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An exploratory study on perceptions of mental health and wellbeing in an Asian Muslim community in the UK.


Research Summary
Mental health statistics state that there has been limited research conducted in relation to Black, Asian and minority ethnic groups (BAME) within the UK. Evidence on BAME groups is lacking due to problems arising from inadequate clinical diagnosis and culturally inappropriate assessments studies have identified that factors such as neighbourhood, family, social networks and cultural identity tend to act as barriers in seeking help for mental health treatment and support. During this study it was identified that these were factors act as barriers within an Asian Muslim Community. Overall, this study covered the of understand peoples’ cultural and religious perspectives shaping their views on mental health. It was also discovered throughout the study that the views of practitioners’ working with this group believed that cultural and religious perspectives do shape ones’ views on mental health.
Findings
The findings suggested that the main barriers to mental health were stigmatisation, traditional ideals and superstitions as they influenced the acceptance of mental health. Furthermore, it was seen that providing adequate support requires collaborative work with interlinking areas such as culture, places of worship and public services in order to tackle the barriers.

A systematic review on mental health and wellbeing within faith-based affiliated BAME communities in the UK

Abstract: 
Purpose: To identify previous research on understanding health and wellbeing in relation to a faith and cultural context. This also looked at barriers of accessing support within these groups and the role of public health services accommodating appropriate support.
Methods: A systematic review of support and awareness of mental health and wellbeing within various BAME faith based-affiliated groups in the UK from 2014.
Result: The seven studies included looked at health and wellbeing with Orthodox Jewish communities, places of worship, spirituality, BAME university students, vulnerability in Christian Faith contexts, British Asian women’s experiences of social services and the role of faith leaders on health in a Black African Christian community.
Conclusion: The studies included identify barriers and understand of mental health within various communities. The overall results show that there is a need for more awareness in providing adequate services to these groups in connection to their culture or faith

Introduction:
A wide range of literature and statistics have been documented, showing that there has been limited research conducted when concerning Black, Asian and minority ethnic groups (BAME) in relation to mental health and wellbeing in the UK (Mental Health Foundation, 2016; Waheed, Hughes-Morley, Woodham, Allen & Bower, 2015). Thus, implying that little is known about the mental health and wellbeing of BAME communities. Addressing BAME groups is essential as Smart and Harrison (2017) extensively researched and identified that BAME groups are highly underrepresented with in various medical research context, this includes covering a range of healthcare and practices context. This is due to high levels of stigma and culturally inappropriate services (Knifton, 2012). Critically, it has been acknowledged that clinicians and practitioners are often unaware of patients’ cultural interpretations around psychological distress, the causes of perceived poor mental health, and their preferences of treatment within these communities (Aggarwal et al., 2016). Consequently, minorities perceive that clinicians and practitioners do to not have a full understanding of their cultural views (Bhavsar, Ventriglio & Bhugra, 2018). This systematic review aims to look at studies which address areas such as mental health and general well-being within BAME faith-based affiliated communities within various settings in the UK. This review also aims to understand the use of public health services, including ‘therapeutic landscapes’ (Bell, Foley, Houghton, Maddrell & Williams, 2018) to identify the role of faith-based environments in contributing to mental health recovery and wellbeing. 

Methods 
Literature search
A general search was conducted on the available library catalogues at the University of Wales Trinity St David (UWTSD). From the library catalogue the studies were extracted from ProQuest and ScienceDirect database. The search explored views on mental health and wellbeing with in BAME faith-affiliated communities and practitioners. A search strategy was developed using a combination of search terms: mental health, wellbeing, culture, community, faith, practitioners and views. 

	Keyword Combination:


	
Mental health AND wellbeing AND culture AND faith AND community AND practitioners AND views






Figure 1. Strategies used for the literature search
Peer reviewed articles in English with full text online based in the UK were retrieved from the year 2014 onwards. The last 5 years were selected in order to identify new research; Elliot at al. (2017) states that systematic reviews that have not used recent data are risk of inaccuracy. Final articles were further selected based on the abstract or title.

Inclusion criteria
The following inclusion criteria was used to select the most appropriate studies:
· Mental health and wellbeing within BAME or faith groups
· Public health service practitioner’s knowledge and understanding in providing support within BAME or faith groups
· Places of worship and BAME faith-based groups
· Spirituality and religion or faith and culture barriers to accessing appropriate mental health and wellbeing support

Exclusion Criteria: 
Any studies that did not include practitioners and culture OR spirituality OR faith OR religion and therapeutic landscape were excluded from the study.

Data extraction and quality assessment 
Out of 1,753 studies a total of seven studies were selected, meeting the inclusion criteria. The process of the study selection is presented in figure 2. The final selection of studies was critically appraised against the CASP (2018) qualitative checklist which looked at ethics, deign, aims, data, results, measures and outcome. The outcome measures, analysis and results summary of the studies are presented in two tables in figure 3. 























Articles excluded after applying filters:

n = 338

Main reason for exclusion:
Not peer reviewed.
They were not based in the UK.
No full-text available.
References identified through UWTSD library database search:
n = 1,753












Articles further refined

n = 378


References excluded based on date of publication:

n = 1,375

Reason for exclusion:
The studies were not published with in the last 5 years.









Articles selected for further review

n = 40 




Articles excluded based on abstract or title
n = 33
Main reason for exclusion:
Did not meet inclusion criteria: Culture, faith, religion, mental health, therapeutic landscape or practitioners.
Based outside the UK.







Total number of studies meeting inclusion criteria

n = 7










Figure 2. Flow chart study selection process

Figure 3. Study quality assessment
Qualitative Studies
	Study
	Study Design
	Outcome Measures
	Analysis
	Results Summary

	Malik, Unwin, Larkin, Kroese & Rose (2017)

	Interviews

n = 10



	This study is in relation to the experiences of South Asian women with intellectual disabilities discussing their experiences of social care services.

Individual research interviews were conducted with seven participants but one of the interviews carried out included three participants as the wanted to take part together.

Interviews consisted of two parts:

1) Explored a visual culture-gram 
2) Used a map as prompts to explore key elements of culture. This was part of the ‘tools for talking’ resources.
3) Open ended questions with ‘nested’ prompts and probes were used

Additional alterations to the interview schedule were made for those who struggled to communicate verbally. This was designed to support participants with limited communication difficulties, using simple language and additional questions and visual cues.

	IPA approach was used.

Twelve participants were assessed as eligble for the study. Two were not included in analysis as one was conducted in Bengali with an interpreter that did not translate the interviewer’s question but asked their own. The second interview was not included due to safeguarding issues raised by the participants. Only 10 participants were included in the analysis.

Assessment of intellectual disability based on the ICD-10 criteria of intellectual disabilities.
	Three inter-related super-ordinate themes from the analysis. 

1. How services facilitate the development of more complex identities.
2. Finding a place on the spectrum of independence
3. Triple inter-sectionality

	Heward-Mills, Atuhaire, Spoors, Pemunta, Priebe, & Cumber (2018).
	Semi-structured interviews

n = 8
	This study explores the role of faith leaders influencing health behaviours within a Black African Christian community.

Semi-structured interviews were conducted. The interviews looked at three sets of questions. 

1. Focused on eliciting the extent of faith leader’s influence on the health behaviour of congregants.
2. These questions tackled the various methods that exist and are used by faith leaders to have such influence on health behaviours. 
3. This looked at why congregants were receptive to their faith leader’s messages and interventions


	Thematic analysis was used to identify themes.

The technique ‘cutting and sorting’ was used to identify relevant quotes and texts into main and sub-themes.
	Themes emerged in analysis

1. Spiritual influence 
2. Reasons for faith leader’s influence
3. Other factors involved in influencing behaviour change
4. Levels of influence in health behaviour change

Congregants believed that their Christian faith leaders do play a major role in influencing their decisions.

Findings also suggest that they exert authority and credibility to the churches and communities.


	Tomalin, Sadgrove & Summers (2019)
	Semi-structured interviews 

n = 19

Focus groups

n = 3
	Mixed methods research conducting 19 qualitative semi-structured and three focus groups (between early 2014 and 2015) to examine places of worship as public health setting for BAME groups.

10 interviews were undertaken with religious leaders at places of worship – 5 Christian administrators, an imam, two Sikh members, a Hindu temple chairman and the founder of a Buddhist centre

Four interviews were carried out with organisations that work on wellbeing 

Five interviews with local public health professionals. 

Focus groups:
· Methodist focus group
· Anglican focus group
· Muslim women’s focus group

	Both interviews and focus groups were recorded and transcribed verbatim.

Identified emerging themes (coding) from transcripts.

Interview data and analysis included taking notes at meetings about faith and public health services. 
	Findings identify that religious leaders were well informed about the health issues faced within their communities and were involved in health-related work at their places of worship.

Places of worships are embedded in the community as they are seen as safe and trusted places.

Places of worship are a way of reaching groups and individuals who may not access health care services.

Peoples’ understanding of health issues are sometimes influenced by culture and religion. 

Some believe that religion can get in the way of good health and illness as it is viewed as punishment.

Limitations to places of worship and public health services included addressing any issues in relation to sexual health, women or those in LGBTIQ groups.







Mixed Methods Studies
	Study
	Study Design
	Outcome Measures
	Analysis
	Results Summary

	Oakley, Fenge, Bass & Humphreys, (2016)
	Survey

n = 3,182
	Study based on Vulnerable Adults (VA) in Christian communities survey.

Represents broad exploration of opinions of those who attend church regularly or those working in Christian faith organisation

Questions begun with demographics, then collected responses on understanding the term VA and the questions about safeguarding training that was undertaken and areas to develop safeguarding training.

	Closed questions were analysed using the survey Monkey’s tool for descriptive statistics

The open questions were analysed using an overarching qualitative approach to understand key themes and explore ‘multifaceted reality’ of participants.

Aimed to explore in depth – concepts, meanings and explanations developed from the data.

Thematic analysis was used for emerging themes.

	The survey was completed by 3,152 people

Survey consisted of a wide variety of backgrounds, age ranging from 18-70 mostly with ages of 30-69.

 A filter was created to the survey responses in order to identify the differences in results based on those who did and did not have a safeguarding role, however, there was no significant difference.

Confidence in knowing what the term ‘VA’ means
· 87% were confident

Defining the term ‘VA’ – 5 superordinate themes emerged
· Physical disability, age, needs, at risk, limited capacity.

Confidence in identifying factors which may contribute vulnerability.
· 90% were confident

Have you had any training about safeguarding VAs?
· 53% indicated they received training and 46% said they did not



	McEvoy, Williamson, Kada, Frazer, Dhilwayo & Gask (2017)
	Critical reflection was used

A combination of qualitative and quantitative data through naturally occurring data, observational notes, e-mail correspondence, routinely collected demographic data and anonymised clinical outcomes.

n = 12
	A critical reflective approach was used; this was adopted throughout the ‘Eis Ledader’ which means ‘time to talk’ in Hebrew. This was conducted to improved access to NHS mental health services. Identifying mechanisms that were involved as well as events and circumstances:

Three mechanisms highlighted

1. Candidacy 
2. Concordance
3. Recursivity

Combination of qualitative and quantitative data.

