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Abstract
This study seeks to answer four primary questions: first, how/why does being Black impact a student’s
mental health? Second, how does race impact how Black students seek care? Third, what are the barriers
to care that Black students face? Fourth, what can ideally be done to improve the mental healthcare
system?

A recruitment letter was distributed on Facebook and Instagram advertising a $25 Amazon gift card for a
30-minute interview. 30 students were interviewed. Interviewees are self-identified Black students at all
levels of study, from undergraduate to professional studies and recently graduated from Queen’s
University (Canada). All participants were asked the same questions. Interviews were analyzed using a
constant comparative method to examine the barriers to care and ways to improve the system.

Participants identified several barriers to care, such as a lack of racially representative advertisements,
financial and insurance barriers; long wait times; a lack of mental health education; negative perception of
mental healthcare; a fear of being misunderstood due to a lack of culturally competent mental health
professionals; and a lack of racially diverse counsellors. However, participants also provided hope for the
mental health system by recommending that university administration and provincial and federal
governments take many measures to improve the mental healthcare system, including implementing
cultural competence training; establishing online booking systems; building inclusive mental health
education programs; collaborating with lawmakers and politicians to integrate mental healthcare into
primary care, and prioritizing mental healthcare in Canadian healthcare funding models.
While there are several barriers to care, there are clear and tangible ways to make mental healthcare more
accessible for Black students. This study contributes to current scholarship by adding to the field of
critical Black geographies. It has not only identified barriers Black students face but provides valuable
ways forward for institutions of higher learning and government to increase access to mental healthcare.
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Chapter 1
Introduction
Suicide is the second leading cause of death for individuals between 15 and 24 years of
age (Centre for Disease Control and Prevention, 2020). University students are an especially
vulnerable group when it comes to mental health. However, mental healthcare systems in Canada
and the United States are wanting and inequitable. While accessing mental health resources such
as in-person or online counselling can be a challenging process for students of all races across
North America (Markoulakis & Kirsh, 2013); there is a lack of race-based data, which makes it
challenging to understand what barriers Black students face, particularly in Canada.
Hundreds of years of anti-Black racism have created a spatialization of difference. Black people
have been historically refused entry into White-dominated infrastructures, such as institutions of
higher education and healthcare (McKittrick, 2002). As a result, Black mental health has been
neglected, which hinders how Black students seek help today (Barlow, 2018; Davis & Swartz,
1972; Mushonga & Henneberger, 2020).

1.1 Objectives and Research Questions
This thesis focuses on one Canadian University, Queen’s University in Kingston
(Ontario, Canada), and seeks to answer four research questions:
1. How/why does being Black on Queen’s campus impact a student’s mental health?
2. How can Blackness impact how a student seeks mental healthcare?
3. What are some barriers to mental healthcare that Black students experience?
4. What are some things the mental healthcare system can do to make the experience of
seeking and receiving care better for Black students?
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1.2 Terms Defined
Systemic Racism: There are many forms of racism. However, this thesis focuses on
systemic racism, which describes structures and systems that reproduce discrimination (Gajaria,
2021). Systemic racism conceptualizes how racism is embedded in societal institutions, including
but not limited to housing, education, the justice system, and healthcare (Gajaria, 2021). Within
higher education, systemic racism manifests mainly as economic and psychological
vulnerabilities, imposter syndrome, racial battle fatigue, micro-aggressions, and tokenism (Dancy
et al., 2018; Smith, 2014).
Whiteness: Whiteness, the hegemonic power to live a life of privilege, has been
systemically embedded in institutions and systems. Theories and ideologies are grounded in
geographies of Whiteness. Thus, racism provides a structural advantage that includes essential
benefits such as improved access to care, better treatment by the justice system, and higher wages
(Kobayashi & Peake, 2000). People are continually formed and reformed within White cultural
norms, which shape and determine typical expectations and determinants of life (Kobayashi &
Peake, 2000).
Black: Black students are a diverse group with unique mental health experiences. Due to
a lack of race-based data that accounts for colourism, a form of discrimination through which
Black people with lighter skin are treated better than Black people with darker skin, Black shall
be defined as anyone who identifies as Black or mixed-race Black.
Mental Health: Mental health is operationalized as a fundamental determinant of wellbeing through which an individual realizes their abilities, copes with the everyday stresses of life,
works productively, and contributes to their community (World Health Organization, 2012).
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1.3 Geographic Scope
The region of focus is Canada. However, literature from the United States is also
included because Canadian literature focused on Black mental health is scarce. While the
historical context is different in the United States, there is often the erroneous assumption that
systemic racism does not exist in Canada (Gajaria et al., 2021; Mullings et al., 2016). For
example, the Toronto police service admitted to the existence of anti-Black racism in Canada.
However, Mike McCormack, President of the Toronto Police Services Board, framed anti-Black
racism as a non-issue: a clear example of colour-blind racism (Doane & Bonilla-Silva, 2003).
Moreover, Black Lives Matter Canada argues that sanctioned and structured anti-Black violence
and White dominance are very much similar in Canada; Black students continually experience
barriers to achievement and are more likely than their White peers to be pushed out of high-level
academic opportunities in Canada (Codjoe, 2001); Black students are more likely to come from
impoverished backgrounds or be involved in the Canadian child protection system (Adjei &
Minka, 2018); young Black Canadians are under-supported and overly policed (Khenti, 2013); as
well, Black students are more likely to be excluded from health, social and educational resources
(Khenti, 2013). In conclusion, systemic racism not only impacts the United States but also exists
in Canada and can negatively impact a Black Canadians’ mental health.
Queen’s University and Kingston are in Eastern Ontario, situated directly on Lake
Ontario (see Figure 1). First Nation Karatokwi land was colonized and named Kingston in 1673
(Queen’s University, 2021). It is situated on traditional Anishinaabe and Haudenosauee Territory.
Kingston was previously the capital of Canada and remained so until 1844. Kingston has 21
National Historic Sites one is a UNESCO World Heritage Site. The most prominent sectors of
Kingston’s economy are education, healthcare, tourism, industry, culture, and government which
involves correctional and military services (Queen’s University, 2021).
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Figure 1. Kingston (Ontario, Canada) where Queen’s University is located.

Source: (Nextbyte, 2020)

At the time this thesis was written, the 2021 census, data on visible minority populations in
Kingston, Ontario had not been published. However, according to the 2016 census the total
visible minority population in Kingston was 10% of the total city population (Government of
Canada, 2016). Of a total population of 114, 425 people, 11,595 self-identified that they came
from a visible minority, and 1,775 self-identified as Black (Government of Canada, 2016). Given
diversity and inclusion efforts between 2016 and the present by the City of Kingston and Queen’s
University, it is likely that visible minorities now account for more of the population but whether
4

visible minorities now account for a greater percentage of the total population is difficult to say
until the 2021 visible minority data on Kingston is released.
Queen’s itself is a fundamental component of the Kingston community. Queen’s campus is
in the heart of the city, it only takes 10 minutes to walk downtown from Queen’s campus
(Queen’s University, 2021). The Queen’s community is deeply entrenched in Kingston but also
acts as a bubble and is a distinct community. It is ranked as the 5th medical-doctorial university in
Canada according to the Mclean’s 2021 University Rankings, 2nd in experiential learning and 1st
in extracurricular activities (Queen’s University, 2021). Queen’s has the second highest endowed
funds per full-time equivalent student across Canadian universities (Queen’s University, 2021).
As of Fall 2021, Queen’s had 20,069 undergraduate students working towards their first
degree, 3,912 graduate students, 1,629 students seeking their second degree, 1,530 students
pursuing their Master of Business Administration at the Smith School of Business (Queen’s
business school), and 557 pursuing post-graduate medicine (Queen’s University, 2021). Queen’s
had a grand total of 27,697 students in 2021 (Queen’s University, 2021). As of 2020, 3% of all
students self-identified as Indigenous, and 25.7% self-identified as visible minorities according to
the most recent data available at the time this thesis was written (Queen’s University Progress
Metrics, 2020). Within the visible minority category, 10% self-identified as Black or 2.57% of all
Queen’s students (Queen’s Progress Metrics, 2020).
As of November 2020, Queen’s had 860 full-time faculty excluding clinical medicine, 445
in clinical medicine, as well as 2,482 other teachers and researchers who are primarily part-time
(Queen’s University, 2021). According to Queen’s employee representation rates, as of December
2021, 1.5% of faculty and 2.5% of staff self-identified as Indigenous, while 18.5% of faculty and
12.6% of staff self-identified as visible minorities (Employee representation rates, 2021).
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1.4 Neoliberalism in the University Environment
Neoliberalism is an institutional and ontological force that directs social realities to serve
economic priorities (Esposito & Perez, 2014). Canadian universities have adopted a neoliberal
and capitalist agenda similar to that of a corporate business that caters to market needs (Hughes,
2013). Problematically, the neoliberal agenda does not align with student mental health needs.
Wealth-oriented individualistic priorities do not facilitate a holistic approach to health (Laliberte
& Varcoe, 2020). As a result, neoliberal health policies that do not provide equitable care for all
put the onus on families and communities and relieve the government from providing additional
funding for services that provide holistic social support (Saunders, 2007; Teghtsoonian, 2009). If
neoliberalism’s impact on higher education is not addressed, a holistic solution for Canada’s
inequitable mental healthcare system will be difficult to change.

1.5 Queen’s University’s Mental Health Programs and Policies
This section will examine the mental health policies and services available to students at
Queen’s University. Resources directly reflect the university’s intentions, capacity and
capabilities. All information is from (Student Mental Health Services, 2021).

1.5.1 Resources Provided at Queen’s University
All 24/7 resources are provided by providers external to Queen’s. The most common and
well-advertised resource is Empower Me, which enables students to be counselled by life
coaches, consultants and qualified counsellors. Empower Me is offered in many languages. For
international students, Queen’s recommends International SOS. For students in Canada, Queen’s
recommends Good2Talk, a phone/online resource that enables students to connect in a few
minutes with a trained crisis responder. Telehealth Ontario and Addiction and Mental Health
Services are available 24/7 to anyone in a mental health crisis.
6

1.5.2 Crisis Care that is available within Business Hours
Crisis mental healthcare is available at Student Wellness Services in Mitchell Hall. This
resource is for students who are at risk to themselves or others and need immediate care. Students
are assessed for need and are connected with a crisis counsellor the same day. Suppose students
call when services are almost closed. In that case, they will be connected to a mental health
resource in the community, or their appointment will be booked for the following day if a
professional determines they will be safe until then.

1.5.3 Resources for Other Emergencies
For medical emergencies, Queen’s recommends Kingston General Hospital. For non-lifethreatening injuries or illnesses, Hotel Dieu Hospital and Queen’s First Aid are available by
phone or the blue-light emergency system on-campus. For any instance involving sexual
violence, Queen’s has Sexual Violence Prevention and Response Services and programs that help
survivors create a plan of action. Students also have the option to schedule an appointment with a
Student Wellness counsellor who specializes in sexual violence.

1.5.4 Non-Emergency Mental Health Resources
For the remainder of mental health issues and concerns, students are directed to the sameday clinic, which is open from 9 AM-7 PM Monday to Thursday and Friday 9 AM-4:30 PM.
Appointments are offered in person and online. Students are instructed to call in the morning, and
if appointments are booked for the day, to call the following morning at 9 AM. If students have
already seen a counsellor, they may request to see them again and are given priority. Nonetheless,
if that specific counsellor is unavailable, they will be referred to another professional. Students
may also be referred to psychiatrists for specialized care. Referred psychiatrists are available after
a physician assesses the student at Student Wellness Services. In summary, the Student Wellness
7

website states that its offerings are geared toward short-term care for crises, distressing situations
and personal challenges. Because Student Wellness Services serves such a large population, their
same-day model is hybrid: sessions last 30 minutes, after which a counsellor determines if a 60minute session should be booked.

