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Abstract
Research on Black boys and young men in the UK has been limited. At 11,
Black and White boys have the same chance of being diagnosed with a mental
health disorder, but when they reach adulthood, Black men are many times
more likely to have severe mental health disorders. Therefore, this study was
interested in what happens during adolescence, whether they are referred to
mental health services, and, if so, what it is like working with them. This study
completed an audit to understand the representation of Black adolescent boys
(BABs) aged 11-15 in referrals to an inner-city Child and Adolescent Mental
Health Service (CAMHS) in 2019. Semi-structured interviews were conducted
thereafter with four CAMHS clinicians to understand their experience working
with this patient group. Using local population data, the audit found that BABs
were underrepresented in referrals to CAMHS. CAMHS received more than
expected referrals for adolescent boys who identified as ‘White’, Mixed’, and
‘Other’. These results are limited due to the lack of specific data on ethnicity for
adolescents 11-15. However, these results indicated discrepancies in referrals
to CAMHS based on ethnicity. Interviews analysed using a Reflective Thematic
Analysis method highlighted the need for professionals to be curious about the
behaviours of BABs to understand their needs and for intersectionality to be
part of clinical thinking and practice. The findings highlight the importance of
supervision for clinicians to reflect on their unconscious biases and the
significance of working flexibly within one’s therapeutic frame when working

with differences. Building trust was found necessary when working with BABs



and their families to increase engagement and accessibility. The study
recommends areas for further research and highlights the responsibility of

services to BABs and their families and the community.
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Are adolescent boys from
African and Caribbean heritage underrepresented in CAMHS referrals,

and what are clinicians' experiences working with this group?

Introduction

Black, Asian, and Minority Ethnic (BAME) groups are documented to face
inequalities when it comes to their experiences with mental health services
(Fernando, 2017). They are often overrepresented or disproportionately
diagnosed with certain mental health conditions and are less likely to access and
utilise mental health services (Bignall, Jeraj, Helsby & Butt, 2019). Research that
has been carried out to understand the barriers that the BAME community face
highlights discrimination in relation to the stigmas associated with mental illness,
the insensitivities towards BAME service users’ needs, and the impact of
imbalances of power and authority between providers and service users (Chui et
al., 2021; Ayo, Morley & Steven, 2020; Memon et al., 2016; Broussard,

Goulding, Talley & Compton, 2012).

However, the available literature on ethnic minority groups and mental health

offers limited insight into any specific ethnic minority group, as the research tends



to group all under the BAME acronym or not focus on the intersectionality of
participants. Intersectionality is a term that helps to understand how aspects of a
person’s identity shape and influence their experiences with the world and how
this impacts how they interact with others (Crenshaw, 1989). For example, in the
current study, three different aspects of identity are being thought about, gender
(boys), race (Black) and age (adolescence) and how they intersect.
Intersectionality helps us understand that BABs may experience sexism, ageism
and racism collectively or individually at different times and in different
environments. It has been argued that the term ‘BAME’ is problematic as it
allows organisations and services to overlook certain issues, such as hiding the
lack of representation and inequalities of specific groups (Malik et al., 2021). This
has been kept in mind in the present project and the use of the term has thus been
carefully weighed and considered, choosing to specify ethnicity where possible.
This allows for greater insight into the issues facing specific groups. There are
still ongoing debates about what terms should be used and when. For example,
the currently popular term ‘global majority’ (GM) refers to all non-White people
in the world. Regardless of which label is used, research into BAME communities
has helped prove that they are at a comparatively higher risk of mental health

difficulties and are more impacted by social detriments.



In 2020, the Black Lives Matter (BLM) protests sparked much thinking about the
inequalities, discrimination and stigmas experienced by Black people,
particularly Black men. Many organisations and services released statements in
support of BLM, showcasing their commitment to fighting racism and
inequalities. At the same time, some went a step further by recognising their
failings towards Black people within their institutions and promising to do more
to promote anti-racism. As a Black female clinician working within the NHS, I
was disappointed that the NHS’s statement of support used the collective term
‘BAME’ when the BLM movement highlighted specifically Black experiences.
There was a sense of this term generalising the experiences of Black people to
include other groups, some of which have privileges that Black people do not
have. The expression ‘Black experience’ is used to acknowledge that Black
people have experiences that are different from those of other ethnic minority
groups, e.g., disproportionate maternal mortality and school exclusion rates.
Some ethnic minority groups profit more than others, so services and companies
can sometimes tick the box of inclusion for all when only one group sees a
benefit. This stirred my interest in the experience of Black patients within the
NHS. I noticed that the children and adolescents my colleagues and I often
worked with were less likely to be Black and male and more likely to be White
and female, and I began to wonder why this was so. If Black families are more
likely to face inequalities which impact mental health, then they should surely be

accessing mental health services more often.



Research on Black boys and young men in the UK has been limited. One study
found that at 11, Black and White boys have the same chance of being diagnosed
with a mental health disorder, but when they reach adulthood, Black men are
many times more likely to have severe mental health disorders (Khan, 2017). This
suggests that this group’s mental health may be neglected during adolescence and
that later when their mental health has deteriorated, it is picked up by mental
health services. Chui et al. (2021) found that 18-29-year-old Black African and
Caribbean men were more likely to be referred to inpatient services than
outpatient services in comparison to Black females and White adults. Is it possible
that by the time some of these BABs reach adulthood with their mental health
untreated and are unable to seek help, they hit a crisis point where help needs to
be enforced? Or are they misdiagnosed with severe mental health disorders due
to the cultural distance between Western psychiatry and Black men, leading to
mental health services being out of touch with the reality of this community’s
experiences (King, 2019)? This all suggests negative pathways to the care of
Black children across adolescent and adult service provisions. Therefore, the
research wanted to understand whether BAB’s needs are being met in the earlier

stages of life to give them a chance of better mental health in adulthood.

The researcher wanted to understand whether education and healthcare
professionals are not signposting or making appropriate referrals. Or are these

boys and their families referred to services but are not engaging or getting the



right support? The researcher wanted to answer these separate but related
questions to help understand why BABs may not be accessing mental health
services. By first investigating the representation of referrals to CAMHS of
BABs, we can get a picture of whether referrals are being made in the first place
for them to access treatment. In understanding whether BABs are referred to
services or not, the researcher wanted to further understand those referred, what
treatments they are offered, and how they respond to clinicians and therapy.
Therefore, the second research question aims to examine clinicians’ experience
of working with BABs so we can have a bigger picture of whether there are
further barriers that may impact BABs' accessibility to therapy, e.g. how
clinicians understand and respond to BABs mental health presentations, whether
clinicians are culturally responsive and how are families helped to engage in
treatments. In this research, BABs refer to adolescents identified as Black British
or have an African and/or Caribbean heritage. This includes adolescents of mixed
heritage: research has found that people of mixed heritage with a Black parent
tend to internally identify as Black and/or be identified by others as Black

(Khanna, 2010).

To investigate this, a literature review was completed to understand existing
research available on Black boys, their accessibility to mental health services and

their experience of treatment.



Literature Review

Literature search

To identify literature in the areas pertaining to my research, | undertook a
narrative literature search using traditional scholarly methods, including database
searches, articles found via workshops, reading lists from my course of study, and
colleagues' recommendations. Since the study is informed by psychoanalytic
thought, | have used some key texts from this field to frame the perspective. One
of my searches was carried out on the PsycINFO database using keywords related
to the specific study area. | chose this database as it is the most comprehensive
database for the psychology disciplines. I initially searched for two concepts from
my study to enable a wide yield of results. | used a variety of main search
concepts. For example, I searched for “Black™ and “mental health” using the
Boolean operator “AND”. I did not complete a search on “adolescents” because
| intended to use the database limiters to specify the age range. | looked through
the results to find articles directly related to my topic and gathered articles by
looking at the bibliographies of the most relevant articles generated by my
searches. Not much research was done in the UK, so the literature review includes
research from other countries, such as the US, where Black people are also a

minority and are likely to experience inequalities in mental health.



This study will be thought about through a psychoanalytic lens since my training
Is in Child and Adolescent Psychotherapy (CAPT), which is underpinned by
psychoanalytic thought. Therefore, the literature review will initially focus on
psychoanalysis and race and how it can help us think about working with people
from the Black, Asian, and ethnic minority communities (BAME). Following this
will be a review of the psychoanalytic understanding of adolescence to help
illustrate the turmoil and difficulties that arise during this stage of a person’s life,
which will then be followed by literature on Black adolescent boys (BABs) and
their mental health. To really understand the experiences of BABs, it will be
Important to discuss the psychosocial aspects and put things into context. This
will help integrate the understanding of BABs’ psychic internal worlds with their
external realities, such as inaccessibility to services, inequalities, and their place

in society.

Psychoanalysis and Race

Psychoanalysis can be defined as therapeutic frameworks and psychological
theories that stem from Sigmund Freud's work. Psychoanalysis presents the belief
that people have unconscious thoughts, desires, feelings, and memories, some of
which are believed to form the root cause of psychological problems, e.g. in the
form of repressed trauma and/or unresolved developmental issues. Freud believed
that making these unconscious motivations and thoughts conscious would help

the patient deal with the repressed conflict, promote healing, and alleviate



symptoms. In the early 1990s, psychoanalysis was explicitly assumed to be
‘colour blind’, as it penetrates deeper than social norms (Thomas, 1992). The
problem with this assumption is that not seeing someone’s race and what it can
represent to them and others is not to see that person and their experiences. The
idea that psychoanalysis—and, by extension, the psychoanalyst—is colour-blind
amounts to a denial of a part of the patient’s identity and its relevance to the
patient—analyst relationship, which can make it difficult for patients to share

issues related to race or discrimination of any sort (Thomas, 1992)

The psychoanalyst would present themselves as a ‘blank screen’” when working
with patients, meaning that they would present themselves as ‘neutral’ by
removing their personality from the space with the patient so that unconscious
processes such as transference! and projection? could be easily accessed and free
from any influence from the analyst. This is suggested to be helpful for the
analyst—patient relationship, enabling understanding and interpretation of the
unconscious material. This neutrality would also promote free association
without any unconscious desire to please or fear of disappointing the analyst. The
analysts not sharing themselves—in terms of their cultural, political, or moral

values—would allow the patient to discover their own. However, it is not possible

1 «Qriginally conceived by Sigmund Freud, transference is believed to be a central component in the therapeutic relationship between
therapist and patient, and although there may be real aspects in the relationship, transference represents a distortion or cognitive-affective
bias. In psychodynamic and psychoanalytic therapies, the tracking and/or analysis of the transference is believed to be important in the
treatment” (Levy & Scala, 2020, p. 5564).

2«A type of defence mechanism in psychoanalytic theory, whereby unacceptable feelings and self-attributes within an individual are
disavowed and attributed to someone else” (Rohleder, 2014, p. 1520).



to be or to present as ‘neutral’ or a ‘blank screen’. Personal aspects of the
therapist’s identity are always available to the patient, as accents, gender, race,
class, disability, or sexuality may be evident upon meeting. In the 2020 paper
Psychoanalysis and Black Lives, Davids shows that powerful racist projections
can result from being Black in a White-majority world. These projections can
build up over time and be traumatising for Black people. The psychoanalyst’s
neutrality can thus be experienced as defensive, in that a therapist can use it to
avoid thinking about uncomfortable things, such as differences, which may feel
exposing when confronting important interpersonal conflicts that may occur in

the room.

In the last two decades, psychoanalysis has attempted to think about the
relationships between inner and outer worlds in understanding race (Dalal, 2006;
Bonovitz, 2009). Davids (2020) proposes that there is an in- and out-group system
whereby two poles (Blackness and Whiteness) become an ‘us’ and a ‘them’.
Davids suggests that, like processes such as the Oedipus complex, these systems
exist in everybody, regardless of race. Davids (2011) believes that everyone has
an ‘internal racist’ system that becomes more active under certain conditions and
that we all have racist ways of being. Therapists should, therefore, be able to
engage with these system dynamics, and it is important for the therapist to be in

touch with their own internal racism (Davids, 2011).
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Idealisation of psychoanalysis

Clinicians can sometimes find it difficult to be flexible within the therapeutic
frame that they are using in their work with patients. For example, when working
with differences, there can be a tendency to idealise the frame and not leave room
for adaptation, perhaps due to possible unconscious fears of trying something
different that may evoke feelings of discomfort, feeling out of control, and not
knowing. Clinically, idealisation has been used to label a defence or projection—
a normal part of early development and functionally useful in positive adult
relationships. Klein (1946) spoke about idealisation in babies, which, when they
feel frustrations and anxiety, impels them to seek protection and comfort from
the ‘good object’ (Klein,1932). When these feelings are overwhelming, the object
becomes idealised and excessively sought, impacting ego development and the
capacity to relate to others. This suggests that clinicians need to be aware of how
they process their feelings and reactions to the patients they work with, as they
are at risk of feeling persecuted, particularly when working with areas they may

not be used to, such as differences.

Psychoanalysis can have its own tendency to idealise, which may hamper the
development of the therapeutic relationship. Lanyado & Horne (2006) suggest
that idealisation can be dangerous because it creates a reluctance for one to be
critical and question the ideas of their framework, and work on the assumption

that their techniques, principles, and ideas are right and ‘how it should be’.
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Brooks (2014) further supports this when raising the issue of how idealisation can
interrupt thinking and how this can be “violent and can contribute to violence
towards the other” (p. 37). Fleming's (2020) paper on CAPT’s fantasies of
working with cultural differences found that difference was seen as ‘dangerous’
and a ‘threat’ to the psychoanalytic frame and profession. There is also an idea
that difference is located in the other, whilst the therapist stays neutral (Fleming,
2020). Brooks (2014) brings up “the argument that our (psychoanalytic
psychotherapists) attachment to our theories, our group, and our image of
ourselves as thoughtful clinicians may make it difficult for us to be able to think
about any issue, including race” (p. 45). At present, there is more engagement
with issues pertaining to culture and difference in the child psychotherapy
discipline; however, as Fleming (2020) found, there is some catching up to do in
practice. This area of thinking has been neglected in child psychotherapy training

(Fleming, 2020), teaching (Lowe, 2014), and supervision (Dalal, 2021).

Yi (1998) raised her concern that psychoanalytically-trained therapists working
with a racial difference were not leaving space for a developmental view when
making interpretations of projective identification®. Gibbs (2009) stated that
reliance on concepts such as projective identification can lead the therapist to

assume that their own negative reactions to the patient are caused by the patient’s

3 “Projective identification is an unconscious phantasy in which aspects of the self or an internal object are split off and attributed to an
external object... Phantasies of projective identification are sometimes felt to have ‘acquisitive’ as well as “attributive’ properties, meaning
that the phantasy involves not only getting rid of aspects of one’s own psyche but also of entering the mind of the other in order to acquire
desired aspects of his psyche” (Melanie Klein Trust, n.d,, para 1-3).


https://melanie-klein-trust.org.uk/theory/unconscious-phantasy/
https://melanie-klein-trust.org.uk/theory/unconscious-phantasy/
https://melanie-klein-trust.org.uk/theory/unconscious-phantasy/
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own destructive impulses and may not leave room to think about their own.
Understanding notions of defence, projection, and transference is important, but
only when we acknowledge that we are just as likely to project, discriminate

against the other, and idealise ideas.

Money-Kyrle (1956) highlighted the need for therapists to have personal analysis
in order to be able to attend to what the patient is bringing and their needs rather
than to confuse them with their own. However, this does not mean that patients
will be fully understood, as there will always be times when the therapist is not
attuned to the patient, and the therapist thus needs to reconnect. When
reconnecting, the therapist will have to work through their own defences that have
led to the misunderstanding of the patient and be in touch with how their own
feelings spill into the room. This highlights the vulnerability of the therapeutic
position, which may be helpful for thinking about race. Holmes (2006) states that,
for therapists to work in the area of race and ethnicity, it is not enough to have
supervision and training and that “only the therapist’s own treatment attuned to
racial meanings... can help a therapist master his or her own racially related

issues” (in Bradley, 2014, p. 88).

Psychanalysts of colour (e.g., Holmes, 1999) have spoken about their experiences
of working with White liberal patients and how the thinking and speech of these
patients can unravel when issues of race come up or the unconscious

communication of the patient’s fear of exposing their racist thoughts or feelings
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that is evidenced when speaking with an analyst of colour. This can be described
as the paranoid-schizoid position, where there is a fear of exposing something
bad in the self whilst also experiencing the other as threatening for simply holding
a mirror to their internal process (Rankine & Loffreda, 2016). In response, the
patient may try to hide these parts of themselves and feel wronged when they are
noticed. Alternatively, the other may be idealised in a defensive way in the hope
that it will be reflected in turn. However, this is not helpful as it leads to
miscommunication and a lack of emotional intimacy grounded in splitting and
suspicion. Lowe (2014) suggests these dynamics can also be found in White

therapists’ work with patients of colour.

More importantly, when working with people from different racial backgrounds,
therapists are working with their minds; this cannot be effective unless they face
and understand what is to be found in their minds. The capacity to reflect and
communicate about race in an open way is a step forward. It is important to
highlight that this is not reparative, but effective outcomes are not possible
without it (Lowe, 2014). For example, Dolev et al. (2018) have found that in
psychoanalytic therapy with Black men, the development of trust is thought to be
jeopardised if unconscious and conscious cultural elements are not brought to
awareness. The study found that the treatment had a good outcome when cultural
aspects were addressed, leading to the resolution of ruptures that occurred in the

therapy. This is felt to be very important in psychotherapy because when ruptures
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and cultural aspects are not addressed, there is a poor outcome of treatment.
However, this study was limited, as it was based on the in-depth analysis of just

two Black men.

In a world where mental health interventions and literature are dominated by
Western views and bias, research suggests that there is a need for flexibility
considering cultural differences. This is the case not only for psychoanalysis but
for other forms of psychotherapy as well. Pieterse, Todd, Neville, & Carter (2012)
argued that, for psychotherapy to be successful, it is crucial that it adapts to
minorities. Without adaptation of a rigid way of working, it would be hard to
form a good alliance with a minority client, which Cordaro, Tubman, Wagner &
Morris (2012) stressed was important for better outcomes and higher rates of
treatment engagement. Flexibility in interventions such as psychotherapy would
include addressing sameness and difference in the work. A lower degree of
alliance was found in treatments where patients perceived micro-aggressions
(subtle forms of racism) (Sue et al., 2007). This supports the view that it is
important to explore and discuss cultural aspects of treatment and attend to the
therapeutic relationship. Race-based stereotypes may be present in treatment
where there is a racial difference between the patient and clinician. Yi (1998)
found that Black patients would sometimes be perceived as impulsive,
aggressive, and lacking insight. There would also be feelings of superiority and

hostility towards Black patients. It is suggested that if these issues remain
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unaddressed, the treatment might be affected. It is thus important to evaluate the
research concerning mental health within these communities if we are to

understand their needs and the current practice.

Black, Asian, and Ethnic Minorities and Mental Health

The rate of mental health problems is reportedly high for BAME groups. For
example, South-Asian women are an at-risk group for self-harm (Husain, Waheed
& Husain, 2016), while Black men are more likely to be diagnosed with a
psychotic disorder and be detained under the mental health act than their White
counterparts (NHS Digital, 2021). In addition, asylum seekers are more likely
than the general population to experience anxiety and depression and have a
diagnosis of post-traumatic stress disorder (PTSD) (Knipscheer, Sleijpen,
Mooren, Ter Herde & Van Der Aa, 2015). However, this may not be a true
reflection of the mental issues among BAME groups due to the lack of available

data and reduced likelihood of reporting in these communities.

Different communities understand and talk about mental health in different ways.
Worries of stigma and feelings of shame relating to mental health are prevalent
in BAME communities. Mantovani, Pizzolati & Edge (2016) found that in faith
communities such as Christianity, seeking help was affected by stigma, as ill
mental health would be interpreted as a ‘curse’ or ‘possession of the devil’, or it

was preferred to ‘suffer in shame’ rather than to disclose mental health
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difficulties. These are essential factors that impact people from these
communities getting the help and support that they need. Mantovani et al. (2016)
speak of a ‘triple stigma’, highlighting the depths of shame in these communities,
concerning fear of rejection from both family and society, in addition to an
internalised self-stigma. However, it can be said that although there is a lot of
shame attached to mental illness in some faith communities, people see their
communities as a protective factor and would rather turn to religion to cope than
use mental health services (Mantovani et al., 2016). However, some do access
mental health services. For example, Stein (2018) found that a third of Black men
would disclose their mental health issues, but they would wait for two or more
years to do so. It was found that they were either too embarrassed to take time off

work or were more likely to attend to their physical than their mental needs.

