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ABSTRACT
Objectives: The overall goal was to synthesize knowledge on
actions that need to be taken to promote health equity and the
mental health of Black refugees in Canada.
Design: Group concept mapping systems were applied to generate
and organize action-oriented statements related to the different
social determinants of health. A total of 174 participants from the
cities of Calgary and Edmonton with experience working with
Black Canadians participated in four focus groups: (a) 2 focus
groups that engaged 123 participants in brainstorming 84
statements guided by the following focus prompt: ‘A specific
action that would improve the mental health equity of Black
refugees living in Canada is… ’ and (b) 2 focus groups of 51
participants who sorted the generated statements and rated
them by order of ‘importance’ and ‘ideas seen in action.’ Data
was further computed and analysed by the research team and a
select advisory group from the participants.
Results: A 10-cluster map generated included the following
clusters: (1) promoting cultural identity, (2) promoting ways of
knowing, (3) addressing discrimination and racism, (4) addressing
the criminalization of Black Canadians, (5) investing in
employment for equity, (6) promoting equity in housing, (7)
facilitating self-determination, (8) improving (public) services, (9)
promoting appropriate and culturally relevant mental health
services, and (10) working with and addressing faith and belief
related issues. Clusters 4 and 9 ranked as the most important
clusters in promoting health equity and the mental health of
Black Canadians.
Conclusions: Addressing the criminalization of Black Canadians
through a range of rehumanizing interventions at institutional
levels will provide a platform from which they can participate and
engage others in developing appropriate and culturally relevant
mental health services.
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Introduction

People of African descent, identified as Black, have a long history in Western countries,
including North America. This history goes back to slavery and colonialism and extends
into the present with the increasing voluntary (e.g. economic) and involuntary (e.g.
refugee) immigration from different sub-Saharan African countries to Western
countries. The encounter of Black and White people through these historical movements
has been characterized by different forms of violence, stereotypes, inequities, and oppres-
sive and discriminatory practices and policies (Cole 2020; Kendi 2019). Scholars exam-
ining the effects of these experiences suggest holding them in tension with anti-Black
racism, which shaped the systems of slavery and colonialism and the legacies of these
systems in contemporary societal structures. The mental health field – including psychia-
tric institutions, theorizations of mental illness, diagnoses and associated labels, and
service delivery approaches – are all to be held in tension with the pervasive impacts
of anti-Black racism (Ferns 2005; Stowell-Smith and McKeown 1999).

While all Black immigrants to Western countries are confronted by these historical
structures and practices, Black refugees are doubly affected because of their exposure
to pre- and during-migration traumatic events as well as the additional challenges they
face in the host countries, such as language difficulties and the unfamiliar demands
and laws of the new country (King et al. 2016). Research shows that the exposure to
pre- and during-migration trauma of war, genocide, displacement, migration, and reset-
tlement stressors, such as housing, employment, poverty, and loneliness, negatively
impact the mental health of refugees in general (Kirmayer et al. 2011; Stewart et al.
2012). The subgroup of Black refugees is particularly at risk for deteriorating mental
health because of the combination of anti-Black racism and traumatic experiences,
which further disadvantage them in accessing resources and services they desperately
need to successfully resettle in the host community (Abdelkerim and Grace 2012;
Fozdar and Torezani 2008).

The persistent and pervasive anti-Black racism inWestern countries is recognized as a
form of trauma (Keith et al. 2010; Maynard 2017; Monk 2015) and an important social
determinant of mental health (Carter 2007). However, many of the existing therapeutic
approaches tend to pathologize and individualize the mental health problems of Black
people, particularly Black refugees (Murray, Davidson, and Schweitzer 2010). The appli-
cation of therapeutic interventions, such as cognitive behavioural therapy (CBT), eye
movement desensitization and reprocessing (EMDR), and pharmacotherapy, have not
yielded positive outcomes (Antoniades, Mazza, and Bianka 2014, 9; Crumlish and
O’Rourke 2010; Murray, Davidson, and Schweitzer 2010). Further, despite recent wide-
spread efforts to implement cultural competence and anti-racist training programs, many
of these programs have not contributed to overall positive health outcomes (Renzaho
et al. 2013).

Black people in Western countries disproportionately share the burden of poor access
and low-quality care even when controlling for factors such as income, education, and
insurance (Ottawa Public Health 2020). The unequal distribution of social determinants
has significant effects on health. Several studies have found that health inequalities persist
even when ‘controlling for factors, such as income, household income, physical activity
and body-mass index’ (Veenstra and Patterson 2015, 51) are taken into account. This

2 R. U. KING ET AL.



project sought to understand actions that can be taken to promote health equity and the
mental health of Black Canadians, particularly those that came to Canada as refugees.

