she couldn’t ask for

help, but she also felt like her loved ones couldn’t even see her struggling. The story
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highlights how Ciara was made to feel isolated and invisible, because those around her
actively chose to ignore and thus invalidate her struggles due to their own discomfort.

Intracommunity Isolation from the Outside

Communities relied on religion, other community members and/or substance
abuse to cope with mental health struggles, so they were entirely isolated from the
outside world. Again, Ciara emphasized the way that mental health was an “us versus
them issue” in her community. When American teachers suggested seeking help, they
were met with “no, no, no. They don’t know better. We don’t have that where we’re
from.” Her family rejected the imposition of western values and medicine onto their
children. Moreover, all participants expressed that no one in their community had ever
sought therapy, and thus, they felt like therapy wasn’t something for them, instead it was
something for “rich White women,” as it was depicted in media. So, there was a stark
disparity in their perception of who therapy was made for. Deja, a biracial Black woman
in her late twenties said:

Not a lot of people in or of my background, or that I would say, racially or

culturally identify with me, went to therapy at all. I went to a predominantly

White school and so a lot of my friends in that circle, all went to therapy. I would

say that none of my friends of color, at all, went to therapy.

Moreover, narratives suggested that those communities who did share some of
their struggles with each other, weren’t any more likely to seek help than those who never
spoke of their issues. Alyssa spoke of how her immediate family was open about mental
health and her larger community relied on each other in difficult times, though they

considered mental health a taboo topic, yet she never saw anyone seek professional help,
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nor did she feel comfortable seeking help herself. Perhaps then, reliance on community
acts as another barrier to seeking treatment, in a similar way that religion does. Perhaps
implicit biases might contradict explicit attitudes, and largely determine help seeking
tendencies. In this way, communities isolated themselves.

This perhaps begs the question of whether a given community’s conceptualization
of a normal emotional state determines help seeking behavior. Deja remarked that “T feel
like we’re so used to plight as minorities.” To what extent might this suggest that the
trauma associated with being an ethnic minority breeds hyper-independence and
isolation, evaluating high levels of stress and anxiety as normal and perhaps inevitable?
People of color, like Deja, have always had to be strong and find ways to overcome
adversity alone, so in that hyper-independence and self-reliance it can be hard to ask for
help.

Brianna said: “all the women in my family have had one period of a clear distinct
mental breakdown. So, we all know that it’s hereditary to struggle. (...) Because of the
history, we talk about it to an extent because we’re all scared of it and know that we all
struggle with it, but we don’t necessarily know how to support each other with it.
Therapy is not a thing in my family.” The narrative suggests a level of normalization and
feelings of inevitability, and perhaps most importantly, an intracommunity struggle
experienced in isolation. Participants’ families struggled with alcohol, drugs, food and
TV addictions to try and cope with the isolation and hopelessness they feel. Professional
help isn’t seen as an option, so self-medication is seen over and over. All but one

participant said their communities struggled heavily with addiction, which further
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isolated them and took the lives of loved ones, worsening their communities’ overall
mental health.

Isolation in Therapy

The isolation theme extended into the therapeutic context. Several participants
expressed feeling deeply misunderstood and invisible when working with White
therapists. They reported that their therapists often lacked an understanding of the
cultural and racial contexts that shaped their experiences — a reality that was particularly
harsh when they were seeking therapeutic treatment for racism and race related trauma.
This led to a sense of fragmentation, where they felt their therapists didn't see them as
whole individuals. Consequently, participants expressed a strong desire for therapy with
therapists from similar racial or ethnic backgrounds, believing that only a BIPOC
therapist could truly understand and address their unique struggles, and lift them out of
their isolation. We elaborate on these issues in the fourth and fifth themes.

Isolation from Access Issues

Finally, participants felt deeply isolated in their mental health struggles because
they simply could not access the help they needed. This was due to extended wait times
to see a therapist, an enormous lack of BIPOC therapists in the field, unfamiliarity with
modalities, high cost of going to therapy, and an overall lack of resources. Brianna
expressed with frustration: “I was paying, like, 1600 dollars’ worth of therapy every
month, for a couple of months. I was like damn that’s rent! I was like, we’re going to take
a break on healing and then we'll start up again later. I think most of the people I know
who are not going into [therapy] is because of the cost.” Similarly, Deja said that it was

incredibly disheartening to look for a BIPOC therapist and see that they were either not
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accepting new clients, there was a 6 month wait or they didn’t accept her insurance.
“When you're at a breaking point, it's not fun to be let down” she said.

Eden talked about the fact that it’s a risk try a White therapist who might or might not be
culturally competent — a risk that not everyone is able to take.

Even though I continued and was like, okay, well, I just, I guess I'll just find a

White therapist, I do think I got really lucky, because I have heard these horror

stories from other people. I’'m sure other Black people would have stopped their

search. Like, “there’s no Black people available, so I guess it's not meant to be.”

And not everybody is going to give a White person a chance. So, I do think that

there's a need for more people of color in the fields. And especially if they're not

accepting new clients, it means that they're full.

This highlights the frustration and isolation that comes from finally being open to
seeking help, despite having cards stacked against your favor, and not finding anyone that
can help you.

Theme 3: Fear

Fear of Stigma: ‘“They must be losing their mind”

In BIPOC communities there is a lot of fear surrounding the concept of mental
health, rooted in a multitude of perceptions and experiences. One fear was related to
being seen as ill, and consequently being stigmatized. This was largely expressed through
narrative accounts of personal and family struggles. For instance, Alyssa shared:

I remember even hearing that often, oh, “estds loca” or “that person’s crazy” or

like, in order for the, to go seek out a psychologist, they must be losing their

mind. Right? All that stigma that surrounded mental health growing up didn’t
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allow for a lot of my relatives that needed and should have received help, it

prohibited them from doing that because of stigma.

This stigmatized vision of mental health fosters an environment of fear.
Individuals fear being stigmatized by their community, seen as mentally ill or “losing
their mind.” Thus, despite prevalent mental health struggles, individuals entirely avoid
seeking professional help. In other words, the fear of stigmatization profoundly
determined treatment-seeking behaviors.

Interestingly, Alyssa enthusiastically talked about the fact that her mom had an
undergraduate degree in psychology, and thus her immediate family had always been
open about mental health. Alyssa was taught that it’s important to take care of your
mental health and that “seeing a psychologist or seeing a therapist isn't, for crazies only,
or at all.” Alyssa said openness was something that she clearly appreciated about her
household. However, she later emphasized that “no one to this day” has ever sought help
in her family or community, despite seeing a lot of mental health issues growing up. This
begs the question of where the disconnect lies between explicit attitudes towards mental
health and treatment-seeking behavior. On the surface, one might assume that anyone
who speaks positively about mental health would be significantly inclined to seek help,
but this account illustrates the ways that intracommunity attitudes may be internalized
and act as barriers to accessing treatment. Perhaps thus a fear of stigmatization in their
community was more of a determinant than the narrative account initially suggests. In
this way, cultural stigma can transform into self-stigma. In the member-checking process,

Alyssa clarified:
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I think her seeking professional help maybe would’ve elicited a sense of shame
about being an alcoholic that she wasn’t prepared to actually face/accept? Maybe
her denial/lack of acceptance made it too difficult for her to seek help, thus,
causing her to succumb to the stigmas surrounding seeking help.

Her story highlights how nuanced and multifaceted these experiences can be.
Treatment-seeking behavior isn’t determined by mutually exclusive factors, the themes
discussed in these findings occur in conjunction with each other. Sometimes they create
cognitive dissonances like these. One might value mental health but simultaneously fear
being perceived as mentally ill and stigmatized. Both realities can be true, as they don’t
necessarily negate each other. Fear and isolation make it incredibly hard to seek help, no
matter the valence of one’s beliefs.

Fear of Institutional Racism

Participants also told stories of their families and friends being afraid of being
“locked up” in psychiatric institutions. In a country with such a long legacy of
institutional racism, including in medicine, they feared that showing vulnerability
regarding their mental health might put them in danger. Brianna said:

I think there was a lot of fear [surrounding mental illness], because growing up

we all heard whispers on my grandpa’s side. All of his sister’s ended up in, my

family will refer to it as, the crazy house, in Jamaica, they all got sent there. (...)

It sounded like “you’re gonna get locked away if you don’t get it together.”

This narrative highlighted the generational trauma that is present in so many

BIPOC, and more specifically, Black communities. The stories about her great aunts
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transpired in the early 20" century, however, the fear of mental healthcare, indubitably
has been inherited through generations.

Moreover, Deja said that an Asian American friend of hers shared that her cousin
had been immediately sent to a mental health facility when she went to a therapist and
spoke about not feeling well. The fear of getting “locked away” was actively preventing
her friend from seeking help herself. There is a power inherent to being a mental
healthcare provider, particularly a White one, and thus, when the power to involuntarily
commit a person to a mental health institution is combined with the privilege and power
of White people in society, institutionalization is ultimately experienced as an expression
of structural racism and oppression. Ciara explicitly discussed how she felt the legacy of
racism in medicine affected her community’s attitude toward mental healthcare: “If
you’re dealing with [medical racism] constantly for decades and now people are like “oh,
what about your brain?” It feels like somebody’s trying to manipulate or get into your
psyche.” These narratives illustrate the way that that people of color, and more
specifically Black people, have been harmed by institutional racism and how it fostered a
distrust in healthcare, to the point that they entirely avoid seeking professional help.
Privacy:

Privacy is considered vital and is a cultural tradition for many communities. It
could be argued that this need for privacy is an extension of the fears discussed in this
theme. On one hand, the fear of being stigmatized and scrutinized by others in your
community, being considered weak or not sufficiently devoted demanded privacy. On a

larger scale, fear of being “locked up” or mistreated by White or western healthcare
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professionals also demanded that individuals keep their struggles private. Ciara was very
clear about how seriously her environment expected privacy:

I feel like there's that shame of you not saying that you're okay, which is funny for

a community that is always with each other, so it's like, we have that warmth, but

then there's that sense of being guarded too, with people who are supposed to be

super close to you. (...) People just kept it to themselves, and then you would hear
somebody died of suicide of someone’s going through it. It took a big situation
for it to be talked about, but it seems like everybody just kept it to themselves and
compartmentalized it.

