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7. Executive summary

It is widely recognised that BME communities expade social and material
disadvantage and face barriers in their accesdatatsry support services. Social
exclusion is a symptom and product of institutioradism and stereotypes. Within a
health context social exclusion and institutionatism have contributed towards
significant differences in health outcomes for BM&mnmunities including Muslim
communities.

The mental health system and in particular theonstiof the self and distress are
‘Eurocentric’ and exclude, to the detriment of tHgpocratic Oath of ‘doing no
harm’, alternative cultural, ethnic, gender andrigml perspectives. Within the
‘system’ even western traditions of spiritualityeagnored and preference is given to
a biomedical model which while acknowledging thesss of peoples distress fails to
adequately engage with peoples experiences. Dextoalisation of people from
their experiences, culture, notions of their sedfligion and spirituality leads to
inequalities in mental health outcomes. This stimtyises on the self defined mental
health needs of the Muslim community and providesal Muslim people the
opportunity to define and describe their own petiogys of their identities and what
they see as key components of a mental healthceewhich has ‘choice’ as a central
and guiding principle.

This project was funded by the National Institute Mental Health in England and
supported by The Centre for Ethnicity and Healthjversity of Central Lancashire
(UCLAnN) using the Community Engagement Model. Tétisdy was undertaken by
Sharing Voices (Bradford) an organisation that gegapeople living with mental
distress through the conceptual and practical tobl€ommunity Development and
Post Psychiatry. SVB engaged, identified and tchimeo community researchers and
involved some 87 people from a broad spectrum ef Muslim community of
Bradford. The research was guided by a steeringnutise comprised of local
stakeholders including eBna Ullah (Race Equality Lead, NIHME) CCCMH,
Bradford District Care Trust, Bradford City tPCFJS Manager, a community
researcher and by the University of Central Lanicasiwho also hold overall
responsibility for the community engagement pilots.

Findings

The study foundthat Muslim participants talked around five distinthemes
including;

Politics and Personal | dentity

“I'm a Muslim and that would never change, my faitlakes me who | am”
(FG 18-25 Women)

“...My identity for me is...I'm a Muslim British Palasti” (FG 18-25 Women)

Faith and Lifestyle



“...It helps us move forward or we would be lost...ivteg you comfort and
strengthens you as a person, and keeps me s@f®.26-40 Women)

“For me personally Islam shapes my life for examiphleould not work in a place if |
cannot fulfil my Islamic duties, my prayers...I vidbk elsewhere for a job where |
can both work and pray | see it as important asgdamy life” (FG 18-40 Reverts
Men)

I dentity and paranoia

‘I don’'t personally walk around with this paranoiut | think as a group the
connotations attached to Muslims generally are weegative...and | think that is
related to what is going on at the moment acroegjibbe” (FG 18-25 Women)

“...Someone at work asked my name...he said | finghityf and some what ironic
that this government employs the same people windram the group of people who
bomb the capital city in our country..(FG 18-25 Male)

“...I no longer feel comfortable getting on the trdiacause everyone just looks”
(FG 26-40 Women)

Individual racism

“As a Muslim | feel | am not treated as well asa# this could be on a bus, with no
reply to even my simplest thank you or plea@&3 26-40 Men)

“I'm a Muslim revert...but when | had an “episode” wajiven a curry...I'm not
being disrespectful but | don’t eat curries, itstgmod for my ulcers...yet because
you're a Muslim, they assume you'll eat currgG 18-25 Men)

Community denial

“In our community there’s this thing called basteshame, when someone’s child’s
got mental health problems the word is spread dfgla big shame”(FG 18-25
Male)

Participants also discussed and brought into tles afiews on stigma, language and
alternative forms of support, gender specific issupstitutional racism and social
exclusion.

The study found that participants had a clear ioleevhat helped them in times of
distress as a result of which the following keyoraemendations were made:

1. Gender specific safe spaces and community-basilims
* Resources should be made available to employ Adiimas (male
and female scholars) based within the community.
» Safe spaces in both statutory services and indhemunity should be
developed and promoted.
» Development of and access to information and adwiciities that are
targeted at people living with mental distress tair families.



2. Choice
o Offering choice to Muslim people in Bradford incksl provision of
above as well as Hakims and Faith-based Resources.

3. Cultural Competency and Good Practice in Service
* To provide and develop bespoke training packagestadf working
within statutory and third sector organisations.
» This approach to be developed in partnership wigluntary sector
organisations that have expertise in working witllBBcommunities
and are culturally competent themselves.

4, Employing culturally competent family support
« To employ a series of family support workers whouldowork to
develop family centred services that promote famiigil-being and
enable families to cope with mental health crisisirelative, partner,
parent and or sibling.
» Family support workers to act as a conduit throwlich services can
improve and adequately meet the needs of people.

5. Governance and Quality/Training
* To provide and develop bespoke training packagestidf working
within statutory and third sector organizationsisTépproach needs to
develop in partnership with voluntary sector orgations that have
expertise in working with BME communities and araltarally
competent themselves.

6. Strategic Planning and Implementation
» This report and its recommendations be includeténFIS action plan
which aught and hopefully will cut across all agescthat are
interested in enabling people living in mental idiss to recover.

Conclusion

This study and the themes that emerge are not th&y, reaffirm much of what is
known already. It is clear that people have andiooa to experience social exclusion
and live with stigma, racism and Islamaphobia aadehclear personal and social
identities that are informed by their faith andiéksl They are also certain and
articulate and suggest to service providers regmotizat would be congruent with
their needs and which crucially offer ‘choice’ atiuis increase the possibilities of
recovery and non medical interventions. The study enly be of value if they
recommendations proposed are taken forward andeimgited and a timescale for
reporting back the outcome to the community idgrsetotion.



2. INTRODUCTION

2.1 The Centre for Ethnicity and Health’s Model ofCommunity Engagement
Background

We often hear the following words or phrases:

e Community Consultation

e Community Representation

e Community Involvement/Participation
e Community Empowerment

e Community Development

e Community Engagement

Sometimes they are used inter-changeably to meaisame thing. Sometimes the
same word or phrase is used by different peopieérsame meeting to mean different
things. The Centre for Ethnicity and Health haggy specific notion of Community
Engagement, and this paper is an attempt to desdrib The Centre’'s Model of
Community Engagement evolved over a number of yemsa result of its
involvement in a number of projects. Perhaps tlestiimportant milestone however
came in November 2000, when the Department of Healtarded a contract to what
was then the Ethnicity and Health Unit at the Ursitgy of Central Lancashire to
administer and support a new grants initiative e Tritiative aimed to get local Black
and minority ethnic community groups across Englemaonduct their own needs
assessments, in relation to drugs education, ptievemnd treatment services.

The Department of Health had two key things in mimden it commissioned the
work; first, the Department of Health wanted a nemaf reports to be produced that
would highlight the drug-related needs of a ran@eBlack and minority ethnic
communities. Second, and to an extent even mop®riant, was the process by
which this was to be done. If all the DepartmenHealth had wanted was a needs
assessment and a ‘glossy report’, they could haeetty commissioned a number of
researchers who could have gone into local Blackraimority ethnic communities,
talked to them about their needs, written up amemd produced yet another set of
reports that potentially do not have any long témpact. This scheme was different
however. The Department of Health was clear thdid not want researchers to go
into the community, to do the work, and then toageay. It wanted local Black and
minority ethnic communities to undertake the wdnkrhselves. These groups may
not have known anything about drugs, or anythinguabundertaking a needs
assessment at the start of the project; what thmyldvhave is proven access to the
communities they were working with, the potentialble supported and trained and
the infrastructure to conduct such a piece of wdrkey would be able to use the nine
month process to learn about drug related issugsbout how to undertake a needs
assessment. They would be able to benefit and eam the training and support
that the Ethnicity & Health Unit would provide, atliey would learn from actually
managing and undertaking the work. In this waythat end of the process, there
would be a number of individuals left behind in tbemmunity who would have
gained from undertaking this work. They would hdearned about drugs, and
learned about the needs of their communities, hag would be able to continue to



articulate those needs to their local service mhend, and their local Drug Action
Teams. It was out of this project that the CefdreEthnicity and Health’s model of
community engagement was born.

The model has since been developed and refinechamteen applied to a number of
areas or domains of work. These include:

* Substance Misuse

e The Criminal Justice System
e Sexual Health

* Mental Health

* Regeneration

* Higher Education

e Asylum

New communities have also been brought into thgnamme: although Black and
minority ethnic communities remain a focus to tharky the Centre has also worked
with:

e Young people

* People with disabilities

» Service user groups

* Victims of domestic violence

* Gay, lesbian and bi-sexual people
« Women

* White deprived communities

¢ Rural communities

In addition to the Department of Health, key parsrigave included the Home Office,
the National Treatment Agency for Substance Mistise,Healthcare Commission,
The National Institute for Mental Health in Englaride Greater London Authority
and Aimhigher.

2.2 The Key Ingredients

According to the Centre for Ethnicity and Healthdah a Community Engagement
project must have the community at its very hedrn. order to achieve this, it is
essential to work throughhest community organisation. This may be an existing
community group, but it might also be necessargdba real or virtual group up
where one does not exist already. The key thingh& this host community
organisation should have good links to the targetrounity’ (whoever this is) such
that it is able to recruit a number of people fribva target community to take part in
the project and to do the work (see section onlasbw). It is important that the host

! The target community may be defined in a numbevays — in many of the Community Engagement
Projects that we have run we have defined it byietty. We have also worked with projects where it
has been defined by some other criteria howeveh as age (e.g. young people); gender (e.g.
women); sexuality (e.g. gay men); service users (ug users or mental health service users);
geography (e.g. within a particular ward or estatd)y some other label that people can identityrwi

or rally around (e.g. victims of domestic violensex workers).



community organisation is able to provide co-ortlova and infra-structure (e.qg.
somewhere to meet; access to phones and complinarssial systems) for the day to
day activities that will be undertaken once thejgubis underway. One of the first
tasks that this host community organisation unéegawill be to recruit a number of
people from the target community to work on thegub

A Host With Good Links | To Provide Basic Infra-structure | To Recruit A Number Of
Community | To The Target For The Project (Recruit And Co-| People From The Target
Organisation | Community ordinate Project Team; Provide | Community To Do The Work
Office Space, Phones And
Computers; Look After The
Finances)
A Task Time Limited A Piece Of Research Into Key Learning And Development
Meaningful Needs/Gaps/Issues For The Of Key Individuals; Access
Manageable Community Hard To Reach Groups; Raise
Awareness and Debate;
Community Ownership
Support Financial Training And Workshops; Statutory Partnerships;
(Typically Up To | On-Going Support And Guidance|, Steering Groups;
£20,000) Personal Tutor Sustainability

The second key ingredient is thiask that the community is to be engaged in.
According to the Centre for Ethnicity and Healthdah this must be something that
is meaningful, time limited and manageable. Neaaly of the community
engagement projects that we have run have invabeadmunities in undertaking a
piece of research or a consultation exercise wittieir own communities.
Sometimes we have been met with an initial restetdn doing ‘yet another piece of
research’, but this misses the point. As in théahprogramme that we ran on behalf
of the Department of Healtlhe process (i.e. of getting ordinary people inedhn
doing the work) is as importantf not more important, than the report that they
produce at the end of the day. The task or agtigisomething around which lots of
other things will happen over the lifetime of theject. Individuals will learn and
new partnerships will be formed. Besides, it ipamant not to lose sight of the fact
that it will bethe fist time that these individuals have undemakeesearch project

The final ingredient, according to the Centre fdnriicity and Health’'s model, is the
provision of appropriateupport and guidance. We do not expect community groups
to become involved for nothing. Typically we wouldake in the region of £15-
20,000 available to the host organisation. We aanpect that the bulk of this
money would be used to pay people from the targehncunity as community
researchefs We then allocate a named member of staff fram Gommunity
Engagement Team as a project support worker. gdrison will visit the project for

at least half a day once a fortnight. It is theile to support and guide the host
organisation and the researchers through the pgropte also provide a package of
training — typically in the form of a series of eedited workshops. The accredited
workshops give participants in the project a chancgain a University qualification
whilst they undertake the work. The support workeitsalso assist the group to pull
together a steering group for the projecThe steering group is an essential element

2 This is not always possible, for example, wherepiial participants are in receipt of state barefi
and where to receive payment would leave the paatit worse off.

3 Very often we will have helped groups to do thesywearly on in the process at the point at which
they are applying to take part in the project.
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of the project: without one, it is difficult to @@vho the community are engaging with
and it is unlikely that anything out of the projedgtl be sustained in the longer term.

The group will be doing a needs assessment or suttation exercise, but for what

purpose? It is the role of the steering grouprtsuee that the work that the group
undertakes sits with local priorities and strategend that there is a mechanism for
picking up the findings and recommendations that dhoup may make. It is also

their role to help to pick up the key individualsavare developed through the project
process to help them to take their ‘next steps’.

2.3 The Community Engagement Team
The Community Engagement Team comprises of 25 mesrdfestaff. They work

across a range of Community Engagement areas oiatipe, within a tight regional
framework.

National Programme Directors

Northern Team

Midlands Team

Southern Team

Senior Support
Worker

Senior Support
Worker

Senior Support
Worker

Senior Programme
Advisors

Support Workers | Support Support Workers | Drug Interventions
X3 Workers X6 Programme
X3
Regeneration

Mental Health

Teaching And Learning Team

Administration Team

Communications Officer

2.4 Programme Outcomes

Each group involved in any of our Community EngagetrProgrammes is required
to submit a report detailing the needs, issuesoocerns of the community that it
consulted with. The qualitative themes that emdrgm the reports are often very
powerful, particularly when taken together with etlreports produced by groups
involved in the same programme. Such informat®key to commissioning and
planning services for diverse and ‘hard to reacbmmunities. Often new
partnerships between statutory sector and hardachrcommunities are formed as a
direct result of community engagement projects.

The capacity building of the individuals and groupsgolved in the programme is

often one of the key outcomes. Over 20% of those are formally trained go on to
find work in a related field.
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3. Bradford Community Engagement Pilot Project: The Focus of
This Particular Report

Since 2000 over 200 community groups have takenipame or other of the Centre
for Ethnicity and Health’s Community Engagement WoProgrammes. The

researchers would like to categorically express ttia views in this report are those
of the group that undertook the work, and are matessarily those of the Centre for
Ethnicity and Health at the University of Centraricashire.

In this section we will set the scene and provideils of the context in which the
project has emerged and developed. The projectaeils on the needs of the Muslim
communities in Bradford to ascertain their views mental health and possible
solutions.

