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Mental health courts (MHCs) are part of an umbrella of specialty courts in which court 

officials, law enforcement, and treatment providers work together to seek alternative solutions to 

failed traditional approaches to justice.  Researchers investigating MHCs indicated that the 

courts may be helpful in reducing recidivism and introducing offenders with mental health 

disorders to treatment services.  I used the qualitative method of phenomenology to understand 

the experiences of young adult Black male clients' perceptions of mental health treatment in 

MHCs.  Twelve participants ranged in age from 21-40 years.  The research team identified three 

themes -- (a) helpful treatment factors, (b) relational growth, (c) treatment barriers – and five 

subthemes: (a) internal growth, (b) relational growth, (c) behavioral growth, (d) factors of 

marginalization, and (e) interpersonal barriers.  Meaning pertaining to findings and implications 

for research and practice are discussed. 
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BLACK MALES’ TREATMENT EXPERIENCES IN MENTAL HEALTH COURT:  
A PHENOMENOLOGICAL ANALYSIS 

Introduction  

African Americans are more at-risk for incarceration, mental health disorders, and lack of 

mental health resources than any other race (Alim, Graves, Mellman, Aigbogun, Gray, Lawson, 

& Charney, 2006; Carson & Sabol, 2012; Centers for Disease Control and Prevention, 2011).  In 

particular, young Black men are more at risk of incarceration than any other demographic and 

are disproportionately represented in the prison system (Carson & Sabol, 2012). These concerns 

are compounded by current approaches to criminal rehabilitation that are expensive and often 

ineffective at preventing crime (Durose, Cooper, & Snyder, 2014; James, 2014).  The majority of 

prisoners recidivate, or reoffend within a short time of being released (Durose et al., 2014).  

Although most prisoners report symptoms of mental health disorders, many go untreated because 

of inadequate mental health resources (Ditton, 1999; James & Glaze, 2006).  

Historically, the decreasing numbers of institutionalized people with mental illness has 

correlated with the increase in incarcerated people with mental illness, a process known as trans-

institutionalization. In 2005 an estimated 40-60% of State, Federal, and County prisoners were 

diagnosed with a mental health problem (James & Glaze, 2006).  As many as 16% of inmates 

reported a mental health diagnosis or a previous stay in an inpatient facility (Ditton, 1999).  

Furthermore, once incarcerated the majority of offenders with mental illness and substance 

dependence do not receive treatment for their disorders, and prisoners with mental health 

problems are more likely to be recidivists than prisoners without mental health problems 

(Denckla & Berman, 2001).  

African Americans are at high risk for untreated mental health disorders and further 

stressors related to systemic oppression due to high rates of poverty and low access to resources 
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(Centers for Disease Control and Prevention, 2011; U.S. Department of Health and Human 

Services, 2001).  African Americans reported psychological distress more frequently than other 

races but have less access to treatment and are less likely to seek treatment, reporting mistrust of 

multiculturally insensitive treatment providers (Alvidrez, Snowden, & Kaiser, 2008; Dirks-

Linhorst, Kondrat, Linhorst, & Morani, 2011; Gomez, 2015; Sanders Thomson, Bazile, & Akbar, 

2004;  Schnittker, Freese, & Powell, 2000).  Their mistrust is well-founded as African Americans 

regularly encounter institutional oppression in the form of cultural misunderstanding, 

misdiagnoses, and racism when seeking treatment from a profession of predominantly White 

providers (Gomez, 2015). 

Although not directly addressing racial discrimination inherent in the American judicial 

system, mental health courts (MHCs) may improve outcomes for offenders with mental illness. 

MHCs are moderately effective at reducing recidivism, reducing stigmatization, and connecting 

clients with mental health services (Honneger, 2015; Sarteschi, Vaughn, & Kim, 2011).  

Researchers have found some correlation between MHC participation and symptoms abatement, 

but findings were limited (Sarteschi et al., 2011).  The majority of MHC research participants 

across studies were Euro American males, a concern given the judicial system’s 

disproportionately African American population (Honegger, 2015; Sarteschi et al., 2011).  

Representational samples are necessary to better understand MHCs.  This need for understanding 

is made more explicit by the fact that African American males are more likely to negatively 

terminate from MHC treatment than other clients (Dirks-Linhorst et al., 2011).  

MHCs rely heavily on psychiatric treatment, but the overuse of medication by 

practitioners and its use as a substitute for effective psychotherapeutic interventions is an 

occurrence often criticized within the broader mental health literature (Whitaker, 2010; 



 

3 

Whitaker, 2015).  Many medications were designed to manage symptoms and have been linked 

to long-lasting negative side-effects, whereas various psychotherapeutic interventions have been 

found to facilitate not only symptom reduction but also long-term personality change (Whitaker, 

2010; Whitaker, 2015). Psychotherapeutic intervention may be more effective than 

psychopharmacology with regard to long-term symptom reduction and stabilization.  Informed 

consent is crucial in the context of mandated treatment, and clients are not always made aware of 

the dangers of such medications (Hughes & Peak, 2013).  Redlich, Hoover, Summers, and 

Steadman (2010) found that clients often were unaware either of enrollment details or that their 

participation was voluntary  While most participants reported finding their participation in MHC 

to be advantageous, and many clients discussed the importance of medication in their treatment 

process, further research on this topic within a judicial setting is lacking, as the dangerous effects 

of psychotropic medications are well documented (Redlich et al., 2010; Wales, Hiday, & Ray, 

2010; Whitaker, 2010; Whitaker, 2015). 

A review of preliminary qualitative research shows generally positive client reports of 

MHC participation and proceedings but some concerns regarding perceptions of coercion and 

knowledge of mental health conditions.  Previous researchers focused on clients’: perceptions of 

procedural justice; general perceptions of MHC helpfulness; perceptions of voluntary 

participation, coercion, and legal competence; and perceptions of court proceedings and 

interaction with MHC staff (Canada & Gunn, 2013; Canada & Hiday, 2014; Canada & Watson, 

2013; Kennedy, 2013; Munetz, Ritter, Teller, & Bonfine, 2014; Pratt, Yanos, Kopelovich, 

Koerner, & Alexander, 2013; Redlich et al., 2010; Wales et al., 2010).  Previous researchers 

reported general client satisfaction about interactions with staff, decreased perceptions of 

coercion than comparative programs, and a correlation between higher rates of procedural justice 
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and positive treatment outcomes (Canada & Hiday, 2014; Munetz et al., 2014; Pratt et al., 2013).  

However, researchers also found higher rates of perceived coercion to be negatively correlated 

with higher recidivism rates amongst clients and African American clients showing higher 

recidivism rates than others (Pratt et al., 2013).  

Few, if any, researchers have discussed in depth the role of therapy other than medication 

adherence, and little attention was paid to modality and effectiveness of psychotherapeutic 

intervention.  Canada and Gunn (2013) reported clients regularly citing factors of structure, 

accountability, supportive services, treatment resources, facilitating motivation, and social 

support being associated with treatment success.  Kennedy (2012) collected qualitative data from 

majority white participants, and two of 11 survey questions pertained specifically to therapy.  No 

qualitative researchers to date focused specifically on client experiences of the mental health care 

mandated in MHC, or exclusively on African American clients’ experiences of MHCs. 

The literature discussed throughout this section indicated a systemic marginalization of 

African American males via incarceration and lack of access to mental health care. There also 

exists a lack of research documenting this demographic’s experiences in diversion programs 

currently being utilized to reduce recidivism rates amongst those experiencing mental illness.  

The purpose of this phenomenological study was to understand young adult (ages 18-40) 

Black males’ experiences of mental health treatment in MHC.  The central research question of 

the study was, “What are young adult Black male perceptions of mental health treatment from 

MHC treatment providers?”  This research contributes to the MHC literature by exploring Black 

males’ perceptions of treatment and their experiences of treatment provisions.  The study also 

provides a qualitative accompaniment to current quantitative research in raising awareness of 

current challenges faced by an institutionally oppressed group. 
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Method 

Transcendental phenomenology involves seeking to step outside of one’s own frame of 

reference and more deeply understand another’s experience (Moustakas, 1994).  Moustakas drew 

from the work of Husserl (as cited by Moustakas, 1994) in designing a qualitative approach to 

research focused on understanding essences of a particular phenomenon through the meanings 

that experiencers attribute to that phenomenon.  The researchers’ engagement in phenomenology 

involved an attempt to step outside of their own understanding of reality in order to more deeply 

explore and assimilate MHC participant experiences (Moustakas, 1994).  Seeking to understand 

participants’ shared meaning-making processes involved discussing, documenting, and analyzing 

accounts of their experiences.  

  

Participants 

 Participants of this study included Black men currently enrolled in MHC treatment.  

Participants needed to have participated in treatment for a minimum of 3-6 months.  I used 

purposive sampling to select a medium sample (N= 12) of participants, consistent with 

phenomenology (Creswell, 2013).  Participant demographics appear in Table 1 with participant 

pseudonyms. 

Participants attended various forms of treatment during MHC.  Treatment modalities 

included medication, anger management class, dual diagnosis class, peer-to-peer support group, 

twelve step meetings, and individual counseling.     
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Table 1 

Participant Demographics 

Name Age Program Time in 
program 

Criminal Offense Diagnosis Education Marital 
Status 

Monthly 
Income 

Isaiah 31-40 Misd. 
MHC 

6 months Misdemeanor 
possession of illegal 
weapon 

Schizoaffective 
disorder, bipolar 
type 

GED Married $800 

DeShawn 21-30 Misd. 
MHC 

6 months Misdemeanor 
assault 

Bipolar disorder GED Single $622 

Rodney 31-40 Misd. 
MHC 

5 months Misdemeanor 
domestic assault 

Schizophrenia Two-year 
college 

Single - 

Terrell 21-30 Felony 
MHC One 

14 months Felony assault & 
retaliation 

Schizoaffective 
disorder 

GED Single $733 

Delwyn 31-40 Felony 
MHC One 

3 months Felony failure to 
register as a sex 
offender 

Schizoaffective 
disorder, bipolar 
type 

GED 
 

Divorced $0 

Wendell 31-40 Misd. 
MHC 

4 months Misdemeanor theft Bipolar disorder Trade School Single $1,600 

James 21-30 Felony 
MHC 
Two 

4 months Felony assault with 
a deadly weapon  

Schizophrenia High school Separated $0 

Michael 21-30 Felony 
MHC 
Two 

3 months Felony child 
endangerment 

Bipolar disorder High School Single $693 

Trevon 21-30 Misd. 
MHC 

3 months Misdemeanor theft Schizophrenia & 
bipolar disorder 

High School Single $925 

Jaquan 21-30 Misd. 
MHC 

3 months Felony family 
violence 

Schizophrenia High School Single $603 

Kevin 31-40 Misd. 
MHC 

3 months Felony 
- 

Schizophrenic 
bipolar disorder 
[sic] 

High School Single $7,333 
[sic] 

Wayne 21-30 Misd. 
MHC 

3 months - Schizophrenia High School Single - 
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All twelve participants received medication from outpatient providers. Five attended anger 

management classes taught by an unlicensed clinician.  One participant attended dual diagnosis 

groups led by a licensed clinician.  Two participants attended peer-to-peer support groups 

facilitated by group members.  One attended twelve step meetings, and one participant attended 

individual counseling for a period of eight weeks. 

 

Data Collection 

 Upon obtaining Institutional Review Board approval, I recruited participants from three 

misdemeanor and felony mental health courts in a large southwestern city.  All three courts 

consisted of judges, assistant public defenders, assistant district attorneys, case managers, 

probation officers, and mental health providers working together as a treatment team to link 

felony and misdemeanor clients to mental health services.  Offenders must have committed a 

mental health-related offense (as determined by the assistant district attorneys) and have a 

preexisting mental health diagnosis with the county to qualify for these courts.  The courts’ 

participants were Black, White, Latino, male and female, but were majority Black males.  My 

purposive sample included only Black male participants, ages 18-40.  I made contacts within the 

county’s public defender’s office and was introduced to potential participants by the Assistant 

Public Defender representing them in the three courts on their scheduled court-days.  He 

informed participants that they had no obligation to speak with me, that study participation was 

completely voluntary, and that in no way would their decision affect their participation in the 

program, before leaving to allow me to request their participation and explain informed consent 

(Appendix E).  I offered them two $10 Wal-Mart cards in exchange for participation in initial 

interviews and follow-up member-checks.  Fourteen of 18 potential participants agreed to 
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participate in the study.  They completed a demographic questionnaire to provide further 

information to confirm eligibility with regard to age, race, and gender.  Twelve of 14 potential 

participants were eligible for study participation.   

I conducted 30-60-minute audio-recorded interviews with eligible participants privately 

in the Public Defender Work Room outside of each courtroom (Creswell, 2014).  I used a semi-

structured protocol to guide individual in-depth interviews with question topics developed from 

the literature (Hesse-Biber & Leavy, 2011; Patton, 2002).  My interview protocol included seven 

questions, with multiple prompts and follow-up questions.  The protocol evolved during my first 

five interviews and stayed consistent during interviews 7 through 12.  I altered the initial 

protocol to address clients’ elaboration of particular responses and specificity related to 

responses (Patton, 2002).   

 

Data Analysis 

I utilized services provided by Rev.com (https://www.rev.com) to obtain transcriptions of 

my interviews and sought assistance from a two-person research team in data analysis.  All team 

members were graduate level counseling students at the University of North Texas.  I am a 34-

year-old White male with and M.Ed. in counseling and previous experience providing addictions 

and mental health counseling in various settings.  One member, in her third year of doctoral 

study, is a 25-year-old Latina with an M.S. in counseling and previous experience providing 

addictions and mental health counseling in various settings.  The other team member was a 26-

year-old Hispanic male and a masters-level counseling student currently in practicum at a 

community agency. 

https://www.rev.com/
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I reviewed all transcriptions while listening to interviews to correct transcription errors 

and listened to interviews additional times to immerse myself in the data during this phase.  I 

followed the four steps for phenomenological analysis suggested by Patton (2002) based on the 

framework of Moustakas (1994) including: (a) epoche, a process of seeking self-transparency 

and openness to new information; (b) phenomenological reduction or bracketing, a process of 

revisiting data repeatedly in order to seek new perspectives; (c) imaginative variation, a way of 

aligning our perspective and organizing data; and (d) formation of a unified statement, or 

describing the essences of the phenomenon in a holistic manner.  The research team met once 

weekly for 11 weeks during data analysis. The following section provides more detail about each 

of the four steps. 

I practiced epoche through journaling and peer consultation before, during, and after 

collecting data.  Before collecting data I considered my position as the researcher by writing 

about my motivations and biases in approaching data. I consulted with colleagues and peers 

locally and nationally about my biases and desire to step outside of my frame of reference.  My 

co-researchers and I engaged in epoche during our first few meetings as a team in order to 

document and bracket our biases together.  We documented themes that arose during our 

meetings and discussed maintaining awareness of personal biases in order to engage in epoche 

when analyzing data.   

 Our next task was to provide descriptions of participant experiences through 

phenomenological reduction (or bracketing, Moustakas, 1994).  This process involved looking at 

participant experiences, describing them, returning to the experiences, and describing them again 

repeatedly, each time from a new perspective modified by consciousness of the previous 

perspective. The process continued until we formulated a rich and textured description that 
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incorporated our own relationships within the process.  This undertaking involved a degree of 

self-reflection in calling upon our own experiences of what participants presented in order to 

interpret textures and meanings and to correct illusion (Moustakas, 1994). To do this I provided 

my research team with unmarked copies of the first five interview transcripts.  We worked 

separately and read through the first five transcripts multiple times, highlighted passages that 

stood out to us as pertinent to the research questions, and provided our own textural descriptions 

of these passages in a bracketing worksheet.  We then individually constructed a texturally 

descriptive passage summarizing each participant’s experiences (Moustakas, 1994).  

We resumed as a group to discuss our findings from bracketing, using the process of 

horizontalization (Moustakas, 1994).  This process involved discussing all passages that we 

highlighted, including repetitive information and passages we did not all agree were relevant.  

We discussed our textural descriptions of these passages, or horizons, and sought to understand 

how our own biases and perceptions contributed to any discrepancies in individual attribution of 

meaning (Moustakas, 1994).  During this process we began to form a team conceptualization of 

participants’ lived experiences by agreeing upon and narrowing down data into agreed upon 

relevant passages, or meaning units.  Continuing to use the Bracketing Worksheet format, we 

compiled lists of approximately 40-80 meaning units per participant interview along with their 

respective horizons (Creswell, 2013; Patton, 2002). 

Through imaginative variation we built on our reductive process in seeking the how and 

the what that was created through reduction.  As we analyzed our interpretations and reached 

agreement on discrepancies, we reduced our textural descriptions to short phrases that we 

believed embodied the essence of the meaning units.  Between team meetings, I reviewed all 

phrases and used them to formulate a preliminary code list, using actual words from the phrases, 
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or terms that seemed to best embody present meanings.  Further discussion, alteration, and 

discarding of horizons facilitated our development of a preliminary coding manual and seeking 

themes amongst 30 codes. 

We sought convergent and divergent themes amongst the newly formulated codes, 

organizing them into themes.  We wrote each code down on a separate note card and physically 

moved them around on a large table until we developed five initial themes (Moustakas, 1994; 

Patton, 2002). We divided convergent themes into categories of internal homogeneity 

(connected) and external homogeneity (categorically distinct; Patton, 2002).  External 

homogeneity contributed to data richness by providing differing accounts of similar procedures.  

It also helped with trustworthiness in analyzing consistency.   

We used the preliminary coding manual to code meaning units from interviews 1-5 and 

met to discuss inter-coder agreement. As we continued to develop the coding manual one 

additional divergent theme arose.  Examining divergence involved fleshing out patterns, 

bridging, and surfacing new information (Patton, 2002).  Our new theme served to connect our 

two previous externally homogeneous subgroups in our now finalized coding manual and 

required us to go back and re-code interviews 1-5.  We met regularly to discuss inter-coder 

agreement and explore coder drift until we completed coding of all 12 transcriptions using the 

finalized coding manual, sometimes making small changes to terminology or codes.  We reached 

a mean agreement of 99.5% in final coding.   

I conducted member-checks with the available eight of 12 participants 4-6 weeks after 

initial interviews.  Four of the 12 participants had graduated, and expressed no longer being 

available for participation upon contact.  In these follow-up interviews I reviewed all themes 

with participants and sought their feedback.  All participants verified that themes did indeed 
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accurately describe their experiences.  One participant contributed to the coding process by 

offering his own code for some of his experiences, and we merged previous codes to 

accommodate this information. 

The final step in my research process was to integrate our descriptions into a unified 

statement describing the essences of the phenomenon in a holistic manner.  In this synthesis, I 

separated the essence from my own perception and formulated a final truth, described in Results 

and Discussion (Moustakas, 1994; Patton, 2002).   

 

Trustworthiness and Authenticity 

I considered a number of factors to ensure trustworthiness and authenticity for the study.  

Trustworthiness encompasses qualitative research credibility, transferability, dependability, and 

confirmability (Lincoln & Guba, 1986).  Authenticity consists of researcher reflexivity in judging 

one’s own perspective, and fairness in approaching the values and perspectives of others (Patton, 

2002).  However, the terms, validity, trustworthiness, and authenticity are also used 

interchangeably by some authors (Creswell & Miller, 2000; Creswell, 2014; Creswell and Miller, 

2000).  Creswell and Miller (2000) note the overlap between complicated terminology for 

validity and trustworthiness and recommend nine approaches to ensuring overall inquirer 

credibility.  I selected six of their nine measures based on my phenomenological approach and 

constructivist paradigm Creswell & Miller (2000).  Creswell (2014) also recommended using 

multiple approaches in order to accurately understand participants’ perceptions and experiences, 

and express them to the reader.  The research team utilized various forms of triangulation, 

prolonged engagement in the field, researcher reflexivity, member checking, peer debriefing, 

consideration of transferability, and creation of a thick description (Creswell & Miller, 2000). 
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I also considered Guba and Lincoln’s (1982) terms of naturalistic inquiry within the 

context of the validity methods described above: credibility, transferability, dependability, and 

confirmability.  I considered credibility by conducting member checks and seeking participant 

experiences in their own words.  We used their reports to develop codes and themes, and then I 

confirmed accuracy with participants.  I considered transferability with regard to how evenly 

data can be applied to the researched population on a larger scale (Guba & Lincoln, 1982).  To 

achieve this task I utilized purposive sampling to select Black male participants and included a 

thick and rich description in analyzing data in order to understand how they may apply to a 

larger demographic.  I considered dependability within the context of my research design, 

specifically by considering how well my co-researchers and I engaged in epoche, reflexivity, and 

sufficient data analysis (Guba & Lincoln, 1982; Moustakas, 1994).  Data analysis included 

continued use of triangulation during meetings and individual coding whereby our team 

conducted stepwise replication by working independently but remaining in communication 

regarding findings.  I consulted with my faculty committee members as a type of dependability 

audit to ensure proper steps in methodology as well.  I ensured confirmability through continued 

triangulation, the practice of reflexivity, and a confirmability audit also conducted by my faculty 

committee (Guba & Lincoln, 1982). 

 

Results 

 The research team identified three themes and five subthemes as displayed in Figure 1. 

 

Theme 1: Helpful Treatment Factors 

All participants reported helpful treatment factors.  These included factors and 
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experiences reported by participants to be related to recovery and growth with regard to mental 

health concerns.  These factors reflected positive emotional and cognitive experiences reported 

by participants related to MHC treatment.  We found subthemes of internal growth, relational 

growth, and behavioral growth.   

 
Figure 1. Flow of themes. 
  
 

Internal growth.  All participants (N = 12) reported internal growth.  The majority of 

participants (n = 7) reported a shift in perception whereby they described themselves previously 

unable or unwilling, but currently open, to accepting new information (i.e., in psychoeducation 

interventions): 

My attitude [has changed]. My attitude, ‘cause like I say, when I was about 14, 15, 16, I 
wasn’t trying to hear nothing. Like, I was the type that I’d rather bump my head then 
listen. And now it’s like, I’d rather listen than bump my head. (DeShawn) 
 

Some participants (n = 4) also reported feeling that their symptoms and experiences were 

normalized through these interventions. Whereas they may have previously associated symptoms 

with stigma or shame, they now reported increased understanding that mental health symptoms 

Participant Experiences 
of Treatment

1. Helpful Treatment
Factors

2. Internal Growth

3. Behavioral Growth

4. Relational Growth5. Discrepancy Factors

6. Treatment Barriers

7. Factors of 
Marginalization

8. Interpersonal Barriers



 

15 

are common and less stigmatizing.  Most participants (n = 8) discussed feeling relieved at the 

symptoms reduction they experienced through program interventions.  As one participant 

described: 

The doctors, I feel good interacting with them...Uh, the feeling that you, you, you talk to 
somebody. You now you feel relief. That relief feeling and it's like, you know, when you, 
when you talk to somebody and you basically got the weight off you shoulders-...You 
feel good afterwards because for the simple fact is afterward the things that you were 
worried about when you go in, you might not be worried about them things when you get 
out. You know, you feel good, you got your medication, I talked to my psychologist 
about this, you know what I'm saying? And she, she's got me, got me right, you know. 
You know, so, you know, you feel good. (Michael) 
 

Some participants (n = 3) also reported specific or more general feelings of gratitude for MHC 

programs with regard to support received, mental health interventions, or increased social 

interaction.  These reports indicated a general sense of positivity related to interventions that did 

not fall within more specific codes.   

Half of the participants (n = 6) reported feeling more hopeful about their future 

endeavors.  They seem to have experienced and increase in confidence and self-esteem related to 

personal, professional, cognitive, behavioral, and/or emotional abilities. Some participants (n = 

5) described changing the way they viewed their interactions with others, or acting in a manner 

that took into consideration the example they set for others and showing more interest in how 

their behaviors affected those around them. 

What’s changed in my life is the way I take care of myself. I wanna take care of myself 
better now. I value that. I don’t value … I don’t … I had esteem issues, issues of esteem 
and I, I ain’t never had that before this sickness. Um, I’m feeling other people let me 
know I’ve got a purpose more so and I’m living on that. You know what I’m saying? I’m, 
I’m living on my purpose. My purpose here is I got a good purpose to just do something 
better with my life and my time. (Isaiah) 
 

These participants reported taking on new views of themselves regarding their roled in 

community and interpersonal relationships.  One participant, Wendell, described changes as 
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follows: 

The setback and the failure, people that were dependent on you to make it 'cause you 
done put in so much work to get there, to just lose it all. And, and that's really what ... 
You know I got a daughter, uh, that I reunited with after two years almost, um, her 
mother that I reunited with after that amount of time. My parents that didn't wanna have 
nothing to do with me anymore, now they do, you know, and it's because I, I believe it's 
because first God, and then he had orchestrated, I believe he orchestrated this. (Clears 
throat) He took ... He, he orchestrated all of this in play. (Wendell) 
 

He reported having participated in recovery and mental health programs all over the city and 

finding this one to be the most helpful. Participants often reported such internal changes 

fostering improvement in interpersonal relationships.   

 

 Relational growth.  All participants (N = 12) reported relational growth.  This theme 

included participants reporting an enhanced feeling of connectedness with treatment team 

members, providers, or other participants, peers and family members.  Some descriptions of 

these positive experiences are as follows: 

So, you know, it's pretty good. It's a pretty good support group…ain't no racial 
profiling…it's our group…and get be heard and then hear and, and, and, you know 
grow…it really helps you grow. (Delwyn) 
 
Oh yeah. I, I, I feel like I could tell her a few...know what I’m saying…she said we can 
open up into groups, so I, I open up with, with her, whatever's on my mind. (Jaquan) 
 
It’s comfortable…I’ll say it’s comfortable talking to them…Um, I'm not really scared to 
talk to them.  Like if it was a officer, yeah.  Yeah, that’s how.  Yeah, but my case 
manager, she can make, she makes sures I'm staying on track with everything. 
(DeShawn) 
 
Because she (case manager) make sure everything going right, and she, she helping me 
do stuff and make I get everything done and..She, she make sure I catch the bus and do 
what I got to do, and she, she just make sure I'm all right. That's all. (James) 
 

All (N = 12) participants reported feeling as though they were able to open up and benefit from 

sharing with case managers, counselors, group leaders, or psychiatrists in some form.  A couple 
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of participants reported feeling that they were treated with equality regarding race and that they 

trusted that treatment team and providers did not discriminate or display racial prejudice towards 

them.  One half of participants (n = 6) reported feeling seen, heard, accepted, or validated by 

treatment providers.  Half of the participants also reported embracing social interaction with 

other program participants, treatment team, or provider in a way than emphasized a feeling of 

community and dispelled feelings of isolation.   