Her family fears what others might think if anyone were to be perceived as
unwell, and thus they feel the need to keep up appearances at all times. Ciara talks about
how deeply important her community is to her, and how everybody is very close to each
other and spends a lot of time together. However, that “warmth” doesn’t translate to
openness, as the term might suggest. They support each other when someone is
struggling, without ever acknowledging mental illness in and of itself. In cases like Ciara
and Eden’s, community members didn’t even share their experiences with each other,
nothing was ever said out loud, because privacy was of the utmost importance.

Moreover, in other cases, the need for privacy stems from a fear of religious
persecution. Eden’s family felt that they needed to be incredibly private at all times,
because if not they would be persecuted for their Christian beliefs. Any outside influence
on the family’s status quo was an attack:

In church we were taught that we’re persecuted, you know, people are out to get

us. So, if we reach out for help, then CPS could come to our door and now we're
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being persecuted. It's not like, “Hey, you're doing something wrong. You're

abusing your children.” It’s like: “We’re being attacked by the enemy right now.”

It was very much like “It's our household and God, and that's all that gets to know

about anything.”

Professional help is seen as a threat to the family’s authority and judgment, and
thus, they believe that absolute privacy will ensure them safety. This relates to the themes
of religion, isolation and fear as principal determinants of help avoidance. Devotion to
religion isolates the family, and fosters an environment of fear, for which only privacy
can offer protection. Her family perceived that asking for help would put them in danger.
Moreover, healthcare professionals are very explicitly referred to as the “enemy,” like a
villainous figure that will take your children and threaten your wellbeing.

Ultimately, participants express needing support, but not knowing how to get it.
They chronicle the struggle of trying to strike a balance between support and privacy,
keeping up family image.

Theme 4: Perceived Importance of Racial Matching

Largely in response to these fears, and a need for safety in the therapeutic context,
all participants stated that they explicitly searched for a BIPOC therapist. That was the
most important quality they were looking for in a therapist. As aforementioned, they all
felt that a White therapist wouldn’t understand them and wouldn’t be able to validate
their experiences in the way they needed. And so, they considered it of utmost
importance that they find a BIPOC therapist who could help them navigate their mental
health struggles. This theme was underscored by three main desires, as explored in the

following subthemes.
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Inherent Cultural Understanding

Firstly, all five women repeatedly asserted that they necessitated a cultural
connection or bond with their therapists. They believed this bond would allow them to
feel safe in the psychotherapeutic context and ameliorate many of their earlier discussed
fears. They expressed a desire for cultural behaviors to go without saying or disclaiming.
They didn’t want to explain their belief systems or cultural practices. “I feel like, if I told
[a White person], some of the stuff that [ know my family does, they’d be like: are you
guys like, you know, witches? And it's like, no, that's just Jamaican culture.” Like other
participants, Brianna feels frustrated at the prospect of not being understood in the
therapeutic context, in a society that already misunderstands and stigmatizes her heritage.
She later commented on her experience with her (Black) therapist:

I don't have to over explain myself with her. I think there's also a lot of unspoken

things when it comes to culturally being a woman of color that I think she's going

to get. I think she's lived a similar experience. She's able to like match what I'm

saying, like, am I being crazy or is this my reality, you know? And I think without

having the position of living that experience, it is really hard for you to give
someone objective understanding. Well maybe not objective, I’'m sure it has some
bias to it, but she can give an understanding from that same seat that I’m at, which

I think is important.

Even if they didn’t share the exact same background, participants felt that a
BIPOC therapist would understand what it meant to live as an ethnic minority and thus,
would be able to read between the lines in a way that they felt a White therapist simply

couldn’t, at least not without immense amounts of education and commitment.
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Being Black and African American in this world and in this country, like, there
are things and nuances that, I don't think a White, a White woman, or man could
offer. Maybe they could offer sympathies (...) but it’s like I don’t want to explain
things to someone. I shouldn’t have to explain why colorism is bad. If I'm like,
now teaching you or, like, having to deal with White guilt while I'm supposed to
be healing, like. Now, I'm doing your job in a way, and I don't want to have to
worry about that.

It’s important for Ciara, as well as all other participants, to feel like she doesn’t
have to teach cultural difference and anti-racist theory to her therapist, particularly not
when she’s the one paying. The participants believe these things should go without
saying, but because of a frequent lack of education on the part of White therapists, the
responsibility to educate them seems to fall on BIPOC clients. If they’re not educated,
participants feel like they inevitably have to explain so they can be understood.

Shared Language

Similarly, having shared language with your therapist is something the
participants expressed a desire for. Whether that means having a therapist who speaks
your native language or is familiar with English dialects such as African American
Vernacular English (AAVE), they felt it was vital for therapists to understand their
mannerisms, expressions and vocabulary without having to “code switch” or translate.
Having shared language helps patients feel much closer to their therapists. After all,
language tells stories about who we are and where we come from. Alyssa was born and

raised in California but has always spoken Spanish with her family and community.
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Thus, although she considered seeing a Black woman therapist, she prioritized seeing a
Latina who could speak Spanish, because it’s where she feels most at home:

Being Latina, being able to speak to her in Spanish, there's just certain phrases or

certain things, that come more naturally to me in Spanish. Being able to

understand and speak the same language back is so comforting. It's almost
nurturing for me and so I think that has made like, a huge impact on my sensation
of feeling like, safe, protected, like, she actually cares.

Breaking free of the aforementioned isolation and fear, finding a therapeutic space
where she can feel protected and nurtured has played a huge role in her healing journey.
Thus, both cultural connection and shared language are powerful tools. Ciara expressed a
similar sentiment, emphasizing how being able to speak casually was a vital component
in allowing her to feel comfortable in therapy and let her walls come down:

You have to worry less about like, code switching too, and you can say or use

AAVE, like, or use colloquialisms and not feel like you have to explain that too,

because they get it. And then that kind of like facade drops, when you're like,

“ugh, girl, blah, blah, blah.” It's like, okay, they get it. And that makes me

comfortable.

This is a reality that is not often discussed. It’s not only a question of sharing a
language, but also sharing a way of speaking and communicating. For Ciara, a Black
therapist is the only one who could provide that.

Perceived Hardship

It was expressed by the participants that they needed a therapist who had

experienced struggle or hardship. They believed someone who came from privilege
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couldn’t possibly understand what it’s like to be them, to be oppressed in society. And
thus, they wouldn’t have the tools necessary to help them process that trauma and that
pain, specific to being an ethnic minority. Eden talked about what she was looking for
when she began her search for a therapist:

I just felt that for somebody to understand my experience, they needed to look

like me. I thought that somebody who experienced no hardship or, had everything

handed to them that they wouldn't understand.

In the same vein, in the therapeutic context, self-disclosure from fellow BIPOC
therapists was highly appreciated. Hearing about their therapists’ hardships helped them
feel more normal and less alone in their struggles. It could be argued that they were
looking for empathy rather than sympathy. Alyssa expressed the following about her
Latina therapist:

She was very affirming and reassuring because I didn't feel like I was

experiencing that alone, or I was like, the only one going through that. So, she

was very much so able to empathize and understand and also be vulnerable
enough to share her own experiences too, that allowed me to feel like again |
wasn’t alone.

This links back to the theme of isolation. The participants desperately wanted to
feel seen in the therapeutic context, in ways that they hadn’t felt in their homes and
communities. The way many of them felt seen was through speaking to therapists with

similar experiences and feeling a sense of community with them.
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Theme 5: Therapeutic experiences profoundly impact treatment-seeking

Cultural Incompetence: I would be shocked if she ever had a patient of color

Participants shared their experiences with psychotherapy. Generally, experiences
with White therapists were unhelpful at best and traumatizing at worst. Three participants
had BIPOC therapists, and two participants had a White therapist. However, some of the
individuals with BIPOC therapists had also at some point had a session or more with a
White therapist.

Individuals voiced concerns that White therapists weren’t culturally competent and
weren’t educated on issues pertaining to BIPOC people at all. They also clearly had a
lack of exposure to BIPOC populations that impacted their ability to help non-White
patients. Deja has had two therapists, both White, and strongly believes that her mental
health outcomes were negatively impacted by her therapist’s race, and more specifically,
by their lack of cultural competence. Regarding her first therapist, she said:

I might not have even done 2 sessions, but I went in and like, sat down and started

to explain and just broke down. And I just remember her looking like, just there

was just no way that she had ever, ever spoken to anybody about this. Like, I

would be shocked if she had ever had a patient of color.

This statement is so impactful because it illustrates the reiterated isolation
experienced by participants, even in the therapeutic context. Her therapist was so
unaware that the client left feeling like her therapist must have never “ever, ever”
discussed racism, especially not with a person of color, in her entire career. When asked

if she felt like her therapist made an effort to be informed, she lamented:
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I don't think that she thought about it, before, or after our sessions. I think for her

to fully grasp that, that's like, not something that you can just understand, I guess.

You would have to do some background research. I don't think that that's

something that she felt the need to do.

She later said she wished that therapists would be more cognizant of how their
lack of education affects the care they’re able to provide, but that she “truly feels it’s
something they’re completely oblivious to.” Ciara expressed a similar sentiment:

I didn't feel she was like, trying to understand me and when I did bring like, of

course, anxiety, general anxiety and sometimes the depression I feel... I was also,

like, of course these last few years, especially as a Black woman. It's crazy. And I

felt like at that point, like, she didn't know to say, kind of thing and I'm like, well,

we might have sessions where [racism] is kind of what we talk about.

This experience highlights an overwhelming willing ignorance on the part of
these therapists. BIPOC patients often have to overcome countless barriers to accessing
treatment, and thus, to finally seek help and be met with complete ignorance is deeply
traumatizing; the silence is invalidating. Deja herself said that her negative experiences
made her much less inclined to start a search again for a new therapist.

Participants also expressed that therapists make assumptions about them as
BIPOC clients and seem to struggle to understand why said patients feel uncomfortable
in the therapeutic space. Deja was frustrated about the fact that her therapist had made
huge assumptions about her life, assuming that she was “married to a wealth White man”

without ever bothering to ask. The assumption was so ludicrous that she didn’t feel
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comfortable correcting her therapist. It seemed that her therapist had a clear vision of
who Deja was in her mind, clearly influenced by her very White environment.