Sample:
· Two Rabbis
· Leaders of two Jewish communities
· Service user
· Practice manager from GP that served Orthodox Jewish communities
· An independent Jewish mental health practitioner
· Public health consultant
· Managing director of the mental health services
· Clinical supervisor
· Two psychological wellbeing practitioners.


	Written feedback was received from four informants.

Eight recorded discussions with informants that were transcribed.

Recorded discussions were conducted either face to face or via telephone by using semi structured questions.

Detailed analysis of the discussion transcription including data coding using MaxQDA.

Analysis and development of emergent themes.

Six levels of analysis:
1. The people, organisations and communities involved
2. Language, concepts and logics used for justification
3. Perceptions they had about their relationship with collaborators and non-collaborators
4. Contextual factors that constrained or facilitated their ability to control situations faced
5. Silent concerns
6. Outcomes of both collaborative and non-collaborative processes that unfolded over time.

	Themes emerged from analysis:

· A disconnection from statutory mental health services
· Arm’s length relationships
· Developing relationships
· Engaging the community
· Engaging clients
· Developing relationships
· Recursive relationships
· Evaluating outcomes
· Sustainability 

There were three overarching themes:
· Establishing an arms length relationship
· Building collaborative partnership
· Building mature collaborative partnership.

Highlighted the role by a distributed leadership team, and adopted a dialogic approach to improve access to mental health care within an Orthodox Jewish community through the ‘accommodation of otherness’.

	Forrester-Jones, Dietzfelbinger, Stedman & Richmond (2017)
	Quantitative – The Kraweicka Rating Scale, the General Well-Being Scale and the Social Network Guide

Qualitative – A semi-structured interview open ended and an unstructured open-ended interview

n = 14
	This paper aimed to understand the usefulness of spiritual support groups within mental health recovery.

Quantitative measures:
The Kraweicka Rating Scale
· Objective rating of the mental state of the sample

The General Well-Being Scale
· Detecting psychiatric conditions among the group

The Social Network Guide
· Provided a profile of individuals social lives 
· Structure of their network or the amount of people attached to them
· Who the contacts were
· Support behaviours provided by network members


Qualitative measures:
Semi-structured open-ended interview 
· Allowed life histories to be provided to explore whether and 

	Quantitative analysis:
Analysed using SPSS statistics 
· Reporting scores for each quantitative measure


Qualitative analysis:
· IPA was used to produce themes
· Transcribed interviews were independently coded by two authors
· Codes were compared for reliability and the data was re-organised
· Fieldwork notes were analysed as check of emergent themes
· Thematic analysis was used on transcribed interviews from chaplains and managers
	Quantitative results:
General well-being of spirituality support group (SSG) 
· Score was 2.96 indicating a group who were experiencing moderate levels of psychiatric disorder.

Mental state of SSG attendees
· Krawiecka Rating Scale indicated that the group were generally more anxious than depressed.

Social networks 
· The mean network size was 39 contacts decreasing to 33
· A quarter of the total network members were friends who were not associated with mental health services

Social support
· Friends appeared to be the main givers of all types of support.
· Family members were the next providers of support

Interactional behaviours 
· Friends and family were most reciprocal 
· Staff, clients and volunteers were less reciprocal 
· Participants were more likely to see their friends than other members

Qualitative results: 
Four vignettes of people with mental health problems attended the SSG

Three themes identified: 
Religious aspect of the group 
· A church substitutes
· Gentle approach taken

Settling spiritual confusion 

Helping in the recovery process
· Feeling better
· Structure to the week



	Arday (2018)
	Semi-structured open-ended questionnaires captured initially which were then developed into two data collection methods:
· Two unstructured focus groups 
· Semi-structured individual interviews.

n = 32
	14 UK based universities were included in order to understand mental health in BAME students.

32 semi-structured, open-ended questionnaires were completed to capture 
· Ethnic origin, gender, age range, level of education, marital status and duration of time in higher education

The measures included 2 unstructured focus group with 32 participants of different backgrounds which lasted 3 hours 

Data collection also included 32-40 minutes semi-structured individual interviews with all 32 participants

Broad topic guide with developed questions:
1. What are your perspectives on mental health?
2. How do ethnic minorities deal with mental health issues?
3. Do you think mental health and psychological services are made accessible to BME individuals within universities and wider society generally?
4. Culturally, how might encounters with mental illness differ for ethnic minority mean and women in comparison to white people?

	Thematic analysis was used to identify key themes that emerged 

Developed coding scheme using NVivo 

These were then grouped into themes and subthemes.

A second researcher also carried this out for validity of the emerging themes.

Anonymised quotes were used to illustrate relevant themes identified within the study.
	Mental health support available at universities (themes and subthemes):

Exploring mental health for black and ethnic minorities (BME) within higher education
· Personal and environmental factors
· Recognition of mental health problems and fear of stigmatisation 
· Social networks
· Gender differences
· Culture identity and stigma

Relationship between service users and healthcare providers situated around power and hierarchy 
· Language 
· Communication: culture naivety, insensitivity, and discrimination 
· Power and authority  






Results
Included studies
All the final studies that were selected looked at mental health and wellbeing within BAME and faith communities in the UK. Some of the studies selected also included health services. The summary of key findings for each study are reported individually as the wide range of search and literature focussed on different topic areas and issues with these groups. This created great difficulty in grouping the studies appropriately, however, it facilitated a more concise discussion.

Sample characteristics 
	Four out of seven studies explicitly focussed on the role of mental health and wellbeing support services (Malik et al., 2017; McEvoy et al., 2017; Ardy, 2018; Tomalin, Sadgrove & Summers, 2019). Three studies used qualitative methods (Malik et al., 2017; Heward-Mills et al., 2018; Tomlin, Sadgrove & Summers, 2019) with sample size ranging from 8-19 participants. The remaining four studies included mixed methods (McEvoy et al., 2017; Forrester-Jones et al., 2017; Ardy, 2018) with a sample size ranging from 12-32 participants. One out of the four mixed methods studies (Oakley et al., 2016) included a large sample size of n=3,182, using a survey with closed and open questions. Participants within this study ranged from 18-70 but majority between the ages of 30-69. 

	The population of three studies mainly included female participants. One study (Malik et al., 2017) only focussed on the experiences of female participants. Oakley et al., (2016) reported that there were more female (68%) participants that took part in the survey. As part of data collection in Tomalin, Sadgrove and Summers (2019) study; the sampling for one focus group included only female participants. The remaining studies did not report any significant difference in distribution of age and gender.

Key summary of findings 
	Oakley et al. (2016) aimed to report findings on the understanding of safeguarding adults at risk of harm within a Christian faith context. The findings noted that participants felt there was a lack of concern and confidence when wanting to support vulnerable adults within a faith context. Evidently, defining vulnerable adults within a faith context was complicated as the boundaries were not always clear. Being at risk or harm or vulnerable can relate to both physical and mental health. It was identified that organisations who work with adults that may be at risk of harm; should be aware of safeguarding practices. Therefore, implying that there is a requirement for further research to cover the complexities of safeguarding within different faith organisations. it is recommended that there is a for greater understanding of the issues presented. 

	According to Malik et al. (2017), it has been reported that both service users and carers from ethnic minority groups with intellectual disabilities are dissatisfied with social care services. However, users of social care services have not been asked about their experiences in this particular topic area. The paper aimed to understand the lives of South Asian women with intellectual disabilities. Findings were associated to culture, religion and the use of services. It was understood that they have to compete with the same religious, cultural and gender issues as others but with the disadvantage of having intellectual disabilities. The complex issues raised can potentially assist service providers and families to recognise the difficulties that the service users experience and the best way to aid their needs. 

	McEvoy et al. (2017) provide a critical understanding of improving access to mental health services within an Orthodox Jewish community. It was identified that regardless of the extra resources available, services are inadequate for providing accessibility to those from ethnic minority communities and religious groups and could lead to negative health outcomes, for example, disorders relating to anxiety and depression. The study successfully improved Orthodox Jewish communities access to mental health services through collaboration with leadership teams. The leadership team were self-selected of those who had cultural understanding, local knowledge, authority to negotiate and provide expertise in mental health. Through discussion, there was a development of service that accommodates to the cultural sense of otherness (self and other). The views of this portray the crucial need to understand communities social and cultural situations in order to communicate barriers that are both perceived and real. As this will help to frame the difficult problems that are a part in accommodating otherness.

	Across the UK, spirituality as an aspect of wellbeing and quality of life has been recognised in the treatment of mental health. Forrester-Jones et al. (2017) aimed to explore to what extent accessing spiritual support groups (SSG) benefit mental health recovery. Evidence suggested that SSG are positive in helping individuals with mental health problems while other religious places are perceived to act as barriers. In this case, SSG allowed individuals to discuss and figure out spiritual issues in a more comfortable way than what religious organisations offer.

	Ardy (2018) believes that ethnic minority students in higher education experience significant barriers relating to services that are not culturally appropriate. Indicating that there is a lack of understanding, lack of communication and lack of information on where and how to get the correct support. This study identified that mental health professionals lack the ability to identify and accept symptoms as mental illness when working with BME patients. The issue in this could be that people may feel that they are being ‘forced’ into accepting a ‘view’ of mental health that does not resonate with their experiences. It was further reported that there are significant barriers when looking for support, especially for those who came from a background where they felt that mental health is stigmatised. Likewise, cultural perceptions and pressures played an important role in affecting the use of accessing mental health services. It was further identified that some cultures failed to recognise the symptoms of mental illness. Therefore, these symptoms remain unidentified in families and communities.

	Heward-Mills et al. (2018) aimed to explore the extent faith leaders influence Black African Christians health behaviours. This study critically considers the role of faith leaders as evidence suggests that their role is greatly ignored. Results of the study suggest that faith leaders can play a significant role in health behaviours. This does not only influence health behaviour at individual levels but also at socio-cultural levels. It was identified that this was in relation to social and scriptural influence alongside faith leaders being perceived as role models. Further, recommending that health practitioners and faith leaders to work together to empower communities to take control of their own health and wellbeing.

	Tomalin, Sadgrove and Summers (2019) present findings on examining places of worship as BAME public health settings and also developed a new framework about places of worship as therapeutic places. The idea of religion and culture with health and wellbeing were seen to be the opposite to the biomedical model as the concept of body and soul required different treatments. The biomedical model looks at curing a disease that affect the physical body but communities that attach religion to illness; it’s identifying the cause in terms of emic understanding in order to find appropriate treatment such as spiritual healing. Furthermore, it was identified that public health services are interested in developing places of worship and public health settings

Discussion
	 The overall findings of the studies suggest that there is very little research regarding spirituality, ethnic minorities and faith oriented communities in relation to mental health, health behaviours, physical, intellectual health and general wellbeing. It was inferred that there are reoccurring issues with in BAME and faith groups perceiving health services to have a lack of knowledge and understanding and lack of services in place to provide adequate support within these communities. It has been further identified that some people are more likely to attend spiritual groups or places of worship for support as they provide spiritual healing processes and culturally appropriate services.