Context of anti-Black racism in Canada

The Canadian government has a long history of emphasizing its commitment to diversity
(Government of Canada 2020). Canada is known globally as ‘the land of multiculturalism
and relative racial harmony’ (Maynard 2017, 4). Almost a quarter of Canadians (22.3
percent) belong to a racialized group (Moyser 2020), and roughly 1.2 million of the
35.7 million people living in Canada self-identify as Black (Maheux and Do 2019).

Despite Canada’s racial diversity and emphasis on social inclusion, significant social
inequities negatively affect Canada’s Black population. These inequities are found in
and influence the social determinants of health such as poverty, immigration status, pre-
carious housing, and employment (or the lack thereof) intersect to influence the mental
health outcomes of Black Canadians. In 2019, a 10-year longitudinal study of the Cana-
dian Community Health Survey found ‘inequalities in self-rated mental health between
Canadian adults in that Black Canadians were more likely to report fair or poor self-rated
mental health compared to White Canadians’ (Ottawa Public Health 2020, 46).

Black Canadians comprise a very diverse group with various migratory trajectories,
sociocultural and economic backgrounds, languages, and political histories. Though
Black people have lived in Canada since the time of slavery, it was only post World
War II that Canada officially began accepting Black migrants, first bringing in female
migrant domestic workers from the Caribbean Island, followed by an influx of immi-
grants from the Caribbean in general post-1970, and, in the last three decades, a
growing number of immigrants and refugees from the African continent (Beiser 2009).

Black Canadians belong to a community that has endured a long history of anti-Black
racism and erasure from the Canadian collective consciousness (Maynard 2017). From
the abolition of slavery in 1834 onward, ‘anti-Black racism in Canada has been continu-
ally reconfigured to adhere to national myths of racial tolerance’ and has ‘for the most
part, occurred alongside the disavowal of its existence’ (Maynard 2017, 4). From a Cana-
dian context, anti-Black racism has been defined as:

a particular form of systemic and structural racism in Canadian society, which historically
and contemporarily has been perpetrated against Black people. Anti-Black racism has
meaning and saliency in the perpetuation of dominant and hegemonic systems of whiteness
and the marginalization and banishment of Black/Jamaicans from Canadian society. (Ben-
jamin 2003, ii)

The African Canadian Legal Clinic (ACLC) defines anti-Black racism as

the racial prejudice, stereotyping and discrimination that is directed at people of African
descent, rooted in their unique history and experience of enslavement. It is manifested in
the legacy and racist ideologies that continue to define African descendants’ identities
and their lives and places them at the bottom of society and as primary targets of racism.
It is manifested in the legacy of the current social, economic, and political marginalization
of African Canadians in society such as the lack of opportunities, lower socio-economic
status, higher unemployment, significant poverty rates and overrepresentation in the crim-
inal justice system. Anti-Black racism is characterized by particularly virulent and pervasive
racial stereotypes. Canadian courts and various Commissions have repeatedly recognized
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the pervasiveness of anti-Black stereotyping and the fact that African Canadians are the
primary targets of racism in Canadian society. (Morgan and Bullen 2015, 7)

Being Black and having a refugee status is another major source of complex mental
health problems in Canada, compounded by pre-migration traumas and post-migration
anti-Black racism experienced during resettlement (Beiser and Hou 2016; Hansson et al.
2010). In a study that explored mental health issues among newcomer female youth in
Canada, Khanlou et al. (2002) explain that factors that promote or hinder mental
health occur at the individual, interpersonal, and systems levels and, thus, all levels
need to be addressed concurrently.

The daily traumatic experiences of being erased, discriminated against, disadvantaged,
and criminalized at all levels of the social structures continue to be largely ignored
(Maynard 2017; United Nations 2017), underresearched, misrepresented (Howard and
Smith 2011), and thus, unaddressed (Browne et al. 2018; Loutfy et al. 2015). The contin-
ued erasure of Black people is realized in the paucity of mental health-related and the lack
of race-based data collected in Canada. This erasure leaves many Canadians uninformed,
with multiple prejudicial assumptions that characterize their interactions with Black
Canadians. It also leads to the failure of acknowledging anti-Black racism at both inter-
personal and institutional levels. Black Canadians’ experiences of both more subtle forms
of racism, such as microaggressions, verbal assaults, and the use of symbols or coded
language, and more overt institutional and cultural racism, result in racial trauma (for
a detailed discussion, see Carter 2007).