Ultimately, Deja and Ciara felt their White therapists weren’t at all committed to
understanding or learning. They didn’t make any efforts to be more educated. They didn’t
ask questions or show any growth or even interest in learning more. And finally, they
were shocked that their patients didn’t want to see them anymore. Throughout the
negative experiences shared with White therapists, it was said that race felt like an
elephant in the room. Some therapists didn’t address it at all and ignored it. Some
therapists said they were holding space but were not effectively creating a safe space or
making clients feel held or valid. And others handled it poorly, making it an
uncomfortable experience for both parties. They simply weren’t equipped to tackle the
issue.

All participants asserted that White therapists must approach cross-racial therapy
with extreme humility and commitment to understanding. It’s not something that comes
easy or can be figured out with a few google searches or even a single course. It’s a long-
term commitment to deconstructing White supremacist notions and learning anti-racist
theory, as well as learning to understand differences in verbal and non-verbal cues across
cultures. Brianna perfectly summed up this theme with the following:

Therapy can be a helpful tool if you're with the right person, the right therapist, if

you’re with a therapist that understands you and your background, when you’re

from, I think it can be damaging if they don’t. I think, White therapists have to be

honest and sometimes say: “you know what? I don't know if I got that” or “I'm

not committed to understanding this experience.” If you are, that's amazing. |
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think I would encourage White therapists to challenge themselves to be

committed to understanding the Black experience enough to be able to provide

them therapy. But that takes a lot of work! You've got to learn a whole ‘nother

world that most have not been exposed to or understand.

It makes it clear how whether your therapist is BIPOC or not, if your therapist
isn’t committed to understanding you holistically, therapy can do more harm than good
and traumatize BIPOC patients.

Impact of Cultural Competence

Most importantly, the quality of one’s experience in therapy was shown to have
an enormous effect of treatment-seeking tendencies. Those who had had a negative
experience with a White therapist were mistrusting and did not want to try again, whether
in general or with another White therapist. However, seeing friends have positive
experiences made them have hope.

It’s also worth mentioning that a sole participant, Eden, said that she had had a
positive experience with a White therapist. She emphasized how this therapeutic
experience changed her life. Although seeing a White therapist was her last resort, in a
moment of desperation, she attributed her positive experience to the fact that her therapist
was “very aware of her privilege” and “extremely vocal about being an anti-racist ally”
and made huge efforts to be informed and educated on issues that pertained to BIPOC
populations, including updating her entire website to reflect these values. Eden felt like
she could really talk about racism and police violence and how it was affecting her
mental health with her therapist. She made her feel “normal.” This positive experience

had a huge impact on her attitudes toward mental health, treatment outcomes, and
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treatment-seeking behavior. In fact, she talked about how her positive outcome motivated
her to become a therapist herself and inspired her to put all her children in therapy at
different points in their lives.

Alyssa shared a Latin background with her therapist and attributed her positive
mental health outcomes largely to this fact. This scenario was interesting because it was
an ethnic match, but not a racial match. Thus, we asked a probe seeking to explore
whether her therapist was able to meet the challenge of holding space for her experiences
specific to being a Black woman in addition to a Latina woman. Alyssa responded:

I know she’s not a Black woman, but I never felt like I was misunderstood. One

thing I will say, I think this also plays a role in it too, is like something as simple

as doing my hair, right? She knows my exact [wash and styling] process, not
because she has similar hair but because she takes it upon herself to learn. She
takes it upon herself to research and learn about different cultures.

This might initially suggest, as participants intuitively determined, that BIPOC are
better equipped to work cross-racially because they already understand minority
experience inherently. However, in the researcher’s opinion, it importantly suggests that
no matter one’s background, explicit efforts must be made to educate oneself on cultures
and experiences different than one’s own. These cases highlight the power of cultural
competency to deeply impact people’s mental health outcomes. It also proves that
cultural competence is an extremely feasible tool when one is committed to
understanding. As exemplified by participants’ experiences and narratives, the average
White healthcare provider isn’t adequately educated on cultural competency. Even the

sole participant with a positive experience said she felt extremely lucky, and that her
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experience was an outlier, because she had heard countless horror stories from other
BIPOC people. Thus, they felt that to avoid a harmful encounter and be able to actually
feel safe and supported in therapy, they had to seek out a BIPOC therapist.
Discussion

This study arose from a gap in current research regarding experiential accounts of
intracommunity experiences with mental health and their effect on treatment-seeking
behavior in BIPOC communities. Intracommunity attitudes and negative experiences
with (mental) healthcare providers are often discussed by people of color on an anecdotal
level, but the phenomenon hasn’t been widely empirically studied, especially not as a
determinant of treatment avoidance. We sought to investigate the role that
intracommunity attitudes, perceptions and experiences play in determining BIPOC
psychotherapeutic treatment-seeking behaviors. To achieve this, we conducted semi-
structured interviews ranging between 40 and 60 minutes with five participants who were
purposefully recruited through social media. All participants were Black women based in
the United States who identified as BIPOC and had attended individual psychotherapy
sessions. The qualitative methods employed in this study allowed us to gain detailed and
nuanced insight into the experiences underlying racial disparities in psychotherapeutic
treatment utilization rates, phenomenologically exploring how BIPOC individuals and
communities make sense of mental health. Five superordinate themes were identified.

In the first theme, pray it away, participants felt that their spiritual upbringing was
deeply tied to their cultural heritage. Research shows that both Black and Latino
Americans demonstrate high religious involvement. 75% of Black Americans and 60% of

Latino Americans indicate that religion is very important in their lives (Pew Research
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Center, 2015). Religion exists not only as spiritual support but also as a cultural and
social institution. For example, in Latino communities, religion has been found to
facilitate the preservation of cultural identity and values and establishment of ethnic
communities in the United States (Nguyen, 2020). Thus, it can be argued that spirituality
is closely related to cultural identity, and thus plays a significant role in determining
attitudes towards mental health, as it did for our participants.

Moreover, four of five participants emphasized the fact that, in their communities,
mental illness was considered a spiritual affliction at its core and thus could only be
healed through devotion to higher powers. This was a very frustrating reality for these
participants, because it made mental healthcare and religion feel like a zero-sum game:
the two simply could not co-exist in their homes. Mental health interventions inherently
questioned the absolute powers of God. Seeking help meant questioning the will of what
God intended for someone. This phenomenon has been observed in prior research and
can be described as spiritual bypassing (Motifio et al., 2021). Spiritual bypassing occurs
when individuals use religion dysfunctionally, as a coping mechanism to repress
emotional and psychological distress (Masters, 2010). This is often accompanied by the
magical thinking observed in our findings, that seemingly releases individuals from any
personal responsibility or control over their well-being and instead waits for divine
intervention (Picciotto & Fox, 2017). Furthermore, studies show that Black Americans
frequently report that seeking mental healthcare implies a lack of religious devotion, and
prayer is considered the most culturally accepted method to cope with mental health
struggles (Conner et al., 2010). Other normative beliefs in Black communities reflected in

this study and existing literature include the belief that depression is a crisis of faith and
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BIPOC trust and believe in religion more than healthcare (Campbell & Long, 2014).
There’s a strong emphasis on the concept of “belief” throughout this theme. Participants
repeatedly stated that their families didn’t “believe” in therapy, thus framing
psychotherapy as something “not real” that one shouldn’t put their faith into. Faith should
be directed towards God, in their eyes. Whenever one faces difficult times, the solution is
to “pray it away.” If the issue isn’t solved, one must only pray harder, and never look to
the outside for answers. Thus, the assertion that all can and must be prayed away, rooted
in normative intracommunity beliefs was a primary determinant of treatment-seeking
behavior in BIPOC communities.

In relation to needing to take all your problems to God, in theme 2, participants
expressed feeling deeply isolated and invisible in their struggles. Their community’s
negative attitudes towards mental health meant that they had to struggle in silence.
Because mental illness was considered “not real” in so many cases, individuals were
constantly invalidated and even ignored, despite pleas for help. Another striking aspect of
this theme is how said isolation also extended to their communities as a whole. Narratives
illuminated how mental health was often framed as an "us versus them" issue, with
Western values and medicine being rejected in favor of traditional community support
systems. Normative beliefs about mental illness not being real, or something that only
affects White people, contributed significantly to these feelings of isolation and
avoidance of treatment-seeking. Research has shown that Black Americans often
perceive mental illness as something that isn’t meant to affect them, due to a historic lack
of BIPOC representation in mental health research and practice (Njiwaji, 2012). Thus,

this false notion causes BIPOC to deny or reject the value of mental health treatment
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(Taylor & Kuo, 2019). They described relying on religion, fellow community members,
or substance abuse as coping mechanisms for their mental health struggles, which
effectively isolated them from the outside world. This resistance to external influence,
while partly rooted in cultural preservation, seemed to contribute to the isolation
experienced by our participants.

Access to mental health services emerged as a significant factor contributing to
the isolation experienced by our participants. Extended wait times, a lack of BIPOC
therapists, unfamiliarity with therapy modalities, high costs, and inadequate resources
were reported as major obstacles to receiving the help they needed. The scarcity of
BIPOC therapists compounded these difficulties, leaving many feeling abandoned by a
system that failed to provide culturally competent care. The frustration of searching for a
therapist who could relate to their experiences and the disappointment of encountering
insurmountable barriers created a sense of isolation and desperation even when
individuals were actively seeking help. This profound lack of BIPOC mental healthcare
providers has been shown to negatively impact mental health treatment-seeking (Taylor
& Kuo, 2019).