National Institute for Mental Health in England Community Engagement
Programme:

Sharing Voices (Bradford) was one of the 11 pitohmunity groups who took part in
the National Institute for Mental Health in EngldadCommunity Engagement
Programme in 2005-2006. The objectives of the ranmgne were to improve equality
of access, experience and outcomes for Black Mind&thnic Community service
users by:

« Building capacity in the non-statutory sector

« Encouraging the engagement of Black and minorityietcommunities in the
commissioning process

« Ensuring a better understanding by the statutorgtaeof the innovative
approaches that are used in the non-statutory secto

* Involving Black and minority ethnic communitiesidentifying needs and in
the design and delivery of more appropriate, eifecand responsive services

« Ensuring greater community participation in, andrasship of, mental health
services

* Allowing local populations to influence the way \sees are planned and
delivered

« Contributing to workforce development, and spealificthe recruitment of
500 Community Development Workers.

3.1 Bradford — Contexts

Like many industrial Pennine towns, Bradford’s plagion reflects the multicultural
nature of modern British identity. The populatidntloe city in the 2001 census was
just under 468,000, of whom 14.5% described therasehs Pakistani, 2.7% Indian
and 1.1% Bangladeshi. The city has a significanslMucommunity; at 16.1% this is
the fourth highest figure in the country. The denaphy of the city's BME
community is evolving, with growing numbers of Bsfi-born Muslims, Hindus and
Sikhs. These figures fail to reveal the way in wahilse city’s BME communities are
concentrated in the inner city areas.

12



There are important implications for the healttire residents in key areas across the
District. Figures from the National Database foinfary Care Trusts indicate that
Bradford City tPCT ranks fifth in England in terro$ having Super Output Areas
(SOAs) that are in the 20% most deprived in Englémather words the health of the
residents of inner city Bradford is more likely be@ adversely affected by socio-
economic factors such as poor housing, overcrowding unemployment, than that
of the residents of more prosperous parts of ttye @i for that matter most other parts
of the country. Social adversity and poverty digomionately affect people from
BME communities, and this is reflected in their esipnces and use of mental health
services, as the recently published NIMHE / Departimof Health reporinside
Outsidehas highlighted (2003).

3.2 The Values of Sharing Voices Bradford

The theories of psychiatry continue to dominatecfica in mental health services in
this country. Bracken and Thomas (2005) have argiv@dalthough some aspects of
recent government health policy such asNkS Plan(HMSO, 2000) andDelivering
Race Equality(DH, 2003) are driven by the democratic ideals ocfater patient
involvement in the planning and delivery of sergicand the imperative to combat
social exclusion and health inequalities, the NeticService Framework for Mental
Health (DH, 1999) is dominated by medical interatiehs of distress, stressing the
importance of medical and psychological intervemdidor people who experience
psychosis and distress. Such interventions arelyeegted in Western assumptions
about the nature of the self, and although manyleefind such services helpful, this
is not the case for those from non-Western cultwaalitions. This is because ‘mental
health’ problems have strong personal, social adi@l dimensions and cannot be
understood in biological terms alone. In psychiatitye context in which such
problems arise is often ignored and alternative svay understanding states of
sorrow, withdrawal, madness and dislocation aregmatized or even pathologised
(Bracken & Thomas, 2005). These issues demand mespoto contexts and
communities in imaginative and flexible ways.

Sharing Voices Bradford was set up in August 20p&cHically to tackle these
problems. It does so by recognising the primarydrtgnce of cultural, spiritual and
social contexts that frame individual experienceslistress. It is these contexts that
shape themeaningof individual experiences of distress, and it idyoby paying
attention to the possible meanings of experiented people can move on to
recovery. So, by using a model of community devalept, SVB works with local
communities to develop networks of support that baip those who experience
severe distress to make sense of their experiesmogsthus move forward in their
lives.

Distress is experienced within, and is shaped Hierdnt cultural understandings of
the world, and of suffering and healing. This cédissolutions that use different ways
of framing, and responding to, difficulties. Crubfathis means that this research
project must engage with Muslim communities, witteit knowledge and their
strengths.

Sharing Voices Bradford has much experience irigipattory research of this nature.
It has recently been involved in participatory egsé partnerships with the

13



International Centre for Participation Studies (8CPart of Peace Studies) in the
University of Bradford inParticipation, Why BothetProject and the Sainsbury
Centre for Mental Health. It is currently involveéda third, Minorities in Minorities
jointly with ICPS and the Centre for Citizenshipda@ommunity Mental Health
(CCCMH).

3.3 Islam and Psychiatry

“Islam is the religion whose founder is the Propkiethammad (pbuf). A Muslim is
an adherent of the Islamic religion. Muslims reprasthe majority in 56 countries,
and form more than one-fifth (1.2 billion) of theokld population”. Psychiatry and
Islam, 20043

Within these varied Muslim communities faith andriggality plays a central role in
day to day living and provides people with stragésgthat promote individual and
societal well-being. Within the definition given@ke Islam is defined as a religion
however the Quran (according to Muslims, the reagtalord of Allah) describes
Islam as ‘Deen’, literally a way of life, encompiggall spheres from the mundane to
the spiritual, political and educational. The Qurand the life of the Prophet
Muhammad (pbuh) serve as important reference pdortsa Muslim, a family,
community and or country. The Islamic way of life doncerned with developing
human being’s by creating a state of balance ® ligalthy and rewarding lives. As
such spirituality and or cultivating closeness tltalA has always been the central
focus of a Muslim’s life whether it is in the areafsocial interaction, business and
commerce, marriage, education and or social welfeine individual is reminded of
responsibility to Allah and to creation and showactical examples of how to go
about this.

It would therefore become apparent that the Islari@e of health and well-being is
holistic and encompasses the whole and is a statheing Muslim’ literally
translated as ‘one who submits’. Therefore menéalth or well being in Islam is
seen as part of the daily practical life and atsodbservance of religious duties.

“Verily in the remembrance of Allah do hearts fisatisfaction”(13:28 Al Quran)

However within an Islamic framework there is also acceptance where it may be

that for some people this balance may become denlupnd people may become

temporarily unwell. Therefore, in Islam and Islangiocieties processes have been
developed to enable individuals to recover from taledistress and also a different

conceptual framework for defining/diagnosing meritakess, but do not necessarily

match that of mainstream psychiatry / psychology.

Central and core to this process is that the persmwsds to maintain a sense of
direction and anchoring and retain observance ajer fast and DhiRr This could

also be complemented in the formal way of seekirgpidatual guide and or healer
who, having travelled and mastered the spirituaerses, would be able to

* Peace be upon Him (the phrase mentioned as @kigspect after mentioning the name of the
Prophet Muhammad)
® Remembrance of Allah

14



recommend and prescribe litanies to people toadaibrder to rectify ailments such
as feeling alienated, hopelessness and so on.

Sufisn?, iim al nafs or Tasauwuf is the traditional (atihemonly understood to mean
the ‘science of the human soul’) and important espétraditional Islam which deals
with enabling people to develop knowledge of God &m experience peace. The
Sufi’ thought and literature is highly developed andhistizated and deals with this
science as a systematic process. Here it is impotta note that science within
Islamic tradition is observable, repeatable andntjfiable and also deals with the
abstract and metaphysical in a manner that is ehiqislamic. Indeed Muslim
scientists initiated and developed both forms ofesce’. This questions the current
notion and self-deceit of psychiatry which clairos itself a scientific medical status.
Contemporary psychiatry at worst rejects societavjronmental and spiritual aspects
of distress and suggests almost entirely somatibaatily interventions. Whereas
Islam in the branch of Sufism places human being$wden physical and
metaphysical realities and argues that both aeneei The place of Sufism has been
central throughout Muslim history and as such oilefind ‘Sufi Orders’ that focus
on developing people’s closeness to God througlgioels observances, refraining
from bad action and promoting good. Examples figing from bad action would
be not to lie, cheat, or usurp other peoples rigimd promoting good could entalil
removing harm from people, preaching, supportiqthans etc.

Deriving mainly from the Sufi understanding of thedf, structured approaches to the
treatment of states of psychological distress tibaxeloped. This area of therapies is
namely described as “Tibb ul naffs” of “Nafsiyaf’he therapeutic practises within
the tradition include the specific use of music amproaches to talking psycho-
therapy. Some of these approaches have evolvedvestern practises, as in some
aspects of Jungian analysis and in trans-persayahplogy, which was developed
by a follower of the ChistiSufi order.

The other component of Islam’s approach to mengdlth well being was the
development of medicine or ‘Tibb’ based on the foumors (Yellow Bile, Black
Bile, Phlegm, Blood), as well decoctions of herbsl @lants and foods e.g. honey.
Central to these was an understanding of how tlpHet lived and his habits of
eating and drinking and it is implicitly believetat Prophetic advice in this area
promotes good health and well-being. Thus the abatm of Islamic medicine would
be as Avicenna points out:

“The art which is concerned with the preservatidrgood health, combating disease
and restoring health to the siclitied in the introduction to Natural Healing witte
Medicine of the Prophet, Imam Ibn Qayyim Al-Jaw#y§{1292-1350 C.E.)

The Prophet Muhammad (pbuh) sdidilah has not sent down any malady but he
has also sent down the remedy; those who knowaivkt, and those who do not
know it, do not know itharrated by Ahmad, 3397.

® Sufism, ilm al nafs or Tasauwuf is a branch adislthat focuses on the direct perception of Truth o
God through mystic practices based on divine love

” Sufi : an individual on the path of Sufism

8 Chain of Sufi orders
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As Islam spread to many different lands one offifs¢ psychiatric hospitals arose in
Baghdad in 705 CE followed by Cairo in 800ce andnBscus in 1270ce. The first
specific specialist psychiatric ward was built adjog general hospitals in Turkey in
1555. (This even experimented with music therapysound vibrations/resonance).

Some of the great Muslim physicians include al-Rd225) who wrote a 24 volume
encyclopaedia of medicine and ibn Sina (Avicenna087) who wrote the 14 volume
“The Cannons of Medicihewhich was used in the west for 700 years. Botirked
with psychiatric patients, with ibn Sina rejectitige notion that mental illness was
caused by evil spirits (Jinns)”. However Al-Ghazziiticised ibn Sina’s view on the
notion of mental illness and Jirsvho believed Jinns and other spiritual factocs di
contribute towards mental illness.

From the above it becomes apparent that Islam Hiadyadeveloped system in place
that sees faith and spiritual works as centralrmmwting the well-being. Crucially
important is that in Islam there is no gender irahaé and the above is equally valid
to Muslim women as it is to men.

“For Muslim men and women, for believing men andnea, for devout men and
women, for true men and women, for men an womeravghpatient and constant, for
men and women who humble themselves, for men amémwho give in charity, for
men and women who fast (and deny themselves) eimiamd women who deny guard
there chastity and for men and women who engagé nmuéllah’s praise-for them
has Allah prepared forgiveness and great rewar@3:35 Al Quran)

In conclusion “There is a desire held by sizeahiepprtion of Muslims for the
retention and resuscitation of traditional teachiagd the core values of compassion,
justice and benevolence that characterise all wddihs, including Islam”.
(Psychiatry and Religion, 2004)

It becomes apparent from the above that Islamfaihatradition of Muslims is full of
depth that promotes individual and societal welhgeMuslims see their well being
symbiotically linked to faith and practice of thairay of life’, Islam.

3.4 The Study

The focus of the Community Engagement Project atiSy Voices (Bradford) in line
with the government’s vision of improving engagemeanformation, access and
choice, is to engage Muslim service users and thsli community to help them
articulate their understandings of mental healkigirt priorities and agendas. The
project specifically focused on 18-40 year old MuasMen and Women in order to
support local people identify and articulate thegeof support and interventions that
meet their needs.

Aims;

1. To enable Muslim people in Bradford between thesagel 8-40 to describe

® The Jinn are beings created with free will, livimg earth in a world parallel to mankind. The Aabi
word Jinn is from the verlJannd which means to hide or conceal. Thus, they aysipally invisible
from man as their description suggesisp://www.islamawareness.net/Jinn/world.html).

16



how they understand the relationship betweem taih, their personal
identity and the cultural and political context alélive in.

2. To enable Muslim people between the ages of 18ed@escribe how they see - w Formatted: Bullets and

the factors and relationships in Aim 1 impingingtbair emotional well-being Numbering
and or mental health
3. To enable Muslim people to describe how they seetmtexts in Aim 1, as
influencing their choice of support and help whieeytare in crisis or in time
of need.

Objectives:

1. Building capacity in the non-statutory sector bycruiting, training and
resourcing community researchers to undertake megsea

2. To establish links with interested parties — lopabple, academics, services
and institutions to guide and direct the projecbtigh establishing a Steering
Group.

3. Encouraging the engagement of the Muslim commugitigoups, mosques
and leaders in terms of their understanding andpeetives on mental health
and the aims of the project.

4. Ensuring a better understanding by the statutootoseof the innovative
approaches within an Islamic framework that areduse the Muslim
communities.

5. Involving the Muslim communities in identifying rég and in the design and
delivery of more appropriate, effective and respansservices though
conducting focus groups and semi structured irgersi

6. Allowing local Muslim community to influence the waervices are planned
and delivered

7. To disseminate the key themes and recommendatighfighted throughout
the field work.

4. Methodology
4.1 Recruitment/Networking:

We wanted to access views and opinions that ammalbyr excluded from debate and
difficult to access, so we used a participatoryeaesh model. Sharing Voices
(Bradford) appointed a part time Community Develeptworker (CDW) to take the
lead in delivering the Community Engagement projédirough SVB’s existing
networks the CDW conducted a number of presenttiain several community
centres/organisations describing the proposed mgdsea As a result of this we
recruited two community researchers (Sami and @hazihe third and final
individual to participate with the project was avéee user, who volunteered to
become a community researcher after visiting SVB.

Although the majority of the Muslim population irrdiford is of Pakistani origin, it

was important to recruit subjects from a varietytifnic backgrounds in order for the
study to be representative in terms of diversityolder to increase the validity of the
data obtained from the focus groups and reseatehviaws, we tried to ensure that as
far as possible interviewers matched intervieweeslasely as possible in terms of
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languages spoken, gender, age and cultural ofidfie.diverse cultural origins of the
community researchers meant that this was possible.