Overlooking anti-Black racism as a major social determinant of mental health corre-
sponds with a continued lack of culturally appropriate interventions for Black Canadians,
which limits their access to and utilization of existing services. Dominant medical
approaches and psychotherapies have often failed to link racism to the presenting
mental health issues and other social determinants of mental health (McFarlane and
Kaplan 2012). There is a paucity of models that are culturally tailored to the specific con-
texts of Black Canadians and their socio-histories (Kirmayer et al. 2011; Porter and
Haslam 2005).

The context of the study

To tackle health inequities and mental health problems among Canada’s Black refugees,
we drew on health equity and antiracist perspectives that share the principles of social
justice. Antiracist research not only seeks to understand racial oppression but strives
to eliminate it and is ‘unapologetically political’ (Okolie 2011, 247). Similarly, health
equity from a social justice lens ‘challenges the broader political economy and explicitly
identifies social injustice as a causal element in the poor health status of a particular com-
munity’ (Plough 2010, 126).

We intentionally invited community stakeholders who have experiences working with
Black Canadians, particularly Black refugees, in Calgary and Edmonton, Alberta. People
of African descent have resided in the Canadian prairies in small numbers for over a
hundred years (Vernon 2020). However, in the last three decades, this region has seen
a tremendous increase of people of African descent (Maheux and Do 2019), positioning
the prairie provinces as the fastest-growing population of Black Canadians. Their
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number has more than quadrupled over the last 20 years, from 39,955 in 1996 to 174,655
in 2016 (Maheux and Do 2019, 17). In Alberta alone, the Black population (residing pri-
marily in the cities of Calgary and Edmonton) multiplied five times, increasing to 129,390
people, with a growth of 3.3 percent, outpacing both Manitoba (2.4 percent) and Sas-
katchewan (1.6 percent) within the same timeframe (Maheux and Do 2019). While emer-
ging empirical evidence and the recent burgeoning of the Black Lives Matter social
movement suggest pronounced racism in Alberta, little is known about the actions
that are taken to mitigate the effects of this racism on the mental health and overall
well-being of Black Albertans, particularly those who settled in the province as refugees.

Design

In this study, we were interested in the actions that can be taken to promote health equity
and the mental health of Black Canadians, particularly those who settled in Canada as
refugees. Group Concept Mapping (GCM) was a suitable methodology for this study
because it is a ‘participant-centred research [method] and it is intended to yield usable
results’ (Kane and Rosas 2018, 19). GCM is a mixed-methods and multistep approach
as well as ‘a tool that allows participants to uncover and structure essential elements of
a given topic and how they are connected’ (Kane and Rosas 2018, 41). GCM work
engages participants in a brainstorming activity based on a prompt statement and in
the structuration of the generated statements by sorting and organizing them in
specified rating order(s) (Kane and Rosas 2018). GCM helps participants articulate
their understanding and conceptualization and delineate concepts and the interrelation-
ships of ideas into a pictorial and graphic group thinking process (Kane and Trochim
2007).

Participants

Participants included service providers, policy makers, leaders of ethnic community
associations, and volunteers who had experience working with Black Canadians. The vol-
unteer subgroup was largely formed by informal supporters from within the Black com-
munities of both cities. We used different methods of recruiting participants, including
the principal investigator’s university website, invitation letters to partner organizations
that work with Black Canadians, information sessions with the leadership teams of
different community associations, four community champions (two per city), and a
snowball sampling approach. The recruitment criteria included (a) people who were
18+ years of age; (b) who had experience working with Black Canadians as researchers,
service providers, policy makers, and community leaders or other representatives of
Black communities; and (c) who resided in Calgary or Edmonton. Accordingly, contri-
butors were to bring knowledge and experience from academic roles, practice-based pro-
fessional positions, volunteer or informal assistance, or as insider members of the Black
community with culturally focused knowledge. We anticipated that some individuals
would have a combination of two or more of these skill sets. People who met the criteria
contacted the project coordinator or community champion to receive the details of the
project and what was asked of them. Consenting participants were provided with the
date and location of the first activity on brainstorming (explained below). Community
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champions were selected to assist with the project prior to recruitment based on their
high involvement in the life of the community. Participants filled out the consent
forms and demographic information at the start of the first focus group. The second
focus group, on structuring (explained below), was primarily open to the participants
in the brainstorming activity. While the researchers allowed some participants, who
had missed the brainstorming activity for legitimate reasons to join the second activity,
they also restricted participation by establishing a deadline for the intake to facilitate the
preparations of the second activity.