Almost all participants (n = 10) reported a positive feeling of support from treatment 

team members or providers.  Examples included being reminded or assisted in accessing mental 

health and supportive services.  As one participant, Isaiah, described:  

She (group leader) does it real good…She don’t, um, get out of order with it. She make 
sure that everybody is participating…she does pay attention to see if you're participating 
while you're there in the course and that's what I, I think is cool. (Isaiah) 
 

Six participants reported treatment team members or providers holding them accountable by 

asking for their participation, attendance, or action in a way that may or may not have included 

negative consequences.  Almost all participants (n = 11) reported at least some interactions with 

providers whereby they trusted them personally and professionally.  An example of this trust that 

stood out the most was Michael’s report of his experience with individual counseling: 

I would say talking to (case manager) about my problems. The counselor…Mm-hmm 
(affirmative). That's ... that was the easiest part. For me. Because it was like -Um, it was 
just ... she ... it gave you a sense of relief. Like, I can talk to you about anything. This is 
my struggles. I feel like that was, for me, that was the best thing they could have ever did 
for me in this program, was let me talk to somebody, you know?...For my opinion, you 
know. Because ... but everybody's different. But she really opened my eyes a lot, and say, 
you know, "Hey, you really got a lot of deep rooted issues that you need to really deal 
with." So I, I actually loved that part about it. That other part is just like, it's draining. 
Let's just go ahead and get through with it. Like, I tell you, I got 9 more months in this 
program. (Michael) 
 

Many participants described growth-fostering relationships experienced with counselors, group 

facilitators, and case managers to have contributed greatly to their positive behavioral changes. 
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Behavioral growth.  All participants (N = 12) reported behavioral growth.  This subtheme 

represented changes in participant behavior related to enhanced relationships, cognitive changes, 

and emotional stability.  Trevon and Michael described experiences as follows:  

Uh learning that anger is natural. It's natural like, at first I thought the only reason you get 
angry, because you want something, someone not meeting your needs or something like 
that, but it really not. It's somewhat like that, but really angry you get is like, however 
you cope with a question or something like that...And ain't know none of that at first 
before I went to anger management...Now I know how to cope with my anger. And that 
what it really good for. (Trevon) 
 
So I'm kind of ... now, I'm working on learning how to let things go and let it just be what 
it is. You know, some things you just can't change. You can't change people, you know. I 
just learned that the only person I can change is myself, and if I don't like what a person 
is doing, I don't have to deal ... I can accept you for who you are, because it's just you. 
But it don't mean I have to deal with it. And that's what I want ... I don't have to deal with 
none of that. You know, I can just let you do your thing, and I can go do my thing. 
(Michael) 
 

Almost all participants (n = 11) reported feeling responsible for their behavior and self-

maintenance regarding issues related to mental health and societal functioning.  Eight 

participants reported engaging in program activities in order to gain a judicial incentive (case 

dismissal) and to maintain a clean or minimal criminal history. Almost all participants (n = 11) 

reported knowledge of diagnosis, medication, triggers, or coping skills as they applied to each of 

them personally.   

Almost all participants (n = 10) also reported feeling or practicing self-control enhanced 

by medication, psychoeducation, or coping skills learned in the program.  In one example, 

DeShawn credited his medication for keeping him from committing a retaliatory murder:   

I was robbed at gunpoint.  And I seen the dude that robbed me and being on my 
medication, it stopped me from doing what I was intentionally to doing 'cause if I was 
intentionally did it, I woulda been in jail. But if I was off my medication, I woulda 
probably did it [shot him]. (DeShawn) 
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He reported a history of mental health symptoms and criminal activity spanning from 

adolescence through young adulthood, but medication and psychoeducation helping him to learn 

more about his anger, triggers for his anger, and how to utilize strategies to avoid acting out.  

Participants often discussed being held accountable by treatment team providers in relation to 

enhanced sense of personal responsibility.  Some participants, such as Isaiah, reported finding 

this accountability to be a challenge at times: 

Well the hardest part is having to, um, make sure I get up on time and do this and have a 
good, uh, attitude in myself about it. (Isaiah) 
 

He went on to describe his takeaway from the program: 

Mental Health Court has been reassuring that I need to do something just to keep my life 
better. (Isaiah) 
 

He made it clear during his interview that he believed it was up to him to take responsibility for 

his mental health treatment despite any hardships or injustices he faces, and he discussed fear, 

aversion, and remorse regarding the outcome of not doing so. 

 

Theme 2: Discrepancy Factors 

Most participants (n = 10) reported a discrepancy between previously held beliefs about 

the judicial system or mental health treatment and current MHC experiences.  These were 

predominantly favorable changes whereby participants had previously viewed these systems with 

fear, contempt, mistrust, skepticism, and/or hostility due to knowledge of or experiences with 

exploitation, oppression, and/or receiving little to no support within these systems.  These 

participant feelings were demonstrated by the following:  

I thought it was going to hurt me but, you know, I, I just feel, you know, if I just, I guess 
buckle down with what I need to understand to know about my life, you know. It is 
people here to help, they be here to help. (Rodney) 
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I guess my attitude has changed. My whole outlook on the program has changed. My 
whole outlook upon being labeled or diagnosed, let me say, with a mental illness, uh, has 
changed. I mean and it has changed drastic because I was very negative about things. I 
very much so didn't like the fact of the matter that that, what that was what I was going 
finna have to go through but when I participated with the program, I seen that, hey, this 
program can help me too. (Delwyn) 
 
It was kinda torn. It, it was like, my family we, we, we don't like laws so- With that being 
said, we don't try to get anything to come toward our way dealing with the legal system. 
(DeShawn) 
 

Others reported conflicted feelings about diagnosis or medication.  Terrell described his 

experience: 

'Cause it helps me. I feel like I, it's helping me stay in control... But it's just, it's, it's, um, 
it's depressing kind of, taking medicine, knowing that you have to take medicine every 
day-… For the rest of your life. (Terrell) 
 

Medication was a common subject participants reported feeling conflicted or ambivalent about, 

in that they sometimes agreed that it was helpful but reported feeling worried about side-effects 

or left with few alternatives to taking medication.   

Four participants reported positive perceptions of treatment team or mental health 

providers that contradicted previously or currently held negative beliefs about the system or 

providers as a whole.  DeShawn gave an example of his reconciling previous beliefs about the 

judicial system with current experiences in MHC:    

I couldn't just deal with them. Like, it was that I didn't want to be around the polices, no 
judges, no nothing. Because I felt like it was all a big set up…It was hatred. But as I grew 
up and knew more to understand, grew more to understand-I feel that, they're not just all 
bad. They here to help too. (DeShawn) 
 

He experienced difficulty reconciling his current experiences in MHC with these beliefs, at one 

point remarking: 

Before the program, I hated the legal system. After the program, I seen that they can help 
you. But my feelings are still mutual, stick to it. I still got hatred but I got love for it too. 
(DeShawn) 
 



 

21 

Three other participants reported integration of this information, and in addition, viewed the 

MHC program as a positive influence on their lives within a larger oppressive system.   

Many participants (n = 7) reported feeling conflicted about judicial incentives.   

Elaboration of these reports indicated they initially participated somewhat begrudgingly in order 

to receive case dismissal.  Michael provided the following analogy: 

You know I just learned that being just me. Just growing up. Like, some things you just 
got to go, and like my grandmams was talking about your head's in the alligator's head 
[laughs], what's you gonna do, what you gotta do? So I don't ...When your head is in the 
alligator's mouth, I mean, it's sometimes you just got to play nice and do what these folks 
tell you because the alligator can eat you and snap his whole mouth, and there go your 
head. (Michael) 
 

Some participants reported moving past this initial resentment, believing that they benefitted 

significantly from the program, and others reported lingering mixed feelings about their 

experiences. 

 

Theme 3: Treatment Barriers 

 Factors of marginalization.  All participants (N = 12) reported experiencing factors of 

marginalization related to social exclusion and disenfranchisement which contributed to mental 

health symptomology and treatment barriers.  This theme predominantly applied to participant 

experiences before entering the program and contributed to participant feelings about 

circumstances of treatment.  Three participants noted: 

If I just had a decent life or even if I had the money to pay off the tickets, I wouldn’t be 
going through half of the stuff. (Rodney) 
 
I think it'd [mental health treatment] be more useful for people that's in jail too. Because I 
look at some people, got a illness that they can't help.  And they're locked up for the 
illness that they couldn't help so I think this'll give them more opportunities to get their 
life on track...Like, for instance, my cousin. Me and my cousin was locked up on the 
same case. But, I'll say he's really more sicker than I am. And why I say that because of 
the things he'd a done, things he'd a did but like he's bipolar too. So I feel like if he 
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woulda got this opportunity that I had got, it woulda probably changed his life. He 
woulda thought first about the actions that he done. (DeShawn) 
Um, like, uh, the mental health problems that, that I have, it, to someone else it probably 
would seem like it's small but it's like a big, major issue for me… And it's like when you 
can't relate to somebody about what you're going through it, it makes you go into like a 
smaller circle so it's like being confined in a box. You're either crazy or you're not and 
when you have mental problems like when you hear voices or you see things, it's 
something that's not normal but everybody else they're, they're like it doesn't exist in the 
black community. (Terrell) 
 

Most participants (n = 9) reported feeling oppressed by law enforcement, incarceration, societal 

conditions, poverty, social exclusion, discrimination, stigmatization, or other forms of individual 

or systemic oppression often faced by people of color, of low SES, and with severe mental health 

symptomology.  One half of participants (n = 6) discussed the need for mental health treatment 

amongst black communities and incarcerated peoples.   

Many participants (n = 7) mentioned feeling stigmatized within Black communities for 

having mental health conditions and reported having felt misunderstood or been ridiculed by 

family members, educators, community members, or law enforcement for presenting symptoms 

related to mental health.  In one example, Terrell reported feeling stigmatized within his family: 

Mm, it's, it's kind of a touchy subject 'cause not a lot of black families really understand 
when someone's having a mental problem or something like that. It's more, it's more like, 
um, they feel like you either gonna be bad or you're gonna be good. There's no in 
between. So it's, it's kinda hard. (As a Black man, what do you think about mental health 
treatment?) (Terrell) 
 

Participants reported losing employment or other opportunities due to mental health diagnoses or 

previous mental health related offenses.  Some participants (n = 4) reported feeling a deeper 

internalized shame associated with past or present experiences with mental health, diagnosis, 

race, or socioeconomic status.  Trevon reported feeling shameful about his diagnoses: 

Uh, I don't know. I don't know. I really, I ain't like it when they told me [my diagnosis]. 
Cause I thought I make it wrong with me and it made my courage down. It made me low 
self-esteem. It make me don't want to do nothing really. That what it really did. Made me 



 

23 

like, I don't really, I'm, I won't be nothing, I can't accomplish nothing. That's what it did 
to me. It made my self-esteem low. (Trevon) 
 

Three participants also reported feeling deeply hurt by factors of social isolation, judgment, 

condemnation, poverty, or other barriers to prosocial engagement associated with race, 

incarceration, and mental illness.  Isaiah described the condition he found himself in prior to 

being arrested:   

I was very sick and hurt. I couldn't … I didn't even go outside, I just went by the 7-11 
across the street, back in the house, 'cause I was that sick. Mentally, I was…Something 
was wrong with me. (Isaiah) 
 

Participants regularly described situations similar to Isaiah’s, where they were not receiving or 

not accepting the treatment necessary to keep them healthy, living in poverty, struggling with 

addiction, and/or caught up in situations engaging in other criminal behaviors.  Participants 

reported entering mental health court feeling vulnerable and fearful based on previous 

experiences in society and/or the judicial system, often finding it hard to trust treatment 

providers based on their past experiences of oppression.   

 

 Interpersonal barriers.  All participants reported experiencing internal and external 

interpersonal barriers.  This theme was heavily influenced by factors of marginalization and 

included factors negatively affecting participants’ relationships with treatment providers, receipt 

of interventions, and participation in treatment.  When describing barriers participants stated:  

Well, like, uh, [my medication has me] on the low end. It, it don't feel like a buzz or 
nothing like that but, uh, it's just like the medicine make you feel a drag. Or not so worn 
out. It just like, you know, you'll be so tired you don't even want to do too much. 
(Rodney) 
 
It's been hard…Uh, I've made it more harder than what it should have been-…Um, like as 
far as me smoking [marijuana]. If I wouldn't have been smoking as much, I wouldn't have 
as much on my plate as I do now. (Terrell) 
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Uh, it's kind of difficult and, just go with the process. And uh, it ain't easy, be making a 
job, then you might have to miss court so, I'd just tell them it ain't easy. That's about the 
most that I can do for them. (Wayne) 

Just over half of participants (n = 7) reported experiencing or being concerned about any of the 

various side-effects associated with medication prescribed by MHC providers, though many 

participants also reported providers responding to their concerns and adjusting dosage levels.  

Three participants reported difficulty maintaining abstinence from drugs, as is required by MHC 

guidelines.  Drugs included alcohol, marijuana, K2, and any other illicit substances.  Just over 

half of participants (n = 7) also reported longing for attention or social connection with treatment 

providers.  Almost all participants (n = 10) reported difficulty keeping up with MHC logistics, 

including transportation, time management, attendance, medication compliance, or any other 

events that required participants’ time and participation.  Most participants (n = 9) reported not 

being knowledgeable of aspects about their diagnosis, medication, or legal circumstances.  

Jaquan (and other participants) had misunderstandings of bipolar disorder: 

Well, uh, see, Bipolar and Schizophrenia is 2 different things. Bipolar, one minute you 
can be happy, one minute you can be mad. But it seemed like to me, it's like one minute 
I'm mad, the next minute I'm madder. But then … (Jaquan) 
 

His sentiments reflect a common misunderstanding amongst the public that rapid mood swings 

are a symptom of bipolar disorder.  Furthermore, some participants reported no understanding of 

their diagnosis whatsoever or reported not fully understanding their diagnosis.  Multiple 

participants reported feeling misunderstood or unheard by their provider or treatment team in 

their attempts at communication. 

Almost half of participants (n = 5) expressed or exhibited resentment related to 

circumstances of treatment involvement in the judicial system or MHC requirements and 

regulations.  Kevin gave a clear example of resentment: 

Can I go home?...That's how I feel. (Kevin) 
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Resentment was directed either at treatment team, providers, judicial system, or society in 

general.  One half of participants (n = 6) reported experiencing coercion in a large-scale systemic 

sense.  This does not mean they necessarily felt coerced by treatment team or providers, or even 

the MHC program (though a couple of participants reported this too), but rather experienced an 

underlying feeling of being caught in the workings of a larger oppressive system.  Michael 

expressed this sentiment in relation to taking his medication in order to get through the program: 

I don't like taking nothing like that. I don't like taking nothing, because nothing really like 
them ... because I have seen like, with pills like that, mentally pills, it can really mess you 
up. Like, you got already be kind of messed up in here, but sometimes, certain drugs that 
they give you can really mess you up farther than you are...So you have to be really, 
really, really careful what drugs that they give you. Like I, I know ... To me it's kind of 
scary. (Michael) 
 

Many participants described going along with procedures that they did not believe in or agree 

with in order to make the best out of a bad situation.  Half of the participants (n = 6) still reported 

not trusting treatment providers or the treatment process.  Kevin used his mistrust of my way of 

communicating with him as an example of how he feels with treatment providers.  Whereas some 

participants were forthcoming and open, others were overtly or covertly distrustful of me and/or 

the treatment team (explored further in the Discussion section). 

 

Discussion 

A considerable gap in MHC research exists with regard to Black participant experiences 

of mental health treatment modalities.  This gap in research further exemplifies the 

marginalization faced by this demographic with regard to lack of available mental health 

attention and resources.  We noticed many trends in our study and links between themes that can 

be connected to previous research.  Some participants reported attending psychoeducation 

sessions, but only one participant reported attending individual therapy with a licensed clinician.  
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Whereas medication was found to be helpful in reducing distress associated with some severe 

symptoms, researchers indicated that medication combined with therapy can be more effective 

than medication alone and that therapy alone can often facilitate longer lasting symptom 

reduction without the harmful side-effects commonly associated with medication (Hughes & 

Peak, 2013; Sung, 2015; Whitaker, 2010).  Participants regularly reported benefitting from 

psychoeducation in that it reduced stigma.  These findings are congruent with previous 

researchers’ findings that psychoeducation was often helpful in reducing internalized stigma 

(Donker, Griffiths, Cuijpers, & Christensen, 2009; Tsang, Ching, Tang, Lam, Law, & Wan, 

2016).   

Conversely, many clients also reported little understanding of the meaning of their 

diagnosis.  Most frequent among misunderstandings were participants’ perceived misconception 

of bipolar disorder (American Psychiatric Association, 2013; American Psychiatric Association, 

2010; Ghaemi & Dalley, 2014).  Such erroneous understanding seemed dangerous as it could at 

best pathologize behaviors unrelated to the patient’s psychiatric diagnosis leading to feelings of 

self-doubt, stigmatization, and shame; or at worst, represent a misdiagnosis on the part of the 

provider in choosing to medicate a client (Corrigan, 2014).  Previous researchers found that 

diagnostic labels can create stigma and over-identification with symptomology amongst those 

receiving the diagnoses (Corrigan, 2014).  African Americans, men, and people of low SES are 

more likely to endorse stigma related to mental health than other groups (Corrigan & Watson, 

2007).  Clients reporting misunderstanding of their diagnosis could experience unfounded 

stigmatization and danger of perpetuating symptomology unassociated with their disorders due 

to their misunderstanding of disorder implications without psychoeducation that adequately 

meets their needs.  Mishra, Luckstead, Gioia, Barnet, and Baquet (2009) recommended that the 
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most effective method of delivering psychoeducational information with African American 

clients was to do so in a way that is both non-threatening and reassuring.  This research 

supported our findings that participants trusted and felt understood by treatment providers who 

used psychoeducation in a way that normalized and validated their experiences. 

Though previous researchers found MHC to be less stigmatizing than traditional judicial 

interventions, some participants reported experiencing past and present stigmatization related to 

diagnoses and treatment within their communities, families of origin, and social circles in a way 

that was congruent with previous research on African American experiences with mental health 

treatment (Alvidrez et al., 2008; Dirks-Linhorst et al., 2011; Mishra et al., 2009; Ray & Dollar, 

2014; Schnittker et al., 2000; Sanders Thompson et al., 2004).  Participants reported stigma 

management strategies such as keeping their treatment secret, withdrawing socially, and/or 

sharing what they had learned in treatment with others in order to remove stigma (Link et al., 

1989).  Though possibly helpful in the short term, these strategies often result in unconstructive 

social outcomes including social isolation, job loss, unemployment, and demoralization (Link et 

al., 1987).  Such experiences are risk factors for treatment discontinuation, recidivism, and 

further perpetuation of mental health symptomology.  

Participants reported increased social interaction, sense of community, and social support 

inherent in MHC being helpful in normalizing their experience, encouraging them to set and 

pursue new goals (i.e., employment or familial relationships), and assisting them to form healing 

connections with those around them.  These themes too were congruent with previous 

researchers’ indications that people with larger social support networks (more friends and health 

professionals involved) experience better recovery processes and increased hope for future goals 

and success (Corrigan & Phelan, 2004).  Participants regularly reported social interaction with 
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case-workers as the most positive relationships they had in the program, a trend that strengthened 

previous research on the benefits of positive MHC caseworker-client relationships (Canada & 

Gunn, 2014; Canada & Epperson, 2014).   

 A predominant barrier to treatment was participants’ mistrust of judicial and mental 

health systems.  As previously mentioned, participants regularly reported factors of 

marginalization (Alim et al., 2006; Carson & Sabol, 2012; Centers for Disease Control and 

Prevention, 2011; Durose et al., 2014; Gomez, 2015; U.S. Department of Health and Human 

Services, 2001).  Whereas helpful treatment factors were predominantly associated with 

treatment experiences, treatment barriers were an amalgamation of personal and systemic 

experiences prior to treatment, which served to influence participant views of MHC modalities 

and experiences during treatment.  Many participants viewed MHC treatment modalities as 

positive experiences within what they viewed as an oppressive system as a whole.  Such negative 

views may have influenced participant investment in treatment formats and medication 

compliance in cases whereby they reported lacking a positive relationship with their treatment 

providers. 

Another concept that arose during our analysis of participant themes was the idea of 

systemic coercion, whereby a participant may have felt coerced in a large-scale systemic sense 

with regard to things such as program participation or medication compliance (while knowing 

and fearing harmful side-effects of medication).  This does not mean they felt coerced by legal 

counsel, judges, or providers, but rather indicated an underlying feeling of being caught in a 

situation created by oppression, poverty, and/or institutional systems (i.e. incarceration, 

healthcare, education, etc.).  For example, some participants reported enrolling and complying 

with the MHC program because they felt they did not have a better option, despite disagreeing 
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with their diagnoses and either worrying about harmful side-effects of medication, not wanting to 

take medication, or not trusting their doctors.  While they chose criminal behaviors that led to 

involvement in the judicial system, their choice was heavily influence by their state of mental 

health, lack of community support and lack of social resources more prevalent in middle to high 

SES communities.  In MHCs designed to address this issue, participants may agree to participate 

without truly being motivated for change and/or may fear harmful outcomes associated with 

mandated medications (Hughes & Peak, 2013; Prochaska, DiClemente, & Norcross, 1992; 

Prochaska & DiClemente, 1983).   

The stage of change model seems especially relevant with consideration of arguments 

presented by assistant public defenders and prosecutors, that most participants of MHC have 

histories of repeated criminal activity and/or probation violations.  It is possible that perceptions 

of coercion are related to participant readiness for change (Prochaska, DiClemente, & Norcross, 

1992; Prochaska & DiClemente, 1983).  These findings are reinforced by my experiences with 

participants during member checks.  Themes of mistrust seemed to reduce during time spent in 

the program for participants.  Participants who had been in the program longer seemed to more 

deeply integrate their positive experiences in the programs into their overall negative conceptions 

of judicial or medical systems.  Some participants, but not all, initially reported negative 

conceptions of treatment or outright resentment, exhibited more trust in treatment during 

subsequent member checks a month after their initial interview, which seemed to support this 

notion that length of time spent in the program could be correlated with amount of trust in 

providers and/or treatment modalities. 

However, with regard to mandated medication, experiences of systemic coercion reported 

by participants were congruent with previous findings of the role of mandated psychotropic 
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medication as a function of MHC.  Hughes and Peak (2013) argued that due to the harmful 

nature and inconclusive effectiveness of many psychotropic medications, as well as the longer 

lasting benefits of alternative interventions, funders and providers should consider researching 

and implementing more alternative interventions.  This mistrust of medical practices reported by 

participants was also consistent with literature on institutional betrayal indicating that many 

African Americans find it difficult to trust interventions provided by dominant culture (Gomez, 

2015).   

The deeply entrenched mistrust of established systems should encourage system 

designers to reconsider treatment modalities, specifically ones involving mandated harmful 

medications, in order to reverse a longstanding history of medical exploitation of a vulnerable 

population (Gomez, 2015; Suite, La Bril, Primm, & Harrison-Ross, 2007; Sung, 2015; Whitaker, 

2010).  Researchers have shown many counseling and socially supportive measures to 

implement longer lasting change and increased motivational enhancement amongst clients with 

mental health disorders than the inconsistent short term benefits of medication (Hughes & Peak 

2013; Miller & Rollnick; Whitaker, 2010).  This research may be especially applicable to MHC 

clients, a population already at high risk for future medication noncompliance, recidivism, and 

trauma exposure.   

 

Implications 

 These findings carry multiple implications for clinicians, counselor educators, and future 

researchers (Johnson, 2006).   It is important for MHC clinicians to understand the challenges 

and contexts faced by their clients in receiving treatment in order to deliver competent services 

and address their needs.  Counselor educators need to understand these experiences in order to 



 

31 

avoid perpetuating the marginalization that regularly occurs when such content is left out.  These 

omissions regularly include the experiences of marginalized Black people even within the mental 

health field, where Black providers are scarce, and Black recipients often hold negative 

perceptions of treatment providers due to incompetency and perpetuations of microaggressions 

(Dirks-Linhorst et al., 2011; Gomez, 2015; Sanders Thompson et al. 2004).  Future researchers 

may use these materials to continue expanding upon the themes from this study and seeking 

more quantitative support or necessitated change of treatment modalities currently being 

implemented. 

Corrigan (2014) discussed multiple evidence-based solutions that counselors may use to 

reduce client stigmatization.  The first of these is to understand diagnosis as continuum rather 

than categorical definitions.  Use of a more dimensional understanding of diagnosis serves to 

diminish the groupness of psychiatric disorders, whereas using a clear cut definition often 

stigmatizes those with the diagnosis.  Another solution is to increase social contact for diagnosed 

individuals.  It seems that the mental health court treatment teams in this study accomplished this 

goal successfully, as participants reported regularly being provided resources and encouraged by 

treatment team to obtain employment, housing, relationships, and reconnection with healthy 

family members.  The treatment team also seems to already utilize Corrigan’s (2014) third 

suggestion of replacing poor prognosis with models of recovery.  The entire MHC program is 

built around supporting individuals through reintegration with the belief that they are capable of 

both doing so and living full and meaningful lives. 

 One of the most positive experiences described by participants in the program was one 

participant’s experience with individual counseling.  More clients could benefit greatly from 

individual counseling given their history of systemic trauma and mistrust of judicial incentives, 
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due to the nature of the counseling relationships as reparative, validating, and empathic (Rogers, 

2007).  A counseling relationship at its very core is built upon the foundation of trust, validation, 

and empathy between a counselor and client (Rogers, 2007).  Such an experience could greatly 

benefit clients by providing them a space to feel heard, significant social support, validation of 

their feelings and experiences of oppression, normalization of their symptomology, and a healing 

from past trauma (Gomez, 2015).  These concepts are supported by a wealth of research to show 

counseling as an effective treatment modality for trauma and other severe mental health 

symptomology (Hughes & Peak, 2013; Whitaker, 2010).   