Recommendations for future studies
Although the studies included were based on different faith and cultural context. It is recommended that further research is carried in these areas with similar groups around the UK and to also research are groups that have not been identified. Furthermore, studies looked at service users’ perspectives on accessing support from health services. Therefore, it can be recommended that practitioners and service providers perspectives should be explored.

Limitations
	Limitations of this review have been taken in to account. Firstly, due to the wide range of studies used, a comparison of the studies was not made due to the difficulty in identifying the similarities of different cultures and beliefs. This review also aimed to identify the experiences mental health within a faith or cultural context. However, due to limited studies available other areas of health such as health behaviours, physical, intellectual health and general wellbeing were reported.

Conclusion
	To conclude, this systematic review has identified the importance of further working with different BAME and faith affiliated communities in the UK. It was to be more aware of barriers and understanding of mental health and wellbeing within these groups in order to provide appropriate and adequate support. It also was acknowledged the advantages and disadvantages of accessing appropriate health services (i.e. health services or places of worship) for mental health and wellbeing support within these communities.
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An exploratory study on perceptions of mental health and wellbeing in an Asian Muslim community in the UK.



Abstract
Background: The background to this study was to identify the religious, cultural norm shaping peoples’ perceptions of mental health.
Aim: To understand the role of faith-based affiliations and practitioner’s experiences of mental health within an Asian Muslim community with the UK.
Method: A qualitative method using two focus groups with 9 participants. Focus groups were analysed using thematic analysis (TA)
Result: The results found that there are many barriers to accessing mental health services with in this community. However, there are recommendations given from the participants of how to overcome these barriers.
Discussion: It was identified that cultural and religious healing process played a huge role in shaping and individuals’ perception of mental health and mental health recovery.


1. Introduction
Previous literature expressed the importance of identifying concepts of mental health in different BAME faith affiliated groups. This study focusses on Asian (Bangladeshi) Muslim communities in the UK. It has been reported that after Christianity, Muslims are the largest religious groups in the UK (Hussain & Dein, 2018). Recently, there has been a huge emphasis on the concept that there is a strong connection between an individuals’ mental and spiritual state. Aspects such as religious beliefs, cultural norms and practices interlink in shaping peoples’ perceptions of health, illness, health behaviours and the use of health services (Rasool, 2015). The lack of understanding between religion, culture and health can lead to an effect of service delivery. Codjoe, Barber and Thornicroft, (2019) believe that ethnic minorities are less likely to access GP’s about mental health concerns due the cultural barriers and mistrust. Therefore, it is important to identify the levels of understanding with in health services working with cultural and faith communities. Furthermore, ‘therapeutic landscape’ (TL) will examine how significant the relationship between religious scripture (Qur’an), healing, spirituality and place of worships (Mosque) are in influencing health and wellbeing (Perriam, 2014).

1.1. Aims 
This current study aimed to understand the role of faith-based affiliations on a local Asian Muslim Community’s (AMC) perceptions of mental health and wellbeing. The first objective was in place to explore AMC perceptions of mental health and wellbeing in order to examine participants’ understanding of critical cultural and religious belief shaping their perceptions of mental health and wellbeing support. In relation to this, this study also aimed to identify whether places of worship are a part of TL and whether this shapes peoples’ experiences of healing and mental health recovery. The second objective was in place to examine mental health practitioner’s experiences and views of working with AMC groups in order to explore the most challenging aspects of supporting this group, and examples of good practice in providing adequate mental health and wellbeing support in the community.

2. Methods
2.1. Design and Approach
The study design used a qualitative approach which included two focus groups. The discussions were conducted with local faith teachers and practitioners within close distance to Swansea Mosque. Thematic analysis (TA) was used as Maguire and Delahunt (2017) state that unlike other qualitative methodologies; TA is an influential, representative and flexible method. It is considered as one of the most suitable data analysis for a study that is looking to use interpretations as it has a systematic approach; TA also provides the opportunity to understand any potential issues from a wider concept (Alhojailan, 2012). This allows a more in-depth examination of the similarities and differences of views in the emerging themes.

2.2. Participants 
The participants for this study included two groups. The first group of participants were from AMC, who were faith teachers affiliated to a local Mosque in Swansea. The second group of participants were support workers from a local ethnic minority and youth organisation in Swansea.

2.3. Ethics
Ethical approval was obtained from the ethics board at the University of Wales Trinity St David (UWTSD) before the study commenced. Participants were recruited via visits to the Mosque and charity organisations where information was provided. There were two information sheets that were created for each group. After presenting information sheets; participants were given two consent forms to complete before starting the focus group. One for the researcher and one for themselves. After the discussions, the participants were debriefed and provided with a form, including more information for further queries.

2.4. Data collection
Focus groups are extensively used in complex health topics as it is an effective method in capturing experiential data from individuals’ opinions and understanding (Rothwell, Anderson & Botkin, 2015). Therefore, focus groups were the most appropriate method for data collection. As a result of this six participants were successfully recruited from the local Swansea mosque for the community related focus group. However, during the focus group one participant that attended the discussion did not take part much and had to be removed for analysis. One participant left during focus group as it was discussed before that they could not attend the full discussion and one participant’s involvement was very limited. Although this was the case, the information provided was important to the analysis. In total this focus group included five participants. Four support workers were recruited from an ethnic minority and youth organisation (Eyst) in Swansea as part of the practitioners focus group. As part of collecting data, there were two focus group schedules created in order to guide the discussions.

3. Analysis
The data gathered was analysed using the following six stages for a TA - identifying, organising, analysing and reporting emerging themes from participants’ accounts (Braun & Clarke, 2006). In total, five themes were identified from both focus groups. Each theme including sub-themes will be discussed and analysed with examples of the focus group extracts to identify the correlation and differences in views from both groups.

During the Mosque focus group, the schedule was used as an interview schedule as there was a need to prompt the participants to answer questions. The questions covered general understanding of this community as a whole. However, only a starting and probing question was used as part of the practitioners group. Although, this study aimed to understand practitioners’ views and understanding of dealing with AMC and mental health. The discussion included the BAME Swansea community as a whole as there is a general lack of understanding mental health within these groups. The themes reported below also cover the challenging aspects of working with mental health and examples of good practice in providing adequate support within a number of groups.

3.1. Theme 1: Stigmatisation
The first theme stigmatisation appeared frequently in both focus.  All participants put emphasis on concepts such as taboo, shame, stereotyping, stigma and labelling with in the community. Two major sub-themes emerged: - taboo and shame; stereotyping and stigma.

Taboo and shame
This first sub-theme focusses on how both focus groups identified that taboo and shame from most people in the community act as a significant barrier when looking at the understanding of MH. However, here two possible issues have been identified. The first issue is that people from the community are either not aware of having mental health issues as they may not perceive this as having MH ‘problems’. The other issue is that some may be aware of MH problems but do not accept or disclose this information due to the main issue of it being such a taboo within the community.
‘Within our community, mental health is a big taboo and nobody wants to discuss it purely because they just think that people look at them differently or odd so they’d rather blame it on something else instead of [their] mental health…’ (Kareem, group 1)
It was further discussed that due to this concept being a taboo and shameful, there is a lack of awareness or lack of acknowledgement from young people’s parents when considering MH. This was seen to have a negative effect on how the Mosque provided adequate support for their younger generation.
‘…sometimes, we have students who are autistic within our academy but because the parents find it such a big taboo they wouldn’t put that down on the application form. Only for us to later discover actually this child has got learning difficulties and maybe needs extra support but because we’re not trained we are unable to identify that, until maybe further on and then we’re thinking to ourselves actually no wonder this child is not progressing or achieving like the rest, then you speak to the parents and then the parents are like no, no my child is fine, my child is fine, my child is fine, but clearly there’s something there.’ (Kareem, group 1)
The statement ‘clearly there’s something there’ shows that there is some sort of awareness on what MH looks like to the community but this may not have been addressed due to it being taboo or shameful. Additionally, a practitioner raised this issue of MH always being taboo is not just within culture and religion but also within society as a whole; especially in Wales. It was identified that the reason there is not much awareness of MH in these communities was because their cultural or religious idea of support differed to mainstream support. It was also understood that there is now more awareness of mental health in society but is still quite a slow process:
‘… mainstream community in Wales or UK, it’s, it wasn’t so long ago mental health was a taboo for them as well, only recently it’s been bit more open, discuss more openly, it was a taboo amongst them [society] as well, so, mental health being taboo is not a new thing, but the support mechanism within the community differs…’ (Zain, group 2)

Stereotype and stigma 
This sub-theme focusses on the communities’ and practitioners’ cultural and faith understanding when associating stereotypes and stigma to their idea of MH. The examples below show that there is generally a stigma attached to phrase ‘mental health’, indicating that in the community it is usually associated to a negative connotation. This preconceived idea was from cultural context.
‘… when you thinking about wellbeing and you mentally function really well you doing things properly yeah, normal human being but majority people when thinking about this word or this sort of phrase they will thought of negative mostly so that’s probably what’s in the community, I think that.’ (Abdul, group 1)
The idea of mental health being perceived as a negative connotation; participants’ from both focus groups also acknowledged that mental health for some individuals were commonly correlated with being labelled as ‘mad’ or ‘crazy’. This was due to the cultural perceptions of MH; it was implied that this may contribute to an individual’s reluctance to pursue mainstream health services.
‘…if you want to seek help you feel like you’re associated with like mental people and cos the of the negative stereotypes that surround like mentally ill individuals. It’s like oh I’m going go mad, I’m going to be put in a facility when it’s not, it’s literally you’re just going to a room and talking.’ (Aisha, group 1)

‘…from the point of view of the clients that I support, there is a stigma attached to mental health... I mean I’ve been dealing with a case quite recently and you explain to them what it is [mental health] and they’re still quite reluctant, and the first thing this particular client actually said, I’m not crazy but nobody suggested you was crazy… obviously there is an issue and people are there to help you and support you, give you advice, nobody’s suggesting otherwise, but that person’s perception was, I’m not crazy. So he was reluctant to get the help… obviously there’s a stigma attached and clients themselves, may not go forward, seeking that help because they’ve got preconceived ideas…’ (Amina, group 2)
Again, it has been identified that there is no awareness and understanding in accepting that this may be an individual’s interpretation of what MH problems are. Although, no one was referring to the client as being ‘crazy’, explaining the mainstream concept of MH to this individual was not something that could be understood. This may be because this was not their norm. However, this could also mean that the practitioner was trying to dismiss the client’s idea of being ‘crazy’ in order to providing them with a different concept of what MH problems are in order to find a way forward in provide support. 

3.2. Theme 2: Cultural norms
This theme looks at the cultural norm within this particular community. It was identified that there were a number of barriers in understanding MH due to traditional ideals and different upbringings. The sub-themes identified were: Language and seniority; Maladaptive superstitions.

