Muslim Mental Health

A scoping paper on theoretical models, practice and related
mental health concerns in Muslim Communities

The final report

Synopsis

The aim of this scoping paper is to present the current range of service models
that specifically address the mental health needs of the Muslim Community in the
context of its experience of mental distress or ill health. In doing so the paper
presents a combination of demographic information regarding Muslim
communities in the UK and experience of mental health needs as recognised by
specialist service providers. This is presented in the context of the existing policy
drivers regarding mental health. In addition the paper reviews the existing
literature regarding theoretical models of working and presents the findings of a
series of interviews with specialist providers in the field in relation to their
theoretical models of practice. The report presents conclusions and finally a set
of recommendations.
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Executive Summary

The Muslim community is a significant community experiencing severe social
exclusion for a variety of reasons. Though some are related to their cultural
identity many are not — social exclusion correlates with mental illness. There are
indicators that Muslims experience mental ill health but that they either are
unidentified by mainstream mental health services or present late.

Significant sections of the Muslim community identifies predominantly in relation
to its faith and through its faith constructs cognitive schemata that enable its
members to cope with difficult life events. The active practice of Islamic belief can
reframe mental distress and may reduce the incidence of mental illness. This is
further reflected through the selection of Islamic models for working with mental
ill health.

Many Muslim communities and individuals in the UK are grappling with the
transition from a developing or rural conservative communities to liberal
urbanised modernity. This has resulted in the renegotiation of or the loss of social
norms. The recent events internationally and locally relating to the war on terror
and the rise of Islamaphobia have increased pressure on Muslims to find ways of
rationalising their experience and giving it meaning. This process has increased
for some a sense of alienation within UK mainstream society. Since 9/11 more
Muslims are identifying themselves by faith and or are looking for support
regarding psychological and emotional distress in a context that makes sense
within their faith.

Muslims historically have not engaged with mental health services in part due to
their experience of services, which do not relate to their cognitive schema, (their
psychological framing of self or their understanding of the social world) and in
part due to the lack of a language for mental distress in their communities.

Muslim mental health relates to the wider issues of social exclusion experienced
within these communities taking into consideration education, crime and youth
offending, social care and housing amongst other factors. In this the significance
of faith as a means of enabling well-being has importance. There is a need to
develop appropriate partnerships with Muslims communities, recognising of their
strengths and negotiating shared a shared language for understanding mental
health, and objectives between service providers (across the sectors) and
community members regarding an agenda for improved mental health within the
community.

Existing theoretical models of practice within the Muslim community vary in the
ways that they work with layers of understanding and key themes within Islamic
cognitive schemata. The variety encompasses models of working based on
cultural or religious similarity and shared understanding, detailed Islamic models
of the self, well being and related interventions and integrated Islamic models



incorporating Jungian, systemic or other contemporary theoretical models. In the
context of understanding mental health in contemporary Muslim communities
there is a need for the experience and identities of Muslims to be documented in
a way that enables a clear understanding of modern Muslim mental health and
the meanings of mental distress or ill health to Muslims. In addition there is a
need to develop the evidence base in relation to the existing alternative
theoretical models. This should also explore ways in which effective work can be
supported or proliferated.

There is a need for the development of a skilled workforce within both the
statutory and voluntary sectors that is able to work therapeutically with Muslims
in the context of their faith through such processes as Islamic counselling.

There is further a need to develop clear strategies for working with Muslim
communities or sections of the communities be that in terms of age gender
ethnicity or sect at local levels in relation to the specific presentations of mental ill
health and in partnership with other agencies the causal or social factors relating
to mental iliness or distress



Policy Drivers

This document is prepared in the context of a range of social policy relating to
mental health with specific reference to health inequalities. These policy drivers
include:

The National Service Framework for Mental Health 2004

Standard One. Health and Social Services should promote mental health for all
working with individuals and communities combating discrimination against
individuals and groups with mental health problems.