Whereas medication may be helpful for initial stabilization of some disorders, 

implementation of individual and group counseling modalities was repeatedly found effective to 

facilitate lasting emotional, cognitive, and behavioral change in clients, reducing the chances of 

harmful side-effects and expenses caused by long-term psychiatric medication dependence 

(Hughes & Peak, 2013; Whitaker, 2010).  Participants regularly described group experiences as 

being helpful but sometimes mentioned being reluctant to share and not always benefitting from 

group interventions.  Previous researchers indicated that individual counseling in adjunct with 

group therapy is more effective than group therapy alone when treating trauma (Echeburua, 

Sarasua, & Zubizarreta, 2014).  Further individual interventions can provide clients with 

necessary treatment to more fully and ably participant in adjunct group sessions.   

Surprisingly, posttraumatic stress disorder (PTSD) was not a diagnosis that qualified 

clients for treatment through county providers or for participation in one of the three MHC 

programs that served as settings in this study.  Trauma symptomology has been linked to 

experiences of poverty and racial oppression (Alim et al., 2006; Gomez, 2015; Meyers et al., 

2015).  As long as categorical diagnoses are being utilized, such exclusion disenfranchises a 
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number of African American clients from treatment and participation.  MHC is an excellent 

opportunity to validate and initiate healing of traumatizing oppression by utilizing culturally 

competent counseling methods effective for treatment of trauma (Gomez, 2015).  Clinicians and 

program designers may benefit communities of low SES by advocating for inclusion of PTSD 

amongst qualifying diagnoses in these and similar programs. 

Counselor educators and supervisors must regularly discuss issues of multicultural 

difference in views of counseling and social injustices currently taking place in our judicial 

system with regard to race, mental illness, and incarceration.  By regularly discussing themes 

such as those discussed in this study, they can better educate students and trainees to be prepared 

to serve diverse populations in diverse settings.  Counselors will also benefit from extensive 

training to avoid microagressions when counseling oppressed clients, as such actions that 

contribute to themes of institutional betrayal and that show lack of understanding of client 

experiences (Gomez, 2015).  The trend for prisons to serve as de facto housing for people with 

mental health disorders is rarely discussed in counselor education training programs, and 

counselors need to understand factors of systemic oppression in order to properly serve and 

advocate for people oppressed by these systems and their actions.  

This study also contributes to existing literature by directing future research in further 

establishing MHCs as an empirically supported intervention, preferable to incarceration, for 

people with mental illness (Patton, 2002).  Future researchers could apply quantitative 

methodologies to further explore income/outcome measures across treatment modalities for 

African American clients.  Implementing further individual counseling could provide grounds for 

future research on reduction of stigma related to both mental health diagnoses and involvement 

in the judicial system, as well as to provide a basis to develop psychoeducational materials 
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designed to reduce stigma and shame.  Further research in counseling methodologies for 

incarcerated populations can provide more specific aims in developing dimensionally focused 

diagnosis and psychoeducation based in recovery and normalization of stigmatizing experiences. 

 

Limitations 

 Numerous limitations were noted in this study, such as this researcher’s position of 

privilege as a Euro American male of outsider status amongst Black clients currently involved in 

the judicial system (Creswell, 2014; Patton, 2002).  During interviews I observed participants to 

be either (a) immediately trusting and open, (b) increasingly trusting and open as interview 

progressed, and (c) never achieving a sense of trust and openness.  The majority of 

participants skewed towards (a) and (b) and were willing to disclose personal information 

pertaining to research questions.  No research team members were themselves Black, and few 

Black students were enrolled in our counseling program at the time of our study.  This racial-

ethnic disparity between research team and participants was not ideal, as it could have led to 

cultural misunderstandings of data.  However, lack of available Black counseling students further 

reinforces themes of marginalization discussed in the literature review. 

Another limitation was clients’ possible perceptions of coercion within study 

participation.  Despite reassurances of interviews being separate from court proceedings and 

participation being completely voluntary, it is possible that some participants still considered the 

researcher to be part of the MHC program or the system as a whole.  This limitation was further 

reinforced by interview settings being within the courthouse.  I considered using settings entirely 

separate from court but dismissed the idea due to difficulty maintaining contact with participants.  

I was also able to conduct only one interview with each participant and member checks with 
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most participants, not all, due to time constraints and limited participant availability.  More 

frequent meetings could facilitate deeper trust and disclosure (Patton, 2002).  Furthermore, some 

candidates who refused or were unable to participate due to absconding or open cases could have 

been great resources who might have yielded different results.  Lastly, results indicated 

experiences of this demographic specific to a single geographic location and MHC program as 

well a small sample size of clients within this setting.  Experiences of clients may differ from 

other MHCs or even other clients of this MHC.   

Our findings indicated that participants found many aspects of interventions to be helpful 

in facilitating emotional, relational, and behavioral change.  They also reported viewing the 

MHC program as a positive force that contradicted their deeply ingrained negative beliefs about 

the judicial system as a whole.  Participants reported experiencing oppressive factors prior to and 

during treatment as well as blocks to treatment.  They reported factors such as these to interfere 

with their ability to trust and adequately receive information from many providers.  This research 

can be utilized by future clinicians to more deeply understand and advocate for the populous 

numbers of people with mental health disorders, a disproportionate number of whom are African 

American, currently incarcerated by our criminal justice system.  Future researchers may focus 

on quantitative measures of participant symptom reduction in MHCs, best practices in mental 

health counseling for offenders, and methods of reducing counseling and diagnosis-related 

stigma and shame for African American clients. 

 

References 

Alim, T. N., Graves, E., Mellman, T. A., Aigbogun, N., Gray, E., Lawson, W., & Charney, D. S. 
(2006). Trauma exposure, posttraumatic stress disorder and depression in an African 
American primary care population. Journal of the National Medical Association, 98(10), 
1630-1636. 



 

36 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders 
(5th ed.). Washington, DC: Author. 

American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders 
(4th ed., text rev.). Washington, DC: Author. 

Alvidrez, J., Snowden, L. R., & Kaiser, D. M. (2008). The experience of stigma among black 
mental health consumers. Journal of Health Care for the Poor and Underserved, 19(3), 
874-893. doi:10.1353/hpu.0.0058 

Canada, K. E., & Gunn, A. J. (2013). What factors work in mental health court? A consumer 
perspective. Journal of Offender Rehabilitation, 52(5), 311–337. 
doi:10.1080/10509674.2013.801387 

Canada, K. E., & Hiday, V. A. (2014). Procedural justice in mental health court: An 
investigation of the relation of perception of procedural justice to non-adherence and 
termination. The Journal of Forensic Psychiatry & Psychology, 25(3), 321–340. 
doi:10.1080/14789949.2014.915338 

Canada, K. E., & Watson, A. C. (2013). “’Cause everybody likes to be treated good”: 
Perceptions of procedural justice among mental health court participants. American 
Behavioral Scientist, 57(2), 209-230.  doi:1010.1177/0002764212465415 

Carson, E. A. & Sabol W. J. (2012). Prisoners in 2012 (NCJ 239808). Retrieved from 
http://www.bjs.gov/content/pub/pdf/p11.pdf 

Centers for Disease Control and Prevention, U.S. Department of Health and Human Services. 
(2011). Mental illness surveillance among adults in the United States.  Retrieved from 
http://www.cdc.gov/mmwr/preview/mmwrhtml/su6003a1.htm 

Corrigan, P. W. (2007). How clinical diagnosis might exacerbate the stigma of mental illness. 
Social Work, 52(1), 31–39. doi:10.1093/sw/52.1.31 

Corrigan, P. W., & Phelan, S. M. (2004). Social support and recovery in people with serious 
mental illnesses. Community Mental Health Journal, 40(6), 513–523. 
doi:10.1007/s10597-004-6125-5 

Corrigan, P. W., & Watson, A. C. (2007). The stigma of psychiatric disorders and the gender, 
ethnicity, and education of the perceiver. Community Mental Health Journal, 43(5), 439-
458. doi:10.1007/s10597-007-9084-9 

Creswell, J. W. (2014). Research design: Qualitative, quantitative, and mixed methods 
approaches. (4th ed.). Thousand Oaks, CA: Sage. 

Creswell, J. W. (2013). Qualitative inquiry & research design: Choosing among five approaches 
(3rd ed.). Thousand Oaks, CA: Sage. 

http://www.bjs.gov/content/pub/pdf/p11.pdf
http://www.cdc.gov/mmwr/preview/mmwrhtml/su6003a1.htm


 

37 

Creswell, J., & Miller, D. (2000). Determining validity in qualitative inquiry. Theory Into 
Practice, 39(3), 124-130. Retrieved from http://www.jstor.org/stable/1477543 

Denckla, D. & Berman, G. (2001). Rethinking the revolving door: A look at mental illness in the 
courts.  Center for Court Innovation.  Retrieved from 
http://www.courtinnovation.org/sites/default/files/rethinkingtherevolvingdoor.pdf 

Dirks-Linhorst, A. P., Kondrat, D., Linhorst, D. M., & Morani, N. (2013) Factors associated with 
mental health court nonparticipation and negative termination. Justice Quarterly, 30(4), 
681-710. doi:10.1080/07418825.2011.615756 

Ditton, P. M. (1999). Mental health and treatment of inmates and probationers. (Report No. NCJ 
174463) Retreived from http://www.bjs.gov/index.cfm?ty=pbdetail&iid=787 

Donker, T., Griffiths, K. M., Cuijpers, P., & Christensen, H. (2009). Psychoeducation for 
depression, anxiety and psychological distress: a meta-analysis. BMC Med, 7(1). 
doi:10.1186/1741-7015-7-79 

Durose, M. R., Cooper, A. D. & Snyder, H. N. (2014). Recidivism of prisoners released in 30 
states in 2005: Patterns from 2005-2010 (Report No. NCJ 244205). Retrieved from 
http://www.bjs.gov/content/pub/pdf/rprts05p0510.pdf 

Echeburua, E., Sarasua, B., & Zubizarreta, I. (2014). Individual versus individual and group 
therapy regarding a cognitive-behavioral treatment for battered women in a community 
setting. Journal of Interpersonal Violence, 29(10). 1783-801. doi: 
10.1177/0886260513511703.  

Ghaemi, S. N., & Dalley, S. (2015). The Bipolar Spectrum: Conceptions and Misconceptions. 
Focus, 13(1), 75–84. doi:10.1176/appi.focus.130115 

Gomez, J. M. (2015). Microaggressions and the enduring mental health disparity: Black 
Americans at risk for institutional betrayal. Journal of Black Psychology, 41(2), 121-143. 
doi:10.1177/0095798413514608 

Guba, E. G., & Lincoln, Y. S. (1982). Epistemelogical and methodological bases of naturalistic 
inquiry. ECTJ, 30(4), 233-252. doi:10.1007/978-94-009-6669-7_18 

Honegger, L. N. (2015). Does the evidence support the case for mental health courts? A review 
of the literature. Law and Human Behavior. Advance online publication. 
http://dx.doi.org/10.1037/lhb0000141 

Hughes, S., & Peak, T. (2013). A critical perspective on the role of psychotropic medications in 
mental health courts.  American Behavioral Scientist, 57(2), 244-265.  
doi:10.1177/0002764212458273 

James, D. J., & Glaze, L. E. (2006). Mental health problems of prison and jail inmates. (Report 
No. NCJ 213600). Retrieved from http://www.bjs.gov/content/pub/pdf/mhppji.pdf 

http://www.courtinnovation.org/sites/default/files/rethinkingtherevolvingdoor.pdf
http://www.bjs.gov/index.cfm?ty=pbdetail&iid=787
http://www.bjs.gov/content/pub/pdf/rprts05p0510.pdf
http://dx.doi.org/10.1037/lhb0000141
http://www.bjs.gov/content/pub/pdf/mhppji.pdf


 

38 

James, N. (2014). The Bureau of Prisons (BOP): Operations and budget. (R42486). Retrieved 
from https://www.fas.org/sgp/crs/misc/R42486.pdf 

Johnson, A. G. (2006). Privilege, power, and difference (2nd ed.). New York: McGraw-Hill. 
Kennedy, K. (2013). Mental health court: A participant’s perspective. Best Practices in 
Mental Health, 8(2), 38-46. 

Link, B. G., Struening, E., Cullen, F. T., Shrout, P. E., and Dohrenwend, B. P. (1989).  A 
Modified Labeling Theory approach to mental disorders: An empirical assessment.  
American Sociological Review, 54:3, 400-423. 

Link, B. G., Cullen, F. T., Frank, J., and Wozniak, J. F. (1987). The social rejection of former 
mental patients: Understanding why labels matter. American Journal of Sociology, 92:6, 
1461-1500. 

Miller, W. R., & Rollnick, S. (2013). Motivational interviewing: Helping people change (3rd 
Ed.). New York, NY: Guilford Press. 

Mishra, S. I., Lucksted, A., Gioia, D., Barnet, B., & Baquet, C. R. (2008). Needs and preferences 
for receiving mental health information in an African American focus group sample. 
Community Mental Health Journal, 45(2), 117–126. doi:10.1007/s10597-008-9157-4 

Moustakas, C. (1994). Phenomenological research methods. Thousand Oaks, CA: Sage. 

Munetz, M. R., Ritter, C., Teller, J. L. S., & Bonfine, N. (2014). Mental health court and assisted 
outpatient treatment: perceived coercion, procedural justice, and program Impact. 
Psychiatric Services, 65(3), 352–358. doi:10.1176/appi.ps.002642012 

Myers, H. F., Ullman, J. B., Wyatt, G. E., Loeb, T. B., Chin, D., Prause, N.,…Liu, H. (2015). 
Cumulative burden of lifetime adversities: Trauma and mental health in low-SES African 
Americans and Latino/as. Psychological Trauma: Theory, Research, Practice, and 
Policy, 7(3), 243-251. doi:10.1037/a0039077 

Patton, M. Q. (2002). Qualitative Research & Evaluation Methods (3rd Ed.). Thousand Oaks, 
CA: Sage. 

Pratt, C., Koerner, J., Alexander, M. J., Yanos, P. T., & Kopelovich, S. L. (2013). Predictors of 
riminal justice outcomes among mental health courts participants: The role of perceived 
coercion and subjective mental health recovery. International Journal of Forensic Mental 
Health, 12(2), 116–125. doi:10.1080/14999013.2013.791351 

Prochaska, J. O., DiClemente, C. C., & Norcross, J. C. (1992).  In search of how people change: 
Applications to addictive behaviors. American Psychologist, 47(9), 1102-1114. 
doi:10.1037/0003-066x.47.9.1102 

Prochaska, J. O., & DiClemente, C. C. (1983). Stages and processes of self-change of smoking: 
Toward an integrative model of change. Journal of Consulting and Clinical Psychology, 
51(3), 390–395. doi:10.1037/0022-006x.51.3.390  

https://www.fas.org/sgp/crs/misc/R42486.pdf


 

39 

Ray, B., & Dollar, C. B. (2014). Exploring stigmatization and stigma management in mental 
health court: Assessing modified labeling theory in a new context. Sociological Forum, 
29(3), 720–735. doi:10.1111/socf.12111 

Redlich, A. D., Hoover, S., Summers, A., & Steadman, H. J. (2010). Enrollment in mental health 
courts: Voluntariness, knowingness, and adjudicative competence. Law and Human 
Behavior, 34(2), 91–104. doi:10.1007/s10979-008-9170-8 

Rogers, C. R. (2007). The necessary and sufficient conditions of therapeutic personality change. 
Psychotherapy: Theory, Research, Practice, and Training, 44(3), 240-248. 

Sanders Thompson, V. L., Bazile, A., & Akbar, M. (2004). African Americans’ perceptions of 
psychotherapy and psychotherapists. Professional Psychology: Research and Practice, 
35(1), 19-26. doi:10.1037/0735-7028.35.1.19  

Sarteschi, C. M., Vaughn, M. G., & Kim, K. (2011). Assessing the effectiveness of mental health 
courts: A quantitative review. Journal of Criminal Justice, 39(1), 12–20. 
doi:10.1016/j.jcrimjus.2010.11.003 

Schnittker, J., Freese, J., & Powell, B. (2000). Nature, nurture, neither, nor: Black-White 
differences in beliefs about the causes and appropriate treatment of mental illness. Social 
Forces, 78(3), 1101-1130.  doi:10.1093/sf/78.3.1101 

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

Sung, S. C. (2015). Cognitive therapy plus medication management is better than antidepressants 
alone for patients with severe depression. Evidence-Based Mental Health, 18(3), 95. 
doi:10.1136/eb-2014-102012 

Tsang, H. W. H., Ching, S. C., Tang, K. H., Lam, H. T., Law, P. Y. Y., & Wan, C. N. (2016). 
Therapeutic intervention for internalized stigma of severe mental illness: A systematic 
review and meta-analysis. Schizophrenia Research, 173(1-2), 45–53. 
doi:10.1016/j.schres.2016.02.013 

United States Census Bureau. (2014).  http://www.census.gov/en.html 

U.S. Department of Health and Human Services. (2001). Mental health: culture, race, and 
ethnicity – A supplement to mental health: A report of the Surgeon General. Retrieved 
from http://www.ncbi.nlm.nih.gov/books/NBK44243/ 

Wales, H. W., Hiday, V. A., & Ray, B. (2010). Procedural justice and the mental health court 
judges’ role in reducing recidivism. International Journal of Law and Psychiatry, 33(4), 
265-271. doi:10.1016/j.ijlp.2010.06.009  

http://www.census.gov/en.html
http://www.ncbi.nlm.nih.gov/books/NBK44243/


 

40 

Whitaker, R. & Cosgrove, L. (2015). Psychology under the influence. New York: Palgrave 
Macmillan. 

Whitaker, R. (2010). Anatomy of an epidemic: Magic bullets, psychiatric drugs, and the 
astonishing rise of mental illness in America. New York:  Crown Publishers. 



 

41 

APPENDIX A 

INTRODUCTION



 

42 

More people are incarcerated in the United States than in any other country (Walmsley, 

2011).  African Americans are more at-risk for incarceration, mental health disorders, and lack of 

mental health resources than any other race (Alim et al., 2006; Carson & Sabol, 2012; Centers 

for Disease Control and Prevention, 2011).  In particular, young Black men are more at risk of 

incarceration than any other demographic and are disproportionately represented in the prison 

system (Carson & Sabol, 2012).  These concerns are compounded by current approaches to 

criminal rehabilitation that are expensive and often ineffective at preventing crime (Durose et al., 

2014; James, 2014).  The majority of prisoners recidivate, or reoffend within a short time of 

being released (Durose et al., 2014).  Although most prisoners report symptoms of mental health 

disorders, many go untreated because of inadequate mental health resources (Ditton, 1999; James 

& Glaze, 2006).  

Judges established mental health courts (MHCs) in the late 1990s to address recidivism 

concerns related to mental health issues (Denckla & Berman, 2001).  MHCs are part of an 

umbrella of specialty courts in which court officials, law enforcement, and treatment providers 

work together to seek alternative solutions to failed traditional approaches to justice.  MHCs 

offer supervised mental health treatment to offenders with mental health disorders as an 

alternative to incarceration (Denckla & Berman, 2001).  Preliminary quantitative research 

indicates that mental health treatments may be effective in increasing client access to mental 

health resources and reducing recidivism (Sarteschi et al., 2011).  Researchers conducted initial 

qualitative investigations of client experiences of various aspects of MHC’s, but no researchers 

focused on client experiences of mental health care provided within these programs.  

Statement of the Problem 

Mental health diversion programs were established in response to growing incarceration 
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and recidivism rates amongst offenders with mental health disorders.  African American citizens 

are more at risk for poverty and lack of access to mental health resources than any other racial 

group (Centers for Disease Control and Prevention, 2011; U.S. Department of Health and Human 

Services, 2001).  Additionally, young adult African American men are more at risk for 

incarceration and recidivism than any other demographics (Alim et al., 2006; Carson & Sabol, 

2012; Centers for Disease Control and Prevention, 2011; Durose et al., 2014).  Furthermore, 

whereas researchers found MHC’s to be moderately effective in reducing recidivism and 

increasing client access to mental health resources, there exists an absence of qualitative research 

focusing on client experiences of mental health care provided in MHC’s (Honegger, 2015; 

Sarteschi et al., 2011).  There is also a dearth of qualitative studies that focused on African 

American experiences of MHC.     

Purpose of the Study 

 The purpose of this phenomenological study was to understand young adult (ages 18-40) 

Black male experiences of mental health care within two MHCs in a county in a large 

southwestern city of the United States.  I sought to explore and reflect on participants’ meaning-

making in their experiences of mental health treatment within MHCs, using a constructivist 

paradigm (Creswell, 2014).  Foci included participants’ perceptions of treatment helpfulness, 

treatment harmfulness, trust in treatment providers, stigmatization of mental health disorders, 

and feelings of coercion in attending treatment (Alvidrez et al., 2008; Canada & Gunn, 2013; 

Canada & Hiday, 2014; Canada & Watson, 2013; Kennedy, 2013; Dirks-Linhorst et al., 2011; 

Gomez, 2015; Munetz et al., 2014; Pratt et al., 2013; Redlich et al., 2010; Schnittker, Freese, & 

Powell, 2000; Suite et al., 2007; Sanders Thompson et al., 2004; Wales et al., 2010). 
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The central research question of the study was, “What are young adult Black male 

perceptions of mental health treatment from MHC treatment providers?”  In answering this 

question the researcher sought to address: 

• What are clients’ perceptions of treatment?  

• What are clients’ experiences with MHC treatment modalities? 

• How helpful or harmful do clients find current treatment to be? 

• How do clients feel about the circumstances of treatment provisions? 

 

Significance of the Study 

This study can contribute to the research literature of MHC’s by exploring Black males’ 

perceptions of treatment and their experiences of treatment provisions.  The study provides 

counselor educators and mental health practitioners with useful information for counselor 

training, clinical practice, and future research.  I employed phenomenology, a qualitative 

research approach designed to explore and understand the experiences of Black males in their 

interactions with treatment providers.    

This study provides a qualitative accompaniment to current quantitative research, and 

raises awareness of current challenges faced by an institutionally oppressed group in order to 

establish/maintain best treatment practices, and indicate strengths and weaknesses of MHC 

treatment.  I hope the findings of this study can form an empirical basis for future counseling 

practices utilized to serve groups facing institutional oppression.  In addition, I also hope the 

findings lead to increased understanding of this marginalized group within the field of counselor 

education by providing information about this  group that has not previously been researched in 

this context. 

Definitions 
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The following terms are used frequently throughout the course of this research study. For 

the purposes of this study, the terms are defined in the following manner.  

• Adjudication: Final judgment in a court proceeding. 

• De-institutionalization: A term referring to the policy driven shift in health care 

provisions from large state-run psychiatric institutions to outpatient clinics that began in the 

1960s.   

• Recidivism: Being re-arrested for commission of a crime following release from 

incarceration. 

• Perceived Coercion: A client’s feelings of coercion in entering a court diversion program 

(Munetz et al., 2014). 

• Procedural Justice: Quality decision-making and respectful interpersonal treatment found 

to facilitate positive responses from stigmatized individuals in a court setting and produce 

reduction in recidivism from diversion court clients (Wales et al., 2010). 

• Sanction: A deterrent, usually community service hours or days in jail, assigned to court 

clients upon their refusal to abide by program requirements such as abstinence from drugs or 

court attendance. 

Literature Review 

 In the ensuing paragraphs I will provide a context for understanding the need to explore 

young adult African American male perceptions of MHC treatment provisions.  I selected the 

research methodology of phenomenology for this study.  In this context, phenomenology will 

involve documenting participant perceptions of MHC treatment in order to recognize common 

themes within lived experiences and meaning-making.  In my review of literature I discuss the 

racial disparity evident in incarceration growth, criminal recidivism, and mental health care 



 

46 

accessibility as well as previously conducted research of MHC’s as a proposed solution to 

criminal recidivism related to mental health disorders. 

Increase in Incarceration   

 Over two million people are currently incarcerated in the United States: approximately 

743 per 100,000 people, over half of the world’s total prison population (Walmsley, 2011).  De-

institutionalization beginning in the 1960’s and law-enforcement targeting of low-level drug 

offenders and mandatory minimum sentencing laws introduced in the 1980’s caused these 

numbers to grow disproportionately for decades (Denckla & Berman, 2001; United States 

Census Bureau, 2014).  In the 1980s, approximately 24,600 inmates populated the U.S. federal 

prison system (James, 2014). By 2013, that number had increased to almost 219,300 inmates, 

representing an additional approximately 5,900 inmates per year (James, 2014).  Respectively, 

the Bureau of Prison’s budget increased almost 800% between 1980 and 2014, from $330 

million to $6.859 billion (James, 2014).  Indeed, use of imprisonment to address criminal 

behavior is expensive and largely ineffective in reducing offenses (Durose et al., 2014; James, 

2014).  

As a result of prison population increases, Congress increased appropriations for the 

Bureau of Prisons (BOP) budget from 330.00 million in 1980 to 6.859 billion in 2014 (James, 

2014).  Even including adjustment for inflation this increase represents an average of 173.2 

million per year for 34 years.  Despite this increase in congressional spending, the incarcerated 

population has outgrown the BOP’s budget, resulting in overcrowding in the federal prison 

system at a rate of 36% by 2014 (James, 2014).  

Incarceration and Racial Disparity 

African Americans represent the majority of federal and state incarcerated populations in 
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numbers highly disproportionate from the general population.  Carson and Sabol (2012) reported 

that in 2011, 555,300 African Americans, 465,100 Euro Americans, and 331,500 Latinos were 

sentenced to imprisonment in state and federal facilities nationwide.  Considering the US 

population contains approximately 77.9% Euro Americans, 13.1% African Americans, and 

16.9% Latinos, the imprisonment rate is clearly disproportionate, with people of color severely 

disadvantaged (United States Census Bureau, 2014).   

Racial and ethnic disparities were even more drastic among younger men, with 18- to 19- 

year-old African Americans being 9 times more likely to be incarcerated, and 20- to 24-year-old 

African Americans being 7 times more likely to be incarcerated than their Euro American 

counterparts (Carson & Sabol, 2012).  Younger offenders and African American offenders are 

also more likely to recidivate than other demographic groups (Durose et al., 2014).   