A total of 174 people contributed to the different activities of the study. Two-third of
the consenting participants came from within the diversity of Black communities, as we
intentionally sought to centre the experiential knowledge of Black Canadians. This cen-
tring of Black people and their knowledge was also an important aspect of inclusion and
activism (Hill Collins 2013). It was also an explicit way to acknowledge racism while
building their capacity (Volpe et al. 2019) to counter dominant and deficit narratives
about their health and overall well-being.

Data collection and analysis

The data was collected and analysed between September 2019 and September 2020 after
obtaining ethics approval from the Research Ethics Board of the University of Calgary.
Consenting participants were invited to contribute to (1) brainstorming and (2) structur-
ing activities. Both activities were conducted through consecutive focus groups, two in
Calgary and two in Edmonton.

Brainstorming Activity: In concept mapping, the brainstorming activity consists of
generating statements guided by a focus prompt that ‘serves to elicit the pool of partici-
pant ideas to be analysed for the study’ (Kane and Trochim 2007, 33). We devised an
action-oriented focus prompt that stated: ‘A specific action that would improve the
mental health equity of Black refugees living in Canada is… ’.

In preparation for the focus groups, we arranged tables in large rooms with sufficient
sticky notes, flipchart paper, copies of the focus prompt, pencils, and markers. We also
created an optional online GCM version of the brainstorming activity for interested par-
ticipants who could not attend in person. Guided by the health equity framework of
Public Health Agency of Canada, we listed the different social determinants of health
on separate flipcharts and posted them in the corners of the large room. Social determi-
nants included (a) housing, (b) employment, (c) education, (d) anti-Black racism, (e)
policing and criminal justice system, (f) social exclusion, and (g) poverty.

We asked consenting participants to sign consent forms and fill out demographic
questionnaires before the brainstorming activity. We then reminded them of the
purpose of the study, offered them general instructions on the brainstorming process,
and assigned student volunteers to each table to answer participants’ questions
without disrupting the activity at other tables. Participants generated individual state-
ments and posted their answers under the related social determinant poster. In reviewing
the listed social determinants, participants suggested adding another flipchart specific to
(h) mental health interventions, to emphasize the importance of mental health services.
After a short break, participants walked around to the different poster stations in small
groups of five to eight persons to inform themselves of the generated ideas, make
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comments, and have short discussions amongst themselves before moving to the next
station. The research team, assisted by volunteer students, facilitated, and documented
the discussions at each station. During these discussions, some participants were able
to share examples of personal lived experiences that spoke to the proposed action-state-
ments. A total of 123 participants (54 and 69 respectively from Calgary and Edmonton)
contributed to the brainstorming activity, generating 640 statements.

Structuring activities: The structuring activities were conducted during the second
focus groups in both sites. The structuring of the generated statements is a rigorous con-
ceptual process that involves two activities: (1) sorting, by which participants organize the
statements into piles by order of similarity, label each created pile, and record the state-
ments sorted in the same pile, and (2) rating, by which participants rated each statement
(Kane and Trochim 2007) according to desired rating focus. In this study, the two rating
focus statements were (1) importance and (2) ideas (statements) seen in action (see focus
questions, below).

To prepare for this activity, the research team conducted a qualitative review of the
640 generated statements, dividing a set of about a hundred statements each amongst
themselves to eliminate redundancies. They then met to review and obtain consensus
on a final set of 84 statements. These statements were entered into the GCM to generate
index cards containing each numbered statement and rating questions.

Rating questions:

Importance Idea in action
1 = Slightly important 1 = I never see this idea in action
2 = Moderately important 2 = I sometimes see this idea in action
3 = Fairly important 3 = I often see this idea in action
4 = Very important 4 = I always/everyday see this idea in action

We invited participants who contributed to the idea generation at both sites to the
second focus group in each city. At the start of the focus group, each participant was
handed a set of 84 index cards containing each of the 84 statements to sort into piles
by order of similarity and then label and record the sorted statements. A total of 51 par-
ticipants (34 and 17 participants from Calgary and Edmonton, respectively) contributed
to the sorting and rating activities. The optional online focus group version of this phase
was cancelled due to lack of interest by participants in both cities.