Language and seniority
Most participants acknowledged that the language barrier and the understanding barrier has seen to have a major affect in supporting the elder generation within the community.
‘one thing that doesn’t help is the language barrier especially with the older generation when you start using big words, that’s it you’ve lost them…’ (Kareem, group 1)
They do not understand the mainstream concept of what MH is. The parents who are immigrants, their mentality on what they went through and grew up around was different. It was more about worrying when their next meal was coming in, not about what grades they were going to get. Therefore, they do not take things like depression and anxiety seriously. However, it was identified that a lot of the older generation do suffer from mental health but are not open to acknowledging it. This maybe because of the mentality they still have:
‘I think that majority of us here are second generation, our parents are first generation and they still, they grew up back home wherever it was and just, they think they’re still living there… the mind is still living there, yes physically their here, but the mind is over there, so and that’s where the barriers starts coming in and then obviously we’re not, as fluent in Bengali or whatever the language we speak so, then, our communication becomes a bit more difficult so we just try to dumb it down as much as possible speak the basics and just move on… like I would never speak to my mum about psychology what’s this word psychology… like I was speaking to my mum today and… she doesn’t understand the concept of when a contract ends why does the price go up, you know…’ (Kareem, group 1)
Due to the barrier of understanding and the communication it is difficult as the younger generation to understand the older generations cultural ideals and it is also difficult to explain the mainstream concept of MH. Therefore, if there is an attempt to the older generation that they do have MH issues, it is seen as going against their cultural norm and disrespecting what they believe.
‘…I think like the biggest thing, it’s like with the elder generation… like from a cultural point of view, the elders always you know their respected people that you don’t ever step down from but often it’s like their ideals their traditional ideals that counteract learning about being aware of mental health so therefore when you try and discuss about stuff like this, it counteracts against their traditional views and therefore if you try and speak out against that it’s seen as disrespectful’ (Aisha, group 1)




Maladaptive Superstition
This sub-theme focusses on the cultural perception on MH; superstitions such as spirit possession [Jinn] and being cursed by someone is their first logical explanation. 
‘…whenever it comes to talking about mental health nowadays it’s straight away everyone thinks it’s like spirit possession when in most cases it might just be schizophrenic or like someone with some sort of like some sort of severe disorder but they never get treated because it’s this, jinn or this spirits just taken over them… people would think schizophrenics are possessed by spirit…’ (Aisha, group 1)
It was further identified that their treatment process for ‘spirit’ possession is to go to an Imam to do an exorcism and remove the spirit. This can be seen as a spiritual healing process in overcoming MH problems. Issues such as schizophrenia, personality disorders and bipolar are looked over because people believe that it is spirit possession. This idea seems to exist a lot within the community.
‘… cos with our culture at the moment, straight away something goes wrong, maybe he’s possessed, let’s start doing an exorcism… or something, you know that’s the first thing they think about unnatural things you know before we look at you know, mental health… that they’ve been, that somebody’s done some sort of, curse on them or something like that…’ (Kareem, group 1)

Although this may not be a logical explanation to some, this is the type of support that works for this community. This could be because the ‘right’ type of help within the mainstream concept may not be relevant to them as they believe that an exorcism if a better healing process than accessing mainstream support.



3.3. Theme 3: Religious Beliefs
This theme was constructed on how the role of faith and religious leaders can influence peoples’ perceptions of coping mechanisms for MH and poor wellbeing. From a religious perspective resorting to a coping mechanism such as self-harm is ‘haram’ (a sin) and it seen to inevitably lead to punishment from God. Two sub-themes emerged: Punishment from God and sinning; Religion and therapeutic landscape.

Punishment from God and sinning	
This sub-theme looks at the thoughts of suicide and self-harm; from a religious perspective it is considered wrong because they should treat their body with respect and without harm. However, when individuals feel like this where their voices and feelings are not acknowledged or even taken seriously they feel ‘guilty’ for thinking about self-harm and suicide. In this case religion does not influence their thoughts in a positive way but instead it makes it worse as the support needed is from a psychological perspective rather than through spiritual healing.
‘…. people who are suffering through it… they feel even more like an internal type of guilt cos it’s like why am I feeling this way?... no one truly validates what they’re feeling, they feel even worse…. they’re in this state of like they’re feeling guilty for feeling this way, but they’re still feeling this way, but they’re still feeling guilty about feeling this way…  things such as self-harm it’s like, oh you know self-harm is haram why are you still doing it? yeah we know… people know it’s haram but they’re still doing it... they can’t be guilted out of it and by trying to guilt people out of it you’re just making it worse…’ (Aisha, group 1)

‘Correct me if I’m wrong… people use self-harm as a coping mechanism, coping mechanism, so they don’t mean to disrespect god or violate his laws but it’s a means of relieving whatever is inside, to release that isn’t it, yes we do consider it to be like a big sin within the religion but equally we can’t dismiss them just because they’re doing a sin but we have to look at what’s the underlying factor as to why...’ (Kareem, group 1)
It was acknowledged that self-harm is a coping mechanism. Although it is considered a sin and they do not want to ‘disrespect God’ there is an internal feeling that needs to be addressed. However, without training and understanding this is not something that the community can be supported on through religion. There are many factors to why this could be but a practitioner raises the topic on the possibility of cultural change through generations:
‘…young people are the next generations… the further generation you go down…. when things like self-harming, and suicide come in, you realise the suicide will go up amongst ethnic minorities regardless of their Asian culture or Muslim faith they’re from, cos their main culture is [now] the British culture…’ (Zain, group 2)
This is suggesting that the only way of tackling these issues with the younger generation is now through the mainstream idea of support.

Religion and therapeutic landscape
This sub-theme focuses on the Mosque and the words of God as spiritual healing. It was considered that the mosque itself is a positive aspect. The reason this being is that it is considered as the ‘house of God’, this is where people feel close to God as they are able to connect to their faith. It was stated that religious leaders also have an influence on the community. Delivering sermons were a way of making the community feel comfortable as they are in a trusted environment where there is a level of authority:
‘As many times I’ve delivered a sermon, and then someone would come to me after the sermon and they’d approach me and they’d say to me, I felt as if you’re just talking to me directly because I’m going through, this issue in my life and you’ve pin pointed that and you’ve spoke about that exact same issue, so it felt like to me that you were talking to me directly but actually I had a thousand people in front of me, so I think for them it’s a big release or and it’s a means of relief as well that actually, there’s something wrong with me, it’s just, I need to cope with it and I need to seek help and there’s these measures in place, so I think I found that quite positive…. Equally I used to have the same reaction when I used to, when I was working in the prison, many prisoners used to come to me… you know any issues they’re having, it just goes away, even if it’s momentarily but they find that release of that comfort here.’ (Kareem, group 1)
 ‘sometimes you see people who start coming to the mosque a lot more, like regularly and then you find that afterwards that they’re going through something in their life at that time…’ (Jawad, group 1)
It is assumed that people come to the Mosque at difficult times as it a place of peace and escape for what they are going through. It is inferred that the one good thing about the Mosque is that it does not only provide spiritual healing it is also a community centre. People go there for socials and even things like financial advice
‘I think it brings, especially those who are suffering from like loneliness, it’s like a sense of belonging and it’s a family community feeling isn’t it, and one thing Swansea mosque has got which no other mosque has got, it’s so unique, it’s our sports hall... we’ve got the sports hall, I’ve been to many mosques around the whole country and I’ve never seen that anywhere, so, when somebody is feeling down and things like that, come upstairs’ (Kareem, group 1)

From a practitioner’s point of it is believed that for some practitioners and the clients that they work with, faith is very important. In this concept two important words from the Muslim faith were discussed. The word ‘Sabr’ which means endurance and the word ‘Nasiha’ which means guidance. 
 ‘take the words sabr, if you break that word sabr and break it down to the meaning of it and get that understanding to someone else, what it means and how to deal with situation they’re in, you realise, that’s a remedy and prevention towards mental health, if somebody understands it. But over here [UK] it’s not easy to access that kind of mentoring or counselling… from a faith or cultural background.’ (Zain, group 2)
From a religious perspective if you interlink ‘Sabr’ and MH it is a way of enduring a difficult situation and overcoming that situation through religious healing. The understanding that patience is the key as better days will come. The practitioner also goes on to explain how ‘Nasiha’ is also another spiritual healing process, it’s the idea of receiving guidance from someone you trust through the scripture from God and Sunnah (the way of the prophet).
‘another thing for them [health services] to understand is the word nasiha… means, guidance, advice… from our culture when we going through something like that [MH], we will go to someone we trust, for nasiha, and nasiha is basically we talk to them and they feed us back, information or, guide us, through Qur’an and Sunnah…’ (Zain, group 2)
This allows individuals going through a difficult process to understand what they are going through and how to overcome situations. It is very important for those from practitioners dealing with Muslim community understand religious perspective and interlink ‘Nasiha’ and ‘Sabr’ as there would be no need for funding or prescribed drugs.
‘… just for someone to listen to them, sometimes that’s all it takes to somebody to change their view on something… I would sincerely advise you know bit more research is done on how it’s [MH] dealt through faith and culture as well’ (Zain, group 2)

3.4. Theme 4: Training and awareness
This theme in place to acknowledge the importance of education and awareness within in the community. It is important to find the best way of providing support strategies and training methods to the Mosque, organisations and public services. The two sub-themes are: Authority and trust; Training.
Authority and trust
This sub-theme identifies the importance of authority and trust within the community in finding the best solution to providing awareness and education. Two participants discuss how the community need someone that has authority and someone who they trust to open up to, who they are confident in. It is believed that an Imam or a respected person in the community can be that person. However, it was identified that the community will blindly accept what the Imam delivers even if it is wrong and will be less like to accept something from someone from outside the community even if they are delivering correct information. Therefore, it is important to provide the faith teachers in the Mosque with adequate training in identifying and portraying the correct information.
 ‘I think the main thing is creating awareness isn’t it? But it has to be the awareness has to be created in such a way where the people are ready to accept the message that’s being passed on and how do you do that now? I personally think you need somebody delivering it who people trust… you need someone who the people will take seriously, will accept what they have to say. So for example, like an imam or someone who is respected in the community… there needs to be some sort of facility or programme there for those people to be trained up to be able to deliver those trainings or awareness…’ (Kareem group 1)

‘I think we do need someone who like people can go to, I mean doesn’t necessarily have to be a sheikh [Imam] or anything but there is that bit of authority where you know people do listen to people who do have that type of knowledge, so I think we do need more training on how to especially in education situations you know someone who is able to handle these types of situations and like give advice…’ (Alina, group 1)
It was further portrayed that another solution would be someone who could speak their language in order to reach the barriers that the older generation face in identifying MH. This would help them identify what MH health means to them and finding the best coping mechanism.
‘somebody who could communicate in their own language, I know we have a predominant Bengali community, so if we had somebody who could speak it in their language and could deliver it and who understands the culture as well, so what to avoid, what to speak on or how to go into something… and that would make a massive difference… as soon as you put the word mental up there, that’s it everybody’s going mental, so if you avoid that word, perhaps you can disguise it as something else but you can get the same message across…’ (Kareem) 
The idea the when the term MH is used ‘everybody’s going mental’ suggests that the negative connotation attached will prevent people from even approaching any workshops that would be available. It is important to understand that the best way to get the message of MH to them is avoiding to use MH in a negative context.
‘I think even take like mental, people who work in that area, mental health them coming and giving ideas to our community, like the Imam or whatever, that can work… cos it’s still relatively a new area in our community, so just having information to us about potential education methods and things… I’d say, like in terms of reconciling between religion and professionals like GP’s’ (Jawad, group 1)
There the mention of ‘reconciling’ between religion and professionals is stating that the Mosque would like to collaborate mainstream support and religious support in order to identify and understand the best way to support this community. Whether this is adopting the mainstream idea within the community or mainstream services adopting the idea of culture and faith as an element to their support.