Standard Two. Any service user who contacts their primary health care team with
a common mental health problem should be offered effective treatments
including referral to specialist services for further assessment, treatment or care
if required.

Standard Seven. Local health and social care communities should prevent
suicides by promoting mental health for all working with individuals and
communities

The National Service Framework for Children, Young People and Maternity
Services 2004

Standard One. Promoting Health and well being identifying needs and
intervening early. The health and well being of all children and young people is
promoted and delivered through a coordinated programme of action, including
prevention and early intervention where possible to ensure long term gain, led by
the NHS in partnership with local authorities.

Standard Eight. Disabled Children and Young People and those with Complex
Needs. Children and young people who are disabled or who have complex health
needs receive co-ordinated high quality child and family centred services, which
are based on assessed needs, which promote social inclusion and where
possible which enable them and their families to live ordinary lives.

Standard Nine. The Mental health and Psychological well being of Children and
Young People. All children and young people from birth to their eighteenth
birthday who have mental health problems and disorders, have access to timely
integrated high quality multidisciplinary mental health services to ensure effective
assessment treatment and support for them and their families

Choosing Health 2004
Choosing Health commits to:



‘Take forward work on developing a whole system approach to tackling
inequalities in the mental health care system experienced by people from
minority Black and minority ethnic communities.’

In the context of Choosing Health the Spending Review of 2004 identified the
Public Service Agreement Target to substantially reduce mortality rates by 2010
from suicide and undetermined injury by at least 20%. To address the targets in
the areas experiencing the greatest health inequalities the Spearhead Group of
Local Authorities and Primary Care Trusts were identified to pilot projects in
relation to the Public Sector Agreement Targets (PSAS).

Every Child Matters 2003
Every Child Matters is focussed around ensuring specific outcomes for children
and young people. The ‘be healthy’ outcome includes specifically:

e Children and Young people are mentally and emotionally healthy

e Children and Young people are sexually healthy

Youth Matters 2005
Youth Matters adheres to the same outcomes framework of Every Child Matters.
Mirroring the same points above.

Delivering Race Equality in Mental Health 2005
Delivering Race Equality in Mental Health Care’ commits the Department of
Health by 2010 to the following:

e A more balanced range of effective therapies such as peer support
services and psychotherapeutic and counselling treatments ... that are
culturally appropriate

e A more active role for BME communities and BME service users in the
training of professionals, in the development of mental health policy, and
the planning and provision of services; and

e A workforce and organisation capable of delivering appropriate and
responsive mental health services to BME communities

Through the DRE the Department of Health makes PCTs, and Local Health
Authorities responsible for the ‘training in religious cultural and linguistic
requirements of people of BME groups.



The social context of the Muslim Community

Muslims are the second largest religious group (1.6 million)* in Britain,
comprising three per cent of the total population. The community comprises a
wide range of ethnic sub-groups including 610,000 Pakistanis / Kashmiris,
200,000 Bangladeshis, 160,000 Indians, 350, 000 Arabs and Africans and
180,000 from other backgrounds (e.g. Kurds, Kosovans). Just under half (46 per
cent) of those in Britain were born in the UK. More than half of Britain’s Muslims
are under 25 and a third under 16 years of age.

38 per cent of Muslims live in London; the regions with the next biggest shares
are the West Midlands (14 per cent), the North West (13 per cent) and Yorkshire
and the Humber (12 per cent). Within these regions Muslims tend to be spatially
concentrated in local authority districts, the greatest being Tower Hamlets in East
London with 71,000 (36 per cent). Muslims tend to be disproportionately
represented in the most deprived urban communities. Further these particular
communities appear to have clear ethnic profiles; almost 70 per cent of
Bangladeshis and Pakistanis in Britain are estimated to be living in poverty.