1.5.5 Queen’s No-Show Policy
If students do not attend their appointment without 24-hour notice, they will be charged a
no-show fee. Failure to attend impedes other students from receiving care. However, students can
still access services if they have outstanding fees. Fees for missed appointments are as follows for
psychiatry appointments: 30-minute appointment-$60; 45-to-60-minute appointment-$120; and
90-minute appointment-$180. Fees for mental health counselling appointments are $30 and may
be waived in extenuating circumstances.

1.5.6 Tangential Health Resources
Queen’s also offers Healthy Lifestyle appointments over the phone or online. These
appointments are 30 minutes each for students looking to improve their health behaviours,
including but not limited to eating, sleeping, substance use and physical activity habits.
Furthermore, Student Wellness Services provides student-only groups led by a healthcare
professional for 6-8 weeks. Sessions encompass topics from mindfulness for anxiety and stress
reduction; powerful emotions; navigating university with autism; psychotherapy; understanding
substance use; strategies and support for attention deficit hyperactivity disorder; mindful
moments; and the PEGaSUS group for survivors of sexual violence.
Two additional initiatives facilitated by Student Wellness Services are the free mason jar
of soup or stew and the Fresh Food Box Initiative. These initiatives help students obtain
nutritious meals for less than $5. Student Wellness Services also offers healthy cooking classes
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which teach students how to prepare fast, straightforward and affordable recipes from the fresh
food box.
Student Wellness Services also facilitates therapy dog events, webinars, and podcasts,
which help students learn about various healthy living topics. Last, the Canadian Foundation for
Economic Education offers financial literacy workshops.
Pieces of training for faculty, students and staff are offered for free, which provides these
groups with the essential knowledge to work through mental health issues and better mental
health support. These sessions include how to recognize, refer and support students; workshops to
create a customized self-care plan while social distancing; how to help a student who is
considering death by suicide; how to recognize the signs that a student is at risk of dying by
suicide; how to respond to students in distress while physical distancing; what mental health and
wellness resources are available; and a briefing on academic accommodations and extenuating
circumstances. These sessions cost $30 for faculty and staff and $15 for students.

1.5.7 Funding Available for Mental Health in Ontario
Mental health services are underfunded and understaffed. The Ontario government
invested more in mental health province-wide in 2021 ($19.25 million) than they did in 2020 ($16
million). Funds were allocated to a variety of different resources:
“$5.16 million to Good2Talk; $500,000 to the Centre for Innovation in Campus Mental
Health; $4.45 million to the Mental Health Worker Grant; $6 million to the Mental
Health Services Grant; $500,000 to the Indigenous Institutes Mental Health Grant; and
$250,000 to Get-A-Head, the remainder will be directed to many partnerships which
improve access to care in Ontario (Harmsworth, 2021).”
This spending pattern shows that the government is taking mental health more seriously.
Nonetheless, there is still insufficient funding to make the change students need to see. The
Queen’s Journal detailed the receipt of an additional $195,800 to improve access to mental
healthcare (McMackon, 2021). This funding comes from a breakdown of the $7 million invested
9

in Ontario post-secondary institutions through the COVID-19 pandemic (McMackon, 2021).
Gibney states that the funding will improve mental health services for Queen’s diverse population
by increasing resources available to staff and implementing an online booking system
(McMackon, 2021). It is also important to note that students can anonymously provide feedback
on their care on the Student Wellness Services website (McMackon, 2021).
Principal Patrick Deane stated the importance of counselling for Black, Indigenous, and
People of Colour (BIPOC) students and that Queen’s administration knows improvements need to
be made to increase care for this group (McMackon, 2021). Gibney also stated how Student
Wellness Services is responding to the BIPOC mental health crisis on campus:
“All counselling staff are very committed to listening, learning, and responding to BIPOC
voices and moving towards more specialized support modes. All Student Wellness staff
are trained regarding Black–racialized trauma (as cited in McMackon, 2021).”
Student Wellness Services has mental health professionals available for one-on-one and
group appointments with BIPOC students. Additional support is available in the form of mental
health discussions for Black students through the new Yellow House, a “safe space” on campus
(McMackon, 2021). Four Directions Indigenous Student Centre is also available to provide
programming by cultural counsellors. Lastly, Queen’s has a cross-cultural advisor specializing in
culturally sensitive counselling (McMackon, 2021). These many offerings seem significant.
However, further research is necessary to understand the reality of these resources in conjunction
with the barriers that preclude students from using them.
Mental health accessibility has to do with supply just as much as it does with demand.
Supply involves what the government and universities provide. Unfortunately, mental health
resources serve a constantly evolving environment which requires counsellors to adapt their
practices continuously. Mental health resources are often poorly advertised; wellness services
cannot keep up with demand; resources are underfunded and do not promptly serve as many
students as they need to serve (Yorgason et al., 2008).
10

1.6 How the Present Study Fits into Health Geography
There is a long tradition in health geography, post World War Two, of studies related to
mental health. Early studies focused on access to mental health services. Specifically, servicedependent ghettos (e.g., see Giggs (1973) and Wolch & Gabriel (1984)). From their early
research, several themes evolved that reflect changes in health geography. This research is
situated in three of them. First, it is situated in health geography focused on the utilization of
health services – see Cutchin (2002), Fitzpatrick et al. (2017), Kearns & Joseph (1993), Parr
(1997), Powell (1995), and Rosenberg (2014). Second, it is inspired by health geography studies
that focus on the mental health of particular groups of people. For example, how mental health
outcomes and access to care are impacted by multiple aspects of a person’s identity and
socioeconomic status – see Fong et al. (2019), Rosenberg (2016), Dear & Wolch (2014), and Li et
al. (2017). The third area of health geography within which this research is situated is the
discussion of how places significantly impact an individual’s health – see Birch et al. (2020),
Chen et al. (2020), Jonsson et al. (2018), Moore et al. (2018), Wang et al. (2019), Windhorst et al.
(2015), Wood et al. (2017), and Wright et al. (2014).

1.7 How the Present Study Fits into Black Geographies
Simultaneously this thesis is also situated in the discipline of Black geographies which
describe how the Whiteness of space has been established. McKittrick (2002) discusses how the
Black Canadian experience is detailed by dispersal and subjugations that displace and disrupt
“Canadian-ness.” She describes the geographies of the Black diaspora in Canada as rooted in a
history of un-belonging and geographic tensions (McKittrick, 2002). McKittrick (2002), details
Black geographies as both what is absent and present. Black Canadians are more “routed than
rooted” because they did not arrive in Canada from colonial conquest for the most part, instead
Black individuals arrived through immigration or as escapees from the United States, only to
11

come to another racist and discriminatory country (Hudson & McKittrick, 2014). More
specifically, this study is inspired by work that details how race impacts what spaces and places
Black people hold in Canada. See Henry et al. (2017) that specifically details how racialized
individuals navigate institutions of higher education. See Mullings & Mukherjee (2018) that
examines the challenges Black, Indigenous, and other racialized scholars face. The work of
Kobayashi & Peake (1994) that explores how hegemonic theories about culture can be
unnaturalized to challenge how race creates social identities of domination. Last, this study was
inspired by Ruth Wilson Gilmore’s work that focuses on how geographic research and analysis
must encompass the relationship between power and difference that is deeply entrenched in
racism, see Gilmore (2002).
While this study does not fit perfectly within any of the categories above, it draws upon
literature from each; and goes beyond these categories to understand how being Black can impact
a students’ mental health and access to mental healthcare at Queen’s. Throughout this thesis, I
think of the university as a place in the tradition of health geography concerning two geographic
contexts: societal and internal to Queen’s specifically. The societal context encompasses issues
students face both at Queen’s and outside of Queen’s, while the Queen’s context is what students
experience specifically at Queen’s.

1.8 Structure of the Thesis
This Introductory Chapter provides context for Black student mental health in Canada
and defines key terms and the geographic scope of the research. The literature focused on how
Black students seek care, barriers to care and ways forward to improve the system are discussed
in Chapter Two. Chapter Three provides a detailed description of the methodology used. Chapter
Four addresses the results of interviews and the data collection tool used, organized into three
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parts according to the amalgamated research questions (explained in Chapter Three). Last,
Chapter Five focuses on the conclusions, limitations, and directions for future research.
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Chapter 2
Literature Review
In this chapter, I review the literature that informs each research question asked in the
interviews. The literature will be focused on how Black students access care, what barriers Black
students face when seeking care, and what current solutions have already been proposed to
improve the mental healthcare system. The chapter is foundational to the study that follows. Due
to the limited literature focusing on Black student mental health in Canada, literature from the
United States is also discussed throughout the chapter.

2.1 Review of Literature that examines how being Black can impact Mental Health
Throughout this literature review, it is crucial to note that given the specificity of the thesis, I
include the small amount of Canadian literature that discusses Black mental health at Canadian
universities and the slightly broader literature that is from the United States. Unfortunately, there
is not enough literature to exclusively create a literature review on Canadian research.
Systemic racism and being Black impact a student’s mental health long before university:
race impacts how identities are formed as early as four years old (Durham, 2018; Gajaria et al.,
2021). Children can comprehend social situations and standards at this age and develop selfworth (Durham, 2018; Gajaria et al., 2021). Black children are likely to be taught either explicitly
or implicitly that they are not enough (Durham, 2018; Gajaria et al., 2021). Structural race-based
barriers confine Black individuals resulting in disparities that manifest as gaps in education,
income, employment, societal treatment, and much more (Barlow, 2018). Canadian schools were
segregated until 1964 (Halladay et al., 2020). Black youth are also more likely to be expelled or
suspended from school, which makes them less likely to pursue higher education (Anderson &
Mayes, 2010; Cage et al., 2020; Durham, 2018; Hardeman & Medina, 2019; Staggers-Hakim,
2016; Tynes et al., 2019). By the end of secondary school, 42% of Black students have been
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suspended once or more, as opposed to 18% of White students (Halladay et al., 2020). Further
inequities in the academy can be traced back to high school, where between 2006 and 2011, 53%
of Black students were enrolled in academic courses versus 81% of White students (Halladay et
al., 2020). As well, before Black students begin university, they experience a curriculum that is
not racially inclusive; a lack of Black role models in education; school systems that do not hold
racist behaviors and actions to the task; and educators who expect less of Black students than
White students, which contributes to how or if Black students achieve their academic goals
(Halladay et al., 2020).
From slavery to Jim Crow, Black communities have been damaged for the benefit of
White communities (Dancy et al., 2018). Within higher education, new manifestations of antiBlack violence are reproduced (Dancy et al., 2018). For some, physical attacks have been
replaced by economic and psychological vulnerabilities. For others, all forms of anti-Black
violence are a reality (Dancy et al., 2018). Examples of the former include impostor syndrome,
racial battle fatigue, microaggressions, and tokenism (Dancy et al., 2018). A complete
understanding of how racism costs society has not been established. However, systemic racism
impacts mental health by inducing stress, the primary physiological mechanism responsible for
adverse mental health outcomes (Busby et al., 2019). Black youth are more likely to become
depressed, hopeless, angry, anxious, consider suicide or cope by using addictive or illicit
substances due to increased stress (Anderson et al., 2015; Gajaria et al., 2021; Jochman, 2019).
Racism induces stress for various reasons; one way is through stereotyping.
Common stereotypes are the ‘strong Black man’ and ‘strong Black woman.’ These stereotypes
cause depressive and stress-induced outcomes because they encourage individuals to suppress
emotions and be stoic (Donovan & West, 2015). Black men and women are stereotyped and
accused of acting White when they speak “properly” or dress in “preppy ways.” These
accusations and stereotypes are damaging because they not only discredit an entire race’s status
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and competencies, these accusations lead to identity reconfiguration, anxiety, and psychological
distress (Durkee & Williams, 2015).
Second, although racism is often only considered an issue of outright discrimination,
human rights, and harassment, racism is also an issue of workload (Dhamoon, 2020). Black
students are disproportionately saddled with pressures to join social justice groups, speak on
boards, and generally carry the load of working to combat racial injustice while holstering normal
pressures of being a university student (Dhamoon, 2020). This labor includes extensive hours
spent volunteering for clubs, charities/non-profits and boards; informal support groups hosted by
Black students; cultural and spiritual activities; forums that challenge controversial beliefs; and
establishing student groups and communities to protect against the impact of anti-Black racism
and pressures. This work includes student speeches, panels and conferences through which Black
students speak or perform to provide cultural diversity, boost morale, and educate fellow students
and administration. Additionally, Black students are more likely than White students to be asked
to advise, mentor, absolve administrative scandals, and provide general caregiving activities
(Dancy, 2018). However, the biggest issue is that this extra labor is often unacknowledged, swept
under the rug, and uncompensated (Dancy et al., 2018; Harper, 2011; Strayhorn, 2008).
Third, poor/weak anti-discrimination policies demonstrate a lack of commitment to Black
mental health, and students know this (Dancy et al., 2018). Nooses have been placed in quads,
songs about lynching have been sung, statements about scalping have been made, and Black face
parties have been had. Nonetheless, ways forward after these instances of racism and
discrimination are still not clear or consistent. Punishment for perpetrators is not straightforward.
This means that Black students do not have a system they can rely on. Instead, instances of
racism are dealt with separately, with no guarantee of denouncement (Hughes,
2013). Universities hold boards and focus groups on establishing protocols for racially motivated
instances, yet administrative and political change seldom occurs. The media coverage these acts
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of discrimination receive can also cause mental distress (Hughes, 2013). Perpetrators are more
likely to be called “foolish and ignorant” instead of “malicious and racist” (Hughes, 2013). The
media is more likely to frame these awful occurrences as anomalous instead of systemic (Hughes,
2013; Gajaria et al., 2021).
Fourth, the day-to-day treatment of Black students in leadership positions on campus can
cause additional stress. For example, Black male research assistants face additional barriers in the
workplace. They must resist and respond productively to racist stereotyping; negotiate a space
where they are one of few leaders from their racial background; are more likely to be viewed as
angry; be constantly concerned about wearing the right clothes for fear of negative judgement;
and face surprised colleagues when they succeed on the job (Harper et al., 2011).
Last, being Black on campus can impact a student’s mental health because higher
education institutions are more committed to corporate values and power than social-equity issues
on campus (Eisenberg et al., 2007; Giroux, 2010; Laliberte & Varcoe, 2020). For example,
Scarritt (2019) found that universities use diversity in their marketing to sell the image of
inclusion instead of addressing race and equity issues at their institutions, which creates an
inaccurate portrayal of the university as a diverse institution and paints a false picture of
inclusion.