The literature stresses the importance of addressing race-related content and
building trust when working with ethnic minorities. Research shows that BAME
groups have a lack of trust in services, which tends to stem from experiences of
racism, discrimination, and socio-economic inequalities (Memon, 2016).
However, interventions such as psychotherapy, where trust is very important,
have been found to be more efficacious for minority men than medication (Barber
Barret, Gallop, Rynn & Rickles, 2012). If people from minority groups do not
trust mental health services, then they will likely not get access to the right

support. Once interventions such as therapy are accessed, Chang & Berk (2009)
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found it to be important for clinicians to raise racial issues when working with
minority patients. It is suggested that doing so helps to build trust and confidence
in the work. Altman (1995) describes how the shame that minority patients can
feel in therapy holds them back from bringing racial content when working with

therapists, particularly those of a different race.

Language has also been flagged as an important factor when offering mental
health services to minority patients, particularly men. The use of the words
‘depressed’ and ‘mental’ is viewed negatively and seen as highlighting their
struggle to cope. There is a preference for more colloquially acceptable language
such as ‘feeling down’ or ‘lonely’ or ‘being worried’ (Bignall et al., 2019). The
use of such less clinical terms has been found to be more effective and more
engaging when speaking to men about mental health. Bignall et al. (2019) have
found that, in general, young men are more accepting of interventions when such
language is used. However, Stein (2018) argues that how and by whom the

intervention is delivered is just as important.

Research has shown that people from BAME groups are at higher risk of mental
health issues than their White peers, but the therapies they are offered do not
always meet their needs. It has particularly highlighted the importance of thinking
about cultural issues and race. However, the available research is based on the

experience of adults, while the focus of the present research project is on
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adolescents. Research reports that boys begin to disengage and disconnect from
healthcare services during adolescence (Rice, 2018). This is due to barriers such
as how they present differently to services, experiences of poorly attuned clinical
responses, and the impact and need to overcome negative societal attitudes and
self-stigma to access services (Rice, 2018). Below, | will illustrate the
psychoanalytic ideas about adolescence and mental health before thinking about

BABs specifically.

Psychoanalysis and Adolescence

In adolescence, a number of changes take place in the body and mind. There is a
strong move towards independence and separation from the parents in terms of
forming outside relationships whilst trying to figure out one’s identity. This is
evident across cultures where they have rites of passage and age celebrations to
mark changes from childhood to adulthood and recognise the increased sense of
responsibility that comes with this change (Ngwenya, Chikwari, Seeley &
Ferrand, 2023). Waddell (2002) states that the bodily changes that occur in early
adolescence can trigger psychological upheaval since they tend to occur before

the emotional changes begin to happen.

The adolescent process
Adolescence is a vulnerable time in a person's life, where emotional, physical,

and social changes occur. Those exposed to adversities such as poverty, violence,
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or abuse are more vulnerable to mental health issues. For adolescents to have
positive mental health outcomes, they need to be protected from these
experiences through environments that offer socio-emotional learning and
psychological well-being and ensure access to mental health care, particularly

during their transition to adulthood.

Adolescence is a process where painful thoughts and feelings are stirred up, and
these must be worked through. However, adolescents tend to expel rather than
contain the pain; for example, instead of thinking, they may try to reduce their
internal conflict by acting out. If poorly understood, this approach to difficulties

can cause problems.

Projection and re-introjection are essential tools for developing a sense of self at
any age. These processes enable exploration of the self and allow recognition of
parts of the self, which can then be taken up by the other. However, some
adolescents struggle to be curious and experiment, which is important in the face
of confusion and mental pain. These adolescents tend to feel depressed, lonely,
stuck, and different. Research shows that one in six school-aged children have a
mental health problem, which is very concerning considering it was one in nine
in 2017 (NHS Digital, 2020). Adolescents are reportedly commonly diagnosed
with emotional disorders, with anxiety disorders being the most prevalent, and

more so in older adolescents than younger ones (Gutman, Joshi, Parsonage &
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Schoon, 2015). Depression and anxiety are increasing among adolescents over
16. Between 1993 and 2015, the rate of these mental health issues increased by
4% (McManus, Bebbington, Jenkins & Brugha, 2016). This highlights the
growing needs of young people living in the UK, especially when studies have
found that young people with depression are more at risk of self-harm and suicide

(Weissman et al., 1999).

These young people may be referred to treatments such as psychotherapy,
particularly those who have complex presentations such as intergenerational
difficulties, parental mental health difficulties, or problems arising from early
trauma and disrupted patterns of development. Midgely et al. (2015) stated that a
therapist being able to work with these strong emotions is important because an
adolescent with depression would be feeling angry with themselves and those
around them, which would lead to feelings of guilt for having these feelings and

therapy allows a space for the unthinkable to become thinkable.

Adolescents, particularly those with a history of trauma, are notoriously harder to
engage in therapy. At an already vulnerable stage of their lives, their awareness
of their vulnerability and feeling small is heightened when they begin to engage
in therapy, which increases their resistance to thinking about their thoughts and
feelings (Lemma & Young, 2021). If these mental health conditions are not

addressed during adolescence, there is a risk of their mental and physical health
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being impaired in adulthood, possibly limiting their opportunities to lead
fulfilling adult lives. Western ideas refer to adolescence as a time to find and
establish one’s own mind rooted in but separate from models of identification
evident in the community, wider school setting, and family. Not only are they
separating from their parents and family, but they are also leaving school and
home to be independent. So, for some adolescents, it is a time of hope and
expectation, while for others, it is one of distress and sadness. Some adolescents

are successful in this challenge, whilst others fail.

Psychoanalytic theory about adolescence has been developed in Western settings
based on explicit assumptions and observations of the lives and development of
adolescents in a specific context. The implication of just looking at Western views
Is that the lived realities of adolescents from other cultures are largely ignored.
Although the present study is based in the UK, the UK is a Western multicultural
setting. Therefore, it is important to note that some adolescents are moving
towards independence during this transitional period, but others from, e.g.
African and Asian cultures, may be moving towards interdependence where the
emphasis is on the group and collective rather than the individual (Wang, Qu &
Din, 2020). This is important to think about when considering BABs in this
research and their experience of adolescence, where there might be a push and
pull between the cultural values and norms of the family that may differ from

Western ideas and norms about growing up in the UK.
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Black Boys, Mental Health and the System

When we think about the mental health of children and adolescents, it is important
to think about the social context within which they live. Child development
research pays insufficient attention to the social context. Sociologists suggest that
an individual is perpetuated by culture. When thinking about Black boys and their
mental health, we must, therefore, also think about the factors that impact Black

families in Britain, such as imperialism.

The British Empire, which had already begun to take shape in the 15th Century,
had affected the rule over large parts of Africa, Asia, the Caribbean, the
Mediterranean, and the Pacific. British laws and customs were imposed on these
colonies, effectively removing their self-government. In many cases, e.g. Kenya,
Jamaica, and India, the populations were oppressed. This meant that religions,
traditions, languages, and ways of living were changed to fall in line with British
systems, beliefs, and traditions, e.g. the English language, Christianity, and
education systems. The decline and end of the British Empire took place over the
course of the 1900s. After the World Wars, Britain could no longer afford to
maintain its empire. Independence movements were growing in many colonies,
and having an empire was beginning to be seen as morally wrong, and that
enforcement of rules on other states was unethical. Decolonisation began, and

many colonies were given independence.
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After World War I, many Caribbean people, commonly referred to as the

‘Windrush generation’, migrated to the United Kingdom between 1947 and 1971.
Due to the impact of the war (losses), the British government needed help from
former colonies to fill shortages in the labour market and mass immigration to
England was encouraged. The Windrush generation were promised a ‘safe haven’
and were told they would have access to jobs, accommodation, and freedom.
However, they were met with signs of ‘No Irish, No dogs, No Blacks’. During
this time, the ‘colour bar’ meant that a person could be legally banned from
housing, employment, and public places because of the colour of their skin. This
was to protect White people’s access to certain jobs. For example, Caribbean
people who had had highly skilled jobs back in their countries would not be able
to acquire the same jobs when arriving in Britain despite having a British
education. The Black children and adolescents living in Britain today have thus
grown up with parents and/or grandparents who experienced traumatising levels
of racism and discrimination, which would have had an influence on their quality
of life. The maternal and paternal functioning of some of these parents may have
been impacted due to the history of slavery and migration, leading to deficits in
the care and control of their children (Fletchman-Smith, 2011). Therefore, Black
families accessing mental health services may be presenting with complexities

related to intergenerational trauma, some of which stem from the trauma left
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behind from slavery. With which thinking about can be “still defended against in

order to maintain psychic integration” (Fletchman-Smith, 2011, p. 16)

Black boys and the system

Current research reports that African and Caribbean families have a greater risk
of being exposed to long-term poverty, daily inequalities, and routine experiences
of racism and discrimination in Britain (Institute of Race Relations, 2023).
According to writing from Barbara Fletchman-Smith, although slavery and
colonisation ended, the cycle of trauma continued for Black people. Some
migrants and their children have been able to move towards a more depressive
position and start a new life. In contrast, others are stuck in a paranoid-schizoid
position, worried about what may be awaiting them as the external world
continues to inflict cruelty through institutional racism. For example, they are
likely to be followed around a shop on suspicion of theft, be stopped and searched
by police, and be exposed to negative media representation. These experiences
are likely to have an impact on the emotional well-being of Black children and

adolescents.

In an evaluation carried out by Khan (2017), young Black men shared their
experience of being flooded, over time, with negative images of themselves,
which reportedly undermined their self-belief. For example, Mark Duggan, who

died in 2011 in a killing that sparked the London riots, was described by police



25

as a ‘known gangster’ SO as not to evoke empathy from the public, in comparison
to young White men in similar circumstances. It has been found that media would
often refer to a Black victim in a criminalising way, mentioning past indiscretions
in headlines, while a White perpetrator might be referred to as a ‘son’, with
headlines mentioning academic achievements and/or mental health difficulties
(Wing, 2017). In 2011, Cushion, Moore & Jewell found that nearly 70% of British
media news coverage about Black boys and men would be associated with
criminality. Only about 5% of news reports concerning Black boys and men were
positive stories about achievements, the positive roles of Black boys and men in
the community, or about local activities, school events, club activities, or charity
work. This further adds to the ongoing distorted understandings and attitudes
towards Black boys and men that can lead to negative real-world consequences

for them.

These issues have been known for a long time, and several large reviews of local
authorities and national services have recommended that changes be made and/or
implemented. For example, there are several targeted schemes and funding for
groups such as Black boys and other disadvantaged groups (HM Inspectorate of
Probation, 2021). However, it is felt that action is lacking and never sustained;
things become stuck and then get worse. For example, after the London riots in

2011, there was a recommendation for councils to invest in youth services to



26

prevent future riots, but by 2021, at least 110 London youth centres had closed

down (Francis & Welsh, 2021).

Black boys and mental health research

In the US, Williams’s (2022) study into Black boys’ and other ethnicities’
perceptions of mental health found that Black boys have a high degree of
knowledge about mental health. However, their understanding does not relate to
their own experiences of mental health issues, such as depression. When explored
further, these boys reported that if they had mental health needs, they were likely
to try and address them on their own rather than seek help. However, DuPont-
Reyes (2020) found that Black adolescent boys had less knowledge of mental
iliness and less of a positive attitude towards others with mental illness than Black
and White girls. Black boys also reported greater discomfort and avoidance and
wanted more social separation from peers with mental illness. This may explain

their own struggles with seeking help.

Williams (2022) sees this self-reliance as a barrier to accessing mental health
services. However, those Black boys who were aware that the stigma presented a
barrier were able to use school mental health resources when these were promoted
and made easier to access. Williams suggests that the independence of Black boys
with depressive symptoms is important, so they need to keep this intact. To do

this, Williams suggests that they first try to work on their mental health on their
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own so as to have control over whom they seek help from and how much they
share. Having mental health resources in schools and communities that can

recognise these barriers and needs can thus make a difference in these boys’ lives.

The need to be self-reliant and independent may stem from the dominant culture
among young men’s expectation to be strong, invulnerable, and unemotional
(Fortunato, 2005). However, when they have experienced trauma or are
struggling emotionally, this way of being makes it harder for them to be open to
the process of healing, which would include seeking help and disclosing their
experiences. This is, therefore, a risk factor since this will then increase the
likelihood of depression, suicide, and unhelpful coping strategies, such as
addictions, as compared to their female peers. An Australian study found that
conforming to some masculine norms may be harmful to the mental health of
young boys and increases the risk of suicidal ideations (King et al., 2020). Cwik
(2021) found that Black boys and girls younger than 13 are two times more likely
to commit suicide than their White peers, and in America, death by suicide is
increasing rapidly amongst Black youth as compared to other ethnic groups.
Fortunato (2005) suggests that narrative therapy techniques should be
incorporated alongside the current treatment paradigms for trauma when young
men do seek help because it won’t just focus on the trauma symptoms but also

help them redefine their identities and give their own meaning to their experience.



28

It is important to offer young boys alternatives and multiple ways of being ‘male’

to encourage help-seeking rather than self-reliance (King et al., 2020).

The adultification of Black boys

Thinking about the intersectionality of Black boys, while they are expected to be
independent and unemotional as men, they are criminalised and institutionally
discriminated against as a race and are therefore at risk of adultification.
Adultification is a form of racial prejudice where minority-group children are
treated as more mature than they are by a reasonable social standard of
development (Davies & Marsh, 2020). This was evidenced in a UK evaluation
study of the youth offending services, where staff felt that other professionals
often perceived Black and mixed-heritage boys to be older than they were (HM
Inspectorate of Probation, 2021). When a young person is seen as older, their
vulnerabilities are less likely to be seen. This is another layer that can impact
engagement with services because when the young person doesn’t want to engage
and is seen as older, there is a perception that they are capable of informed choices
and are deemed to be ‘choosing not to engage’. What professionals may need to
think about is how adolescents can sometimes present as pseudo-adults as a
defence without this having been integrated into their personality yet. This is a
common adolescent defence against learning from experience—the ‘know-it-all’
period—>but they do not, in fact, know it all; they need guidance (Waddell, 2002).

Being an adolescent, it is common for there to be anxieties and difficulties
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engaging, which might not be thought about due to unconscious biases that may
be occurring within the professionals whom they are in the care of. In the above
evaluation, Black adolescents shared that a lot of the time, they did not know they
needed help, and if they did, they did not know what that looked like until they
had received the help (HM Inspectorate of Probation, 2021). Further exploration
and understanding seems very important when working with this group of young

people.

Adultification puts Black children at risk because when a Black child is in trouble,
they will be more likely to be primarily seen as a threat rather than a child who
needs support (Davis & March, 2020). Bernard & Harris (2018) reported that
practitioners were found to perceive Black boys who were involved in gangs and
missing from care as able to protect themselves from harm. This would lead to
the practitioner not acting to protect these boys from child sexual exploitation,
serious youth violence and drug and alcohol misuse. These professionals may be
acting out on their unconscious biases but may also be responding to the
omnipotence that adolescents express in their thinking, feelings, and behaviour.
This omnipotence is protective and helps them to manage the developmental
tasks of adolescence. It also helps them to turn towards the external world and
away from familiar childhood family and school. It is important for the adolescent
to feel like they are in charge and to feel powerful, even if, in reality, they cannot

always be. This feeling is what helps them function independently in the world
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(Lemma & Young, 2021). This needs to be understood so their vulnerabilities are
recognised and responded to with empathy and appropriate safeguarding. In order
for this to happen, these adolescents need to have access to services to help meet

their needs.

Inequality and Accessibility to Services

Health services

There is evidence that mental health services are underused by young people,
despite their vulnerabilities, and that in both the UK and the US, ethnic minority
groups such as Black children have the greatest unmet need (Chui et al., 2021:
Bignall et al., 2019). Arogundad, Shibib, Melton & Younis reported that in
Sheffield, children and young people from Black and Asian backgrounds were
underrepresented in referrals to CAMHS (2023), and those living in deprived
areas were more likely to experience barriers to access mental health services.
This is a cause for concern because children from Black communities are
underrepresented in CAMHS but overrepresented in adult mental health inpatient
services (Malek & Joughin, 2004). There is a need to understand why this is the
case, as it is evident that many of these adults would have already been in a mental
health crisis in adolescence. In London, it has been found that some Black
adolescents have been offered mental health support, although via more adverse
pathways than their White peers, particularly at ages 16-17, just before they

transition into adulthood (Chui et al., 2021). These pathways would often be
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presented via the criminal justice system and are less likely to be voluntary. There
Is limited UK research investigating referrals to outpatient and inpatient services
among the BAME community, especially for adolescents approaching adulthood
who are at risk of falling through the gap between child and adult mental health
services (Chui et al., 2021). A systemic review examining the mental health of
Black males between ages 12 and 29 reports a lack of research specific to this
group and that there is poor representation of this group in selected studies
(Lindsey, 2018). This is a cause for worry also because English (2014) found that
Black adolescent males are more susceptible to depressive symptoms as a result

of experiencing racial discrimination than their female counterparts.

More recently, research into Black males, their sense of mental health, and their
support system found that the 10 young men interviewed referred to formal
mental health services as ‘“unkind”, “unapproachable”, ‘“unfamiliar”, and
“discriminatory” (Meechan, John & Hanna, 2021). For these young people, it
seemed that speaking to family and friends was more accessible. However, the
conception of mental health issues in their minds and within their communities
provided further silencing on using this support. There is thus an understanding
that Black males are at high risk of mental health difficulties due to recurrent
racism and discrimination; however, it is important to highlight that this can
sometimes be experienced through the systems that are meant to help them. The

underutilisation of mental health services is therefore understandable, as there is
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a fear of what may be experienced. One study looked at 1600 patients accessing
talking therapies for two years and found that only 20 of them were BAME
(Bignall et al., 2019). There may be many factors for why this is the case, but it

IS evident that services need to do more to engage these communities.

A study completed in South London in 2015 focused on the use of secondary and
tertiary clinical services for obsessive-compulsive disorder (OCD) and
depression for ethnic minorities (Fernandez de la Cruz, Llrens, Jassi & Krebs,
2015). It found that African and Caribbean patients were underrepresented in the
use of community/national and specialist services in comparison to White
patients, particularly for OCD. It was suggested that OCD can present differently
in ethnic minority patients, therefore perhaps impacting the detection of
symptoms and misdiagnosis (Fernandez de la Cruz et al., 2015). These findings
were supported by Adams et al.’s (2015) study, which found that in North
America and England, doctors had difficulties diagnosing depression in African
and Caribbean patients, it being often confused with more physical conditions
such as diabetes. This study was carried out to determine whether race impacted
a doctor’s decision-making about depression. It found that although
recommendations for interventions for depression did not differ between White
and Black patients, it was evident that there was greater uncertainty regarding
emotional problems and depression in African and Caribbean patients. The

research thus highlights that even when Black patients do manage to seek help,
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they may face clinicians and doctors who struggle to detect and diagnose their
mental health issues. Caldwell (2014) proposes that clinicians working with
Black patients need to think about their own racial biases, stereotypes, attitudes,
and behaviours. Doing so will allow more room for understanding cultural
Impositions and limitations of traditional interventions and be more culturally

responsive to the needs of the patients.

Education services

When thinking about Black children and their mental health, it is important to
think about access to education. School education is very important because it
leads to better opportunities in life and helps develop a child’s skills, whether
they are academic or creative. It also creates opportunities for children to develop
their social skills, such as building and maintaining friendships. However, in the
UK, Black children are disproportionately excluded from school and nearly four
times more likely to be educated in pupil referral units (Gil, Quilter-Pinner &
Swift, 2017). The Department for Education (2019) reported that exclusion is a
risk factor for substance abuse, youth crime, mental health problems, and
homelessness. This means that Black children are less likely to have better life
outcomes if they are excluded, which helps understand the ‘School to prison

pipeline’* that highlights the link between school exclusion and prison.