The analysis of the sorting and rating activities consisted of entering the created piles
and ratings into the GCM and converting the qualitative information from the partici-
pants’ thoughts about how ideas related to each other and the values attributed to
each into quantitative units of data (Kane and Rosas 2018). Incomplete sorts and
ratings by participants who completed less than 75 percent of all statements were elimi-
nated (group wisdom training). We then computed and analysed different cluster maps
by considering the similarity matrix, the multidimensional scaling, and the bridging
values, along with the corresponding pattern matches and go-zones. We further exam-
ined the cluster maps by allowing the points of view of individual sorters to be aggregated
with similar views of other sorters before we created a consolidated framework (Szijarto
and Bradley Cousins 2019). The point map below (Figure 3) demonstrates how different
participants grouped the statements together. We also assessed the stress value, which is
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defined as ‘a useful representation of the internal validity of the study [that] indicates the
accuracy to which the concept map reflects the raw sorting of the data by the participants’
(Donohoe et al. 2020, 429). Stress usually measures the ‘degree to which the distances on
the map are discrepant from the values in the input similarity matrix’ (Kane and Trochim
2007, 97). Accordingly, the lower the stress value, the better the overall fit. For example,
the stress value of approximately 95 percent of the concept mapping projects usually
ranges between 0.205 and 0.365, with an average of 0.285. The stress value of our com-
puted data was 0.225, which represented a good fit of the mapped points and a strong
relationship between them. In conducting the cluster map analysis, the research team
members were given copies of the maps, ranging from 15 to 7 cluster maps, for a separate
individual analysis of the different clusters and the significance of their combination and
statements between them. Each researcher was to settle on a number of clusters that
seemed to create the best combination of statements and potential titles of the combined
clusters. We then met as a team to review the different suggested numbers of clusters and
their rationale. The suggestions among the research team ranged between 9 and 11
cluster maps. Following Kane and Trochim’s (2007) advice to engage participants in pro-
viding insight into the produced maps and in the creation of the conceptual framework,
we created an advisory group of 20 participants (10 persons from each site) to assist with
the interpretation of the preliminary findings. Our intention was to ensure that the com-
puted conceptual framework aligned with the interpretation of the participants and their
cultural worldviews. We intentionally formed an advisory group from two ethnic groups
of refugees, Rwandan and South Sudanese, for the cultural adaptation. Unfortunately,
face-to-face interactions did not occur because of the restrictions imposed by COVID-
19 in 2020. Instead, we invited the advisory group members into three online consecutive
sessions, comprising two subgroups from the South Sudanese, one from Calgary and one
from Edmonton, and a subgroup formed by participants from the Rwandan community
in Calgary and Edmonton. These subgroups were formed based on the number of par-
ticipants from these communities that contributed to the two focus groups in each city.
The comments and feedback from this iterative interpretive process of these subgroups
resulted in a final 10-cluster map solution presented and discussed in the next section.

Results and discussion

A total of 174 stakeholders participated in the study, including 88 and 86 participants
from Calgary and Edmonton, respectively. A group of 123 participants contributed to
the generation of statements during the brainstorming activity and 51 participants par-
ticipated in the structuring activities. The data considered for interpretation came from
45 participants who completed the structuring activities at a cut-off of one. As Figure 1
indicates, participants were mainly service providers, community leaders, and informal
supports. As Figure 2 demonstrates, many of them had a bachelor’s degree (21) or a
diploma (11).

Our analysis and bridging of different cluster ideas sorted and discussed with partici-
pants resulted in a 10-cluster map (see Figure 3), including (1) promoting cultural iden-
tity, (2) promoting ways of knowing, (3) addressing discrimination and racism, (4)
addressing the criminalization of Black Canadians, (5) investing in employment for
equity, (6) promoting equity in housing, (7) facilitating self-determination, (8) improving
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Figure 1. Roles of participants.

Figure 2. Educational level of participants.

Figure 3. Cluster map solution.
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(public) services, (9) promoting appropriate and culturally relevant mental health ser-
vices, and (10) working with and addressing faith and belief related issues.

The stakeholders’ ratings for ‘importance’ and ‘ideas in action’ were highly correlated
among and between the subgroups of community leaders (CL), informal supporters (IS),
and service providers (SP), with r = 0.21. The stress values in the ratings for importance
ranged between 3.35 and 3.83 while the stress value of the ratings of ideas seen in action
ranged between 1.54 and 2.11. We used the computed pattern matches to better compare
how the three main subgroups of participants rated the different statements in order of
importance and ideas seen in action. According to Kane and Rosas (2018, 55), ‘a pattern
match illustrates at the cluster level the average ratings between rating 1 (importance)
and rating 2 (ideas in action), allowing a visual and data comparison side by side.’
Figures 4 and 5 present the pattern matches of both ratings by the three subgroups of
participants.