2.2 Review of Literature that Examines Seeking Mental Healthcare while Black
Growing up in a low socioeconomic status family is the most accurate predictor of
whether or not a student seeks help (Eisenberg et al., 2007). Black students are more likely to
come from lower socioeconomic backgrounds (Hunt & Eisenberg, 2010). Mental health services
are rare for students from low-socioeconomic backgrounds (Hunt & Eisenberg, 2010). Student
attitudes, practices, and perceptions are created by those closest to them through childhood and
early adolescence (Eisenberg et al., 2007). Even when financial barriers are removed, students
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from low-socioeconomic backgrounds are still unlikely to seek care (Eisenberg et al., 2007).
Thus, the role of family members should not be overlooked (Watkins et al., 2012).
Moreover, students are concerned that therapy and medication are ineffective (Eisenberg
et al., 2007). Student Wellness Services in universities across Canada often establish bad
reputations due to the shared negative stories, which almost always silence the positive ones.
Students are often deterred from seeking care because mental health issues are not always “fixed”
quickly, if at all, which makes the idea of investing time and energy seem not worth it (Dunley &
Papadopoulos, 2019; Eisenberg et al., 2007). Lastly, if a student is skeptical about the efficacy of
services, why would they invest their limited time into something they think will not help?
Mental healthcare often requires intimate and emotionally vulnerable interactions with
individuals who are practically strangers (Ebert et al., 2019; Son et al., 2020). Thus, students are
reticent to seek care because they fear being judged (Dunley & Papadopoulos, 2019; Hunt &
Eisenberg, 2010).
While disclosing vulnerable issues to a stranger can be uncomfortable, comfort is often
quickly established, which speaks to the knowledge gap about counselling. There is a
considerable knowledge gap in Black communities regarding what mental health is, what
resources are available, and how severe mental health issues manifest (Salami et al., 2021). Thus,
notwithstanding mental state, poor mental health is normalized because individuals are unaware
that their symptoms are severe (Goodman, 2017; Salami et al., 2021). If students are unaware that
their symptoms are damaging or may compound, how will they know they need help?
Stigma is a barrier to care that all students face regardless of race. Nonetheless, Black
students are more likely than White students to feel stigmatized and judged due to high levels of
stigma in Black communities (Salami et al., 2021). Stigma is particularly impactful in Black
communities due to the history of maltreatment of Black people by North American healthcare
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providers (Busby et al., 2019). Stigma can also result from cultural beliefs and a lack of
knowledge surrounding mental health issues, illnesses, and disorders (Salami et al., 2021).
Stereotypes also impact how Black students seek care. The most hindering stereotype is
that Black people have to always be resilient. This stereotype encourages Black students to feel as
though they always need to be strong, caring, and unemotional to be worthy (Donovan et al.,
2015). This stereotype encourages Black students to struggle in silence-which, which increases
stress and depressive symptoms (Donovan et al., 2015).
Stereotyping by others is not the only issue; stereotypes can be even more damaging
when internalized. Black students often need to be unwaveringly resilient because that is how
Black Canadians have historically had to be to survive (Salami et al., 2021). History glorifies
resilience and the importance of handling issues independently, regardless of circumstance, as a
form of survival (Salami et al., 2021). As a result, Black students are more likely to handle mental
health issues alone instead of with a professional (Goodman, 2017; Grief-Green, 2020).
Struggling through pain is more likely romanticized than seen as a cause for concern because
poor mental health is perceived as a sign of weakness (Salami et al., 2021). Being deemed
“crazy” is enough to deter students from seeking help (Salami et al., 2021).
Furthermore, mental health resources are typically located in wealthier White
communities, places Black students from lower socioeconomic backgrounds may feel excluded,
uncomfortable and unwelcome (Salami et al., 2021). To make problems worse, even if Black
clients feel comfortable and welcome, they may be unable to afford the transportation or time
required to travel to receive care (Salami et al., 2021).
Last, Black students are less likely to seek care because they are concerned that the
system and mental health professionals will abuse them. Cultural mistrust is a fundamental
predictor of how Black students seek help (Nickerson et al., 1994). If Black students do not feel
they can trust White counsellors, negative attitudes toward counselling are more likely. It is not
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uncommon that a Black student is shocked when meeting or seeing a Black mental health
professional for the first time (Cokley, 2014)

2.3 Review of literature that studies Barriers Black individuals face to Mental Healthcare
2.3.1 Societal Barriers to Care
Administration, donors and government must be committed as well as Student Wellness
Services to caring for the mental health of Black students (Kitzrow, 2003). This lack of
collaboration is a barrier to care. No person is to blame for the mental health crisis (Kitzrow,
2003). Systems are inadequate because mental healthcare has been historically devalued and
under-supported (Kitzrow, 2003).
Another barrier to care is the lack of insurance coverage for mental health. While
Canadian universities provide free mental healthcare, it is challenging to access. Thus, students
are left with community resources that require insurance coverage that many do not have (Nunes
et al., 2014). Even when students have insurance, they are often unaware that it covers mental
healthcare (Dunley & Papadopoulos, 2019; Hunt & Eisenberg, 2010). Eisenberg et al. (2007)
report that although 90% of students had insurance, half did not understand what it covered.
Furthermore, Black students represent many first-generation students (Busby et al.,
2019). A demographic that is less likely to be mentored from a young age about the everyday
stressors they will experience in university, such as balancing financial and academic pressures
which can increase stress (Busby et al., 2019). As well, not every student can keep their financial
resources to themselves. Black students are more likely to come from lower socioeconomic
backgrounds or have dependents. Thus, Black students are more likely to devote their financial
resources to helping their families (Salami et al., 2021).
A prominent societal barrier to care is the misperception of what it means to be mentally
well (Dunley & Papadoupoulos, 2019). Students do not perceive they need help even if they do.
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Stress is a normal part of university life and can seem like a trivial issue to many people (Dunley
& Papadoupoulos, 2019). However, stress is far from trivial when it leads to suicidal ideation
(Dunley & Papadoupoulos, 2019). Students are frequently unaware of the long-term impacts of
extreme stress; what to do when they experience large amounts of stress; what excessive stress
looks like on them; and whether the level of stress they are experiencing is a symptom of a more
significant issue that could benefit from professional care (Dunley & Papadopoulos, 2019;
Eisenberg et al., 2007; Hunt & Eisenberg, 2010; Son et al., 2020).
When distressed, students are more likely to eschew their mental health by using avoidant
coping strategies (Busby et al., 2019). The realities of the mental healthcare system are not the
only concern; how students perceive the system matters just as much (Busby et al., 2019).
Testimonies and positively marketing mental health resources may be just as important as
improving the resources themselves (Busby et al., 2019).
Another barrier to care, perhaps the most well-known, is mental health stigma which
stems from the concern of being isolated, discriminated against and devalued if and when
students are treated as “abnormal” by members of the university ecosystem. Mental health stigma
comes in two primary forms, public stigmas and self-stigmas. Public stigmas are prejudices and
negative stereotypes dominantly held by society, while self-stigma is the process of internalizing
public stigma and shaming oneself but not others (Giamos et al., 2017). Sources of stigma include
family, peers, mental health professionals, administrators, staff and professors. Even while
professors may be supportive of a student’s diagnosis or mental health issue, stigma from peers
may be enough for a student to feel like an outcast (Giamos et al., 2017). Self-stigmas are so
powerful that students are more likely to stigmatize themselves than to stigmatize a friend, peer or
loved one (Arday, 2018; Bowers et al., 2013; Goodman, 2017; Hunt & Eisenberg,
2010). Stigma is a highly personal concept that is strongly related to perception.
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Last, while developing digital technologies have improved access to care, these
technologies are not as culturally competent as they need to be (Friis-Healey et al., 2021). In the
first six months of 2020, digital behavioural health product developers received more than 588
million dollars, double the amount received in any other six-month period (Friis-Healey et al.,
2021). However, most digital applications and solutions do not embrace the strengths of the
populations they serve. Instead, they design down (Friis-Healey et al., 2021). The lack of Black
developers creating these apps makes them less culturally comprehensive (Friis-Healey et al.,
2021). The digital mental health space is becoming increasingly saturated with apps that overpromise and under-deliver, do not provide adequate data protection for their users, do not
accurately advertise their services, and are not created or staffed by professional healthcare
providers (Friis-Healey et al., 2021). The result is a marketplace that challenges users to choose
from thousands of apps that may not be reliable, accessible or safe (Friis-Healey et al., 2021).