Furthermore, fear was a central component in determining treatment-seeking
behavior, centering around intracommunity stigmatization and institutional/medical
racism. In the case of the former, people feared being stigmatized, mostly within their
own communities, for being mentally ill or seeking help. People didn’t want to be seen as
“losing their mind” or “crazy.” Thus, being mentally ill came with an abundance of
compounding struggles. Not only did people struggle with their symptoms, but also with

the fear of being stigmatized and ostracized/isolated if they sought help or acknowledged
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struggles as illness. Our sample consisted entirely of Black women, all of which
expressed that no one in their communities had ever sought help. These findings align
with research showing that Black Americans avoid seeking mental health treatment
because they are highly concerned by the stigma associated with doing so (Ward et al.,
2013). Moreover, Black Americans also frequently assert that having anxiety or
depression would be seen as “crazy” in their communities, further stating that
conversations about mental illness are not even acceptable between family members
(Mental Health America, 2023). The participants’ accounts mirrored this reality, showing
how stigma and the fear of stigmatization was ever present when it came to mental health
in BIPOC communities, and this stigma made it incredibly difficult for people to seek
treatment. In fact, in some cases, fear of intracommunity stigmatization was more of a
determinant of help seeking behavior than positive personal attitudes towards mental
health. Thus, individuals who wish to seek treatment must confront countless barriers
including shame a deep fear of being stigmatized by their community and the shame
associated with that. Some participants believed their family members would have sought
help and had better mental health outcomes if they hadn’t been surrounded by stigma.
The participants in this study all expressed being the first and only people in their
families and communities to ever seek treatment, and only doing so when they were
desperate and at a breaking point.

The other side of fear centered around medical racism and distrust. This theme
reflects the long legacy of racism, embedded in healthcare infrastructure, in the US and
other colonized lands in the American continent. One participant spoke of all her female

relatives being “locked up” to insane asylums in Jamaica when they had a mental health
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crisis. Towards the end of the 19'" century, the British empire established asylums in
Jamaica and legalized involuntary commitment and incarceration for the mentally ill
(Hickling & Sorel, 2005). This was arguably experienced as an extension of slavery for
descendants of enslaved Africans. Collis (1972) pointed to the extreme fear and
avoidance that surrounded the issue of mental illness and the Lunatic Asylum in Jamaica.
Thus, the fear of being institutionalized is rooted in very real events in history and has
been inherited through generations. Presently, BIPOC are significantly more likely to be
involuntarily committed to a mental health institution and diagnosed with a psychotic
disorder (Shea et al., 2022). The inherent authority of mental healthcare providers,
especially those who are White, becomes particularly significant when their ability to
involuntarily commit someone to a mental health facility intersects with the societal
privilege and influence of White individuals. In this context, institutionalization can be
seen as a manifestation of structural racism and oppression.

Despite communities being close-knit and interconnected, participants said that
privacy was highly regarded, as an extension of the aforementioned fears. To avoid
bringing shame to oneself and family it was essential to stay quiet about issues pertaining
to mental health. In some ways this could be a reflection of collectivist values that
prioritize intragroup harmony, and thus, to disrupt privacy is to disrupt harmony and
status quo. Privacy was a vital tool in avoiding fears becoming realized, being ostracized,
stigmatized or even, institutionalized.

Tragically, the second leading cause of death among African American youth is
suicide, being twice as likely as their White counterparts (Sheftall, 2023). The two

participants who explicitly talked about seeing suicides in their family and community,
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were also the two participants who said that their community members did not share their
struggles with each other; in other words, they belonged to the most private communities
of the sample. Thus, this might suggest, in line with previous research, that social support
can be a protective factor and can decrease the likelihood of suicide (Kleinman & Liu,
2013). However, communities who did speak to each other, although not in mental health
terms, experienced high rates of addiction and addiction related disease and death and
were not any more likely to seek treatment. Suggesting that fear, particularly of stigma
and mental healthcare, were significant deterrents. Social support can take many different
forms, and only social support that directly addressed mental health issues affected
treatment-seeking in this study. For our participants, that meant having friends who
encouraged them to seek help or being exposed to affirming mental healthcare messaging
on social media platforms.

To mitigate their fears participants all expressed that they had searched for a
BIPOC therapist. They worried that a White therapist wouldn’t be equipped to meet their
needs, including validating their experiences and creating a safe space. When asked about
what they searched for in a therapist, all participants solely spoke of race and ethnicity.
These findings are particularly cogent in the context of our sample’s demographics.
People with stronger ties to Black identity and culture frequently place higher importance
on racial matching (Ward, 2005). Thus, given that our sample consisted of five Black
women who discussed strongly identifying with their Blackness, racial matching,
logically, was a central theme throughout the interviews.

All participants discussed the importance of finding a therapist who mirrored themselves

but did not significantly discuss the quality of their therapists. This aligns with research
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showing that during a first psychotherapy session, Black clients primarily assessed their
therapists’ race, above any other quality or characteristic about them; upon confirming
that their race matched their own, they assessed other characteristics about their providers
(Ward, 2005). Furthermore, many studies show that racial matching in the
psychotherapeutic context is linked to better treatment adherence, outcomes and patient
satisfaction (Flicker et al., 2002; LaVeist & Nuru-Jeter, 2002).

When searching for a therapist, participants first and foremost sought inherent
cultural understanding. They wanted to have a racial match because it would allow for
cultural nuance to go unsaid and unexplained. In other words, they were tired of having
to explain and translate their realities and were scared of being stigmatized by their own
therapist. It was clear to them through experience and anecdote, that the average White
therapist was not nearly culturally competent, and so the way to bypass that issue was to
seek a BIPOC therapist, under the assumption that a person of color would inherently
understand cultural nuance in a way that does not come naturally or easily to a White
therapist. Participants didn’t want to gamble on the cultural competence of a White
therapist, particularly not when they were at a breaking point. Similarly, participants
prioritized shared language, seeking to be understood on a literal level as well. Whether it
was Spanish or AAVE, being able to speak their native language or in a way that was
natural to them was vital. Lastly, perceived hardship was important. Participants believed
that someone who didn’t understand what it meant to struggle or experience hardship
wouldn’t be able to hold space for them. They deeply desired empathy, relatedness and
kinship, above mere sympathy. However, BIPOC therapists are severely

underrepresented, as approximately 83% of the US psychology work force is White
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(Huff, 2021), and thus, participants struggled to find someone who met their needs. This
profound lack of therapists who can provide culturally competent and humble care, and
therapists with whom patients can share cultural, ethnic and linguistic bonds, distrust of
mental health professionals is this way perpetuated in BIPOC communities (Nicolaidis et
al., 2010).

The final theme related to the direct effect of cultural competence on treatment-
seeking behavior. Our findings suggest, in line with previous research (Constantine,
2002), that perceived cultural competence or lack thereof played a primary role in
determining patient satisfaction and future treatment-seeking behaviors. The sentiment
expressed by participants was that therapy is only helpful and useful if your therapist
understands your background. Thus, cultural competence was viewed as crucial to
establishing a successful therapeutic alliance. More specifically, a lack thereof was
believed to be damaging, doing more harm than good. Only a provider who displayed
cultural competence and humility could effectively create the supportive environment,
characteristic of the definition of psychotherapy, that allows for open and nonjudgmental
exchange.

In their experiences with culturally insensitive therapists, participants reported
feeling like their therapeutic relationship mirrored their outside realities, negatively.
These therapists seemingly made no efforts to understand BIPOC patients or become
informed on cultural issues possibly affecting these populations. They felt like their
therapist had never had another BIPOC patient or ever discussed racism, and thus felt
extremely alienated and foreign in a place (therapy) that was supposed to be safe and

made for them. This is a significant finding that underscores the apparent willful
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ignorance often displayed by healthcare providers in Western contexts. It is crucial to
consider the implications of this discovery within the broader context of our study. As we
have observed, BIPOC patients often face numerous hurdles when seeking access to
treatment. Consequently, encountering such ignorance during this process can have long-
lasting and deeply traumatizing effects on people’s perception of mental healthcare and
their future treatment-seeking behaviors.

Prior studies exploring the role of racial matching and multicultural competence
have shown that a majority of BIPOC patients assert that White therapists, in their
experience, have been unable to understand key cultural or racial aspects of their realities,
and have thus avoided tackling issues of race entirely (Chang & Yoon, 2011). In
populations of Black women, data shows that willingness to seek care is actually more
significantly determined by prior experiences with mental healthcare than by stigma
(Ward et al., 2013). These findings suggest that in no way is help seeking solely
determined by intracommunity attitudes, beliefs and experiences, rather negative
experiences with mental healthcare have a profound ripple effect that perpetuates fears
and treatment avoidance in BIPOC populations.

In contrast, cultural competence allowed patients to feel like they could be their
whole selves in this room, without needing to “translate” their realities. Further, it
allowed patients to feel safe and nurtured, like they could finally be seen and understood,
and their struggles mattered. At their core, participants wanted to feel like their therapist
understood them. An effective strategy to meet this need, was self-disclosure. In the case
of BIPOC therapists, it meant having your therapist disclose their own struggles and

similar experiences, to validate those of the client. In the case of White therapists,
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effective self-disclosure meant being self-aware of one’s privilege and taking a strong
stance against racism. Neutrality was to be avoided when discussing racism and
oppression. Culturally incompetent therapists will often deflect questions about their
beliefs and avoid taking a stance. Similarly, “colorblind” approaches also prevent
therapists from understanding the experiences of BIPOC patients and severely minimize
the issue of racism (Neville et al., 2013). This professed neutrality is experienced as
invalidating and serves to reinforce the therapist/patient and White/minority power
dynamic. Understanding this, we might reconsider the aforementioned APA definition of
psychology, that portrayed therapists as “neutral” and witness how the language of the
discipline reflects and upholds archaic Eurocentric standards of practice unsuited for
diverse populations.