Above ethnic groups can be further sub divided into e.g. Sylheti, Kashmiri,
Northwest frontier Pakistan (Pathan), Moroccan, Egyptian Somali in order to see
were there are any distinctive patterns with regard to socio economic deprivation
indices, relationship to point of origin. This level of interrogation is necessary to
identify these patterns, identify group needs and design interventions.

Identity

Though the issue of identity has not been researched across the Muslim
community approximately 50% of Muslims are under the age of 25 and for many
of these young Muslims, ‘religion’ is a greater factor in the framing of identity than
‘ethnicity’. How it is viewed can affect approach and impact upon intervention?.
The affect/effect/determinant perspective towards Islam in young peoples’ lives
by policy makers and practitioners though appearing insignificant has significant
practice implications.

Islam is widely understood as the second most important issue after family in the
issues listed as that most affecting the lives of Muslims. Alongside family it plays
an important part in shaping sense of self and society (it is a foundation for and a
tool of engagement).

‘Among all age groups a clear majority identify themselves as
‘British Muslims’ rather than as ‘Muslims’ only. Muslims under 35

! All Demographic data in this section is from either the 2001 census or the Office
for National Statistics unless specified otherwise.
% The Muslim Youth Work Foundation A National Strategy for Muslim Youth work



years of age prefer to identify themselves by religion alone more
than those aged 35 or over it is little surprise given the attention to
this aspect of their identity. Muslim identities are complex and
dynamic, composed of different factors that may appear alien to the
outsider in their ability generate connections and relationships.
These are manifested in single, multiple or hybridised identities with
new, old and reworked forms of religious and cultural expression.
Simplistic characteristics are inaccurate, unhelpful and misleading.
This is most clearly apparent in the identities of third generation
Muslim young people who through interactions across communities
must form multiple or hybrid identities to interact effectively across
cultures’.

Dr M Khan Muslim Youth Work Foundation 2006

Within the wider context of faith both established and emergent Muslim sub-
communities will often develop along the lines of either ethnicity or in terms of
differences in religious law and or practice. In part due to the ‘simple’ historic
nature of ethnic monitoring subtle nuances such as the differences within
Muslims communities of Pakistani and Kashmiri or the distinctions between
Muslim Southern Nigerian and Christian Southern Nigerian communities are lost
with small and emergent communities developing cultures and identities which
are distinct but relatively unknown to service providers.

Despite the consideration given to the phenomena of the ‘Muslim ghetto’ Cantle
2001 as a root cause for Muslim alienation comparatively little attention is paid to
the rising levels of Islamaphobia. This latent anti-Muslim sentiment makes living
in some communities a dangerous and frightening proposition for Muslim
families. The community engagement research project Aap Ki Awwaz in a study
of 147 Muslims views of mental health and mental health services found that
61% of those interviewed believed that the portrayal of Muslims in the media
since 9/11 affected the mental health of the community®. Both of these factors
relate to social exclusion a stressor known to have impact on mental health.

Employment and Education

Muslims have the highest unemployment rate of any religious group in Britain
(office of National Statistics). In 2003-4 they had the highest male (14 per cent)
and female (15 per cent) unemployment rates. Muslims aged 16-24 have the
highest unemployment rates of all (22 per cent), being twice as likely as their
peers in other religious groups to be unemployed. 35 per cent of Muslim
households have no adults in employment. Of Muslim men in work, they are the
least likely to be working in professional or managerial occupations and the most
likely to be in low skilled jobs. Almost a third (31 per cent) of Muslims of working

% Rethink ‘Our Voice’ the Pakistani community’s view of mental health and mental
health services in Birmingham. Report from the Aap Ki Awaaz Project 2007.



age have no qualifications, which is more than twice the proportion from the next
religious group. Black and minority ethnic groups are expected to account for half
the growth in the country’s population of working age by 2010.