Researcher Ethnicity Age
Sami Babiker African 30
Noreen Hussain Bangladeshi 21
Fozia Sarwar Pakistani 28
Shazia Younas Pakistani 27
Kamran Yunis Pakistani 24

Having recruited the researchers it was importandéntify key stakeholders who
would steer and supervise the direction of the gutoj The networks and links
established by Sharing Voices were once again uadé as key individuals across
organisations nominated themselves to become menalbéine steering group, which
consisted of leaders of the Muslim community, Mustiervice users, an independent
community advisor, Individuals from both the vdary and statutory sector
including CCCMH (Centre for citizenship and commuyninental health), Local
Implementation Team (LIT) and commissioners frora Brimary Care Trust were
also invited to join the steering group. Involviegmmissioners was essential to
develop sustainable provision and it was hoped tthatinvolvement will enable the
themes that emerge from the research to be inggfjiato current services and new
service provision. Ovetime this forum became important in ensuring thad t
project’'s aims and objectives were achieved. Thnoug the duration of the project
the steering group convened four times.

4.2 Training:

The University of Central Lancashire provided giitiraining for the community

researchers, which consisted of six workshops. fiflse two workshops included:

Understanding Mental health — key themes, overvéwational policy and service

implementation framework for mental health and stdrical overview of mental

health policy development. Workshops 3-6 includetat is research, overview of
different research methods, primary and secondaitg dources, quantitative and
qualitative methodology, ethics and confidentialitye final workshop concentrated
on writing and dissemination of the report. Thenireg provided the researchers with
the necessary skills and theory to conduct andyaaut the research in an objective
and non judgmental manner. The researchers wergdptb with ongoing support

from the SV (B) management. In addition, the dasilypport from the senior

community development worker proved crucial at 8me

4.3 Devising Research Questions:

Immediately preceding the training workshops thaugrbegan work on the research
methodology. Regular fortnightly meetings were Hedtiveen the researchers and the
support worker, to discuss this, and decide on wsgarch tools to use. We felt that
there were serious disadvantages with quantitatmethods and structured
guestionnaires. They seemed too objective, cold iammkrsonal, and thus alien to
people from Muslim communities. We also believedttielosed questions were
inappropriate in questionnaires in a study of tlature, given the sensitive, difficult
and complex nature of the beliefs and experienawanted to access. In addition, it
was likely that such questions would be loaded wdtssumptions, and lead
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interviewees in directions that did not fully repeat the views and opinions of the
Muslim Community.

In view of this, the research group decided to gselitative methods with focus
groups and in depth interviews, using a semi gtrect interview schedule. This
allowed participants to speak freely and fully abtheir personal experiences of
mental health in a group or one to one setting.f8ltehat focus groups personalised
the experience of being involved in a researchegtojThe data extracted from the
focus groups would be rich and capture personatdoial experiences of those who
had experienced distress, and the response of Méaadth Services.

The focus group schedule is presented in appendia®d consists of six questions.
We decided to use these questions after extensborigbion with the researchers,
steering group members and also the support wdraer UCLAN. They cover two
main areas. Questions four and five are directlynceoned with individual
experiences of mental health services, as wehasype of support that people feel in
necessary when in crisis. Questions one, two andesl with the wider cultural and
political factors that the groups felt were impattan understanding how British
Muslims might make sense of their experiences sfrels, particularly in terms of
personal identity and the wider political contekinally, question three invited
research subjects to make a link (if appropriagfivben the issues of politics and
identity, and experiences of distress.

4.4 Carrying out the Research

Once we had decided on the research methods alw] tie® community researchers
explored the possible breakdown of the focus granpsrder to engage as many
individual views as possible from the Muslim comrityunWe were interested in the
experiences of those who had used both primary (&iel) secondary (specialist)
services. It was agreed that the researchers wowtplete six focus groupsll
gender and age specific. These groups were orghassshown below:

No. Of Individuals

Age

Focus Group group Male Female

1 Mixed 18-40 6 2
2 Gender specific 18-25 10 15
3 Gender specific 26-40 10 14
4 Convert/Black Muslims 18-40 12 8
5 Those visited GP only 26-40 0 0
6 Those using secondary

services 18-40 0 0

The final two focus groups, 5 and 6, were incorfEgtawithin the first three focus
groups. A detailed breakdown of each focus grodlpstiating the ethnicity,
citizenship, languages spoken and written and #rge of ages is available at
appendix 8.3 and appendix 8.4 for the semi-strectimterviews.

It was agreed that all focus groups would incorpoiadividuals with disabilities. The
engagement worker delivered several presentatibons aumber of organisations
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highlighting the make up of the focus groups andids envisaged that they would
incorporate individuals with disabilities. Althoughattempts were made through
existing networks, the focus groups failed to ipooate individuals with disabilities.
This was due to time limitation, limited resouréederms of transport and a suitable
and accessible venue.

It was also agreed that the community researcloggstiier would conduct between
10-15 semi-structured interviews. This was prinyaidr individuals who were unable
or not comfortable with participating in the focgsoups and who did not express
their views. However there were also subjects widondt feel confident enough to
speak in the group and preferred to voice theiegrpces on a one to one basis. The
purpose of the interviews was to complement theriftion gained from the focus
groups and would also allow for case studies tanserporated within the final
report.

4.5 Data Collection / Identifying participants

The community researchers through their informaivoeks, relatives and place of
employment began identifying individuals from theu$fim community who had
direct mental health experiences to participatéiwithe research. According to the
project plan (appendix 8.5), dates were set forftieels groups to take place in late
November and throughout December 2005. On a fevasdaes individuals did not
attend the focus groups due to inappropriate ggttimhis was discussed within the
bi-weekly meetings where the researchers highlijhequests made by subjects for a
more convenient and comfortable venue, one whick sw@itable for them. The
feedback from the participants was positive and rthenbers of people willing to
partake within the research was between 85-90. fbbes groups were held in a
diverse range of settings, including SVB, a loaahmunity centre, a local café and
by request at an individual’'s apartment. This pdedi a safe space where individuals
felt comfortable and at ease to speak about tleeggmal experiences.

The semi-structured interview dates were set folyekmnuary. Similar to the focus
groups, participants were recruited and identifiecbugh a wide range of SVB's
networks including the acute admission wards affieysh Mount Hospital, statutory
and voluntary organisations and the networks dstaddd by the Community
Engagement worker in the Muslim community, whiclelimled Muslim scholars
(Alims) and elderly leaders. This proved essentialattracting individuals who
wanted to share their opinions and experiencessteds and mental health services.

Preceding the focus groups or interviews a confidbty statement was read out to
all of the participants and they were requestecotaplete a consent form and a core
guestionnaire set by UCLAN (appendix 8.6,8.7,8l8Jividuals were informed that

the facilitators would be taking notes and the wssoons would be recorded in order
to analyse the data collected. This was importantapture key quotes that would
strengthen emerging themes and recommendationd Emws group and semi

structured interview was recorded with the key t¢joes on paper for both the

participants and facilitators, as it was felt thisuld help them remember the question
and prompt them in case they digressed. Each fgaug was allocated two hours.
Individuals were reluctant to answer the initialegtion, however once subjects
became comfortable and heard of other participaexgeriences the atmosphere
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relaxed, allowing people to speak openly about tgderiences and encounters. The
problem was not then sparking further discussiart, énding it, as several focus
groups overran by two hours and on other occaglaee hours. This highlighted the
vast quantity and richness of data that was beiagegmted, but also captured the need
for open dialogue where individuals could exprdssntselves, their opinions and
experiences freely without feeling scrutinised.

4.6 Data Analysis

Upon completing the field work the task of transirg began. The responsibility of

transcribing both the recordings and the notesntakas equally shared between the
community researchers and also the senior CD Woilker advantages of recording
the focus groups and semi structured interviewsifpecevident through the process
of the transcription, as information or quotes thmaty not have been noted were re-
captured and themes that may not have been reeogdiging the focus groups or

interviews were emerging. The transcribing proogas extremely time consuming

but highlighted once again the depth and richnétiseodata collected.

When the recordings of the focus groups and semictstred interviews were

transcribed the researchers began analysing tmsctiptions. We followed the

procedure set out by the UCLAN (University of Cahttancashire) training, which

began by highlighting emerging themes parallel s&rall seven focus groups. The
themes identified in subjects’ responses were aélah broad terms to the areas
covered by the six questions, as described in thad. Questions one, two and six
related to personal identity and the wider politicantext, questions four and five
related to experiences of distress, and questioeetlexplored the relationship
between identity, politics and distress.
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5. Findings:
5.1 Core Data

The core data for all participants in this resegmaiject include: A total of 87
participants were contacted:

* Focus groups 75

e Semi-structured interviews 12
Out of which:

* Female Participants 43

* Male Participants 44

When asked about their sexuality, all 87 subjemp®rted that they were heterosexual.

Figures 1.1 and 1.Bustrate the diversity of the sample and how disributions of
male and female participants were similar in teafmathnicity.

Figure 1.3 illustrates the length of residence imitthe United Kingdom (UK).
Individuals over 30 years are resident since birth.

Figure 1.4 illustrates the diversity of the langesgspoken amongst participants.
Although English may have been their first langyagarticipants often described
their experiences using terminology they understmud were able to explain in their
own language.

Figure 1.5 lllustrates languages written by papaaits.

A detailed breakdown of the core questions for matticipants can be found in
appendix 8.3.
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5.2

Figurel.1
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53
Figure 1.3

Participants length of residence in UK
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Figure1.4
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6. Results

In order to simplify the presentation of the resutie researchers decided to present
them in three sections. The first summarises tspamses to questions 1, 2 and 6
(appendix 8.1), which considered how subjects wtded themselves and their
identity. The third section summarises the resppms@uestions 4 and 5 which deals
with subjects experiences of mental health servanes their perceived needs for
support when in crisis. The second section sumedrigsponses to questions 3
which examines whether in the subjects’ views, dhisra link between the first and
third sections.

6.1 Section One: Questions 1, 2 and 6

Five themes emerged in subjects’ responses to tesstions. These themes were
apparent across all the focus groups. We calledetithemes politics and personal
identity, faith and lifestyle, identity and paraapindividual racism and community
denial.

Politics and Personal Identity:
In all seven focus groups participants spoke atiwit personal identity. Many, if not
all, agreed that their faith was central to theistnce. There was an overwhelming

perception of Muslim identity, followed by PakistgBritish, African and so on.

“Muslim not British or Pakistani”
(FG 18-25 Men)

“I'm a Muslim and that would never change, myliaihakes me who I am”
(FG 18-25 Women)

“...My identity for me is...I'm a Muslim British Pakisi”
(FG 18-25 Women)

Differences emerged between men and women. Somaldguarticipants described
their personal identity through the practical ioptions of their faith for example the
wearing of the hijalf or the veil.

“...My identity for me, my hijab is very importanetivay we dress...our
religious beliefs”
(FG 26-40 Women)

1% Hijab refers to a headscarf. In Islamic scholgrshijab has a larger meaning: dressing modestly
(http://en.wikipedia.org/wiki/Hijab).
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“Yes but with a hijab | think that's universal apgople wear that because
that is part of their identity”

(FG 18-25 Women)

Nevertheless, there was a general consensus tkat invthe absence of external
markers or symbols such as the veil; women fetttteir faith was central to defining

their identity.

For some of the male participants having a beapkagd to cause complications.
However for others it was an important aspect eirtidentity. This suggests that
participants were grappling with complex interna¢bdtes enabling them to
alternative pathways in living in a secular societhilst adhering to their religious
framework.

“...for us to be safer here, it's better for me td have a beard, so | can fit in
better with the society...you’re not excluded...yeirttpa beard does kind of

set up barriers”
(FG 18-40 Reverts Men)

“...For me having a beard is about my identity...pedglew who | am and |

feel comfortable with that”
(FG 18-40 Mixed Group)

“l don’t think being a Muslim is how you dresssitiow you act and your

character. It's not about having a beard”
(FG 18-40 Revert Male)

It is clear that for some people, identity as a Musad to be understood in terms of
the current context:

“I'm not threatening dressed like this, but if I pmy kuft* on and miswak
and walk through the airport anywhere, people leaka hard...”

(FG 18-40 Revert Male)

11 Arabic for Hat

12 Miswaak - twigs of certain trees that are usedaagrgular basis by Muslims for centuries (and all

Prophets Peace upon Them) to maintain oral hygémegain the pleasure of Allah SWT. It is a
"natural toothbrush." Not only does it providerigpal benefits, but it is also beneficial to theeeyday

maintenance of one's mouth, gums, and tédth://www.islam.tc/Miswaak/)
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Faith and Lifestyle:

It became apparent through the focus groups thatle's journeys within their faith
has lead them to develop life style choices, unangtdifferent to other peoples. Both
individual and interdependent lifestyles are esakatpects of participants local and
national views.

“My faith is my life”
(FG 26-40 Women)

“...It helps us move forward or we would be lost..ivieg you comfort and
strengthens you as a person, and keeps me sane.”
(FG 26-40 Women)

“Can't live without it”
(FG 18-40 Reverts Men)

“Every religion has people who centre their faitroand their life, we are no
different...it sets a boundary too.”
(FG 18-40 Reverts Men)

“For me personally Islam shapes my life for exampleuld not work in a
place if | cannot fulfill my Islamic duties, myagers...| will look elsewhere
for a job where | can both work and pray | seastimportant aspect of my
life”

(FG 18-40 Reverts Men)

Identity and Paranoia:

In the current political climate, local, nationahdainternational events have left
individuals feeling fearful and paranoid. Some jgants discussed the heightened
tensions since July™7 Some even dated this back to 9/11. Many felaogted by the
communities they work and reside in, and for thab® are experiencing a mental
health crisis this paranoia and fear is magnifidtese insecurities can be understood
as responses to an increasingly IslamopHdtsociety which demonises Muslim
communities and which excludes diversity and comipleof identity within the
Muslim community, tending to label all Muslims stetypically. In an interesting
way these perceptions that are thrust upon thecjpamts has strengthened the
formation of their Muslim identity and has enablkb@m to revisit their beliefs and
values.

“l don't personally walk around with this paranotaut | think as a group the
connotations attached to Muslims generally are vegative...and | think
that is related to what is going on at the momamoss the globe”

(FG 18-25 Women)

13 »|slamophobia” is a neologism referring to a feard accompanying hostility, towards the religion
of Islam and its adherents, or by extension to @madantly Muslim cultures
(http://en.wikipedia.org/wiki/lslamophobia)
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“...Someone at work asked my name...he said | fimhityf and some what
ironic that this government employs the same pewpteare from the group
of people who bomb the capital city in our countty...