2.3.2 Barriers to Care Specifically within the University
Student wellness services are overwhelmed, insufficiently funded and do not receive the
number of counsellors, mental health specialists, and psychologists they need to provide adequate
care (Giamos et al., 2017). Moreover, the number of students in need of care is continually
increasing. Student wellness services cannot keep up, which results in mental health staff feeling
underprepared and overwhelmed (Watkins et al., 2012). Student wellness staff are often painted
as villains; in reality, they are also under-supported. Demand must be met with a proportional
increase in resources to support student mental health needs. The current mental health model is
unsustainable (Watkins et al., 2012).
One of the most significant barriers to care for Black students is that staff are not racially
diverse and do not represent the diversity of the student body (Arday, 2018). Racism not only has
deleterious effects on mental health, but racism is also culpable for creating a system of practices
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that disparage students through a lack of culturally competent care and representation in
counselling staff (Arday, 2018; Brown et al., 2000; Burgess et al., 2008; Castillo & Schwartz,
2013; Chiu et al., 2018; Durkee & Williams, 2015; Jones et al., 2007; McClain et al., 2016; Soet
& Sevig, 2006; Thompson, 1996; Veenstra, 2019; Williams, 1999; Williams & Williams-Morris,
2000).
Students are concerned they will be invalidated by a colour-blind approach and perceive
mental health resources as ineffective (Chiu et al., 2018; Cokley et al., 2014; Gajaria et al., 2021;
Fante-Coleman & Jackson-Best, 2020; Guzder et al., 2013; Henderson et al., 2019; Salami et al.,
2021; Whaley et al., 2001). Presently, mental health providers are so racially homogenous that
Black students often feel shocked when they meet a Black therapist (Cokley et al., 2014). While
universities have provided cultural competence training, the adage, “it takes one to know one,” is
relevant-despite racially inclusive pieces of training, a healthcare provider will never be able to
fully understand something they have not lived (Henderson et al., 2018; Salami et al., 2021).
However, universities are often reluctant to hire additional mental health professionals due to
their recurrent costs and the need for additional space at their institutions (Cokley, 2014). To
make matters worse, few Black North American students pursue careers as mental health
professionals, creating a bottleneck when needed (Cokley 2014 & Whaley, 2001).
The lack of communication and collaboration between mental health resources inside and
outside the university environment is a barrier that prevents students from seeking help and being
cared for holistically (Dunley & Papadopoulos, 2019; Markoulakis & Kirsh, 2013). When
resource providers do not communicate and coordinate, determinants of health are unaccounted
for, which results in “band-aid” solutions for deeply rooted issues (Dunley & Papadopoulos,
2019; Markoulakis & Kirsh, 2013).
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2.4 Literature Review of Work Focused on ways to Improve the Mental Healthcare System
Few solutions are identified in the literature; however, a short list is of note. First, all
administrative and academic staff should be trained in critical race theory, identity development,
and conflict management before beginning their career at an institution of higher education
(Stanley, 2006).
Alternative innovative ways to improve access to mental health resources include
incentives, such as academic credits to receive mental healthcare and online/phone health
resources for physical and emotional health (Yorgason et al., 2008). Ensuring resources are
available within time constraints is fundamental to any solution (Yorgason et al., 2008).
Another way to improve the system is hiring more racially diverse service providers to help Black
patients feel represented and comfortable, a step that would increase the accuracy of clinical
judgements (Arday, 2018). Students need racially diverse health care providers to not only feel
completely comfortable disclosing race-related traumas and issues but to receive culturally
competent care, increase the accuracy of clinical judgements, and be supported linguistically
(Arday, 2018). Black students deserve to feel entirely comfortable and to know they will not be
judged (Gajaria et al., 2021).
Universities could also increase personal contact between mental health professionals and
students (Davis & Swartz, 1972). Doing so would improve counsellors’ visibility and be an
informal yet effective way to connect with students (Cockey, 2014; Davis & Swartz, 1972).
Moreover, mental healthcare priorities must be re-evaluated; service capacity of mental health
resources should be advertised accurately; service limitations must be established and honestly
communicated; and staff should have support systems to help them through times of burnout and
stress (Kitzrow, 2003).
To sum up, I reviewed literature from Canada, and the United States focused on how
Black students access care, what barriers Black students face when seeking care, and what current
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solutions to improve the mental healthcare system have been proposed. In the next chapter, I
discuss the methods used to recruit participants, conduct interviews, and analyze the results of the
present study.
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Chapter 3
Methods
In this chapter, I discuss the methods utilized to generate the results presented in the
following chapter. The primary method of data collection was interviews. A constant comparative
method was used to analyze interview results from which themes were extracted to demonstrate
how Black students access care, what barriers Black students face when seeking care, and what
improvements to the mental healthcare system Black students at Queen’s University need to
see. In addition to a formal review of the academic literature, articles written about Queen’s
University in The Queen’s Journal (an official journal of the Queen’s University Alma Mater
Society (AMS), the official and recognized undergraduate student society of the university) were
analyzed to understand the landscape and current state of mental healthcare at Queen’s University
from a student perspective.

3.1 Participants and Recruitment
Participants are undergraduate and graduate students at Queen’s University who selfidentify as Black. This group of students includes mixed-race individuals. However, data
indicating whether or not a participant is mixed-race was not collected.
To begin recruitment, an eye-catching poster was created using Canva, a software
package that provides utilities superior to similar software packages (e.g., Powerpoint). The
poster described the study, the time commitment, the positive impact the study could have, the
email to contact to get involved, and the deadline to contact the researcher.
This poster was posted in several Facebook and Instagram groups online. It was also
posted and shared on personal Facebook and Instagram accounts and pages, both Queen’s
specific and non-Queen’s specific. Personal connections were utilized to obtain admission to
these groups to recruit effectively.
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The first category of connections used was made as the Founder, and Chief Executive
Officer of Step Above Stigma, a mental health charity founded at Queen’s that now has a
nationwide network. Step Above Stigma volunteers also reposted the advertisement on their
personal Instagram and Facebook pages using an identical caption describing the study.
The second category of connections utilized were connections established as the Co-Captain of
the African Caribbean Dance Team. As Co-Captain of the team, deep relationships were forged
within the Black community at Queen’s. Thus, Black student groups were eager to disseminate
recruitment posters, including the African Caribbean Student Association, Queen’s Black
Academic Society, Queen’s Black Alumni Association, and Queen’s Student Diversity Project.
All of the organizations mentioned above also have Facebook and Instagram pages. Each group
displayed the recruitment poster as a post on their main page and as a story.
When students replied to the poster, they received an email containing the letter of
information and a request to reply with three possible times for an interview. Once a prospective
participant replied with three optimal times, a Zoom link was sent with their interview timeslot to
join the virtual interview.
Interviews were chosen as the method of inquiry for several reasons. First, interviews
enable the researcher to explore profoundly emotional and triggering topics like racism and
mental health in a fluid and reactive way. Second, interviews were chosen because they capture
raw thoughts and emotions and enable the researchers to support interviewees through the
disclosure process. Third, being visible as a researcher of color was pertinent, as participants
needed to know a student of color conducted the study. This helped them feel safe, represented
and comfortable. Fourth, interviews facilitated interaction with participants. Interviews are much
more engaging than a survey requiring participants to select pre-determined answers to describe
an intimate and highly nuanced topic. Last, interviews made it possible to learn and develop new
and emerging themes throughout the data collection process.
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While a data collection plan and rationale were established, only three students responded
to the initial advertisement. Thus, the recruitment strategy was reevaluated after waiting for three
weeks. Dr. Rosenberg and I hypothesized that students were not responding for one of three or a
combination of three reasons. First, students are very busy and overwhelmed. Thus, allocating up
to one hour of their time to help a graduate student they did not know was quite a burden. Second,
no compensation or incentive was provided, which meant that students were expected to give
their time and potentially trigger insights for nothing in return. While students might have been
intrigued by the altruistic aspect of participation, this was too much to ask. Third, students are
asked to give their time and energy for free to several activities on campus. Therefore, this
opportunity may have been lost in the sea of requests students receive from on-campus
organizations and administration.
An Amazon gift card was chosen as an incentive to remedy these issues. An Amazon gift
card is something everyone can use. It is also ideal as it is accessible as an e-gift card and can be
sent and received online. After waffling between advertising the chance to win one of three $250
gift cards, or providing each participant with a guaranteed $25 gift card to secure participation,
the guaranteed $25 gift card was chosen. This was the best choice because it was a guaranteed
incentive, and $25 is a fair wage for an hour or less of student work. The purchase of the gift
cards was funded out of resources associated with Dr. Rosenberg’s Tier 1 Canada Research in
Aging, Health and Development.
Gift cards were purchased and sent to participants within one week of the conclusion of
their interview. Once the incentive was chosen, advertisements were reposted on all pages and
channels named above. Throughout the next two months, 30 participants were recruited and
secured. Interviews occurred on a rolling basis as recruitment was ongoing. A total of 30
individuals were interviewed. Participants are students at all levels of study, undergraduate,
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graduate, and Ph.D. students and Queen’s alums. Table 1 provides a summary of some of the
characteristics of the participants.
Table 1
Participant Characteristics detailing participants’ gender and year of study
Number Percent (%)
Men

7

23.3

Women

23

76.7

First Year

1

3.33

Second Year

3

10.0

Third Year

4

13.0

Fourth Year

5

17.0

Fifth Year

3

10.0

MA/MSc

3

10.0

PhD

1

3.33

Post-doctoral Fellow

1

3.33

Alumnus

9

30.0

Interviews took between 10 minutes and one hour each. Verbal consent was obtained
before proceeding with the interview. All interviews were carried out on ZOOM because of
COVID-19 protocols and to ensure the personal safety of the participants and the researcher.
The original and revised protocols were subject to the Department of Geography and Planning
Unit Research Ethics Board and the General Research Ethics Board of Queen’s University (see
Appendix – Copy of Letter from the General Research Ethics Board.)
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3.2 The Interview Process and Methods of Analysis
All participants were asked the same set of five questions. However, the 5th question was
optional and allowed students to either discuss a different topic or elaborate on something
previously discussed.
The questions asked were:1) How/why does being Black impact your mental health? 2)
How does race impact how Black students seek care? 3) What are the barriers to care that Black
students face? 4) What can ideally be done to improve the mental healthcare system? 5) Do you
have anything to add? Question One was designed to understand how being Black impacts the
participant’s mental health. Question Two was chosen to help the participant reflect on the
process of seeking care to provide a way to understand pathways that might hinder access.
Question Three was asked to allow the participant to disclose particular barriers when seeking
care. Question Four was chosen as it provides a way for students to discuss helpful and
potentially impactful ways forward from a culturally specific standpoint. Finally, Question Five
was asked to allow the participant to elaborate on previous answers or discuss new themes.
While these were the original interviews questions, it became apparent that two of the
questions, Question Two and Question Three, collapsed into one through the interviews. Thus,
Question One is addressed in section 4.0, Questions Two and Three are addressed as one
combined question in section 4.1, and what participants said about Question Four is included in
section 4.2. As answers to Question Five varied widely, they were inserted as additions to
previous answers the participant provided; depending on which of the aforementioned research
questions they elaborated on or which category the new theme they mentioned in Question Five
fell under.
While all participants were asked the same questions, the level of detail provided by each
participant varied. Nonetheless, all participants answered all four questions, and only three did
not provide an answer to Question Five. Interviews concluded on January 21, 2022.
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Interviews were transcribed using Otter AI software. Any mistakes within transcripts
were edited and modified. Interviews were analyzed using a constant comparative method after
transcription. The constant comparative method enabled a rigorous comparison and contrast
between responses. Answers to the same questions were then placed in respective Word
Documents to be coded and partitioned using N-Vivo software.
In N-Vivo, each answer was coded and summarized by a few keywords. This process was
repeated and reviewed/ revised twice to ensure that all participants’ statements were categorized
correctly. Keywords used to code statements were then transformed into critical themes. Once
central themes were highlighted, themes mentioned by only one participant were eliminated.
Next, a Miro Board was utilized to categorize themes and sub-themes. The Miro Board
enabled themes to be either converged or deleted to decide which themes were necessary and
prominent and which were simply interesting. Once themes were arranged, participant quotes
were reviewed to choose which quotes represent each theme and sub-theme best.
When results were analyzed, it became clear that the many barriers to care participants
mentioned needed to be organized and categorized to provide clarity. Upon reflection and debate,
it was most logical to organize barriers into two categories: societal – meaning barriers to care
that are experienced both at Queen’s and outside of the Queen’s environment, and specifically
internal to Queen’s, meaning that the barrier is specific to a participant’s experience at Queen’s.
See Figure 2. for a visual description. While creating another category called external to Queen’s
seemed helpful initially, there were no barriers students mentioned that were only external to the
Queen’s context. Thus, two categories were chosen.
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Figure 2. Graphic description detailing how Queen’s specific and societal barriers overlap

Source: The Author
Regarding research Question Four, what can ideally be done to improve the mental
healthcare system, participants discussed how to improve society at large. However, I decided to
focus this section on what practical changes can be made to improve the system. For example,
how to improve the booking system at Queen’s to enable students to book appointments quickly
and virtually.