4 “This pipeline is used to identify the process through which students are pushed out of schools into alternative education provisions and
then into prisons” (We are Breakthrough, 2022, para 2).
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Exclusions typically occur in secondary school during the period of adolescence,
which Waddell (2002) refers to as “compliant or rebellious” (p. 45), adding that
itis a process and not a state. In 2018, according to NHS Digital, teachers (48.5%)
were the most commonly cited source to have contact with children with mental
health problems in comparison to mental health specialists (25.2%). Therefore,
the school setting is the best place for early recognition of emotional difficulties

and help these young people access the relevant services.

In some areas of the UK, the exclusion rate for Black Caribbean children and
adolescents is six times higher than that of their White peers (Mclntyre, Parveen
& Thomas, 2021). Repeated policing of hairstyles (afro hair), greetings, and
mannerisms associated with Black culture has become normal practice in school,
creating a hostile environment. This is essentially a monitoring of inherent
Blackness, which leads to the criminalisation of race and key cultural elements
(We are Breakthrough, 2022). These experiences are bound to impact how these
young people see themselves, especially since schools are major components of
secondary socialisation. Office for National Statistics (2020) noted that a third of
Black children were likely to come from low-income households and be eligible
for free school meals (FSM). Students entitled to free school meals (FSM) are
more likely to be excluded from school than those not entitled to FSM. Therefore,

these children are at risk of not having their needs met at home, e.g. regarding the
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provision of food and heating. This can then lead to non-attendance or even
bullying for not having certain things, which can lead to challenging behaviour
at school (We are Breakthrough, 2022). According to Gutman et al. (2015),
children from poorer households are more likely to have serious mental health
difficulties by 11 years of age. It is not clear whether mental health is thought
about before exclusions are actioned and whether referrals are made to mental
health services to think about their emotionality alongside their behaviours. Lowe
(2014) stated that this “failure to understand or be interested in the meaning of
the behaviour or the message behind the antisocial act can lead to more severe
disaffection and more serious antisocial behaviour” (p. 15). As mentioned, wider
societal factors affect some of these children’s well-being and capacity to manage
in school, such as rising poverty and increasing needs for input from social
services. This highlights how important schools are in making referrals to
external services in order to think about the child in a holistic way. The NICE
guidelines state that professionals and caregivers often fail to view externalised
behaviour from boys—such as aggression or antisocial behaviour—and
internalised behaviour in girls—such as somatic problems—as a dynamic of
depression, and they, therefore, do not take the steps needed to get them help

(2019).

In 2017, the charity Against the Odds interviewed young Black men who shared

that they felt school could be better at promoting mental health support and giving
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them positive messages about their identity, potential for achievement, heritage,
and well-being (Khan et al., 2017). They voiced a need for male role models, the
Impact of the reduction of youth services, and the lack of funding and support for
community-based initiatives, which, for some, may have been the only context
through which they could be exposed to a wider range of male role models (Rafai,
2019). This highlights the need for services to engage communities at risk of
poverty, exclusion, and discrimination so that they can have better life outcomes.
For example, in London, the ‘S.M.I.L.E (Send Me Inspiring Loving Energy)-ing
Boys’ project was created to address the well-being of Black boys in London
through workshops, mentorships, and exhibitions (Rafai, 2019). This research-
led project aimed to empower this demographic to develop tangible coping
strategies using photography, poetry, and immersive art to engage with their
mental health. The main image to represent this project was multiple portraits of
Black boys smiling, which can be inspiring to other Black boys, who are less
likely to see positive images of themselves in society. This project was based in
a school and local arts centre that engaged 52 young people, 20 of whom accessed
long-term workshops. It was reported that self-worth increased by 22%, 17% felt
less isolated, and 28% of the young people reported overall happiness. This
demonstrates how engaging the community can help these young people access
support and education to enhance their well-being if we are creative and flexible

in how we do this.
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Criminal justice system

The SMILE-ing boys project was a response to rising youth violence and murders
in the UK. It is, therefore, important to think about the criminal justice system
and understand more about the school-to-prison pathway. The Ministry of Justice
(2020) reported that Black and ethnic adults make up nearly 30% of the prison
population despite making up only 14% of the UK population. Some of these
adults have been involved in the justice system from a young age. Lammy’s
(2017) report discusses the increasing disproportionality within the youth justice
system and argues that its causes lie outside the criminal justice system. Lammy
suggests that in the UK, factors such as poverty, lone-parent families, risk of
exclusions from school and of being arrested affect Black children more than

children from a White background.

Khan (2017) presents evidence that families of Black and mixed-heritage boys
are marginalised and do not get the same level of service care and support as their
peers before encountering the youth justice system. HM Inspectorate of Probation
(2021) found that youth-offending workers shared concerns about the number of
Black children in youth-offending services who had never engaged with

CAMHS, which resulted in escalating mental health concerns and crises.

HM Inspectorate of Probation (2021) found that Black and mixed-heritage boys

who were involved with youth offending services (YOS) had access to specialist
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services relating to speech and language. Still, referrals were not always made, or
when they were, it was never sufficiently followed up to check if the young
people engaged. This suggests the need for professionals to be proactive, firstly
by acknowledging the need for these young people to access these services, by
addressing concerns relating to the trust of professionals, and by having more
flexibility with regard to engagement. For example, a YOS manager had written
on one of the case files that “the family did not engage due to their Jamaican
heritage” (HM Inspectorate of Probation, 2021, p. 6); there appeared to be no
reflection on how this approach may not have been appropriate or that the worker
might need to consider doing things differently. The ethnicity of the worker was
not noted, as this did not appear to be of importance to the young person and their
family; rather, it was their skills in listening and understanding that were deemed
important. The lack of appropriate intervention and support from professionals
leaves the boys on their own, with their possible concerns and barriers not fully

explored.

HM Inspectorate of Probation (2021) reported that in 2018, a large number of
Black children were given higher rates and longer custodial sentences than White
children. This may be in relation to the unconscious biases that people in power
fall foul to when making decisions about the lives of Black boys and young men.
This is supported by recent reports from the Youth Justice Board and Ministry of

Justice (2021), which found that Black boys were more likely to serve a greater
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portion of their original sentence than their White peers, making it harder for them
to get out of the system. These boys are, then, experiencing injustices which need

to be thought about when making decisions about their lives.

Winnicott (1956) writes that all children have an antisocial tendency that is part
of emotional development and that this antisocial behaviour is likely due to
deprivation and losing someone whom they had positive experiences with up to
a certain point. For example, a child being excluded from school could be a child
deprived of their friends, possible positive adult relationships, positive
experiences of learning and so on. But when this deprivation is experienced for a
long period of time it is hard for the child to hold onto those positive experiences.
Ward (2012) proposes that antisocial tendencies are unconscious
communications that something is not right. The hope is that families and schools
will understand the communication underlying the antisocial behaviour and
respond appropriately. If they do not, it tends to spread into society. However,
research indicates that this understanding is more elusive than one would like.
Further, the more antisocial behaviour spreads out, the less likely it becomes that
they are well understood as communication, and the more likely they are to be
responded to with harsh punitive punishments (Ward, 2012). Lowe (2014) states
that this is when the antisocial tendency turns into crime. This is particularly true
for Black adolescent boys and men who are disproportionately excluded,

Imprisoned, and discriminated against. Research into work carried out in the YOS
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found that Black and mixed-heritage boys found it important to have a positive
relationship with their YOS worker, and feeling listened to and understood was
noted as being an important factor for supporting and promoting meaningful and
effective engagement (HM Inspectorate of Probation, 2021). These YOS workers
may be those who understood and received the boys' communications through
their behaviours. A YOS manager recognised the mental health needs of these
boys and commented that mental health and social services needed to be more

proactive and creative in their engagement.

Social services

Several factors relating to inequalities and accessibility issues in the Black
community stem from social issues. It is, therefore, important to understand what
part social services play in helping these young people and their families. In 2021,
it was reported that Black boys are less likely to be referred to Early Help than
their peers (HM Inspectorate of Probation, 2021). If early intervention had been
made during their younger years, some of these adolescent boys in crisis may
have had different pathways. Early help services shared that referrals were more
likely to be made by GPs; however, Black boys and their families were less likely
to attend medical appointments than their White peers. This leaves these families’
difficulties unrecognised and thus not referred for support (HM Inspectorate of
Probation, 2021). This further suggests that professionals need to work within at-

risk communities and alongside parents whose children are struggling. As trust
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has been identified as a barrier, services may need to display commitment and
patience to enable relationships to form with these families and to increase the
likelihood of positive outcomes, e.g., lessening the school-to-prison pathways.
Morgan et al. (2017) suggest that addressing the social needs of BAME patients

will likely lead to improved clinical outcomes and engagement with services.

Conclusion

This review illustrates that services are not doing enough for Black boys and their
families. Although there has been research into understanding the issues affecting
this demographic, policies and initiatives need to avoid a ‘colour-blind’ approach.
There is a sense that race inequalities have become accepted as a part of life in
the UK. However, action needs to be taken to shift the dial and to give future
generations of Black boys a fairer chance to live fulfilling adult lives and have

better mental health outcomes.

This review highlights the breadth of information one must keep in mind when
working with BABs, from their families’ colonial history, the biological and
psychological processes associated with adolescence, the impact of societal
pressures, and their racialised experiences. All of these elements need to be held
together if we wish to understand the needs of these boys. It is a lot to remember,
which is why professionals may find it challenging, preferring to assume a colour-

blind approach instead. Understanding the representation of referrals of BABs
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will help us know if there are still ongoing inequalities for this group in the area
of mental health, and the analysis of the experience clinicians have with this
group may give insight as to why this may be the case and whether these elements

form part of their work in thinking about BABs.
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Methodology

Aims of the study

This project takes the form of an inquiry into the representation of Black
adolescent boys (BABs) in referrals to inner-city CAMHS and clinicians
experience working with them. The study has two main aims. The first is to
understand whether the number of young people referred to CAMHS represents
the local population. My focus has been on Black adolescent boys. This patient
group was chosen based on my experience of working in a CAMHS, where |
often questioned why we saw so few BABs in treatment. To answer this question,
| needed to understand whether BABs are referred to access treatment. The audit
aimed to understand whether the number of BABs referred to CAMHS is in
proportion to their numbers in the local borough, which would indicate whether
CAMHS meets the mental health needs of BABs in the borough. Based on the
paucity of BAB referrals observed during my time in the CAMHS team, the

hypothesis has been that BABs are underrepresented in referrals to CAMHS.

The second aim of this study has been to understand clinicians’ experiences of
working therapeutically with BABs in CAMHS. For example, how do clinicians
understand their patients' emotional and behavioural difficulties? By taking part,
the participants were asked to consider this patient group and reflect on their

clinical practice. It was hoped that participating in the study would provide a
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space for the clinician to consider and reflect on their experience in a way that

may be helpful for future work with BABs and their families.

Research design

The study has a mixed-method design conducted in two stages, so as to address
the separate but related research questions. The first stage was quantitative, where
an audit examined the number of referrals of BABs received in a calendar year
compared to other ethnic groups. 2019 was the year chosen for data collection.
Data from 2020-2021 was not used due to the possible impact that COVID-19
and Black Lives Matter (BLM) protests may have had on referrals into CAMHS.
For example, the pressure on the NHS was very intense, and people were not
allowed to leave their homes, which would have reduced accessibility to services
that often make referrals to CAMHS, such as GP surgeries and schools. The BLM
protests may also have impacted referrals into CAMHS because of improved
awareness of Black mental health, which may have increased referrals or
heightened Black communities’ lack of trust in services (Memon et al., 2016),
which might, conversely, have decreased the number of referrals. These variables
could not be controlled, so I therefore collected data only from 2019 (January—
December) to accurately represent BABs referred to CAMHS. The audit results
were compared to the only available local borough population data for

adolescents from 2019 (see also Limitations).
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The second stage of the study was qualitative and involved interviewing CAMHS
clinicians about their experiences of working with BABs. The interviews were
semi-structured, and | invited participants to describe and reflect on their
experience of working with BABs, considering the social context they lived in
and the participant’s view on how their team considers sameness and difference
in their clinical practice. A reflective thematic analysis (RTA) was used to analyse
the data to ascertain whether there were patterns across the experience of
participants. The process of analysis will be described in more detail later in this

chapter.

Recruitment

Initially, I wanted to interview professionals who were likely to be making
referrals to CAMHS, e.g. GPs, safeguarding leads in school and social workers.
This would have been interesting to get a sense of how referrers are making
decisions regarding whom to refer to CAMHS. However, discussing this in group
and individual research supervision, it was felt that recruitment would be
difficult, particularly due to the time limitations of the project. Due to my
completing the research in the context of psychoanalytic psychotherapy training,
| then wanted to interview child and adolescent psychotherapists (CAPTS).
However, CAMHS offers a wide range of professional disciplines and training.
For example, the CAMHS team comprised clinical psychologists, systemic

therapists, nurses, and cognitive behavioural therapy (CBT) therapists, to name a
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few. Focusing on just one discipline would thus misrepresent what CAMHS

offers regarding the experience with this patient group.

With the above in mind, purposive sampling was used to recruit clinicians from
varying backgrounds and professions. | was keen for the participant sample to be
diverse in terms of gender, race, cultural background, and varying length of
experience in their respective roles. Initially, | wanted to interview four to six
participants; however, the inclusion of a quantitative element meant a limitation
on the scope of the qualitative element. Therefore, only four participants were

recruited.

Participants had to meet the following inclusion criteria:

« Participants had to be working in the generic CAMHS at the time.

« Participants needed to have at least three years of experience in assessing
and providing treatment to children and adolescents within mental health
services for children.

« Participants must have past or current experience working within a mental
health clinical role with boys aged 11-17 with African or Caribbean

heritage.

The participants were required to have at least three years of experience to ensure

they were fully established within their clinical role and understood the processes
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of assessing and treating children and adolescents with mental health difficulties.
Initially, 1 had wanted to recruit clinicians who had been in the specific CAMHS
team for at least three years; however, due to significant staff changes in the team
at the time of recruitment, | had to adjust the inclusion criteria to two years. The
clinicians needed past or current experience working with BABs to be able to
share their clinical experiences with this patient group rather than their perception

of what it might be like.

Recruitment included written invitations sent by a service-wide email, which
included an information sheet and consent form providing a summary of the
project and criteria for participation (Appendix A). Recruitment also took place
through presentations in team and discipline meetings. However, there was
initially not much response from the team. Email reminders were sent out, with
some responses. However, at least 10 clinicians told me they had not worked
therapeutically with BABs. Four respondents said they had worked with children
of African or Caribbean heritage under the age of 10 but not adolescents. One
clinician also wanted to verify whether working with adolescents from specific
countries such as Somalia and Eritrea would suffice. This question was
interesting because it raised questions about how people identify themselves and
how society may identify them. According to this clinician, who had worked with
the Somali and Eritrean communities for many years, they would rarely classify

themselves as ‘Black’. They would, however, identify more with their country of
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origin. | felt that this experience would be relevant to the research project, but
unfortunately, the participant was not interviewed due to no further response.
Nevertheless, this clinician brought food for thought when considering how

adolescents and their families may identify.

By the end of recruitment, four participants were identified and agreed to be
interviewed about their experiences of working with BABs. Two participants
were CBT therapists with a White ethnic background, and two were from an
ethnic minority background, one of whom was a CAPT and the other a trainee

CAPT.

Interviews

All participants were invited to partake in an individual, semi-structured
interview. An interview schedule was developed, informed by my interests, the
relevant literature, and discussions with my research supervisor. Questions
explored participants’ experiences working clinically with BABS based on one
case example or more. The questions also tried to understand participants’ views
regarding barriers that BABs may face and whether sameness and difference are
thought about in their teams. The latter was essential, as team ethos and processes
can impact clinical practice. | needed to understand the participants’ experiences
of working with this patient group within their team and work context. However,

the interviews were also led by the individual’s exploration of the topic, and |
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was therefore flexible in allowing for follow-up questions to explore what
emerged in more depth. Throughout each interview, | facilitated the
conversations and encouraged a conversational reflection and exploration of the
experience of working therapeutically with BABs with African and Caribbean

heritage.

The one-hour interviews were to be held face-to-face. However, the first two
participants wanted their interview online due to ongoing Covid restrictions, and
working from home was a common practice at the time. | agreed to this and
decided to conduct also the other two interviews on Zoom. Separate Zoom links
were sent to each participant, including using a passcode. Although | would not
be in the same room as the participants, overall, this was more convenient and
accessible for the participants. They all had access to Zoom, a tool they often

used.

Although face-to-face interviews can provide more data regarding verbal cues
and body language responses, which can provide unconscious information
beyond what the participants say, | realised that this was not a significant part of
the chosen methodology, RTA. However, Jenner & Myers (2019) found private
participant interviews to be key to collecting highly personal stories and
perspectives. Participants were asked to have a private space where they would

not be interrupted for up to 90 minutes.
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| was concerned about potential technical difficulties when working on Zoom.
Therefore, more time was allocated to complete the interview, and the
participants were given a number to call at the beginning of the interview should
the connection be lost. The participants also had my email address (from
documents provided beforehand) should they have difficulties connecting. In the
event of adverse or any other unexpected outcomes, participants were to be
offered to end the interview, reschedule, or offer a debrief if needed. There were

no technical difficulties with any of the interviews.

Ethical considerations

Before commencing the research study, | had to consider its ethics, particularly
with the qualitative aspect of the project. | had to gain ethical approval from the
Trust Research Ethics Committee (TREC) to make sure that the project upheld
ethical principles. For example, when recruiting participants, | first created
public-facing documents® to be sent out to potential participants. The public-
facing documents made clear what would be expected of the participants and how
their data would be managed. These documents were important for participants
to give informed consent—any follow-up questions potential participants had

were answered.

5 See appendix A
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Participants agreed that any information about them would be de-identified if
used for the research project. Consent was also gained for sharing information
regarding cases they chose to discuss on a general level. Participants were also
made aware that they were responsible for anonymising these during the
interview and talking about them in a general rather than in an identifiable way.
Research data was anonymised, encrypted, and transferred electronically within
the UK. All electronic data and hardcopy data underwent secure disposal. All
participants were informed that they could withdraw from the project up to three
weeks after the interviews without any consequences. No participants withdrew

from the project.

Participants were part of a team and had their support structure and supervision
that they were encouraged to use if needed. | included this in the debrief letter,
reminding the participants of all the support available to them, including their
trust’s confidential counselling service.® The debrief letter was sent out after the

interview was completed.

The main ethical concerns were participants’ well-being and collating and

managing data confidentially. To this end, | used pseudonyms for all participants

6 See appendix A
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to ensure anonymity to protect participants and their patients. The names chosen
aimed to reflect the cultural or religious background of the BABs discussed to
ensure that this part of their identity was not lost while also making sure that the
names were common enough not to be identifiable. As mentioned, | put things in

place to ensure participants felt safe and well-informed.

Data Analysis

Audit

The CAMHS team granted permission to access data to investigate whether the
percentage of referrals of Black boys aged between 11 and 17 corresponded to
the percentage of this demographic in the local population. This data was sent by
the administration team, who used Excel spreadsheets to collate information
about patients e.g., referral dates, gender, and ethnicity. When data was sent to
me, it was accessed securely using a trust-encrypted device. Before the data could
be analysed, | used local population data’ in order to calculate the expected
representation in referrals based on the ethnicity, gender, and age-span of young
people in the borough. Gender was considered as a factor that may skew data.
However, local data reported that the borough's young people aged 0-17 consisted
of 51% boys and 49% girls. We would, therefore, expect the percentages for

recorded ethnicity to display no significant difference between boys and girls (see

7 See Appendix B for local Population data where identifiable information has been redacted.
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Limitations). | calculated the expected percentage of referrals by ethnicity and
age®. The data was based on the demographics of the total local population®. A

discrepancy between the CAMHS and local population data was the age range.

This project initially focused on BABs aged 11-17 years, but when | first looked
for local population data for adolescents, all I could find was ethnicity data for
those aged 13-17. Although this was not ideal, | had ethnicity data available.
Unfortunately, | later discovered that | had made an error and that the data was
for 2015 and not 2019. Therefore, | looked for more recent data. This was proven
difficult. Eventually, | was able to find the local population data for 2019.
However, the ethnicity data was only available for 0 to 17-year-olds. | therefore
tried to look for further local population data through research on the published
data of the Local Authority, NHS, and Clinical Commissioning Group. However,
| could not find the breakdown of ethnicity for adolescents only. The local
population data available covered young people aged 11-15 and 16-24 years.
Due to the research’s focus on adolescents, the audit data was refined to include
only referrals of adolescent boys between 11-15 (see Limitations).
Unfortunately, | was unable to access the ethnicity population data for this age
range. Therefore, | used ethnicity data for young people aged 0-17 to calculate

estimations of expected percentages for boys aged 11-15 (See Tables 1 & 2 in

8 Please see Table 2 in Findings chapter
® See Appendix B
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Findings). This meant that | assumed that the calculated breakdown for ethnicity

for 11-15 would hold (see Limitations).