Recidivism 

Durose et al. (2014) reported that in 2005 almost 70% of state prisoners recidivated 

within three years of release and almost 80% within five years, spanning across various offense 

categories.  Recidivism rates for non-violent offenders tended to be higher than for violent 

offenders: Within five years of release, 82.1% of property offenders, 76.9% of drug offenders, 

73.6% of public order offenders, and 71.3% of violent offenders recidivates (Durose et al., 

2014).  Younger prisoners were even more likely to recidivate: Within five years, 84.1% of 

prisoners age 24 and under, 78.6% of inmates age 25 to 39, and 69.2 % of inmates age 40 and 

older.  African American prisoners were more populous than any other race and also showed the 

highest rate of recidivism at 74% (Durose et al., 2014).  

Incarceration and Mental Health 

Historically, the decreasing numbers of institutionalized people with mental illness has 
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correlated with the increase in incarcerated people with mental illness, a process known as trans-

institutionalization.  Once incarcerated the majority of offenders with mental illness and 

substance dependence do not receive treatment for their disorders (Denckla & Berman, 2001).  

Prison’s began privatizing health and medical services in the 1970’s in order to accommodate 

financial and staffing shortcomings coinciding with incarceration expansion, a trend that 

continues today.  Subcontracted mental health care may have lead industry profit motives to 

trump quality and ethical patient care (Daniel, 2007). 

Deficits in treatment leave a vast number of prisoners with mental health conditions 

untreated as prisoners in the United States reported present and past mental health problems on a 

massive scale.  In 2005 an estimated 56% of State prisoners (705,600), 45% of Federal prisoners 

(78,800), and 64% of jail inmates (479,900) were diagnosed with a mental health problem 

involving symptom/s of major depression, mania, or psychosis (James & Glaze, 2006).  As many 

as 16% of inmates reported a mental health diagnosis or previous stay in an inpatient facility 

(Ditton, 1999).  These issues affect prisoners of color as severely as Whites, and approximately 

half of all African American inmates reported a mental health problem (James & Glaze, 2006).  

Consideration of the circumstances often faced by prisoners with mental illness can 

provide some insight into how they came to be incarcerated.  Prisoners with a mental health 

problem are more likely than other prisoners to have been unemployed and/or homeless in the 

past year, been sexually or physically abused in their lifetime, experienced hardships growing up 

(public assistance, single parents, foster homes, substance abuse in household, family members 

incarcerated), and experienced substance dependence or abuse (James & Glaze, 2006).  Over half 

of these individuals were incarcerated for nonviolent offenses (property, drug, and public-order 

offenses), and most of them residing in State prisons received longer sentences than prisoners 
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without a mental health problem.  Prisoners with mental health problems were more likely to be 

recidivists than prisoners without mental health problems (James & Glaze, 2006).  In addition to 

often not receiving treatment for their disorders during incarceration, many offenders face a lack 

of coordinated after-care upon release while experiencing the same or worsened mental health 

conditions as they did prior to arrest (Denckla & Berman, 2001).  

Mental Health and Racial Disparity 

African Americans are at high risk for untreated mental health disorders and further 

stressors related to systemic oppression due to high rates of poverty and low access to resources 

(Centers for Disease Control and Prevention, 2011; U.S. Department of Health and Human 

Services, 2001).  In 2013 over 27% (11,000,000) of African Americans lived in poverty, a rate 

higher than that experienced by any other racial or ethnic groups (DeNavas-Walt & Proctor, 

2014).  U.S. Department of Health and Human Services (2001) cited literature explaining that 

many African Americans live in racially segregated neighborhoods with few resources, which is 

reflected in higher rates of unemployment, crime, homelessness, and substance abuse as well as 

exposing children to higher rates of trauma in the form of violence, loss of loved ones, 

victimization, abuse and neglect as well as substandard education and fewer recreational outlets.   

Socioeconomic status was linked with mental health as mental health disorders were 

found to occur more commonly in individuals who live in poverty and in those who have faced 

adversity (U.S. Department of Health and Human Services, 2001; Gomez, 2015; Myers et al., 

2015).  The significance of this correlation is exacerbated by lack of resources available in 

impoverished communities (U.S. Department of Health and Human Services, 2001; Gomez, 

2015).  Statistically, African Americans experience depression, PTSD, and psychological distress 

(excluding schizophrenia, for which African Americans report symptoms and are diagnosed at a 
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higher rate than other races) more frequently than Euro Americans and Latinos but are generally 

diagnosed and treated less frequently than their counterparts (Alim et al., 2006; Centers for 

Disease Control and Prevention, 2011).  They generally have less access to mental health care 

than Euro Americans (Gomez, 2015).   

Some researchers indicated that African Americans were more likely to reject genetic and 

developmental explanations of mental illness, more likely to view mental illness with 

stigmatization, and less likely to seek treatment for mental illness than Euro Americans (Alvidrez 

et al., 2008; Dirks-Linhorst et al., 2011; Schnittker et al., 2000; Sanders Thompson, et. al, 2004).  

However, there may be many factors that influence African Americans’ likelihood to seek care. 

For example, African Americans commonly reported less access to care, mistrust of 

multiculturally insensitive treatment providers, and cultural values of not discussing their 

problems outside of family circles or with strangers (Sanders Thomson et al., 2004).   

Other researchers indicated that differences between Euro American and African 

American perceptions of mental health are more complicated.  Brown et al. (2010) reported that 

although African Americans’ internalized stigma was directly correlated with their attitudes 

towards treatment, public stigma was not a factor in seeking treatment.  Furthermore, they did 

not find the relationships between “stigma and current treatment, intention to seek treatment, and 

attitudes toward treatment” to differ by race (Brown et al., 2010).  Also contrary to previous 

research, Diala, Muntaner, Walrath, Nickerson, LaVeist, and Leaf (2001) found that African 

Americans in the general population were more likely than Euro Americans to hold positive 

attitudes towards seeking care and accessing available mental health services.  The authors did 

not explain possible factors contributing to their findings.   
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Institutional Betrayal 

African Americans are less likely than other racial/ethnic groups to trust forms of 

treatment administered by the dominant culture given their historical and present exploitation 

and oppression.  Gomez (2015) summarized a wealth of literature supporting the concept of 

institutional betrayal, an outcome of historical institutional oppression.  African Americans face 

psychological distress related to their existence in an oppressive state in addition to higher rates 

of mental health disorders; lower quality and less available care; and cultural misunderstanding, 

misdiagnoses, and racism within available care (Gomez, 2015).  This distress includes daily 

realities of micro-aggressions, institutionalized racism, and damage caused by dominant culture 

investment in color-blindness that serves to further minimize African American experiences of 

discrimination.  Perceived discrimination was correlated with negative psychological effects and 

higher rates of depression, anxiety, substance abuse, and poor overall health (Gomez, 2015; 

Myers et al., 2015).   

Suite et al. (2007) emphasized the importance of mental health providers being educated 

about historical themes of racism, injustice, and discrimination faced by African Americans in 

American medical and mental health settings.  They mentioned the United States receiving a 

grade of “D” from the National Alliance on Mental Illness for treating adults with serious mental 

illness and cited numerous ways Black clients face discrimination on a microlevel from White 

mental health providers, who are often multiculturally incompetent and insensitive (Suite et al., 

2007). 

From this research it seems clear that America has a problem.  Authorities incarcerate a 

high number of individuals with mental health disorders, disproportionately people of color, who 

lack mental health care and are likely to recidivate.  Problem-solving courts were established in 
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the late 1980s to address recidivism related to substance abuse and were implemented over the 

past 20 years in cities across the nation to address budgetary concerns within the judicial 

community.  Although not directly addressing racial discrimination inherent in the American 

judicial system, these courts may be helpful in reducing recidivism and linking underprivileged 

clients to mental health services (Honneger, 2015; Sarteschi et al., 2011). 

Problem-Solving Courts 

 Problem-solving courts offer an alternative approach to justice where traditional 

incarceration has failed (Berman & Feinblatt, 2001).  Judges, attorneys, law enforcement 

officers, and treatment providers work together to provide a structure in which qualifying clients 

can receive empirically-based treatments for issues such as substance abuse and mental health 

disorders as an alternative to incarceration.  These courts were designed as a solution to problems 

related to criminal offenses and mental health that proved resistant to more conventional means 

of incarceration (Berman & Feinblatt, 2001). 

 The first problem-solving court was a drug court founded in Dade County, Florida in 

1989 to deal with drug crime recidivism (Berman & Feinblatt, 2001).  The judge sentenced 

offenders to judicially supervised treatment rather than imprisonment.  He used short-term 

incarceration as a sanction and offered case dismissal upon successful program completion as an 

incentive.  Researchers indicated that the Dade County drug court model was effective in 

reducing recidivism rates amongst its graduates (Berman & Feinblatt, 2001).  The model is now 

implemented in courts nationwide and used to treat problems such as drinking and driving, 

prostitution, and crimes committed by veterans experiencing PTSD (Berman & Feinblatt, 2001).  

Mental Health Courts 

MHCs are a type of problem-solving court designed to reduce recidivism rates by 
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providing mental health treatment to offenders with mental health disorders.  The MHC was 

founded in Broward County Florida in 1997 (Denckla & Berman, 2001).  The courts have since 

proliferated throughout the country, and over 150 exist today (Sarteschi et al., 2011).  Offenders 

whose mental health disorders are related to their offense are often invited to participate prior to 

adjudication.  Most MHCs accept only misdemeanor offenses, but some focus on felonies 

(Denckla & Berman, 2001).  The model is very similar to that of Dade County: judges, attorneys, 

law enforcement officers, and treatment providers working as a team to supervise clients and 

connect them with mental health services with the goal of reducing recidivism.  Judges utilize 

sanctions, incentives, and offer case dismissals or deferments to clients upon successful 

completion (Denckla & Berman, 2001).  Initial research indicated that MHCs may be effective in 

reducing recidivism rates amongst clients (Sarteschi et al., 2011). 

Mental health court effectiveness.  In a meta-analysis of 18 studies Sarteschi et al. (2011) 

found MHCs to be moderately effective in reducing recidivism.  These researchers found a 

correlation between MHC participation and some symptom abatement but, these findings were 

limited.  Research presentations of MHCs indicated that clients were predominantly viewed as 

individuals afflicted with mental illness and impaired decision-making rather than as criminals 

(Sarteschi et al., 2011).  In a literature review of 20 peer-reviewed journal articles, Honegger 

(2015) reported MHCs to be generally effective in reducing recidivism and connecting clients 

with mental health services.  However, Honegger (2015) found few evaluations of therapeutic 

outcomes for clients and cited too many methodological limitations such as experimental design, 

non-representative samples, short period follow-ups) to consider MHCs an evidence-based 

practice.  Both authors reported the majority of MHC research participants to be Euro American 

males, a concern given the judicial systems’ disproportionately African American population 
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(Honegger, 2015; Sarteschi et al., 2011).  Honegger (2015) suggested the following possible 

explanations for mostly White research participants: (a) settings consisting of majority White 

racial composition; (b) ethnic and racial minorities declining program and study participation 

more than White counterparts; or (c) racial and ethnic minorities more often considered 

ineligible for program participation than their White counterparts.  Regardless of the cause, 

representational samples are necessary to better understand MHCs. 

The racial discrepancy of MHC study participation is compounded by findings of Dirks-

Linhorst et al. (2011) who found that African American male clients were more likely to 

negatively terminate from MHC than other clients.  The researchers hypothesized that gender 

differences in termination rates may be due to a judicial approach that is more protective of 

females regarding minimizing negative behaviors and providing second chances.  They 

suggested that racial discrepancy may be due to African Americans’ lower rates of self-perceived 

mental illness and voluntary program participation in early stages, as well as their perceptions of 

stigmatization around mental illness that differ from Euro Americans’ (Alvidrez et al., 2008; 

Dirks-Linhorst et al., 2011; Schnittker et al., 2000; Sanders Thompson et al., 2004).  Dirks-

Linhorst et al. (2011) noted a general preference and better treatment outcomes of African 

American clients working with African American clinicians, who are rarely available because 

most mental health providers are Euro American.  Researchers also cited environmental stressors 

of poverty and neighborhood influence being challenges to clients who, upon release, re-entered 

the communities where they offended (Dirks-Linhorst et al., 2011).   

The type of mental health treatment provided in MHCs must also be considered to better 

understand the MHC system.  Some researchers criticized MHC’s heavy reliance on medication 

in treating mental health issues.  Hughes and Peak (2013) were particularly concerned about the 
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dangers of many psychotropic medications and the ethical implications of mandating MHC 

clients to take potentially dangerous medications.  They reviewed research findings of inefficacy 

and negative short-term and long-term side-effects associated with many commonly used 

psychotropic medications, such as antipsychotics, anti-depressants, and anxiety drugs.  They 

presented findings indicating that psychotherapeutic intervention may be more effective than 

psychopharmacology with regard to long-term symptom reduction and stabilization.  The authors 

also discussed the role of informed consent, citing that medication requirement is based on the 

best interest of the MHC client but noting that clients were not always made aware of the 

dangers of such medications (Hughes & Peak, 2013).  Although the dangerous effects of 

psychotropic medications are well documented, research on this topic within a judicial setting is 

lacking, (Whitaker, 2010; Whitaker, 2015). 

Previous qualitative and mixed methods research.  Preliminary qualitative research was 

conducted on clients’ experiences of MHCs.  Previous researchers focused on: clients’ 

perceptions of procedural justice; clients’ general perceptions of MHC helpfulness; clients’ 

perceptions of voluntary participation, coercion, and legal competence; and clients’ perceptions 

of court proceedings and interaction with MHC staff (Canada & Gunn, 2013; Canada & Hiday, 

2014; Canada & Watson, 2013; Kennedy, 2013; Munetz et al., 2014; Pratt et al., 2013; Redlich et 

al., 2010; Wales et al., 2010).  A review of these studies shows generally positive participant 

reports of MHC participation and proceedings.  However, no qualitative researchers to date 

focused specifically on client experiences of the mental health care mandated in MHC or strictly 

African American clients’ experiences of MHCs. 

Canada and Watson (2013) measured perceptions of procedural justice amongst 80 

African American and Euro American MHC clients (interviewing 35), and found that they 
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generally felt satisfied about their interactions with MHC staff.  In their analysis they discussed 

client perceptions of validation, dignity, caring, and fairness, including client experiences of 

judges and other judicial staff and caseworkers. However, the authors failed to discuss client 

perceptions of mental health treatment provisions (Canada & Watson, 2013). 

Munetz et al. (2014) interviewed 35 African American and Euro American MHC 

graduates regarding perceived coercion, procedural justice, and program impact, comparing 

results with client experiences of assisted outpatient treatment (AOT), another form of court 

mandated treatment.  They indicated that MHC clients reported significantly less perceived 

coercion and higher rates of procedural justice than AOT clients.  Higher rates of procedural 

justice were correlated with higher rates of client treatment satisfaction and quality outcomes 

(Munetz et al., 2014). 

Pratt et al. (2013) conducted interviews with 51 newly enrolled MHC clients of various 

racial and ethnic backgrounds about their perceptions of coercion and procedural justice and 

compared results with the clients’ recidivism rates.  The authors found perceived coercion to be 

negatively associated with perceptions of recovery and higher recidivism rates amongst study 

participants.  African American clients showed higher rates of recidivism than others.  Findings 

did not indicate a significant relationship between perceived recovery and reduced recidivism 

other than a subscale involving ability to control psychiatric symptoms, possibly indicating a 

correlation between recidivism and self-perceived lack of self-control (Pratt et al., 2013). These 

authors expressed a need for more research regarding African American’s experiences of MHC.  

Wales et al. (2010) included a qualitative component with 80 MHC clients of various 

race and ethnicity in their study on client perceptions of procedural justice.  The study also 

included questions regarding clients’ favorite and least favorite aspects of MHC.  Most reports 
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were positive and many clients expressed their recognition of the importance of medication in 

their treatment process.   

Canada & Hiday (2014) also examined MHC client perceptions of procedural justice as 

correlated with participant early termination rates amongst clients of various racial and ethnic 

backgrounds.  Over half of the 80 clients in their study were African American.  Researchers 

found perceptions of procedural justice to be significantly associated with program completion.  

Researchers cited follow-up period symptom severity and substance use as control variables and 

reported that both were commonly associated with decreased treatment adherence indicating that 

they were barriers to treatment adherence (Canada & Hiday, 2014). 

Redlich et al., (2010) used mixed methods to examine client perceptions of voluntariness 

and procedures of MHCs at the beginning of their participation.  They surveyed 200 MHC 

clients of various race and ethnicity in two MHCs and found indications that clients were often 

not aware of enrollment details (e.g. requirements, eligibility, or withdrawal process), intelligent, 

or voluntary.  Just over half of the clients reported their participation to be voluntary.  However, 

a similar number of clients also reported that they were not informed that participation was 

voluntary and the majority of clients believed that someone other than themselves had made the 

final decision for them to enter MHC (Redlich et al., 2010).   

Most clients reported finding their participation in MHC to be advantageous and 

approximately 50% could list no disadvantages to participation (Redlich et al., 2010).  The 

researchers reported finding clients to be generally knowledgeable of MHC proceedings and 

requirements, but many reported not understanding that pleading guilty to their offense was a 

condition of enrollment.  Many clients also believed that their mental health conditions would be 
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cured if they successfully completed MHC.  Clients with greater insight regarding their mental 

health problems were more likely to view participation as voluntary (Redlich et al., 2010). 

Kennedy (2012) collected qualitative and quantitative data from 10 Euro American, 

African American, and Latino MHC clients regarding the helpfulness of MHC. The researcher 

used interviews to explore clients’ perceptions of MHC helpfulness with regard to mental health 

treatment, finding employment, and obtaining housing.  Two of the ten MHC clients were 

African American, but Kennedy (2012) did not state whether they were among the six 

participants included in the study.  Two of eleven survey questions pertained specifically to 

therapy and participants reported generally positive MHC experiences.  Kennedy (2012) 

minimally discussed client treatment experiences, stating that two participants reported therapy 

to be helpful and two other participants requesting more structure in their therapy.  

Canada and Gunn (2013) also interviewed 26 MHC clients of various race and ethnicity 

regarding perceptions of factors important in recovery in a mixed methods analysis comparing 

participant perceptions of social support and outcomes.  Researchers reported clients regularly 

citing factors of structure, accountability, supportive services, treatment resources, facilitating 

motivation, and social support being associated with treatment success.  Upon qualitative 

analysis, researchers reported no connection between client social support and treatment 

adherence or sanctions (Canada & Gunn, 2013). 

 Many of these studies discuss MHC clients’ perception of procedural justice and 

interaction with MHC staff, most commonly with judges, as a positive factor in the MHC 

process.  Few, if any, discuss in depth the role of therapy other than medication adherence and 

little attention is paid to modality and effectiveness of psychotherapeutic intervention.  The 

overuse of medication by practitioners and its use as a substitute for effective psychotherapeutic 
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interventions is an occurrence often criticized in mental health literature (Whitaker, 2010; 

Whitaker, 2015).  Many medications are designed to manage symptoms and are linked to long-

lasting negative side-effects, whereas various psychotherapeutic interventions were found to 

facilitate not only symptom reduction but long-term personality change (Whitaker, 2010; 

Whitaker, 2015).   

Conclusion 

The literature discussed throughout this section indicates a systemic marginalization of 

African American males via incarceration and lack of access to mental health care.  There also 

exists a lack of research documenting this demographics’ experiences in diversion programs 

currently being utilized to reduce recidivism rates amongst those experiencing mental illness.  I 

believe it is imperative to give these clients a voice and explore their experiences for the benefit 

of the clients themselves, mental health practitioners, and the counselor education community.      
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APPENDIX B  

EXTENDED METHODOLOGY
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The purpose of this study was to understand young adult (ages 17-40) Black males’ 

experiences of MHC mental health care.  Black men are more at risk of incarceration and lack of 

access to mental health resources than any other population and are heretofore underrepresented 

in qualitative research on MHC’s (Alim et al., 2006; Carson & Sabol, 2012; Centers for Disease 

Control and Prevention, 2011).  Qualitative research is often utilized when the researcher is 

focused on individuals’ attitudes, beliefs, behaviors, experiences, and interactions. I utilized a 

phenomenological approach to seek a deeper understanding of participants experiences of this 

particular phenomenon (Patton, 2002).   

In this chapter I provide information on using phenomenology to understand the 

experiences of young adult Black males in mental health courts. First, I describe phenomenology 

and explain why it was the most appropriate qualitative research method to answer the research 

question. Next I describe procedures including selection of participants, measures used, and the 

research team.  I include a detailed approach to data analysis, validity measures, and limitations.  

Lastly, I explain measures used to ensure trustworthiness and authenticity.  

Phenomenology 

I utilized Moustakas’ (1994) transcendental phenomenological approach in seeking to 

understand young adult Black male perceptions of mental health care within an MHC.  

Moustakas drew from the work of Husserl (as cited by Moustakas, 1994) in designing a 

qualitative approach to research focused on understanding essences of a particular phenomenon 

through the meanings that experiencers attribute to that phenomenon.  My engagement in 

phenomenology involved an attempt to step outside of our own understanding of reality in order 

to more deeply explore and assimilate participant experiences (Moustakas, 1994).  Seeking to 

understand participants’ shared meaning-making processes involved discussing, documenting, 
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and analyzing accounts of their experiences.  Exploring the realities faced by young adult Black 

MHC clients was achieved by first reflecting on the societal trends faced by many 

representatives of this demographic. 

Research Questions 

 The central research question of the study was “What are young adult Black males’ 

perceptions of mental health treatment from MHC treatment providers?”  By answering this 

question I sought to address: 

• What are clients’ perceptions of treatment?  
 

• What are clients’ experiences with MHC treatment modalities? 
 

• How helpful or harmful do clients find current treatment to be? 
 

• How do clients feel about the circumstances of treatment provisions? 

Setting 

I conducted data collection in three misdemeanor and felony mental health courts using 

purposive sampling. All three courts were located in the same Southwestern city.  My research 

focused on this demographic due to previously mentioned risk factors including their 

overrepresentation in the judicial system and underrepresentation as recipients of mental health 

care (Alim et al., 2006; Carson & Sabol, 2012; Centers for Disease Control and Prevention, 

2011).   

Misdemeanor MHC 

Misdemeanor MHC is a pre-adjudication diversion court offering case dismissal to 

misdemeanor offenders upon completion of a six-month program.  During this time period 

treatment team members consisting of judges, assistant public defenders, assistant district 

attorneys, case-workers, and probation officers work with clients to ensure outpatient treatment 
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participation, medication compliance, drug and alcohol abstinence, employment, and housing.  

At the time of the study the court served approximately 50 participants of the following 

demographics: 76% Black, 24% White (including Latino), 52% male, and 48% female. 

Felony MHC One 

Felony MHC one offers felony probationers with a qualifying mental health condition 

and a pending motion to revoke probation an opportunity to maintain probation compliance.  

This means that by completing the program successfully participants can avoid possible long-

term incarceration.  Expectations are similar to Misdemeanor MHC, but program length is 

approximately 12 months or longer.  At the time of the study the court served approximately 36 

participants of the following demographics: 64% Black, 36% White (including Latino), 66% 

male, and 33% female. 

This felony pre-adjudication diversion court seeks stabilization for nonviolent offenders 

with mental illness and offers case dismissal to misdemeanor offenders upon completion of the 

program.  The program participation time is indefinite and goals and protocol are similar to 

Misdemeanor MHC and Felony MHC One.  The court is staffed by a similar treatment team and 

presided over by the same judge as Misdemeanor MHC.  At the time of the study the court 

served approximately 24 participants of the following demographics: 75% Black, 25% White 

(including Latino), 58% male, and 42% female. 

Felony MHC Two 

Participants 

Qualitative research is best conducted by purposefully selecting research sites and 

participants that will help the researcher more deeply understand the research questions 

(Creswell, 2014).  Creswell (2013) suggested collecting data from 3-10 participants when 
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conducting phenomenological research or continuing until data saturation is reached.  Data 

saturation occurs when new information ceases to arise from interviews. 

I attended staffing meetings for the three courts as a guest of the Assistant Public 

Defender.  During staffing meetings I considered voluntary Black male clients ages 18-40 as my 

research study participants.   I selected clients who had been in the respective programs a 

minimum of three months, a number that was suggested by the Public Defender’s Mental Health 

Division Supervisor.  Her rationale for this number was based on her experience with clients’ 

orientation, stabilization, and acclimation to the programs.  She reported clients needing a 

minimum of three-months experience of treatment in order to begin benefitting from medication 

and/or other interventions, and to be able to describe any changes they had experienced.  I 

considered findings in relation to participant time spent in the program in Discussion. 

I was introduced to 18 potential participants by the Assistant Public Defender 

representing them in the three courts on their scheduled court-days.  He informed participants 

that they had no obligation to speak with me, that study participation was completely voluntary, 

and that in no way would their decision affect their participation in the program, before leaving 

to allow me to request their participation and explain informed consent (Appendix E).  Two 

potential participants declined to participate, and two reported not identifying as African 

American upon completing a Demographic Questionnaire.  Two more participants did not appear 

for interviews, one due to a series of no-shows, and one being taken into custody during court on 

the day of our interview.  I considered a number of other candidates but was unable to approach 

them due to their absconding, being incarcerated, being found incompetent, or being denied 

access by the Assistant Public Defender due to their having open cases and impending evidence.   
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I did not select only “model” participants.  Some of the participants I spoke with were 

struggling with continued substance abuse in the program and some had received multiple 

sanctions for violating rules.  I chose to interview participants regardless of sanctions because I 

wanted a well-rounded understanding of the program, not just one provided by model 

participants.  I believe that participants were able to speak to insufficiencies in getting their needs 

met and challenges in the program in a way that model participants were not.  This form of data 

triangulation also helped to tease out any misinformation provided by struggling participants in a 

way that reflects on their view of themselves, expectations of society, and of treatment team 

members. 

Participants (described in Table C. 1.) ranged in age from 21-40 and had been arrested for 

a variety of offenses including possession of a weapon, assault, theft, and failure to register as a 

sex offender.  Participant diagnoses included schizoaffective disorder, bipolar disorder, and 

schizophrenia.  County providers do not cover treatment outside of the range of these disorders 

and major depressive disorder, making such a diagnosis a prerequisite for the program.  Most 

participants reported being single and having obtained a high school diploma or GED.  