3.3 Positionality and Reflexivity
I was motivated to conduct this study because I am a Black and Asian mental health
advocate who has spent her undergraduate degree promoting mental health awareness,
intersectionality, and accessibility at Canadian Universities. Additionally, I have spearheaded
many initiatives for the aforementioned Black student groups at Queen’s University on campus.
Thus, I knew I was well equipped to carry out this research within my community due to my
background and the many connections I have forged throughout my university career.
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In this chapter, I discussed how I recruited participants, who the participants were, how
the interview process was structured, how I analyzed the results, and my positionality. In the next
chapter, I present the results of research question one, combined research Questions Two and
Three (which are now considered research Question Two), and research Question Three
(formerly considered research Question Four).
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Chapter 4
Results
In this chapter I report results of all research questions. First, results from research
Question One. Second, results from combined research questions Two and Three – now titled as
Research Question Three. And last, results from what was Research Question Four, but is not
referred to as Research Question three.

4.1 Results of Research Question One: how/why does being Black impact a student’s

Mental Health?
In this section, I report the results of my interview analysis. It is organized around
research Question One. Research Question One is how/why does being Black impact a student's
mental health? In this chapter, participants refer to their experiences at Queen's University unless
explicitly indicated otherwise.

4.1.1.1 Isolation
Isolation is a common experience for Black students at Queen's University. Participants
report being stared at and feeling like outcasts. The lack of Black representation in the student
body is not good for students’ mental health and self-worth. Students wanted to know that they
belong and that they fit in. This divide serves as a barrier to connection:
“It’s a little easier to get burnt out with academics because I do not feel peer support,
because it is harder to make connections especially if you already feel isolated.”
Microaggressions also made students feel isolated. Students are concerned that the
institution or peers will not protect them if they are discriminated against:
“It was hard to recognize I wouldn't be protected in the classroom if anyone wants to
make a comment about my race or my perspective. There was just a lot of isolation,
feeling isolated and feeling unvalidated.”
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It was also common for students to feel as though they do not belong or are not good
enough to be in a competitive academic environment. A participant describes what it feels like to
experience isolation as well as the normal pressures of student life:
“I fully prepared myself emotionally psychologically that I might be a little depressed or
would suffer some mental illnesses issues once I got here. I expected isolation and
imposter syndrome, etc. When I moved here, I felt a sense of isolation. Because I am
Black it was harder to be integrated into student groups. In my program there was a lot of
isolation as well.”
Students seek community to combat this sense of isolation. However, building
community as a Black student on campus and wanting to be a part of an inclusive group is
difficult. It is often a long process for Black students to figure out whom they can be comfortable
talking about race with:
“When making friends I often suss them out first and see if I can comfortably talk about
race things, I want to talk about with them before I actually do. It can be uncomfortable
not knowing if you can fully trust someone for the first few weeks or months before you
actually get to know them. That takes a toll on you.”
Isolation can result not only from being Black but from being misperceived. Black
students want to be seen and heard. A common perception is that all Queen’s students are wealthy
and affluent. However, participants describe the isolation that comes from not being from a
wealthy background. The economic divide at Queen’s can also be troubling when building
community and seeking help. Coming from a lower socioeconomic status can make a student feel
isolated. Some students feel as though their experience is theirs alone:
“I tried my best to find resources to talk through my mental health, especially in
commerce where a lot of the students are wealthy and went to private schools, which was
something I could not relate to made me feel super isolated, because I didn't think
anybody else was kind of going through that feeling of not having community.”
Entering an environment of privilege as someone who does not come from a life of
privilege can be incredibly isolating. Participants report being the first of their families to attend
university and the first of anyone they know from their home communities to pursue their
academic dream:
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“It is complicated to come from an environment with the socioeconomic underpinnings
of an underprivileged community, and then going to a school like Queen's. Particularly,
going into a program like medicine where there's an overwhelming amount of privilege.
So certainly, there was quite a bit of that outsider feeling. Just feeling very different than
the other students in your class both from a financial perspective and race perspective.
But it was definitely an isolating feeling that probably did not positively impact my
mental state.”
4.1.1.2 Lack of Black representation within Faculty and Staff
A sub-theme of isolation is the isolation that comes from a lack of Black representation
amongst faculty and staff. When students do not see leaders and academics who look like them, it
makes it harder for them to picture themselves in leadership roles:
“It is kind of hard to particularly see myself excelling in the field because there's really
not a lot of people before me, especially at Queen's, so I don't really see any professors or
TAs who look like me. This kind of just hinders my expectations for my success in the
field.”
4.1.1.3 The Burden to Represent all Black People
Another sub-theme of isolation results from the pressure Black students feel to represent
the entire Black race because they are one of so few on campus. Given Queen's history of racism
and the negative stereotypes about Black students, many participants feel the pressure and
responsibility to defy said stereotypes daily:
“I often felt the burden of representing all Black folk because I was the only one in my
academic settings. I feel specific pressure from the fact that I'm the only Black individual
in the space, I feel as though the way I portray myself or engage in the space will have an
impact on the way people around me see other Black folk and other spaces.”
Black students may also think that they have to be the best at everything to represent all
Black people. This adds a layer of pressure and stress onto an already intensely pressured group
of people:
“Expectations of me were different because I felt as though I had to represent the whole
Black race. If I'm the only one I need to behave properly and make sure that I don't allow
people to have certain stereotypes.”
4.1.1.4 Tokenism
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Black students often feel like tokens because of how Queen’s predominantly White
student body treats them. Tokenism can lead to discriminatory and rude remarks that may make
students think that they do not belong, or deserve to be there, even though they have rightly
earned their place. This is not good for a Black student’s mental health, as when students do
overcome and triumph, they may wonder if they deserved their win, award, or honor at all:
“I also felt like I was the only one in my program. I constantly wondered if things came
my way because Queen's needed a minority.”
Moreover, at Queen's, there is no scarcity of posters that tokenize Black students and
promote fake diversity ratios. Posters often feature a range of students of all colors. Three to eight
students of various ethnic backgrounds typically gather in a lecture hall or study in these images.
Unfortunately, these pictures depict a false picture of diversity:
“I find the posters on campus that represent fake diversity hilarious. In first year, me and
my Black and Asian friends would be hanging out and I noticed people would love taking
pictures of us and I used to joke oh my god, we're going to be on the brochure because
we were so different looking. So, I find it funny in a sad way.”
On the one hand, these posters help recruit more Black students to Queen’s, which in
time will make Queen’s more diverse. Posters like these also help Black students feel seen and
represented. On the other hand, students may feel deceived when they come to Queen’s thinking
Queen’s is racially diverse when it is not. These images also make the students featured in them
feel guilty, although they know they are doing what is necessary to make a change:
“I kind of feel guilty because it's luring in other kids of color into environments that are
not safe. One of my close friends is African and from a lower income family. She has
struggles with her mental health. Watching her up close I just wouldn't want another kid
to go through that. But if we don't go through it, then none of us would be here. None. No
kids of color would be here. We wouldn't be making a change.”
4.1.1.5 Identity Confusion
Being one of few Black students on campus and being stereotyped can additionally lead
to identity confusion because most students have a deep desire to fit in. Code-switching is
something students commonly experience in these environments. Code-switching is acting
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naturally in some environments and pretending to speak and associate differently in other
environments (Muysken, 2020).
“Being in a White environment makes me feel as though I need to code switch which
makes me struggle with my identity. It makes me wonder, who am I really? Do I have
integrity as a person? Because I'm always changing like a chameleon? You kind of get
confused because you're living in a few different ways, so you wonder, which one is
really me? It's exhausting.”
Being mixed-race can lead to identity confusion as mixed-race students may fit into
several racial/ethnic categories yet may not truly fit into any one category of belonging:
“For me it is a little different because I'm mixed and I'm not super outwardly Black
looking. So, I feel like I can choose to be Black or to not be Black. When you're hanging
out with White friends you are the Black kid, but then when you are hanging out with
Black friends, you're the White kid.”
4.1.2 The Burden of Unpaid Work
To combat feeling isolated, Black students are often drawn or encouraged to work to
increase diversity and representation on campus. However, this work is almost always unpaid.
Participants report completing unpaid labor, which not only promotes and betters the mental
health of students in attendance at universities but bolsters the university's image:
“There are so many focus groups which don't pay jack. The number of times I have been
asked to join a board or focus group and asked, what's the compensation? And they said
nothing. And I was like, oh, come on. This happened to me when I was a representative.
This woman came to me to talk about creating a new policy on campus. I go for the first
time and I see at least about six Black students, talking about how we're going to have to
change all of these things, the job also included a crazy amount of homework. I'm sitting
there realizing that this is a whole job and realize that they are asking me to do all of this
homework for free. So, I never showed up again.”
This unpaid and often unrecognized work includes extensive hours spent volunteering for
clubs, charities and boards; informal support groups hosted by Black students; cultural and
spiritual activities that help students feel mentally healthier; forums formed by Black students that
create safe spaces for challenging conversations to be had; and the establishment of student
groups and communities to protect against the impact of anti-Black racism. Unpaid labor also
includes student speeches, panels and conferences through which Black students speak or
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perform to provide cultural diversity, boost morale, and educate fellow students and
administration. While these performances are impactful and meaningful to many, the unpaid labor
of Black students dramatically improves the image of the university. This image needs work due
to Queen’s history of anti-Black racism. Nonetheless, even after completing this unpaid work,
students feel isolated because of the universities lack of action when racist events occur:
“In my four years at Queen's, Black History Month wasn't even publicized much, we had
to make it known that it was Black History Month in Canada. The school didn't do that,
we had to get attention for these events. We need administration and higher ups to
actually care about these things. We need to do little baby steps and hopefully, eventually
get there.”
Moreover, if and when students say no to unpaid equity, diversity, and inclusion work,
they may feel guilty because they are not doing more to help their fellow Black students. Even if
students are saying no to additional work because they do not have time due to their academic
priorities or because they are struggling with their mental health:
“Sometimes I wonder how great my academics could have been if I just was able to just
be a student and wasn't asked to sit on these panels? And of course, yes, I made the
decision to do it. Yeah. I often felt like I was a token, but I also felt like I would be doing
a disservice to myself and my community by not doing them. But why am I having to
help you change your university policies at the same time I have an essay to do?”
4.1.3 Racial Ignorance
It is no surprise that racist remarks and actions make Black students uncomfortable. It
does not matter if the remark is intended to be racist or not:
“When you encounter a racially charged comment or microaggression, it’s hard because
when the people around you aren’t people of color, they don't fully understand what
you’re going through. So, you kind of feel alone and ashamed for overreacting when you
know it's not an overreaction.”
Black students are also misidentified and stereotyped. Racial ignorance and stereotyping
can lead to well-educated and attuned individuals being mistaken for drug dealers and thugs just
for wearing a hoodie:
“One evening, my Black friends were just on a corner at Queen's talking and we got
asked if we were selling drugs, and I said no but I then I thought, why would they ask me
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that? We are all on our way to being highly educated men. We're not selling drugs on the
streets. My friend wanted to get upset but we quickly just decided it was not worth
arguing with this person. I just felt bad for him for believing what he believes. It just all
made me wonder what people really think of me and how they perceive me, especially if
I have my hoodie up.”
Notably, some of the most challenging instances to work, though, fall in a grey area.
Especially if the remark is said by a friend or acquaintance who may have “meant well.” A
participant details this awkward process. Ignorance and racism can be especially hard when it is
hidden and subtle. It is harder to resist, argue, and attack:
“Something that impacted my mental health was the ignorance of people, even if they
were well-meaning. Because if you want to have a conversation with them, you wonder
where you should even start. It is hard to point out that the thing they said is racist
because you don't want to disturb the peace.”
Participants report the discomfort and unease these ignorant remarks bring. Mainly
because the individuals who make them may never understand the implications of what they have
said:
“We are not snowflakes if our mental health is damaged by getting accused of stealing or
being called the N word, these things give me chills because they are so damaging.
People who do and say these things don't have the same history. They have never
experienced it. When you look at our ancestors, the White people were taking pictures
next to hung corpses of Black people. That is their heritage that they brush off.”
Saying and doing racist things is humiliating and damning. However, when perpetrators
hide from their behaviour, it only makes matters worse:
“No one wants to talk about it, especially when they themselves have been complicit or
have done things that they want to hide. So, they're scared to speak about it, because they
don't want the skeletons to be brought out of the closet.”
These issues and instances are very hard to deal with; they are complex. Dealing with
ignorance is painful, challenging, and tolling on ones’ mental health:
“The stance I take is that I know they didn't mean it, but that what they said was racist
and I want to tell them not to do it again. I definitely value humanity and do not want to
pander to White tears, but it's very complex when, you know, people don't recognize the
nuanced ways in which they could be impacting you.”
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Working against ignorance can wear and tear on an individual’s mental health in many
ways, which makes some students use unhealthy methods to cope:
“The wear and tear of the racism that I had to deal with hit me in fourth year which led
me to see a therapist. I feel as though at Queen's you either you become numb to the
issues or just let them consume you completely, and it consumed me and all the people
around me.”
4.1.4 Culture Shock
Black students often experience culture shock when they first come to Queen’s,
particularly students who come from more diverse communities. Participants report that their
mental health was better outside of Queen’s. It does not take students long for Black students to
realize that they are going to face challenges and issues students who are White will not:
"There was the initial culture shock, because I came from an international school in
Hamilton. There were so many different cultures there. Queen's was predominantly
White which was a huge difference for me."
For some participants coming to Queen’s is not just about being Black, it is about
learning about the power and privilege that comes with being White. For one participant, the
culture shock of coming to Queen’s was so stark that they did not believe their eyes:
"Before I decided to come to Queen's, me and my friends did a tour and noticed that there
was not a lot of people of color in general. But we thought, okay, it's wintertime, maybe
they're inside because it cannot be this White. Then I had this shock during frosh week,
and it was almost a ‘dun, dun, dun, dun…’ moment when we realized there were almost
no people of colour here. It hit me and my friends at once and we all thought oh, my God,
what did we do? Did we really just choose to make ourselves minorities?”
In summary, being Black at Queen's University impacts participants by making them feel
isolated. This isolation mainly results from the lack of Black representation within faculty and
staff, the burden Black students take on to represent their race, the experience of being tokenized,
and identity confusion. Black students experience the burden and pressure that comes from
constantly being asked to volunteer to represent themselves as a group (a form of completing
unpaid work) to advance equity, diversity, and inclusion issues at the university. Black students’
mental health is also impacted by racial ignorance at the university, including being misidentified
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and stereotyped. Last, participants detailed how the experience of culture shock impacts their
mental health. In the next section of Chapter Four, I discuss combined answers from research
questions two and three.