Training 
This sub-theme focuses on practitioners’ views of training that has been provided or should be provided to these groups. It was suggested that public services need to do some sort of extensive training in order to understand how to deal with this community because there is a whole element of faith and culture attached to MH. If you are not from the same religious or cultural background, you may not become an expert but training for more than a few days to understand other elements to coping is beneficial.
‘you need the right people it’s just that, you just can’t have one of the best counsellors going to a day training and for them to come around and say yeah I understand everything [on] Muslim faith or Asian cultures, no it doesn’t work like that…’ (Zain, group 2))
The practitioner continues and gives an example of communities in other places that are over coming these barriers but incorporating mainstream services with religious place. This example links back awareness and trust of getting an Imam or cultural leader involved with public services to communicate and overcome potential barriers.
‘One of the NHS in Yorkshire… they took on board a faith based mental health support or something like that, where they did consult like a Imam or the cultural leaders sort of to understand how they could communicate with the community and have that element based in it… when it comes to counselling for mental health is that language barrier, even though you understand something… in the mainstream you ask somebody did you sleep well last night, someone says no I’m worried… a lot of us it’s normal case so we won’t look at it as, as mental health so then it meant the person that was questioning me that, they need to break it down for me to understand it culturally, what that question really means to me. I sat in counselling sessions with clients…. from other parts of the world… the way they were asked the questions, well that wasn’t appropriate for that client at all so how could you scratch the surface of it, to understand if that person has mental health or not, in some way the question that has been asked, needs to be reflected on as well…’ (Zain, group 2)
This also links back to the preconceived ideas; the way MH is interpreted in different cultures does not mean that it is the same interpretation as mainstream ideas. It’s about identifying spiritual or cultural interpretation to provide adequate support.


3.5. Theme 5: Practitioners and public services
This theme focuses on the experiences of practitioners of providng support to the AMC with examples of good practice and challenges that are faced. As practitioners there was emphasis of the support received from public services for the clients they support.

During the practitioner discussion there were many examples of practice. The one example that was correlated to culture and faith. It was identified that there are preconceived ideas of public services and the lack of trust that people have in thesesrvices. A client that was dealt with feared that something terrible would happen if they acknowledged that they have a mental health ‘problem’. Therefore, avoiding the whole idea of being mentally ill, may have felt like a safer option. It was important for communities that have little knowledge like this to be made aware of how the system works in order to keep positive wellbeing within themselves and their family.
‘I work with people who’ve got kids and they’re biggest thing is the fact that they, if they’re not coping someone is going to take their kids away or they’re going to be locked up, and tryna explain to people that, that’s not how it works, you know social services, the aim is to keep a family together… tryna explain to them if they take the help now, there’s nothing to say that they’re child will be taken away… if you can show that you are acknowledging, the issues within your home or within yourself and you are taking the necessary steps to work on that… that fear which probably aggravates a lot of people’s mental health, you could put that aside…’ (Nuha, group 2)

Another practitioner added that there are cases where children have been taken away and public services have completely ignored the idea of providing cultural or religious support when dealing with this child. The fear that some people have may correlate to the idea that their child will not be looked after in culturally appropriate way.
‘I have experienced kids, being sectioned from their family… at the early stage where we did get involved, we do advise this child needs cultural appropriateness, teaching or to have regular Quran lessons or cultural lessons… then the social worker or somebody among the social service will disagree with it, the child doesn’t want it, but then that child when they turn about 14, 15, they wanna reconnect with their culture, they wanna reconnect with the faith, they wanna reconnect with the family, they wanna reconnect with their grandmother who’s dying, then when they, go to visit their dying grandmother in the hospital they realise there’s a communicating barrier… regret comes in, oh why didn’t I learn a bit more of my cultural language or keep it, or you know preserve it… and realise it causes even more… mental health problem in later date’ (Zain, group 2)

As practitioners they have the best interest of their client, however when they are not supported by professionals it makes it difficult to overcome a situation and find an appropriate solution. Therefore, this emphasises the importance of professionals needing to get involved and understand these concepts. As avoiding this could result in further harm. 
‘all I wanted was someone from the health side, I felt so frustrated, thinking that you know, why can’t just somebody just do an assessment for god sake, do it in 24 hours and you make the decision as an expert, I’m not an expert, I’m just a lay support worker with very limited experience and all I wanted was someone to take over from my lack of knowledge and that didn’t happen and I pushed, and pushed, and pushed until I had so many people involved [police, GP social services] what did it come down to? We can’t do anything, it was very frustrating but I did not, I could not sit there and do nothing, I did all I could’ (Amina)

It was identified that when clients do open up and want to gain access to mainstream mental health support, if the professionals are not on board and do not treat them through cultural sensitivity. They will not go and continue to receive that support as there is no trust, in this case this can usually result in clients acting out in aggression and causing more harm.
‘once they [client] said I need help, this mean that they are really need the help… they want to speak with anyone to help them or they feel really upset or disappointed or might be wanted to suicide… but when they got to their system, which is the monthly it’s not helping them to overcome the problem and this make them lose the confidence in the system… and think that it’s not reliable and that it’s not helping them and they might… get anger out by being aggressive…’ (Layla, group 2)
In order to provide adequate support and training, things like, trust and awareness to cultural and religious concepts need to be taken into consideration.

4. Discussion 
[bookmark: _GoBack]The results from this study identify that people from AMC do not acknowledge MH due to the high levels of stigma within the community. There are many barriers such as language, understanding and generational differences that makes MH a difficult topic to discuss. However, it was identified that those within the community experience a spiritual healing process such as going to the Mosque for peace and tranquillity, to using religious scripture as a way of mental health recovery. This is also one of the reasons as to why public services are not accessed. Evidently, it is important for places like mainstream services to work on their training and to implement the element of cultural and spiritual healing as way of support to certain communities. It was clear that cultural norm and religious beliefs do play a huge role in shaping peoples’ perceptions of mental health.


4.1. Strengths and Limitations
The main limitation for this study was the small sample size, despite that, there was in-depth information that was gathered. However, due to the word limit, some relevant data and a more critical analysis could not be achieved. Another limitation of this study is that the practitioners’ group were also an ethnic minority group. Therefore, there was an understanding of culture and faith. However, if this was carried out with those who are not from an ethnic minority background; their perceptions are like to be different.

4.2. Future recommendations 
Recommendations for future studies are in relation to education and awareness. It was recommended from the Mosque community and practitioners that the best way in educating the community, practitioners and public services is through collaborative work on cultural and faith appropriate support. It was also recommended that public services need to be trained in dealing with these communities.









Reflective Chapter

As I am now at the end of my Masters in Applied Social and Health Psychology, it was time to conduct my own research for final element of the course. In order to guide my reflective process, the six stages of the Gibbs’ Reflective Cycle (1988) was used. Reflection is an important aspect to development as Shum et al., (2016) state that reflection is a key aspect of a student’s learning process and professional development with in education. Thus allowing student to develop their professional identity, deepen their understanding and provide further opportunities to grow. Therefore, this chapter will take you through my challenging journey of how I felt, what I have learnt and what went well during this research process.

At the start of the academic year, the dissertation process was discussed and throughout the year; we as a group were told to think of possible research topics. At this point I already had an idea of what I wanted to research and it was time to start planning my study. Soon after our formal dissertation session, setting a date for the research proposal I was unsure about what my study was going to be about and whether this was the topic I wanted to research. My initial idea was to understand barriers of mental health wellbeing within an Asian Muslim community at the local mosque in Swansea. 

Why did I pick this topic? It goes back to the first few sessions at the start of the year. As a class we were discussing the topic area of mental health and where I briefly mentioned that being from an Asian background the whole idea of mental health and suicide was taboo. At the time I felt the idea was great but the more I thought about the more I started to doubt myself. This was because I had the fear that conducting this would be culturally insensitive especially because I was from the same community. Soon after a discussion with my potential supervisor, who thought the idea was interesting; we decided that it would be a better scope to also look at practitioners’ views of dealing with mental health from a faith and cultural context

The initial title for the proposal was ‘an in-depth understanding of barriers, stigma and perception of mental illness within ethnic minorities and practitioners’. The critical feedback I received from my supervisor suggested that I was making an assumption that there were barriers and stigma attached. I felt that I lead my proposal that way unintentionally as barriers is something I faced myself when dealing with poor wellbeing. Further feedback also suggested that it seemed as though I was ‘dipping’ my toes in but was not explicitly stating what I wanted to research and what I wanted to achieve. Again, I think I was worried about the correct way of addressing this issue without being insensitive towards faith and culture. Also at this point I felt very unsure about the whole process, I felt as though I was not confident enough and that I would be incapable of conducting this study. 

Soon after submitting the proposal it was time to work on my ethics form, I had missed the first deadline as my idea on the proposal took longer than expected. At this point I was very anxious that I would either not have enough time to submit the ethical approval form or that it simply would not get accepted. There was no reason for me to think or feel this other than doubting myself. However, after a lot of feedback from my supervisor and three versions later, I managed to complete the form to standard with a new research question - ‘an exploratory study on perceptions of mental and wellbeing in an Asian Muslim Community’. When the results for the ethics form came back from the panel, I was relieved to find out that it was a ‘conditional approval’ suggesting that it was thorough form with minor clarifications to be made. During this stage I acknowledged that as a learner, receiving critical feedback allowed me to further enhance my development in order to improve my work. Cutumisu and Schwartz (2018) state that those who engage with critical feedback significantly achieve better than those who have a choice in working with it. Therefore, I believe that accepting and working on the feedback given from my supervisor allowed me to conduct a thorough ethics form. 

Once this was completed, waiting for the final ethical approval, I started to work on the first chapter which was the systematic literature review. At this point I had already done a wide search on the topic area to identify the gap in literature before starting my proposal and ethics form. Therefore, the process of conducting my review took a lot longer as I was lacking the motivation to do further research. I felt this way as I had already conducted some research and figured that there was already very little information available on this topic area. Conducting the systematic review and narrowing the search strategy was much more difficult than anticipated. I have learnt that this process of a systematic review is important because without it, I would not have a reliable or valid reason to conduct the study. I had to ensure that I understood the process as I require a good understand of the topic area, what research has already been covered within this field, how researchers have conducted their studies and what main issues that needed to be covered (Hart, 2012). Therefore, once I understood how important it was I got into starting the process, I decided to use the UWTSD library catalogue to start my systematic search. Soon after using numerous terminology and constantly refining, I found seven similar studies that were carried out on practitioners, health and BAME faith-affiliated communities. Once I familiarised myself with the studies, I managed to quality assess them to identify how reliable the studies were, I then emailed a draft to my supervisor.