Mismatch or discontinuity of values and practices between the school and home
environment place psychological strains on Asian children and young people
specifically girls in excess of those experienced by white counterparts causing
tension and anxiety. Ghuman 2005 and Basit 1997 described the situation of
groups of Muslim girls in a London school where it was found that many teachers
were unintentionally discriminating. Muslim values were misinterpreted for
example respectfulness was seen as submissiveness, and modesty was
construed as traditionalism. Ghuman notes that though most Asian girls learn to
cope with this, a minority suffer from psychosomatic illnesses, depression or
anxiety.

Muslims are also the least likely to have degrees. Their academic (under)
achievement is compounded by the high incidence of factors known to adversely
affect it these include — low incomes, unemployment, lack of proficiency in
English. One third of Muslims (34 per cent) are aged under 16 compared with
one fifth of the population as a whole. 36 per cent of Pakistani boys gained five or
more good GCSEs compared with 57 per cent of White British boys and 14 per
cent of graduates of Pakistani origin are unemployed compared with 6 per cent of
White British graduates.

In exploring the social context of Muslim communities in this way it is apparent
that irrespective of factors specifically derived from their faith or cultural identity
Muslims often experience the impact of social exclusion. Pre-formulated views
regarding being Muslim do not in them selves clarify the root cause of social
problems or the related concerns regarding mental health. ‘Muslimness’ is not
the only enquiry line that should be used to investigate or analyse the above;
gender, class, ethnicity, disability, sexuality or whether one is newly arrived are
also necessary tools to differentiate and analyse Muslim communities.

Defining or identifying need

Defining the nature and level of need in Muslim communities in the UK in regards
to mental health is difficult in part due to the lack of data collected in relation to
ethnic minority mental health, mental health by faith or specifically Muslim mental
health.

Quantitative indicators of need

However had there not been indication of a disproportionate issue of mental
health amongst Muslims it would still be important to consider the impact of the
fact that 1 in 4 British adults experience at least one diagnosable mental health
problem in any one year The Office for National Statistics Psychiatric Morbidity
report (2001) on the UK’'s second largest faith community. In addition to the



estimated baseline for mental health problems that can be derived from the work
of Singleton et al, quantitative data exists that indicates that Muslim communities
suffer from poor physical health, deprivation and social exclusion, factors which
are known to relate to poor mental health.

e Poor Physical Health. There is evidence in regard to ethnic communities
with  significant Muslim populations. Bangladeshi and Pakistani
communities have disproportionate level of physical ill health. Along with
Caribbean, Pakistani and Bangladeshi people had worse health than
Indians Africans or white people. Modood & Berthoud 1997.

e Deprivation. Muslim men of Pakistani and Bangladeshi origin are
disproportionately unemployed compared to other Asians. Even after
allowances for education and residential area, Pakistani Muslims are three
times more likely to be jobless than Hindus are. Indian Muslims are twice
as likely to be unemployed than Indian Hindus are. After adjustments for
training and family circumstances, ethnic minority men earn less than
white workers. For women the picture is different. Pakistani women earn
£34 a week less than white women, but Indian and Caribbean women
earn more - £14 and £30 respectively. Performance & Innovation Unit,
Cabinet Office 2002.

e Social Exclusion and Mental Health. High risk groups for the prevalence of
neurotic disorders include the unemployed the economically inactive
people with 2 or more physical illnesses D Meltzer et al 2004. Ethnicity is
also directly cited as a factor related to social exclusion and mental illness.
People from ethnic minority groups are 6 times more likely to be detained
under the mental health act than white people B Audin | and P Lelliot Age
2003. Specifically ethnic communities with significant Muslim communities
show greater propensities for poor mental health. Common mental health
problems are fairly similar across ethnic groups although rates increase in
relation to Pakistani women. K Spronston and J Nazroo 2002.