4.2 Results of Research Question Two: What are Barriers Black students face when seeking
and receiving care?
In the previous section of Chapter Four, the results of the analysis highlight how being
Black at Queen’s affects the mental health of the 30 interviewed participants. In this section, I
focus on a combination of research questions two and three. Once I began analyzing the results, I
realized that they generated similar answers and that it would be beneficial to present them as
one. Both questions seek to answer how race affects access and acts as a barrier to mental
healthcare. Please note that students are discussing barriers that pertain to their experience with
respect to two geographic contexts, specifically at Queen’s, and in society which overlaps with
the Queen’s context.

4.2.1 Societal Barriers
4.2.1.1 Lack of Education when it comes to caring for one’s mental health
There is a lack of education regarding identifying and caring for ones’ mental health.
Students cannot be expected to seek care if they are never taught that they should or that it is okay
to do so. This lack of education is undoubtedly a barrier to care. Students grow up not knowing
how to describe what they are feeling:
“I didn’t go to therapy in because I felt fearful of the idea of accepting my mental health.
For me, the more we talk about it the more I realize, I had it, but I just didn’t know
because I wasn’t educated on the topic. So, I think that’s what stopped me. I didn’t know
the signs of what anxiety was for example. You think is just going to pass. I think the
reason I didn’t go was because I just wasn’t educated.”
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4.2.1.2 Culture-Specific Stigma
One of the most common reasons students do not seek care is because mental health is
highly stigmatized in many Black cultures (Alvidrez et al., 2008). In some African and Caribbean
cultures, anxiety and depression are likely to be deemed illegitimate and invalid. This invalidation
can come from members of African and Caribbean communities both inside and outside of
Queen’s:
“Only once I was diagnosed with general anxiety disorder, panic attacks, and depression
and had to see a counselor did my family say, “oh I guess this type of stuff is legit.”
For some, the contrast between how Black and White families work through mental
health issues is stark. Participants describe how mental health is eschewed or tiptoed around in
family discussions:
“Even my dad has very evident issues with his mental health which was shown through
addiction, gambling and alcohol abuse, and domestic violence in our house. But it was all
very hush hush, you deal with it at home, otherwise it’ll bring dishonor to your family.
This is why I think I got so bad so quickly in university, because I was on my own for the
first time and I was around people who didn’t understand me. I couldn’t rely on my
family.”
Next, participants detail the fear and worry they experience that comes with speaking out
about having a mental health issue. This holds some participants back from asking for help:
“Generally, in the Black community mental health isn’t really a thing. If you are told for
generations that panic attacks are for White people and that Black people do not have that
can be very harmful.”
4.2.1.3 The Expectation of Resilience
Participants also do not seek care due to the societal expectation for Black people to be
resilient and work through challenges independently. While this narrative is powerful and shows
the immense strength of Black people, it also makes it hard for Black youth to feel comfortable
showing emotional vulnerability:
“There’s a resilience narrative that’s applied to Black folk, because our ancestors are
resilient, we are too. It’s also about the way our parents talk about going through
challenges. It feels like we’re just supposed to take hits and keep taking hits and that
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they’ll pass, and we’ll move on. With that when you’re going through a really low point,
and you’re feeling depressed, the first thing you tell yourself is that this will pass.”
Participants describe the expectation they feel to suppress their feelings and work through
issues in silence which is harmful to mental health. Participants recall being told as youths that
they need to be tough and strong and that mental health is not something they should struggle
with. As a result, students are less likely to ask for help. This expectation can be highly damaging
when an individual realizes that they are struggling:
“Black women, we are expected to be tough. We’re expected to be very strong. Very
maternal, what people can turn to. When I break down as a Black woman people act truly
shocked to their core because of the crumbling of the façade. I’m a very open person now
about my mental health, and things like that but they view me lesser. Even my own
family views me lesser. When this happens, they just put you in another label and another
box and I feel like I lose a sense of power.”
4.2.1.4 Negative Perceptions of the Mental Healthcare system
Participants describe perception as a barrier to seeking care. This is the result of constantly
hearing that it is impossible to get help, so why try to seek care at all?
“I heard from other people that there was a really long wait to receive mental healthcare
and that there was not much personalization to it. So, I didn’t really look into it further.
Students who seek services do not say nice things most of the time about them.”
The idea of having a negative experience when seeking care can be even more frightening than
the idea of not seeking care whatsoever:
“I heard one story a few weeks ago, one girl was very anxious, and she tried to reach out
to a resource on campus and they kept on just giving her a general answer and there was
no resolution. This made her feel even more helpless than before.”
4.2.1.5 Financial Barriers
Most mental healthcare is not covered under healthcare plans. Therefore, if students do
not have extended insurance benefits or coverage, they cannot access care because they cannot
afford it. Queen’s coves $1,000 worth of appointments per year, which many students receive
with gratitude and can go a long way. Nonetheless, given that a single appointment costs
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approximately $140 an hour, $1,000 worth of appointments can go by fast. Once it does, paying
out of pocket is not an option for many students:
“I know a huge barrier for me is the huge cost associated with getting appointments, I
think it was about $180 per session. As a graduate student, I just don’t necessarily have
the means to do that. Knowing I had to choose between paying rent or taking care of my
myself is just something that I really struggled to swallow.”
4.2.2 Queen’s Specific Barriers
4.2.2.1 Barriers that results from a lack of Black and/or Culturally Competent Counsellors
There are not enough Black counsellors to serve the Black community. Queen’s has one
Black mental health professional. This is not enough representation. Participants trace the lack of
Black counsellors back to the education system. Few Black students get into psychology or study
psychology, to begin with. The lack of Black counsellors makes students reluctant to reach out
for help because they do not think they will be understood:
“If I am struggling with depression and anxiety it might be multifactorial and might have
to do with the fact that I’m Black. So just talking to someone who looks like you and who
might understand where you’re coming from definitely helps. We need more people that
look like us or identify like us that we can feel comfortable talking to.”
Students do not want to seek care because of the potential for a culture clash. Black
students wonder why they should attend therapy if they are not going to be understood. There are
few culturally competent counsellors. Participants describe feeling that cultural competence
training is nothing more than a certificate certifying three or four workshops that do not qualify
practitioners to care for those from a different culture. Culturally competent counsellors
genuinely make a difference:
“The psychologist who is the head of Student Wellness is an Indian woman and she fully
understood the cultural implications and I did not have to defend my family and
background.”
The lack of culturally competent healthcare providers makes Black students feel like they
want to give up. Care cannot be provided without common ground. If a student is not understood
because their mental health professional does not have a similar lived experience, the student may
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leave without a concrete solution. The empathy, compassion and support provided by
professionals without similar lived experience can certainly help. Nonetheless, the same quality
of care cannot be provided without similar lived experiences. Participants describe feeling as
though their issues are misunderstood and illegitimate:
“Intergenerational trauma is getting passed down to people, younger Black students and
younger Black children. But the only way to end it is to make therapy more accessible.
Therapy has become such a luxury. It really is super unfair.”
While the university has made strides towards cultural competence by implementing
training, participants describe discomfort with how training is delivered. Specifically, pieces of
training are often taught by White people, which may make Black students feel uncomfortable
and preached at about their own lived experiences:
“I have this blonde lady come into my classroom and tell me what it’s like to be Black.”
A foundational component of mental healthcare is medication. Nonetheless, Black
students face different forms of social stigma and implications when taking medication. A Black
student’s decision to not take drugs for a healthcare issue may be due to the long-standing
stereotype that Black students are more likely to deal with or be on drugs. A participant describes
not wanting to fall into this negative stereotype, especially on a historically White campus:
“For me it was a cultural thing that I did not want to take medication due to the stigma
that comes with being Black and taking drugs. However, my healthcare practitioners did
not understand that I was reluctant to take medication especially because of the
dependency it can create. For me, medication was an issue because I was thinking, I can’t
take this knowing that this could possibly just make me into a stereotype. I did not want
to fall into that cycle.”
Opening up to a mental health professional is a vulnerable experience. Students need to
know that they are with someone culturally competent. Students want counsellors who look like
them; in this way, race certainly impacts how care is sought. Culture is a massively important
aspect of understanding and moving forward. A complete understanding of how someone is
raised cannot be established without cultural competence:
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“I think that the biggest part of seeking care is the cultural piece. I’m the daughter of
Nigerian immigrants. I find that aspects of my culture are sometimes not understood by
counsellors. I am not at Queen’s currently, but when I seek care, I look for someone who
is more culturally sensitive with my skin color or is somebody who I feel has worked
with a lot of people of color.”
4.2.2.2 Insufficient Advertising
According to participants, advertisements promoting mental health services are not
adequately targeted toward Black students. A personal approach is necessary to engage and
connect. Personal introductions to mental healthcare are needed. Moreover, participants feel as
though most advertisements provide blanket statements that do not discuss specific offerings:
“The biggest issue is that I do not see advertising that targets me a lot. I do not think
mental health care understands the needs of students in order to advertise correctly, so I
do not seek care.”
4.2.2.3 Booking an appointment
One of the most significant barriers to care is the intake system. It is too difficult for
students to book an appointment. The same-day booking system is a significant barrier identified
by participants. It is not straightforward and accessible. Booking an appointment can be a very
stressful process:
“I called before then and was in line for 17 minutes but then they just hung up, so I called
again. And they were like, oh, sorry, we’re booked for today. I thought okay, how about
tomorrow? And they’re like, they’re booked for the next three days and I was thinking,
this is how much people need this. At that point I just didn’t know what to do in the
meantime. Also, Queen’s has Empower Me but I often could not get through and so I did
remember feeling so freaking frustrated because I needed help immediately and not
getting it was really heartbreaking. This experience really impacted my academics that
week as well.”
In summary, Black students face many barriers to care, which are: cultural barriers to
care that result from a lack of Black and/or culturally competent counsellors; a lack of education
when it comes to caring for one’s mental health; the mental health system was not built for Black
people, which is a deterrent to participants; culture-specific stigma; the expectation that Black
students must be resilient; negative perceptions that are held about the mental healthcare system;
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financial barriers students face; inadequate and insufficient advertisements that promote mental
healthcare; and how difficult it is to book an appointment. In the next section I present results
from research Question Three (formerly considered research Question Four), what can be done to
improve the system?