During the process of lacking motivation in conducting the systematic literature review, I decided to work on my recruitment and materials for the focus groups I had planned. Soon after having my materials accepted. I went out for recruitment to the local Mosque, the charity Mind and a charity organisation called Eyst. When I visited Mind for recruitment the manager stated that I had approached them at the perfect time as they were looking to work with an ethnic minority population. However, it was suggested that they were unsure of their availability to participate and EYST said they are more than happy to help when a date had been set. In the meantime, I decided to organise the Mosque focus group as soon as possible. Organising this focus group went better than I anticipated as I expected to come across many challenges and barriers. I felt this way because it had been reported that mental health can be seen as less culturally and religiously acceptable (Turner, Jensen-Doss and Heffer, 2015). This meant that I did not know how reluctant they would be to participate. 

However, being a part of the community I knew who to approach, how to approach them and when it was best to run the focus group. Once the date had been set, it was time to work on a schedule, with this I struggled as I hadn’t done a focus group before. Therefore, my supervisor and I attended and treated this focus group as a pilot but successfully ended up collecting information that I was seeking for. Soon after, I started transcribing the data as soon as I could. However, this process was challenging and time consuming as there was a lot of broken sentences and overlapping. Throughout this process I questioned why it was necessary to transcribe as I was very agitated from the process. I found that extract from qualitative studies are critical when considering the research design and that it is very beneficial when facilitating a discussion for data analysis (Halcomb & Davidson, 2006). I pushed through and this was completed to the best of my ability. I sent this to my supervisor who had approved the pilot and agreed that there was good data to analyse. 

Soon after, it was time to schedule and conduct my second focus group. I started to get very anxious and worried that I would not be able to conduct my second focus group, I was kept on hold hoping that I would get some participants but I had no luck. I then started to plan and chase up the recruitment as my time was running out and the deadline was approaching fast. Stuck and helpless with figuring this out, I went back to drafting the rest of my chapters while anxiously waiting for an answer. I met with my supervisor to discuss possible solutions of scheduling a second group. This reflective process and discussion allowed me to understand what I have learnt during this process, how I have learnt things and I what will continue to learn regardless of how successful the data collection would be (Taczak & Robertson, 2017). This made me more aware of how to tackle the challenge I faced. Soon after, I motivated myself to visited Eyst again, after explaining the study they supported me and helped me set up a date and time to conduct the focus group with their practitioners. Soon after, the focus group went ahead where I successfully collected important information; feeling pleased with myself that I completed what I aimed for.  

Due to the time management of recruitment and data collection; the final write up of my research paper was challenging. I had to ensure that I completed my thematic analysis in order to extract relevant data in my findings. As the data I collected from both focus groups were rich in context; condensing the findings were difficult. An example of data extraction, coding and creating themes is reported in appendix J. However, as the deadline approached the process of coding and creating themes for my analysis was not the best approach for me. Therefore, as I went along with extracting data I used a ‘cut’ and ‘sorting’ technique which was a less complex form of extracting relevant data into reoccurring themes. I overcame this challenge by planning new work methods and creating targets for the remaining days of what needed to be completed. This approach was followed as it has been acknowledged that those who set goals are more likely to accomplish better results when completing tasks than those who do not (Johnston, 2017). This allowed me to focus on my targets in order to keep on tasks by increasing my motivation. 

Amongst the advantages and disadvantages of conducting this study; there are some aspects that I would change. As the first major challenge was data collection due to time. I felt that I could have conducted more research on practitioners as they are very busy people; and it was difficult to carry out qualitative data in such a short space of time. If there was more research in this area stating how difficult it is to get practitioners engaged, a quantitative approach would have been less frustrating and quicker to complete. However, In the dissertation handbook it does state that as part of the research process things take longer than expected. I thought planning ahead creating a timeline of when I want to complete things by would keep me on track, however, it did not. Therefore, it is very important as a researcher to consider all aspects through planning the stages of the research; from the initial stage of developing the questions to the final stage of write up (Ranjbar, Khankeh, Khorasani-Zavareh, Zargham-Boroujeni & Johansson, 2015). 

During my process, I planned every day, thinking it would follow through the way I want and in the time frame I wanted. However, as time went on I learnt that I underestimated how long and challenging this process would be. I now have a better understanding of the process and how to deal with it. I have learnt a lot during this process and if I were to do this again I would prepare myself in a way that I would be able to overcome challenges that appear. This reflection process has allowed me to learn through identifying my experience in order to further develop and maintain competency throughout my professional development as I grow (Paterson and chapman, 2013).
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The proposed methodology for this study will be a qualitative approach using focus groups because research suggests that a qualitative method provides an in-depth understanding of perspectives on reasons, attitudes and motivation behind an individual’s thinking and behaviour (Rosenthal, 2016). Therefore, this study will include two focus groups (1) 6-8 participants of a South Asian background and (2) 6-8 mental health practitioners. The reason for this is to collect sufficient evidence in relation to the study topic area providing rigorous and reliable results. 
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	Does this organisation have its own ethics approval system?
	YES
	☐
	NO
	☒

	If Yes, please attach a copy of any final approval (or interim approval) from the organisation




SECTION E: Details of Research Activity

	Indicative title:
	
An exploratory study on perceptions of mental health and wellbeing in an Asian Muslim community in the UK.


	Proposed start date:
	July 2019
	Proposed end date:
	October 2019

	Purpose of research activity (including aims and objectives)
Outline the purpose, aims and objectives of the research activity, including key research questions. Show briefly how existing research has informed the proposed activity and explain what the research activity will add and how it addresses an area of importance. (Maximum 300 words)

	
This research proposal is for the second part of the dissertation requirements of the MSc Applied Social and Health Psychology degree. The proposed study will be carried out under the supervision of Dr Lymarie Rodriguez, and it will consist of a qualitative methodology. The aim of the study is to understand the role of faith-based affiliations in a local Asian Muslim Community’s (AMC) perceptions of mental health and wellbeing. 

Research objectives:
1) To explore an Asian Muslim community’s perceptions of mental health and well-being. This objective will examine participants’ understanding of key cultural and faith beliefs shaping their perceptions of mental health and wellbeing support. 

2) To examine mental health practitioner’s experiences and views of working with a local Asian Muslim group. This objective will explore the most challenging aspects of working with this group, and examples of good practice in providing adequate mental health and wellbeing support in the community. 

According to the Mental Health Foundation (2016), up to date, mental health statistics show that there has been limited research concerning Black, Asian and minority ethnic groups (BAME) within the UK, and therefore, little is known about the impact of poor mental health in these communities. Furthermore, evidence on BAME groups is lacking due to problems arising from inadequate clinical diagnosis and culturally inappropriate assessments (Mental Health Foundation, 2016; Tomalin, Sandgrove, & Summers, 2019), whereas evidence suggests that South Asians living in the UK are a large group of clinical significance (Bhavsar, Ventriglio & Bhugra, 2018). Critically, studies have identified that factors such as neighbourhood, family, social networks and cultural identity tend to act as barriers in seeking help for mental health treatment and support in the formal treatment frameworks (e.g. NHS services) (Bhavsar, Ventriglio & Bhugra, 2018). Previous studies have looked at cultural influences of Asian population some health beliefs indicating the potential detrimental effects on diagnosis due to language barriers, acculturation, religious and spiritual beliefs (Roberts, Mann & Montgomery, 2016). According to Clement et al. (2014) social stigma, shame and negative self-perceptions can heavily influence the extent of acknowledging psychological distress, which further result in expression through the body rather than the mind (Kramer, Kwong, Lee & Chung, 2002). For instance, Odell, Surtees, Wainwright, Commander and Sashidharan (1997) have suggested that Asian minorities tend to focus on physical health problems because they ‘somatise’ their psychological distress, thus resulting in increased physical symptoms. Odell et al. (1997) further explain that evidently, there are different ways of experiencing and expressing psychological distress due to various cultural and health beliefs. Critically, it has been stated that clinicians and practitioners are often unaware of their patient’s cultural interpretations around psychological distress, the causes of perceived poor mental health, and their preferences of treatment (Aggarwal et al., 2016). Further stating that minorities perceive that clinicians and practitioners do to not have a full understanding of their cultural views, which usually plays a considerable role and results in either ending treatment or complete termination of mental health services.

The rationale for the proposed research is based on a recent study in the UK by Tomalin, Sadgrove and Summers (2019). The authors argue that places of worship are part of the 'therapeutic landscapes' shaping people's experience of healing and mental health recovery. Further stating that the concept of 'therapeutic landscape' has been used in many areas, but very little research has focussed on the role of places of worship (e.g., churches, mosque). Using the notion of a therapeutic landscape can broaden our understanding of the environmental, social and psychological conditions shaping people's experience of mental health outside the formal clinical settings. This includes individuals making sense of physical healing, psychological wellbeing and spiritual healing. Turner, Jensen-Doss and Heffer (2015) have also suggested that further studies are needed to explore the role of faith-affiliations and religious beliefs, acculturation and ethnic identities in people's perceptions and experience of mental health and wellbeing in the UK. The proposed research questions are:

Research questions:
1.    How do members of an Asian Muslim faith community view and make sense of mental health and wellbeing? 
2.    How do mental health practitioners view and make sense of working with Asian Muslims' mental health and wellbeing?

(this box should expand as you type)

	Proposed methods
Provide a brief summary of all the methods that may be used in the research activity, making it clear what specific techniques may be used. If methods other than those listed in this section are deemed appropriate later, additional ethical approval for those methods will be needed. (Maximum 600 words)

	
The proposed methodology for this study will be based on a qualitative approach using focus groups. Research suggests that a qualitative methodology can provide an in-depth understanding of participants’ reasons, attitudes and motivations behind their thinking and sense-making (Rosenthal, 2016). Thematic analysis (TA) has been chosen to guide this inquiry as its methodical flexibility affords to explore the research questions from a semantic approach; the researcher seeks to maintain close to the participant’ meanings while being aware that participants’ accounts are always interpreted from their particular interpretative framework (Clarke, Braun, & Hayfield, 2015).  TA has been described as a successful method in facilitating a nuanced and in-depth examination of both similarities and differences of views emerging from participants’ accounts (Nowell, Norris, White & Moules, 2017). 

Data collection will consist of two focus groups. Focus groups are generally used to generate information on collective views and the meanings behind those views (Gill, Stewart, Treasure, & Chadwick, 2008). Thus, they are useful in providing a rich contextualised understanding of participants’ experiences, while allowing them to respond actively during a group discussion. Importantly, focus groups capture experiential data that would be challenging to capture through quantitative measures (e.g. questionnaires) (Woodyatt, Finneran & Stephenson, 2016). 