The above external factors though significant do not solely account for the nature
of mental health concerns Muslim communities. The Oppressed Voices
Community Engagement Research Report on the effects of domestic violence for
South Asian Women in a sample of predominantly Sikh and Muslim women
found that 55% percent of their sample had experienced domestic violence.
Across the sample 73 percent were of the opinion that in a situation of domestic
violence the shame (Sharam) related to domestic violence would prevent them
from seeking help with a considerable proportion of those who had experienced
domestic violence have not consulted their GP. This was despite the fact that the
most common effects of domestic violence reported related to mental well-being.
This supports the previous findings of Kumar et al in their study Domestic
Violence and its mental health correlates of 2005 which noted a clear correlation
between domestic violence and mental health problems in regards to the



experience of domestic violence the observation of it or the previous experience
of it in childhood. Within the Oppressed Voices study it is probable that of its 55%
who had experienced domestic violence 100% had experienced depression, with
60% having experienced suicidal thoughts and 33% having attempted suicide.

Qualitative indicators of need

In the report Providing Faith and Culturally Sensitive Support Services to Young
Muslims (Malik Shaikh and Suleyman 2007) The Muslim Youth Helpline in a
guantitative and qualitative analysis of its service identified five predominant
concerns and five emergent themes. The main concerns identified by clients in
order of significance were:

Relationships

Mental health

Religion

Offending behaviour

Sexuality and Sexual health

This was within a sample of approximately 1400 enquires with a gender
breakdown of where data was available of 49% female and 38% males. When
assessed by gender the five most significant concerns for female service users
were relationships, mental health, religion, education and abuse; and for male
service users relationships, offending behaviour, mental health and sexuality.
Further analysis of the data revealed that in relation to mental health the primary
issues were anxiety and distress depression self harm and suicidal feeling with
such feelings being reported in 17% of the enquires where mental health was the
main concern. The complexity of the mental health concerns relating to Muslim
young people within this study however must be fully considered in the context of
the other major concerns raised by clients and the way that these concerns often
did not occur in isolation. Primary concerns regarding relationships for example
though they may have sub themes relating to marriage and divorce, boy girl
relationships, family pressures relationships with parents or forced marriage were
noted to link to other secondary concerns within the reports qualitative analysis.

Of the emergent themes it is important to not the interrelationship between
identity and faith as indicated above and within the theme of identity and
‘muslimness’. This has positive implications when young people see Islam and
identity as part of a dynamic organic process where both are created as a living
reality part in relation to the current context. There are however themes of
recognition and acceptance and marginality which may undermine the self
esteem of Muslim young people in building a context for their self worth within the
mainstream society as well as the Muslim community. The Young Minds
Research Report Minority Voices Street et al (2005) notes the concerns of
CAMHS staff in relation to the lack of understanding of complexities such as
these and in general issues of faith and culture when working across ethnic
minority communities.



Understanding the diverse nature mental health and Muslim communities is
compounded notably by some of their shared experiences. A recent qualitative
study by Phillimore, Ergiin, Goodson, Hennessy, and the BNCN Community
Researchers of refugee mental health (2007) analysed data from a sample of
refugees including a significant proportion of Afghani, Iraqgi, Kurdistani, Iranian
Somali, and Sudanese. Within this study factors identified as impacting on
mental health included:

Past experience of war, persecution, torture, sexual violence and flight
Concern regarding continuing political problems in their country of origin
The asylum system

Discrimination, bullying and harassment

Isolation loss and separation

Culture shock

Qat use among Somali men

The impact of Chemical warfare on the Kurdish community

Being a Muslim in British society in the current political situation

A common experience for those who had seen a GP was the use of medication
as the main form of treatment where treatment was accessed. Others were put
off by long waiting lists for treatment; women in particular were reluctant to
discuss their mental health or experiences with white male GPs. In this context
30% of the participants in the study found current mental health provision poor.
This tallies with findings in the Aap Ki Awaaz report that found that 30% of
participants again found current mental health provision poor.