Another discrepancy between the CAMHS and local data concerned the
categorisation of ethnicity. Initially, I had grouped adolescent boys who were of
mixed heritage into their identified minority ethnic group. For example, patients
who identified their mixed heritage as ‘mixed Black African and White’ would
have been categorised as ‘Black’ (see Introduction). However, the local data had
a population figure for ‘mixed’ with no specification of mixed racial identities.
Therefore, for the audit, all the patients in CAMHS were categorised under
‘Black, Asian, White, Mixed and Other’. This will be discussed in more detail in

the Limitations chapter.

The CAMHS data was provided on an Excel spreadsheet. Filters were used to
exclude referrals of girls and anyone aged 10 and below and aged 16 —-17. | noted
the number of referrals received for boys aged 11-15, then created a table to note
the number of referrals of each ethnicity. The percentage of received CAMHS
referrals for each ethnicity was calculated and compared to the calculated
expected representation of referrals based on local population demographic

datat®.

10 Please see Table 3 in Findings chapter.
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Interviews

Four interviews were completed, and RTA was used to analyse the data. RTA is
a method used to explore and interpret datasets and tell a story about patterns of
meaning (Braun & Clarke, 2006), which allowed me to put my own subjectivity
at the approach’s core. This reflexivity enabled me to conceptualise and conduct

the thematic analysis.

| was completing the study as part of my psychoanalytic training. Therefore, there
was an acknowledgement that my interpretation of the data would be through a
psychanalytic theoretical lens. Therefore, the psychoanalytic framework became
part of the method itself. The RTA approach acknowledges that the researcher is
a part of the research process and recognises how their prior experiences,
assumptions, and beliefs will influence it. This acknowledgement helps monitor
the impact of my subjectivity and potential bias throughout the research process.
Therefore, before and after the interview, | took notes about participants’
comments and my own thoughts before, during, and after the interview. RTA is
about “the researcher’s reflective and thoughtful engagement with their data and
their reflexive and thoughtful engagement with the analytic process” (Braun &
Clarke, 2019, p. 594). | continually examined my beliefs, judgements, and
practices during the research process and considered how these may have

influenced the data.


https://link.springer.com/article/10.1007/s11135-021-01182-y#ref-CR6
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| believe that experiences and meanings should be interpreted with the view that
they are produced and reproduced socially through inter-subjective and
subjective construction. Therefore, in keeping with the qualitative philosophy of
the RTA method, epistemological considerations regarding the data were
interpreted through a social-constructionist lens. The analysis was, therefore,
inductive, and the themes were driven by the data and not my theoretical interest
or a need to fit into a specific coding frame. The interviews were based on
participant experience, so the data had to be strongly linked to the themes. Many
themes did not link with the specific questions but were very informative. | had
to select themes that answered the research question. It was important for me to
be mindful that a qualitative analysis does not try to provide a correct answer

(Braun & Clarke, 2013).

After the interviews were completed and transcribed, the research followed Braun
and Clarke’s (2006) six-step thematic analysis method. | familiarised myself with
the data, taking a high-level view of it whilst taking note of first impressions. The
initial codes were generated and then grouped according to similarities within
each interview. Semantic and latent themes were generated and then compared
across interviews to see if there were any patterns of meaning. After that, themes
were reviewed and re-reviewed. In reviewing the themes, it was evident that there
was a lot of cross-over and links across the interlinked interviews—making it

difficult to define and name overarching themes. Six themes were initially


https://link.springer.com/article/10.1007/s11135-021-01182-y#ref-CR4
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defined and named. However, due to the limited word count, | deemed this too
many themes to report. Therefore, | re-reviewed the themes and found that some
correlated with each other, so these were grouped together, while others became
subthemes?!. The three final themes were deemed representative of the data and
relevant to the research question. A report was produced to present the findings

of the research study, presented in detail in the following chapter.

11 See Appendix F.
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Findings

Audit

An audit was completed to determine whether Black adolescent boys (BABS)
were underrepresented in the number of referrals into an inner-city CAMHS
clinic. The data focused specifically on boys aged between 11-15 in 2019, before
the Covid-19 pandemic®2. For the purpose of the audit, ‘adolescent’ refers to boys
aged 11-15%. 184 adolescent boys were referred. Local population ethnicity data
for adolescents 11-15 were not available. Therefore, the researcher used the
available ethnicity data for 0-17 for calculations (please see Tables 1 & 2). The
representation of Black boys in these referrals will be examined in the context of
the calculated* local population demographics of the borough of interest,

illustrated in Table 3.

Table 1
Ethnicity Raw local Raw calculations of local | Raw calculations of Rounded
population population ethnicity data | local population percentage
ethnicity data aged as a fraction of total | ethnicity data as a used in audit
(N=34,129) percentage
Black 2,504 2504 0.073 7%
34129
Asian 3,731 3731 0.109 11%
34129
White 12,763 12763 0.373 37%
34129

12 See Methodology.
13 See Methodology.
14 See Table 3.



Mixed 2,039 2039
34129

Other 1,241 1241
34129

Not 11,830 11830
recorded 34129
Total 34,129 34129
34129

Calculation of local population ethnicity data for 0-17 (2019)

Table 2
Ethnicity | Rounded Raw calculation of | Raw
percentage of | local population calculations of
local ethnicity data aged | local
population 11-15 based on 0- | population
ethnicity data | 17 percentages aged 11-15 as
aged 0-17 a number
Black 7% 0.07 x 5169 = 361.83
Asian 11% 0.11 X 5169 = 568.59
White 37% 0.37 X 5169 = 1912.53
Mixed 6% 0.06 X 5169 = 310.14
Other 4% 0.04 X 5169 = 206.76
Not 35% 0.35%x 5169 = 1809.15
recorded
Total 100% 1 5,169

Calculations of local population ethnicity data (2019)

0.059

0.036

0.346

Rounded local
population
ethnicity data
aged 11-15
based on 0-17
percentages
(N=5,169)

362

569

1,912

310

207

1,809

5,169
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6%

4%

35%

100%

Assumption of
local
population
ethnicity data
aged 11-15
used in audit

7%

11%

37%

6%

4%

35%

100%



Table 3

Ethnicity

Black
White
Asian
Mixed
Other
Not

recorded

Total

Total population
of young people
in the borough
(N =5,169)
362 (7%)
1,912 (37%)
569 (11%)
310 (6%)
207 (4%)

1,809 (35%)

5,169

Number of
CAMHS
referrals
(N=184)

9 (5%)
85 (46%)
19 (10%)
25 (14%)

10 (5%)

36 (20%)

184
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Representation of
CAMHS referrals
against population total

29% under-represented
24% overrepresented
9% under-represented

130% overrepresented
25% overrepresented

53% under-represented

Representation of referrals of boys aged 11-15 (2019)

The audit found that 9 (5%) adolescent boys who identified as Black were

referred into the CAMHS service in 2019. According to the local population data,

this number of BABs aged 11-15 amounts to an underrepresentation. Were

referrals proportionate to population, we would have expected BABs to make up

at least 7% of referrals. Therefore, Black adolescent boys were found to be 29%

underrepresented in the CAMHS data. The data showed a difference in the

representation of referrals across ethnicities. White adolescent boys were

overrepresented in referrals by 24%, whereas Asian adolescent boys were

underrepresented by 9%.
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It is also important to note that, similarly to the local population data, an extensive
amount of ethnicity data was not recorded. The CAMHS and local data showed
that over 20% of ethnicity data went unrecorded, meaning that some of the
adolescents underrepresented in CAMHS referral may be found in the 20% not

recorded (see Limitations).

Age

As discussed in the Methodology chapter, boys referred into CAMHS aged 16
and 17 could not be used due to not having comparable local population data for
this specific age. However, | wanted to know the number of referrals that had to
be excluded (Table 4 below). It was found that 20% of the CAMHS referrals
received into the team in 2019 were aged 16 and 17. This suggests a spike in
referrals for this age group. This is interesting and could be related to the

transition into college and adulthood. This may be an area for future research.

Table 4
Age at | Number of CAMHS
referral referrals
(N=230)
11-15 184 (80%)
16-17 46 (20%)
Total 230

Representation of referrals according to age (2019)

Gender
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The data collected was based on males only. Therefore, it was important to look
at the gender norms in the borough. The local data showed that boys (51%) and
girls (49%) were at nearly equal representation in the borough; therefore, gender
would not be a significant factor that would eschew the data.’®However, local
population data was available for gender according to age'®, but not ethnicity.
Therefore, | had to use the ethnicity data for ages 0—17 to calculate the expected
representation of CAMHS referrals according to population data for ages 11-15,

as this data was unavailable (see Limitations).

Ethnicity categories

The local population data presented ethnicity in 5 categories: ‘White, Black,
Asian, Mixed and Other’. Therefore, the available CAMHS ethnicity data had to
be grouped to make the two sets comparable. Adolescents identifying as ‘mixed
Black and Caribbean’ were grouped under ‘Mixed’. In the CAMHS data, ‘Other’
included adolescents who identified as ‘Other’ along with the countries they
identified with, such as ‘Other Iranian’ and ‘Other Kurdish’. The CAMHS data
provided more information to have a better understanding of how patients
categorised themselves. However, this information was not available from the
local population data. Categorising ethnicity is complicated. The local population

was more explicit for young people than for the whole population. The local

5 See Appendix B.
16 See Appendix B.
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population datal” identified that 34% of the whole population are from Black
(7%), Asian (17%) and Mixed/Other (10%) groups; however, ‘Mixed and Other’
was put into one category. This highlights that even in the same publicised data,
categorisations can differ, which is problematic. This highlights how difficult it
can be to collect ethnicity data when people and organisations have different

understandings of categorisation in terms of race, culture, and ethnicity.

The ‘Mixed’ adolescents were overrepresented by over 100%. This is a very high
percentage. This could indicate increased mental health needs for ‘Mixed’
heritage children, possibly due to identity-related issues, which need further
research. | was interested in how many of the boys identified as ‘Mixed’ with an
African and/or Caribbean heritage were referred to CAMHS. Although the data
Is not comparable, it could be informative. Table 5 illustrates that 6% of the
adolescent boys who identified as ‘Mixed’ also identified as Black. This is higher
than the percentage of Black adolescent boys (5%). Suppose | had local
population data of mixed-heritage boys and grouped them based on their ethnic
minority group (see Introduction); we may have found a difference in
representation percentages. Adolescents from the ‘Other’ category were also
overrepresented (25%), indicating that more referrals than expected are being

made to CAMHS.

17 See Appendix B
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Table 5
Ethnicity No. CAMHS
Referrals (N =184)
Mixed - Black 10 (6%)
Mixed - Asian 2 (1%)
Mixed — Other 13 (7%)
Other ethnicities 159 (87%)
Total 184

Representation of referrals of boys aged 11-15 based on the ‘Mixed’ category (2019)

Summary

The audit found that Black adolescent boys were underrepresented in CAMHS
referrals in 2019. According to the local population data, CAMHS received only
71% of expected referrals. Asian boys were also underrepresented, but CAMHS
received more than expected referrals for White adolescent boys. Adolescent
boys who identified as ‘White, Mixed and Other’ were overrepresented in
CAMHS referrals, and mostly so for ‘Mixed’ children, which needs further
research. It is important to note that these results are limited due to the lack of
specific data on ethnicity for adolescents 11-15. However, these results indicated

discrepancies in referrals into CAMHS based on ethnicity.

It is essential to highlight that not all ethnicity data was recorded. CAMHS were
found to have more ethnicity data recorded than the local data. 75% of CAMHS
data where ethnicity was not recorded was not requested (rather than not

supplied), which may highlight issues around data collection.
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Reflexive Thematic Analysis
| used reflexive thematic analysis (RTA) to analyse the interview data of four
participants. Similarities and differences were found across the interviews, from
which themes emerged. Many of these themes were recurring, but three
overarching themes were identified with subthemes, including:
1) Invisibility of Black adolescent boys (BABS)

e Needs and behaviours should be better understood

e Diversity of CAMHS

2) Responsibility of clinicians and services
e Self-awareness and self-reflection
e The importance of holding intersectionality in mind

e Prioritisation of equality, diversity, and inclusion

3) Building trust
e Building trust in the community can increase accessibility

e Parental engagement

The themes will be presented below with quotes from participants. Participants
will be referred to as numbers, e.g., P1. So as not to add further to the invisibility
of BABs, they will be referenced using pseudonyms. The diagram below
Illustrates the case studies presented by participants so that readers can get a sense

of the BABs.



Disruptive behaviour OCD and Paranoia, isolation non- Challeng_in_g behavi.?ur,
m — and anxiety controlling/challenging e e theft, victim of racial
behaviour at home bullying
i No referral, was Internal referral
Primary school Secondary school 4
Referral | n—) =etlaned
source
Single mother Single mother single foster mother
Carers — Foster parents
~— —_—————— e D
School & CAMHS Hospital & School CAMHS, School, Social
Network — School & CAMHS services & Mentor
— T o~ —~
Support m——) | Long-term Psychotherapy I s Long-term Psychotherapy
R paTara Short-term CBT support, parlemlsuppor‘t& B
medication

Figure 1. Case summaries of BABs

1. Invisibility of Black adolescent boys
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Across the interviews, participants described their experience of their patients’

mental health struggles as not being recognised. Liam’s*® behaviour was not

thought about as communication of his emotional difficulties; Daahir’s learning

needs were not being prioritised and assessed; Olu’s decline in mental health went

unnoticed, and Tyrone’s social worker felt he had had “too much therapy” despite

it being clinically indicated by therapists that he needed more. The interviews

highlighted how the emotional needs of the boys were not always at the forefront

of professionals’ minds, particularly in the professional network, whereby the

18 The names have been changed to protect anonymity.
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participant had to hold this in mind. This theme will be illustrated through two
subthemes—<‘Needs and behaviours should be better understood’ and
‘Diversity of CAMHS’—to capture what participants felt was needed for BABs
to be more visible in mental health services. Interestingly, two (P4 and P2%%) of
the four participants could not describe a BAB they had worked with in their
current CAMHS team but had to think of previous cases they had worked with.
The fact that half the participants had not worked with BABSs in their current

CAMHS role perhaps illustrates the paucity of referrals.

Needs and behaviours should be better understood

Participants shared several concerns about what was understood about their
young person’s behaviour in the network around them. The participants discussed
how the way that others in the professional network experience their young
person can impact what is offered and how the young person and their family are

responded to.

P1 shared her concern that if Tyrone was not a looked-after child, he might not

have had the long-term therapeutic intervention he had received from CAMHS:

19 P2 used an example from her work as a nurse in an adolescent inpatient service
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| was thinking more about if Tyrone, my patient, was not a looked-after
child; I feel something would have been picked up on. You know, by
that time, he would have been excluded, permanently excluded from
school and then perhaps he would have gone to a PRU, and you know,
perhaps he would have ended up, you know, getting involved in some
form of criminal activity because of all his experiences. (Interview 1, p.

8)

P1 suggests that if Tyrone had not been a child of the state, which was aware of
his history and difficulties, his behaviour may have been viewed through a
behavioural lens rather than a mental health lens. There is an idea from P1 that
looked-after children have more access to therapeutic support due to the presence
of professional involvement. P1 raised a concern that Tyrone would probably
have been excluded or become involved in criminal activity if he had not had a

network around him.

P4 shared similar thoughts about Liam, who was not a looked-after child but
whose primary school had a good understanding of his emotional needs.
However, at the time of transition to secondary school, there was more focus on

his behaviour than his mental health:
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So, one school had a very accurate idea of the mental health difficulty,
the other one had a very different idea that it is a behavioural thing, and
he is a very naughty boy. However, it was a mental health difficulty.
But because, you know, a privileged lens was used on Liam in
secondary school, which has nothing to do with him, just an idea that

has been projected onto him. (Interview 4, p. 6)

P4 suggests that the secondary school may have been using a biased lens to
understand Liam's behaviour. P4 suggests that the labelling of Liam as a “naughty

boy” reflects how he was viewed by the school.

P2 shared how Olu's mental health was able to deteriorate without much
intervention from professionals in his life. He was not attending school, which
did not seem to be a concern. P2 described how his network lacked curiosity

about his behaviour:

| noticed a lot of that would happen, where those kinds of things will
not get picked up by other people in the network because they would
interpret it as just a teenager being defiant or just not being bothered to
go to school rather than a young person that's struggling with their

mental health. Obviously, that was not always the case. We would get
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referrals from the school. But for this boy, it felt like he got unwell
without anybody noticing. It used to freak me out how often that would
happen when people would get super unwell in the privacy of their
homes without others picking up on it, or maybe people picked up on

their acting strange, and they did not do anything about it. (Interview 2,

p.-7)

P2 highlights how behaviour could be minimised and go unnoticed in the
professional network. In Olu's situation, non-attendance at school was a sign of
Olu isolating himself from others and going into a mental health crisis that led to

his admission into the hospital.

P3 also spoke about her concerns about how Daahir’s difficulties were
understood. P3 raised her worries with the school that he may have learning
difficulties that were hindering his learning and treatment, as he did not seem able

to engage in the CBT work:

They were just like; we just have not got around to it. You know it is

just not our priority. Moreover, we should make it one because he is in



71

year 10 now, so we need to crack on with it. So, | need to talk with Mum

about whether | do the referral. (Interview 3, p. 6)

P3 also reported Daahir's feelings about school:

He hates school. He finds it boring. He finds it hard. Obviously, if he got
a diagnosis, he would probably go to the SEN school... it’s just the little

things: he cannot tell the time. He cannot write with a pen. (Interview 3,

p.7)

Despite raising her concerns with the school, P3 reported that Daahir's needs were
not being recognised or prioritised at the level they should be. P3 was left feeling
like she had to take responsibility and make the referral despite this being the
school's remit. P3 described Daahir’s negative view of the school, which may be

linked to his difficulties learning.

Diversity in CAMHS

Across all the interviews, there were repeated references to the BABs needing
opportunities to work with professionals and clinicians with whom they could
identify, suggesting that there is a need for a representation of different

ethnicities, cultures, and genders across the CAMHS workforce.
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P2 shared how Olu was more open to staff members who shared his identity in

the ward where she worked:

We were very lucky in the inpatient ward | worked on; many people
who worked there were from the local area. Furthermore, there was
young Black and Asian staff. So, it was not the majority White, and
that made a difference. Because this boy found it quite hard to
engage with people at the best of times, but when a young Black
male member of staff would talk to him, who was from a similar
background to him, you notice that he would open up a lot more.

He would be more willing to engage. (Interview 1, p. 2)

P2 highlighted that young people need services that reflect who they are. They
can feel invisible if they do not see themselves in the people helping them. P2
refers to it as 'luck’ that Olu was in a diverse ward, so he had access to Black male
staff who could understand his needs and make him feel heard. P3 made similar
reflections:
| am a White woman, you know, how can a young person as a brown,
Black boy, or brown Black girl, or non-binary person feel brave and

safe in the space if the person helping might be part of the problem for
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them? How do we ensure they feel safe and brave in these spaces with
somebody that, you know, will never fully understand or will never
have to experience the same things they have experienced? And support
them through that kind of stuff?

(Interview 3, p. 7)

P3 thought about her position as a White woman and how this may impact young
people from ethnic minority backgrounds. She questioned whether they could
feel safe and trust professionals if they feel that they will not be understood. P3
wonders whether clinicians who may not have experienced some of the
difficulties that ethnic minorities do would be able to fully support the young

person.