Focus group one: Five to six participants from an Asian Muslim community affiliated to a local mosque in Swansea. 

Focus group two: Five to six mental health practitioners based in the local charities (e.g. Mind & Samaritans) providing mental health and wellbeing support to Asian Muslim communities.

Focus group schedules will be developed for both inclusion criteria. Participants will be asked questions about their perceptions of mental health and well-being. The discussion during the focus groups will be documented using an audio recorded device followed by observational notes when required. Data will then be analysed following the six stages for a thematic analysis - identifying, organising, analysing and reporting emerging themes from participants’ accounts (Braun & Clarke, 2006).

(this box should expand as you type)



	Location of research activity
Identify all locations where research activity will take place.

	
To ensure risks are minimised the focus group with the community can be conducted in the local Swansea City Mosque. The second focus group can be conducted in a mutual, appropriate and agreed location e.g. UWTSD SA1 Campus or with in the locale of the charity organisation.

(this box should expand as you type)

	Research activity outside of the UK
If research activity will take place overseas, you are responsible for ensuring that local ethical considerations are complied with and that the relevant permissions are sought. Specify any local guidelines (e.g. from local professional associations/learned societies/universities) that exist and whether these involve any ethical stipulations beyond those usual in the UK (provide details of any licenses or permissions required). Also specify whether there are any specific ethical issues raised by the local context in which the research activity is taking place, for example, particular cultural sensitivities or vulnerabilities of participants.

	N/A

(this box should expand as you type)




SECTION F: Scope of Research Activity

	Will the research activity include:
	
YES
	
NO

	Use of a questionnaire or similar research instrument?
	☐
	☒

	Use of interviews?
	☒
	☐

	Use of diaries?
	☐
	☒

	Participant observation with their knowledge?
	☒
	☐

	Participant observation without their knowledge?
	☐
	☒

	Use of video or audio recording?
	☒
	☐

	Access to personal or confidential information without the participants’ specific consent?
	☐
	☒

	Administration of any questions, test stimuli, presentation that may be experienced as physically, mentally or emotionally harmful / offensive?
	☐
	☒

	Performance of any acts which may cause embarrassment or affect self-esteem?
	☐
	☒

	Investigation of participants involved in illegal activities?
	☐
	☒

	Use of procedures that involve deception?
	☐
	☒

	Administration of any substance, agent or placebo?
	☐
	☒

	Working with live vertebrate animals?
	☐
	☒

	Other primary data collection methods, please explain in this box



	☐
	☒



If NO to every question, then the research activity is (ethically) low risk and may be exempt from some of the following sections (please refer to Guidance Notes).

If YES to any question, then no research activity should be undertaken until full ethical approval has been obtained. 

SECTION G: Intended Participants

	Who are the intended participants:
	
YES
	
NO

	Students or staff at the University?
	☐
	☒

	Adults (over the age of 18 and competent to give consent)?
	☒
	☐

	Vulnerable adults?
	☐
	☒

	Children under 18?
	☐
	☒

	Prisoners?
	☐
	☒

	Young offenders?
	☐
	☒

	Those who could be considered to have a particularly dependent relationship with the investigator or a gatekeeper?
	☐
	☒

	People engaged in illegal activities?
	☐
	☒

	Others (please identify):


	☐
	☒



	Participant numbers and source
Provide an estimate of the expected number of participants. How will you identify participants and how will they be recruited? 

	
Participants who are faith leaders will be recruited from a local community based in Swansea City Mosque. The mosque will be contacted and provided with an informed consent package. To recruit mental health practitioners’, local charities (e.g. Mind and Samaritans) will also be contacted and provided with an informed consent package. They will be given contact details for further enquiries and how to get in touch if they are interested in participating.

The number of participants will range from five to six in each focus group resulting in a total of 10-12 participants.

Criteria for an Asian Muslim community:
The inclusion criteria will include any participant 18 years and above, those who are faith leaders from an Asian Muslim Community. The exclusion criteria are any participants below the age of 18 years of age 

Criteria for practitioners:
The inclusion criteria for this requires practitioners who have worked within the field of mental health and dealt with people from this target population for at least two years. This study will exclude anyone who does not attain relevant experience in this field.


this box should expand as you type)



	Information for participants:
	
YES
	NO
	
N/A

	Will you describe the main research procedures to participants in advance, so that they are informed about what to expect?
	☒
	☐
	☐

	Will you tell participants that their participation is voluntary?
	☒
	☐
	☐

	Will you obtain written consent for participation?
	☒
	☐
	☐

	Will you explain to participants that refusal to participate in the research will not affect their treatment or education (if relevant)?
	☒
	☐
	☐

	If the research is observational, will you ask participants for their consent to being observed?
	☒
	☐
	☐

	Will you tell participants that they may withdraw from the research at any time and for any reason?
	☒
	☐
	☐

	With questionnaires, will you give participants the option of omitting questions they do not want to answer?
	☒
	☐
	☐

	Will you tell participants that their data will be treated with full confidentiality and that, if published, it will not be identifiable as theirs?
	☒
	☐
	☐

	Will you debrief participants at the end of their participation, in a way appropriate to the type of research undertaken?
	☒
	☐
	☐

	If NO to any of above questions, please give an explanation 

	
(this box should expand as you type)



	Information for participants:
	
YES
	NO
	
N/A

	Will participants be paid?
	☐
	☒
	☐

	Is specialist electrical or other equipment to be used with participants?
	☐
	☒
	☐

	Are there any financial or other interests to the investigator or University arising from this study?
	☐
	☒
	☐

	Will the research activity involve deliberately misleading participants in any way, or the partial or full concealment of the specific study aims?
	☐
	☒
	☐

	If YES to any question, please provide full details 

	
(this box should expand as you type)




SECTION H: Anticipated Risks

	
Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them. 

If you have completed a full risk assessment (for example as required by a laboratory, or external research collaborator) you may append that to this form.  

	Full risk assessment completed and appended? 

Yes                               ☐
 No                                   ☒


	Risks to participants
For example: emotional distress, financial disclosure, physical harm, transfer of personal data, sensitive organisational information

	
To ensure that this study is conducting in a safe and appropriate manner for the participants, the UWTSD data management policy (2017); ethics and integrity code of practice (2017-2020) and the BPS code of human research ethics (2014); BPS code of ethics and conduct will be adhered to all times. Participants will be invited to volunteer in taking part in a focus group at the most appropriate, acceptable and mutual location ensuring that both participants and researchers are comfortable. 

Information for participants:
Before conducting the research, the participants will be provided with a detailed information sheet and consent form followed by being thanked and debriefed on completion of the focus groups. They will be provided with information and contact details on the procedures should they have any queries or issues that arise. Any issues of concerned will be directed to both the researcher and supervisor in order to ensure that it is dealt with in an appropriate and professional manner. The participants will also be informed verbally and in writing that the focus groups will be recorded and transcribed within 24 hours for analysis, and then will be destroyed in line with the BPS, UWTSD, DPA and GDPR guidelines. In relation to this, participants will be informed that data will be transcribed verbatim.

Furthermore, the participants will be reminded that their data will be anonymised providing pseudonyms for each individual and that they will not be identified at any time. There will be full details provided on the process of withdrawing their data at any time of the study from the start to the end, again destroying any information provided. If at any point a participant feels uncomfortable whilst taking part in the study, they have the right to leave providing that they have been appropriately debriefed.

As the nature of the study is based on perceptions of mental health and wellbeing from local faith leaders and practitioners, there are no anticipated risks in emotional distress, financial disclosure, physical harm or sharing of data and information.

(this box should expand as you type)

	

	If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity, drug use) or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project, it may need to be disclosed to the proper authorities

	
This research activity does not intend to include sensitive, embarrassing or upsetting topics. However, during the discussions of perceptions on mental health and well-being within the focus groups could lead participants into disclosing information that may be sensitive. In order to ensure that correct and relevant information is provided, the participants will be given an information sheet and consent form to begin with. This is necessary as this will state all information and procedures of what the participants can do if they feel uncomfortable at any time. This will inform participants that the information they provided will be kept confidential with a pseudonym and that they can withdraw their participation at any time, even after the data has been collected. At the end of the focus group, each participant will be provided with a debrief form with contact details should they feel the need to contact the relevant people for clarification or any issues that they may arise. However, the protocols of the BPS (2018) and UWTSD (2017-2020) ethics and research guidelines will be followed at all times, therefore risk will be minimised. This will aim to prevent participants feeling uncomfortable and discussing any sensitive or upsetting topics. The DPA (2018) and GPDR (2018) will also be adhered to, to ensure participants are aware of what will happen with any personal information provided.

(this box should expand as you type)

	

	Risks to investigator
For example: personal safety, physical harm, emotional distress, risk of accusation of harm/impropriety, conflict of interest

	
Adhering to the BPS and UWTSD ethics and research guidelines the risks to the investigator will be minimised. The investigator will ensure that any potential risks are acknowledged and thought upon e.g. personal safety of the investigator if the focus groups are conducted outside of the university. The supervisor will be informed of the whereabouts of the focus group. The supervisor will also attend the pilot focus group and will provide further supervision accordingly. After each focus group is carried out, the investigator will have a debrief session with the supervisor should there be any queries or issues.

(this box should expand as you type)

	

	University/institutional risks
For example: adverse publicity, financial loss, data protection

	
To minimise any potential risks to the university, the UWTSD Ethics and Integrity and Code of Practice (2017) will be followed at all times. To ensure that the data is stored and protected the study will follow the BPS and UWTSD ethics and data management guidelines. In order to ensure that the focus groups are appropriate and successful there will be a pilot study conducted. If not, this will be further amended and restructured for corrections with the supervisor in order to ensure that it is up to standard to protect the reputation of the university, Psychology department and Yr Athrofa.

As this study intends to strictly follow the ethical guidelines, the possibility of unexpected risks arising as a result of this study harming the university will be prevented. However, in the chance of unforeseen circumstance of issues that arise, this will be raised to relevant authorities.

(this box should expand as you type)

	

	Adverse outcomes
List measures put in place to limit any adverse effects or outcomes of research activity where appropriate. Include any emergency protocols. 

	
If there are any adverse effects experienced, the supervisor will be contacted immediately. However, all participants will be provided with thorough and adequate information in relation to the research study. The researcher will also be provided with relevant information to prevent the discussion of any matters that are not relevant to prevent further escalation. In the events that adverse effects occur during this study, this will be reported to the Ethics committee. In this case the research will be withdrawn until the Ethics committee and the university are satisfied with the modification of the research which will mitigate further harm.

(this box should expand as you type)





	Disclosure and Barring Service

	If the research activity involves children or vulnerable adults, a Disclosure and Barring Service (DBS) certificate must be obtained before any contact with such participants.
	


YES
	


NO
	


N/A

	Has a DBS certificate been obtained?
	☐
	☐
	☒




SECTION I: Feedback, Consent and Confidentiality

	Feedback
What feedback will be provided to participants, how will this be done and when? 