Another recent consultancy report by Ashram Housing Association regarding
South Asian communities in addition to identifying to identifying substance
misuse, depression, suicide and dual diagnosis in relation to Asian men, the
relationship between domestic violence and mental health problems in women
and children the report identifies many of the difficulties that young people feel in
relation to their experience of cultural conflict between modern UK society and
traditional values. Participants within this consultancy were of the opinion that
within their locality services for Asian women were varied with some examples of
good practice but services for men and children and young people were
inadequate. However their was a consensus view that in both the statutory and
voluntary sectors training needed to be improved clinically and culturally. One
concern raised within this study was the apparent lack of professional response
to mental health problems in children where there was no evidence of direct risk
but there was evidence of mental health problems and or the missing of
developmental milestones.

In this scoping report in order to understand the context of mental health
problems in Muslim communities the author has additionally surveyed service
providers, Imams and voluntary organisations in the community to scope the



nature and degree of need.

In this context it is possible to understand some of the complexity of the
presentation of Muslim Mental Health, through various agencies different aspects
of the Muslim communities present different aspects of mental distress or lliness.
Some present case scenarios related to common social causes or life events in
the context of recognisable mental illnesses, others present symptoms of mental
distress or illness specific to the experience of the Muslim community. This
variation relates to issues of access and in part reflects the clients the service is
in contact with and the trust the clients have in the service.

Though some of these profiles of client need have overlapped the differences
reflect the complexity of relationship between felt need (that is the mental health
need experienced by the individual), expressed need (the mental health need as
expressed by the individual) and normative need (the mental health need as
understood by the professional) Common mental health related concerns
discussed by interviewees included:

= anxiety (including OCD and PTSD) and depression,

= ADHD and apparent conduct disorders

= substance misuse, alcoholism and gambling,

» jssues regarding identity, relationships and psychosexual
problems,

= domestic violence (both in relation to the perpetration of and
the experience of) and

= religious delusional behaviour.

In addition there was concern regarding severe mental illness in the community.
As well as concerns raised regarding a wider discourse in relation to mental
distress in the community the Muslim including the questions of whether or not
Muslims somatise mental distress or experience distress in a different way due to
their own faith based codification, understandings of health and well being, the
meaning of mental distress or illness within Islam and the language in which
these understandings are conveyed, and the relationship between irregular
religious practice and mental health distress or ill health. Issues of the language
in which mental health is discussed within the Muslim community are of course
more complex due to the commonly sited concerns regarding working with
interpreters or with clients whose are not fluent in English.

An Nisa a women’s organisation has previously had a significant role in
developing Islamic counselling training and still refers clients to other services
were of the opinion that Muslims needs are the same as any other community
they need access to appropriate mental health care services. However their
concern was that the Muslim community has been neglected in relation to mental
health provision and has experienced a range of forms of mental distress most of
which goes unnoticed by the service providers Muslims said to have the same



levels of need related to social experience as other communities shown in ways
that are specific to the faith and cultural identities of the communities. This
requires specific responses that relate to their beliefs, the way they see
themselves and the world.

This situation of neglect was reported to be further reinforced in relation to young
people particularly men in emergent Muslim communities and established
communities in areas of relative poverty. Here concerns were raised that
apparent social problems including poor educational performance and street
crime may in cases be related to psychological problems such as ADHD. ADHD
is one of a number of psychological problems, which may develop from
emotional trauma, which can be linked to such common experiences in these
communities as being an unaccompanied minor asylum seeker, wider issues of
migration and forced migration or poverty.

Shereefa Fulat of the Muslim Youth Helpline raised important concerns regarding
a lack of awareness in relation to mental health or illness and hence a difficulty
for individuals to realise the need to seek help. She discussed an apparent lack
of vocabulary presents a barrier to seeking help or even conceptualising illness
or imbalance. This is less the case for young people however there are related
difficulties for young people, as they are not empowered by the wider community
to discuss these issues.