Furthermore, research shows that self-disclosing emotional reactions to clients’
racist experiences is a powerful tool in bridging cross-racial therapeutic relationships
(Burkard et al., 2006). Thus, beyond race, shared values were arguably an integral part of
effective cross-racial therapeutic experience. This aligns with Atkinson and Thompson
(1992), who observed that (shared) racial worldviews impacted the therapeutic process
significantly more than race. Participants said that being able to discuss personal
experiences with race and racism, as well as large-scale racist issues, including current
events, positively impacted their satisfaction and treatment outcomes. These findings are
in agreeance with studies showing that concerns about racial and cultural differences are
ameliorated when therapists are compassionate and display willingness to discuss said

differences (Arora et al., 2022). Moreover, open conversations about race and racial
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differences foster feelings of safety and trust and largely contribute to building a strong
therapeutic alliance (Owen et al., 2014).
Implications

There is no singular or monolithic BIPOC reality. Even in this homogenous sample,
participants sought and valued different things in therapy. Some wanted a therapist who
would be more confrontational, some wanted their therapist to be more open to the idea
of medication, and others entirely rejected a therapist’s suggestions that they might need
medication. These experiences represent the multiplicity of BIPOC experiences.
Therapists will never be one size fits all; every person is uniquely multifaceted, and
commonality doesn’t guarantee connection. However, ensuring that all therapists are
equipped to meet the needs of racially diverse clients is the bare minimum. Current
psychotherapeutic disciplines are based on Eurocentric frameworks, and thus, a majority
of therapists are largely unequipped to serve marginalized BIPOC patients. Although
different barriers to accessing treatment are unfortunately common across all racial
demographics, White people in the United States aren’t forced to reckon with the issue of
racism and cultural insensitivity when searching for a therapist, and thus, are more likely
to have the privilege of interviewing therapists to find one that best matches their
personality and understands them as person. In contrast, BIPOC clients have long felt the
need to find a therapist who closely mirrors themselves in order to feel safe; scared of
experiencing dynamics with White therapists that mirror their racist experiences with
White people in society. Given the lack of BIPOC therapists, many clients give up on
their search and either abandon the idea of therapy or have to make it work with a

culturally insensitive therapist that they don’t feel safe with.
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Racial matching should always be an option, and thus educational pipelines must be
amended to increase representation of BIPOC in the psychotherapeutic field. However,
cultural competence should be the baseline of care, not the holy grail. It should be a non-
negotiable part of therapists’ training and quality of care, rather than something
exceptionally committed therapists opt into. This way, when BIPOC clients seek help,
they can focus their energies onto the quality and character of their potential therapists;
choosing a therapist from a place of curiosity rather than protection. Cultural competence
is a journey, a plant that must be regularly watered. There is no single answer to what it
should entail, but the results unequivocally suggest that cultural humility and
commitment to learning are vital.

Limitations and Future Directions

The sample for this study was small and homogenous as is typical for an IPA
study. The methodology does not necessitate data saturation for sampling, and thus, we
acknowledge limited transferability of these results. We do not intend to portray these
findings as universal or objective truths. Instead, these accounts offer insight into
individual experiences with mental health in BIPOC communities. However,
commonalities shown across interviews, reflected in the themes discussed, suggest that
our sample had similar lived experiences, determined by their cultural and ethnic
background. Our findings illustrate a rich and contextual understanding of participants’
experience; however, we do not draw causal relationships and thus, future research might
employ quantitative or mixed-methods with larger samples to investigate the correlation

between the phenomena explored in this study.
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We acknowledge that although reflexivity was practiced throughout this study,
including through the use of a reflective journal, it is inevitable that the researcher’s own
attitudes might have influenced the accounts participants were willing to share. The
researcher’s attitudes might have also impacted data analysis, although member-checking
and peer debriefing sought to mitigate this potential bias. We believe that the researcher
sharing a similar ethnicity with the sample, positively impacted participants’ feelings of
safety and perceived researcher trustworthiness, allowing more in-depth conversation and
proportioning insider perspective throughout data collection and analysis.

Sampling and self-selection bias may have contributed to our sample solely
consisting of Black women, perhaps suggesting that this might be the demographic most
deeply impacted by the phenomena described in this study. Given that all participants
identified as Black women, we cannot know the extent to which these findings may or
may not transfer to other BIPOC populations or even other genders. Future research may
employ a larger and more diverse sample or within other ethnic groups, to provide a more
comprehensive understanding of how intracommunity attitudes and experiences affect
treatment-seeking tendencies, and the degree to which other BIPOC populations feel
misunderstood in the therapeutic context and seek racial matches. Moreover, participants
in this study either had a racial/ethnic match with their therapist or had a White therapist.
We did not collect any data on non-White cross-racial therapeutic pairings; thus, future
research might further explore the cultural competence skills of BIPOC therapists in the
absence of a racial or ethnic match.

Our findings showed that participants struggled to find a BIPOC therapist, despite

living in metropolitan areas in the United States. Participants emphasized the importance
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of having more BIPOC professionals in the mental health field and education, as well as
the importance of community mental healthcare and outreach. Thus, future research
might also investigate the BIPOC educational pipeline and the dearth of BIPOC
professionals in the psychology and psychotherapeutic fields. Perhaps most importantly,
future research should work with patients and therapists to develop a more
comprehensive and evidence-based framework of cultural competence.

In the communities across our sample, it was believed that mental illness was
largely inevitable, due to heredity and the will of higher powers, and thus, not curable by
healthcare professionals. Throughout the study it was implied that therapy was only for
the most severe of mental illnesses. In fact, the participants, who were all the first to seek
therapy in their communities, only did so when they felt they had no other option, facing
severe depression and anxiety. This begs the question of how changing that perception of
mental healthcare would change help-seeking behavior and positively shape generational
dynamics. It was suggested that community mental health initiatives are vital to
familiarizing marginalized communities with mental healthcare professionals.
Diversifying the field and increasing cultural competence, could increase positive
experiences with therapists and patient satisfaction. Consequently, this could have a
ripple effect and allow normative beliefs about therapy and mental health in BIPOC
communities to be slowly shifted, so therapy could begin to be seen as something “for
everyone.” Ultimately, increasing treatment-seeking behavior entails more than seeking
care when one is ill, it also entails utilizing preventative services, addressing the issue

before the symptom.
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Finally, we must emphasize that this study was conducted in the United States,
where mental healthcare is a privilege of the few, and access to resources is profoundly
disparate. This study focused on attitudinal and experiential barriers to treatment-seeking
without delving into other contextual factors such as socioeconomic status, but future
studies might explore this phenomenon in countries with universal healthcare and
measure the extent to which access to resources influences treatment-seeking relative to
the barriers discussed in this study.

Conclusion

This research found that intracommunity attitudes and negative experiences with
mental healthcare profoundly impact treatment-seeking in BIPOC populations. In terms
of attitudinal barriers, lack of treatment-seeking behavior was determined by overreliance
on religion for unhealthy coping, constructs of mental illness characterized by
inevitability, pervasive feelings of isolation, and fear of stigma. With respect to
experiential barriers, treatment avoidance was shaped by transgenerational trauma and
fear of structural racism in healthcare, the inability to find a BIPOC provider, and lastly,
adverse encounters with culturally insensitive therapists, which in turn perpetuated
negative intracommunity attitudes. These findings emphasize the urgency of diversifying
the field, as well as crafting and implementing cultural competence interventions to
improve psychotherapeutic utilization rates and, consequently, mental health outcomes in

BIPOC communities.

60



References
Acevedo-Garcia, D., Osypuk, T. L., McArdle, N., & Williams, D. R. (2008). Toward a
policy-relevant analysis of geographic and racial/ethnic disparities in child
health. Health Affairs (Project Hope), 27(2), 321-333.

https://doi.org/10.1377/hlthaff.27.2.321

American Psychological Association. (2021). Demographics of U.S. Psychology
Workforce [Interactive data tool]. Retrieved [16 February 2023],

from https://www.apa.org/workforce/data-tools/demographics

American Psychological Association. (2022). Psychotherapy. APA Dictionary of
Psychology. https://www.apa.org/topics/psychotherapy
American Public Health Association. (2021). Racism as a Public Health Crisis. Available

online at: https://www.apha.org/topics-and-issues/health-equity/racism-and-

health/racism-declarations (accessed February 16, 2023).

Anfara, V.A., Brown, K.M., & Mangione, T.L. (2002). Qualitative analysis on stage:
Making the research process more public. Educational Researcher, 31, 28-38.

https://doi.org/10.3102/0013189X031007028

Arday, J. (2018). Understanding mental health: What are the issues for Black and ethnic
minority students at University? Social Sciences, 7(10),
196; https://doi.org/10.3390/socsci7100196

Arora, S., Gonzalez, K. A., Abreu, R. L., & Gloster, C. (2022). “Therapy can be
restorative, but can also be really harmful”: Therapy experiences of QTBIPOC

clients. Psychotherapy, 59(4), 498-510. https://doi.org/10.1037/pst0000443

61



Atkinson, D. R., & Thompson, C. E. (1992). Racial, ethnic, and cultural variables in
counseling. In S. D. Brown & R. W. Lent (Eds.), Handbook of Counseling
Psychology (2™ ed., pp. 349-382). New York: Wiley.

Blumer, H. (1999) “What is wrong with social theory?”, in A. Bryman and R. G. Burgess
(eds) Qualitative Research, 1,25-33. London: Sage . (Orig. published 1954.)

Bonilla-Silva, E. (1997). Rethinking racism: Toward a structural interpretation. American

Sociological Review, 62(3), 465—480. https://doi.org/10.2307/2657316

Burkard, A.W., Johnson, A.J., Madson, M.B., Pruitt, N., Contreras-Tadych, D.A.,
Kozlowski, J.M., Hess, S.A., & Knox, S. (2006). Supervisor cultural
responsiveness and unresponsiveness in cross-cultural supervision. Journal of
Counseling Psychology, 53, 288-301.

Buser, J. K. (2009) Treatment-seeking disparity between African Americans and Whites:
Attitudes toward treatment, coping resources, and racism. Journal of
Multicultural Counseling and Development. 37(2), 94—104.
https://doi.org/10.1002/5.2161-1912.2009.tb00094.x

Cabral, R. R., & Smith, T. B. (2011). Racial/ethnic matching of clients and therapists in
mental health services: A meta-analytic review of preferences, perceptions, and
outcomes. Journal of Counseling Psychology, 58(4), 537-554.

https://doi.org/10.1037/a0025266

Campbell, R. D., & Long, L. A. (2014). Culture as a social determinant of mental and
behavioral health: A look at culturally shaped beliefs and their impact on help-
seeking behaviors and service use patterns of Black Americans with depression.

Best Practices in Mental Health, 10, 48—62.