P1, a person of colour (POC), agreed with P3 and P2 as she described how
beneficial she felt it was for Tyrone to have a therapist who also was a person of

colour:

| think me being a Black woman and his previous therapist, a Black
male, | think both of those experiences no doubt will have been helpful
for him, trying to figure out his identity in relation to, you know, his,

his Blackness... it is important for [Black boys] to be able to also have
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a connection to, to the other. | guess he has got his foster mum, but also,
to see Black in the institution, though, in the CAMHS, you know. He
has got a Black social worker now who has just started. He has a Black
mentor at school; | think these would have been very important
experiences for him... you know, being able to explore his identity

safely. (Interview 1, p. 2)

P1 further confirms P3’s ideas about the safety a shared identity can create for
BABs. Tyrone’s main concerns have been around his identity and experiences of
racism, so having diverse professionals in the network may have helped have his
identity crisis thought about and understood in different ways. In Tyrone’s case,
the network appeared mindful of this, as a diverse professional network supported

him.

P2 and P1 shared that their current CAMHS is diverse, but they noticed clinicians
and practitioners from ethnic minority backgrounds tended to be in lower waged

positions.

P2 described the staff on the ward:

There is this hierarchy of banding in the profession, and then, like, the

people seen as the lowest banding were like the healthcare assistants
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and support workers. Yeah. But they were the people who spent the
most time with the patients; they were the most diverse

demographic. (Interview 2, p. 4)

P1 described the CAMHS team:

There are more Black clinicians, including one who is a senior, which
Is a big deal, I think, especially in a CAMHS team like ours. Most of
the representation is trainees, and that which goes without saying is
problematic because it is like if we look at the distribution of Black
clinicians, they tend to be on the lower end of the bands. (Interview 1,

p. 10)

Here, both participants highlight a possible problem in the system whereby
diversity in the workforce comes with a difference of power. Black professionals
are not often in positions of power but are deemed to know the children better.

This suggests inequalities in the system.

P4, a POC who is the more senior of the clinicians interviewed, reported how
things had changed over time and that, although the leadership is still

predominately White, he can see himself reflected in the team and how this
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differed from his experiences as a trainee. P4, however, highlights that changes

to making CAMHS more diverse are slow:

| think that the leadership team is very White. But when | look into the
team, | see myself reflected back, and it is very, very nice working in
CAMHS. You know, it is very, very nice to see trainees from a diverse
background, you know when | trained, | was the only person of colour on

the training... I still feel we’ve got a long way to go. (Interview 4, p. 8)

2. Responsibility of clinicians and services

Patients who access mental health provisions are expected to be assessed and
treated by clinicians and services providing the best care. Across all interviews,
the data revealed that clinicians and services need ongoing reviews of clinical
practices through supervision to understand one’s biases when working with

BABs.

Three subthemes were evident across the interviews that illustrated what the
participants felt their responsibilities were regarding their role as clinicians, in

their discipline and within a mental health service. These subthemes were “Self-
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awareness and Self-reflection’, ‘The importance of holding intersectionality in

mind’, and ‘Prioritisation of Equality, Diversity, and Inclusion’ (EDI).

Self-awareness and self-reflection

All four participants shared that a mixture of feelings arose when working with
BABs. At times, some of these feelings concerned engagement levels that made
the participant feel not good enough, and at other times it was feelings of affection
due to a growing therapeutic relationship. Reflection and supervision were

Important to process these feelings.

P3 spoke about working with Daahir and how frustrated she would get when she

felt he was not engaging in the work:

| have to do a lot of self-reflection. | would come out of sessions feeling
quite frustrated, you know, | felt like | was hitting my head against a
brick wall sometimes. And sometimes | also came out feeling like I just
spent an hour lecturing a teenager instead of anything else... Because
CBT is, you know, if you do not engage in it, it will not work. And if
we are not engaging them, you know, if we have a waitlist, the space
can be offered to somebody else, and he can come back when he is ready

kind of thing? That is the kind of discussion we had. So yeah. Oh, no,
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hopefully, 1 did not reflect in the room. But when | came out [of the
session], you know, | did have to take it to supervision and try to come

up with new ways to engage. (Interview 3, p. 2)

P3 helps us understand how clinicians begin to feel disheartened when working
with young people who appear to find it difficult to use what the clinician has to
offer. P3 shared her worry that her disengagement through thinking of the waiting
list may have reflected in the room with Daahir. The mention of the waiting list
highlights external pressures that may impact how P3 responds to Daahir and his
apparent lack of engagement. P3 highlights how clinicians may find it hard to
mask these feelings and that Daahir may pick up on them. P3 was feeling stuck.
However, P3 shared her ability to take ownership of her feelings that things were
not working and take it to supervision to explore. This enabled P3 to use another
mind to help her think about other ways to engage Daahir and reflect on her work

with him.

P1 similarly shared her need to reflect on her feelings when working with Tyrone.
P1 was experiencing racist abuse in the sessions with him and described how this
made her feel:

It has been hard. And it has made me not look forward to working with

him sometimes, and it has made me feel very defensive and protective
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of my identity, but also, it has kind of made me reflect on how difficult
it must be for him being both a looked-after child and a child with mixed
heritage, you know, having a foster mum who is not from the country
his parents are from, having to find his place in the world and figure out
what kind of a Black boy he is almost all on his own. And, you know, |
have had a feeling, I guess, | have got a feeling of how it feels to be him
at school, in a way, to be misidentified. And feel confused about your
identity. | think there have been a lot of confused feelings in the
sessions, especially when | feel pretty outraged and upset when he is
racially attacking me but then identifying me as having the wrong
ethnicity. However, | still feel attacked and defensive and upset about
it. And I feel confused about that. | feel confused about why I feel so

upset. (Interview 1, p. 3)

P1 reported having powerful negative feelings towards Tyrone when he would
racially attack her. Despite experiencing this, P1 shared how she used her
countertransference? to understand how Tyrone may have been feeling about his
own experience of racial bullying at school and his confusion about his identity.
It appears to be essential for P1 to name these feelings and acknowledge them to

understand Tyrone. However, it highlights how difficult it can be for a clinician

2 Emotional responses elicited in the therapist by specific qualities in his/her patient.
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to manage these feelings whilst also holding the patient’s feelings. Similarly to

P3, P1 shared how she used supervision to think about these feelings.

P4 was the only participant who did not express any negative feelings toward his
patient or difficulties in the work. When speaking about Liam, he reported that
his “overriding feeling was very warm” and that Liam would “engender much
warmth” in him. P4 was also the only participant who reported that he did not use

supervision to discuss his work openly with Liam:

In terms of the clinical work, there was no challenge. But bringing some
of these issues to supervision was a challenge. | had a very good
supervisor but was very limited when thinking about sameness and
difference. |1 found myself consciously not bringing the material to
clinical supervision and finding my way with it because, without

sounding too arrogant, | knew what | was doing. (Interview 4, p. 3)

P4 did not appear to trust his supervisor to think about his work with Liam due to
concerns that Liam's differences would not be considered. Perhaps this also had
to do with P4’s difference from his supervisor. Nonetheless, P4 didn’t feel that
he could reflect on this in supervision and felt he had to depend on his mind. P4
suggests that there can be barriers in supervision that can impact the quality of

supervision available to clinicians.
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Importance of holding intersectionality in mind

Across the interviews, as the participants would describe the BABs that they
worked with, it was evident that they had to think about different aspects of their
identity to understand their difficulties and experiences. A few participants
mainly reflected on how the social identities of BABS, e.g., race, gender, and
disability, can impact a young person's experiences in therapy and affect

accessibility.

P3 shared her struggles to engage Daahir, some of which she reported may be due
to an undiagnosed disability. Despite there being no diagnosis, P3 shared how she

had to adapt her way of working to accommodate Daahir:

Yeah, so we tried to make it more interactive cause, you know, he thinks he
might have ADHD. And | kind of agree with that. And so we tried to make
sessions more active. So, | printed things on the walls in the next session to
make it more active. And when we got there, he was tired and did not want
to do that. So, if we do something else, then the session after, | will say let us
try and be active again; he decided he did not want to do it anymore. Then |
was thinking maybe it needed a bit more structure to it. So, | created an actual
like OCD pamphlet thing that we would go through; it seemed to

work. (Interview 3, p. 2)
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In the extract, P3 highlighted how Daahir struggled to focus and how she had to
be flexible to keep him engaged. P3 demonstrates how she had to keep Daahir’s
possible disability in mind to adapt her way of working to suit his needs so that
he might be successful in treatment. P3 had to keep thinking about how to engage
Daahir until she found something helpful, such as the “OCD Pamphlet”, which
appeared to give him something concrete to hold onto after the session. P3’s
experience highlighted the importance of keeping the patient’s experiences in

mind, particularly concerning their identity, to give them the best support.

P1 also spoke about her need to understand and work with Tyrone’s foster carer’s
distrust of services. His foster carer was described as a Black single woman,

which was something P1 shared that she had to think about in the extract below:

So, this foster mum is very mistrustful of services and institutions, and
they have had, you know, lots of experiences of racism from social
workers and from the NHS. She had many experiences of hostility from
services that made her mistrustful and distrustful of White professionals
in these institutions. So, the parent worker did tell me, you know, before
| started seeing Tyrone, that it has taken her years to establish a rapport
with this foster mum, and it takes her a long time to warm up to people.

(Interview 1, p. 5)
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P1 conveys that the parent-worker being aware of the foster carer’s experiences
of racism from White professionals enabled this to be thought about in the
service, making work with Tyrone possible. It appeared necessary for the parent-
worker to relay these experiences that the foster carer had had to P1, allowing P1
to keep this in mind when working with the network and think about how the
foster carer may experience her. A rapport had to be built in order for the foster
carer to “warm up” to P1. Although P1 is a POC, she could be viewed as an ally

or enemy of the foster carer because of her role as a professional in the network.

The intersection of the clinician and the patient’s intersectionality needs to be
held in mind because of the complexities of identities in the therapeutic
relationship. P2 described how she had to think about her identity and what

privileges she may hold:

| was seeking support and advice from other people because | was aware
that, you know, there was a power difference. Not only was | a nurse who
was in control of a lot of the things that happened day-to-day on the ward,
you know, | am also a White middle-class woman. And there are some
differences, and me coming in and telling him what to do was quite

annoying. It made me think about how | approach things and how there might
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be some conversations | could be a part of, but it might be more appropriate

to get advice from other people. (Interview 2, p. 3)

P2 thinks about her seniority in the ward, her difference in gender, race and class,
and how this may be linked to her difficulties reaching Olu, as she shares that he
would often not respond to her. In recognising her position concerning Olu, she
sought help and support from other colleagues and started a dialogue about how

she could approach Olu differently.

Prioritisation of equality, diversity, and inclusion

Inequalities often contribute to psychological difficulties for individuals and
groups, and multiple layers of inequalities create marked differences in emotional
well-being. Therefore, equality, diversity, and inclusion (EDI) are vital aspects of
mental health work and must be integrated into practice. All participants shared
that their CAMHS services are trying to create spaces and processes to keep EDI
at the forefront of people’s minds when considering patients and each other as a

workforce. However, there was a sense that EDI is only prioritised sometimes.

P3 shared her experience of difficulties leading an EDI initiative in the team:
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| do not have time to do it properly. | was doing my job plan yesterday,
and | am on 50 hours a week. So, erm, yeah, and | discussed with my
manager that | need a case taken off me or not attend certain meetings,
so | have time to properly do the EDI stuff if they want me to do it. But
then, it is never done; it is not my priority... | could go weeks like, oh
my God, | have done nothing for a month. | have not, it is like on my
to-do list, but it is always the one thing that gets moved over for next

week. (Interview 3, p. 9)

P3 shared how to prioritise EDI work in the team; she needed to be allowed to
have the space. P3 highlights that no matter how much she wanted to prioritise
the EDI work, she would have to do it outside her working hours, which seemed
unfair. P3 shares her guilt about how EDI can easily be side-lined and constantly
Is. Despite asking her supervisors for help with this, it is made clear that it is not
a priority, as arrangements are not made to accommodate the time needed to

arrange EDI-related work for the team.

P3 added that when she can do EDI-related work and create opportunities for the
team to think about EDI issues, there is a sense that the responsibility lies with

her rather than the team:
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| sent an email around saying crack on, discuss this, and | came back
from annual leave and got an email from my manager saying it was not
structured, it was not an upheld space. And | was like, guys, we are all
adults; you do not need me there to discuss this. | sent you an email
about what to discuss; | gave you points. You could all have input into

this. (Interview 3, p. 9)

P3 shared her frustration that the group felt uncontained due to her absence and
found it difficult without a facilitator. P3 wanted the group to “crack on” without
her and highlighted how thinking about EDI needs to be a thing that happens

continuously and is everyone’s responsibility. Not having a lead destabilised the

group.

P4 mentioned something similar where he shared his thoughts that the service

hierarchy can dictate whether or not EDI is taken to be a priority:

| was pleasantly surprised. We have a team manager who has put
EDI first, and it shows. I think it has been reflected in the makeup of

the team. (Interview 4, p. 8)
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P4 suggests that the team manager can play an essential role in prioritising EDI
in a team. It appears that his team manager is interested in EDI. P4 recognises
this, as he also comments that the team is more diverse, which may highlight the

team manager’s efforts to create a diverse workforce.

3. Building trust

The third theme that was apparent across interviews centred around the
community and accessibility of mental health services for BABs and their
families. There appeared to be a consensus that building trust was crucial for
engaging and reaching families from Black and ethnic minority backgrounds. The
subthemes which will serve to illustrate this theme further are ‘Building trust in

the community can increase accessibility’ and ‘Parental engagement’.

Building trust in the community can increase accessibility
There was a consensus across the interviews that there needed to be more effort
to engage the communities that these boys come from and to understand the

barriers that they face.

P2 shared her experience of working with families with different views about

mental health based on their cultural and religious beliefs. P2 shared how
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Important it was to have a shared language with the family in order for them to

engage with professionals:

She believed she was possessed by something. And so it was even more
frightening in a way, but also how she made sense of it. It was how her
parents made sense of it. And rather than going in with their [mental health
team] medicalised view and being like, oh, that is a load of rubbish. No, I
want to deal with your brain’s neurotransmitters and chemicals rather than
putting that agenda forward. From watching other people and their
responses, | understood you could sit alongside some of those beliefs and
opinions. You do not have to, you know, barrel in and quash; you can sit
alongside it and be like, okay, that is your opinion, our opinions this, let us

work together. (Interview 1, p. 5)

P2 states how important it is to work alongside families for good outcomes. Doing
so builds trust, and families are more likely to engage. This suggests professionals
need to come from a place of understanding rather than present a
medicalised/psychological stance in order to help build a rapport with the family;

there can be shared learning.

P3 also shared that services need to be aware of the barriers that families face that

may impact their access to CAMHS. When families are perceived as not engaging
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because they are not attending sessions, there needs to be more curiosity about

why they may not attend rather than assuming they are disengaging:

And it is making sure that we are thinking about the family's race,
religion, cultural background, and ethnicity, how that impacts this space
and how that might impact them accessing our service. Instead of
saying, oh, they have missed these sessions, we will close them. It is
like, well, why did they miss these sessions? Like, what... what could

their barriers be? (Interview 3, p. 8)

P2 and P4 spoke about the environment provided for these families and how this

can impact how they access mental health services.

P2 commented on the buildings and transport implications:

We often expect people to come to us here at the CAMHS and travel in
from wherever they live. It might not be easy to get here, might be
expensive, erm... and that creates a significant barrier like the location,
the environment where we offer other support, is in this huge old

building full of history. A lot of feedback | have had from young people
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| have worked with is that they find the building intimidating and

horrible and do not want to come in. (Interview 2, p. 8)

P2 reported that there needs to be ongoing thinking about the practicalities of how
patients access CAMHS and how this can present a barrier to treatment. P2 shared
how young people have yet to find the CAMHS building approachable and
highlighted the expectations that services put on patients to come to CAMHS. P2
suggests that getting to know these families by being curious about their
circumstances may allow these families to be more open so that CAMHS can

accommodate them where possible.

P4 raised the hostile environment that can be created for ethnic minority families

that can impact accessibility:

| think only in about 2018 was a newspaper, | think, in Bristol, which
did a feature about the Home Office being housed in a police station.
And | suppose that just gives you an example of the confusion between
what these organisations offer and whom they offer it to. So, I think the
hostile environment has done huge damage to Black communities in
terms of them accessing services. Now, this whole idea of harvesting

data is used to the detriment of the families. So, when | first trained at
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the clinic that we worked in, we were asked to take evidence and
information from these patients when they were referred to prove that
they had recourse for accessing the services. And we refused to do it
because we knew the barrier and the damage that would cause.

(Interview 4, p. 6)

P4 highlights a systemic issue whereby families are made to feel that they need
to prove that they should have access to resources they are entitled to. Similarly
to P2, P4 suggests that the environment we provide for Black and ethnic minority
families impacts whether they access services. They need to feel safe and trust
the space that CAMHS provide. P2 and P4 report that these families struggle to

feel safe and access services.

Parental engagement
Across the interviews, parents were deemed very important in the success of the
treatment offered to their children. Each participant mentioned ongoing contact

with parents during treatment, but some factors impacted the treatment outcome.

For example, P2 shared that Olu’s parents found it hard to advocate for him and

get him the proper support:
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| think parents especially were unsure how to approach school or elicit their
help and support. From my memory, | think school was just a bit... | am
about to badmouth them, but the school was not massively supportive. And
| think the parents just, rather than fighting, just accepted it, which I
completely understand because I think many parents feel unsure about how
much they should fight things... I do not think his parents understood what

was happening to him. (Interview 2, p. 7)

The parent did not trust that the school could help them and offer their needed
support. P2 appears worried about “badmouthing” the school but pinpoints how
the parents were unsure of what was happening to their child and did not feel they
could voice their concerns or opinions about Olu. P2 suggests that the parents felt

powerless and accepted what the professionals said.

P2 contrasted with other parents who are able to advocate for their children and
get support for them before they hit a crisis. P2 suggests that some families know
how to ask for help and advocate for themselves. They are better able to engage
with CAMHS because they have more confidence and feel more in control.

P2 gave an example:
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You know, | have just, | worked with a White young person recently,
erm... and she had quite a lot of sessions, and she was doing a lot better
at the end of it. Parents were asking for onward support, so | referred
them to another service—they have had much support from that service.
And that service has sent them back to me for more support, and | think,
oh my gosh, this child does need support, but I am not sure they need
the level they are requesting. But they are getting it because they know
what to say and what words to use to navigate the system. Sometimes,

that is depressing and frustrating. (Interview 2, p. 10)

P2 suggests that clinicians need to keep in mind that some parents may need
clinicians to advocate for them and try to understand their concerns. Through
building trust, parents can develop more confidence to advocate for their children.
For example, P4 appeared to have a good relationship with Liam's mother, with
whom he shared that it took him a while to build a rapport. P4 described Liam's
mother as someone who supported the psychotherapy, which he pinpointed as

very important for Liam to allow himself to engage in the work:

She prioritised this boy's psychotherapy. You know, his first and

foremost. And | think he recognised that it is almost like complete
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permission from Mum to wuse his therapy in the way he

wanted. (Interview 4, p. 5)

Despite Liam’s mother’s support for the psychotherapy, P4 shared how tricky the
parent work was and how it took a while for him to build a rapport with her,
particularly when discussing the father’s absence, which appeared to be a
prominent feature of Liam’s therapy. According to P4, the parent work allowed
Liam to ask more about his father, as his mother could think about this in the

parent work:

Working with Mum, it was tricky to think about the impact of his
father’s absence, and it took me a long time to get there with her. So, I
did not want her to feel blamed. So, | was conscious of that. And that
probably impeded me initially, but she was open to thinking about that.
Thinking about it with her allowed us to have space in her mind, which
then allowed this boy to ask questions, you know, about the absence

more. So, she was a fantastic parent to work with. (Interview 4, p. 5)

However, sometimes parents find it challenging to support the therapy,

particularly if they struggle with their child's behaviour at home. P3 shared how
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Daahir’s mother found it hard to manage his OCD behaviours and trust P3’s

advice:

Whereas, you know, or like, mum will wash it [the cup] and put it to the
side, and then one of his siblings will use it. He will then have these
meltdowns where it is quite toddler-like. If he does not get what he wants
or what he thinks he deserves, he will go into, like, a very, | would say
toddler-like, tantrum for quite a few hours. And there is Mum, who does
everything she can to stop this. So, like, he will get everything he kind of
requests when he does this. So, | asked Mum to stop doing that because,
like, there is this learned behaviour there. But then, you know,

understandably, she finds it really, really difficult. (Interview 3, p. 4)

P3 highlights how hard it can be for parents to implement certain strategies at
home, mainly when there is challenging behaviour. In not doing so, Daahir’s

goals were not being met, resulting in a need for further treatment:

Yeah, it was supposed to be six top-up sessions from the previous, so
the last time he improved, he met his goals. And then I think when the

support ended, I think the family kind of, | guess, | guess stopped
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putting in, putting in the work a bit. So he declined as OCD traits came

back. (Interview 3, p. 2)

P3 reports how families also need to support the young person's treatment so that
they can meet their goals. If not, there is a risk of re-referrals into CAMHS.