(FG 18-25 Male)

“...I'no longer feel comfortable getting on the trdiecause everyone just
looks”

(FG 26-40 Women)

“Yeah and that we're always trying to fit in someard:’
(F 18-25 Male)

“I feel if | have to remain on best behaviour alwaystep out of line and
people see me differently even if I'm out laughpepple look and think what
are they laughing about, that's how | feel”

(FG 18-25 Male)

“I mean that lady that was burnt in London simpBchuse she was covered
and that makes us question how can we go out, yow kithout being
covered because we can't cos that's us...”

(FG 26-40 Women)

“...S0 you're constantly covering your back it kiofdcreates a paranoia”

(FG 26-40 Women)

Individual Racism
We will discuss institutional racism later.

Underlying subjects’ responses to the questionseiction one, the experience of
racism lurked. Most participants had experienagdesform of racism. In addition to
personal experiences, they also discussed thegriexge of racism within mental
health services, both individually and as a group.

“As a Muslim | feel | am not treated as well asa# this could be on a bus,
with no reply to even my simplest thank you oagé
(FG 26-40 Men)

“Can you remember the guy that got shot by accidletiiey can decide on
anyone...just anyone because of the way that tleegirassed...or because
someone’s got a beard...that’s racism”

(FG 26-40 Women)
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“Im a Muslim revert...but when | had an “episode” wgisen a curry...im not
being disrespectful but | don't eat curries, itstrgmod for my ulcers...yet
because you're a Muslim, they assume you'll eatyCur

(FG 18-25 Men)

Community Denial

The only focus group to raise this theme was th3.§ear old Muslim men. They
commented on how difficult it was to breakdown tharriers in terms of the
perceptions people had of individuals who had mdralth problems, in particular
peers from their own community. They felt that thkuslim community fails to
engage in discussion or debates on issues of ntesdéth, because it is frowned upon
within the wider community. There was a lack of ssveess which needs to be
addressed.

“...Society has changed, we've got two or three gati@ns now...most
Pakistani elders if you go to see a psychotherajmstre a goner...the
community won't look at you twice”

(FG 18-25 Male)

“...With the older generation if you tell them thaiyve got a mental health
problem, all they say is ‘we’ll go to see fisahib and get a tawe&7or you,
doesn’t mean it is getting better, it might be iggtivorse the issues are still
there.”

(FG 18-25 Male)

“In our community there’s this thing called basteshame, when someone’s
child’s got mental health problems the word is sigf@nd it's a big shame”

(FG 18-25 Male)
6.2 Section Three: Questions 4 and 5
Institutional Racism
The basic practical needs of individuals, such agalt food, prayer facilities,
direction of prayer, safe spaces for women and roboéce of gender of keyworker

are still recurring themes that participants higfled as areas that are important to
them and need addressing.

“With food, you are limited with halal food, youtgamall portion of food
compared to other people who have no halal food.”
(FG 18-25 Men)

1 Pir is an Urdu term for Sheikh, meaning eldenritiet, a revered old man, or Islamic scholar.

> Taweez is an amulet or charm containing inscrigtior verses from the Quran to protect oneself
against evil and Jiins.

16| awful food in Islam according to Islamic law, Siaa
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...I can remember when | was admitted | told then Itfelt
possessed...there’s a whole chapter on this in thrar®..but nothing | said
made a difference...l was sectioned and remainee floersix months”.

(FG 26-40 Men)

However, the following segment indicates that altjio services may reach adequate
standards as far as cultural competency is condethis alone is insufficient. This
woman believes that her cultural difference mehasghe is treated less favourably
than people from other groups.

“...I'just plain and simply feel that all servicesathwe receive are not equal, we are
treated as second class citizens, we pay our taxesyork here but due to the colour
of our skin our faith and religious practices weeaeen as strange...for me the basis
need to change...they need to acknowledge that éineneroblems because that's
when real change will take place”

(FG 26-40 Women)

This has important implications for the type of gayi that is on offer to Muslims.
Stigma

An overwhelming majority of participants discussstima within the context of
services being culturally unaware of faith andgielis beliefs of service users. Some
participants described this as ‘double jeopardyicWwhreinforces stigma through
institutional racism, media coverage and Islamaghokherefore the state of being in
distress brings its own stigma, coupled with this stigma of being Muslim being
perceived as being different adds to their aliemati

“| personally feel that we’re categorised as mehtdl...when you get a little
passionate about what you believe in you're seage#ting a bit crazy...like
they see you as you've lost the plot”

(FG 18-25 Female)

“...To be constantly portrayed in the media the wayare and then on top of
that have a mental health problem...I mean who csuidive that?...and I'm
sorry | do think as soon as you walk into a mehtdlth service then you are
dealing with this because that’'s how you are seen”

(FG 18-25 Male)

“It makes me feel angry...why am | being judged ljestause of what I'm
wearing...why can’t people give you a chance...it'stfating...it's
disempowering”

(FG 26-40 Female)
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Language and Alternative forms of Support

Another theme which ran parallel across all sevecus groups was the use of
language. Many participants felt comfortable inngsalternative terminology which
they found helped describe their experiences amitesez their emotions. Islamic
terminology was used to describe alternative forofs healing and support.
Participants also highlighted and discussed how icaédn would be their last
resource.

“| would look into visiting a Mufti’ sahib...someone who could give me
something out of the Qur'an”
EG 18-25 Female

“l would go to a Sheikh no doubt”
(FG 18-40 Reverts Male)

“| would love to have a personal Imafh
(FG 26-40 Female)

“| will feel more comfortable to attend or see a flor Maulvi'® that is
regulated”

(FG 26-40 Male)

“Some GPs give you medication when they don’t &mernv what type of
illness it is.I'd go somewhere where a person had alternativeicaidn,
such as a hakeéth

(FG 18-49 Reverts Male)

“So culturally aware organisation, with Mu’allima’and Allims”
(FG 18-40 Reverts Female)
“I would set up a talawat room, salawat and dhi@r felaxation and

contemplation”
(FG 26-40 Male)

YMufti is an Islamic scholar who is an interpretelespounder of Islamic law, Sharia.

18 |mam is an Arabic word meaning "Leader". The ralea country might be called the Imam.
!9 Maulvi is the Urdu term for Imam.

 Hakeem is a practitioner or Tibb or eastern meeici
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Gender Specific Services

An aspect of culturally competent services is redsigg that some individuals from
BME communities would require safe spaces thatgmeder specific. The focus
groups were an example of what can be achieved wiemeeds of the people are
taken into account. This safe space enabled woragitipants to share views openly
and freely even though they might have been chgillgncommunity norms.

“...Culturally aware organisations with Mu’allima’soy would have to have
gender and age specific services”
(FG 26-40 Female)

“The issue of mehrafhis of great importance, | as a practicing womarungo
feel more comfortable in discussing my issues avittoman scholar rather
than a man...”

(FG 18-40 Reverts Female)

“...See there are something'’s that you just don’t@gour female doctor
with...”

(FG 18-25 Male)

“Listen bro you know these dhikr classes we hawecan't expect women to
come there, you need something like this for theprarately”

(FG 18-40 Reverts Male)
Social Exclusion

Social exclusion was a recurrent theme throughtmaitfdcus groups and participants
emphasized that since July” 2005 and September ,1Muslims have felt the
aftermath of being socially excluded by the comriesithey reside and work in.
Participants mentioned how many of them becameudiftii and began isolating
themselves from other communities. Institutionsevalso seen as means of socially
excluding individuals from the outside world byaalling patients limited time day
release and visits.

“We have become withdrawn...because you become stisiru. distrusting
people you become isolated from the wider communjitu’re not sure how
you feel with white people, work colleagues...yoldbelled...all the same”

(FG 18-40 Women Reverts)

21 Mehramls an Arabic word denoting an escort of a woman shoavelling. The escort is usually
male and to whom the lady travelling can not gefried to i.e. father, brother, grandfather, uncle.
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“Since September Msociety had slowly started to accept us and ditkeo
atrocities of 7/7 every Muslim individual is seenaaterrorist...if any
individual is not the same colour as them theysaen as a Muslim...so |
always now think twice about travelling to London”

(FG 26-40 Male)

“Really disheartening and excluded, | feel sad hmseawe are
misunderstood”

(FG 26-40 Female)

“...I can remember walking...it was one corridor aféarother...it's dead...if
you aren’t depressed when you end up there yoer'ibrse off...it slowly but
surely Kills you off...people are walking about istate...it's not normality”

(FG 18-26 Female)

6.3 Section Two: Question 3

This section describes how the participants undedstany links between their

personal and or political identity and their mertahlth. Also in this section groups
discussed what they found helped them in timesrisiscand what enabled and
promoted their mental health and well being. Pigdicts spoke of good support
networks, how some informal structures aided theiovery and a majority of them
spoke about how religious practice such as sugpdita from the Quran and Sunnah
or Dhikr was fundamental to promoting good mengalth, this is discussed in detail
a little further in this section. Remarkably allrfigipants’ spoke of how certain

events, namely 7/7 and 9/11 had left them feeliodpied, fearful and disempowered
which ultimately resulted in them disconnectingnfrahe wider community. Many

spoke of terrorism, the media coverage this receamd the impact this has had on
their mental health and well being.

One female participant summarised her feelinghénguote below:
“You know what | said earlier...about how we are sasrterrorists...the fact

that we have become fearful...not safe has all ingoloh our mental
health...”

(FG 26-40 Female)
A few paragraphs down she continued to state:
“I'm sick of us being portrayed in a negative imagtings have changed
since 7/7...actually | would go before that and sdggs really changed since

9/11...How can we follow and practice our religionPtAis affects us...”

(FG 26-40 Female)
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In the 18-40 Reverts Male focus group this pointsveingled out up by another
participant who stated that:

“The term mental illness is used to categorise ugent Muslims are off their

head and crazy”
(FG Reverts 18-40 Male)

The same discussion took place in focus group 184a8lim Females, where again
participants highlighted the differences that areeming in how Muslims are
perceived within society.

“...It's almost like there isn’t any balance in a Ming's life...there are
variations in other religious groups but not Musiimthere’s an extreme on
one end and another extreme at the other...| feeldidangerous sort of
thing...uncontrollable”

(FG 18-25 Female)

In this particular focus group participants dis@agstow they felt that they were left
feeling disheartened and misunderstood.

“As a community we are just constantly apologidimgsomething we didn't
do over and over again”
(FG 18-25 Female)

“I personally think that we're seen as mentally.ifwhen you get a little bit
passionate about what you believe in, you are ssagetting a bit crazy”

(FG 18-25 Female)

“I personally think that we are seen really heastte..and that's all down to
the media...’cos that's all people think that weradmzad and damn right
crazy... it's affected me really badly...”

(FG 18-25 Female)

Clearly the issue of terrorism was discussed asj@mobstacle in terms of Muslim

integration with wider society the impact of thia sdividuals’ mental health and

well being but was also a concern felt by all setdiof the community, regardless of
gender, age and ethnicity. Amongst this discusgianticipants spoke of how they
would console themselves through Supplicationsimér

“Basically my personal connection between me and.amg...this keeps my

head above water”
(FG Reverts 18-40 Male)

“But | think that's where our faith kicks in and y@onsole yourself through
your prayer...dhikr”
(FG 18-25 Female)
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“When | travel | do my dua for travelling, and theteassures my
mind...that's what | do all the time and | feel s&e.l do duas reciting
certain Sura& when | leave the house, this all makes me feel.saf

(FG 18-25 Female)

“Moulana saab (imam) who listens to my problems aalyes them through
Islamic guidance, this satisfies my heart as exgdito me from something
relevant to me and what | can incorporate as a lifuis|

(FG 26-40 Males)

Semi-structured Interviews

Individuals who did not fully participate in thedies group scenario were afforded the
opportunity to partake in one to one semi structunéerviews. A total of twelve semi
structured interviews were which were equally splttng gender lines were held.
These interviews provided a safe space for peopieely express views with out the
fear of being singled out.

To illustrate the nature and depth of the one te omerviews we highlight two
examples which reflect and bring out the themesilainto those from the focus
groups. The names of the individuals have beengguhto protect their identity.

6.4 Case study one
Hafiz is Pakistani Muslim male who is 27 years old.

He was referred to Sharing Voices through netwaakd partnerships we have
established. He has been involved with mental hestvices for over ten years. On
first contact he was not comfortable with any & tommunity development workers
and researchers. He believed they were undercoatord or reporters and were here
to increase his medication. Over a few weeks agdlae visits Hafiz established a
relationship of trust with one of the workers arajédn discussing his issues and how
he felt no one understood what he was going through

We discussed factors that contributed towards hémtat health such as family

pressures and expectations, spiritual struggleseéawblack magic and Jinn. Hafiz felt
comfortable discussing these issues as he belitvedcommunity development

worker was able to relate to many of the issuesudsed. He began to develop his
own coping strategies and pathways to wellbeing mducing smoking. If he was

unable to sleep at night he spent time in praysading the Quran and meditating,
which helped him to relax and enabled him to gedidep.

As a result, Hafiz stepped out of his home on kma accord to visit his brother after
a number of years.

2 Surah is a chapter of the Quran.
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He became more actively involved with Sharing Vejcand regularly participated in
activities with other young men (pool and fithessugp).

He indicated how he felt let down by services, #hthey offered was medication

and someone to visit him once a month, and howdmable to express how he felt
through his discussions and group work. He valusdobliefs and felt that if it was

not for a Muslim male worker who understood hisuéss he would probably have
remained socially excluded.

6.5 Case study two

Sarah is an Indian Muslim female who is 34 yeads ol

Sarah was diagnosed with depression at the age lof Ber GP. Her problems started
in 1998. She woke up to follow her normal daily ioe when she suddenly felt
apprehensive; she spoke to her partner who adhisetb speak to her GP.

She made numerous appointments and described hgst@eys, which included
feeling cold and unable to sleep at night. She prascribed sleeping tablets and
advised to rest and seek counselling.

After a few days she began to hear voices. Shehtchusband, who reassured her
that it was her thoughts and not to worry. Thenlstgan to believe that belongings in
the house were being moved, and she describeddbernze of another being.

Sarah felt her GP was not the safest place to slisihiese issues as she didn't want to
rely solely upon medication. She discussed theeswith her family and her
husband. Her family got in touch with a Sheikh whtimay trusted, and who could
provide traditional and spiritual knowledge fromthin an Islamic framework. The
sheikh organised meetings with Sarah and her famdiédyadvised of supplications for
her to read and provided her with a Taweez (anwikktinscriptions and verses from
the Quran).

She felt comfortable with this advice and suppsritdnelped her to understand what
was happening, and to build on her inner strenigtbuigh prayers. The information
was both relevant in terms of tradition and alse fath beliefs, but within a
confidential manner.

Over time Sarah felt lethargic but in control of bg/n mind and body once again.