Participant reported varied incomes.  Participant time spent in program varied from 3-6 months.  

The majority of participants were clients from Misdemeanor Mental Health Court One, though 

there were two participants from Felony Mental Health Court 1, and two participants from 

Felony Mental Health Court 2. 

Table C.1  

Participant Demographics 

Name Age Program Time in 
program 

Criminal 
Offense 

Diagnosis Education Marital 
Status 

Monthly 
Income 

Isaiah 31-
40 

Misd. MHC 6 months Misdemeanor 
possession of 
illegal weapon 

Schizoaffective 
disorder, 
bipolar type 

GED Married $800 
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*As reported by participant 

 Participants reported attending various forms of treatment during MHC.  Treatment 

modalities included medication, anger management class, dual diagnosis class, peer-to-peer 

support group, twelve step meetings, and individual counseling.  All participants (N = 12) 

reported receiving medication from outpatient providers.  Five participants reported participating 

in anger management classes taught by an unlicensed clinician.  One participant reported 

participating in dual diagnosis groups led by a licensed clinician.  Two participants reported 

attending peer-to-peer support groups facilitated by group members.  One participant reported 

attending twelve step meetings, and one participant reported attending individual counseling for 

a period of eight weeks. 

Table C.2  

Participant Treatment Formats 

DeShawn 21-
30 

Misd. MHC 6 months Misdemeanor 
assault 

Bipolar disorder GED Single $622 

Rodney 31-
40 

Misd. MHC 5 months Misdemeanor 
domestic 
assault 

Schizophrenia Two-year 
college 

Single - 

Terrell 21-
30 

Felony 
MHC One 

14 months Felony assault 
& retaliation 

Schizoaffective 
disorder 

GED Single $733 

Delwyn 31-
40 

Felony 
MHC One 

3 months Felony failure 
to register as a 
sex offender 

Schizoaffective 
disorder, 
bipolar type 

GED 
 

Divorced $0 

Wendell 31-
40 

Misd. MHC 4 months Misdemeanor 
theft 

Bipolar disorder Trade 
School 

Single $1,600 

James 21-
30 

Felony 
MHC Two 

4 months Felony assault 
with a deadly 
weapon  

Schizophrenia High 
school 

Separated $0 

Michael 21-
30 

Felony 
MHC Two 

3 months Felony child 
endangerment 

Bipolar disorder High 
School 

Single $693 

Trevon 21-
30 

Misd. MHC 3 months Misdemeanor 
theft 

Schizophrenia 
& bipolar 
disorder 

High 
School 

Single $925 

Jaquan 21-
30 

Misd. MHC 3 months Felony family 
violence 

Schizophrenia High 
School 

Single $603 

Kevin 31-
40 

Misd. MHC 3 months Felony 
- 

Schizophrenic 
bipolar 
disorder* 

High 
School 

Single $7,333* 

Wayne 21-
30 

Misd. MHC 3 months - Schizophrenia High 
School 

Single - 
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Name Medication Anger 
Management 

Class 

Dual 
Diagnosis 

Group 

Peer-to-
Peer 

Support 
Group 

Twelve Step 
Meetings 

Individual 
Counseling 

Isaiah X X     
DeShawn X      
Rodney X      
Terrell X X X    
Delwyn X   X   
Wendell X    X  
James X X     

Michael X   X  X 
Trevon X X     
Jaquan X X     
Kevin X      
Wayne X      

 

Measures 

 I utilized a recruitment script, demographic questionnaire, and informed consent 

(Appendix E) to introduce potential participants to research participation procedures, and to 

establish participant eligibility for the study.  The recruitment script included a brief introduction 

to the researcher, purpose of the study, participation procedures, and reimbursement to 

participants.  The questionnaire included questions pertaining to participant age, race/ethnicity, 

monthly income, education level, treatment modalities, and time spent in MHC.  Informed 

consent included topics covered in recruitment script, as well as foreseeable risks, benefits to 

participants or others, and confidentiality. 

Protocol for First Interviews 

I used a semi-structured protocol (Appendix E) to guide interviews.  I entered interviews 

with a standardized list of open-ended questions and used participant mood, forthcomingness, 

and talkability to guide my follow up questions and prompts (Patton, 2002).  My interview 

protocol evolved during my first five interviews and stayed consistent during interviews seven 

through 12.  I altered the initial interview protocol to address clients’ elaboration of particular 

responses and specificity related to responses.   My first interview protocol utilized a small 
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number of short open-ended questions leaving the expectation of elaboration up to the client.  In 

altering my approach I added more substance and specificity to follow-up questions in a way that 

successfully elicited more information from the majority of interviewees.  The interview 

questions included: 

1. What treatment formats have you attended in MHC? 

2. What are your feelings about clinicians providing treatment? 

Protocol for Member Checking 

Creswell recommends member checking in order to assure validity of research team 

findings (Cresswell, 2014).  This process involves taking themes back to participants and 

verifying accuracy.  I used member checking with all available participants to verify accuracy of 

our research team’s interpretation of passages from participants’ interviews (Creswell, 2014).  I 

met with eight participants briefly on scheduled court days in the public defender workroom.  

With each participant I explained our themes and a few selected passages from their interview 

that the research team believed fit within these themes.  Participants agreed unanimously that our 

themes were relevant to their experiences and that they correctly represented the selected 

passages.  I also verified discrepancies in codes with participants and was able to clarify 

terminology or phrases that fellow researchers and I did not understand.  Participants helped me 

not only to further develop my codes but also offered explanations or codes of their own.  

Self-as-Researcher 

In order to define the phenomenological approach, it is first necessary to discuss my own 

background as it has drawn me to explore this topic and influences my position as a 

phenomenological researcher.  In seeking to more deeply understand Black males’ mental health 

care experiences within the judicial system I was aware of my outsider status.  As a White male 
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and a mental health provider/researcher, I am a member of a dominant power structure 

responsible for the present and historical exploitation of many members of Black communities.  I 

was also engaging individuals at a time when they may feel coerced and vulnerable, possibly 

viewing me--whether they are aware or not--as an extension of oppressive forces currently acting 

upon them.  It is unavoidable that my physical presentation influenced participant perceptions 

and experience of interacting with me.  I addressed this in the majority of my interviews by 

asking participants what it was like to discuss issues of race with a white person. 

However, I was also in a unique position to engage in this research.  I have some 

background in working with clients in a judicial setting and a number life experiences that 

instilled in me a passion for exploring individuals’ experiences with incarceration and mental 

health treatment.  I was raised upper-middle class in a southwestern city.  As a male member of 

the majority culture I experience a degree of privilege in my life that I began recognizing in early 

adolescence and which I continue to recognize today.  I also recognize my own prejudices along 

with oppression faced by others and sometimes myself.  As a young adult I directly observed and 

experienced the impact of incarceration and mental health disorders on people’s lives and 

families in both my personal and professional life.  I also witnessed family members’ experience 

mental health problems and watched friends and clients be incarcerated for mental health 

reasons.  In these experiences I noticed that people of different socioeconomic status, race, and 

ethnicity are often affected by these phenomena in varied ways.   I have witnessed people of 

lower SES and non-majority race/ethnicity being more likely to face gaps in mental health care 

and harsher consequences, such as incarceration, for behavioral health related issues.  The 

empathy I feel for people faced by these struggles inspired me to become a mental health 

counselor.   
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During my education and initial years of master’s and doctoral internship I took a 

cognitive behavioral approach to working with individuals experiencing addiction and emotional 

distress related to early childhood trauma.  During this time I worked as a counselor in both 

private and judicial residential substance abuse treatment centers, community mental health 

clinics, and private practice.  Within these settings I continued to notice factors of privilege and 

oppression faced by clients seeking mental health treatment.  My experiences were congruent 

with research that clients of privilege seemed to have better access to care with more 

comprehensive care available to them, whereas clients of lower SES and those of non-majority 

cultures were more likely to become involved in the judicial system for mental health related 

concerns. 

Racial/ethnic minority groups’ experiences of oppression stood out to me within these 

settings.  As evidenced in the literature, African Americans remain more at risk in areas of 

mental health and incarceration than any other group.  Being a member of the dominant majority 

culture I have sought a deeper understanding of oppressive dynamics throughout my adult life.  I 

ask myself questions such as: Why are things this way?, How did we arrive here?, and What is 

my involvement in this process?  My answers come from my understanding of history and 

observations in my own life.  In looking at American history, racism often took more overt forms 

that are now insidious and systemic.  Systemic oppression seems easier for people to overlook, 

given many peoples’ adherence to a societal doctrine of “colorblindness” and widespread denial 

of oppression.  I see these beliefs predominantly in the dominant culture where they are 

formulated into policy and then often internalized by oppressed groups.  This process is well 

documented in judicial and medical settings but less so in judicial diversion programs such as 

MHC.   
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I spent 18-20 hours sitting in on staffing meetings and court proceedings as well as 

meeting with judges, assistant public defenders, assistant district attorneys, and case managers 

from each court previously mentioned.  In observing court proceedings, I noticed that clients 

were from diverse racial/ethnic backgrounds, often lower SES, and appear at different levels of 

insight and motivation for change (Prochaska & DiClemente, 1983; Prochaska, DiClemente, & 

Norcross, 1992).  Both judges informed me that a large part of MHC treatment involved 

educating clients about their diagnoses, a matter I will address in interviews.  I also witnessed a 

degree of avoidant behavior in some clients.  Clients sometimes lied to judges or caseworkers 

about their behavior outside of court, and their lies were exposed by drug tests or caseworker 

communications with employers.  Some clients also presented in court as aloof and low-

functioning when records of their behavior outside of court indicated them to be more aware and 

high functioning than they presented themselves to be.  It is possible that some participants 

exhibited manipulative behaviors during qualitative interviews, viewing me as an official of the 

court.  In my approach did my best to differentiate myself from court officials through casual 

attire, explanation of my position as a researcher, and use of counseling skills to establish rapport 

(Zegarac, Bhatti, & Caley, 2015).  I also worked to convey empathy, genuineness, and 

unconditional positive regard during interviews in order to build rapport and express my 

intentions in research to participants (Rogers, 2014). 

My research team shared my interest and passion in this subject and brought their own 

perspectives and experiences to data analysis.  Both team members were graduate -level 

counseling students at the University of North Texas.  One member, in her third year of doctoral 

study, was a 25-year-old Latina with an M.S. in counseling and previous experience providing 

addictions and mental health counseling in various settings.  The other team member was a 26-
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year-old Hispanic male and a masters-level counseling student currently in practicum at a 

community agency.  Before data analysis I led the team discussing our assumptions and biases 

related to the topic of MHCs and the racial disparities.  It should be noted that my research team 

began with another team member who was released from the research team after initial meetings 

but before data analysis.  She was a 26-year-old Black female also with an M.S. in counseling 

and experience providing addictions and mental health counseling in various settings in addition 

to working with adolescents and crisis intervention. 

Procedures 

 In preparation for my study I obtained Institutional Review Board (IRB) approval, 

reviewed literature, recruited participants, and conducted interviews. As I met with participants I 

followed all protocol and provided copies of informed consent to each participant.  Requests for 

participation were noncoercive in that it was made clear to potential participants that: (a) 

research participation is completely voluntary and not a requirement or factor in their current 

legal proceedings; (b) participants may withdraw from the study at any time; and (c) the 

researcher is in no way a member of the MHC treatment team (Moustakas, 1994).   

Another consideration of vulnerability is mental incompetence.  As previously 

mentioned, I screened potential participants for limited intellectual ability prior to interview.  

These processes involved speaking with Public Defender’s Mental Health Division supervisor 

and Assistant Public Defender throughout participant selection and data collection processes 

(Creswell, 2014; Patton, 2002). 

I conducted a comprehensive review of research from peer-reviewed scientific journals 

and government data sources in order to discuss the precedent for this study (Moustakas, 1994).  

I used no sources other than participant interviews in collecting data, but did occasionally consult 
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assistant public defenders, assistant prosecutors, and case managers for clarification on 

terminology, treatment modalities, and treatment procedures.  Final results were discussed within 

the context of previously reviewed literature. 

Recruitment 

The Assistant Public Defender introduced me individually to potential participants on 

scheduled court days.  He informed them that they had no obligation to speak with me, that study 

participation was completely voluntary, and that in no way would their decision affect their 

participation in the program, before leaving to allow me to request their participation and explain 

informed consent.  I explained my research to participants using the Recruitment Script and 

offered $20.00 in gift card incentives in exchange for study participation.  I scheduled interviews 

within two weeks of introduction in the Public Defender Workroom directly outside of each 

respective court room. This room was easy to access and open for public use, but separate from 

the courtroom to ensure a sense of safety and confidentiality.  Prior to interviews I explained 

confidentiality and assured participants that I was in no way affiliated with the court, law 

enforcement, or any other organization with vested interest or authority.  I obtained informed 

consent and permission to audio-record interviews.   

Interviews 

I conducted 60-minute individual in-depth interviews with participants.  My intent was to 

conduct research in a setting natural to the phenomenon being explored (Creswell, 2013).  This 

immersion into the context of the phenomenon contributes to data as participants are able to 

speak to their experience as it takes place.  I ensured that interviews took place away from court 

proceedings and any court officials or MHC staff to minimize possible participant feelings of 

mistrust or coercion.  I used an interview guide and open-ended questions in a semi-structured 
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format (Hesse-Biber & Leavy, 2011; Patton, 2002).  I informed interviewees that I would follow 

up with them for member-checking within approximately 30-days.  I selected participants and 

conducted interviews until new insights or properties ceased to arise and data saturation was 

reached (Creswell, 2014).  I began noticing saturation after 10 interviews, conducted two more 

for assurance, and arrived at a final sample of 12. 

Analysis of Data 

I utilized services provided by Rev.com (https://www.rev.com) to obtain transcriptions of 

my interviews and sought assistance from my research team in data analysis.  I reviewed all 

transcriptions while listening to interviews to correct transcription errors and listened to 

interviews additional times to immerse myself in the data during this phase.  I followed the four 

steps for phenomenological analysis suggested by Patton (2002) based on the framework of 

Moustakas (1994). The four steps included: (a) epoche, (b) phenomenological reduction or 

bracketing, (c) imaginative variation, and (d) formation of a unified statement.  The research 

team met weekly for 11 weeks during data analysis.  During our first meeting I conducted a two-

hour training in which I introduced research team members to the study purpose, methodology, 

data analysis, and overall expectations and fielded questions.  The following section provides 

more detail about each of the four steps conducted during our subsequent meetings outlined in 

Table C.3.  

Table C.3  

Steps in Qualitative Data Analysis 

Epoche During epoche the research team engaged in individual 
self-reflection to document personal biases and 
preconceptions related to subjects and research 
questions prior to data collection.  We explored personal 
biases and preconceptions in group discussions during 

https://www.rev.com/
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weeks one and two.  We documented assumptions in 
order to revisit them during data analysis. 

Phenomenological 
Reduction (Bracketing) 

The research team conducted bracketing by individually 
reading through transcripts one through five, marking 
and interpreting passages relevant to research questions.  
Upon using these interpretations to construct a coding 
manual (see below), the team revisited the bracketing 
process and applied codes and themes to data to all 12 
interview transcripts.  The team reached inter-coder 
agreement of 99.5% in applying codes to data. 

Imaginative Variation The research team conducted imaginative variation by 
comparing our interpretations and developing a coding 
manual from our findings.  The team organized data into 
themes representative of all three coder interpretations 
and agreed upon individual codes representative of all 
findings pertinent to research questions.  I conducted 
member-checks to verify accuracy with available 
participants and the research team returned to bracketing 
process (above) to apply codes and themes to all twelve 
interviews.  I continued to member-check with 
remaining participants as coding progressed. 

Unified Statement I used our teams coding manual and coded transcripts to 
summarize findings and construct a unified statement in 
the Extended Findings section.  This served to create 
rich textural description of participants lived 
experiences. 

 

Epoche 

Seeking a deeper understanding of young adult Black male experiences of MHC mental 

health treatment required me to channel Husserl’s concept of epoche (Moustakas, 1994).  Epoche 

consists of seeking self-transparency and openness to new information in a naïve state of 

perpetual beginning.  I sought to put aside my preconceptions in order to enter the domain as a 

beginner and gain new perspectives from my participants.  I began the process of seeking 

transparency in exploring my own background, motivations, and preconceived ideas of mental 

health, economic disparity, and oppression.  Continuing on this course required a balance of 

keeping myself present, conscious, and aware, while working to accept what appeared with a 
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pure state of mind free of pre-judgement and an attitude of receptiveness (Moustakas, 1994).  My 

goal was to increase awareness of my assumptions so that I could be better prepared to analyze 

the data as objectively as possible. 

I practiced epoche through journaling and peer consultation before, during, and after 

collecting data.  Before collecting data I considered my position as the researcher by writing 

about my motivations and biases in approaching data. I consulted with colleagues and peers 

locally and nationally about my biases and desire to step outside of my frame of reference.  This 

process allowed me thought, time, and space to consider my position as a researcher entering an 

unfamiliar domain.  I journaled regularly about these experiences and continued writing after 

each interview throughout data collection in order to document my own journey, remain aware 

of new insights about myself, and continue considering the subject at hand.  Journal topics 

included my own feelings and observations of interviews, as well as my own development as a 

researcher in counselor education.   

My co-researchers and I also engaged in epoche during our first few meetings as a team 

in order to document and bracket our biases together.  My initial research team met five times to 

discuss our own experiences with racism and to document our own biases with regard to race, 

gender, mental health, and incarceration.  We documented themes that arose during our meetings 

and discussed maintaining awareness of personal biases in order to engage in epoche when 

analyzing data.   

I replaced a member from this initial research team, however, and used our notes to brief 

a new replacement member during my first meeting with him.  We then met as a team and 

engaged in a similar discussion of epoche as my previous team had, continuing until all parties 
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felt biases had been exhausted, all themes had been documented, and we had discussed how to 

approach data with awareness of our biases.  

Phenomenological Reduction 

Our next task was to provide descriptions of participant experiences through 

phenomenological reduction (or bracketing, Moustakas, 1994).  Husserl (as cited by Moustakas, 

1994) observed that “perception is the medium,” indicating the importance of using our 

experience of the phenomenon as the researchers in creating a description of the phenomenon at 

hand.  This process involved looking at participant experiences, describing them, returning to the 

experiences, and describing them again repeatedly, each time from a new perspective modified 

by consciousness of the previous perspective.  The process continued until we formulated a rich 

and textured description that incorporated our own relationships within the process.  This 

undertaking involved a degree of self-reflection in calling upon our own experiences of what 

participants presented in order to interpret textures and meanings and correct illusion 

(Moustakas, 1994).  

I provided my research team with unmarked copies of the first five interview transcripts, 

the Phenomenological Reduction or Bracketing Handout (Appendix E), and a Bracketing 

Worksheet (Appendix E).  We worked separately and read through the first five transcripts 

multiple times, highlighted passages that stood out to us as pertinent to the research questions, 

and provided our own textural descriptions of these passages in a bracketing worksheet.  We then 

individually constructed a texturally descriptive passage summarizing each participant’s 

experiences (Moustakas, 1994).  This description incorporated textures and perceived meanings 

in an interweaving personal narrative (Moustakas, 1994).   
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We resumed as a group to discuss our findings from bracketing using the process of 

horizontalization (Moustakas, 1994).  Horizontalization is a limitless process of discovery in 

which we attributed equal value to all phenomena as we reflected on our own perceptions of 

experience.  In other words, no participant’s experience was valued more or less due to the 

personal assumptions or biases of the research team.  New horizons arose as previous horizons 

receded in an endless process until we, the researchers, discontinued perception.  This process 

involved discussing all passages that we highlighted including repetitive information and 

passages we did not all agree were relevant.  We discussed our textural descriptions of these 

passages, or horizons, and sought to understand how our own biases and perceptions contributed 

to any discrepancies in individual attribution of meaning.  As we delved into our own conscious 

process through each horizon, Husserl instructed that we would come closer to disclosing the 

nature and essence of the phenomenon by reflecting on our own internal process and awareness 

(Moustakas, 1994).   

During this process we began to form a team conceptualization of participants’ lived 

experiences by agreeing upon and narrowing down data into agreed upon relevant passages, or 

meaning units.  Meaning units consisted of quotes from the data that we agreed represented the 

participants’ lived experience.  No data was discarded if even one research team member still 

believed it to be pertinent to the experience under investigation after discussion, but some units 

were merged, collapsed, or discarded when we determined they were redundant or superfluous.  

Continuing to use the Bracketing Worksheet format, we compiled lists of approximately 40-80 

meaning units per participant interview along with their respective horizons. 

Imaginative Variation 

Imaginative variation was the next step in the phenomenological process (Moustakas, 
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1994).  This step involved continuing to align our horizons through imagination and perspective 

taking.  Through imaginative variation we built on our reductive process in seeking the how and 

the what that was created through reduction.  It involved an analysis of positions, roles, and 

functions in search of how participant experiences came to be (Moustakas, 1994).  

During this phase we focused on the essence of the phenomenon and dismissed facts in 

order to find meaning.  Husserl specifically emphasized the irrelevance of facts in constructing 

meaning (Moustakas, 1994).  The imaginative variation process relied on reflection, 

contemplation, and explication with descriptive fullness in seeking essence.  This phase later 

allowed us to derive structural themes from the textures described in phenomenological 

reduction with considerations of “time, space, materiality, causality, and relationship to self and 

to others” (Moustakas, 1994, p. 18).  The final product was a description of essential structures 

of participant experiences of mental health treatment in MHC. 

Steps included: 

• “Systematic varying of the possible structural meanings that underlie the textural 
meanings; 

• Recognizing the underlying themes or contexts that account for the emerging 
phenomenon; 

• Considering the universal structures that precipitate feelings and thoughts with 
reference to the phenomenon, such as the structure of time, space, bodily concerns, 
materiality, causality, relation to self, or relation to others; 

• Searching for exemplifications that vividly illustrate the invariant structural themes 
and facilitate, the development of a structural description of the phenomenon.” 
(Moustakas, 1994, p. 18-19) 

We continued to discuss meaning units and sought agreement on the horizons attributed 

to them.  We analyzed discrepancies in horizons within the context of our previous discussion of 

epoche and our awareness of personal biases.  As we analyzed our interpretations and reached 

agreement on discrepancies we also reduced our textural descriptions to short phrases that we 
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believed embodied the essence of meaning units.  Between team meetings I reviewed all phrases 

and used them to formulate a preliminary code list, using actual words from the phrases, or terms 

that seemed to best embody present meanings.  Further discussion, alteration, and discarding of 

horizons facilitated our development of a preliminary coding manual and seeking themes 

amongst 30 codes. 

We sought convergent and divergent themes amongst the newly formulated codes, 

organizing them into themes to construct a “coherent textural description of the phenomenon” 

embodied by participants’ diverse perspectives of experiences supported by quotations and 

evidence (Moustakas, 1994, p. 97; Patton, 2002).  We wrote each code down on a separate note 

card and physically moved them around on a large table until we developed five initial themes 

(Moustakas, 1994; Patton, 2002). We divided convergent themes into categories of internal 

homogeneity (connected) and external homogeneity (categorically distinct, Patton, 2002).  

External homogeneity contributed to data richness by providing differing accounts of similar 

procedures.  It also helped with trustworthiness in analyzing consistency.   

We used the preliminary coding manual to code meaning units from interviews 1-5 and 

met to discuss inter-coder agreement. As we continued to develop the coding manual one 

additional divergent theme arose.  Examining divergence involved fleshing out patterns, 

bridging, and surfacing new information (Patton, 2002).  Our new theme served to connect our 

two previous externally homogeneous subgroups in our now finalized coding manual, and 

required us to go back and re-code interviews 1-5.  We met regularly to discuss inter-coder 

agreement and explore coder drift until we completed coding of all 12 transcriptions using the 

finalized coding manual, sometimes making small changes to terminology or codes.  We reached 

a mean agreement of 99.5% in final coding. 
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The research team relied heavily on their own consciousness and reactions to observed 

data.  In doing so the researchers took their focus off of the facts themselves, instead choosing to 

explore any conscious reaction that may arise in search of meaning and essence.  This process 

involved reflection, detailed description, and derivation of structural themes from their reduction.  

Through both individual and group analyses and discussion the team explored “universal 

structures that precipitate feelings and thoughts with reference to the phenomenon” (Moustakas, 

1994, p. 19).  Upon illustrating these structures the researchers sought to gain a holistic picture of 

participants’ lived experiences of mental health treatment in MHC and formulate a “unified 

statement of the essences of the experience of the phenomenon as a whole” (Moustakas, 1994, p. 

19).   

Unified Statement 

The final step in my research process was to integrate our descriptions into a unified 

statement describing the essences of the phenomenon in a holistic manner.  In this synthesis I 

separated the essence from my own perception and formulated a final truth.  Following my 

exhaustive study of the phenomenon, this truth represented my vantage point from a single time 

and place (Moustakas, 1994).  I obtained data in the form of first-person reports of participant 

experiences in MHC and then transcribed and analyzed interviews with the assistance of a 

research team in order to draw out themes of participant meaning-making experiences 

(Moustakas, 1994).  In exploring these topics I came to more deeply understand experiences of 

this demographic in MHC treatment (Patton, 2002).   

Accuracy 

I conducted member-checks with eight of 12 participants 4-6 weeks after initial 

interviews.  In these follow-up interviews I reviewed all themes with participants and sought 
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their feedback.  All participants verified that themes did indeed accurately describe their 

experiences.  I also checked with participants for accuracy of previously recorded statements and 

assigned codes, particularly for statements that the research team and I found to be ambiguous.  

Participants agreed that most codes were accurate with only a few corrections, and cleared up 

any ambiguities regarding my questions (Hesse-Biber & Leavy, 2011; Creswell, 2014).  One 

participant contributed to the coding process by offering his own code for some of his 

experiences, and we were able to merge some previous codes into this one.  Through efforts such 

as this I worked to create a collaborative relationship with all participants in analyzing the data.    

I was unable to meet with the remaining four participants for multiple reasons.  Three of 

them had graduated by the time I followed up with them. I was able to reach two of the graduates 

by phone, both of whom declined to meet.  The third graduate had a number that was no longer 

in service.  The fourth participant I sought a member check with did not show up for court on his 

scheduled day, which was subsequently my last day of data collection. 