Families need to be invested in order for treatment to be successful.
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Limitations

| recognise that there are a number of limitations within this research. The local
population data limited what could be investigated and presented in the audit. For
example, the local population ethnicity data for differing age groups were
unavailable; therefore, estimations had to be calculated based on ethnicity data
for ages 0-17 instead of 11-15. It would have been ideal for me to have specific
ethnicity data for this age group, but it was not possible. This discrepancy limits
the data because the ethnicity of the local population may differ between different
age groups. | acknowledge that the lack of specific ethnicity data impacts the
audit results and the reliability of the conclusions. However, | have used local
population data according to age and gender to calculate estimations of expected
ethnicity representations, which can give some indications about the referral
representation into CAMHS. It would be recommended that future local
population ethnicity data be presented according to age groups, as 0-17 is too
wide a range and doesn’t consider that age can be categorised into different stages
of development, e.g. infancy, mid-childhood, early adolescence, and late
adolescence. | acknowledge that the audit results are inconclusive due to the

estimations of ethnicity for the specific age group.

Although data was not missing for age, the age range data available for the local

population data was limited. The local population data used for young people was
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only available for ages 4-10, 11-15 and 16-24; however, my focus was on 11—
17 (see Methodology). 4-10 is a very big age range that includes early childhood
and middle childhood, so it could not be used in the data. Therefore, the audit
data had to be adjusted and only use referrals of adolescent boys aged 11-15. The
16-24 category went beyond adolescence, and the age limit for referrals to
CAMHS is 17. This meant that | had to exclude the referral data of boys aged 16
and 17, which was 20% of the referrals (see Findings). This was a limitation to
the research because this is towards the end of adolescence when access to
CAMHS is coming to an end. The high number of referrals suggests more need
during this transition to adulthood and possible further studies. It is hard to

ascertain whether BABs would have been underrepresented in this age group.

| initially wanted to group mixed heritage adolescents based on their ethnic
minority parents’ races. This was based on research by Ho, Kteily & Chen (2017),
who discuss the complexities of being mixed race and how a mixed race person
Is more likely to be identified by others and identify themselves in relation to their
ethnic minority race. However, this was impossible due to limited data on how
the ‘mixed’ young people were identified in the local population data. So, | do
not know how many ‘Mixed’ children identified as mixed with, e.g., Black or
Asian heritage. However, this category of ethnicity was overrepresented by a
considerable amount in referrals to CAMHS, which highlights the need for

services. However, as mentioned, the ethnicity data used are estimations, so these
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results are not conclusive, although they help us understand that ‘Mixed’ children
are possibly presenting with mental health difficulties at a higher rate, and this is
being recognised by professionals who refer them. Further research is needed to

ascertain the needs of this patient group.

The lack of ethnicity data in CAMHS and local population data was a limitation.
This impacted the audit results because some Black adolescent boys who are
underrepresented in referrals may be found in the unrecorded data. We have,
therefore, been unable to understand the ethnicities of adolescent boys referred to
the CAMHS team in 2019. This is also the case for local population data.
Ethnicity should be as important as age and gender, where no information was

missing for either data set.

The generalisability of the results is limited by the small sample of interviews and
the fact that the data is based on only one CAMHS service. However, the findings
have given us an idea of clinical experience with BABs in the UK, which the
literature lacks. Due to conducting a mixed method design, there was limited time
and space to interview more than four participants. More interviews may have
added weight to some of the findings and patterns. However, recruitment was
difficult, and not many clinicians had worked with BABs, which further supports

the audit results that a small number are referred. Despite the limitations, this
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research project has shed light on the clinical work with BABs and helped us get

a picture of the representation of referrals into the CAMHS team of interest.
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Researcher’s Reflections

| am a Black British woman of African heritage training as a Psychoanalytic
Child Psychotherapist in a CAMHS clinic. A researcher’s positionality informs
every aspect of the research process, from research question development to
interactions with research participants. In this chapter, | will describe

my reflections.

Throughout the research project, | have had to reflect on how my personal and
professional identity influences the research at every stage. | had a background
in working with adolescent (predominately Black) boys at risk of serious youth
violence and criminal exploitation, who often presented with anxiety, low
mood, and emotional regulation difficulties. Therefore, when I began working
in CAMHS, | expected opportunities to work with this patient group. However,
this did not seem possible despite the requests. There didn’t appear to be many

referrals or requests for child psychotherapy.

This sparked my interest in whether CAMHS received referrals for this patient
group, and I wanted to learn from other clinicians what it was like to work with

Black adolescent boys in therapy. However, | wondered if | felt that I, as a
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Black researcher, had a responsibility to research Black patients, particularly
due to limited research in the field of child psychotherapy relating to working
with differences (Lowe, 2014). Although this area is growing?*, | wondered
whether my experiences as a minority in a predominantly White profession
made me more inclined to research inequalities and accessibility to patient
services. Speaking to colleagues in my team, there appeared to be a shared

concern that BABs were not commonly accessing therapy.

My motivations to research this area were further fuelled by experiences in
research workshops, where | would share my research progression at different
stages. For example, my peers would ask, ‘Why boys and not girls?’ or ‘Why
Black children and not other minority ethnic groups?’. These questions helped
me think about the rationale behind the project. However, other responses, such
as the comment ‘Don’t make it political’ after a presentation of what was being
investigated, triggered my defensive feelings because there was a suggestion in
the comment that | would make it personal. The reality is that it is hard to
separate the personal from the political when thinking about the experiences of
Black patients, and indeed my own experiences as a Black person living and
working in a predominately White country and profession. | wondered if |

would have responded the same way if the senior researcher was a POC.

2 Bailey, Yeh & Madu, 2022; Nevers-Ashton, 2023 focus on the experience of Black children and young people..
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Perhaps not, as it may have felt like it came from a place of understanding. It is
Important to note that the research was carried out after the Black Lives Matter
protests, which were political and did influence my interest in Black men’s
mental health. | had to keep in mind my relationship with the topic when
recruiting and interviewing, as | was at risk of projecting my feelings related to
my own racialised experiences in the workplace onto White participants and

research peers.

Another thought concerned the feeling that this question came from a place of
unconscious bias, that when Black researchers investigate Black experiences,
there might be a political element to it. However, talking about inequalities and
race can evoke different feelings in different people. For example, when |
shared possible interview questions, some responses from research peers made
me think. Questions such as ‘Was race and difference a feature of your work?’
may bring uncomfortable feelings if it had not been a part of their work. |
explored this further with the research group to understand why this might be
the case, as it seemed to me a standard question. However, it became clear that
no one in the workshops had worked with this patient group; therefore, it was
difficult for them to think about it and relate to the research question. It is usual
for people to gravitate to what they are familiar with, so | acknowledged that |
gravitate more to thinking about the Black experience and inequalities in my

work as it is a part of my own life experiences. Therefore, the research groups
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provided meaningful conversations that helped shape the interview questions

and know what to consider when recruiting participants.

At every stage, | had to reflect on how | and the research process may have
shaped the data collected. Within the current study context, | had to consider
that my role within the team and the discipline I am specialised in may
influence my interactions with the participants. | noticed clinicians from the
same field had a shared language. | did not have to ask for further elaboration as
much as when interviewing participants from a different discipline. For
example, the Child Psychotherapists would use psychoanalytic terms that |
understood and was familiar with; however, when the CBT

therapists mentioned specific terms related to how they work, | had to ask more.
| acknowledge that the similarities and differences with the clinicians may have
impacted participants’ willingness to talk openly about their experiences, which
may have shaped what was said. However, with interviews, it can be hard to
know what influences what the participants say and do not say, which is why
the analysis and interpretation of the data are important. | needed to consider
how my professional background, experiences, and prior assumptions might
influence my interactions with participants. | ensured the participants
interviewed had yet to work on cases with me. However, it is also important to
highlight that each clinician will have their own experience of their team, so it

was helpful to understand participants' different experiences.
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When | began the research project, | referred to the patient group as ‘Black
adolescent males’. However, after reading about the adultification

of Black children, | realised | might be adultifying this patient group and
decided to refer to them as ‘boys’ rather than ‘males’. This was important
because, during the literature search, it was apparent that language can be
harmful, especially in how people are described and viewed. It is essential to
acknowledge that although young people are adolescents, they are still
vulnerable children. This change happened before the interviews were carried
out, meaning the final wording was in place for the questioning and throughout

the study.

As a Black researcher investigating inequalities in accessibility to services for a
minority group, | found the literature search sometimes challenging. | had to
take multiple breaks when reading articles and books related to Black mental
health and inequalities within services, as the research illustrated how Black
families and other ethnic minority groups continue to face constant inequalities
and discrimination and how little is done to change this in service-provisions
and quality of care. In those moments, it was necessary for me to reflect on the
arising thoughts and feelings so that they would not influence the interpretation
of the research. Nevertheless, the interpretations of the interviews would

inescapably be made through the psychoanalytic lens of a Black female
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researcher, which was an essential aspect of the research. After each interview, |
looked at reflective notes and noted how much the participants appeared to care

about the BABs they spoke about, and their reflections on their experiences.

| had prior assumptions that interviewing White participants would be more
challenging than interviewing POC participants. | expected there to be some
discomfort, primarily due to feedback from research groups. However, | found
that this was not the case and that the White participants were very forthcoming
about their positions as White middle-class women and their difficulties when
working with differences. It could be argued that the participants interviewed

were open to thinking about their work with BABs.

When completing the RTA analysis and developing the themes, I noticed that
my initial themes were long sentences that tended to include ‘BABs’. For
example, | had the theme of ‘understanding the intersectionality of BABs is
important in therapy’, which was shortened and refined to ‘the importance of
holding intersectionality in mind’ as a subtheme under the overarching theme of
‘Responsibility of clinicians and services’. | would put BABs in each theme
and subtheme. On reflection, there was a sense that | was in touch with the
invisibility of BABs and was unconsciously attempting to create visibility. This
was important to notice and acknowledge because it shaped the research

themes. The study found that BABs were not represented in referrals, but the
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interviews clarified that BABSs use treatment when they access the right services

at the right time with the correct clinician.

In conclusion, | acknowledge that my identity—personally and professionally—
affects my relationship with and perspective on the research subject and how
much power they hold. However, these aspects have been monitored and
reflected on to produce a meaningful and transparent research project. A
researcher cannot wholly reject their racialised and cultural positionality; when
conducting a research project, however, | can acknowledge and understand how
this may influence my interpretations. This research was personal and
professionally driven, which has allowed me to be an outsider (as a woman and
CAMHS clinician who has not worked with a BAB in CAMHS) and an insider
as a Black person living in the UK. Although the research process was
challenging, from proposal to analysis, | have gained some understanding of
clinical work with BABs and how they are represented in referrals. The next
chapter will discuss the implications of the findings and think about how these

findings can be helpful in teams and services.
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Discussion

The outcome of this research has provided insight into the representation of BABs
referred to CAMHS and clinicians’ experiences working with them. However,
the results should be interpreted with caution due to the limitations of this
research project. This chapter discusses the research findings and attempts to
bring together the quantitative and qualitative aspects of the project. The
limitations and potential consequences of the design are also discussed. The
chapter ends with several recommendations for clinical practice and future

research.

Visibility of Black Adolescent Boys

The participants’ experiences with BABs bring to light how visible this patient
group is when it comes to their behaviours but how invisible they are regarding
their vulnerabilities and emotionality (Waddell, 2002). This finding echoes
previous research such as Malek & Joughin (2004), who investigated the
representation of CAMHS referrals for children and young people and found
lower rates of referrals for Black and Asian children and young people compared
to their White peers. In line with the hypothesis, the audit demonstrates that
BABs (11-15) were underrepresented in referrals to CAMHS during the period

chosen for the study. This finding echoes previous research, such as Malek
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(2004), who also linked the underrepresentation of BABs in CAMHS to their
overrepresentation in adult services. The investigated CAMHS team received
71% of what would be expected for this patient group, which suggests that BABs
in the borough are not getting enough mental health support from CAMHS. It
could be argued that CAMHS has a threshold and that the other 29% of BABs
are accessing mental health support from other youth mental health services,
some of which are targeted based on gender and race. However, CAMHS is the
primary mental health hub with processes to keep the links between GPs, schools,

and other services.

Furthermore, BABs are more likely to develop depressive symptoms due to the
likelihood of racialised experiences (English, & Lambert2014); if CAMHS are
not receiving the referrals, they are likely to fall through the gaps until there is an
escalation and—eventually—a crisis (HM Inspectorate of Probation, 2021). Early
intervention is imperative for Black children and young people’s mental health to
build resilience and address the underlying problems to prevent the development
of more serious mental health problems in adulthood. These underlying problems,
according to Singh et al. (2013), could be due to migrant issues within the family
where there is a likelihood of being excluded, facing discrimination and family
breakdown. |If referrals are not made to the appropriate services and appropriate
treatments are not offered, there is an increased risk of adolescents becoming

adults admitted as inpatients (Chui et al., 2020). In England, it has been found
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that by adulthood, the risk of Black men diagnosed with psychosis is nearly three
times higher than that of White men (NHS Digital, 2021a). As illustrated by the
research completed by the HM Inspectorate of Probation (2021), many of the
youth offending services (YOS) Black and mixed (African and/or Caribbean)
heritage adolescent boys had never had any CAMHS involvement at the time they

became involved with the youth offending services.

The audit does not answer why this is the case, but it does suggest that a
proportionate number of BABs are not getting access to CAMHS. Based on the
literature that BABSs are over-represented in the youth justice system and are more
likely to be excluded from school (HM Inspectorate of Probation, 2021; Lammy,
2017), we would expect there to be an overrepresentation of referrals due to an
understanding that criminality and exclusions are typically linked to social,
emotional, and behavioural difficulties. However, this result may suggest that the
understanding of the behaviours neglects emotional causes, which supports
research that suggests externalised behaviours from boys are not often viewed as
a dynamic of depression or other emotional difficulties (NICE 2005; 2015).
Therefore, CAMHS may not be the initial port of call for some professionals and

the families of these boys.

The audit results confirm existing evidence (Fernandez, 2015; Bignall et al.,

2019) that Black and Asian communities are underusing mental health services.
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We need to better understand treatment pathways and outcomes, not only referral
data. Nevertheless, referrals of Black and Asian boys were all lower than would
be expected given the average percentage of representation in the local
population; therefore, it could be argued that CAMHS are failing to attract
referrals in proportion to the borough's demographics for ethnic minorities.
However, this was different for ‘Mixed’ and ‘Other’ ethnic adolescent boys, who
were overrepresented in referrals. The findings further support Arogundade et al.
(2023), who also found that both children and adolescents of Black and Asian
backgrounds were underrepresented in referrals to Sheffield CAMHS and
‘Mixed’ children were overrepresented. This suggests that this may not be a
localised issue but a wider concern. It could be argued that mixed-heritage
children are overrepresented due to the increased likelihood of having a White
parent, which makes them more likely to access services. This links with
comments made by Participant 2 (see Findings, p. 95), who suggested that the
parent of a White young girl knew how to get access to services, as compared to
Black parents who did not know how to get support. But this also highlights the
increased need for mental health services among this patient group, who are
reportedly overrepresented in the care and youth justice systems (McVeigh,

2014). Therefore, an overrepresentation in referrals into CAMHS is expected.

While the findings are informative and support previous and recent research, it's

Important to address the issues that arise when compiling data. The local
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population and CAMHS data had a significant number of ethnicities labelled as
'not recorded’, which means that we don't have a full understanding of the
ethnicity of all the adolescent boys referred to CAMHS in 2019. This is troubling
because an important aspect of their identity was left unrecorded, with the
majority of cases noted as 'not requested' by CAMHS. This may be due to a lack
of information provided by the referral source or missing data that wasn't
followed up on by CAMHS (see Limitations for more information on data
collection implications). Nonetheless, the collected ethnicity data reveals a
significant disproportionality. This could be attributed to the referrer, as CAMHS
can only work with children and young people who have been referred. However,
White adolescent boys were overrepresented by 24%, suggesting other factors
Impacting referral numbers concerning ethnicity to CAMHS. It would be
beneficial for referrers, such as local schools and GPs, to be made aware of these
findings, as it may increase the diversity of referrals and help referrers reflect on
why they consider CAMHS treatment suitable for some young people and not for

others.

Problematisation of behaviour or curiosity

Several of the participants described concerns that BABs’ behaviours were not
met with curiosity and understanding. This was particularly prevalent when a
BAB was not supported by a professional network who could think together about

their experiences and needs. Schools were deemed an essential part of the
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network, who were more likely to notice a change in behaviour and make referrals
to CAMHS. However, the participants also described the consequences of
schools not understanding the BABs’ behaviour or not being proactive. The
participants shared how school inaction can lead to an escalation in behaviour
and crisis. For example, Olu’s non-attendance did not raise sufficient alarm,
Daahir’s school did not prioritise assessing his learning needs, and Liam was
labelled “naughty” (in Findings p. 71). It could be argued that too much pressure
Is put on schools to recognise mental health concerns and make referrals;
however, due to schools having such regular contact with the young people in
their care, they are in the best position to recognise mental health difficulties,
rather than specialist mental health services, which depend on professional and

family referrals (NHS Digital, 2018).

Participants described how the way in which a BAB is perceived can impact the
support they receive and the referral pathway. For example, Olu was not in
therapy but in an inpatient facility, which helped illustrate what can occur when
the reasons behind certain behaviours are not explored. Non-attendance at school
usually indicates something is wrong and needs further understanding and
exploration. Adolescence is a difficult period, often involving acts of defiance
and problematisation of behaviour by adults; however, it is also a period of
physical and psychical transition, which makes adolescents vulnerable to low

moods and anxiety (Waddell, 2002). With this in mind, participants raised
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concerns that BABs’ behaviours are not being thought about as carefully as they

should be, which may impact the care and support they access.

It could be argued that Olu was being adultified in the sense that his non-
attendance at school was seen as an adult decision rather than his perceived
adolescent omnipotence, and so his vulnerabilities were not considered (Davies
& Marsh, 2020). One might have hoped that the school would have investigated
the non-attendance and made a referral to CAMHS due to sudden withdrawal and
isolation. It is beyond the scope of this research project to investigate exactly why
Olu was not referred to CAMHS. However, based on the participants’ responses,
we can speculate that a lack of curiosity regarding his behaviour may have led to
a crisis. It might be argued that Olu’s parents could have made contact with
CAMHS. However, all referrals of BABs discussed with participants were made
through professionals. This aligns with qualitative data indicating BAME
families' reluctance to access professional support and help (Mantovani et

al.,2016).

Participants suggested unconscious biases play a part in making decisions about
BABs' treatment pathways. Negative labelling was an indicator of the dangerous
lens that some young people are seen through when recommendations are being
put in place, which can ultimately affect their sense of self-worth and their

relationship to seeking help. For example, if BABs are being perceived as



115

naughty, as Liam was, this both reflects and perpetuates society’s negative views
of Black boys and men (Cushion, 2011). This project's results provide a clearer
understanding of Rice’s (2018) research, which reports how adolescent boys
disconnect and disengage from healthcare services during adolescence. By the
time they reach adolescence (normally a time of turmoil), they may have already
felt misunderstood by services. They would thus need the network to make more
of an effort around them to engage and understand their ambivalence.
Professionals must understand that this can be a barrier to BABs seeking help.
Singh et al. (2013) found that incidents such as Black men dying in mental health
units after being restrained can create a lot of anxiety in communities, leading to
beliefs about mental health services that can impact help-seeking. For instance,
ethnic minorities might fear being misdiagnosed by psychiatrists, which might
result in them not receiving the help they need. It is possible that Black men are
being misdiagnosed due to racial biases, which can lead to them being offered
treatment that doesn't meet their needs. This appears to start from a young age,
where BAB’s behaviours are often misunderstood, and unconscious biases play
a role in the type of treatment they are offered. This pattern continues into
adulthood, where Black men are more likely to be locked up in wards than given
appointments to see a psychologist (Singh et al., 2013). It is clear that mistrust of
services is exacerbated by racism in society, not just in mental health services.
Laws such as the Mental Health Units (Use of Force) Act 2018, also known as

'Seni's Law' (named after Olaseni Lewis, a Black man who died as a result of
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restraint), are needed to protect mental health patients from disproportionate and
Inappropriate use of force. However, the research also shows that when BABs are
able to access therapy, they can engage and benefit from it. By understanding the
meaning behind the behaviour, professionals working with BABs can break down
those barriers and better meet their needs (Lowe, 2014). Professionals need to use

a lens of curiosity rather than one of problematisation.