She is now a working mother of two and understahdsconcept of spirituality and
Jinns. This has helped Sarah make sense of heriexpes. When Sarah feels
overwhelmed by voices she knows what supplicationsead or who to see. She is
happy that she did not approach services as stetfey would never have been able
to understand what was going on in her life attitime.

Sarah did not solely rely on medication and souwitdar help from someone within
her community with whom she was able to build aatrehship of trust and

understanding. This person was able to help himudate her understanding of mental
health. She believed that if she had approachedStheshe would not have been
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offered the same advice because the doctor would hawe shared the same
understanding.
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7. Discussion

In the past mental health services have respormedlitural difference in relatively
superficial ways, such as attending to diet andgdage. Although these are
important, it is clear from the responses of thbjestts in this study that they are
insufficient. Shifting the balance of power is amempt to develop user defined
services, which are congruent with people’s faitid &alues both historically and
currently there has been a resistance within sesvio change and become more
accessible. This practice informed by Eurocentigve of psychiatry, lack cultural
competency reinforces racist views that impinggeople’s ability to recover.

The Macpherson Rep@ttinto the racist murder of black teenager Stephanrence
has drawn attention to the importance of instindiaacism in all areas of public life,
including health. Macpherson defined institutiorralcism broadly in terms of
institutional policies and practices that do nogrmly discriminate, but which result in
different outcomes and experiences for people flBME communities when
compared with members of the White community. KwaieKenzié* writing in the
British Medical Journalpoints out that the issue of health inequaliticlatesl to
institutional racism is a feature of the ideologyhkiomedicine that downplays the
importance of cultural difference. Institutionatism is pervasive. It is implicit in the
training of all staff in the NHS, which relies hdgvon the disease concepts of
Western psychiatry, which override the deeply Hedtiefs and traditions of people
from non-Western cultures that have deep meaninthém.

Therefore the state of being in distress bringoits stigma, coupled with this the
stigma of being Muslim being perceived as beinfgdint adds to their alienation.

Services are ‘competent’ when the leadership andagers send clear messages
about developing equity of experience and servigeames for Muslim and BME
service users. Developing recruitment, training dedelopment policies that promote
this is central to continued development of staffl amprovement of services. In
addition consideration needs to be given to both ghactical day to day needs of
people involved in the system and also their gmtitand identity needs. The
development of culturally competent services isl8al if there is to be equity and
equality of service outcome for BME communities.

Islamic terminology was used to describe altermafwms of healing and support.
Participants also highlighted and discussed howiecaédn would be their last
resource.

This takes us way beyond limited notions of langyjagpuched in narrow linguistic
terms, as for example happens when we discussrtheriance of interpreters who
can translate for the psychiatrist or psychiatiizse. The question at issue here is
what is being translated? It's only the languagebiaimedicine that needs to be

B HMSO (1999)The Stephen Lawrence Inquiry: Report of an InqbinySir William Macpherson

of Cluny. Available at http://www.archive.offici@lecuments.co.uk/document/cm42/4262/4262.htm

% McKenzie, K. (1999) Something borrowed from theids? We can use the Lawrence inquiry
findings to help eradicate racial discriminatiortlie NHS British Medical Journal318: 616 — 617.
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translated because, culturally, its concepts amuimigl are alien. Islamic forms of
healing and support require no translation becdhseconcepts and idiom are in
Arabic or in the Islamic languages. Language antcepts are interwoven into the
cultural fabric of Islam and require no translation

7.1 Reflection

“...People going through mental health know what tasytalking about more then
anyone else. | believe they have more experienaat’s going on around them. |
learnt a lot from this one individual at the tramg, her personal experiences that no
one else could put forward or understand....shoulditeen a leading role or a
platform where they can discuss their issues véthiises”

Sami Babike(Community researcher)

Towards the final stages of the project, whilsttiwg up the themes the researchers
highlighted the need for the NHS to change its rmork and not solely to rely upon
and work with the medical model. This was alsosiitated via the focus groups and
semi-structured interviews which again reaffirmed heed for choice and for this to
be made available at first point of contact andaroadd-on.

There is a wealth of untapped expertise withindb@munity that is being wasted for
example: it would be cost effective for the NHSwork alongside or to employ
individuals that are alims or muftis that work viitran Islamic framework and who
also have knowledge on mental health. Throughoet phoject between 6-10
participants requested to meet with Alims and rsyu#s it was felt this would help aid
their recovery where they felt everything else Hailed. Whilst conducting this
research and working alongside local Mufti's aneighs the community researchers
learnt that there was vast amounts of Islamic kedgé that exists, such as
supplications and advise that can aid an individuakcovery.

The project has equipped the researchers withsskilth as listening, supporting,
building individuals confidence and self esteem lavtieing non-judgemental, but
above all to believe in someone’s ability and hibipm achieve their goal whatever
that maybe i.e. reduction of medication, activeesolwithin their family and
community and allow individuals to access daytirogvéies.

Some participants became aware of Sharing Voices that there is alternative
support available. This was positive as many imtligis felt that they did not have to
primarily rely on services in the future.

The researchers and community development worketgliat a weakness within the
project was the failure to engage individuals wdikabilities, both within the focus
groups and semi-structured interviews as it wowddehbeen beneficial for them to
express their voice but also would have added anadimension to the project.
During the final focus group the researchers higtiéd the need for a separate focus
group to incorporate individuals with dual-diagrsoand in this discussion page we
strongly suggest that this particular researcrakert on board.

There were only two researchers involved in pregenmts and chairing steering group
meetings, upon reflecting on this others highlightieat they would like to pursue or
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would be happy to partake in further practise aining in mental health,
presentations and chairing meetings.

The team of researchers and workers expressed ¢orantito the project and would
like to see the report being implemented within gudicy and/or practises of the
primary services, NHS and PCT’s. It was hoped leyrésearch team that a year long
project and the wealth of information obtained, tivme and effort they have
undergone not go to waste and for this to becormotteer project”. Finally the
researchers have expressed that they would likert@in as volunteers and learn
more about the ethos and framework that Sharinga#oivorks with.

Overall what was unanimous was the belief and pasisi which the research was
conducted and carried out in order to improve sessifor the betterment of one
particular community, however findings show the ortpnce of faith based
approaches which could result in the betterment ditrer community and faith
groups.
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8. Recommendations

Many of the following recommendations reflect thehoice’ and ‘modernising’

agenda of the NHS, promote social inclusion and iar&keeping with the key

characteristics identified in Delivering Race Edpyalin terms of the three key
building blocks. In view of the fact that there amexognised health inequalities
particularly amongst BME mental health servicesrsisef which the Muslim

community is significant, the authors of this rdposuggest that these
recommendations should be implemented as an itggnd of improving and

developing the quality of outcome and experiencewali as choice options for
Muslim mental health service users. The developmehtthe local Focus

Implementation Site will play a key role in shapisgrvices and therefore we would
hope that these recommendation be incorporatedhsttocal FIS developments. The
following recommendations are drawn from the pgéints’ comments and should
shape any attempts to develop a choice frameweordislim service users.

In addition, the general principles underlying theascommendations have broader
appeal, and the potential to improve the situafismon-Muslims too. Many of these
recommendations have been implemented on a snaddl Béthin the voluntary and
charitable sector (SVB) and now need mainstreamiit sustained funding and
partnership between statutory and voluntary sexgencies.

1. Gender specific safe spaces and community-bas&iims:
Evidence
Gender Specific

“Culturally aware organisations with Mualimas otirAs on board | personally
would think that people would really benefit frohat”

(FG 26-40 Female)

“I would employ a religious person with sound knedde and education on
how to live as a model father, son, brother, citizs these are the issues that
can affect us also”

(FG 26-40 Male)

“It would help to have a mufti or sheik or othetk as hakims that can give a
different view point and advise us from their knedde of the Islamic
perspective and how to use that in today’s sodietypractical way”.

(FG 18-25 Male)
“.... Some women don’'t want to talk to a man abouttaie issues and

problems so that needs to be considered also”
(FG 26-40 Women)
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Safe spaces

“To hold discussion groups like this regularly wleviuslims can help one
and another and discuss the issues.... And how fondisathem”

(FG 26-40 Male)

“It's good saying but the thing is the maulvis &r@wn by all our areas. It is
better there was a safe space if we could meateothem”

(FG 18-25 Male)

“l would set up a talawat room, salawaat and dHikr relaxation and
contemplation”.

(FG 26-40 Male)
Recommendations

1. Resources should be made available to employsiilimas (male and
female scholars) based within the community, and wbuld work alongside
statutory and voluntary organisations. For disarssin Alims please refer to
rationale below and to glossary.

2. Safe spaces in both statutory services and enctmmunity should be
developed and promoted. This involves creationsefr wlefined activities and
or self help groups based upon the needs and exges of people. This in a
statutory mental health setting refers to engagémdih groups of people
stimulating discussion, debate, trust and confideng allow people to

influence and have a say in their recovery as aggpds a system where
people receive coercive treatments and people assiye recipients of
medical interventions. This involves developing fieach’ facilities where

voluntary agencies and community development warkan come onto the
ward and engage people in processes aimed at gawgltheir capacity and
involvement in their own recovery. Self help grougee supported and
developed with the intention of giving ownershippeople in distress to direct
their own activities. Safe spaces need to be &dldo reflect gender, cultural
and religious identity and where ever possible timdate diverse

membership of groups as has been the case of SVB.

3. Development of and access to information andcadfacilities that are
targeted at people living with mental distress a&neir families. Evidence
suggests that the best place to develop this poovis within the voluntary
sector with strong involvement and partnership wie statutory sector.

Rationale

The role of the Alim / scholar and sheikh withire tMuslim community is to
provide religious guidance and make relevant Istateachings to people’s
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experience where ever they may be. The Muslim Adomtextualises key

Islamic principles and offers guidance and solgiamd or advice if asked
about issues that are affecting people’s liveshiithe context of providing

services to Muslim mental health service userswetgions can be developed
which are meaningful to Muslim users that are coagt and in keeping with
a persons own cultural norms and views. Due tdrttesdependent nature of
Muslim families occasionally there are situationseve there is whole family
crisis. As such solutions can be developed that randtifaceted and are
targeted at key underlying crisis indicators such raarriage, domestic
violence, relationships etc.

The above comments, contained in the evidenceosedtighlight the need

and desire of Muslim service users to access stiphat is meaningful, is

faith based and which addresses key issues arquirithality enabling the

person to reconnect in a real, empowering and isafig manner.

Throughout the research process a significant numibparticipants accessed
a local mufti and or sheik to provide a religiousspiritual framework from
which participants could make informed choices, tmdnake sense of their
experiences. This is important because when iiscasad everything else has
failed, people’s values and beliefs are all thamaim. However, participants
have indicated that far from being a last resodppe want and need Alims/
mufti’/hakims, use of safe spaces and or sheikhbet@ central aspect of
recovery pathways. Providing help that enablespérson to make sense of
their experiences within a faith tradition suchislam (or for that matter, any
system of belief shared with others) is for mang tinst step on the road to
recovery. Employing gender specific Alims/Alimasaisvital recommendation
and is a key component of a culturally competentice.

A local example of safe spaces in the communitydeses the development a
Dhikr group which was set up by one of the persouslved in the research.
This pilot scheme has now been running for threathand has now reached
a regular attendance of between 15 to 23 peoplg exeek. The group is held
in the evenings which is accessible to individ@gdm to 10pm. This can quite
easily be replicated and developed in other ai@as. of the participants who
came from sheltered accommodation provided by ttege CTrust was
prevented from participating fully due evening ahgstimes of the institution;
flexibility in this regard would be extremely uséfu

Expected Outcome

This recommendation will result in:

1. Increased use of early interventions and prargotarlier access to
support.
2. Provide pathways that are non medicalised aodgraent with

people’'s beliefs, increase earlier access, suppedple’s value
framework and offer choice as well promoting quiciexovery times.
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3. Reduce numbers of BME people using specialigntad health
services.

4, They will also increase the capacity of peolMing with mental
distress to cope with their experiences and promeatevery.

Development Responsibility

The responsibility for taking this agenda forwaiek Iwith commissioners of
services, service leads that cut across primary sewdndary care and the
voluntary sector for housing Alims. The developmehtsafe spaces within
services need to be addressed by lead managendimglestate management,
working closely with the voluntary sector for inporating culturally
competent design requirements in renovation and imgld’ development.

1. Commissioners should resource community orgtoiga that are best
placed to work with and employ Alims / Alimas ané housed within a
community development setting. This interchange amedxis of ideas
including community development, faith based inégtions and capacity
building of individual and families will result andas resulted in a dynamic
transforming recovery process which for Muslim ssgvusers is what they
have articulated the need for.

2. Safe spaces are necessary and should be prditieéh statutory services
(e.g. inpatient units) and outside services in tdoenmunity. Developing
partnerships between statutory and voluntary seatmncies need to be
facilitated and sustained. Within this power dynathird sector organisations
need to be supported to retain a critical perspedhat challenges and enables
statutory provides. Community ownership, validataond consent need to be
central themes of partnerships developed.

Choice:

A key element of government health policy is ‘clmicHowever in mental

health services choice is restricted to Westernaisodf illness, therapy and
treatment. The central theme of these recommendaisothat commissioners
must provide a menu of choices for Muslim peopldigiress. Choice must be
available both within statutory services and thtuntary sector. And indeed
the authors would argue that sustainable changeeirexperience and health
outcomes of Muslim mental health services usersnly achieved when

people living with distress are placed at the hedirtecovery process. A
process which they direct and that is supportedamalliance of voluntary

sector community development and statutory intdiges. It is self evident

that this process can not happen without the alesesica long term

commitment to sustainable funding for BME mentadltie organisations and
perspectives.
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Offering choice to Muslim people in Bradford incegithe following:
Hakims:
Evidence

“....it would help to have others such as hakims wap give a different view
point and advise us from their perspective”
(FG 18-35 Male)

“...the services should employ someone who deals kétbal Islamic
medicines”
(FG 26-40 Women)

Faith-based Resources
Evidence

“l would set up a talawat room, salawaat and dHikr relaxation and
contemplation”.
(FG 26-40 Male)

Within statutory services both faith and culturadources need to be in place
so that people can develop. These include haviagadle resources such as
prayer mats, copies of Qurans, separate womenigipraoms, direction of
Mecca placed in rooms.

Recommendation

1. Commissioners should make resources availabdenfgoy Hakims. These
could be accessed through community groups, buemadely available to
people in the community, primary and secondary.care

2. Service providers should ensure that there aitk-based resources within
residential and other statutory service provisiBaith based resource could
include space for pray (including gender specifa)lution facilities, prayer

rugs, prayer beads, resource and information lbear well as audio visual

materials.