4.3 Results of Research Question Three: what would ideally be done to improve the system?
In this section I present recommendations provided by participants to improve the mental
healthcare system. These solutions are the system they envision and hope for.

4.3.1 Structural change – Integrate Mental Health into Primary Care
Structural change is necessary and needs to be done. Just because something is difficult
does not mean it is not worth doing. Mental healthcare has to become a part of primary healthcare
in Canada. There is no excuse not to integrate mental health into primary healthcare. Therapy
cannot be a luxury:
“Mental healthcare and other aspects of health are left out of our current description of
universal health care and I think that we need to kind of take that upon ourselves in this
generation to eliminate that. I think we've been able to figure out quite a lot of amazing
things, whether it's worldwide universal health care, the development of a vaccine for
Coronavirus in worldwide distribution in 18 months, we can do quite incredible things
when we are properly motivated to get things done.”
4.3.2 Create Proactive Education Systems for Mental Health
Proactive education programs must be created to teach tools like coping and emotional
awareness/mindfulness skills. It would also be helpful to teach students how to be open with their
mental health and that mental health is something everyone has and needs to be cared for. If
programs were established and implemented proactively, students would know where to get help.
Students must learn in frosh week that their mental health matters to prepare them to face the
many challenges that university presents:
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“We have to educate young students of colour as they enter post-secondary education that
mental health is as important as physical health, and that seeking help should carry no
stigma. Students should be told this their first week of school. There has definitely been
an effort to do so but I think more should be done. Something that must be communicated
is that while mental health might not be a major aspect of your health in your own home
community, it's something that you should think about and is something that will make
your life better, especially as you face the challenges that come with being a student. This
outreach and education of students will really help improve students' mental health.”
4.3.4 Empower Students to take care of their Mental Health Balance
Mental health education must include training that empowers students to care for their
mental health as individual agents. While mental health is a systemic issue, an element of
individual agency to mental health is less realized. Especially because individuals need a specific
education to know they need to seek care. These pieces of training should focus on empowering
individuals to find and build the tools they need to be healthy and thriving. Students need
programs that will empower them with the tools they need to have well-balanced university
careers.
“It is important to focus on empowering individuals to be able to find and build the tools
that they need for themselves to be successful. We need to empower students to be able
to go about their lives in a healthier and more balanced way such that they can deal with
the challenges that already exist in that environment. Queen’s needs to give students
skills to have autonomy and build their communities and networks.”
4.3.5 Cultural Competence
It is crucial to increase cultural competence within the Queen's community. Practitioners
need to be trained to understand the variance between cultures when prescribing medications and
recognize the history that makes some individuals in the Black community uncomfortable seeking
help. Mental healthcare needs to be individualized and should not be based on assumptions.
Practitioners should be trained to understand the state of race relations on campus and what it is
like to be Black in Canada. One participant, a Black physician, spoke about caring for students of
other ethnicities:
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“I try to be as culturally sensitive and appropriate as I can, but there are some things
about other cultures that I just haven't experienced. So, it's difficult for me to provide
comfort to those people. Obviously, I'll be as open and lovely to them as I can. But I
understand that in order for them to feel safe, they may want to talk to somebody who has
shared those experiences.”
It is also essential to recognize that mental health is not a one size fits all solution. No one
professional could ever understand every culture, but bolstering training could be a step in the
right direction:
“Queen's should more widely implement cultural competence training. We need to
disperse the anti-trauma work amongst more counsellors, not just the one Black
counsellor.”
4.3.6 Improve Advertisements and Outreach to Connect with Black Students
Advertisements and outreach to students must be amplified and re-strategized. If
resources were more well known, students would understand they can seek help, receive help,
and what to expect when doing so. Advertisement and outreach strategies must be implemented
during frosh week. It is also crucial to pay Black students and people of color to give these
presentations to help students of color know they are represented. It would also help students
understand that they have a community they can relate to on campus. Resource lists must also be
provided to students. When creating advertisements, it is crucial to target Black students and
include them in messaging positively and inclusively. An approach is to collaborate with groups
that work with marginalized communities to ensure advertisements are created and disseminated
inclusively. If this is done correctly, Black students will be familiar with resources before they
reach a crisis point.
“One of the most important things is having Black professionals in the field, and also
introducing those people to students their first week here. They may have had some
mental health presentations or something during orientation week. It is very important to
always make sure that Black professionals give these presentations to help students feel
seen and so that students can see them. Just knowing you have that person will help for
sure.”
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4.3.7 Create an Inclusive University Environment
There is much more that can be done to include Black students. No matter what a student
looks like or where they come from, all students deserve to be happy and know they belong. This
would greatly help student mental health and will require dedication to racial issues on campus.
“I feel like the university should be doing a lot more. I know they have been trying
recently, but I think a lot more can be done to include Black and racialized students. No
matter what you look like or where you come from everyone deserves to be happy and in
an inclusive environment.”
4.3.8 Hire more Black Mental Health Professionals
It is essential to have resources geared towards Black students and provide these
resources by Black staff. Queen’s needs more diverse practitioners who can account for diverse
student demographics. Simply having representation will have a significant impact on available
services and support. Seeing others of the same race can have a phenomenal emotional impact on
a student. Currently, there is one Black counsellor. Queen’s needs more. Black professionals must
be available in the field, and students should be introduced to them during their first week at
Queen's:
“I live by the belief that just having representation in the first place is going to have huge
significant impacts on the kind of available services and support because even just
something as simple as seeing other people who look like you who exist in this field has
phenomenal instrumental emotional impacts on people.”
4.3.9 Recruit and Support Black Students to Pursue a Counseling Career
In order for there to be available Black mental health professionals, there have to be
practitioners in the field who are Black. It is essential to ensure that Black youth who want to
pursue a career in mental health are empowered to do so with scholarships and bursaries:
“The Canadian Psychological Association needs to invest in Black students from a very
young age. They need to go into inner-cities and give presentations on what it is like to be
a counseling psychologist/ psychiatrist because that is the best way to spark this joy and
idea in students so they can pursue the education. The Canadian Psychological
Association is very elitist, it's very White. They must not care about Black therapists
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because they do not seek them out. They need to go into Indigenous communities. If we
do not do this, things will never change.”
4.3.10 Ask Black Students What They Need
Positive change will come from Queen's asking students what they want and need when
developing policies and making a change to ensure the right strides forward are being made:
“You cannot just say, oh, I am giving you a candle because I think you need it right now
as a solution to my house being on fire. Why would you give me a candle? Queen's
shouldn't say, okay, this is what we're giving you. No, they need to listen to the needs of
the people that are asking for help.”
One participant described the relief that comes with being asked what they wanted:
"I now have a counselor who is racialized, patient and supportive who asks me ‘how do
you feel about digging into topics involving race with me on a deeper level?’ It is
important to ask how a student of color feels about diving into race issues in therapy. My
heart melted because that was something I had been waiting years to hear.”
4.3.11 Revamp the Booking System
The current mental health system is not working well. Booking appointments and
accessing care must be accessible and front and center:
“Booking appointments and accessing care must be accessible and front and center. If
something was extremely easy, very straightforward to access, and very present, it would
make seeking care much more accessible.”
4.3.12 Consider Implementing Community Approaches to Care
Group sessions are wanted in addition to one-on-one professional care. Group mental
health sessions allow students to express their feelings without judgement and learn exercises
alongside peers to which they can relate. Group sessions also reach more students at once and
help students get comfortable with therapy. They may even become gateways to individual
sessions:
“I think that group sessions are very helpful, they also help to reach more people. I think
individual sessions are also important too and should come before group sessions so that
once students are in the group setting they will be able to get what they need to say out. I
want to commend the university for the work they have done.”
52

Another community-focused approach to mental healthcare is community check-ins.
These check-ins would be opportunities for professionals to connect with students from particular
demographics when racist events occur in the Queen's community or society:
“It would be great if groups and services could do more check-ins with students when
bad events happen on campus or in society overall, I think that this will go a long way. It
would be great if they had a database of student information so they would know who to
contact when these challenging things happen.”
4.3.13 Increase Funding for Mental Healthcare
Funding for mental healthcare must be drastically increased at the federal, provincial,
regional, and university levels. Funding could also be provided by creating bursaries for Black
students. Mental healthcare needs to be universally accessible and financially not prohibitive.
Pharma-Care must also be accounted for. Not everybody needs to be on an antidepressant or a
mood stabilizer, or some other mental health medication, but it is crucial that those who need
medication can access it:
“Mental healthcare needs to be universally accessible and financially not prohibitive. It
needs to be rolled to different levels of government who can take care of it. It also needs
to be no or low cost to the user up-front.”
4.3.14 Support Black Communities on Campus
It is imperative to fund Black community groups on campus. Increasing funding for these
groups would build community and help Black students know they belong and are a part of a
group:
“For me, once I started meeting more Black people I was like, oh, this is what this what
happiness feels like?”
Community support helps students know that they do not have to defend their
backgrounds and cultural norms. Culturally specific clubs need to be promoted, financially
supported, and treasured because of the positive impact they make:
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“The biggest thing that helped my mental health was joining the African Caribbean
Student Association. We got to save these clubs.”
However, the onus to support Black mental health must not be placed entirely on the
shoulders of Black community groups. It should not be left to these groups alone to lead change.
The administration must play a key role in tackling and challenging race issues on campus. If
Black students were paid for their contributions, this collective and collaborative approach would
make the campus a much more welcoming place for Black students:
“We shouldn't have to carry all these issues on our backs. Yes, we're passionate about
these issues, and they will affect us. But it's down to administration to actually say that
they want to make a change. This is something we've talked about for years and years and
years, but it all boils down to administration actually being proactive and saying that
they've heard these issues and want to make a change.”
4.3.15 Improve Access to Menta Healthcare Long-Term
Despite what change is made to improve access to mental healthcare in the short term if
care is not accessible long-term, some students’ mental health will not improve. Consistency is
needed to break trust barriers and maintain progress:
“I think consistency is huge. What scares me about having to get a new therapist is
having to reopen all those wounds and start from the beginning. So, I think having one
therapist that you really connect with and then consistently stay with is another
opportunity for students to gain good quality mental healthcare.”
In this section I display participants’ suggestions to improve the mental healthcare
system: integrating mental health into the primary care system; creating proactive education
systems for mental health; empowering students to take care of their mental health balance;
increasing and improving cultural competence training for mental health professionals; improving
advertisements and outreach methods to connect with Black students; creating an inclusive
university environment; hiring more Black mental health professionals; recruiting and supporting
Black students to pursue a career in the mental health field; asking Black students what they want
and need; revamping the booking system; considering and implementing community approaches
to care; increasing funding for mental healthcare; bolstering support for Black communities on
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campus; and improving access to care long-term. In my final chapter I discuss what I see as the
major findings of my research, its limitations, future directions and draw some conclusions.
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Chapter 5
Major Findings, Limitations, Future Directions, and Conclusions
This thesis investigated 1) how/why being Black on Queen’s campus can impact a student’s
mental health. 2) How can Blackness impact how a student seeks mental healthcare? 3) What are
some barriers to mental healthcare that Black students experience? 4) What are some things the
mental healthcare system can do to make the experience of seeking and receiving care better for
Black students? While I could not answer the questions I originally articulated fully at the beginning
of the thesis as a function of the limitations, findings are still pertinent and can contribute to
increasing Black students’ access to care at Queen’s University.
Additionally, while these results pertain to Queen’s, they cannot be generalized to other
universities. While this study can serve as a springboard for future research, other universities
need to focus on their students’ wants and needs. Canadian education at all levels needs to do
more to consider the challenges students of color face regarding their mental health. Each
Canadian university has specific geographic challenges. However, students in these places and
spaces also face similar general and race-based barriers to care. Put differently, the issues of
racism that bedevil Canadian society are issues that all Canadians need to address.
As a reminder, conclusions are situated in three traditions of health geography: research
focused on the utilization of health services; health geography studies that focus on the mental
health of particular groups of people; and studies that examine how places significantly impact an
individual’s health. While this study does not fit perfectly within any of the above-mentioned
categories, it draws upon literature from each then goes beyond them to understand how being
Black can impact a student’s mental health and access to care at Queen’s. Throughout this thesis,
I thought of the university as a place in the tradition of health geography concerning two
geographic contexts: societal and internal to Queen’s. The societal context encompasses issues
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students face both at Queen’s and outside of Queen’s, while the Queen’s context is what students
experience specifically at the university.