Our results show that the three subgroups of stakeholders (IS, CL, and SP) concurred
that cluster 4 – addressing the criminalization of Black Canadians – and cluster 9 – pro-
moting appropriate and culturally relevant mental health services of Black Canadians –
rank as very important in promoting health equity and the mental health of Black Cana-
dians. They also concurred that these same clusters are not always seen in current ser-
vices. Our study demonstrates a discrepancy between actions that are needed to
promote the positive mental health of Canada’s Black population and their lack in
current services. This result confirms prior studies that associate health inequities of
Black people in North America to social determinants of health – particularly to racial
discrimination and cultural factors (del Pino et al. 2019). Furthermore, there has been
recognition of limited interventions designed to address such issues (Loutfy et al.
2015). Significantly, the cluster on ‘addressing the criminalization of Black Canadians’
rated higher than the cluster on ‘addressing discrimination and racism’ and ‘promoting

Figure 4. Pattern match in terms of importance.
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culturally relevant and appropriate mental health services.’ This result is very telling. It
also explains the calls to action of different Black Lives Matter events, demanding the
reform and defunding of the police.

To deepen our understanding of the significance of the two top clusters to health
equity and the promotion of mental health of Black Canadians, we critically examine
the computed ‘go-zones’ and the ratings of the statements within each of these two clus-
ters. The ‘go-zones show the entire content of a particular cluster and is arrayed to illus-
trate the average rating of each item [statement] within the cluster’ (Kane and Rosas
2018, 58). The go-zones highlight the rating of importance on the horizontal axis (X)
and the rating of ideas in action on the vertical axis (Y). Statements in the top right quad-
rant were rated as very important and always seen in current services, while those in the
bottom right quadrant indicated statements that are very important and less seen in
action.

In the go-zone on addressing the criminalization of Black Canadians (Figure 6), state-
ment 61 – Have more exchange and open communication between police and community
was rated as very important and seen in action, which means dialogue between the police
and the community is already happening in Calgary and Edmonton and it is an impor-
tant action that should be sustained and encouraged to promote health equity and the
mental health of Black Canadians. However, this dialogue would be insufficient in pro-
moting health equity and the mental health of Black Canadians if the statements in the
bottom right quadrants, rated as very important and rarely seen in action, are not
considered.

Specifically, statement 62 – Establish policies and practices of holding accountable
systems that perpetuate racism is extremely important, however, participants expressed
doubt about its implementation, which led them to rating it as average, along with
these other statements: 50 – Stop racial profiling of Black Canadians in law enforcement
(e.g. Black people pulled over based on skin colour of the driver) and 51 – Address

Figure 5. Pattern match in terms of ideas in action.
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unfairness towards Black youth in the justice system. According to the participants’ per-
ceptions, policies that are in place to ensure the safety and protection of all Canadians
may instead be used to criminalize Black Canadians. This result aligns with other
studies that demonstrate the criminalization of people of African descent through
public policies (Francis 2019; Maynard 2017). Francis (2019) associates the criminaliza-
tion of Black Canadians (and other forms of marginalization) to ‘how liberal humanism
is operationalized in institutional policies and processes’ by normalizing whiteness and
discriminatory behaviours that differentially target, police, and punish members of
groups identified as threatening. The criminalization of Black Canadians concerns
police brutality, racial carding, racial profiling, and many other forms of surveillance
and punishment of Black bodies. These excessive, frequent, and disproportionate
forms of unfairness and violence inflicted on the Black body are what Maynard (2017,
1) has called ‘state-sanctioned violence.’ They need to be recognized as sources of
trauma for Black Canadians. Other scholars (e.g. Bernard and Smith 2018; Hinton and
Cook 2020) concur that the normalization of policing practices and criminalization of
Black people in the USA and Canada has created an association of blackness with crimi-
nality while allowing ‘white supremacy to use Black bodies as their scapegoat for all pro-
blems, real or fictional’ (Smiley and Fakunle 2016, 54; Wortley and Owusu-Bempah
2010). Statements 50 and 51 attest to the pervasive violence and criminalizing policies
that have led to the overrepresentation of Black Canadians and Americans in the
prison system (Smiley and Fakunle 2016). Participants in our study did not see any pol-
icies that protect Black Canadians and hold accountable institutions that perpetrate
racism. Anti-Black racism policies and procedures will be extremely important for the
promotion of the mental health of Black Canadians.

The last plea of participants in this regard is expressed by statement 52 – Make legal
aid available for racial injustices, which was rated as very important and seldom seen in
action. This statement not only further highlights the pervasiveness of systemic racism,
but it also indicates a kind of despair. The whole notion of justice seems out of reach
when Black people’s basic rights are greatly violated by the very institutions that are

Figure 6. Go-zone: the criminalization of Black Canadians.
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supposed to protect them and there are no resources to cover legal representation. May-
nard’s (2017, 107) explanation of the pervasiveness of this kind of systemic racism goes
beyond police profiling and violence:

Discrimination continues all the way up the courts. Black–White disparities can be found in
pre-trial detention and release condition, including bail and sentencing. For nearly any
crime, not only are people of African descent more likely to be arrested, but they are also
much more likely to be detained pre-trial to have restrictive bail conditions and to
receive longer sentencing for the same charge.