Rationale

Much of the rationale behind this recommendatios been discussed under
the recommendation for Alim sited above and shdiddcentral to recovery
pathways developed within the district and not seeperiphery.

Within the research and discussion around Islamnaedtal health the use of
holistic perspectives was discussed and advocatedlyfparticipants. Hakims
(plural) are practitioners of complementary henp@dicine and therefore are
central to any holistic care package. Within theaAscommunity the use of
hakims and or traditional practitioners of Ayurvednedicine are used as a
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first point of call as they are often affordabledaare individually tailored to

the needs of people. Furthermore traditional medievhich is individualised

has very little side affects and also there areyr@mmples of the Prophet
Muhammad (SAW) recommending certain foods for ttieérapeutic qualities
e.g. honey, olives, figs, dates, ginger etc. Thasdfis central to Muslim

spirituality and appeals to many in the Muslim conmity.

The development and facilitation of these resourbesigs about the
development of services that are demanded and velneleulturally sensitive.
The evidence provided above is clear and concise.

Development Responsibility

Responsibility for carrying these recommendatias livith commissioners,
service managers within the PCT, Bradford Carettarsl the voluntary
sector. New resources have to be made availaldadore choice is central to
the service experience of Muslim people.

Expected Outcomes
Adopting a varied choice approach will lead to deselopment of:-

* Less coercive pathways of mental health recovery.

* Increase of BME participation in non medical intmtions.

» Will have a knock affect on recovery times.

» Save money on medication and acute care.

» Develop community and individual capacity to cogdéhwlistress.
* Reduce stigma of distress.

» Appropriate responsive services and culturally oesps.

* Improved culturally competent services.

Cultural Competency and Good Practice in Services
Evidence

“...for example | wouldn’t work in a place if | cannfulfil my Islamic duties
i.e. my prayers”

(FG 18-40 convert
Males)

Recommendation

The development of cultural competency within thanfework of mental
health provisions both at a strategic and coal kaeel are of primary concern.
Strategically services need to accommodate anectefhe fact that we live in
a diverse community and as such notions of heatth its promotion are
woven into the cultural, linguistic, spiritual, salcand religious fabric of
communities. Health recovery is therefore tide ii@se very same notions so
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examples of smoking cessation programmes whichhevgiving dates out
during Ramadan (fasting month) or the ‘Smile with Prophet’ project which
promotes dental health are example of best praatiteh are already proving
successful within the Muslim population of the Biad City tPCT area.

Cultural competency at a strategic level meanscan@vledgement of health
recovery perspectives that are not rooted in westeodels of health and
recovery. It also involves a realignment of servicganisation, management
and delivery. This in turn necessitates the devatant of:

» Development of a culturally diverse and competeottkiorce. A work
force that recognises BME cultural and religiousspectives and has
clear pathways for induction, supervision, and peegion.

» Development of services that are located within dbenmunity are
non- stigmatising, confidential, that promote deracy and are person
centred.

» Developing and supporting strong partnerships betwhe statutory
and voluntary sector. And creating space for ses/to be housed and
managed within the voluntary sector.

» Development of interpreting and language facilitthat are robust
enough to convey the needs of patients and whidhtaia respect and
dignity of users.

» Developing training that brings into focus diveysih the context of
perception and notions of health, recovery, gended religious
affiliation and what this means for people living inental distress.
Training around cultural competency needs to be ticoally
developed and maintained and should be developgadoting the
notion of promoting better health. Staff need to nowultural
competency in this context. Cultural competency divérsity should
not been seen as a way to get at workers but ag/dorsupport people
in distress.

» Developing robust performance management systeis régularly
check diversity issues and outcome experience cflimupeople. This
could involve auditing how often the culture antigien of a person is
brought up in team meetings, the assessment praxesaell as
availability and monitoring of usage within a fatgil

» Developing services that are gender specific
» Educational programmes for undergraduates and naaktgtes, that

enable staff to recognise the importance of thein @alues attitudes
and beliefs in working with people from differentitures.
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» Enabling staff to become familiar with differenttfes and cultures and
having the confidence to ask people how they wdikd to be
addressed and treated in essence giving peoplaydagm respect.

Good Practice Models

Developing and support good practice models bothimwistatutory provision,
the voluntary sector and wider mental health econaseds to be identified
and supported especially where practice models avpropriate and
responsive, provide information to people and ergtg community in a
meaningful manner.

Rationale

What has been amply demonstrated through partitsparvolved in the

research as been the fact that they want to sedetredopment of services that
take into account their faith and spirituality asntal components to
promoting mental health, well being. Simply disrnigs people’s faith

traditions as being invalid can cause further disgtr For Muslim women,
being left alone with men can aggravate distreghdu because keeping their
personal space private and away from men is amtasaspect of their

devotional life.

Furthermore a good practice framework needs to ptera positive personal
identity built on the person’s faith tradition. Bgeveloping meaningful
interventions such as training, education, socidl @ecreational activities that
are congruent with their faith and spirituality Wiromote and aid recovery.
Muslim communities on the whole live interdependargs and therefore the
good practice framework needs to take into accthwnthallenges of working
with extended families and how they tie into promgtwell being of
individuals.

Within this good practice model the above recomraéinds of creating safe
spaces and employing community chaplaincy worlseedso essential.

Developing staff competencies that equip them wightools to engage people
from different faith and cultural traditions, anbeir spiritual needs, is a
crucial component of the training and continuingfpssional development of
all staff who work in mental health services. It iswad that this training is

best focussed on staff values and attitudes. Emalstaff to negotiate the
complex interplay of diversity visa vi their ownlvas that may be completely
at odds with service users and supporting people.

In addition, developing work practices that accordate the needs of Muslim
staff to maintain their religious practices is ¢ahto employing and retaining
staff from the Muslim community. For example dewgsiwork patterns that
accommodate prayer and fast opening times wouldawgpmorale.
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Expected outcome

* Increased development and confidence in serviaedlith side is fear
is reduced of services a central focus of DRE.

* Increased diversity within workforce which is agairkey component
of DRE.

* Increased quantitative and qualitative informaficom which services
can bench mark progress as well as develop serfuictber.

* Increased recognition and development of gendersadces.

* Increased partnerships between voluntary and stgtahd educational
establishment. For example the BDCT and the PC&d t®be closely
linked into and have partnerships with the develepirof university
courses for mental health nurses and other profess.

» Better Less coercive pathways of mental healthwego

* Increase of BME participation in non medical intmtions.

» Will have a knock affect on recovery times.

» Develop community and individual capacity to cogdthwlistress.

* Reduce stigma of distress.

» Appropriate responsive services and culturally oesps.

* Improved culturally competent services.

Development responsibility
All commissioners and service leads in mental heatid local authority, with

a strong emphasis on voluntary sector involveméigilitation and
sustainability.

Employing culturally competent family support:
Evidence
“It's like when | went home they called my familpéask how I'm doing, if it
is not as they expect or even one thing wrong dliathey’ll have me back in.
why can’t they discuss it with my family and makeiin understand and help
together”.

(FG 18-25 Male)

“... My problems were family related but | wasn'tand on this and was
sectioned on ward 3, coz | was told | was gettingss”

(FG 26-40 Male)
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“A happy mum means happy children, children tend¢omore confident if
they have a strong and confident mum because ehiltired off the vibes a
mum gives, so if mum is suffering a mental ilinéssn the family is suffering
too, where is the support.”

(FG 26-40 women)

Recommendation

To employ a series of family support workers whouldowork to develop
family centred services that promote family welldgeand enable families to
cope with mental health crisis in a relative, partparent and or sibling.

Rationale

The distress of individuals is heightened due tok laf mental health
awareness within families. Developing one to onppsut with families to
work around issues that individuals are experignairould help to reduce
institutionalisation and medical interventions. kauf awareness reduces the
involvement of families in looking at or identifygncauses of distress e.g.
forced marriage etc. Family support workers wildaccess to and links with
a variety of other support agencies and could rifwiilies for support and
help.

In addition distress within family members has awipon children, siblings
and parents. Personal examples and testimoniesdofiduals suggest that
family life is placed into crisis when a member neaibit distress behaviour.
As such mediation and reconciliation are importaots to alleviate distress.
Furthermore family support worker could work to gap individuals and
families through a synergy of religious, culturadacommunity development
treatments and interventions. Family support warkeith working jointly

with Alims, Hakims, CDW'’s and family support workecould create and
provide a comprehensive service that reduces peoglance on drug
treatments and need for hospitalisation.

Expected Outcome

This approach will enable development of holisgcvices that address core
indicators of stress.

Improve mental health awareness within families

Provide information and support the developmentaping strategies that
would promote family and individual well-being. Bhapproach could lead to
better success rates and help reduce the ratesaofimission.

The family support worker could also feed back is&rvices and enable
nurses, psychologists and psychiatrists to bettderstand and contextualise
people they are seeing.

Expected outcomes also link into those alreadytifiet above.
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Development Responsibility

Responsibility lies with primary and secondaryeciaads.

Governance and Quality/Training

The development of training packages to mentalthgabfessional especially
at a primary care level e.g. GPs is vital to depglg more inclusive and
holistic strategies to deal with mental distressrediing cultural
understandings of mental distress, availabilitgaiplementary therapies and
use of Hakims and Alims would enable to provisidperson centred care.

Recommendation

To provide and develop bespoke training packagestadff working within
statutory and third sector organisations. This aeagh needs to developed in
partnership with voluntary sector organisations Whwe expertise in working
with BME communities and are culturally competdrgrselves.

It may be advantageous to support voluntary orgdioiss by contracting
them to deliver training thus creating alternatiicome streams for
organisation which can be reinvested in provisib@@mmunity Development
worker roles.

Expected Outcome

* Increased staff awareness and thus promoting ineprbealth
outcomes for people living with mental distress.

* Improved information enabling staff and commissisrte respond to
needs of people. Thus enabling development of gpiate and
responsive services.

» Developing a culturally competent workforce.

Strategic Planning and Implementation:
Recommendation

This report and its recommendations be includethénFIS action plan which
aught and hopefully will cut across all agenciest tire interested in enabling
people living in mental distress to recover.

The FIS in essence is driving home the essentiabage of this report which
is about developing appropriate and responsiveicgs\from the perspective
of the user. It also takes a strategic overview laasl the potential to create
synergistic and sustainable partnerships acrossiptires, including the
voluntary sector. The FIS has been recently lauwhcime Bradford and
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therefore this report is timely and can inform development of the FIS plan
of action.

Rationale

These recommendations cut across health servicedadas. They have
implications for commissioners and practitionersysts and PCTs, primary
and secondary care. In addition, many of thesemnensendations tie in directly
with the work of the Focussed Implementation Site.

The above recommendations are entirely congruetht tve views expressed

by the participants involved in this research imtlgékis report has been
circulated to all participants.
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9. Glossary of terms

Tasauwuf: Is a branch of Islamic knowledge which focuses the spiritual
development of the Muslim. In Arabic the word fooel is suf and thus, those who
wore it became known as the Sufis. Another possielévation of the word comes
from the root wordsafa, which means "to clean."” Because the scholarsaghiiwuf
focused on cleansing the heart, they later becarawtk as the Sufis

Sufism: Is interchangeable with Tasauwuf/ IIm Al Nafs tkeience “He who

practices Sufism without learning Sacred Law casups faith, while he who leans
Sacred Law without practicing Sufism corrupts hithg®nly he who combines the
two proves true.(Igaz al-Himam fi Sharh al-Hikajmb-6 from The Reliance of the
Traveller,w9.3, 862)

Muslim: Is a follower of the Islamic faith

Islam: Is the Name of the way of life revealed to theptet Muhammad by Allah.
Islam has at its core the Quran, the Sunnah ofPttephet Muhammad, His early
Companions and legal president and scholarly ca@userwithin the body of
knowledge derived from the two primary sources.

Deen: Literally a way of life

Quran: The Eternal Revealed word of Allah sent to PropMehammad over a
period of 23 years. The ordering of its chapter agrde was instructed by the prophet
Muhammad. A person who knows the Quran by memaoisas known as a Hafiz.
There are many millions of people who have memdrtke Quran in the world today.

Allah: From the point of view of traditional Islamic thlegy, Allah is the most
precious name of God because it is not a desceipiame like other ninety-nine
names of God, but the name of God's own presenaslitik believe that the name of
Allah had existed before the time of Adam. It ie #ame God worshipped by Adam,
Noah, Abraham, Moses, Jesus, Muhammad and othehgi® of Islam. In Islam,
there is only one God and Muhammad is the last engss.

The emphasis in Islamic culture on reciting the '@uim Arabic has resulted in AH
often being used by Muslims world-wide as the wiwd God, regardless of their
native language. Out of 114 Suras in the Qur'a8,legin with the Basmala ("Bismi
llahi 'r-rahn@ni 'r-ralim™) which means "In the name of God, the most kihd,most
merciful". Muslims, when referring to the name,eoftadd the words "Subhanahu wa
Ta'ala" after it, meaning "Glorified and ExaltedHe" as a sign of reverence, or
""Azza wa Jalla". The entire religion of Islam iaded on the idea of getting closer to
God. Although commonly referred to as a "He", Gecconsidered genderless, but
there is no neuter gender to express this in tlaiddanguage.

Prophet Muhammad: Muhammad (c. 570-632) )meaning the most praised)
transliterated into English in a variety of wayspsh commonly Mohammed, is
believed by Muslims to be God's final prophet genguide all of mankind with the
message of Islam. He is referred to as "The PromheétThe Messenger” within the
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faith. According to traditional Muslim biographerse was born c. 570 in Mecca
(Makkah) and died on June 8, 632 in Medina (MadinBbth Mecca and Medina are
cities in the Hejaz region of present day SaudibfeaThe name Muhammad means
"the praised one" in Arabic.

Salah Salat (also known as "salah", "solat", "solah'l aseveral other spellings)
refers to the five daily ritual prayers that Mudimffer to Allah (God). It is a pillar of
the Five Pillars of Islam in Sunni Islam, and origdhe ten Branches of Religion in
Shi'a Islam. As such, it is compulsory (fard) ugwery Muslim. It is quite commonly
known as "namaaz" in south Asian languages sucbrde and non south Asian
languages such as Persian.