Drs Salim and Skinner reported work across a range of presentations from
matters of Islamic law and basic education, matters of mental distress anxiety or
depression to issues of jinn possession. In addition to the above complex issues
of faith and identity, relationships and sexuality, gender based violence; abuse -
both physical and sexual and substance misuse related psychotic episodes have
been identified in relation to some Muslim youth in work carried out by Sabnum
Dharamsi of Stephen Maynard & Associates and Dr Malik. However the extent of
these issues in the Muslim community is not known as a whole, or the
distribution.

A number of interviewees were of the opinion that there is a need for faith and
culturally sensitive services within the NHS mental health services in general
were seen to be ineffective needed to work in conjunction with services
developed in the community. Training is not developed and although people try
to address issues within diversity training this is often insufficient and ill
conceived in relation to Muslim communities. Dr Skinner stated that the psyche
of Muslims due to the nature of their ‘Islamic’ cognitive schema (mental
structures that represent aspects of the world) is resilient and more able to
integrate difficult life events than those of the general public. In this context he
disputes the value mental health service interventions, which fail to address the
spiritual dynamic in addition to the culturally specific nature of the presentation of
distress or illness. In the context of Islamic thought he argued that the ‘mental
distress’ is often a process of growth, which is then inappropriately labelled



through a problem focussed model of mental illness. This perspective was
echoed by Sabnum Dharamsi whose opinion was that the discourse on Muslim
mental illness needed to be replaced by wider definitions of mental health and
well-being.

Dr Malik was concerned that the more alienated communities are the more
unsafe it feels for them to interact in the mainstream. Having noted the fact that
since 9/11, clients started specifically asking for a Muslim therapist or counsellor
her concern was that if the political context is one in which Islam is denigrated
‘professionals’ may already have assumptions about Islam being oppressive.
Hence it is unlikely that they will be able to open up meaning to the client in a
way that will fit with who that person is. It becomes a process of defining
meanings in a way in which the person is faced with a dilemma of falling into one
system or another.

From Dr Malik's perspective, clients often experience professionals’ negative
conceptions of Islamic practice as well as negative assumptions within Muslim
communities regarding mental health services. Muslims experiencing problems
find themselves stuck between the two.

“How do you define who you are when your identity and
values are neither replicated or confirmed in the mainstream
of society but demonised so how do you position yourself
when the mainstream see you as bad while in your community
the mainstream values are seen as bad. With this constant
simplistic notion of good bad, in a way that you go from one to
the other.”

This stress of interacting with opposing belief systems was seen as a recurring
theme. It was felt that Muslim communities act as part of an integrated global
community responding as a whole to significant experiences of parts of it
nationally or internationally. Here the community in dealing with images and
messages on a constant basis that are antagonistic to its sense of self worth, is
experiencing increased levels of anxiety fear and anger. Individuals in the
communities are polarising between their core beliefs regarding faith and cultural
identity and modernity. It was reported that these reactions are taking place at all
ages in all contexts including the school, the family, the mosque and work
environment.

In this environment of increasing alienation and polarisation one interviewee had
observed through work with some Muslim families very high levels of hostility in
relation to the host community. The results of this were incidents of adult male
family members indoctrinating their pre-school age sons in faith based hatred.

Organisations such as The Muslim Women’'s Helpline, The Muslim Youth
Helpline, The Arabic Counselling Service and Sakinah reported a variety of



problems resultant from social causes including depression, anxiety,
relationships, family / marital issues including adultery or divorce, and gender
based violence (domestic violence®) and sexual abuse with a range of severity in
terms of the experience of the client. Many of these incidents were in relation to
female clients.