Diversity in CAMHS

Participants reported the importance of BABs seeing themselves reflected in the
services that they access. The need for a diverse workforce was evident through
examples in interviews, where BABs had responded well to working with Black
male staff, as compared to White staff (see Findings pp. 74-75). Having the
opportunity to work with clinicians with a visibly shared identity may promote
engagement. This supports Stein’s (2018) research, which reports the importance
of who it is that delivers the intervention and what the intervention is when
working with Black patients. The POC participants reported that having a shared
identity, such as race, helped the BABs they worked with to engage better in the
therapy and made exploring identities and issues more manageable. The clinician
working with Liam reported how beneficial it was for him to work with a male
POC clinician to help explore some of his difficulties related to the loss of a
parental object. Although this was not explicitly discussed with Liam, working in

the transference and offering Liam long-term therapy allowed some space to
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explore unconscious processes relating to paternal absence. This is important and
gives further understanding to King’s (2020) research, which reports how boys
need to be offered different ways to be male. King (2020) found that having a
male therapist gave the BAB permission to be vulnerable and be helped. Although
a therapist is not there to be a role model to the BAB, it could be suggested that
the mere presence can be helpful, having a male in a room ready to hold and

contain some of their complex and sometimes terrifying feelings.

The findings suggest that having a shared identity with the clinician can also
provide a sense of safety for BABs. This was spoken about concerning safety to
explore issues such as racism and discrimination, which may not be spoken about
with a White clinician (see Findings, p. 75). By seeing a therapist who shares a
visible similarity to them, assumptions may be made that there is an
understanding of what the BAB may experience, making the space less
threatening to engage with. However, HM Inspectorate of Probation (2021)
reports that the professional’s skills mattered more to Black boys than their

ethnicity. What mattered was that they were listened to and understood.

Having said this, it is not always practically possible to match patients with
clinicians based on preferences such as shared ethnicity. Patients must be
assessed case by case, and there may be occasions where working with a clinician

with a shared identity may not be the best option. Indeed, sameness can feel
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threatening to some patients. Therefore, regardless of race, gender, religion, or
any other protected characteristics they identify with, young people need to be

met with curiosity, understanding, and patience.

An unexpected finding of the research regards inequalities regarding pay in the
CAMHS workforce depending on ethnicity. Participants reported a lack of Black
clinicians, particularly in senior roles, who were reported to be predominately
White. This is important because it highlights inequalities in the services. If there
are inequalities within the system, then this would impact the service users.
Recent research supports these findings that Black British men are the most
disadvantaged group when looking at the NHS gender pay gap data (Appleby,
Schlepper & Keeble, 2021). Black British staff were more represented as support
staff and earned less on average than White staff. If the current research suggests
BABs need access to Black male clinicians, how can this need be met if they are
the most disadvantaged group in the mental health workforce? Ross et al. (2020)
report that work is being done to increase ethnic minorities in senior roles, for
example, through the Workforce Race Equality Standard policy initiative,
introduced in 2015, which allows for greater scrutiny into how the NHS performs
on race equality over time. Change needs to continue to take place from the top—
down rather than the bottom—up to be effective and meet the needs of children

and adolescents in the community and the CAMHS workforce. There cannot be
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an expectation for BABs to trust and engage in systems where they cannot see

versions of themselves in the professionals they meet.

Clinicians and Services: Cultural Responsivity and Reflective Practice
Approaches to working with BABs

Participants described vivid examples of working with BABs, describing
different approaches used within the work. They reported the need for flexibility
within their therapeutic framework, continuous self-reflection, and self-
awareness. This was particularly the case when engagement was deemed
problematic; participants reported frustration, feelings of inadequacy, wanting to
end the intervention, and experiencing the BAB as challenging. The emotional
reactions from the clinicians may have been in response to the BAB feeling
disconnected from the clinician and what was being offered. For example, Olu
was reportedly non-responsive to offers of support from his White female
clinician, who needed to discuss hygiene with him due to self-neglect and poor
hygiene. This left the clinician feeling consistently rejected. However, this
clinician kept on trying and was able to put herself in his shoes as a Black boy
receiving advice about his body from a White woman. This inward reflection
helped the clinician ask for help from a male staff member, to whom Olu
responded well. This finding helps us understand how emotional reactions can be
evoked in clinicians, which can stop thinking. However, when clinicians can

reflect on these feelings, there is more opportunity to understand the behaviour
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presented to them. The clinician realised that Olu felt embarrassed about
receiving help from a woman about his hygiene, which is common in adolescence
when the body is often central. This clinician reported how valuable it was for
her to learn from other staff members despite being in a more senior role. She
highlighted how valuable support staff were in how they were able to interact
with the young people in different ways, largely because many of the support

staff in the mental health service she worked for had grown up in the local area.

Racial discrimination was only mentioned regarding one of the BABs, who had
experienced direct racial bullying. Tyrone’s therapist described her experience of
aggressive and challenging behaviour from him, which evoked her ambivalent
feelings about her patient. She movingly described how hard it was to be in a
room with Tyrone’s angry and painful feelings while acknowledging the
Importance of using this to understand how he was feeling and experiencing her.
The therapist and Tyrone were both victims of racism in the room at different
stages of the work. Instead of the therapist ending the sessions, she recognised
Tyrone’s process, whereby he needed to identify as the aggressor to protect
himself and be more in control. We can examine the experience of racism through
the lens of Davids's (2011) concept of the 'internal racist organisation’, which he
believed exists in every person and can be triggered as a defence mechanism
against primitive anxieties. According to Davids, racist attacks are not simply

projections onto a person or group but rather an unconscious organisation within
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the mind. For this internal racist organisation to develop, the patient must first be
aware of racial differences and their significance in the outside world and then
use the process of projection to disown the unwanted parts of themselves onto the
therapist to alleviate their anxieties (Davids, 2011). The therapist must then hold
onto these projections and identify with them, rather than reacting in a typical
manner (Davids, 2011), in order to create a safe environment for the patient.
Failure by the therapist to maintain this role can trigger racist attacks. In the case
of P1, she acknowledged that assuming the role of the victim was necessary for
Tyrone to feel secure in the face of bullying. Davids's ideas help us to understand
that racist thinking can be a response to primitive anxieties rather than a moral
failing. Although P1 was subjected to painful projections, her attempt to
understand Tyrone's experience of racism and its enactment in therapy was
useful. If Davids is correct, and racism exists in every individual's mind in a racist
world, then therapists have a responsibility to investigate its origins,
development, and functioning (Davids, 2011). However, the therapist also
recognised that Tyrone’s ability to do this in the room with her meant that he felt
safe enough to explore the parts of himself that were confused about his identity
and internal racism. This can be hard for clinicians to withstand, but the therapist
was faced with a BAB who was confused about his identity, and he was trying to
communicate to her how he felt by putting her in his position as the victim. When
clinicians cannot reflect and try to understand the behaviours presented to them

in the context of the child’s history and racialised experiences, they are at risk of
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projecting and discriminating against their patients (Gibbs, 2009). These
behaviours need to be met with sensitivity and flexibility to understand the

processes that are occurring.

It is, therefore, essential that clinicians consider intersectionality when working
with BABs. A consideration of intersectionality can help one understand how
systems of inequality based on protected characteristics such as race, gender, and
disability combine to create unique dynamics and effects. For example, it would
be important for clinicians to consider how a BAB might have experienced
discrimination as a boy and as a Black person growing up in the UK. It can be
said that society has conditioned boys and men to be less in touch with their
emotions or feel shame or weakness regarding accessing support (Fortunato,
2005). They often feel they have an image to uphold, which can function as a
barrier to asking for help. Clinicians working with BABs need to consider this
alongside possible racial discrimination. This supports previous research,
suggesting that therapists need to be culturally sensitive and meet the needs of
patients rather than patients fitting the frame of therapy (Lanyado & Horne,

2006).

Use of supervision
The participants described their use of supervision when working with BABs and

how pivotal it was to have a space to reflect on their counter-transference
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reactions??. It is not something clinicians should be left to think about on their
own, mainly if the feelings are powerful, making projection and enactment likely;
it is the clinician’s responsibility to bring these feelings to supervision to

understand the therapeutic relationship better.

Clinicians all appeared to use their supervision to help them understand some of
the difficulties they face within their work, such as engagement levels. P3 had
this concern with Daahir when he seemed resistant to the structured CBT work to
help with his OCD symptoms. P3 reported that with the help of supervision, she
had to work out other ways to engage Daahir and be flexible within the

therapeutic frame she was working in.

CBT is a therapeutic intervention that is structured and time-limited; however,
due to Daahir’s suspected learning disability, it appeared hard for him to retain
the information; therefore, the intervention needed to be adapted. Like with Olu,
when their needs were responded to, the BABs engaged. This aligns with the need
for their behaviours to be met with curiosity and understanding to get better
positive treatment outcomes. This suggests that the more clinicians work flexibly

and are culturally responsive, the more engagement levels are likely to increase.

22 Emotional responses elicited in the therapist by specific qualities in his/her patient.
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However, the quality of supervision is just as important as access to it. The
findings suggest that some supervisors may not consciously think about
difference and sameness, making it harder for clinicians to bring their thoughts
and ideas concerning their work with BABs (see Findings, p. 83). If clinicians do
not trust their supervision space to explore some of these aspects of young people,
themselves, and their work, this can impact how BABs are understood and
worked with. One of the participants, a POC, reported that their supervisor could
not help them think about race and difference. Since it was not the focus of the
research, this was not further explored in the interview. However, the clinician
made it clear that there was a barrier. This may be based on the clinician’s
relationship with their White supervisor. Previous research has shown a tendency
for ethnic minorities in the psychology field to feel that their experiences in
placements that are impacted by racism are often avoided (De Angelis, 2023).
The same research reported that supervision often overlooked racialised service
users’ experiences. However, it could be argued that the clinician could have
made attempts to discuss issues related to race. However, the power dynamics in
the supervisor-supervisee relationship can sometimes make this task more
complex. The supervisor is there to guide and oversee the supervisee’s
performance. Therefore, the supervisee may find it too risky to bring up ideas
about race, culture, and identity if they are unsure about their supervisor’s stance.
Burkard, Johnson, Madison & Knox (2006) report that supervisees of colour

often experience culturally unresponsive supervision more frequently and with
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more negative effects than their White counterparts. Therefore, supervisors

should take the lead in discussing these issues so the onus is not on the supervisee.

All aspects of clinical practice should be culturally responsive. However, this can
be difficult because psychology tends to have supervisors offering supervision
based on their experience in clinical work rather than formal supervision training,
favouring the individual rather than contextual approaches to mental health
problems. This is problematic mainly if supervisors deem differences to be
‘dangerous and a threat’ to their therapeutic frame, as Fleming (2020) found,
which leaves clinicians unable to bring these ideas to a supervision space.
Regardless of the race of the supervisor or supervisee, when working with BABs,
it is evident that the clinician needs to think about and challenge their own racial
biases, attitudes, and stereotypes to be culturally responsive and effective in their
practice, which is in line with the literature (Caldwell, 2014; Bradley, 2014;

Davids, 2011).

Prioritising equality, diversity, and inclusion

There must be opportunities within the teams to reflect on clinicians’ biases, such
as through clinician discussions, training, or shared learning. The participants
reported that their CAMHS teams have processes and initiatives in place to think
about EDI. However, this was not always made a priority; it can sometimes be

brought up as an ‘afterthought” when discussing families, or there is a failure to
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allocate protected time to those leading initiatives related to EDI. One of the
clinicians reported that time had to be made for EDI outside of work hours, which

makes it more difficult for them to make it a priority themselves.

When the time was allocated to explore issues around racism, religion, or issues
related to EDI, clinicians reported resistance and avoidance within the team.
Clinicians commented that varying levels of commitment to EDI within the team
can make thinking difficult. This suggests that there is an individualistic rather
than a ‘whole team’ approach, which can mean that clinicians feel unable to
express themselves freely, perhaps worrying that their views might be rejected.
This suggests the importance of having someone leading and facilitating these
spaces to provide containment and safety. This was evident in the data when one
participant reported how her absence from an anti-racism reflective group
destabilised it. Though frustrating for this participant, it highlighted how hard it
can be for CAMHS teams to sit with anxieties related to EDI when there is not

an allocated person to hold the space.

However, this can be costly to those expected to hold the space or be the
spokesperson for EDI. Dawson et al.’s (2019) research helps us to better
understand this process, as they reported that tackling the longstanding and
systemic problem of race inequality can quickly become located with individuals,

particularly those from marginalised groups, some of whom tend to be too low in
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the hierarchy to influence decision-makers such as board members. Clinicians
reported that their CAMHS are making more efforts to prioritise EDI, which one
clinician reported may be due to their leader being a person of colour, in addition

to being dedicated to the issue.

In conclusion, if there is an expectation for clinicians to work effectively with
BABs and their families’ experience of discrimination or provide them with a
space within which to talk about inequalities, clinicians need to be able to do so
with one another, allowing the opportunity for learning and reflecting on their
practice. Clinicians must master their own racially related issues (Bradley, 2014;

Horn, 2006) but be able to explore this within a team to inform their practice.

Community: Focus on Building Trust

Participants described the importance of building trust with the community to
increase accessibility. One important factor that was deemed helpful in building
trust was having a shared language with the families. It was found that
understanding how BAME families view mental health in their culture and
religion was more beneficial than overwhelming families with medical and
psychological jargon. Such jargon merely served to create a distance between
clinicians, patients, and their families, with the risk of deterring them from
accessing help or speaking openly about their ideas regarding mental health.

Families need to feel able to speak openly without judgment. If services were to
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engage families from different cultural backgrounds, where there are often ideas
about mental health linked to religion and tradition, they would need to work
alongside them (Mantovani et al., 2016). This reinforces the need for curiosity
and understanding of the patient’s mental health and how this intersects with their
culture and identity. Clinicians may sometimes have to work with the ‘triple
stigma’ (Mantovani et al.,, 2017) that some of these families experience
concerning mental health, and professionals must ensure they do not add further

weight to this.

Alongside having a shared language, it was found to be essential to understand
why BABs and their families were not accessing mental health support. The audit
and interviews found that the referrals of BABs were not representative of local
ethnicity demographics. Therefore, their families were also not accessing support.
All participants said that if families are not engaging, there should be more
follow-ups with the families to understand why they no longer want the service.
CAMHS should gather this data so as to better understand what they might be
able to do better to engage families or support them to access services. It could
be due to external circumstances, a lack of trust, or a negative experience. Asking
for help is not an easy task, particularly for families from BAME groups (Memon,
2016), but once they have sought help, it might also not be easy to take up the

help if the service is not culturally responsive.
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Alongside trying to understand the barriers faced by BABs and their families,
mental health service providers need to make sure to offer a safe environment,
providing a space where families feel they have a voice and that services are
trying to meet their needs. CAMHS must ensure they are not unwittingly creating
hostile environments for these families, which can stop them from accessing the
correct support. The assessment stage is the family’s first impression of CAMHS.
Therefore, clinicians need to be aware that this experience may impact the
likelihood of the families engaging. However, CAMHS is stretched, and
assessment is often just one session. After that, new clinicians tend to be
introduced, which can perhaps unsettle families, especially if there has been a
long wait for assessment or treatment (NHS Digital, 2022). Creating positive first
experiences with CAMHS for these families can increase the likelihood of
participation and change the narrative that mental health services are

discriminatory and unapproachable (Meechan, 2021).

The findings suggest that Black families might struggle to advocate for
themselves and their children. This is concerning because services depend on
families seeking support and sharing information. In Olu’s case, his parents felt
powerless when they saw that he was struggling with his mental health, and they
felt unable to seek help until he had deteriorated. This is evidence that BABs
could easily fall through the net, particularly when their difficulties are

internalised. Perhaps the family did not feel kept in mind, especially when he had
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stopped attending school without it being followed up. Families need to feel
supported and kept in mind to seek help and share their concerns. Only then can
trust be built and developed. One participant did report that some parents can
advocate for their children, but only if they know their rights and have
information easily accessible. Participants highlighted the importance of
empowering parents and their need to feel included in the assessment and

treatment of their children and adolescents.

Parental engagement

Building a rapport with parents was deemed necessary for BABs to engage in
therapy. Some parents were more invested than others in the therapy; however,
the more clinicians focused on building a rapport, the more parental investment

increased.

Parents tend to access CAMHS when they are worried about their child’s mental
health, and they sometimes have their own mental health needs, thus seeking a
safe environment within which to share and lessen their worries and allow a space
for clinicians to offer help. One of the participants highlighted her difficulties
when a parent was perceived as unsupportive of the work with her son—such as
not following the strategies recommended by the clinician—and how this
unconsciously impacted the work. The CBT intervention’s effectiveness in

lessening symptoms depended on the BAB doing his homework and on the
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family—rparticularly his mother—putting things in place at home. In response,
the clinician offered the mother parent work and discovered that the parent was
struggling with aggressive behaviour at home and that she also needed her own
support alongside her son’s work. This suggests that, for some families, there
needs to be a whole-family approach. This supports research that including
parents in treatment adds benefits beyond outcomes achieved by individual
therapy alone (Dowell & Ogles, 2010). It can be helpful for therapists to involve
parents in the therapy process to gain a better understanding of the
intergenerational issues that may be impacting a child. For instance, some parents
may have adopted a parenting style that emphasises total obedience without
thinking, which can negatively affect their relationship with their child.
According to Fletchman-Smith (2011), this type of parenting can be traced back
to slavery, where disobedience was not tolerated, and slaves had to suppress their
emotions to survive. As a result, therapists should consider the possibility of
intergenerational trauma that may be biological, social, or psychological in

nature.

Participants agreed that when BABSs see their parents invested in their treatment,
they can engage with and use the space. Participants shared that building a rapport
with parents was essential and helped the progress of the work with the BABs.

This highlights the importance of parent work in therapy and how BABs and other
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young people need their parents and guardians to support the therapy and have a

space to discuss their own anxieties and concerns about their child.
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Conclusions, Further Research, and Recommendations

This small research project has attempted to investigate an extremely complex
subject; thus, there is scope for further investigation into several of the areas it
touches on. The findings largely supported existing research but raised several
questions about the care offered to BABs and their families. UK research on race
and child mental health is typically based on professionals’ commentary rather
than on patients, and this is especially so regarding children and adolescents. This
may be due to ethical implications. However, the less research is done on the

voices of BABs, the more silenced they are.

This research project has raised interest in the visibility of BABS, the accessibility
of services in BAME communities, and the cultural responsivity of CAMHS. The
representation of referrals of adolescent boys differed across ethnicities, with
there being fewer referrals for Black boys than expected. However, there were
higher numbers of referrals for Black boys aged 16—17 in comparison to ages 11—
15. This highlighted an increase in need and possible point of crisis, when mental
health needs are more likely to be recognised, as participants mentioned in
interviews. Nevertheless, discrepancies in referrals were found across ethnicities,

which this research suggests may be due to how professionals recognise mental
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health difficulties in different communities, how families access services and the

stigmas associated with mental health in different communities.

This research concluded that BABs behaviours need to be met with curiosity by
professionals, those who refer, and those who assess and offer treatment. School
was found to be an important part of the network, being the best placed to work
with CAMHS to offer the best support for BABs and their families. However,
this research has highlighted that clinicians need to be aware of unconscious
biases both within themselves and within the wider network. An important aspect
of the work with BABs was to consider intersectionality and adultification. If
clinicians do not make use of supervision to reflect on their countertransference,
unconscious biases, and how to better engage with BABs with flexibility, there

is a risk of disengagement from the patient and the clinicians themselves.