Trustworthiness and Authenticity 

I considered a number of factors to ensure trustworthiness and authenticity for the study.  

Trustworthiness encompasses qualitative research credibility, transferability, dependability, and 

confirmability (Lincoln & Guba, 1986).  Authenticity consists of researcher reflexivity in judging 

one’s own perspective and fairness in approaching the values and perspectives of others (Patton, 

2002).  However, the terms validity, trustworthiness, and authenticity are also used 

interchangeably by some authors (Creswell & Miller, 2000; Creswell, 2014; Creswell and Miller, 

2000).  Creswell and Miller (2000) note the overlap between complicated terminology for 

validity and trustworthiness and recommend nine approaches to ensuring overall inquirer 

credibility.  I selected six of their nine measures based on my phenomenological approach and 
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constructivist paradigm Creswell & Miller (2000).  Creswell (2014) also recommended using 

multiple approaches in order to accurately understand participants’ perceptions and experiences 

and express them to the reader.  In seeking to do so the research team utilized various forms of 

triangulation, prolonged engagement in the field, researcher reflexivity, member checking, peer 

debriefing, consideration of transferability, and creation of a thick description (Creswell & 

Miller, 2000). 

I spent a significant amount of time observing court proceedings and conducting 

participant interviews so as to immerse myself in participant experiences for a prolonged time.  I 

shared my observations with research team members.  I also consulted with the judges, assistant 

district attorneys, assistant public defenders, and case managers of the MHC’s in order to ask 

questions and gain knowledge of the treatment process while preparing and conducting research.  

I used peer-debriefing with my research team to clarify my articulation of findings and maintain 

organization and member checks to verify data with participants.  I also utilized peer-debriefing 

with a peer, a recent doctoral graduate, who utilized a similar research design in her own 

dissertation, and was able to share her perspective on my coding manual and methodology (Guba 

& Lincoln, 1982; Creswell, 2014).   

I used a variety of triangulating approaches to seek trustworthiness (Guba & Lincoln, 

1982).  Triangulation is a method of utilizing multiple sources of information regarding the same 

subject to seek trustworthiness and offers researchers a method of ensuring trustworthiness by 

comparing multiple sources of information.  One way I triangulated data was by selecting 

participants from three different courts.  I also utilized investigator triangulation by seeking 

different perspectives from a coding team in a process that involved independent coding and 
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teamwork in discussing findings.  In conducting these measures I included discrepant 

information within findings in order to maintain study integrity (Patton, 2002).   

Another measure, reflexivity, requires researchers to consider the role of their own 

backgrounds, culture, and experiences play in their interpretation of a phenomenon (Creswell , 

2014).  Data analyses was shaped by the cultural backgrounds of our research team.  I am an 

agnostic, young adult, Euro American, male, academic from an upper-middle class Christian 

background.  Not only did my background influence my interaction with participants, but also 

the meanings I ascribed to data.  The other researchers carried their own biases according to their 

respective cultural orientations and lived experiences.  Selection of a culturally diverse coding 

team increased diversity of interpretation, but ultimately the direction of the study was 

influenced by team characteristics (Creswell, 2014; Patton, 2002).  We met as a team prior to 

beginning analysis to discuss and reflect on our own assumptions in order to ensure thorough 

reflexivity (Moustakas, 1994). 

I considered credibility by conducting member checks and seeking participant 

experiences in their own words.  We used their reports to develop codes and themes, and then I 

confirmed accuracy with participants.  I considered transferability with regard to how evenly 

data can be applied to the researched population on a larger scale (Guba & Lincoln, 1982).  To 

achieve this task I utilized purposive sampling to select Black male participants and included a 

thick and rich descriptions in analyzing data.  The purpose of these procedures was to examine 

the experiences of selected participants as they may apply to a larger demographic.  Whereas 

experiences of Black males in different locales may display distinct differences, researchers site 

themes of oppression and risk faced by this group nationwide (Alim et al., 2006; Carson & 

Sabol, 2012; Centers for Disease Control and Prevention, 2011; Gomez, 2015). 
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I considered dependability within the context of my research design by considering how 

well my co-researchers and I engaged in epoche, reflexivity, and sufficient data analysis (Guba 

& Lincoln, 1982; Moustakas, 1994).  Data analysis included continued use of triangulation 

during meetings and individual coding whereby our team conducted stepwise replication by 

working independently but remaining in communication regarding findings.  I consulted with my 

faculty committee members as a type of dependability audit to ensure proper steps in 

methodology as well.  I ensured confirmability through continued triangulation, practicing 

reflexivity, and a confirmability audit also conducted by my faculty committee (Guba & Lincoln, 

1982). 

Ethical Considerations 

Ethical considerations included judicial participants’ classification as a vulnerable 

population.  This classification necessitated that researchers remain aware and respectful of 

power differences and participant vulnerabilities including respect for participants’ vulnerable 

state in currently receiving mental health care, possible feelings of coercion in being under state 

supervision, and rights to confidentiality (Hesse-Biber & Leavy, 2011).   

I considered these factors in designing the study and addressed them with participants 

through a non-disclosure agreement, discussion of confidentiality, and informed consent.  

Confidentiality is of utmost importance in protecting participants and ensuring their safety not 

only in sharing openly during study participation, but also in having the opportunity to continue 

uninterrupted with MHC services. All participants were assured of their anonymity in study 

publication through use of pseudonyms.  Additionally, throughout my research, I did not disclose 

any of my findings to MHC staff, including court judges.    
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I presented findings regardless of their agreement or contradiction of previously 

conducted research.  Our analyses included discussion of conflicting information and 

incorporation of contradictory data within our final presentation.  This process ensured that data 

is more accurate and valid as well as being fully representative of participant accounts. 

Conclusion  

In this chapter I have explained how I used phenomenology to understand Black males’ 

experiences with MHC treatment modalities in mental health court.  Additionally, I described 

phenomenology and explained why this methodology was appropriate for this study and best 

suited to answer the research question. Finally, I described procedures including selection of 

participants, data collection, and data analysis, and explained measures used to ensure 

trustworthiness and authenticity. In the next section I will provide Results (Appendix C), 

followed by limitations and implications in the Discussion section in Appendix D.  
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APPENDIX C  

RESULTS
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In this chapter I presented the findings of a phenomenological study regarding Black 

men’s (N = 12) experiences of treatment in mental health court. My research team and I 

conducted our analysis utilizing an approach outlined by Moustakas (1994).  By coding the 

twelve transcribed interviews the research team identified three overarching themes and five 

subthemes displayed in Table D.1.   

Table D.1  

Themes 

Theme Description Examples 
Theme 1: Helpful 
Treatment Factors 

Factors that contributed to 
positive internal, relational, 
and behavioral growth in 
participants. 

      (See Below) 

Subtheme A: Internal 
Growth 

Participant experienced 
changes in thoughts and 
feelings positively 
correlated with emotional 
stability and social 
connection. 

• Receptive  
• Sense of purpose 
• Hope 
• Grateful 
• Normalized 
• Relieved 

 
Subtheme B: Relational 
Growth 

Participant experienced 
enhanced feeling of 
connectedness with others. 

• Racial equality 
• Understood 
• Community 
• Supported 
• Trust 
• Held Accountable 

 
Subtheme C: Behavioral 
Growth 

Participant experienced 
changes in behavior 
positively correlated with 
emotional stability and 
social connection. 
 

• In control 
• Responsibility 
• Motivated by 

incentive 
• Aware 

 
Theme 2: Discrepancy 
Factors 

Participant reacted to 
discrepancy between 
previously held beliefs 
about judicial system or 
mental health treatment 

• Ambivalence 
• Perception change 
• Torn 
• Conflicted about 

incentive 
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and current MHC 
experiences. 

Theme 3: Treatment 
Barriers 

Factors that negatively 
impacted treatment 

 

Subtheme D: Factors of 
Marginalization 

Participant experienced 
factors related to social 
exclusion and 
disenfranchisement.  These 
codes predominantly 
applied to circumstances of 
treatment (pre-treatment) 
experiences, and 
influenced participants 
during MHC. 

• Shame 
• Stigmatized 
• Hurt 
• Oppressed 
• Treatment needed 
• Isolated 

 

Subtheme E: 
Interpersonal Barriers 

Participant experienced 
barriers to treatment related 
to social disconnection and 
socially disconnecting 
factors 
 

• Resentment 
• Systemic coercion 
• Mistrust 
• Side-effects 
• Struggle w/ 

sobriety 
• Longing 
• Structure difficulty  
• Uninformed 
• Misunderstood 

 
 

 We found categorically distinct themes of helpful treatment factors, discrepancy factors, 

and treatment barriers.  Helpful treatment factors included three internally homogeneous 

subthemes of internal growth, relational growth, and behavioral growth.  Treatment barriers 

contained two internally homogeneous subthemes of factors of marginalization and 

interpersonal barriers (Patton, 2002).   All participants (N = 12) reported experiences within all 

themes and subthemes with the exception of two participants reporting no experiences of 

discrepancy factors.  We found connections between specific codes throughout, even between 

themes, which I will discuss further in the Discussion section. 
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Figure D.1. Flow of Themes 

Helpful Treatment Factors 

  Helpful treatment factors included factors and experiences reported by participants to be 

related to recovery and growth with regard to mental health concerns.  These factors reflected 

positive emotional and cognitive experiences reported by participants related to MHC treatment.  

We found subthemes of internal growth, relational growth, and behavioral growth.  These 

subthemes dovetailed together in that they were all part of positive treatment experiences and 

participant growth and were interrelated with one another rather than categorically distinct.  We 

found the subthemes to facilitate and influence each other in client cognitive, behavioral, and 

emotional change.  Whereas it is unclear which subthemes facilitated the others, the subthemes 

together create a clear picture of client growth. 

Internal Growth 

All participants (N = 12) reported internal growth.  This theme represented participant 

reports of positive cognitive and emotional changes related to experiences with MHC treatment.  

Participant Experiences 
of Treatment

1. Helpful Treatment
Factors

2. Internal Growth

3. Behavioral Growth

4. Relational Growth5. Discrepancy Factors

6. Treatment Barriers

7. Factors of 
Marginalization

8. Interpersonal Barriers
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Key features of this theme included participant reports of feeling receptive to new information; 

hope about future endeavors; feeling grateful for the MHC program in general; a sense of 

purpose amongst peers, family, or community; and a sense of relief from mental health 

symptoms; and/or normalization of their experiences with mental health symptoms through 

psychoeducation.  Participants described the following: 

My attitude [has changed]. My attitude, ‘cause like I say, when I was about 14, 15, 16, I 
wasn’t trying to hear nothing. Like, I was the type that I’d rather bump my head then 
listen. And now it’s like, I’d rather listen than bump my head. (DeShawn) 
 
What’s changed in my life is the way I take care of myself. I wanna take care of myself 
better now. I value that. I don’t value … I don’t … I had esteem issues, issues of esteem 
and I, I ain’t never had that before this sickness. Um, I’m feeling other people let me 
know I’ve got a purpose more so and I’m living on that. You know what I’m saying? I’m, 
I’m living on my purpose. My purpose here is I got a good purpose to just do something 
better with my life and my time. (Isaiah) 
 
It’s been great [MHC treatment]. It’s been great. You know, uh, as an African American 
black man, uh, I’ve seen that this program really does work. Um, I never thought that the 
program, I never thought too much about the program...I just signed. But, I think this 
program is one of the best programs that is offered, you know, for mental illness or for 
people that have mental illnesses. A lot of people with mental illnesses self-medicate, you 
know...This program helps people like that. It also helps people that, that have meltdown, 
breakdowns. (Delwyn) 
 
I began to learn that it’s, it’s not my fault that I’m going through this. It’s just a simple 
imbalance-…And it’s curable. Well, it’s not curable but it’s treatable. (Terrell) 
 

The majority of participants (n = 7) reported a shift in perception where they previously found 

themselves unable or unwilling to accept new information.  They reported a thinking and 

behavioral change allowing them to be more open-minded and to integrate new concepts gained 

in psychoeducational, group, or twelve-step interventions.  Some participants (n = 4) also 

reported feeling that their symptoms and experiences were normalized through these 

interventions.  In these instances, they reported a shift in perception regarding their own current 

and/or previous experiences with mental health symptoms that was brought about by 
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psychoeducation and trust in a treatment provider.  Whereas they may have previously associated 

symptoms with stigma or shame they now reported increased understanding that mental health 

symptoms are common, that people can live fulfilling lives with a diagnosis, and/or that mental 

health symptoms are a normal reaction to an abnormal situation rather than a personal failing.   

Most participants (n = 8) discussed feeling relieved at the symptoms reduction they 

experienced through program interventions including medication, placebo effect, social 

engagement, and therapy.  As one participant described: 

The doctors, I feel good interacting with them...Uh, the feeling that you, you, you talk to 
somebody. You now you feel relief. That relief feeling and it's like, you know, when you, 
when you talk to somebody and you basically got the weight off you shoulders-...You 
feel good afterwards because for the simple fact is afterward the things that you were 
worried about when you go in, you might not be worried about them things when you get 
out. You know, you feel good, you got your medication, I talked to my psychologist 
about this, you know what I'm saying? And she, she's got me, got me right, you know. 
You know, so, you know, you feel good. (Michael) 
 

Michael reported having a positive relationship with his doctor who he was able to talk to and 

trust.  He reported them having a strong rapport and feeling confidence and relief related to the 

treatment he received.  Some participants (n = 3) also reported specific or more general feelings 

of gratitude for MHC programs with regard to support received, mental health interventions, or 

increased social interaction.  These reports indicated a general sense of positivity related to 

interventions that does not fall within more specific codes.   

Half of participants (n = 6) reported feeling more hopeful about their future endeavors.  

They seem to have experienced and increase in confidence and self-esteem related to personal, 

professional, cognitive, behavioral, and/or emotional abilities.  Some participants (n = 5) 

described changing the way they viewed their interactions with others or acting in a manner that 

takes into consideration the example they set for others and showing more interest in how their 

behaviors affect those around them.  These participants reported taking on new views of 
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themselves regarding their role in community and interpersonal relationships.  One participant, 

Wendell, described changes as follows: 

The setback and the failure, people that were dependent on you to make it 'cause you 
done put in so much work to get there, to just lose it all. And, and that's really what ... 
You know I got a daughter, uh, that I reunited with after two years almost, um, her 
mother that I reunited with after that amount of time. My parents that didn't wanna have 
nothing to do with me anymore, now they do, you know, and it's because I, I believe it's 
because first God, and then he had orchestrated, I believe he orchestrated this. (Clears 
throat) He took ... He, he orchestrated all of this in play. (Wendell) 
 

Wendell reported difficulty with drug abuse and mental health symptomology for years but 

experiencing significant benefits from this program that facilitated him reconnecting and 

reuniting with family members.  He reported having participated in recovery and mental health 

programs all over the city and finding this one to be the most helpful. Participants often reported 

such internal changes fostering improvement in interpersonal relationships.   

Relational Growth 

All participants (N = 12) reported relational growth.  This theme was another helpful 

factor that was related to participants’ recovery and growth. It included participants reporting an 

enhanced feeling of connectedness with treatment team members, providers, or other 

participants, peers and family members.  This theme comprised participant reports of feeling 

racially equal in treatment; feeling understood by treatment team and/or providers; experiencing 

a sense of community within treatment settings; feeling supported and/or held accountable by 

treatment team members and/or providers; and trusting some treatment team members and/or 

providers.  Some descriptions of these positive experiences are as follows: 

So, you know, t's pretty good. It's a pretty good support group…ain't no racial 
profiling…it's our group…and get be heard and then hear and, and, and, you know 
grow…it really helps you grow. (Delwyn) 
 
Oh yeah. I, I, I feel like I could tell her a few...know what I’m saying…she said we can 
open up into groups, so I, I open up with, with her, whatever's on my mind. (Jaquan) 
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It’s comfortable…I’ll say it’s comfortable talking to them…Um, I'm not really scared to 
talk to them.  Like if it was a officer, yeah.  Yeah, that’s how.  Yeah, but my case 
manager, she can make, she makes sures I'm staying on track with everything. 
(DeShawn) 
 
Because she (case manager) make sure everything going right, and she, she helping me 
do stuff and make I get everything done and..She, she make sure I catch the bus and do 
what I got to do, and she, she just make sure I'm all right. That's all. (James) 
 

Participants regularly reported valuing the interactions they had with treatment team members 

and providers.  All (N = 12) participants reported feeling as though they were able to open up 

and benefit from sharing with case managers, counselors, group leaders, or psychiatrists in some 

form.  A couple (n = 2) of participants reported feeling that they were treated with equality 

regarding race and trusting that treatment team and providers did not discriminate or display 

racial prejudice towards them.  One half of participants (n = 6) reported feeling seen, heard, 

accepted, or validated by treatment providers.  Half of the participants also reported embracing 

social interaction with other program participants, treatment team, or provider in a way than 

emphasized a feeling of community and dispelled feelings of isolation.   

Almost all participants (n = 10) reported a positive feeling of support from treatment 

team members or providers.  Examples included being reminded or assisted in accessing mental 

health and supportive services.  As one participant, Isaiah, described:  

She (group leader) does it real good…She don’t, um, get out of order with it. She make 
sure that everybody is participating…she does pay attention to see if you're participating 
while you're there in the course and that's what I, I think is cool. (Isaiah) 
 

Six participants reported treatment team members or providers holding them accountable by 

asking for their participation, attendance, or action in a way that may or may not have included 

negative consequences. These expectations by the treatment team, participants reported, were 

intended with care and in the best interest of the participant by attempting to foster their sense of 

accountability and responsibility.  These instances were very significant as they were often 
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described by participants as being related to enhanced sense of personal responsibility.  

Participants described taking away from these interactions an increased sense of responsibility 

and recognizing that they were responsible for maintenance of their treatment both in and out of 

the program (See Behavioral Growth). 

Almost all participants (n = 11) reported at least some interactions with providers 

whereby they trusted them personally and professionally.  An example of this that stood out the 

most was Michael’s report of his experience with individual counseling: 

I would say talking to (counselor) about my problems. The counselor…Mm-hmm 
(affirmative). That's ... that was the easiest part. For me. Because it was like -Um, it was 
just ... she ... it gave you a sense of relief. Like, I can talk to you about anything. This is 
my struggles. I feel like that was, for me, that was the best thing they could have ever did 
for me in this program, was let me talk to somebody, you know?..For my opinion, you 
know. Because ... but everybody's different. But she really opened my eyes a lot, and say, 
you know, "Hey, you really got a lot of deep rooted issues that you need to really deal 
with." So I, I actually loved that part about it. That other part is just like, it's draining. 
Let's just go ahead and get through with it. Like, I tell you, I got 9 more months in this 
program. (Michael) 
 

Michael was the only participant to report attending individual counseling, and his experience 

with it stands out as one of the more glowing reports of the program.  He reported this 

experience as giving him relational depth with a provider that facilitated feelings of trust, 

understanding, and empathy.  He described the relationship being helpful in gaining deeper 

cognitive and emotional insight and beginning to work through emotional traumas that had 

previously led to emotional outbursts.  Other participants described their experiences in group 

being beneficial in helping them gain deeper cognitive and emotional insight into their behaviors 

as well, but descriptions of these groups lacked the depth and clarity of Michaels descriptions of 

individual counseling.  Overall, however, many participants described growth-fostering 

relationships experienced with counselors, group facilitators, and case managers to contribute 

greatly to positive behavioral changes. 
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Behavioral Growth 

All participants (N = 12) reported behavioral growth.  Behavioral growth represented 

changes in participant behavior related to enhanced relationships, cognitive changes, and 

emotional stability.  Behavioral growth consisted of participants reporting feeling more in 

control of themselves; feeling more responsible for their actions and behavior; feeling motivated 

by program incentives; and feeling more aware of their own cognitive processes, emotions, 

coping skills, diagnoses, and medications.  Wayne, Wendell, Trevon, and Michael described 

them as follows:  

Serious start working, and just get back to work, stay out the streets [after program]. 
(Wayne) 
 
Not knowing what it was, I said, "Sure." (Laughs)...'Cause I was ready to get out of 
jail...You have to recognize when you're given a- give- given an opportunity. You know 
what I'm saying? A lot of people don't get, you know, like have your cases dismissed off 
your record. Um, and to, uh, walk away, um, with a clean slate as far as what you've done 
then. You know what I'm saying? (Wendell) 
 
Uh learning that anger is natural. It's natural like, at first I thought the only reason you get 
angry, because you want something, someone not meeting your needs or something like 
that, but it really not. It's somewhat like that, but really angry you get is like, however 
you cope with a question or something like that...And ain't know none of that at first 
before I went to anger management...Now I know how to cope with my anger. And that 
what it really good for. (Trevon) 
 
So I'm kind of ... now, I'm working on learning how to let things go and let it just be what 
it is. You know, some things you just can't change. You can't change people, you know. I 
just learned that the only person I can change is myself, and if I don't like what a person 
is doing, I don't have to deal ... I can accept you for who you are, because it's just you. 
But it don't mean I have to deal with it. And that's what I want ... I don't have to deal with 
none of that. You know, I can just let you do your thing, and I can go do my thing. 
(Michael) 
 

Almost all participants (n = 11) reported feeling responsible for their behavior and self-

maintenance regarding issues related to mental health and societal functioning.  Eight 

participants reported engaging in program activities in order to gain a judicial incentive (case 
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dismissal) and to maintain a clean or minimal criminal history. Almost all participants (n = 11) 

reported knowledge of diagnosis, medication, triggers, or coping skills as they applied to each of 

them personally.  This included knowledge of information that served to increase client 

awareness about their thinking, emotions, and behavior in a sense that was empowering and 

encouraging. 

Almost all participants (n = 10) also reported feeling or practicing self-control enhanced 

by medication, psychoeducation, or coping skills learned in the program.  In one example, 

DeShawn credited his medication for keeping him from committing a retaliatory murder:   

I was robbed at gunpoint.  And I seen the dude that robbed me and being on my 
medication, it stopped me from doing what I was intentionally to doing 'cause if I was 
intentionally did it, I woulda been in jail. But if I was off my medication, I woulda 
probably did it [shot him]. (DeShawn) 
 

He reported a history of mental health symptoms and criminal activity spanning from 

adolescence through young adulthood.  He described medication and psychoeducation helping 

him to learn more about triggers for his anger and how to utilize strategies to avoid acting out.  

He described this being his first interaction with the court system and believing that this program 

would help him get his case dismissed, so that he would not face life-long consequences of a 

criminal record. 

 As previously mentioned in Relational Growth, participants often discussed being held 

accountable by treatment team providers in relation to enhanced sense of personal responsibility.  

Some participants, such as Isaiah, reported finding this to be a challenge at times: 

Well the hardest part is having to, um, make sure I get up on time and do this and have a 
good, uh, attitude in myself about it. (Isaiah) 
 

Isaiah described taking this challenge very seriously, perhaps more seriously than any other 

participant.  He spoke at length about both the hardships of mental illness and poverty, and the 
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consequences he faced for not accepting treatment at times.  He went on to describe his takeaway 

from the program: 

Mental Health Court has been reassuring that I need to do something just to keep my life 
better. (Isaiah) 
 

He made it clear during his interview that he believed it was up to him to take responsibility for 

his mental health treatment despite any hardships or injustices and discussed fear, aversion, and 

remorse regarding the outcome of not previously doing so. 

Discrepancy Factors 

Almost all participants (n = 9) reported discrepancy factors.  Discrepancy factors 

represented a discrepancy between previously held beliefs about the judicial system or mental 

health treatment and current MHC experiences.  These were predominantly favorable changes 

whereby participants had previously viewed these systems with fear, contempt, mistrust, 

skepticism, and/or hostility due to knowledge of or experiences with exploitation, oppression, 

and/or receiving little to no support.  Participants reported experiences of feeling ambivalent, a 

change in perception, feeling torn (between previous beliefs and current experiences), and 

feeling conflicted about incentives being offered (case dismissal).  These participant feelings are 

demonstrated by the following:  

I thought it was going to hurt me but, you know, I, I just feel, you know, if I just, I guess 
buckle down with what I need to understand to know about my life, you know. It is 
people here to help, they be here to help. (Rodney) 
 
I guess my attitude has changed. My whole outlook on the program has changed. My 
whole outlook upon being labeled or diagnosed, let me say, with a mental illness, uh, has 
changed. I mean and it has changed drastic because I was very negative about things. I 
very much so didn't like the fact of the matter that that, what that was what I was going 
finna have to go through but when I participated with the program, I seen that, hey, this 
program can help me too. (Delwyn) 
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It was kinda torn. It, it was like, my family we, we, we don't like laws so- With that being 
said, we don't try to get anything to come toward our way dealing with the legal system. 
(DeShawn) 
 
Can't wait til its done and over with…ready to be done with court. (Kevin) 
 

In this theme participants expressed mixed sentiments and emotions around the judicial system 

and mental health treatment.  Three participants reported ambivalence about program 

participation, or more specifically not feeling positively or negatively about MHC treatment in a 

way that indicated indifferent resistance to program interventions.  Others reported conflicted 

feelings about diagnosis or medication.  One example here: 

'Cause it helps me. I feel like I, it's helping me stay in control... But it's just, it's, it's, um, 
it's depressing kind of, taking medicine, knowing that you have to take medicine every 
day-… For the rest of your life. (Terrell) 
 

Terrell’s response indicated recognition of the benefits he received from his medication, but also 

hesitancy and even shame related to needing the medication on a long-term basis.  Medication 

was a common subject participants reported feeling conflicted or ambivalent about, in that they 

sometimes agreed that it was helpful, but also reported feeling worried about side-effects or 

being left with few alternatives.   

Four participants reported positive perceptions of treatment team or mental health 

providers that contradicted previously or currently held negative beliefs about the system or 

providers as a whole.  DeShawn gave an example of his reconciling previous beliefs about the 

judicial system with current experiences in MHC:    

I couldn't just deal with them. Like, it was that I didn't want to be around the polices, no 
judges, no nothing. Because I felt like it was all a big set up…It was hatred. But as I grew 
up and knew more to understand, grew more to understand-I feel that, they're not just all 
bad. They here to help too. (DeShawn) 
 

He talked at length about learning from his family to stay away from police and from the courts.  