We find the lack of access to legal aid to be the tip of iceberg of major systemic barriers
that dehumanize Black people and deprive them of basic human rights. The members of
the advisory group who commented on this cluster insisted that, beyond the issue of legal
aid, there is a need for Black Canadians to gain a better understanding of their rights. One
of the advanced recommendations was that Black Canadians be given opportunities to
learn about their rights so they have that knowledge when confronted by the criminal
justice system. Participants strongly agreed that the only way to deal with institutional
racism is to develop the ability to speak up and challenge the police and other pro-
fessionals who play key roles in social control and policing.

Actions that promote health equity and mental health should not target Black Cana-
dians only. Participants suggested that teachers, policymakers, police organizations, and
child welfare workers will also need to learn, and not from other White people, but from
Black people who have experiences of violence, racism, and inequitable treatment. Par-
ticipants hoped for a bottom-up transformation process capable for individual citizens,
who can partner to change racist policies that dehumanize and discriminate against
people of African descent. Francis (2019) argues that ‘bio-economic notions of
freedom relegate people of African descent, the poor, and the underdeveloped to the
ranks of not-Man’ (133). The logic of basic human rights is diluted when a society
views a portion of the population as less than fully human and ‘expendables throwaways’
(Scott 2000, 195) undeserving of basic human dignity. Black Canadians and other dehu-
manized persons in Canada will be rehumanized when the different levels of government
acknowledge ‘that people of African descent represented a distinct group whose human
rights must be promoted and protected’ (Francis 2019, 6). For individual White Cana-
dians, it will be vital to genuinely re-examine the basic principles of what it means to
be human and conduct an inner assessment about how such principles are applicable
to all sectors of the population – including Black Canadians.

Cluster 9 deals with promoting appropriate and culturally relevant mental health ser-
vices. Statement 66 – Incorporate cultural practices and values of Black refugees in mental
health interventions was rated as very important for Black’s mental health but least seen
in current services. This observation confirms other studies that have highlighted the
importance of the cultural practices of Black Canadians, particularly those who settled
in this country as refugees, in promoting their mental health. For example, King
et al.’s (2016) study offer an example of a coffee ritual in the Ethiopian refugee commu-
nity that women utilize to support one another to address stress. This ritual, like many
others familiar to Black Canadians, has not been studied to inform mainstream mental
health services. Other statements in proximity to statement 66 were statements 78 –
Address mental health impacts of unemployment and 82 – Develop and offer culturally
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appropriate and sensitive mental health services that are easily accessible to Black families
with low income tailored to gender, educational level, etc. These statements point to tar-
geted interventions that could alleviate the stress associated with the different social
determinants of health, such as unemployment and related poverty, and takes into con-
sideration other factors like gender and education level. Overall, the statements in this
cluster confirm our suspicion that professionals put emphasis on refugees’ pre-migration
traumatic experiences but pay little attention to post-resettlement experiences of anti-
Black racism as newcomers seek employment, housing, and schools (Hansson et al.
2010). The worldviews and cultural practices of newcomers that may work better to
address mental health issues among Black Canadians are often ignored (King et al. 2016).

Based on the above observation, we wish to draw particular attention to statement 12 –
Ongoing consciousness raising about intersectionality of mental health and trauma-
informed care among health and social care providers. This statement was rated as
always seen in action, though it rated as moderately important in promoting the
mental health of Black Canadians. This result aligns with the observation of the subgroup
of service providers who ranked cluster 8 – Improve services second from the top as ideas
always seen in action (see Figure 7). While it is important for helping professionals to
understand the issues affecting Black Canadians, particularly Black refugees, if they are
to improve service delivery, deep issues of anti-Black racism often remain unaddressed
and unacknowledged. Research shows that common training in trauma-informed thera-
pies and cultural competency often result in little to no change in the behaviours of
service providers (Healey et al. 2017) and correspondingly little to moderate positive
health care access and utilization outcomes for service users (Truong, Paradies, and
Priest 2014).

It is not a surprise that the subgroups of community leaders and informal supporters
see many members of the Black community seeking co-ethnic community support
(clusters 1 – Promoting cultural identity and 2 – Promoting ways of knowing; see
Figure 5). This reliance on co-ethnic networks for emotional support has been

Figure 7. Go-zone: provide appropriate and culturally relevant mental health services.