Imams interviewed in two different cities gave further evidence of the problems
experienced by women with regards to marriage and relationships citing cases of
anxiety and depression, the need for support for women clients in relation to the
husbands addictive behaviour (alcohol, drugs or gambling), domestic violence,
the threat of violence, or honour crimes experienced both by women in marriages
or in relationships outside of marriage. One Imam spoke in detail of the
difficulties experienced by young women in regards to relationships or abuse
indicating the way that emotional distress and suffering of the individual in the
family can often be weighted against the honour of the family. Though this
particular Imam was sort out by a number of young people for counsel or
support, he himself felt unsupported by the NHS or the Muslim community. In
contrast an alternative perspective given by a second Imam was one in which
such issues were not discussed but were often the reason cited in divorces,
which were seen to be at a high monthly rate. Here the Imam was concerned that
though these issues were tacitly acknowledged, there were no resources for the
individuals concerned to receive the psychological support necessary. A third
Imam spoke of cases of extreme religious behaviour that lacked (from the
perspective of the observer) an apparent logic, and the issue of determining if
such behaviour was indicative of metal illness. A number of additional Imams
raised concern regarding the impact of substance misuse within Muslim
communities across wide age range and relating to a variety of substances.

An implicit question raised by the discussion with help lines, Imams, and
domestic violence voluntary organisations in relation to domestic violence relates
to the people who carry out these acts of violence. Very little is known about the
mental health of these individuals who are at present very hard to reach. It is not
known if these individuals make up a homogenous group or if there are common
themes in relation to their actions.

This ‘possible client group’ is known of through various services though the size
of the group cannot be estimated due to issues of reporting within some
communities that have a history of presenting the woman within the family as the
problem. There are however indications of a very hard to reach client group
predominantly male. There are speculations that this pattern of behaviour and
the related client group represent a generational a response to the difficulty to
adapt to the ‘liberal’ environment of modernity in Britain, within Muslim

* At the time of completing this study 50% of the Women in one Asian Women'’s
Mental Health Sheltered Accommodation Centre were victims of domestic
violence.



communities attempting to maintain their ‘cultural’ integrity. This response can
be part of a process in which isolated from their original cultural context and
challenged by their current one individuals and their social norms or practices
become rigid and defensive. There are other speculations that for some
individuals perpetration of domestic violence is a result of a personality disorder,
which is in itself based on emotional trauma at an early age.

Though there is a discourse in relation to Muslim women and mental health
Muslim men in general were considered hard to reach in regards to this subject.
Community specific issues and behaviours further complicated this. Somali
volunteers spoke of the high levels of alienation among young Somali males
many of whom having left Somalia in their earlier childhood were dislocated
having spent the majority of their lives as refugees between various European
states. It is possible that in other emergent Muslim communities that have
experienced traumatic changes the mental health issues of Muslim men may not
be recognised.

Assessment of the qualitative data indicates a variety of key groups for
understanding mental health issues and related needs within Muslim
communities in the UK i.e.:

Muslim Men

Muslim Women

Muslim Young people and children
Refugees

Each of these groups has its related mental health concerns and service issues.

Literature review

It is important to set a framework for the discussion of models of practice in
relation to Muslim mental health. Much of the current professional discourse
regarding the relationship between Islam and Mental health originates from the
1979 publication by Badri MB The Dilemma of Muslim Psychologist. This text
sets out a set of criteria for the development of an empirical psychology in terms
of its procedures but one that is informed by Islamic values and principles. This
position has been countered by other psychologists such as Frager who supports
a more phenomenological approach arguing for a pre-existent Islamic model of
the self and psychology in the body of work of tassaouf (the sufi ‘gnostic’
teachings within Islam) and nafsiyat (the science of the self). Frager’'s position
being influenced by the work of Haeri and Haeri (see page 16). This discourse is
related to the wider discussion amongst professionals, which is still primarily
concerned with what might be appropriate models of working.

There are also the perspectives of Alims, (Islamic theologians with expertise in
Islamic law) Hakims, (philosopher /physicians) and Sufi Shaykhs (teachers of



the gnostic traditions of the spiritual development — see above). It is important to
note that these roles or positions are not necessarily mutually exclusive. There
are different ways of thinking about Islamic models these models may in addition
overlap. These differences can be seen as reflecting differences in practice
rather than confusions in relation to one wa