The salah must be performed in the Arabic langwage if the person neither speaks
nor understands Arabic (although the dua afterwamelsd not be in Arabic). The

prayers are to be recited by heart, although beginmay use written aids. The
person performing salah is referred to as a mutalle

All salah should be conducted within their waqtegaribed time) and with the
appropriate humbers of raka'ah. While they may fagqul at any point within the
wagt, it is considered best to pray them exactihateginning of their periods, when
the call to prayer (adhan) announces the time ajgat When far from a mosque, the
time can be inferred from the position of the suthie sky.

The word 'salat' is from the root Saad-Lam-Waw had the following meanings):

prayer, supplication, petition, oration, eulogynédiction, commendation, blessing,
honour, magnify, bring forth, follow closely, wal&llow behind closely, to remain

attached, to contact or to be in contact. Its cor@erlying meaning relevant to all its
usage in the Qur'an is to go/turn towards, as roeeti in Qur'an 75:31-2.

In Islam, praying 'salah’ is the most compulsorly after the declaration of faith, the
shahadah.

Sawm Is an Arabic word for fasting regulated by thkausic jurisprudence. It can be
done for different reasons and at different tintmg, it is primarily done during the
Islamic holy month of Ramadan. It is done becadgbeomandate in the Qur'an.

Dhikr: in Arabic  “pronouncement”, "invocation” or "rembrance") is the
remembrance of God commanded in the Qur'an faviadlims. To engage in dhikr is
to have awareness of God according to Islam. Dduska devotional act includes the
repetition of divine names, supplications and ajsines from hadith literature, and
sections of the Qur'an. More generally, any agtiuit which the Muslim maintains
awareness of God is considered dhikr. Dhikr is apelled zikr based on its
pronunciation in "Turkish", "Persian”, and "Urdu".

The Sufi orders engage in ritualized dhikr cererasnEach order or lineage within an
order has one or more forms for group dhikr, thardy of which may include
recitation, singing, instrumental music, dancefwogs, incense, meditation, ecstasy,
and trance. (Touma 1996, p.162). Dhikr in a graumbst often done on Thursday
and/or Sunday nights as part of the institutiomatpice of the orders.

A group dhikr ceremony in Arabic countries is uspahlled the hadrah ("presence”,
referring not to God's presence but to that ofsihieit of the Prophet Muhammad and
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to the awareness of each participant). The hadratksnthe climax of the Sufi's
gathering regardless of any teaching or formalcsine. Musically this structure
includes several secular Arab genres and candabiblrs. (ibid, p.165)

The hadrah section consists of the ostinato-liketidon of the name of God over
which the soloist performs a richly ornamented sddffen the climax is reached
through cries of "Allah! Allah!" or "hu hu" ("He! &1"), with the participants bending
forward while exhaling and stand straight whiledhihg. The articulation of the name
of God progresses as follows, with upward beamigatithg inhalation and downward
beams indicating exhalation:

PBUH: Peace be upon him is the English abbreviatiothefmean of ; salla Allahu
alayhi wa sallam, also transliterated as sallalaleyhi wasallam) is a phrase that
Muslims often say after mentioning the name oflgi@mic prophet Muhammad. An
alternative translation is "May God blesses him gratht him peace.” In Arabic, these
greetings are called salawat.

For the other prophets and Islamic angels, a mbbeeaiated form with the same
meaning, alayhi is-salaam is often used. This bigsis used by Shia Muslims after
mentioning Ali ibn Abi Talib or one of the imamsethbelieve followed Ali.

It is seen as a mark of respect and is relatedh¢o Islamic concept of dhikr
("remembrance"). In English, it is generally abliaéed as PBUH, SAW or saas.

Hadith: Are traditions relating to the sayings and doimgsProphet Muhammad.
Hadith collections are regarded as important tdotsdetermining the Sunnah, or
Muslim way of life, by all traditional schools afijsprudence.

Muslim scholars classify Hadith relating to Muhanthaes follows:
. What Muhammad said (qawl )

. What Muhammad did (fi'l )

. What Muhammad approved (tagrir) in others' action

There are also Hadith relating to the sayings aidgs of the companions, but they
may not have the same weight as those about Muhdmma

For the Muslim scholar, Hadith have a special statting sura Al-A'raf 157:

Those who follow the messenger, the unlettered Haippvhom they find mentioned
in their own (scriptures),- in the Law and the Galspfor he commands them what is
just

and forbids them what is evil; he allows them agflh what is good (and pure) and
prohibits them from what is bad (and impure); Heeases them from their heavy
burdens and from the yokes that are upon themt othose who believe in him,

honour him, help him, and follow the light whichdent down with him,- it is they

who will prosper. (Yusuf Ali translation)

Jinn: Muslims believe that jinn are real beings. T jare said to be creatures with
free will, made of smokeless fire by God, muchha same way humans were made
of clay. In the Qur'an, the jinn are frequently m@med and Sura 72 of the Qur'an
named Al-Jinn is entirely about them. In fact, grephet Muhammad was said to
have been sent as a prophet to both "humanitytenjinn."
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The jinn have communities much like human societiesy eat, marry, die etc. They
are invisible to humans, but they can see humaosieBmes they accidentally or
deliberately come into view or into contact withnians.

Jinn are beings much like humans, possessing titiey @b be good and bad. They
have the power to transform into other animals lmshans, and they are known to
prefer the form of a snake. It is also known tinetyteat bones and their animals eat
droppings, that is why it is forbidden to perforstija (washing) with those items.
Jinns also have the power to possess humans, hasle gneater strength than them,
and live much longer lives. In fact, according tong Hadith, the great-grandson of
Iblis, or the Devil (who was born before mankinchnverted to Islam during the time
of Muhammad, so he must have been thousands of ywdr According to the
majority of Islamic scholars, clear evidence existthe Qur'an that the Devil was not
an angel (as thought by Christians), but a jintingithe Quranic verse "And when
We said to the angels:'Prostrate yourselves unamAdSo they prostrated themselves
except Iblis (The Devil). He was one of the jinhSurat Al-Kahf, 18:50. According
to Islam, angels are different physical beings, aniike the fiery nature of jinn, they
are beings of goodness and cannot choose to digBbdy nor do they possess the
ability to do evil.

In Islam-associated mythology, the jinn were saidbe controllable by magically
binding them to objects, as Suleiman (Solomon) rfersously did; the Spirit of the
Lamp in the Sufi story of Aladdin was such a jinmund to an oil lamp.

In the Qur'an, Suleiman had members of his armprigghg to the race of jinn.
Suleiman had the ability to communicate with alleatures, thus he could
communicate with the jinn as well.

Evil beings from among the Jinn are roughly eq@malto the demons of Christian
lore. In mythology, jinn have the ability to posségiman beings, both in the sense
that they persuade humans to perform actions, ikedthhe Christian perception of
demonic possession.

Mufti : A Mufti is anlslamic scholar who is an interpreter or expounder oinétalaw
(Sharig, capable of issuinfataawa(plural of 'fatwa").

Imam: Is an Arabic word meaning "Leader". The ruleraoountry might be called
the Imam, for example. However, the capitalizednter The Imamhas important
connotations in théslamic tradition especially irShiaBeliefs.

Sunnah: In Arabic means “way” or “custom”, and therefothe Sunnah of the
prophet means “the way of the prophet”, or whatcgnmonly known as the
Prophet’s traditions Terminologically, the word ‘Sunnah’ i8unni Islammeans the
deeds, sayings and approvalsvbhfhammadduring the 23 years of his ministry, and
this means that whatever he did during his minisisya prophet and messenger of
Allah is considered a Sunnah, which Muslims are recomdeario follow. InShi'a
Islam the word 'Sunnah' means the deeds, sayings qrdvas of Muhammad and
the twelvelmamswho Shi'a Muslims believe were chosen by Allabstimceed the
prophet and to lead mankind in every aspect of life
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Hakeem Is a title given to a practitioner of Herbal Meidie which is referred to as
Hikmat

Halaal: Is an Islamic Arabic term meaning "permissible". In English it is most
frequently used to refer to food that is permissidatcording to Islamic law. In Arabic
it refers to anything that is permissible undeans!

Sheikh: Is a word in the Arabic language meaning eldetribg, lord, a revered old

man, or Islamic scholar.

The term literally means a man of old age, andseduin that sense in Qur'anic
Arabic. Later it came to be a title meaning leaddder or noble, especially in the
Arabian Peninsula, where sheikh became a tradltiiie of a Bedouin tribal leader

in recent centuries.

In Sufi tarigah (orders), it is an honorific for alder Sufi who has been authorized by
the order to teach, initiate dervishes (monks) atigtrwise lead a Sufi circle in a
Dargah (monastery). In this sense, it is not reteti to Sufi elders, but to any learned
men in religion, such as fagihs, muftis, and mulitadd

The title is often more informally used to addriessned men as a courtesy.

Islamophobia: Is a neologism referring to a fear, and accomipanyhostility,
towards the religion of Islam and its adherentsshfus consider these feelings to be
the product of ignorance, irrationality, or merejpdice.

Traditional Islam: refers to a body of Islam which acknowledges that Quran,
Hadith, examples of early companions and scholeohsensus are the corner stones
of Islamic thought and practice. Traditional Islatso recognises the importance of
classical schools of theology and jurisprudencesoAdynonymous with traditional
Islam is the centrality of Islamic mysticism (SufisTasauwuf and llm Al Nafs). The
method of traditional Islam is through a chain @nsmission that goes back to the
prophet Muhammad so for example Hadith are taughtédholars who have gained
authorisation from there teachers so on and soagk t the prophet. This process
not only entails learning verbatim the text of tHadith but also learning implicitly
the inner meaning and object of the Hadith whichdig lived by a scholar who has
been imbued with prophetic utterances. This prodegsys with it humbleness,
dignity and respect before creation because thphgtowas sent as a teacher and a
mercy to the worlds.

Narrated by Ahmed: See above sections on Sunnah and Hadith. Alsoelimthis
context is a well known narrator of a Hadith.

Mufti Sahib: A mufti is an Arabic term that refers to a learmédslim scholar who is
able due to his or her qualification able to giegdl rulings based on Quranic, Hadith
and Sunnah and evidence that has been accumutatedjih precedence of Muslim
legal thought resulting from consensus of schol@tere are also principles that a
mufti would employ to reaching a verdict these gipies are in of themselves
contained within the Quran and Sunnah. So if thereo textual proof then a Muslim
scholar would by use of principles deduce legahgd that would expedite social,
religious, criminal and economic matters. Sahila idindi word of affection and or
respect.
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Taweez Is an amulet (usually silver and or made fromta@gtthat is worn around the
neck and or upper arm. The Amulet contains papevtdnh Quranic inscriptions and
prayers of protection are usually written. These aorn by people from certain
Muslim backgrounds as a protection from evil beisgsh as Jinns, evil magic (this is
not to say there is good magic in Muslim tradittmurt rather to avoid using the word
black magic). Taweez can also be used as parhe&ling process which supports the
body, mind and spirit of a person.

Maulvi: Is an Urdu word that refers to a learned persahénmosque and or person
who leads religious ceremonies (marriage) and praye

Alim: typically refers to a learned person and or sohélima or Muallim would
refer to a female scholar.

Mehram: Is an Arabic word donating an escort of a womar whtravelling. The
escort is usually male and to whom the lady travglican not get married to i.e.
father, brother, grandfather, uncle

Talawat room: Talawat signifies recitation and usually is reéerto when a person is
reciting the Quran

Salawat: Salawat is an Arabic word meaning to ask Allah [SwW send peace and
blessings on his Prophet on behalf of the suppiican
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10. Appendix

10.1

1)

2)

3)

4)

5)

6)

Focus Group Questions

(a) How would you describe your personal identity?

(b) How important is your faith to you in termswfio you are as a person.
(a) What are your experiences and what are thesssiced by Muslims living
in Britain?

(b) Do you feel broader international situation éamplications on your
experiences as a British Muslim (i.e.) Iraq, BosAifghanistan

(a) What factors/issues are important to you when gonsider “mental
health” well being?

(b) How do you see the relationship between mdralth or well being and
the way Muslims are seen in society today?

(a) What are your experiences direct/indirect afigidental health services
(b) If you were in a position to plan a service fmur Muslim community,
what would you do, what is your ideal service?

(a) What support would you seek in times of crisis?

(b) Would you prefer alternative forms of support?

e.g Pir, Hakeem, Mufti, Alim.....

(a) Do you feel there is such a thing as Islamajtiob

(b) Have you had any experience of this?
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10.2 Questionnaire for Semi-structured Interview

The guidance points are to assist in the discussising from the questions, and not
to direct the answer in any way, but rather opendiscussion for further points to be
raised.

1. What does it mean being a Muslim in Britain todg?

* Feel Discriminated against
e Feel as a minority

« United as a community

* Feel scared

2. What does well being mean to you?

* Feeling good

* Meaningful relationships with Family/friends

e Employment

« Confidence

e Financial Security

e Debt Free

e Daily chores

e Socialising having an active life

« Actively practising your faith “deen” and “duniya”

3. What resources/ organisations are you familiar wh, or have knowledge of?

e SV.B
* Naye Subha
e Counseling

« CTRT

- CAB

« CMHT
« AOT

e Lynnfield Mount
* |slamic circles

4. What are the appropriate needs of a Muslim mentahealth service user in
Britain?

» Diverse Food (Black/White Muslims)

» Safe Space

« Employment/Education support

» Practical support childcare, benefits etc
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5. Are you aware of what Islam says about mental ladth?

* Have you received or had any information on Islawth mental health.

6. What support would you seek in time of need or en in crises?

« G.P.

e Family

* Friends

» Self healing

e Community groups
» Self help groups

» Crisis Resolution

¢ Social Services

7.Have you ever had direct contact with mental healttservices?

8. If so what were the services used?

9. Did you feel your needs were being met?

« Did you feel the services were appropriate?
* What was useful about the services
* What do you feel could be improved or what changesld you like to see?

10. Could you discuss a little about the help offed?
* Tablets
e Talking

e Or other forms of support

11. What did you think about this?

12. How has the distress affected you?

* Feeling sad/angry
e Feeling in despair

13. Were there strange things going on around you?
» Hearing voices

e Seeing shadows
e Hallucinations
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14. Was it like a spiritual experience surroundingyou?

* Possessed
« Controlled
e Taweez

* Ginns

15. What did you feel you required from theses expences?

e Support
» Understanding
* Guidance

16. Would you like to add any further comments or aise any further questions?

* What has not been asked?

¢ Was the questionnaire understandable?
» Feedback

*  What will happen with the information?
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10.3 Core questions

Age:
Gender: Male|:| Female|:| Transgendé—._—| Transsexng|
Ethnicity:

Were you born in the UK?  Yeq | N ]

If no how long have you lived here?