62



Carnevale, F. A. (2002). Authentic qualitative research and the quest for methodological
rigour. Canadian Journal of Nursing Research, 34(2), 121-128.

Carpenter-Song, E., Chu, E., Drake, R. E., Ritsema, M., Smith, B., & Alverson, H.
(2010). Ethno-cultural variations in the experience and meaning of mental illness
and treatment: implications for access and utilization. Transcultural

Psychiatry, 47(2), 224-251. https://doi.org/10.1177/1363461510368906

Cénat J. M. (2022). Complex racial trauma: Evidence, theory, assessment, and
treatment. Perspectives on Psychological Science, 17456916221120428. Advance

online publication. https://doi.org/10.1177/17456916221120428

Centers for Disease Control and Prevention. (2013). CDC health disparities and
inequalities report. Morbidity and Mortality Weekly Report, 62(suppl 3), pp. 1—
187

Chang, D. F., & Yoon, P. (2011). Ethnic minority clients' perceptions of the significance
of race in cross-racial therapy relationships. Psychotherapy Research: Journal of
the Society for Psychotherapy Research, 21(5), 567-582.
https://doi.org/10.1080/10503307.2011.592549

Chappell, N., Funk, L., & Allan, D. (2006). Defining community boundaries in health
promotion research. American Journal of Health Promotion, 21(2), 119-126.

https://doi.org/10.4278/0890-1171-21.2.119

Collis, R. (1972). Attitude research in Jamaica: A preliminary report. Newsletter of the
Jamaica Association for Mental Health, 29, 3—4.
Conner, K. O., Copeland, V. C., Grote, N. K., Rosen, D., Albert, S., McMurray, M. L., ..

. Koeske, G. (2010). Barriers to treatment and culturally endorsed coping

63



strategies among depressed African-American older adults. Aging & Mental
Health, 14, 971-983. http://dx.doi.org/10.1080/13607863 .2010.501061

Conner, K. O., Koeske, G., & Brown, C. (2009). Racial differences in attitudes toward
professional mental health treatment: The mediating effect of stigma. Journal of
Gerontological Social Work, 52(7), 695-712.

https://doi.org/10.1080/01634370902914372

Conroy, D., & de Visser, R. (2015). The importance of authenticity for student non-
drinkers: An interpretative phenomenological analysis. Journal of Health
Psychology, 20(11), 1483-1493.

Constantine, M. G. (2002). Predictors of satisfaction with counseling: Racial and ethnic
minority clients' attitudes toward counseling and ratings of their counselors'
general and multicultural counseling competence. Journal of Counseling
Psychology, 49(2), 255-263. https://doi.org/10.1037/0022-0167.49.2.255

Constantine, M. G., Miville, M. L., & Kindaichi, M. M. (2008). Multicultural
competence in counseling psychology practice and training. In S. D. Brown & R.
W. Lent (Eds.), Handbook of counseling psychology (pp. 141-158). John Wiley &
Sons, Inc..

Cooper, L. A., Roter, D. L., Carson, K. A., Beach, M. C., Sabin, J. A., Greenwald, A. G.,
& Inui, T. S. (2012). The associations of clinicians' implicit attitudes about race
with medical visit communication and patient ratings of interpersonal
care. American Journal of Public Health, 102(5), 979-987.

https://doi.org/10.2105/AJPH.2011.300558

64



Creswell, J. W. (2003). Research design: Qualitative, quantitative and mixed methods
approaches. Thousand Oaks, CA: Sage Publications.

Creswell, J. W. (2013). Qualitative inquiry and research design choosing among five
approaches. Thousand Oaks, CA: Sage Publications.

Dowrick, C., Gask, L., Edwards, S., Aseem, S., Bower, P., Burroughs, H., Catlin, A.,
Chew-Graham, C., Clarke, P., Gabbay, M., Gowers, S., Hibbert, D., Kovandzic,
M., Lamb, J., Lovell, K., Rogers, A., Lloyd-Williams, M., Waheed, W., & AMP
Group (2009). Researching the mental health needs of hard-to-reach groups:
Managing multiple sources of evidence. BMC Health Services Research, 9, 226.
https://doi.org/10.1186/1472-6963-9-226

Evans I. M. (2013). How and why people change: Foundations of psychological
therapy. New York: Oxford University Press.

Flicker, S. M., Waldron, H. B., Turner, C. W., Brody, J. L., & Hops, H. (2008). Ethnic
matching and treatment outcome with Hispanic and Anglo substance-abusing
adolescents in family therapy. Journal of Family Psychology (Division 43), 22(3),
439-447. https://doi.org/10.1037/0893-3200.22.3.439

Flyvbjerg, B. (2001). Making social science matter: Why social inquiry fails and how it
can succeed again, trans. S. Sampson. Cambridge: Cambridge University Press.

Fox, A. B., Earnshaw, V. A, Taverna, E. C., & Vogt, D. (2018). Conceptualizing and
measuring mental illness stigma: The mental illness stigma framework and critical
review of measures. Stigma and Health, 3(4), 348-376.

https://doi.org/10.1037/sah0000104

65



Frechette, J., Bitzas, V., Aubry, M., Kilpatrick, K. & Lavoie-Tremblay, M. (2020).
Capturing lived experience: Methodological considerations for interpretive
phenomenological inquiry. International Journal of Qualitative Methods, SAGE

Publications, 19(1), 1-12 https://doi.org/10.1177/1609406920907254

Freire, P. (2000). Pedagogy of the oppressed (30th anniversary ed.). New York, NY:
Continuum.

Gadamer, H. G. (2008). Philosophical hermeneutics (Linge D. E., Trans.). University of
California Press.

Gelaye, B., Foster, S., Bhasin, M., Tawakol, A., & Fricchione, G. (2020). SARS-CoV-2
morbidity and mortality in racial/ethnic minority populations: A window into the
stress related inflammatory basis of health disparities? Brain, Behavior, &
Immunity - Health, 9, 100158. https://doi.org/10.1016/j.bbih.2020.100158

Ginther, D. K., Schaffer, W. T., Schnell, J., Masimore, B., Liu, F., Haak, L. L., &
Kington, R. (2011). Race, ethnicity, and NIH research

awards. Science, 333(6045), 1015—-1019. https://doi.org/10.1126/science.1196783

Giorgi, A. (2008). Concerning a Serious Misunderstanding of the Essence of the
Phenomenological Method in Psychology, Journal of Phenomenological
Psychology, 39, 33-58

Green, A. R., Carney, D. R., Pallin, D. J., Ngo, L. H., Raymond, K. L., Iezzoni, L. [., &
Banaji, M. R. (2007). Implicit bias among physicians and its prediction of
thrombolysis decisions for Black and White patients. Journal of General Internal

Medicine, 22(9), 1231-1238. https://doi.org/10.1007/s11606-007-0258-5

66



Griner, D., & Smith, T. B. (2006). Culturally adapted mental health intervention: A meta-
analytic review. Psychotherapy, 43(4), 531-548. https://doi.org/10.1037/0033-
3204.43.4.531

Gureje, O., Lewis-Fernandez, R., Hall, B.J., & Reed, G.M. (2020) Cultural considerations
in the classification of mental disorders: Why and how in ICD-11. BMC Med 18,

25. https://doi.org/10.1186/s12916-020-1493-4

Hamed, S., Bradby, H., Ahlberg, B. M., & Thapar-Bjorkert, S. (2022). Racism in
healthcare: A scoping review. BMC Public Health, 22(1), 988.
https://doi.org/10.1186/s12889-022-13122-y

Heidegger, M. (1962). Being and time. Blackwell Publishing.

Henrich, J., Heine, S. & Norenzayan, A. (2010). Most people are not

WEIRD. Nature 466, 29. https://doi.org/10.1038/466029a

Hickling, F. W. & Sorel, E. (eds) (2005) Images of Psychiatry — the Caribbean.
Department of Community Health and Psychiatry, University of the West Indies
Mona, and World Psychiatric Association.

Hoffman, K. M., Trawalter, S., Axt, J. R., & Oliver, M. N. (2016). Racial bias in pain
assessment and treatment recommendations, and false beliefs about biological
differences between Blacks and Whites. Proceedings of the National Academy of
Sciences of the United States of America, 113(16), 4296—4301.

https://doi.org/10.1073/pnas.1516047113

Huff, C. (2021, October 1). Psychology’s diversity problem. Monitor on
Psychology, 52(7). https://www.apa.org/monitor/2021/10/feature-diversity-

problem

67



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

https://doi.org/10.1111/5.1365-2524.2004.00506.x

Klonoff, E. A., Landrine, H., & Ullman, J. B. (1999). Racial discrimination and
psychiatric symptoms among Blacks. Cultural Diversity and Ethnic Minority
Psychology, 5(4), 329-339. https://doi.org/10.1037/1099-9809.5.4.329

Kutchins, H., & Kirk, S. A. (1999). The enduring legacy of racism in the diagnosis of
mental disorders. In H. Kutchins & S. A. Kirk (Eds.). Making us crazy: DSM —
the psychiatric bible and the creation of mental disorders. New York: Free Press.

Laveist, T. A., & Nuru-Jeter, A. (2002). Is doctor-patient race concordance associated
with greater satisfaction with care? Journal of Health and Social Behavior, 43(3),
296-306.

Lim, E., Gandhi, K., Davis, J., & Chen, J. J. (2018). Prevalence of chronic conditions and
multimorbidities in a geographically defined geriatric population with diverse
races and ethnicities. Journal of Aging and Health, 30(3), 421-444.
https://doi.org/10.1177/0898264316680903

Lu, W., Todhunter-Reid, A., Mitsdarffer, M. L., Mufioz-Laboy, M., Yoon, A. S., & Xu,
L. (2021). Barriers and facilitators for mental health service use among
racial/ethnic minority adolescents: A systematic review of literature. Frontiers in

Public Health, 9. https://doi.org/10.3389/fpubh.2021.641605

Mariotti, A. (2015). The effects of chronic stress on health: New insights into the
molecular mechanisms of brain-body communication. Future Science OA, 1(3),

FSO23. https://doi.org/10.4155/fs0.15.21

68



Martin, K. D., Roter, D. L., Beach, M. C., Carson, K. A., & Cooper, L. A. (2013).
Physician communication behaviors and trust among Black and White patients
with hypertension. Medical Care, 51(2), 151-157.

https://doi.org/10.1097/MLR.0b013e31827632a2

Masters, R. (2010). Spiritual Bypassing: When spirituality disconnects us from what
really matters. Berkeley, CA: North Atlantic Books.