5.1 Major Findings
Being Black at Queen’s can impact a student’s mental health in many ways: isolation is a
central theme regarding the Black mental health experience. The lack of Black representation in
the student body, faculty, and staff harms student mental health and self-worth. Participants made
it clear that they need to know that they belong to have positive mental health. In an effort to
combat this feeling of isolation, Black students are often drawn to work on equity, diversity, and
inclusion on campus. However, this work is almost always unpaid. Participants report completing
unpaid labor, which betters the university’s image and environment at the expense of their
academic success. Moreover, it is no surprise that racist remarks and actions make Black students
uneasy. It does not matter if the remark is racist or not. Racism can be challenging to combat
when it is hidden and subtle.
Sweepingly, findings from research question two describe many barriers to care that
Black students face: one of the most common reasons participants do not seek care is because
mental health is highly stigmatized in many Black cultures (Alvidrez et al., 2008). Anxiety and
depression are deemed illegitimate and invalid in some African and Caribbean cultures.
Participants also do not seek care due to the societal expectation for them to be resilient. Next,
one of the most hindering barriers for participants are financial ones. Mental healthcare is
financially inaccessible unless a students’ parents have the insurance coverage to fund care and
the student is comfortable talking about their mental health with their parents. There are simply
not enough Black counsellors available for Queen’s Black community. The lack of Black
counsellors can also be attributed to the education system’s lack of diversity.
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Moreover, students do not wish to seek care because of the potential for a culture clash.
Culture has a massive impact on healthcare. Participants believe practitioners must learn how to
serve their patients better. The lack of culturally competent healthcare providers makes Black
students feel like they want to give up. If a student is not understood because their mental health
professional does not have a similar lived experience, they may leave without a concrete solution.
The support provided by professionals without similar lived experiences is beneficial.
Nonetheless, nothing can replace lived experience. Furthermore, advertisements for mental health
services are not adequately targeted toward Black students. They do not currently consider the
Black community’s cultural context or resonate with the intended audience. Next, one of the most
significant barriers to care is the intake system. It is too difficult for students to book an
appointment which increases student stress levels and can cause confusion.
Last, students provided a long list of recommendations to improve the mental healthcare
system: Canada has an opportunity to make a bold change in the way we approach mental health.
We can do this by integrating mental healthcare into primary healthcare. This will require
structural change, but it is necessary if we want to create a system that works for everyone. We
must move forward with this opportunity and create a system that works for all Canadians.
Another way to help students before they reach a crisis point is to create proactive education
programs for them. These programs would teach students how to be open with their mental health
and that mental health is something everyone has and needs to be cared for. It is essential to
increase cultural competence within the Queen’s community. Practitioners need to be trained to
recognize the history that makes some Black students uncomfortable seeking help. No
professional could ever understand every culture but providing thorough training would be a step
in a great direction. Advertisements and outreach to students must be amplified and re-strategized
and implemented during frosh week. It is also crucial to pay Black students and people of color to
give these presentations to show racial representation. Having culturally competent non-Black
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counsellors is essential but hiring more Black mental health professionals is also imperative.
Nothing can replace lived experience and representation. Simply having representation will have
a significant impact on available services and support. In order for there to be available Black
mental health professionals, there have to be practitioners in the field who are Black. Therefore, it
is crucial to ensure that Black youth are empowered to pursue careers in the mental health field
with scholarships and bursaries. Moreover, revamping the booking system would be a gamechanger for students at Queen’s. Students want and need a system that is accessible and
anonymous. Group sessions are wanted in addition to one-on-one professional care. Group mental
health sessions allow students to express their feelings without judgement and learn exercises
alongside their peers to which they can relate. Another community-focused approach to mental
healthcare is community check-ins when racist events occur in the Queen’s community and
society.
Funding for mental healthcare must be drastically increased at the federal, provincial,
regional, and university levels. Funding could also be provided by creating bursaries for Black
students, easing access to care. Mental healthcare needs to be financially not prohibitive. It is
imperative to fund Black community groups on campus. Bolstering funding for these groups
would build community and help Black students know that they belong. It should not be left to
these minority student groups to make a change. The administration must play a key role in
tackling racial equity issues on campus.

5.2 Limitations
There is insufficient data on Black mental health in Canada in general, much less data
that focuses on how mental health outcomes differ by various ethnic compositions and
combinations. Proximity to Whiteness is often seen as proximity to beauty, wealth, and goodness.
As a result, colorism in the Black community has a massive impact on how Black people are
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treated. Therefore, a Black person’s ethnic composition will impact their mental health.
Unfortunately, this data is unavailable which is this study’s first limitation.
Due to the dearth of data on Black mental health, mainly Black student mental health,
social media was used to recruit participants. My personal social media account was utilized to
recruit participants and group accounts that agreed to post the advertisement due to the
connections I made with the organizations that promoted this study throughout my time at
Queen’s. Unfortunately, this meant that the advertisement was more likely to reach individuals
within my age group to participate, as opposed to more students from other faculties, departments
of study, or academic backgrounds that may have been less likely to be reached through my
account. It was also doubtful that any students without social media saw the advertisement to
participate, which may have narrowed the potential sample.
Nevertheless, Canada has established a relatively innocuous reputation regarding antiBlack racism. United States literature comprises most of the Black mental health research as
Black mental health has seldom been analyzed in Canada (Mullings et al., 2016). Due to the lack
of literature and data on Black access to mental health resources in Canada, United States
literature was reviewed to understand how Black people interact with mental health resources.
Moreover, this study cannot conclusively remove confounding variables to determine
causality. Many bidirectional relationships and confounding variables can determine and dictate a
Black student’s experience when accessing mental health resources. For example, how impactful
a student believes service is and how they approach the use of the service will confound their
experience and answers when asked about the effectiveness of said service. While participants
identify direct relationships between racial discrimination and poor mental health, the present
study is limited as it cannot definitively identify cause and effect.
Additionally, an incentive was supplied, which may have resulted in sample bias in the
interviews. It is crucial to compensate Black students for their work. Thus, it was crucial to
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provide an incentive. Nonetheless, interviews ranged from 10 minutes to well over one hour.
While variety can be expected when performing interviews, some participants may have said
what they believed they needed to say to receive the incentive.
Another issue is the generalizability of the research. This research cannot be generalized
beyond Queen’s University. While other universities are undoubtedly similar, one cannot
definitively say that the same problems and solutions exist at other universities and institutions
without investigation. While the present study can be utilized as a springboard for other
universities, it cannot be said with certainty that there are standard parallels. Instead, universities
must focus on their Black communities within the institution and the places where they are
located, actively listen to their needs, and take action to create solutions to the problems that
Black students voice to ensure Black students are not only included but are paid to guide the
conversation created, and implement solutions.
Institutional actors were not included in the study and were not interviewed. In this case,
institutional actors refer to healthcare providers, university administration, mental healthcare
service/programming creators. This limitation is an acknowledgement that the thesis was
conducted during the COVID-19 pandemic. At this time, service providers were already
excessively overwhelmed and under-supported. While not interviewing service providers to
obtain a more holistic understanding of supply and demand limits the study, a decision was made
to not add to the burden of service providers as an ethical concern.
Last, the way Canada was constituted makes it challenging to create solutions due to the
differences between Canadian provinces. This is especially important because individual
provinces are responsible for their respective jurisdictions’ education and health policies. Due to
this variety, Canadian mental health researchers often focus on Canada as a whole or a particular
province. While focusing on a particular province is helpful for that community, it is also
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challenging to understand how the same research and tenets may apply to another Canadian
community or province.

5.3 Future Directions
There are many exciting avenues for future research. First, researchers could study
variance within and across the following groups and if/ how these factors relate to Black student
mental health and improving access to mental health resources: where students are from; what the
income of that area is like; how much racial discrimination they faced in childhood; their sex/
gender, if they are an international student or not, their year of study, sexuality, family income,
academic major/ subject that they are studying; if and how much each student utilized mental
health resources prior to commencement of the study; and if a student has been diagnosed with a
mental illness prior to the study. There is also much to explore about Black first-generation
immigrants as many mental health issues arise from family dynamics. There is cultural
dissonance that can affect how an individual shapes their identity. It would also be beneficial to
perform a similar study where students are briefed on current mental health policies within the
university before the study begins. Briefing participants would help each individual provide more
informed answers and suggestions for improvement. Moreover, future research should certainly
include the perspective of institutional actors. Doing so would provide a more well-rounded
perspective on the mental health landscape.
However, most importantly, researchers are currently focused on identifying problems
because of the lack of research in this field. However, shifting focus to creating solutions to
known problems is crucial. Researchers must focus on troubleshooting potential solutions and
identifying influential stakeholders in the mental health space, such as business owners and
lawmakers, who can help make meaningful change. It is well known that there are problems, but
until individuals who can and will enact these solutions are identified and held accountable,
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actual change within the mental healthcare system will not come. Lastly, after solution-based
research is conducted, researchers must perform longitudinal studies to understand how effective
the implemented solutions are.

5.4 Concluding Thoughts
I hope the senior administration, Student Wellness Services, and leaders at other
universities will read this thesis. While we have made strides in the right direction, there is so
much opportunity to innovate of inclusion in the mental health field. This thesis will conclude
with some wishes from participants:
“If anyone else is going to be reading this study, I would encourage, even if it might not
be at Queen’s, to seek help. Your race is not a barrier. You do not have a disability in
your being; you’re valid in your feelings even if that might not have been validated
growing up but seek help. There’s strength in seeking help.”
“If you’re going to be a hairdresser, you need to know how to do all hair. If you’re going
to be someone who’s a medical professional, you should know how to deal with every
single person and help them in every single context.”
“Students who have been pushed to the bottom for most of their lives we are now just
getting the chance. improving mental health resources is the only way to give people that
chance.”
Results from the present study will be used to create Step Above Stigma programming
and collaborate with Student Wellness Services, administration and student advocacy groups on
campus to make mental health resources more accessible for Black students.
Each battle for access to mental healthcare has the power to create a broader movement
for anti-systemic struggle. Institutions of higher education must follow the call Harvey (1984) put
forth: they must not only accept but also care for Black students’ mental health. Doing so will
develop a deeper understanding of the upstream issues that make the current Canadian mental
healthcare system inaccessible. To work toward creating a more equitable society, Black students
must be able to access the care they need without general or race-based barriers. It is time to
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advance support for Black mental health. It is time to work to create policies, systems and
supports for Black students to thrive, not just survive.
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