He reported his uncle being killed in Lew Sterrett and resenting the system based on experiences 
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in his upbringing.  However, during our interview he experienced difficulty reconciling his 

current experiences in MHC with these beliefs and at one point remarked: 

Before the program, I hated the legal system. After the program, I seen that they can help 
you. But my feelings are still mutual, stick to it. I still got hatred but I got love for it too. (DeShawn) 
 

DeShawn made it clear that his experience in this program directly contradicted his previous 

beliefs and while it did not change his beliefs about the system as a whole, it did give him faith 

in some of the individuals working within it.  Three other participants reported integration of this 

information, and in addition viewed the MHC program as a positive influence on their lives 

within a larger oppressive system.   

Many participants (n = 7) reported feeling conflicted about judicial incentives.   

Elaboration of these reports indicated they initially participated somewhat begrudgingly in order 

to receive case dismissal.  Michael provided the following analogy: 

You know I just learned that being just me. Just growing up. Like, some things you just 
got to go, and like my grandmams was talking about your head's in the alligator's head 
[laughs], what's you gonna do, what you gotta do? So I don't ...When your head is in the 
alligator's mouth, I mean, it's sometimes you just got to play nice and do what these folks 
tell you because the alligator can eat you and snap his whole mouth, and there go your 
head. (Michael) 
 

He acknowledged that he had placed himself in a situation and was responsible for getting 

himself out of it.  Some participants reported moving past this initial resentment, believing that 

they benefitted significantly from the program, and others reported lingering mixed feelings 

about their experience. 

Factors of Marginalization 

All participants (N = 12) reported factors of marginalization.  Factors of marginalization 

predominantly applied to participant experiences before entering the program and contributed to 

participant feelings about circumstances of treatment.  Participants regularly reported 



 

101 

experiencing factors related to social exclusion and disenfranchisement which contributed to 

mental health symptomology and treatment barriers.  These factors are relevant to this study 

because they represented participants’ state of mind entering the program and beginning 

treatment.  Factors included feelings of stigmatization, shame, hurt, and/or isolation; experiences 

of oppression; and recognition of need for mental health treatment personally or within black 

communities on a larger scale.   Three participants noted: 

If I just had a decent life or even if I had the money to pay off the tickets, I wouldn’t be 
going through half of the stuff. (Rodney) 
 
I think it'd [mental health treatment] be more useful for people that's in jail too. Because I 
look at some people, got a illness that they can't help.  And they're locked up for the 
illness that they couldn't help so I think this'll give them more opportunities to get their 
life on track...Like, for instance, my cousin. Me and my cousin was locked up on the 
same case. But, I'll say he's really more sicker than I am. And why I say that because of 
the things he'd a done, things he'd a did but like he's bipolar too. So I feel like if he 
woulda got this opportunity that I had got, it woulda probably changed his life. He 
woulda thought first about the actions that he done. (DeShawn) 
 
Um, like, uh, the mental health problems that, that I have, it, to someone else it probably 
would seem like it's small but it's like a big, major issue for me… And it's like when you 
can't relate to somebody about what you're going through it, it makes you go into like a 
smaller circle so it's like being confined in a box. You're either crazy or you're not and 
when you have mental problems like when you hear voices or you see things, it's 
something that's not normal but everybody else they're, they're like it doesn't exist in the 
black community. (Terrell) 
 

Most participants (n = 9) reported feeling oppressed by law enforcement, incarceration, societal 

conditions, poverty, social exclusion, discrimination, stigmatization, or other forms of individual 

or systemic oppression often faced by people of color, low SES, and with severe mental health 

symptomology.  Participants recognized such actions taking place and/or their own internal 

emotional reaction to such events.  Two participants reported feeling alone or isolated due to 

marginalizing factors related to mental health, SES, incarceration, oppression, stigmatization, or 

misunderstanding.  One half of participants (n = 6) discussed the need for mental health 
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treatment amongst black communities and incarcerated peoples.  Participants reported 

recognizing lack of resources or utilization amongst people of color or low SES and believing 

that African Americans and/or incarcerated peoples would benefit greatly from increased access 

to services.  

Participants may have also faced negative consequences for behavior related to 

symptomology that was not understood by caregivers, former teachers, or law-enforcement.  

Many participants (n = 7) mentioned feeling stigmatized within black communities for having 

mental health conditions and reported having felt misunderstood or been ridiculed by family 

members, educators, community members, or law enforcement for presenting symptoms related 

to mental health.  These participants reported experiencing past or present judgment or feeling 

labeled in relation to mental health symptomology and diagnosis.  In one example, Terrell 

reported feeling stigmatized within his family: 

Mm, it's, it's kind of a touchy subject (mental health treatment) 'cause not a lot of black 
families really understand when someone's having a mental problem or something like 
that. It's more, it's more like, um, they feel like you either gonna be bad or you're gonna 
be good. There's no in between. So it's, it's kinda hard. (Terrell) 
 

His sentiments reflected many participants’ messages that they felt isolated in dealing with their 

symptoms and incredibly vulnerable with regard to seeking treatment.  Participants reported 

losing employment or other opportunities due to mental health diagnoses or previous mental 

health related offenses.   

Some participants (n = 4) reported feeling a deeper internalized shame associated with 

past or present experiences with mental health, diagnosis, race, or socioeconomic status.  This 

shame reflected an internalized judgment of themselves rather than an external label attributed to 

them or consequence faced, though may have occurred as a result of stigmatization.  Trevon 

reported feeling shameful about his diagnoses: 
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Uh, I don't know. I don't know. I really, I ain't like it when they told me [my diagnosis]. 
Cause I thought I make it wrong with me and it made my courage down. It made me low 
self-esteem. It make me don't want to do nothing really. That what it really did. Made me 
like, I don't really, I'm, I won't be nothing, I can't accomplish nothing. That's what it did 
to me. It made my self-esteem low. (Trevon) 
 

He reported feeling discouraged and hurt by receiving this diagnoses, seen for his weaknesses 

rather than his strengths, and feeling lesser.  Three participants also reported feeling deeply hurt 

by factors of social isolation, judgment, condemnation, poverty, marginalization or other barriers 

to prosocial engagement associated with race, incarceration, and mental illness.  In one such 

instance Isaiah described the condition he found himself in prior to being arrested:   

I was very sick and hurt. I couldn't … I didn't even go outside, I just went by the 7-11 
across the street, back in the house, 'cause I was that sick. Mentally, I was…Something 
was wrong with me. (Isaiah) 
 

Participants regularly described situations similar to Isaiah’s where they were not receiving or 

not accepting the treatment necessary to keep them healthy, living in poverty, struggling with 

addiction, and/or caught up in situations engaging in other criminal behaviors.  Participants 

reported entering mental health court feeling vulnerable and fearful based on previous 

experiences in society and/or the judicial system, often finding it hard to trust treatment 

providers based on their past experiences of oppression.   

Interpersonal Barriers 

All participants (N = 12) reported experiencing internal and external interpersonal 

barriers.  This theme was heavily influenced by factors of marginalization, and included factors 

negatively affecting participants’ relationships with treatment providers, receipt of interventions, 

and participation in treatment.  Barriers were related to social disconnection and socially 

disconnecting factors and included feelings of resentment, mistrust, longing, and being 

misunderstood; perceiving large scale systemic coercion within the program; experiencing side-
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effects; struggling with sobriety (a program requisite); experiencing difficulty with program 

structure; and being uninformed about or misunderstanding of their diagnosis and/or medication.  

When describing barriers participants stated:  

Well, like, uh, [my medication has me] on the low end. It, it don't feel like a buzz or 
nothing like that but, uh, it's just like the medicine make you feel a drag. Or not so worn 
out. It just like, you know, you'll be so tired you don't even want to do too much. 
(Rodney) 
 
It's been hard…Uh, I've made it more harder than what it should have been-…Um, like as 
far as me smoking [marijuana]. If I wouldn't have been smoking as much, I wouldn't have 
as much on my plate as I do now. (Terrell) 
 
Um, um, just he [the doctor] doesn't really have that much time to, to talk to people-..So 
it's like, he just want to know are, is it working for you, are you hearing voices and just 
either he's gonna up the medicine or he's gonna take it down…Which is lasts about five 
minutes or less-…And you're out the door. (Terrell) 
 
Uh, it's kind of difficult and, just go with the process. And uh, it ain't easy, be making a 
job, then you might have to miss court so, I'd just tell them it ain't easy. That's about the 
most that I can do for them. (Wayne) 
 

Just over half of participants (n = 7) reported experiencing or being concerned about any of the 

various side-effects associated with medication prescribed by MHC providers, though many 

participants also reported providers responding to their concerns and adjusting dosage levels.  

Three participants reported difficulty maintaining abstinence from drugs as is required by MHC 

guidelines.  Drugs included alcohol, marijuana, K2, and any other illicit substances.  Just over 

half of participants (n = 7) also reported longing for attention or social connection with treatment 

providers and/or treatment team.  Sometimes participants reported longing in a practical sense 

such as having more time with the doctor to explain specific concerns.  At other times they 

reported longing in a deeper sense that seemed more related to desire for greater relational depth 

with others.  Almost all participants (n = 10) reported difficulty keeping up with MHC logistics, 

including transportation, time management, attendance, medication regularity, or any other 
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events that require time and participation.  Difficulty may be due to participants’ mental health 

condition, work schedule, or feeling overburdened by program requirements.  Most participants 

(n = 9) reported not being knowledgeable of aspects about their diagnosis, medication, or legal 

circumstances.  Many participants attempted to explain their diagnosis in a way that evidenced 

misinformation or misunderstanding.  Jaquan (and other participants) had misunderstandings of 

bipolar disorder: 

Well, uh, see, Bipolar and Schizophrenia is 2 different things. Bipolar, one minute you 
can be happy, one minute you can be mad. But it seemed like to me, it's like one minute 
I'm mad, the next minute I'm madder. But then … (Jaquan) 
 

His sentiments reflect a common misunderstanding amongst the public that rapid mood swings 

are a symptom of bipolar disorder.  Furthermore, some participants reported no understanding of 

their diagnosis whatsoever or reported not fully understanding their diagnosis.  Multiple 

participants reported feeling misunderstood or unheard by their provider or treatment team in 

their attempts at communication. 

Almost half of participants (n = 5) expressed or exhibited resentment related to 

circumstances of treatment involvement in the judicial system or MHC requirements and 

regulations.  Kevin gave a clear example of resentment: “Can I go home?...That's how I feel.” 

Participants may have expressed these resentments openly, or they were evident in participants’ 

views of program procedures.  Resentment was directed either at treatment team, providers, 

judicial system, or society in general. 

One half of participants (n = 6) reported experiencing coercion in a large-scale systemic 

sense.  This does not mean they necessarily felt coerced by treatment team, providers, or even 

the MHC program (though a couple reported this too), but rather is a term the research team 

created indicating an underlying feeling of being caught in a trap beyond one’s line of sight, and 



 

106 

in this case created by oppressive politics, economic policy, and/or institutional systems (i.e. 

incarceration, healthcare, education, etc.).   Michael expressed this sentiment in relation to taking 

his medication in order to get through the program: 

I don't like taking nothing like that. I don't like taking nothing, because nothing really like 
them ... because I have seen like, with pills like that, mentally pills, it can really mess you 
up. Like, you got already be kind of messed up in here, but sometimes, certain drugs that 
they give you can really mess you up farther than you are...So you have to be really, 
really, really careful what drugs that they give you. Like I, I know ... To me it's kind of 
scary. (Michael) 
 

Many participants described going along with procedures that they did not believe in or agree 

with in order to make the best out of a bad situation.  Participants had few options, and were 

trying to choose the most positive outcome available.  We created this term to specify feeling 

trapped in a large scale sense, as most participants (if not all) reported recognizing that on a 

smaller scale the MHC treatment team and providers were there to help them and wished for 

their success in some sense.   

Half of the participants (n = 6) still reported not trusting providers or treatment due to 

suspiciousness, doubts about competency, doubts about intent, doubts related to personal or 

historical exploitation, or doubts related to participants’ past and present experiences of 

oppression.  Kevin used his mistrust of my way of communicating with him as an example of 

how he feels with treatment providers: 

The whole program…is different…The way people talk to one another, or talk to 
me…That means the way like, you talking to me now…like that…um, um, it's not me 
(Kevin). 
 

During his interview he had a very difficult time opening up to me and instantly informed me 

that he did not trust me or anyone else involved in the court.  Whereas some participants were 

forthcoming and open, others were overtly or covertly distrustful of me and/or the treatment 

team (explored further in the Discussion section). 
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Summary 

 In this study, Black males’ experiences with treatment in mental health court revealed 

three themes: (a) helpful treatment factors, (b) discrepancy factors, and (c) treatment barriers.  

Three internally homogeneous subthemes fell within helpful treatment factors: internal growth, 

relational growth, and behavioral growth.  Another theme, treatment barriers, contained two 

internally homogeneous subthemes of factors of marginalization and interpersonal barriers. 

These themes can inform readers of participants’ lived experiences receiving treatment in an 

MHC setting.  In the next chapter I offer in-depth discussion, clinical and educational 

implications, and directions for future research.  
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APPENDIX D 

EXTENDED DISCUSSION
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A considerable gap in MHC research exists with regard to Black participant experiences 

of mental health treatment modalities.  This gap in research further exemplifies the 

marginalization faced by this demographic with regard to lack of available mental health 

attention and resources.  Black men are incarcerated at exponentially higher rates that Euro 

American men, and despite facing similar rates of mental health disorders are more likely to be 

of lower SES and lack access to mental health resources (Alim et al., 2006; Carson & Sabol, 

2012; Centers for Disease Control and Prevention, 2011).  Once incarcerated offenders usually 

continue to lack access to mental health resources and then recidivate upon returning home 

(Durose et al., 2014; Ditton, 1999; James & Glaze, 2006).   

Many judges initiated mental health courts in an attempt to connect offenders with 

needed mental health services.  Researchers found the courts to be moderately effective in 

reducing recidivism, increasing access to resources, and possibly abating symptomology 

(Honegger, 2015; Sarteschi et al., 2011).  However, preliminary qualitative research on these 

courts excluded participant experiences of mental health treatment, and most qualitative research 

has been conducted with middle-aged Caucasian males (Honegger, 2015; Sarteschi et al., 2011).  

Research of Black male participant experiences of treatment modalities utilized in MHCs is 

unprecedented.  

To address this gap in the literature, I led a research team in a phenomenological 

exploration to answer the essential question that guided this inquiry, what are young adult Black 

male perceptions of mental health treatment from MHC treatment providers?  I sought to 

understand (a) their perceptions of treatment, (b) their experiences with mental health court 

treatment modalities, (c) how helpful or harmful they find treatment to be, and (d) how do they 

feel about the circumstances of treatment provisions?  
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Participants were Black men, ages 18-40, currently participating in mental health 

treatment from three MHC programs located in a southwestern city.  I conducted semi-structured 

interviews with participants and analyzed data with the assistance of two research team members 

utilizing a data analysis procedure developed from Moustakas (1994).  Our research team found 

three major themes as we analyzed data: helpful treatment factors, discrepancy factors, and 

treatment barriers.  Within these themes we noted five subthemes that summarized participants’ 

experiences in more detail: internal growth, relational growth, behavioral growth, factors of 

marginalization, and interpersonal barriers.  In the following section I will discuss findings, 

implications, and limitations. 

Findings and Existing Literature 

We noticed many trends in our study and links between themes that can be connected to 

previous research.  Participants repeatedly reported previously experiencing severe emotional 

distress and finding their symptoms were stabilized by medication.  Most clients reported being 

familiar with psychiatric providers due to their previous diagnoses and enrollment in services.  

Participants reported variability in their relationships with medication providers.  Some 

participants reported additionally attending psychoeducation sessions, but only one participant 

reported attending individual therapy with a licensed clinician.  Whereas medication was found 

to be helpful in reducing distress associated with some severe symptoms, researchers indicated 

that medication combined with therapy can be more effective than medication alone, and that 

therapy alone can often facilitate long lasting symptom reduction without the harmful side-

effects commonly associated with medication (Hughes & Peak, 2013; Sung, 2015; Whitaker, 

2010). 
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Participants regularly reported benefitting from psychoeducation.  In contrast to stigma 

associated with diagnosis, they reported experiencing normalization of experiences with 

symptomology associated with psychoeducation, contact with providers, and social support 

provided within program. These findings are congruent with previous researchers’ findings that 

psychoeducation was often helpful in reducing internalized stigma and symptomology associated 

with various disorders (Donker, Griffiths et al., 2009; Tsang et al., 2016).    

 Conversely many clients also reported little understanding of the meaning of their 

diagnosis.  Whereas most participants were able to report the name of their diagnosis, they 

regularly misunderstood what their diagnosis meant, and misrepresented symptomology, 

understanding their disorder to account for symptoms not described in the DSM-IV or DSM-V 

(American Psychiatric Association, 2013; American Psychiatric Association, 2010).  Most 

frequent among misunderstandings were participants’ perceived misconception of bipolar 

disorder.  Participants regularly described understanding the disorder to mean that their mood 

would fluctuate rapidly during the day, from manic to depressed, or that they had a split 

personality, or short temper.  These misconceptions that mood lability is a feature of bipolar 

disorder are not new nor are the infrequent misunderstandings of bipolar symptomology 

(Corrigan, 2014).  No such symptoms are described in the DSM-IV or DSM-V (American 

Psychiatric Association, 2013; American Psychiatric Association, 2010; Ghaemi & Dalley, 

2014).  Such erroneous understanding seemed dangerous as it could at best pathologize 

behaviors unrelated to the patient’s psychiatric diagnosis leading to feelings of self-doubt, 

stigmatization, and shame; or at worst, represent a misdiagnosis on the part of the provider in 

choosing the medicate.   
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It seemed that when clients received a diagnoses but did not thoroughly understand the 

context of that diagnosis, it was more likely that they would fill in the blanks with previously 

held negative connotations associated with cultural factors, personal experiences, or systemic 

mistrust.  Previous researchers found that diagnostic labels can create stigma and over-

identification with symptomology amongst those receiving the diagnoses (Corrigan, 2014).  

Mishra et al. (2009) recommended that the most effective method of delivering 

psychoeducational information with African American clients was to do so in a way that was 

both non-threatening and reassuring.  African Americans, men, and people of low SES are all 

more likely to endorse stigma related to mental health than- other groups (Corrigan & Watson, 

2007).  Clients reporting misunderstanding of their diagnosis could experience unfounded 

stigmatization and danger of perpetuating symptomology unassociated with their disorders due 

to their misunderstanding of disorder implications without psychoeducation that adequately 

meets their needs.   

Many participants reported feeling stigmatized by their diagnoses.  Participants had all 

received diagnoses prior to beginning mental health court because they had all received 

treatment from county mental health providers.  Though previous researchers found MHC to be 

less stigmatizing than traditional judicial interventions, some participants reported experiencing 

past and present stigmatization related to diagnoses and treatment within their communities, 

families of origin, and social circles in a way that was congruent with previous research on 

African American experiences with mental health treatment (Alvidrez et al., 2008; Dirks-

Linhorst et al., 2011; Mishra et al., 2009; Ray & Dollar, 2014; Schnittker et al., 2000; Sanders 

Thompson et al., 2004).  Participants often discussed feelings of stigmatization in relation to lost 

opportunities and relationships or fears of losing them.  Some participants reported experiencing 



 

113 

discrimination when seeking employment due to their diagnoses.  Other participants reported 

shame related to being known within their community or family as having a mental health 

diagnosis and participating in a treatment court.  Fears related to stigma appeared practical and 

realistic considering participants’ reported experiences and their congruency with previous 

research (Alvidrez et al., 2008; Dirks-Linhorst et al., 2011; Mishra et al., 2009; Ray & Dollar, 

2014; Schnittker et al., 2000; Sanders Thompson et al., 2004).   

Participants reported stigma management strategies such as keeping their treatment 

secret, withdrawing socially, and/or sharing what they had learned in treatment with others in 

order to remove stigma (Link et al. 1989).   Though possibly helpful in the short term, these 

strategies often result in unconstructive social outcomes including social isolation, job loss, 

unemployment, and demoralization (Link et al. 1987).  Such experiences were risk factors for 

treatment discontinuation, recidivism, and further perpetuation of mental health symptomology. 

They may also determine client behavior post-graduation by contributing to continuation of 

previously mentioned factors (Link et al., 1987).  

Participants reported increased social interaction, sense of community, and social support 

inherent in MHC being helpful in normalizing their experience, encouraging them to set and 

pursue new goals (i.e. employment or familial relationships), and form healing connections with 

those around them.  These experiences appeared in juxtaposition to isolating and marginalizing 

factors related to individual and systemic oppression participants reported experiencing outside 

of MHC.  These findings were congruent with previous researchers’ indications that social 

inequalities, economic disadvantage, and lack of social support often experienced by African 

Americans were correlated with higher rates of psychological and emotional distress (Hurd, 

Stoddard, & Zimmerman, 2013).  When participants reported positive experiences with 
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psychiatrists and group leaders it was related to experiences with providers who were willing to 

spend time with them, share emotional connection, and validate their experiences in a way that 

left them feeling cared for and fulfilled.  These themes too were congruent with previous 

researchers’ indications that people with larger social support networks (more friends and health 

professionals involved) experienced better recovery processes and increased hope for future 

goals and success (Corrigan & Phelan, 2004). Participants sometimes reported longing for deeper 

social connection with treatment providers such as group facilitators and psychiatrists.  They 

sometimes reported difficulty trusting providers who they felt did not provide time or emotional 

investment in a way that left them feeling fulfilled.   Participants most often reported social 

needs being met by caseworkers, who were regularly reported by participants to be trustworthy, 

personable, and helpful. 

Participants regularly reported social interaction with case-workers as the most positive 

relationships they had in the program.  Participants described feeling truly cared for and 

supported by caseworkers.  Additionally, they believed they were regularly held accountable 

with regard to attending treatment, accessing services (housing, medical, etc.), and conducting 

program related affairs.  This theme was congruent with Canada and Gunn’s (2013) finding that 

clients considered social support, structure, and accountability to be helpful factors in completing 

MHC.  Many participants reported their relationship with their case managers as being high in 

trust, caring, and support with regard to helping them feel more hopeful about their ability to 

complete the program and reach future goals.  Some participants discussed MHC staff helping 

them create goals they had not previously considered such as career paths, family connection, 

and housing opportunities.   
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Participants regularly reported being held accountable by case-workers and other staff in 

a way that helped them work through difficulties with program structure.  This theme was 

consistent with previous researchers’ indications that strong relationships with case-workers 

were positively correlated with clients accessing services and program completion (Canada & 

Epperson, 2014).  Participants discussed difficulty with transportation, frequency of appearances, 

and maintaining work-life balance.  Many of them cited case-workers being invaluable in 

helping them through these challenges by providing them information, contacting them regularly 

to ensure they made appointments, and in some cases even showing up physically to ensure that 

they reached their place of appointment.   Not only did participants report this as being helpful 

with regard to achieving short term goals, but they often discussed a more deeply internalized 

sense of personal responsibility and accountability when reporting future plans and goals in 

relation to their experiencing with MHC.  Participants seemed to greatly appreciate that case 

managers provided a much needed social support.  They believed in their case managers in a way 

that enhanced their experience of internal accountability and responsibility. 

 A predominant barrier to treatment was participants’ mistrust of judicial and mental 

health systems.  As previously mentioned, participants regularly reported factors of 

marginalization (Alim et al., 2006; Carson & Sabol, 2012; Centers for Disease Control and 

Prevention, 2011; Durose et al., 2014; Gomez, 2015; U.S. Department of Health and Human 

Services, 2001).  Whereas helpful treatment factors were predominantly associated with 

treatment experiences, treatment barriers were an amalgamation of personal and systemic 

experiences prior to treatment which served to influence participant views of MHC modalities 

and experiences during treatment.   
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One of our primary conclusions as a research team was that many participants viewed 

MHC treatment modalities as positive experiences within what they viewed as an oppressive 

system as a whole.  Especially significant were participant-reported discrepancy factors.  These 

factors were representative of participant feelings of ambivalence and internal conflict related to 

previously held negative beliefs about the judicial system.  Such beliefs conflicted with recent 

positive experiences and interactions by participants in relation to treatment and MHC staff.  

Sometimes, however, participants reported generally positive experiences which they were 

unable to reconcile with their overwhelming negative beliefs held prior to court.  These negative 

beliefs predominated due to what seemed to be overwhelming experiences of trauma, oppression, 

and exploitation in society at large. 

Another concept that arose during our analysis of participant themes was the idea of 

systemic coercion, whereby a participant may have felt coerced in a large-scale systemic sense 

with regard to things such as program participation or medication compliance (while knowing 

and fearing harmful side-effects of medication).  This does not mean they felt coerced by legal 

counsel, judges, or providers, but rather indicated an underlying feeling of being caught in a 

situation created by oppression, poverty, and/or institutional systems (i.e. incarceration, 

healthcare, education, etc.).  For example, some participants reported enrolling and complying 

with the MHC program because they felt they did not have a better option, despite disagreeing 

with their diagnoses and either worrying about harmful side-effects of medication, not wanting to 

take medication, or not trusting their doctors.  While they chose criminial behaviors that led to 

involvement in the judicial system, their choice was heavily influence by state of mental health, 

lack of community support, and lack of social resources more prevalent in middle to high SES 

communities.  In MHCs designed to address this issue, participants may agree to participate 
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without truly being motivated for change, and/or may fear harmful outcomes associated with 

mandated medications (Hughes & Peak, 2013; Prochaska, DiClemente, & Norcross, 1992; 

Prochaska & DiClemente, 1983).   

The stage of change model seems especially relevant with consideration of arguments 

presented by assistant public defenders and prosecutors that most participants of MHC have 

histories of repeated criminal activity and/or probation violations.  It is possible that perceptions 

of coercion are related to participant readiness for change (Prochaska, DiClemente, & Norcross, 

1992; Prochaska & DiClemente, 1983).  These findings are reinforced by my experiences with 

participants during member checks.  Themes of mistrust seemed to reduce during time spent in 

the program for participants.  Participants who had been in the program longer seemed to more 

deeply integrate their positive experiences in the programs into their overall negative conceptions 

of judicial or medical systems.  Some participants, but not all, initially reported negative 

conceptions of treatment or outright resentment, exhibited more trust in treatment during 

subsequent member checks a month after their initial interview, which seemed to support this 

notion that length of time spent in the program could be correlated with amount of trust in 

providers and/or treatment modalities. 