14 R. U. KING ET AL.



previously documented (Simich, Beiser, and Mawani 2003). However, many partici-
pants in this study did not rank these clusters as very important for the promotion
of health equity and the mental health of Black Canadians (see Figure 5). In fact, par-
ticipants urged members of the Black communities to work on debunking issues of
stigma regarding mental health within the Black communities (statement 36) and
the general need to support those who are mentally ill. While appreciating the
support Black communities provide to their members, keeping the burden of care to
communities that are struggling socio-economically is unethical and wrong. For
example, research by Hynie, Crooks, and Barragan (2011) and King et al. (2016) indi-
cate that Black Canadians seek support from their co-ethnic communities because of
the discrimination and social isolation they face in society. The results of our study
contradict the assumptions that attribute the lack of Black’s access and utilization of
mental health services to the lack of knowledge about existing services, different world-
views, and professionals’ cultural contexts (Beiser 2009; Hansson et al. 2010; Kirmayer
et al. 2011). Participants in this study recommended that professionals should train in
antiracist work and collaborate with Black Canadians to devise approaches that work
best for this population.

The issue of criminality (statement 35 – Support Black Canadians who live with mental
illness instead of criminalizing them) was discussed above. It is not a mistake that it is
included again under cluster 9 on promoting appropriate and culturally relevant
mental health. Rather, it highlights the double vulnerability of criminalizing Black Cana-
dians who are suffering from mental illness instead of assisting them. Case examples of
Black people who were tasered, handcuffed, beaten, and killed at the hands of the police
have been documented (Martis 2020; Maynard 2017). The criminalization of the most
vulnerable of the Black Canadians has led recent Black Lives Matter events to demand
the defunding of the police. It is important to note that the participants in this study
demanded two things about the criminalization of Black Canadians. In the analysis of
the cluster on addressing the criminalization of Black Canadians, participants requested
putting an end to institutional racist approaches such as carding (police checks) and
racial profiling of Black people as ways of preventing mental health problems in this
population. The second request is the humanization of Black Canadians who are men-
tally ill, a group that stresses the need for equitable treatment by the police and mental
health professionals.

Conclusion

This study sought to understand the actions that can be taken to promote health equity
and the mental health of Canada’s Black refugees. However, promoting the mental health
of a group of people relegated to a ‘less than fully human’ status is a challenge. Discerning
work needs to be done at the institutional level to advance basic rights that give full
dignity to Black Canadians and condemn anti-Black racism in all its forms. As was
shown in this study, mental health barriers, such as housing, employment, immigration,
income, and access to services are influenced by anti-Black racism. Addressing these bar-
riers appropriately will be an acknowledgement of anti-Black racism as a major determi-
nant of mental health, and a way of rehumanizing Black Canadians to uphold their
fundamental rights to health equity.
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The action-oriented statements embedded in the two clusters discussed in this paper
highlight the importance of giving greater significance to antiracist work when dealing
with issues affecting the mental health of Black Canadians. However, as evidenced in
the results of this study, services designed to address the mental health of all Canadians
may be the ones that discriminate against a portion of the population identified as Black.
The lack of institutional accountability of professions that practice from racist ideologies
remains a major obstacle to the promotion of health equity and the mental health of
Black Canadians. Resources should be directed to interventions that offer realistic pro-
spects for change in racist behaviours, practices, and policies that relegate Black Cana-
dians into borderlands in which their basic rights are constantly eroded and violated.
It is when members of mainstream society are able to view Black people as fully
human that they can participate in respecting their rights as human beings and citizens
and respond appropriately to their mental health needs.

The health equity and mental health of Black Canadians will be improved if the above
two recommendations are intentionally and properly implemented. Atterbury and Rowe
(2017) have used the term ‘common good’ (275) to suggest that mental health is pro-
moted when citizens, regardless of their background, are able to access basic rights
and are supported to exercise their responsibilities through active participation in the
life of community. To fully participate in community life in Canada, Black Canadians
who live with the historical and contemporary scars of their blackness will need to be
offered opportunities to heal. Being rehumanized and not criminalized and having
their rights and responsibilities as citizens acknowledged need to be part of the interven-
tions that will contribute to their positive mental health. Finally, we acknowledge that
people of African descent are endowed with resources and talents that can benefit all
the threads of this mosaic we call home. Their contributions and mental wellness
depend on the humanization of Canadian institutional policies and the overall review
of racial socialization, and particularly whiteness, for the mosaic to live a healthy and har-
monious life.
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