Mays, V.M., Cochran, S.D., & Barnes, N.W. (2007). Race, race-based discrimination,
and health outcomes among African Americans. Annual Review of Psychology,

58, 201-225. https://doi.org/10.1146/annurev.psych.57.102904.190212

Mays, N., & Pope, C. (2000). Qualitative research in health care: Assessing quality in
qualitative research. BMJ (Clinical research ed.), 320(7226), 50-52.

https://doi.org/10.1136/bmj.320.7226.50

McGuire, T. G., & Miranda, J. (2008). New evidence regarding racial and ethnic
disparities in mental health: policy implications. Health Affairs (Project
Hope), 27(2), 393—403. https://doi.org/10.1377/hlthaff.27.2.393

Memon, A., Taylor, K., Mohebati, L. M., Sundin, J., Cooper, M., Scanlon, T., & de
Visser, R. (2016). Perceived barriers to accessing mental health services among
Black and minority ethnic (BME) communities: A qualitative study in Southeast

England. BMJ Open, 6(11), e012337. https://doi.org/10.1136/bmjopen-2016-

012337

Mental Health America. (2023) Black and African American communities and Mental
Health. https://www.mhanational.org/issues/Black-and-african-american-

communities-and-mental-health

69



Merriam, S. B., Johnson-Bailey, J., Lee, M. Y., Lee, Y., Ntseane, G., & Muhamed, M.
(2001). Power and positionality: Negotiating insider/outsider status within and
across cultures. International Journal of Lifelong Education, 20(5), 405-416.

Motifio, A., Saiz, J., Sdnchez-Iglesias, 1., Salazar, M., Barsotti, T. J., Goldsby, T. L.,
Chopra, D., & Mills, P. J. (2021). Cross-cultural analysis of spiritual bypass: A
comparison between Spain and Honduras. Frontiers in Psychology, 12, 658739.
https://doi.org/10.3389/fpsyg.2021.658739

Motta, V., & Larkin, M. (2023). Absence of other and disruption of self: An
interpretative phenomenological analysis of the meaning of loneliness in the
context of life in a religious community. Phenomenology and the Cognitive
Sciences, 22, 55-80. https://doi.org/10.1007/s11097-022-09832-8

Nair, L., & Adetayo, O. A. (2019). Cultural competence and ethnic diversity in
healthcare. Plastic and Reconstructive Surgery. Global Open, 7(5), €2219.
https://doi.org/10.1097/GOX.0000000000002219

Neighbors, H.W., Trierweiler, S.J., Ford, B.C., & Muroff, J.R. (2003). Racial differences
in DSM diagnosis using a semi-structured instrument: The importance of clinical
judgment in the diagnosis of African Americans. Journal of Health and Social
Behavior, 44(3), 237-256.

Nelson, C. A. (2006). Of eggshells and thin-skulls: A consideration of racism-related

mental illness impacting Black women. International Journal of Law and

Psychiatry, 29(2), 112—136. https://doi.org/10.1016/}.ij1p.2004.03.012
Neville, H. A., Awad, G. H., Brooks, J. E., Flores, M. P., & Bluemel, J. (2013). Color-

blind racial ideology: Theory, training, and measurement implications in

70



psychology. The American Psychologist, 68(6), 455—466.
https://doi.org/10.1037/a0033282

Nguyen A. W. (2020). Religion and mental health in racial and ethnic minority
populations: A review of the literature. Innovation in Aging, 4(5).

https://doi.org/10.1093/geroni/igaa035

Nicolaidis, C., Timmons, V., Thomas, M. J., Waters, A. S., Wahab, S., Mejia, A., &
Mitchell, S. R. (2010). "You don't go tell White people nothing": African
American women's perspectives on the influence of violence and race on
depression and depression care. American Journal of Public Health, 100(8),
1470-1476. https://doi.org/10.2105/AJPH.2009.161950

Njiwaji, M. (2012). Exploring help-seeking by “problem gamblers,” family and
community members in African Nova Scotian communities (Unpublished doctoral
dissertation). Dalhousie University, Halifax, Nova Scotia, Canada.

Noon, E. J. (2018). Interpretative phenomenological analysis: An appropriate
methodology for educational research? Journal of Perspective in Applied
Academic Practice, 6(1), 75-83.

Office of the Surgeon General (US), Center for Mental Health Services (US), & National
Institute of Mental Health (US). (2001). Mental health: Culture, race, and
ethnicity: A supplement to mental health: A report of the Surgeon General.
Substance Abuse and Mental Health Services Administration (US).

Owen, J., Tao, K. W., Imel, Z. E., Wampold, B. E., & Rodolfa, E. (2014). Addressing
racial and ethnic microaggressions in therapy. Professional Psychology: Research

and Practice, 45(4), 283-290. https://doi.org/10.1037/a0037420

71



Paradies, Y.C. (2006) Defining, conceptualizing and characterizing racism in health
research. Critical Public Health, 16(2), 143-

157. https://doi.org/10.1080/09581590600828881

Paradies, Y., Ben, J., Denson, N., Elias, A., Priest, N., Pieterse, A., Gupta, A., Kelaher,
M., & Gee, G. (2015). Racism as a determinant of health: A systematic review
and meta-Analysis. PloS one, 10(9), e0138511.
https://doi.org/10.1371/journal.pone.0138511

Pascoe, E. A., & Smart-Richman, L. (2009). Perceived discrimination and health: A
meta-analytic review. Psychological Bulletin, 135(4), 531-554.

Pew Research Center (2015). America’s changing religious landscape

https://www.pewforum.org/2015/05/12/americas-changing-religious-landscape/

Picciotto G., & Fox J. (2017). Exploring experts’ perspectives on spiritual bypass: A
conventional content analysis. Pastoral Psychology 67 65-84. 10.1007/s11089-
017-0796-7

Pietkiewicz, I. & Smith, J.A. (2014) A practical guide to using interpretative
phenomenological analysis in qualitative research psychology. Psychological
Journal, 20, 7-14.

Phelan, J., & Link, B.G. (2015). Is racism a fundamental cause of inequalities in
health. Review of Sociology, 41, 311-330.

Reid, K., Flowers, P. & Larkin, M. (2005). Exploring the lived experience. The Psychologist,

18, 20-23.

72



Rice, A. N., & Harris, S. C. (2021). Issues of cultural competence in mental health
care. Journal of the American Pharmacists Association, 61(1), 65—68.
https://doi.org/10.1016/j.japh.2020.10.015

Roberts, J., Dickinson, K., Hendricks, M., & Jennings, V. (2022). “I can’t breathe”:
Examining the legacy of American racism on determinants of health and the

ongoing pursuit of environmental justice. Current Environmental Health Reports

9, 211-227. https://doi.org/10.1007/s40572-022-00343-x

Roberts, S. O., Bareket-Shavit, C., Dollins, F. A., Goldie, P. D., & Mortenson, E. (2020).
Racial inequality in psychological research: Trends of the past and
recommendations for the future. Perspectives on Psychological Science, 15(6),

1295-1309. https://doi.org/10.1177/1745691620927709

Sawyer, P. J., Major, B., Casad, B. J., Townsend, S. S., & Mendes, W. B. (2012).
Discrimination and the stress response: Psychological and physiological
consequences of anticipating prejudice in interethnic interactions. American
Journal of Public Health, 102(5), 1020—1026.
https://doi.org/10.2105/AJPH.2011.300620

Schwartz, R. C., & Blankenship, D. M. (2014). Racial disparities in psychotic disorder
diagnosis: A review of empirical literature. World Journal of Psychiatry, 4(4),

133—140. https://doi.org/10.5498/wip.v4.i4.133

Schwartz, S. J., Weisskirch, R. S., Hurley, E. A., Zamboanga, B. L., Park, L. J. K., Kim,
S. Y., Umaia-Taylor, A., Castillo, L. G., Brown, E., & Greene, A. D. (2010).

Communalism, familism, and filial piety: Are they birds of a collectivist

73



feather? Cultural Diversity & Ethnic Minority Psychology, 16(4), 548-560.

https://doi.org/10.1037/a0021370

Shaw, R. L. (2001) Why use interpretative phenomenological analysis in health
psychology? Health Psychology Update, 10(4), 48-52.

Shea, T., Dotson, S., Tyree, G., Ogbu-Nwobodo, L., Beck, S., & Shtasel, D. (2022).
Racial and Ethnic Inequities in Inpatient Psychiatric Civil
Commitment. Psychiatric Services (Washington, D.C.), 73(12), 1322—-1329.
https://doi.org/10.1176/appi.ps.202100342

Sheftall, A. H. (2023, April 11). The tragedy of Black youth suicide. Association of
American Medical Colleges. https://www.aamc.org/news/tragedy-Black-youth-
suicide

Smith, J. A. (1996). Beyond the divide between cognition and discourse: Using
interpretative phenomenological analysis in health psychology. Psychology and
Health, 11(2),261-271.

Smith, J. A., Flowers, P., & Larkin, M. (2009). Interpretative Phenomenological
Analysis: Theory, method and research, London: Sage.

Smith, J. A., Jarman, M. & Osborn, M. (1999) Doing interpretative phenomenological
analysis. In M. Murray & K. Chamberlain (Eds.) Qualitative Health Psychology.
Sage

Strong, S. R., & Matross, R. P. (1973). Change processes in counseling and

psychotherapy. Journal of Counseling Psychology, 20, 25-37. 10.1037/h0034055

74



Sue, S., Zane, N., & Young, K. (1994). Research on psychotherapy with culturally
diverse populations. In A. E. Bergin & S. L. Garfield (Eds.), Handbook of
psychotherapy and behavior change (pp. 783-817). John Wiley & Sons.