Experiences of systemic coercion reported by participants were, however, congruent with 

previous findings of the role of mandated psychotropic medication as a function of MHC.  

Hughes and Peak (2013) argued that due to the harmful nature and inconclusive effectiveness of 

many psychotropic medications, as well as the longer lasting benefits of alternative interventions, 

funders and providers should consider researching and implementing alternative interventions.  

This mistrust of medical practices reported by participants was also consistent with literature on 

institutional betrayal indicating that many African Americans find it difficult to trust 
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interventions provided by dominant culture (Gomez, 2015).  The deeply entrenched mistrust of 

established systems should encourage system designers to reconsider treatment modalities, 

specifically ones involving mandated harmful medications, in order to reverse a longstanding 

history of medical exploitation of a vulnerable population (Gomez, 2015; Suite, La Bril, Primm, 

& Harrison-Ross, 2007; Sung, 2015; Whitaker, 2010).  Researchers have shown many 

counseling and socially supportive measures to implement longer lasting change and increased 

motivational enhancement amongst clients with mental health disorders than the inconsistent 

short term benefits of medication (Hughes & Peak 2013; Miller & Rolnik; Whitaker, 2010).  

This research may be especially applicable to MHC clients, a population already at high risk for 

future medication noncompliance, recidivism, and trauma exposure.   

Clinical, Educational, and Research Implications 

 These findings carry multiple implications for clinicians working in MHC settings or 

supervising counselors in training; counselor educators in maintaining multicultural competence 

and advocating for oppressed groups; and future researchers seeking to further understand 

effectiveness trends in MHC programs and to establish best practices for an institutionally 

oppressed population (Johnson, 2006).  It is important for MHC clinicians to understand the 

challenges and contexts faced by their clients in receiving treatment in order to deliver competent 

services and address their needs.  Counselor educators need to understand these experiences in 

order to avoid perpetuating the marginalization that regularly occurs when such content is left 

out.  These omissions regularly include the experiences of marginalized Black people even 

within the mental health field, where Black providers are scarce, and Black recipients often hold 

negative perceptions of treatment providers due to incompetency and perpetuations of 

microaggressions (Dirks-Linhorst et al., 2011; Gomez, 2015; Sanders Thompson et al. 2004).  
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Future researchers may use these materials to continue expanding upon the themes from this 

study and seeking more quantitative support or necessitated change of treatment modalities 

currently being implemented. 

With regard to the issue of stigma, Corrigan (2014) discussed multiple evidence- 

based solutions that counselors could seek to understand, advocate for, and implement.  The first 

of these is to understand diagnosis as continuum rather than categorical definitions.  This relieves 

the individual of a “yes” or “no” label, and provides a scale to measure and describe degrees of 

symptomology compared to a standard.  Such a dimensional understanding serves to diminish 

the groupness of psychiatric disorders, and so often stigmatizes those with the diagnosis with 

such a clear cut definition.  Providing continuum-oriented diagnoses to clients can help them to 

understand that they are not categorically distinct from others, but are experiencing mental health 

symptoms to a degree that is more relatable and personal.   

Another solution to stigmatization proposed by Corrigian (2014) was to increase social 

contact for diagnosed individuals.  It seemed that the mental health court treatment teams in this 

study accomplished this successfully, as participants reported regularly being provided resources 

and encouraged by treatment team to obtain employment, housing, relationships, and 

reconnection with healthy family members.  In short, participants felt supported in seeking to 

more deeply integrate into society on a functional and social level.  The treatment team also 

seemed to already utilize Corrigan’s (2014) third suggestion of replacing poor prognosis with 

models of recovery.  The entire MHC program was built around supporting individuals through 

reintegration with the belief that they are capable of both doing so and living full and meaningful 

lives. 
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 One of the most positive experiences described by participants in the program was one 

participant’s experience with individual counseling.  He was the only recipient who reported 

receiving this treatment modality and he described it with enthusiasm, proclaiming that he felt 

validated, encouraged, and trusting of his counselor.  This participant also reported distrusting 

the judicial system and not being comfortable with psychotropic medication he was taking.  He 

reported attending 8 sessions and feeling grateful for the experience, believing that he benefitted 

from it significantly with regard to gaining insight, feeling validated, and developing a deep and 

meaningful relationship with a treatment provider.  He added that the provider helped him to 

move forward, questioning his past behaviors, and believing more deeply in his ability to make 

decisions.  More clients could benefit greatly from individual counseling given their history of 

systemic trauma and mistrust of judicial incentives due to the nature of the counseling 

relationships as reparative, validating, and empathic (Rogers, 2007).   

A counseling relationship at it’s very core is built upon the foundation of trust, validation, 

and empathy between a counselor and client (Rogers, 2007).  Such an experience could greatly 

benefit clients by providing them a space to feel heard; significant social support; validation of 

their feelings and experiences of oppression; normalization of their symptomology; and a healing 

from past trauma (Gomez, 2015).  These concepts have been supported by a wealth of research 

to show counseling as an effective treatment modality for trauma and other severe mental health 

symptomology (Hughes & Peak, 2013; Whitaker, 2010).   

Whereas medication may be helpful for initial stabilization of some disorders, 

implementation of individual and group counseling modalities was repeatedly found effective to 

facilitate lasting emotional, cognitive, and behavioral change in clients, reducing the chances of 

harmful side-effects and expenses caused by long-term psychiatric medication dependence 
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(Hughes & Peak, 2013; Whitaker, 2010).  Participants regularly described group experiences as 

being helpful but sometimes mentioned being reluctant to share and not always benefitting from 

group interventions.  Previous researchers indicated that individual counseling in adjunct with 

group therapy was more effective than group therapy alone when treating trauma (Echeburua et 

al., 2014).  Further individual interventions could provide clients with necessary treatment to 

more fully and ably participant in adjunct group sessions.   

Surprisingly, posttraumatic stress disorder (PTSD) was not a diagnosis that qualified 

clients for treatment through county providers or for participation in one of the three MHC 

programs that served as settings in this study.  Trauma symptomology has been linked to 

experiences of poverty and racial oppression (Alim et al., 2006; Gomez, 2015; Meyers et al., 

2015).  As long as categorical diagnoses are being utilized, such exclusion disenfranchises a 

number of African American clients from treatment and participation.  MHC is an excellent 

opportunity to validate and initiate healing of traumatizing oppression by utilizing culturally 

competent counseling methods effective for treatment of trauma (Gomez, 2015).  Clinicians and 

program designers may benefit communities of low SES by advocating for inclusion of PTSD 

amongst qualifying diagnoses in these and similar programs. 

Counselor educators and supervisors must regularly discuss issues of multicultural 

difference in views of counseling and social injustices currently taking place in the judicial 

system with regard to race, mental illness, and incarceration.  By regularly discussing themes 

such as those discussed in this study they can better educate students and trainees to be prepared 

to serve diverse populations in diverse settings.  Counselors would also benefit from extensive 

training to avoid microagressions when counseling oppressed clients as such actions that 

contribute to themes of institutional betrayal and that show lack of understanding of client 
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experiences (Gomez, 2015).  The trend for prisons to serve as de facto housing for people with 

mental health disorders is rarely discussed in counselor education training programs and 

counselors need to understand factors of systemic oppression in order to properly serve and 

advocate for people oppressed by these systems and their actions.  

This study also contributes to existing literature by directing future research in further 

establishing MHCs as an empirically supported intervention, preferable to incarceration, for 

people with mental illness (Patton, 2002).  Future researchers could apply quantitative 

methodologies to further explore income/outcome measures across treatment modalities for 

African American clients.  Implementing further individual counseling could provide grounds for 

future research on reduction of stigma related to both mental health diagnoses and involvement 

in the judicial system, as well as to provide a basis to develop psychoeducational materials 

designed to reduce stigma and shame.  Further research in counseling methodologies for 

incarcerated populations can provide more specific aims in developing dimensionally focused 

diagnosis and psychoeducation based in recovery and normalization of stigmatizing experiences. 

Limitations 

 Numerous limitations were noted in this study, such as this researcher’s position of 

privilege as a Euro American male of outsider status amongst Black clients currently involved in 

the judicial system.  Participants’ perceptions of me influenced results based on client 

background, client-researcher interaction, and level of trust (Creswell, 2014; Patton, 2002).  

Some participants were more trusting of me than others during the research process.  Examples 

included multiple participants who appeared immediately forthcoming with personal 

information.  Other participants had more difficulty trusting me, but opened up significantly 

throughout the interview process as they became acclimated and perceived my empathic 
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responses.  A couple of participants remained untrusting, and sometimes symptomatic, only 

disclosing minimally throughout the interview process.  Some participants exhibited more severe 

symptomology by responding to internal stimuli or exhibiting tangential speech and magical 

thinking during interviews.  However, even with these interviews my research team and I 

reached agreement on codes and themes by omitting irrelevant information and agreeing that the 

participants’ hesitancy or (inability in some portions) to disclose remained pertinent to the 

research questions.  This reluctance to speak with me was congruent with themes of mistrust 

previously discussed in this study as participants recognized me, a White male, as a part of the 

existing oppressive power structure at work in their lives.  No research team members were 

themselves Black either, and few Black students were enrolled in my school’s counseling 

program at the time of the study.  This racial-ethnic disparity between research team and 

participants was not ideal, as it could have led to cultural misunderstandings of data.  However, 

lack of available Black counseling students further reinforces themes of marginalization 

discussed in the literature review.   

Another limitation was clients’ possible perceptions of coercion within study 

participation.  Despite reassurances of interviews being separate from court proceedings and 

participation being completely voluntary, it is possible that some participants still considered the 

researcher to be part of the MHC program or the system as a whole.  This limitation was further 

reinforced by interview settings being within the courthouse.  I considered using settings entirely 

separate from court but dismissed the idea due to difficulty maintaining contact with participants.   

I was also only able to conduct one interview with each participant and member checks 

with most participants, not all, due to time constraints and limited participant availability.  More 

frequent meetings could have facilitated deeper trust and disclosure (Patton, 2002).  Furthermore, 
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some candidates who refused, or were unable to participate due to absconding or open cases, 

could have been great resources.  One refuser was an 18-year-old male, in MHC for his first 

felony as an adult.  The Public Defender’s Mental Health Division Supervisor described him as 

the kind of candidate this program was created for: a young adult, with a clean record, who could 

become a convicted felon.  Speaking to him may have provided some great insights from a 

younger participant.  Lastly, results indicated experiences of this demographic specific to a 

single geographic location and MHC program as well a small sample size of clients within this 

setting.  Experiences of clients may differ from other MHCs or even other clients of this MHC.   

Conclusion 

 Researchers have thoroughly documented systemic oppression of Black males via 

incarceration and lack of access to mental health care (Alim et al., 2006; Carson & Sabol, 2012; 

Centers for Disease Control and Prevention, 2011).  Young Black men are more likely to be 

incarcerated and lack access to mental health services than any other demographic in the US.  

MHC’s were implemented to reduce mental health related recidivism.  These courts link 

offenders with mental illness to mental health services in supervised programs.  Researchers 

have found them to be moderately effective in reducing client recidivism rates and reducing 

client symptomology upon successful completion.  The courts regularly serve Black clients, but 

researchers did not focus on these clients’ experiences of MHC via qualitative methodology.  

Furthermore, qualitative researchers have not explored participant experiences of treatment 

modalities provided in MHCs.   

 The purpose of this phenomenological study was to understand young adult Black male 

experiences of mental health care within multiple MHC programs.  I sought to explore 

participants’ meaning-making experiences within treatment modalities including foci on 
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participants’ perceptions of treatment helpfulness, treatment harmfulness, trust in treatment 

providers, stigmatization of mental health disorders, and feelings of coercion in attending 

treatment.  The central research question of the study was, “What are young adult Black male 

perceptions of mental health treatment from MHC treatment providers?” Our findings indicated 

that participants found many aspects of interventions to be helpful in facilitating emotional, 

relational, and behavioral change.  They reported social support, medical intervention, and being 

held accountable by a treatment team to be beneficial in achieving physical and emotional 

stability; more meaningful relationships; and enhanced sense of responsibility, motivation, and 

self-determination.  Participants also reported viewing the MHC program as a positive force that 

contradicted their deeply ingrained negative beliefs about the judicial system as a whole.  Many 

participants reported believing that MHC treatment team members were there to help them.  

Participants also reported experiencing oppressive factors prior to and during treatment and 

experiencing blocks to treatment.  Significant barriers to treatment were stigma, shame, mistrust, 

and feelings of systemic coercion.  Participants reported factors such as these to interfere with 

their ability to trust and adequately receive information from many providers. 

This study has limitations and cannot be generalized to all young Black men or all MHC 

clients due to small sample size.  The study gives voice to the men involved, many of whom 

reported feeling trapped in a cycle of marginalization and poverty related to systemic factors and 

mental health symptomology.  I utilized a rigorous approach to data analysis with many steps to 

ensure trustworthiness in my research including various forms of data triangulation.  This 

research can be utilized by future clinicians, counselor educators, and supervisors to more deeply 

understand and advocate for the populous numbers of people with mental health disorders, a 
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disproportionate number of whom are African American, currently incarcerated in the criminal 

justice system.  
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APPENDIX E 

SUPPLEMENTAL MATERIALS
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Assistant Public Defender Script for Introducing Potential Participants to Researcher 

  
“Mr. __________________________, I would like to introduce you to Mr. Bryan Stare.  Bryan 
is conducting research to get opinions from men like you who are participating in mental health 
courts.  If you agree, he would like to ask you for your thoughts on how this program is working 
for you.  We hope your feedback can be used to improve our program in the future. 
  
Your participation is completely voluntary; if you decide not to participate it will not be held 
against you in any way.  No one from the court except me knows that you have been asked to 
participate.  Neither Bryan nor I will tell anyone, including the judge and the prosecutor what 
you decide.  Your name will not be used in any of the reports Bryan creates.” 
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Researcher Recruitment Script 
 
“My name is Bryan Stare and I am a licensed professional counselor intern and a student at the 
University of North Texas.  I am researching mental health court diversion programs for my 
dissertation and I am interested in gaining a deeper understanding of your treatment experiences 
in mental health court.  The focus of my research is Black males, ages 18-40.   
 
You are in a unique position to share about what it is like to be in mental health court.  I would 
like to interview you and ask you questions about your experiences receiving medication, 
therapy, or other services from mental health court treatment providers.  My goal is to give you a 
voice, in describing what your experience with MHC has been like.  I am in no way affiliated 
with any members of the treatment team meaning that I am not working for the judges, 
prosecutors, case managers, or public defender’s office.   
 
Should you choose to participate, the information you provide will be kept confidential and your 
identities concealed.  What you share with me will contribute to mental health professionals’ 
understanding and evaluation of diversion programs such as this one.  I am asking you as 
African-American men in particular, because no previous researchers have focused on your 
experiences in this setting.   
 
The first interview will last approximately 60-minutes and will take place in a private setting, 
separate from court proceedings, here in the courthouse.  Interview two will last no longer than 
30-minutes and will also take place in the same setting.  I will ask you to complete a short 
questionnaire in order to determine your eligibility for the study, and should you be eligible you 
will be offered compensation for your time in the form of a $10 Wal-Mart gift card for the first 
interview and two DART day-passes for completion of the second interview.  We can schedule 
meetings convenient for you on days that you appear in court, or other days that you must be at 
the courthouse.  Informed Consent and confidentiality with be further explained at this time, but 
I can answer any questions you might have now.” 
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Demographic Questionnaire 

Name: ___________________________________________________ 
 
Are you currently a participant in mental health court? 

 
Yes  
No 
 

How long have you been a participant in mental health court?   
 
__________Weeks __________Months  
 

Have you been a participant in mental health court before? 
 
Yes  
No 

 
What is your age? 

 
18-20 
21-30 
31-40 

 
Please specify your ethnic origin (or race) 
 

Black or African American 
Hispanic or Latino 
White 
Native American or American Indian 
Asian / Pacific Islander  
Other 

 
Please specify your gender: 
 

Male   
Female 

 
What is the highest level of education you have completed? 
 

 Middle school  
 High school   
 GED   
 Trade School   
 Two-year college 
Trade School    

 Master’s degree  
 Doctorate 



 

What is your monthly income?_________________________ 
 
Please specify your marital status: 
 

Married  
Separated  
Divorced  
Widower  
Single 
 

What criminal offense brought you to mental health court?_____________________________ 
 
Please specify the offense type: 
 

Misdemeanor   
Felony 

 
What mental health disorder are you currently diagnosed with? 
 

Bipolar Disorder  
Major Depressive Disorder  
Schizophrenia   
Schizoaffective Disorder 
 

What forms of treatment are you currently receiving? 
 

Medication 
Individual counseling   
Group counseling     
Anger management courses  
Substance abuse treatment 
Peer to peer support group 
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University of North Texas Institutional Review Board 
Informed Consent Form 

 
Before agreeing to participate in this research study, it is important that you read and understand 
the following explanation of the purpose, benefits, and risks of the study and how it will be 
conducted.   
 
Title of Study:   Black Males’ Experiences of Treatment Mandated by Mental Health Court: A 
Phenomenological Study 
 
Student Investigator:  ___Bryan Stare__, University of North Texas (UNT) Department of 
___Counseling and Higher Education     .  Supervising Investigator: ___Dr. Delini Fernando   .  
 
Purpose of the Study:  
You are being asked to participate in a research study exploring adult (ages 18-40) Black male 
experiences in mental health court (MHC).  The study will examine what it is like to receive 
mental health treatment in this program.  For example, you will be asked to discuss your 
thoughts and feelings about treatment providers, therapy, medications, and what it is like to 
attend treatment in general.   
 
Study Procedures:  
You will be asked to participate in interviews with Bryan Stare, the student investigator, to 
discuss your treatment experiences in mental health court. The first interview will take place here 
in the courthouse and will take about 60 minutes of your time.  During this interview Bryan Stare 
will ask you questions about your experiences receiving mental health treatments from MHC 
providers.  He and you will then schedule a 30-minute follow-up interview on a court day in 
approximately 30 days in order to verify information, discuss certain topics in more detail, and 
verify accuracy.  You will also be asked to complete a survey of demographic information that 
will take approximately 5 minutes or less to complete. 
Interviews will be audio-recorded, transcribed, and reviewed by research team members.  Audio 
recordings and transcribed data will be kept confidential and your identity will be protected at all 
times.  Interview recordings and transcribed data will be destroyed upon completion of research. 
 
Foreseeable Risks:  
The potential risks involved in this study are that you, the participant, may feel coerced to 
participate.  Please understand that Bryan Stare is not a mental health court staff member or 
officer of the court.  Your participation is absolutely voluntary and your 
willingness/unwillingness to participate will in no way affect your outcome in MHC.  
Furthermore, your identity will be protected and all information that you share with Bryan Stare 
will be kept strictly confidential.  No one from MHC will be made aware of what you tell him, 
and your identity will not be revealed in final study outcomes. 
 
Benefits to the Subjects or Others:  
This study is not expected to be of any direct benefit to you, but we hope to learn more about 
Black males’ perceptions of treatment in MHC, as this has not been researched.  The study may 
benefit the field of counseling by providing educational information to counselors and counselor 
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educators.  This may also help MHC treatment team members to recognize strengths and 
weakness of their programs and better serve participants.   
 
Compensation for Participants:  
You will receive one Wal-Mart $10.00 gift card upon completion of your first interview and 
another upon completion of our follow up interview as compensation for your participation. 
 
Procedures for Maintaining Confidentiality of Research Records:  
The confidentiality of your individual information will be maintained in any publications or 
presentations regarding this study.  The investigators will ensure confidentiality and protect your 
identity by removing any identifying information from what you choose to share during the 
interview.  No names will be attached to surveys or research notes, and identifying information 
will be maintained in a locked location. The student investigator will obtain permission from you 
before sharing any anonymous quotations in study results. 
 
Questions about the Study: If you have any questions about the study, you may contact Bryan 
Stare, at bryan.stare@unt.edu or Dr. Delini Fernando at delini.fernando@unt.edu. 
 
Review for the Protection of Participants: This research study has been reviewed and 
approved by the UNT Institutional Review Board (IRB).  The UNT IRB can be contacted at 
(940) 565-4643 with any questions regarding the rights of research subjects.  
 
Research Participants’ Rights: 
Your signature below indicates that you have read or have had read to you all of the above and 
that you confirm all of the following:  
Bryan Stare has explained the study to you and answered all of your questions.  You have been 
told the possible benefits and the potential risks and/or discomforts of the study.  
You understand that you do not have to take part in this study, and your refusal to participate or 
your decision to withdraw will involve no penalty or loss of rights or benefits.  The study 
personnel may choose to stop your participation at any time.  
You understand why the study is being conducted and how it will be performed.   
You understand your rights as a research participant and you voluntarily consent to participate in 
this study.  
 
You have been told you will receive a copy of this form.  
________________________________                                                             Printed Name of 
Participant 
________________________________                                ____________         Signature of 
Participant                                      Date 
 
For the Student Investigator or Designee: 
I certify that I have reviewed the contents of this form with the subject signing above.  I have 
explained the possible benefits and the potential risks and/or discomforts of the study.  It is my 
opinion that the participant understood the explanation.   
______________________________________                    ____________                 Signature 
of Student Investigator    Date 



 

134 

Interview Protocol (Initial) 

1. How would you describe your experiences with MHC so far? 

2. How do you view your own participation with MHC? 

3. What are your thoughts about psychiatric treatment provided in MHC? 

• What can you tell me about your diagnosis? 

• What can you tell me about your prescribed medication? 

• How would you describe your relationship with your doctor?  

4. How do you feel about the counseling modalities used in MHC? 

• What counseling formats have you attended? 

• What are your thoughts about these formats? 

• What are your feelings about clinicians providing treatment? 

5. What is your general perception of MHC treatment? 

• What has treatment been like for you? 

• What are your thoughts about your experiences with treatment? 

• What are your feelings about experiences with treatment? 

• Where do you believe you would be without MHC? 

7. If you had a friend who was about to begin mental health court for the first time and 

wanted to know what it was like [or what to expect] based on your experience with it, 

what would you tell him? 
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Interview Protocol (Revised) 

1. What treatment formats have you attended in MHC? 

• What do you think about the ___________? 

• How do you feel about the ____________? 

• What has _______________ been like for you? 

• What, if anything, do you like most about ______________? 

• What, if anything, do you like least about ______________? 

[Repeat for each modality] 

2. What are your feelings about clinicians providing treatment? 

• How do you feel interacting with them? 

• What do you think about them? 

[Repeat for each modality] 

3. Ok, now I want to ask you about something fairly personal, your diagnosis.  What is your 

diagnosis and what can you tell me about it? 

• When did your symptoms begin? 

• What treatment, if any, had you received before MHC? 

4. Now, I would like to ask you a similar question about medication. 

• What medication do you take? 

• What do you know about the purpose of that medication? 

• What do you know about the side-effects of that medication? 

• What, if anything, does the medication do for you? 

• What, if anything, do you like most about your medication? 

• What, if anything, do you like least about your medication? 
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• How would you describe your relationship with your doctor?  

 How often do you see them? 

 How much time do you spend with them during a visit? 

 How do you feel interacting with them? 

5. I really appreciate your willingness to open up to me.  This information may be very 

helpful to future participants.  Now I would like to broach a subject that you may or may 

not be used to discussing in this setting….How do you feel about discussing race with 

me?   

• Do you consider yourself Black or African American? 

• As a [Black/African American] man, what do you think about mental health 

treatment in general? 

• As a [Black/African American] man, what has the mental health treatment been 

like for you in this program? 

6. Ok, you’ve been sharing with me about the particulars of the program, and I would like to 

shift the focus more to your personal opinions.  In order to do this, I would like you to 

answer this first:  

• Who is a friend, family member or loved one who you trust and are very honest 

with?  If _________ asked what MHC has been like for you, what would you tell 

them? 

• Now, with this in mind, when you look back on your participation in MHC, what, 

if anything, has changed in your life? 

• Describe to me the series of events that brought you to MHC. 
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• What, if anything, do you know now that you didn’t know at the beginning of this 

program? 

• If ___________ asked you: How do you feel about your experiences with treatment 

in MHC, overall, what would you tell him or her? 

7. You’ve been willing to go very deep with me.  Considering some of the topics we have 

discussed, I would like to ask some closing questions about your opinion of the program. 

• What, if anything, has been the hardest part about this program for you? 

• What, if anything, has been the easiest? 

• Where do you believe you would be without MHC? 

• If you had a friend who was about to begin mental health court for the first time 

and wanted to know what it was like [or what to expect] based on your experience 

with it, what would you tell him? 

 

• What will you do after this program? 

 

• What should I have asked you that I didn’t ask? 

 

• Is there anything you care to add? 
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Phenomenological Reduction or Bracketing 

“Setting aside one’s biases and assumptions related to the phenomenon/experience under 

investigation. Identify the data in pure form uncontaminated by personal biases.  

In bracketing, EACH researcher does the following: 

1. (For each transcript) Note key phrases and statements that speak directly to the 
experience under investigation 

2. Interpret the meanings of these phrases 
3. Obtain the participant’s interpretations of these phrases, if possible 
4. Inspect these meanings/interpretations for recurring features or what they reveal about the 

experience under investigation 
5. Based on the recurring features identified in 4 above, offer a tentative description or 

definition of the experience under investigation” 
 

The above is taken from the handout I provided initially.  Please follow these instructions 

based on what stands out to you, the researcher, from in seeking to answer the following 

questions below.  Use the provided Bracketing Worksheet to document your process. 

“The central research question of the study is, “What are young adult Black male 

perceptions of mental health treatment from MHC treatment providers?”  In answering this 

question the researcher will seek to address: 

• What are clients’ perceptions of treatment?  

• What are clients’ experiences with MHC treatment modalities? 

• How helpful or harmful do clients find current treatment to be? 

• How do clients feel about the circumstances of treatment provisions?” 
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Bracketing Worksheet 

Participant #   

Page & Line number Key Phrases or Statements Interpretation 
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Tentative Description:  
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