This research has raised concerns about the CAMHS workforce and diversity. It
found that the BABs may benefit more by seeing more clinicians who reflect
them in services, and it was suggested that this would increase relatedness and
trust. There needs to be more opportunities for BABs to work with clinicians of
colour. However, regardless of the question of shared identity, this research
showed that what is important is that clinicians attempt to understand BABs in
terms of the different parts of themselves they bring to treatment, e.g. race,

gender, or disability. For this to be possible, CAMHS teams need to prioritise
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EDI initiatives and opportunities for clinicians to think about EDI-related issues

in their clinical practice.

In conclusion, services and clinicians need to build trust with BABs and the
communities they come from. It is necessary to have a shared language,
understand cultural differences in the context of mental health, and recognise
mental health needs. Engaging parents was found to be an important element in
increasing the best possible outcomes for BABs. A whole-family approach was

found to be most supportive of BABs and increase engagement in treatment.

The following recommendations are based on the findings of this research
project.

Clinical recommendations

e Further investigation is needed to understand the factors that impact the
representation in referrals of BABs to CAMHS. It is recommended that
CAMHS liaise with referrers and local services to understand the
disproportionate levels of referrals and how this can be improved to reduce
the likelihood of admission into inpatient wards in adulthood.

e |tis essential for education, social and healthcare services to have a better
understanding of how mental health difficulties present in BABs. This

would enable them to offer appropriate support and signpost them to
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relevant services. Failure to do so can lead to unmet needs and services
being offered only when in crisis, which can have serious implications. It
Is important for clinicians to explore and understand how various aspects
of identity shape the experiences of BABs in the world. Understanding
intersectionality can help inform culturally responsive practices, leading to
sustained engagement and a better understanding of BABs by their
clinicians.

To establish trust with children, young people, and their families,
clinicians should avoid using clinical language during direct work. Instead,
they should try to understand the family's perspective on mental health and
develop a shared language that everyone can understand. This will help in
building stronger relationships and improving communication between
clinicians and families.

Services and clinicians need to provide commitment and patience to the
Black community and form better relationships in order to bring about
better outcomes and accessibility to mental health support.

Supervision is crucial in providing safe and effective care and driving
service improvements within teams. It is recommended that issues related
to sameness and difference form a necessary part of supervision to ensure
it is explored within the therapeutic relationship.

CAMHS services must ensure that ethnicity data is collected and recorded

properly for accurate patient information.
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Research recommendations

e The audit indicated that a high number of 16-17-year-old adolescent boys
are referred into CAMHS. Further research is needed to understand why
this may be the case and whether referrals are more likely to be made at
the point of crisis and transition to adulthood.

e The audit reported an overrepresentation of mixed-heritage adolescents
referred into CAMHS Dby over double the expected number of referrals.
This is concerning as it indicates an increased number of mixed-heritage
children presenting with mental health difficulties. Further research is
needed to understand why this may be the case.

e The differences in the number of referrals of adolescents from different
ethnic backgrounds highlight potential issues in the referral process.
Conducting interviews with potential referrers of children and young
people to mental health services may help gain a better understanding of
why some are referred while others are not. It is important to investigate
these issues to ensure that all individuals receive the mental health support
they need.

e This research reported that some BABs are referred to CAMHS; however,
during recruitment, it was difficult to find clinicians who had experience

working with these patients. This suggests that more research is needed to
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better understand the treatment pathway and how to improve treatment
uptake for this group of patients.

The research aimed to explore the experiences of clinicians working with
BABs in mental health services. However, it would have been beneficial
to also include BABs themselves in the study, to obtain their first-hand
accounts of their experiences with CAMHS. Conducting future research
by interviewing BABs individually or as part of a focus group could
provide a platform for their voices to be heard, allow them to provide
feedback, and assist in the improvement and enhancement of the quality of

mental health services.
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NHS

The Tavistock and Portman
NHS Foundation Trust

Dear All,

My name is Sharon Komakech, | am a Child and Adolescent Psychotherapist in
doctoral training in the North Camden CAMHS team. | am about to embark on my
Doctoral Research Project as part of my Child and Adolescent Psychotherapy
training. | am contacting you to see if you would be interested in taking part.

The project title is: Are Adolescent boys from African and Caribbean heritage
underrepresented in referrals to Child Adolescent Mental Health services
(CAMHS) and what experience do clinicians have with this group?

| am interested in exploring clinician's thinking and experience of working with black
adolescent boys between the ages of 11-17. | am hoping this may also provide
clinicians with a space to consider and reflect on what it is like to work with these
children and adolescents and learn from this for their own practise.

I would like to invite anyone who works within the ||| lGTNG c2vHs

clinics, has at least two years’ experience working in assessment and/or treatment
and has had experience working with black adolescent males (11-17 years), to take
part in an interview to discuss your experiences. These interviews will be guided by
me and last between B0 and 90 minutes. They would take place within your usual
place of work.

If you would be interested and willing to take part please find attached a participant
information sheet for your information.

Best wishes,
Sharon Komakech

skomakech@tavi-port.nhs.uk




156

The Tavistock and Portman m

NHS Foundation Trust
Consent Form

Project title: Are Adolescent boys from African and Caribbean heritage underrepresented in referrals to
CAMHS and what experience do clinicians hawe with this group?

Mamie of researcher: Sharon Komakech

| woluntarily agree to participate in this research

praject

# | confirm that | hawe read and understood the information sheet for the above study. | have had the

opportunity to consider the Information, ask gquestions and have had these answered satisfactorily.

# | understand that my participation in this study is woluntary and that | am free to withdraw, without

giving a reason, at any time up to three weeks after the completion of the interview.

# | understand that the interview will be digitally recorded and transcribed as described in the

participant information sheet.

# | understand that the information | provide will be kept confidential, unless | or someone else is

deemed to be at risk.

# | understand that direct quotes from the audio recording may be used in this research study but will

be made anonymaous to the reader and held securely by the researcher.

# | understand that it is my responsibility to anonymise any examples referring to cases | chose to

discuss during the intenview.

# | understand that the results of this research will be published in the form of a Doctoral reseanch

O oo dgod O

thesis and that they may also ke used in future academic presentations and publications.

Contact details:
Researcher: Sharon Komakech Email: skomakech@tavi-port.nhs.uk
Supervisor: Dr Rachel Abedi Ermail: rabedi@tavi-port.nhs.uk

Participant’s Name (Printed];_

Participant's signature: Date:

Thank you for agreeing to take part in this study.
Your contribution is very much appreciated.
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The Tavistock and Portman !IEIE

MWHS Foundation Trust

Are Adolescent Boys from African and Caribbean heri underrepresented in referrals to Child
Adolescent Mental Health services [CAMHS) and what experience do clinicians have with this group?

You have been given this information sheet to invite you to take part in a research project. This information
sheet describes the study and explains what will be involved if you decide to take part.

What is the purpose of this study?

As part of this study | want to understand the representation of referrals of Black adolescent boys aged

between 11-17 to CAMMS and explore clinician’s experiences of warking with this patient group ina CAMHS
setting.

Whao is conducting the study?
My name is Sharon Komakech.

I'm a researcher working for The Tavistock and Portman NHS Foundation Trust where | am training to be a
Child and Adolescent Psychotherapist. This project is being sponsored and supported by The Tavistock and
Portman Centre and has been through all relevant ethics approwval (TREC). This course is overseen and
certified by The University of Essex.

What will participating in this project involve?

The project is an inguiry into the experience of clinicians working with black adolescent boys (11-17)in a
CAMHS setting. For this you will be invited to take part in an individual interview. This will mainly be for you
to talk freely about the topic with some prompts from myself. During the discussion | would be interested to
hear about how you think about (from your training and experience clinically) issues face by black adolescent

boys and what your personal experience is of working clinically with this group of young pecple.

All interviews will last between 60 and 90 minutes and will be audio recorded. These interviews will be

aimed to be conducted face to face, however, if this is not possible due to COVID-19 they will take place via
telephone or video link. If it is possible to complete the interview face to face it will take place at your usual
place of work to try and suit everyone involved. No extension to your usual working hours will be necessary.

Do | have to take part?

Na, it is completely your choice whether or not you take part in the study. If you agree to take part, you can
withdraw without giving any reason at any time up to three weeks after the interview. This timescale has
been decided as the data will then be being processed and analysed. If you decide to withdraw all data
collected or about you it will be destroyed immediately.
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Criteria to take part in the study:

* Currently working for ﬁ canis and /o D ——
P AMHs.

» At least two year's experience assessing and/for providing treatment within a CAMHS team.
* Have previous or current experience of working with black adolescent boys 11-17 years in a CAMHS
setting.

What will happen to any information | give?

The Tavistock and Portman NHS Foundation Trust is the sponsor for this study based in the United Kingdom.
| will be using information from you in order to undertake this study and will act as the data controller for
this study. This means that | am responsible for looking after your information and using it properly. | will
keep identifiable information about you from this study for 10 years after the study has finished. The
interview will be audio recorded and transcribed by myself.

Your rights to access, change or move your information are limited, as | need to manage your infermation in
specific ways for the research to be reliable and accurate. To safeguard your rights, | will use the minimum
personally identifiable information possible. | will use your name and the contact details you provide only to
contact you about the research study. | am the cnly person who will have access to information that
identifies you. | may be assisted in analysing this information by senior colleagues, but they will not be able
to identify you and will not be able to find out your name or contact details.

Quotes from the transcript will be used in the write-up of the project but these will be de-identified.
Howewver, please note, it is possible that other colleagues who know you well may recognise you in some of
the quotes used, although every effort will be made to prevent this. Any extracts from what you have said
that are quoted in the research report will be entirely anonymous.

All electronic data will be stored on a password-protected computer. Any paper copies will be kept in a
loeked filing cabinet. All audio recordings will be destroved after completion of the project. Other data from
the study will be retained, in a secure location, for 10 years.

If you would like more information on the Tavistock and Portman and GHC privacy policies please follow
these links:
https:/ftavistockand portman. nhs.uk fabout-us feontact-us/about-this-website/your-privacy/

https:/fwww ghe.nhs. uk/privacy-notice/

You can find out more abouwt the legal framework within which your information will be processed by
contacting the spansoring Trust's Clinical Governance and Quality Manager, Irene Henderson:
IHenderson@tavi-port.nhs.uk

There will be limitations to the confidentiality of information provided if it is deemed yourself or someone

else is at risk.
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What will happen to the results of the project?

The results of this study will be used in my Research Dissertation Project and Doctorate qualification. It may
also be used in future academic presentations and publications.

| would be happy to send you a summary of the results if you wish. Please contact me to request this if it of
interest to you.

What are the possible benefits of taking part?

There will be no direct benefits for you. However, by taking part you will be given the opportunity to
consider this growing area of practise. It is hoped that it will provide a space for you to consider and reflect
on your experience in a way that may be helpful for future work.

Are there any risks?

No, there are no direct risks. However, | am aware that it may be a challenging topic that involves possible
unconscicus beliefs which some may find uncomfortable. If needed details of a confidential service you can
access will be provided.

Contact details

| am the main contact for the study. If you have any questions about the project or would like to discuss this
further please don’t hesitate to contact me. My contact details are:

Sharon Komakech

Email: skomakech@tavi-port.nhs.uk
Telephone: 02089382232

Address: 120 Belsize Lane, London NW3 SBA

Alternatively, any concerns or further questions can be directed to my supervisor:
Dr Rachel Abedi

Email: rabedi@tavi-port.nhs.uk

If you have any concerns about the conduct of this research, the researcher or any other aspect of this
research project please contact Simon Carrington, Head of Academic Governance and Quality Assurance

(academicguality @tavi-port.nhs.uk).

Thank you for considering taking part in this study and taking the time to read this information. If you are
willing to take part in the research please complete the consent form provided
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Dear Participant,

| am writing to thank you for your contribution to my Doctoral Research Project. | hope you found it
as interesting as | did.

If following taking part there are any issues that are concermning you | hope that you can access the
support network around you (colleagues, supervisor and managers). Howewver, if this isn‘t possible
there is a confidential counselling service provided by Tavistock and Partman Health NHS
Foundation Trust:

Counselling at [
To help with health and wellbeing matters, the HR department at the _

trust have available a counselling service provided by - an independent provider of
professional employee support services. - employs professionally qualified counsellors and
information specialists who are experienced in helping people to deal with all kinds of practical and
emotional issues such as wellbeing, family matters, relationships, debt management and workplace
issues,

You can self refer as follows:

the login details provide on the _ intranet which you can access by searching

‘Care first — Employee Assistance Programme’. Or you can call Care first on 0800 174319 where you
can speak to a professional counsellor or information specialist in confidence.

The service is free of charge for employees to use. - is available 24 hours a day, 7 days a
week, and 365 days a year and is accessible by phone or online.

If you have any questions or would like further information here are my contact details:
Email: skomakech @tavi-port.nhs.uk
Phone: 07961221843

If you hawve any concerns about how the study has been conducted please contact myself, my
supervisor Dr Rachel Abedi | ) or Simon Carrington, Head of Academic
Governance and Quality Assurance [ ).

Kind regards,
Sharon Komakech
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Appendix B — Local population data
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POPULATION SEGMENTATION: JSNA

OVERALL DEMOGRAPHICS (NUMBER: 34,127) START WELL: 0-17
GENDER | LOCATION

Young people aged 0-17 Start Well: Total population aged 0-17 in () The population aged s dtetin o s s 7 5 e 2619 QR
in are 49% R 0-17in ?is
Female and 51% Male. most concentrated in

the centre and north

west of the

borough.

ETHNICITY DEPRIVATION

57% of young people in @pare from White ethnic groups. A significantly higher proportion of young people live in the
X most deprived areas ol on aged 0-

et G (16%) comparad o e s -
o the least deprived -

o areas (15%). 5;

i The highest ke
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. B8 o young people (26%) - M M =

O vt P s live in Quintile 4. & Ouiviin Guie o

Otharwise Healthy with

Healthy Population £y Otherwise Healthy with Single Long Term Vuinerable Populabon

Surmasey Tos! Populstion Risk Faclors Condition with Socisl Needs Complex Needs
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DEMOGRAPHICS

Population projections to 2029 Ethnicity

Themmpulation is just over 255,500
peopie. opulation size is expected to
increase to 265,351 by 2029, an increase of 4%.
The highest expected growth is in the older age
groups. The 85+ age group will rise from 4,388
to 6,253. The 65-84 group will rise from 26,774
to 33,165 people.

The working age population will remain the
largest population overall.

Population growth for.2019,
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Draft semi-structured intervlew schedule for cliniclans working with or hawve worked with black adolescent boys in
CAMHS

Title: Are Adolescent boys from an African and Caribbean heritage underrepresented in referrals to
CAMHS and what experience do clinicians have with this group.

Welcome: explanation of it being a semi-structured interview lasting between 60 and 90 minutes,
Remind participant that they are welcome to talk freely about their experience of working with black
adolescent boys as a CAMHS clinician. | will explain that they can discuss specific cases (past and
present] that may feel relevant to the interview.

Introduction
» Please can you introduce yourself and tell me about your current role in your CAMHS team.

» Canvyou tell me a little about your discipline and the assessment and/or treatment you offer

Experience of working with BAB:
& Canvyou tell me about a specific case where you have worked with a BAB either in the past or
present, in your CAMHS clinic? (who referred, presenting issues, treatment offered, had they
been offered anything before)

»  How was it for you during sessions?

« How has it left you feeling following sessions with this young person,/s?

# What do you think were the most challenging aspects to the work and how did you manage
them [ seek support?

» |nwhat way, if at all, do you think the work helps/helped the young person?

# Has race or differences been a feature in your work with the young personys, and if so, how?

* What was it like working with the family? (parent work, family work, suppaort)

= How was it working with the network around the BAB? (experience of
meetings/risk/safeguarding)
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Appendix D — Interview transcript example

Interview 3

Researcher

Hello, please can you introduce yourself and tell me about your current role in your CAMHS
team.

Participant 3

My name is X and | am a CBT CAMHS therapist and supervisor within X CAMHS.

Researcher

Can you tell me about your discipline and the assessment and treatment you

offer children, young people, and families?

Participant 3

Yeah, so we do an assessment. So, once a referral comes through it's screened, so | do some
of the screening. And then | go to referral meetings to deem whether it's appropriate. We
allocate it out to practitioners who are qualified to do the assessment. And the assessment
consists of two to three meetings with the family, the school, young person. The family
decide how they want it done, depending on the age of the child, and can be face-to-face
over the phone or online. And then we'll write up a report. And if it's deemed suitable, we’ll
take it to MDT, and discuss it, to what modality will be given to and then we'll offer to
family if they decline it, then they decline it, if it's accepted, they go on a wait list. And in
my specific modality which is CBT, which is cognitive behavioural therapy, where
essentially, we, | guess it's a form of therapy, where we support people in gaining coping
strategies, mechanisms to manage whatever is going on with them. Whether it's PTSD,
OCD, anxiety, low mood, essentially, it's kind of rewiring the way that we process our
thoughts and our reactions to situations, and we offer, short term or long term.
Researcher

Thank you. In terms of the research today, can you tell me a bit about a specific case where
you've worked with a black adolescent boy in the past or in the present in your CAMHS
clinic?

Participant 3

I currently work with one black adolescent boy, @lilbackground. He is going into year

10, which would make him 14. And he has &umeming needs. We don’t really know what
at school they support him as if there is a diagnosis or what they think is a bit of a delay. He
has OCD traits, high anxiety. And he has been on and of our service for about two years.
And I've been working with him for four months, I think five months. He came as a short
piece of work as top up of CBT. But however, it became apparent that, it wab going to be
longer. 5o yeah, I'm still supporting him. And his mum.

Researcher

When you say it became apparent that he needed longer, can you tell me a little bit about
That?
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open up a bit and start realising you know what impact it could have on him as he got older,

Y same concerns continued.

Researcher
(3 And | wonder how was it for you, during sessions with him?
3 Participant 3

I have to do a lot of self-reflection, | would come out of sessions feeling quite frustrated,

Y you know, kind of kind of felt like | was hitting my head against a brick wall sometimes.
&Y And sometimes | also came out feeling like | just kind of spent an hour giving a teenager a

lecture, instead of anything else, just kind of it's been, you know, like, if we don't use this

8l space, then like, there's nothing we can really do at the moment. Because CBT is, you know,
if you don't engage in it, then it's not going to work. And we're not engaging them, you

Y know, if we have a waitlist, we can be offered a space to somebody else, and he can then
come back when he's ready kind of thing? That's kind of discussions we had. So yeah, | have

Y to admit, | did, you know, ch, no, hopefully, it didn't reflect in the room. But when | came

j out, you know, | did have to take it to supervision, and, you know, try and come up with

o new ways to engage. And you know, and | would come up with a new way, and then that

would seem to work for one session. And then | bring it, we would continue it to next

&l session, and then he wouldn't want to engage that way again, so we'd have to come up
¢ with a new way to engage every session.
8l Researcher

Interview 3

Helped him understand the impact his anxieites could have
on as he grew older.

working with this young person brought a lot of
frustration that needed a lot of self-reflection

there was a feeling of the sessions not having an impact,
and that she was talking at the young person rather than it
being a collabortaive experience

To do CBT work there needs to be a level if engagement
that was difficult with this YP.

there is a worry that the dincian's frustrations with the YP
was present in the work.

supervision was used to think about different ways to
engage the YP

one way didn’t work for this young person there was a
need to be flexible and attuneed to the YP's needs

importance of future thinking for YP

self-reflection is important for clincians

clincians can feel ineffective

CBT needs engagement for effectiveness
waitlist pressures vs engagement levels

clincians worry of own negative feelings in the work

use of suppervision to think about how to engage yp

need for flexibility when working with difference
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Themes

1)
2)
3)
4)
5)

6)
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Understanding the intersectionality of BAB’s is important in therapy/the importance of holding in mind
intersectionality

Clinicians need a space for self-reflection and self-awareness when work with BAB’s/ self-awareness and self-
reflection is pivotal

BAB'’s needs and behaviours should be better understood/ met with curiosity?

Diversity in CAMHS and prioritisation of EDI is important/

Level of parental engagement can impact the outcome of therapy with BAB’s/parental engagement can
impact therapy outcome

MH services need to build trust with Black families to increase accessibility/ Building trust with communities
can increase accessibility

Clinicians experience of
working with Black

Adolescent Boys