Citizenship:
British citizen Yes L] N(JII
refugee Yes |:| No |:|
Asylum seeker Yes|:| ND
(O] 10T PP UPEPPPTPP
Language(s)
SPOKEN .o

What is your religion?

Christian |:| Sikh|:| Hindu|:| Muslim|:| Jewis|:|

Buddhist [
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Sexuality:

Lesbian [l Gay [l Heterosexual:l Bi sexual [l

Do you have a disability?

Yes |:| No |:|

If yes please
AV . ettt e e
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10.4 Focus group data (core questions)

Focus Group 18-

25
Number of
Languages languages
Born in Lenght of
No. Age Gender  Ethnicity UK Citizenship Spoken Written Religion  Sexuality Disability stay Spoken  Written
1 19 Male Indian Yes Islam English,Hindi,Urdu  No Islam Hetrosexual No Birth 3
2 24 Male Indian Yes British Englis,Urdu,Punjabi  English Islam Hetrosexual No Birth 3
3 23 Male Bangladeshi No British English,Bangali English Islam Hetrosexual No 15 years 2
4 24  Male Bangladeshi Yes British English English Islam Hetrosexual No Birth 1
5 22 Male Pakistani Yes British English,Urdu English Islam Hetrosexual No Birth 2
6 25 Male Pakistani Yes British English English Islam Hetrosexual No Birth 1
7 23 Male Pakistani Yes British English,Punjabi English Islam Hetrosexual No Birth 2
English,Urdu,
8 22 Male Pakistani Yes British Punjabi English Islam Hetrosexual No Birth 3
English,Urdu,
9 22 Male Pakistani Yes British Punjabi English Islam Hetrosexual No Birth 3
English,Urdu,
10 23 Male Pakistani Yes British Punjabi English,Urdu Islam Hetrosexual No Birth 3
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Focus group 26-40

No.

© oo ~NOOThWNPR

=
o

Age

36
28
29
28
27
40
38
40
33
32

Gender
Male
Male
Male
Male
Male
Male
Male
Male
Male
Male

Ethnicity
Indian
Indian
Bangladeshi
Indian
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani

Bornin
UK
Yes
No
Yes
Yes
Yes
No
Yes
Yes
No
Yes

Citizenship
British
British
British
British
British
British
British
British
British
British

Language(s)

Spoken
English,Gujrati
English, Gujrati
English,Bangali
English,Urdu
English,Urdu
English,Urdu
English,Urdu,Punjabi
English,Urdu
English,Urdu,Punjabi
English

Written
English
English
English
English
English
English
English
English,Urdu
English
English

Religion
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam

Sexuality

Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual

Disability
No
No
No
No
No
No
No
No
No
No

Lenght of
stay
Birth

25 years
Birth
Birth
Birth

27 years
Birth
Birth

7 years
Birth

Number of
languages

Spoken

P WNWMNNMNNDNDDNDDN
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Focus group Convert/Black

Number of
Language(s) languages
Born in Lenght of
No. Age Gender Ethnicity UK Citizenship Spoken Written Religion  Sexuality Disability stay Spoken  Written
English,
1 27 Male African No British Ara?bic English,Arabic Islam Hetrosexual No 13 years 2
2 26 Male African Yes British English English Islam Hetrosexual No Birth 1
English,
3 27 Male African No British Ara?bic English,Arabic Islam Hetrosexual No 6 years 2
English,
4 30 Male African No British Ara?bic English Islam Hetrosexual No 20 years 2
5 30 Male African No British English English Islam Hetrosexual No 14 years 1
6 33 Male African Yes British English English Islam Hetrosexual No Birth 1
7 25 Male Mixed Yes British English English Islam Hetrosexual No Birth 1
8 23 Male British Yes British English English Islam Hetrosexual No Birth 1
9 26 Male British Yes British English English Islam Hetrosexual No Birth 1
10 30 Male British Yes British English English Islam Hetrosexual No Birth 1
11 33 Male British Yes British English English Islam Hetrosexual No Birth 1
12 25 Male African Yes British English English Islam Hetrosexual No Birth 1
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Focus Group 18-

25
Number of
Languages languages
Born in Lenght of
No. Age Gender  Ethnicity UK Citizenship Spoken Written Religion  Sexuality Disability stay Spoken  Written
1 19 Male Indian Yes Islam English,Hindi,Urdu No Islam Hetrosexual No Birth 3
2 24 Male Indian yes British Englis,Urdu,Punjabi  English Islam Hetrosexual No Birth 3
3 23 Male Bangladeshi No British English,Bangali English Islam Hetrosexual No 15 years 2
4 24  Male Bangladeshi Yes British English English Islam Hetrosexual No Birth 1
5 22 Male Pakistani Yes British English,Urdu English Islam Hetrosexual No Birth 2
6 25 Male Pakistani Yes British English English Islam Hetrosexual No Birth 1
7 23 Male Pakistani Yes British English,Punjabi English Islam Hetrosexual No Birth 2
English,Urdu,
8 22 Male Pakistani Yes British Punjabi English Islam Hetrosexual No Birth 3
English,Urdu,
9 22 Male Pakistani Yes British Punjabi English Islam Hetrosexual No Birth 3
English,Urdu,
10 23 Male Pakistani Yes British Punjabi English,Urdu Islam Hetrosexual No Birth 3
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Focus group 18-25

No.

©oO~NOOUDWNPRE

B
= o

12
13
14
15

Age

21
21
21
19
24
24
22
23
22
23
23
24
23
18
20

Gender
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female

Ethnicity
Indian
Indian
Indian
Bangladeshi
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani

Born in
UK
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Citizenship
British
British
British
British
British
British
British
British
British
British
British
British
British
British
British

Language(s)

Spoken

Punjabi
English,Punjabi
English,Punjabi
English,Urdu
Punjabi
English,Punjabi
English
English,Punjabi
English,Patwari
English,Punjabi,Urdu
English,Punjabi
English,Urdu
English,Punjabi
English,Urdu
English,Urdu

Written
DNA

DNA

English
DNA

DNA

English
English
English
English
English
English
English
English
English
English

Religion
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam

Sexuality

Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual

Disability
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

Lenght of
stay
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth

Number of
languages

Spoken

NNNNNWONNMNENMNENMNNDDNPRE
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Focus group 26-40

No. Age

39
40
28
28
26
27
38
26
27
29
40
27
36
29

OO ~NOOr~WNLPRE

R e e =
»WN PO

Gender
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female
Female

Ethnicity
Bangladeshi
Pakistani
Pakistani
british
Indian
Indian
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani
Pakistani

Born in
UK
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
No
No
Yes
Yes
Yes
Yes

Citizenship
British
British
British
British
British
British
British
British
British
British
British
British
British
British

Language(s)

Spoken
English,Bangali
English,Urdu
English,Pushto
English
English,Urdu
English,Punjabi
english,urdu
urdu,punjabi,english
english

english,urdu
english,urdu,punjabi
english,patwari
english,punjabi
english,punjabi

Written
English
DNA
English
English
English
DNA
english,urdu
English
English
english,urdu
English
English
English
DNA

Religion
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam

Sexuality

Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual

Disability
No
No
No
No
No
No
No
No
No
No
No
No
No
No

Lenght of
stay
Birth
Birth
Birth
Birth
Birth
Birth
Birth

24 years
16 years
28 years
Birth
Birth
Birth
Birth

Number of
languages

Spoken

NNNWNENNNNENDNNDDN
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Focus group Revert/Black

Number of
Language(s) languages
Born in Lenght of
No. Age Gender Ethnicity UK Citizenship Spoken Written  Religion  Sexuality Disability stay Spoken  Written
1 22 Female African Yes British English English  Islam Hetrosexual No Birth 1
2 30 Female African  Yes British English English  Islam Hetrosexual No Birth 1
3 32 Female African No British english,arabic English  Islam Hetrosexual No 15 years 2
4 29 Female British Yes British English English  Islam Hetrosexual No Birth 1
5 28 Female British Yes British English English  Islam Hetrosexual No Birth 1
6 26 Female British Yes British English English  Islam Hetrosexual No Birth 1
7 24 Female Indian Yes British Hindi,english English  Islam Hetrosexual No Birth 2
8 23 Female Indian Yes British french,urdu,english English  Islam Hetrosexual No Birth 3
Mixed Focus
Group
Languages
Born in Lenghts of
NO AGE Gender  Ethnicity UK Citizenship Spoken Written  Religion  Sexuality Disability stay
1 24 Female Indian Yes British English,Urdu English  Islam Hetrosexual No Birth
2 26 Female Pakistani Yes British English,Punjabi English  Islam Hetrosexual No Birth
3 23 Male Pakistani Yes British English,Punjabi English Islam Hetrosexual No Birth
4 21 Male Pakistani Yes British English,Punjabi English  Islam Hetrosexual No Birth
5 21 Male Pakistani Yes British English,Punjabi English Islam Hetrosexual No Birth
6 22 Male Pakistani Yes British English,Punjabi English  Islam Hetrosexual No Birth
7 33 Male African No British English,Arabic  English  Islam Hetrosexual No 20
8 26 Male Mixed Yes British English English  Islam Hetrosexual No Birth
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Semi-Structured interviews

NO

©oO~NOOUDWNPRE

=
= o

12

10.5

AGE

34
22
22
33
34
36
20
22
26
30
24
28

Gender
Male
Male
Male
Male
Male
Male
Female
Female
Female
Female
Female
Female

Semi-structured interview data (core questits)

Ethnicity
pakistani
pakistani
pakistani
African
British
African
Pakistani
pakistani
Indian
Indian
British
British

Bornin
UK
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

Citizenship
British
British
British
British
British
British
British
British
British
British
British
British

Languages

Spoken
english,patwari
english,patwari
english,punjabi
arabic,english
english

English

Pushto
urdu,english
english
english,urdu
english

english

Written
english
english
english
english
english
english
Urdu

English
english
english
english
english

Religion
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam
Islam

Sexuality

Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual
Hetrosexual

Disability
No
No
No
No
No
No
No
No
No
No
No
No

Lenghts of
stay
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth
Birth
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10.6 Project Plan

Below is a brief overview of the project plan, may or may not change subject to
the outcomes of each stage.

The age range we will be focusing upon is 18-40 péis.
Methodology will be focus groups and interviews.

July

« Reviewing proposal plan

» ldentified steering group members

» Letter with terms preference

* Meeting/dates

* Report writing

» Background on community researchers

» Why you have participated

» History / Background on Bradford — SV(B)
To start questionnaire and complete first draft

August
» Finalise questionnaire(s)
* Pilot questionnaires
e Structure focus groups

September
* To arrange a meeting within first week with stegrimoup
» Field work - interviews and focused groups (upight)

October
* Field work continued
* Report writing

November
8" 9" 10" Workshops
e Second steering group meeting (towards end of Noeem
e Analyzing data and information

December
e Continue analysing data

January/February/March
e Write up summary for steering group
* To have third steering group meeting in mid Febyruar
e Complete report
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10.7 Confidentiality statement
Aim

The purpose of this questionnaire is to gathevibes and opinions of Muslim
individuals and communities in Bradford betweendlges of 18-40, in relation to their
understandings of mental health and well beingtifeumore, to explore to what degree
their needs have been met by services in timedsi$ @and how to improve access and
services received.

Individuals participating in this questionnaire glibbe aware of the following points;

« Sharing Voices Bradford (SVB) would like to helpgrove mental health
services by listening to what the Muslim commuhias to say about the current
services that are being offered.

« Your feedback will be considered highly confidehéind will only be used for
research purpose in order to improve existing sesvi

« Your personal details will not be passed on to aryelse.

« The information taken from the questionnaires asgarch findings maybe
published whilst protecting your identity

« Answer as many of the questions as possible

« Please feel free to make any further commentsttetrahe end, or during the
interview or focus group.

Methodology

The community researchers will facilitate 8-10 fegwoups that will be organized in the
following categories.

1. 18-25 year old 2. 25-40 year old 3. RevertsBlack Muslims
4. Those visited GP only 5. Those ended up in halspi

All groups will be gender specific.
All groups will incorporate Disable people

The community researchers will also conduct 10&fisstructured interviews.
(Participants to be agreed)

Risk of participation

Sharing Voices will provide a safe space for pgréints to have a debriefing session
after each focus group and will provide one to smgport in order to prevent the
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participant from becoming distressed. SVB will adsgnpost participants where
necessary to relevant agencies.

Benefits:

» Express themselves

« Be part of research, possibly influencing policy gmactice change and
development

« Building of self- confidence

« Gain wider knowledge of services available

* Networking

e Greater understanding

» Creates a safe-space

* Reducing isolation by inviting them to participateresearch to meet like minded
people.

How the information will be used?
The information will be presented to individualsaybarticipated in the research who
will have the opportunity to make amendments amdide feedback.
The information will be used to compile a repditistrating findings and strong
recommendations to be disseminated locally andmally. All information given by
participants will remain anonymous.
Confidentiality

* Nonames

« Anonymity

« Destroying of evidence that will be obtained, sashrecordings and writings.

Entirely voluntary

Participation and time will be appreciated and higialued. This will be entirely
voluntary and if at any time you wish to withdragplease advise.
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10.8 Statement of Informed Consent

This consent form is to make sure that you undedstehat is involved in this research
project, and how we intend to use the information gre giving us.

We will not use any names or other identifying feas when we write about what we
have found out. All identities will be kept confittéal, unless you specifically give us
permission to acknowledge you. We will not do aimghwith this information that you
do not give us permission to do.

| understand that my participation in this resegnasject is voluntary and | understand
that | can withdraw at any point without givingeason. | have had the opportunity to
ask questions about my involvement in this reseprofect.

| agree to the research team transcribing theviewr keeping it safely on computer, and
using it for the purposes of this study. | underdtthat only members of the project
research team will be allowed access to the irgarifanscript.

Providing my identity is kept confidential, | giyermission for Sharing Voices
(Bradford) researchers to use the information whhiaim about to give in the following
ways:
» In preparation of a research report for the Natitmstitution of Mental Health in
England and University of Central Lancashire.

* In any events or written reports which tell the coamities who have contributed
to the research about the research findings.

» For academic or policy related purposes, which beimake the findings of the
research known.
| understand that | will be sent a copy of the $@ipt of the interview when this is
available, and a short summary of the final report.
| hereby assign the copyright in my contributiorStearing Voices (Bradford).

Signed:

Name: Date:

| would like my copy of the interview and repornsey:  Post [] Email [

Address: Email:

| have explained the purposes of this research.
| agree to keep all interview details confidential.
Name: Signature:
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