Sue, D. W., Capodilupo, C. M., Torino, G. C., Bucceri, J. M., Holder, A. M., Nadal, K.
L., & Esquilin, M. (2007). Racial microaggressions in everyday life: Implications
for clinical practice. The American Psychologist, 62(4), 271-286.

https://doi.org/10.1037/0003-066X.62.4.271

Suite, D. H., La Bril, R., Primm, A., & Harrison-Ross, P. (2007). Beyond misdiagnosis,
misunderstanding and mistrust: relevance of the historical perspective in the
medical and mental health treatment of people of color. Journal of the National
Medical Association, 99(8), 879—885.

Polifroni, E. C., & Welch, M. (1999). Perspectives on Philosophy of Science in Nursing:
An Historical and Contemporary Anthology. Philadelphia: Lippincott, Williams &
Wilkins.

Taylor, R. E., & Kuo, B. C. H. (2019). Black American psychological help-seeking
intention: An integrated literature review with recommendations for clinical
practice. Journal of Psychotherapy Integration, 29(4), 325—

337. https://doi.org/10.1037/int0000131

Traylor, A. H., Schmittdiel, J.A., Uratsu, C. S., Mangione, C. M., & Subramanian, U.
(2010). Adherence to cardiovascular disease medications: Does patient-provider
race/ethnicity and language concordance matter? Journal of General Internal

Medicine, 25,1172-1177.

75



UK Department of Health and Social Care (2019). Independent review of the mental
health act 1983: Supporting documents. DHSC.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attac

hment data/file/778898/Independent Review_of the Mental Health Act 1983

-_supporting_documents.pdf

Ward, E. C. (2005). Keeping it real: A grounded theory study of African American
clients engaging in counseling at a community mental health agency. Journal of
Counseling Psychology, 52(4), 471-481. https://doi.org/10.1037/0022-
0167.52.4.471

Ward, E. C., Wiltshire, J. C., Detry, M. A., & Brown, R. L. (2013). African American
men and women’s attitude toward mental illness, perceptions of stigma, and
preferred coping behaviors. Nursing Research, 63(3), 185-194.
from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4279858/

Weinrach, S.G., & Thomas, K. R. (2002) A critical analysis of the multicultural
counseling competencies: Implications for the practice of mental health
counseling. Journal of Mental Health Counseling, 24(1), 20-35

Wilcox, M. M. (2022). Oppression is not "culture": The need to center systemic and
structural determinants to address anti-Black racism and racial trauma in
psychotherapy. Psychotherapy. Advanced online publication.
https://doi.org/10.1037/pst0000446

Williams D. R. (2012). Miles to go before we sleep: Racial inequities in health. Journal
of Health and Social Behavior, 53(3), 279-295.

https://doi.org/10.1177/0022146512455804

76



Williams D. R. (2018). Stress and the mental health of populations of color: Advancing
our understanding of race-related stressors. Journal of Health and Social

Behavior, 59(4), 466—485. https://doi.org/10.1177/0022146518814251

Williams D.R., Lawrence J.A., Davis B.A. (2019). Racism and health: Evidence and
needed research. Annual Review of Public Health.
https://doi.org/10.1146/annurev-publhealth-040218-043750.

Williams, D.R., & Mohammed, S.A. (2009). Discrimination and racial disparities in
health: Evidence and needed research. Journal of Behavioral Medicine, 32, 20—
47.

Wood, N., & Patel, N. (2017). On addressing ‘Whiteness’ during clinical psychology
training. South African Journal of Psychology, 47(3), 280-291.

Wood, N., & Patel, N. (2019). Special issue: Racism during training in clinical
psychology. Clinical Psychology Forum, 323, 1-52.

World Health Organization. Division of Health Promotion, Education, and
Communication. (1998). Health promotion glossary. World Health

Organization. https://apps.who.int/iris/handle/10665/64546

Yardley, L. (2000). Dilemmas in qualitative health research. Psychology and
health, 15(2), 215-228.

Ziguras, S., Klimidis, S., Lewis, J., & Stuart, G. (2003). Ethnic matching of clients and
clinicians and use of mental health services by ethnic minority clients. Psychiatric

Services, 54(4), 535-541. https://doi.org/10.1176/appi.ps.54.4.535

77



Appendix A Interview Guide
1- Introduction questions to establish rapport and gather contextual information:

a. Where are you from? Tell me a little about your family background. To
what extent, if at all, does culture and ethnicity play a large role in your
personal identity? How?

2- Questions about intracommunity attitudes toward mental illness and therapy:
a. What were the perceptions of mental illness in your family/community?
(Provide definition of community)
i. While growing up, what were the narratives surrounding it?
(Seeking to evaluate to what extent these were dictated by negative
lived experiences, intracommunity scripts and transgenerational
trauma, mistrust towards healthcare providers, cultural values)
b. What are your personal feelings towards mental illness? To what extent
do you think therapy is a good/helpful tool for mental health?

c. Have you ever struggled with mental health, and if so, did you feel
comfortable asking for help?

d. While growing up, did the people around you ever seek help for mental
health issues?

i. If not, which was the preferred coping method?

it. If'so, what was their attitude or what did you notice about what
they said or how they responded to their experiences with mental
health services?

3- Questions about therapeutic experiences:
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e.

Tell me a bit about your experience in therapy. What were some of the
shining moments? What were some of the disappointments? How long did
the therapeutic relationship last? To what extent do you think therapy is a
helpful tool for mental health?
Was your therapist a person of color? Did you purposefully seek out a
BIPOC therapist? If so, why? To what extent did their ethnicity play a role
in your experience, if at all?
To what extent did your therapist understand and hold space for your
experiences specific to being a BIPOC, if at all?
Tell me about your therapist’s shortcomings. What are some specific ways
that they were/came across as culturally or racially insensitive? (Lack of
education/exposure, microaggressions, overt prejudice...)
1. Do you feel that if your therapist had been more informed
about other cultural backgrounds your experience would
have been different? How so? How would that have made a
difference?
What difference, if any, did your therapist’s ethnicity/identity make in your

overall mental health outcomes?

4- Closing questions

a.

What do you think played the largest role in shaping your attitudes toward
mental health? What about your community’s attitudes?
In what ways could your therapist have better met your needs? How can

therapists be better equipped to better treat BIPOC patients? What needs
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to change so that other people don’t have experiences like yours in

therapy?

To what extent has your attitude towards mental health and therapy
shifted due to your experience in therapy? In what ways? Is it more

positive or negative now?

Would more positive experiences in therapy lead to widespread change in

attitudes toward therapy in your community? How?

Do you have any other thoughts you have about (RQ) that I haven'’t asked

that are important for me to know?
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Appendix B Informed Consent

TITLE OF STUDY: A Phenomenological Exploration of Intracommunity Attitudinal and
Experiential Barriers to the Utilization of Psychotherapeutic Services in BIPOC
Populations

INVESTIGATOR(S): Katherine M. Hertlein, Jade B. Turner For questions or concerns
about the study, you may contact Jade Turner at turnejl14@unlv.nevada.edu. For
questions regarding the rights of research subjects, any complaints or comments
regarding the manner in which the study is being conducted, contact the UNLV Office of
Research Integrity — Human Subjects at 702-895-2794, toll free at 888-581-2794 or via
email at IRB@unlv.edu.

Purpose of the Study

You are invited to participate in a research study. The purpose of this study is to explore
the role of attitudes, perceptions, and experiences on mental health treatment-seeking
tendencies in BIPOC communities.

Participants

You are being asked to participate in the study because you fit the following criteria: You
are over the age of 18, identify as Black, Indigenous or other Person of Color (BIPOC),
and have participated in at least one session of individual counseling/therapy.

Procedures

If you volunteer to participate in this study, you will be asked to do the following: answer
some interview questions about your attitudes towards mental illness and experiences in
psychotherapy. The interview is estimated to last no more than 60 minutes. The interview
will be conducted over WebEx and will be audio-recorded, though participants may also
choose to have the video on during the interview. In addition, you will be asked to
complete a brief demographic survey prior to beginning the interview, which will take no
longer that 5 minutes. Therefore, the total participation time is no more than 65 minutes.

Benefits of Participation

There may not be direct benefits to you as a participant in this study. However, we hope
to gain insight into how attitudes and experiences in psychotherapy shape mental
healthcare seeking tendencies in BIPOC populations.

Risks of Participation

There are risks involved in all research studies. This study may include only minimal
risks. It is not likely that any harm will occur. If it does occur, it will likely be minimal
and can be reversible through reframing some of the conversation or allowing the
participant to terminate the interview at no consequence.

Cost /Compensation
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There is no financial cost to you to participate in this study. You will not be compensated
for your time.

Confidentiality

All information gathered in this study will be kept as confidential as possible. No
reference will be made in written or oral materials that could link you to this study. Audio
recordings will be immediately transcribed and deleted. Participants will be assigned
pseudonyms and all identifying information will be removed from the report. Transcripts
will be stored in a password protected UNLV online storage drive for 10 years after
completion of the study. After the storage time the information gathered will be deleted.

Voluntary Participation

Your participation in this study is voluntary. You may refuse to participate in this study
or in any part of this study. You may withdraw at any time without prejudice to your
relations with UNLV. You are encouraged to ask questions about this study at the
beginning or any time during the research study.

Participant Consent: I have read the above information and agree to participate in this

study. I have been able to ask questions about the research study. I am at least 18 years of
age. A copy of this form has been given to me.
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Appendix C Recruitment Flyer

PARTICIPANTS NEEDED FOR
RESEARCH STUDY

Eligibility criteria
Participants must:
» Be over the age of 18
» Identify as Black,
Indigenous, or other Person
of Color (BIPOC])
» Have participated in at

Purpose:

This study aims to explore the
role of attitudes, perceptions,
and experiences on
psychotherapeutic treatment-
seeking tendencies in BIPOC

lations.
popuiations least one session of
individual psychotherapy
Procedure:
Study will consist of a short Contact Info

demographic survey and an
grap Y If you meet the criteria and are

interested in participating,
please contact:
Jade Turner

» turnejldeunlv.nevada.edu

interview conducted over
WebEx with audio recordings.
Total time commitment: Approx

Th.
All participant data will be

anonymized.

UNWERSITY OF HEVADS, LAS VEGAS
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