	
As part of the feedback process, participants will be thanked and verbally debriefed immediately after the focus group and will also be given a debrief form. This will provide information on what will be done with data and further information on contact details. If participants would like further updates in regard to the study, they will be able to request this through the contact details provided.

 (this box should expand as you type)

	

	Informed consent
Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before data collection begins. If gaining consent in this way is inappropriate, explain how consent will be obtained and recorded.

	
During this study, participants will be verbally given information on what the study is about, followed by an information sheet before providing consent to take part. The participants will be informed that their names and any identifiable context will be changed to protect their identity, for example, giving pseudonyms for anonymity before taking part. The participants will also be given the aims and objectives of the research being carried out, and will at all times be given the chance to opt out if they want.

 (this box should expand as you type)

	Confidentiality / Anonymity
Set out how anonymity of participants and confidentiality will be ensured in any outputs. If anonymity is not being offered, explain why this is the case. 

	
As part of this study confidentiality will be maintained when collecting and handling data. The data will be transcribed within 24 hours and each participant will be provided with a pseudonym when transcribing and writing up the analysis. This will be kept in a locked room within the UWTSD labs and kept on a password protected computer. Those who have access to the data, the researcher and supervisor will maintain confidentiality and will not discuss anything about the participants to others which may end up in identifiable context. The participants will also be informed that the data and information provided will be used as part of a Masters Dissertation write up and that at no time will this be traced back to individuals.

(this box should expand as you type)






SECTION J: Data Protection and Storage

In completing this section refer to the University’s Research Data Management Policy and the extensive resources on the University’s Research Data Management web pages (http://uwtsd.ac.uk/library/research-data-management/).
	
	YES
	NO

	Does the research activity involve personal data (as defined by the Data Protection Act)?
“personal data” means data which relate to a living individual who can be identified—
(a) from those data, or
(b) from those data and other information which is in the possession of, or is likely to come into the possession of, the data controller, and includes any expression of opinion about the individual and any indication of the intentions of the data controller or any other person in respect of the individual.
	☒
	☐

	If YES, provide a description of the data and explain why this data needs to be collected:

	
All data collected will be voice recorded and transcribed as verbatim within 24 hours ensuring that it is kept confidential and not identifiable. Also to ensure that the data will only be accessed by the researcher and supervisor if required with password protected accounts.

(this box should expand as you type)

	

	Does it involve sensitive personal data (as defined by the Data Protection Act)?
“Sensitive personal data” means personal data consisting of information as to –
(a) the racial or ethnic origin of the data subject,
(b) his political opinions,
(c ) his religious beliefs or other beliefs of a similar nature,
(d) whether he is a member of a trade union (within the meaning of the Trade Union and Labour Relations (Consolidation) Act 1992),
(e) his physical or mental health or condition,
(f) his sexual life,
(g) the commission or alleged commission by him of any offence, or
(h) any proceedings for any offence committed or alleged to have been committed by him, the disposal of such proceedings or the sentence of any court in such proceedings.
	☒
	☐

	If YES, provide a description of the data and explain why this data needs to be collected:

	
There will be sensitive data collected such as ethnic origin and religious or other beliefs. This data is important to collect as the basis of this study is evidently focusing on a specific ethnic religious minority group. This is in place to have an in-depth understanding of their perceptions of mental health and well-being.

(this box should expand as you type)



	Will the research activity involve storing personal data on one of the following:
	YES
	NO

	Manual files (i.e. in paper form)?
	☒
	☐

	University computers?
	☒
	☐

	Private company computers?
	☐
	☒

	Home or other personal computers?
	☐
	☒

	Laptop computers/ CDs/ Portable disk-drives/ memory sticks?
	☒
	☐

	“Cloud” storage or websites?
	☒
	☐

	Other – specify:

	☐
	☒

	For all stored data, explain the measures in place to ensure data confidentiality, including details of password protection, encryption and anonymisation:

	
The data will be collected through a voice recorded focus group with further written observations in a log book. Once the focus groups have been completed, the focus groups will be transcribed within 24 hours as verbatim with pseudonyms. This will ensure that all data has been accurately captured including expressions and gestures.

The data will be stored and transcribed on a password protected computer using the UWTSD cloud system. This will also be done within the university psychology lab rooms in accordance to DPA, GDPR and the BPS human participants.

(this box should expand as you type)


	Will the research activity involve any of the following activities:
	YES
	NO

	Electronic transfer of data in any form?
	☒
	☐

	Sharing of data with others at the University?
	☐
	☒

	Sharing of data with other organisations?
	☐
	☒

	Export of data outside the European Union or importing of data from outside the UK?
	☐
	☒

	Use of personal addresses, postcodes, faxes, emails or telephone numbers?
	☐
	☒

	Publication of data that might allow identification of individuals?
	☐
	☒

	Use of data management system?
	☒
	☐

	Data archiving?
	☒
	☐

	If YES to any question, please provide full details, explaining how this will be conducted in accordance with the Data Protection Act (and/or any international equivalent):

	
The data will be stored and transcribed on a password protected computer using the UWTSD cloud system. This will also be done within the university psychology lab rooms in accordance to DPA, GDPR and the BPS human participants.

(this box should expand as you type)



	List all who will have access to the data generated by the research activity:

	
Sultana Bibi
Dr Lymarie Rodriguez

(this box should expand as you type)

	

	List who will have control of, and act as custodian(s) for, data generated by the research activity:

	
Sultana Bibi

(this box should expand as you type)

	Give details of data storage arrangements, including where data will be stored, how long for, and in what form. Will data be archived – if so how and if not why not.  

	
All data collected from the focus groups will be recorded on a portable device that will be provided by the university. The data collected will be transcribed within 24 hours as verbatim on a word document. This will be stored on password protected computers with in the psychology labs at UWTSD IQ building. As stated, pseudonyms will be provided to protect participant’s identity. Furthermore, it is expected that transcripts and findings should be accessible for ten years at least after publication. However, it has also been inferred that the research data and records, if required may be retained for a longer period than the minimum requirement (UWTSD Research Data Management Policy, 2017).

The GDPR, DPA, BPS and UWTSD ethics and data guidelines will be adhered to at all times.

(this box should expand as you type)



SECTION K: Declaration

	The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.

In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice

	Signature of applicant:
	Sultana Bibi
	Date:
	27/6/19



For students:
	Director of Studies/Supervisor:
	Dr Lymarie Rodriguez-Morales

	Signature:
	


	Date:
	26/06/19



For staff:
	Head of School/Assistant Dean:
	

	Signature:
	


	Date:
	




Checklist: Please complete the checklist below to ensure that you have completed the form according to the guidelines and attached any required documentation:
	☒
	I have read the guidance notes supplied before completing the form.

	☒
	I have completed ALL RELEVANT sections of the form in full.

	☒
	I confirm that the research activity has received approval in principle

	☐
	I have attached a copy of final/interim approval from external organisation (where appropriate)

	☐
	
I have attached a full risk assessment (and have NOT completed Section H of this form) (where appropriate)


	☒
	I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice.

	☒
	I understand that before commencing data collection all documents aimed at respondents (including information sheets, consent forms, questionnaires, interview schedules etc.) must be confirmed by the DoS/Supervisor, module tutor or Head of School.

























Appendix C – Mosque Information Sheet
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Information Sheet


Study Title: An exploratory study on perceptions of mental health and wellbeing in an Asian Muslim community in the UK.


What is the study about? 
The aim of this study is to understand the role of faith-based affiliations in people’s mental health and wellbeing within Black, Asian and minority ethnic groups (BAME) in the UK. Literature suggests that very little is known about the lived experience of poor mental health and wellbeing of these groups. This study will consist of two focus groups. The first focus group will explore Asian Muslim participants’ understanding of critical cultural and faith beliefs shaping their perceptions of mental health and wellbeing support. The second focus group will examine mental health practitioners’ views on working with an Asian Muslim group, and examples of good practice in providing adequate wellbeing support in the community. Participating in this study will contribute to the local community health services by enhancing our understanding of BAME groups’ mental health and wellbeing needs. 


Research questions:
1. How do members of an Asian Muslim faith community view and make sense of mental health and wellbeing?
2. How do mental health practitioners view and make sense of working with Asian Muslims' mental health and wellbeing?


Data Collection:
If you agree to take part in this study, you will be invited to attend a focus group of 5-6 participants in the local mosque and you will be asked about your availability. The focus groups will approximately last 45-60 minutes. At the beginning of the focus group you will be asked to sign a consent form to confirm that you are happy to take part in the study. You will also be given the opportunity to address any concerns or queries in relation to this.

Any personal information that can identify you will be anonymised, providing you with a pseudonym (fictional name). The focus groups will be recorded and transcribed within 24 hours, and the recordings will be deleted. All the transcriptions will be kept on a password protected computer. The focus groups will be audio-recorded alongside observational notes when required to facilitate the analysis of the discussion. Your contribution to the study will remain anonymous, and all the information you provide will be treated with the utmost confidentiality. Information provided may be used in student publication and presentations. This study is voluntary, and you may decline to participate at any time during your participation and up to a month later after the focus group. 

If you have any further questions or queries, please contact the researcher or supervisor.
Sultana Bibi (Researcher)
Email: sbibi.146990@student.uwtsd.ac.uk

Dr Lymarie Rodriguez-Morales (Research supervisor)
Email: lymarie.rodriguez@uwtsd.ac.uk










































Appendix D – Practitioner Information Sheet
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Information Sheet


Study Title: An exploratory study on perceptions of mental health and wellbeing in an Asian Muslim community in the UK.


What is the study about? 
The aim of this study it to understand the role of faith-based affiliations in people’s mental health and wellbeing within Black, Asian and minority ethnic groups (BAME) in the UK. Literature suggests that very little is known about the lived experience of poor mental health and wellbeing of these groups. This study will consist of two focus groups. The first focus group will explore Asian Muslim participants’ understanding of critical cultural and faith beliefs shaping their perceptions of mental health and wellbeing support. The second focus group will examine mental health practitioners’ views on working with an Asian Muslim group, and examples of good practice in providing adequate wellbeing support in the community. Participating in this study will broaden our understanding of the experiences of working with this community concerning faith-based affiliations, and provide examples of good practice for mental health and wellbeing support.


Research questions:
1. How do members of an Asian Muslim faith community view and make sense of mental health and wellbeing?
2. How do mental health practitioners view and make sense of working with Asian Muslims' mental health and wellbeing?


Data Collection:
If you agree to take part in this study, you will be invited to attend a focus group of 5-6 participants in a mutual agreed location and you will be asked about your availability. The focus groups will approximately last 45-60 minutes. At the beginning of the focus group you will be asked to sign a consent form to confirm that you are happy to take part in the study. You will also be given the opportunity to address any concerns or queries in relation to this.

Any personal information that can identify you will be anonymised, providing you with a pseudonym (fictional name). The focus groups will be recorded and transcribed within 24 hours, and the recordings will be deleted. All the transcriptions will be kept on a password protected computer. The focus groups will be audio-recorded alongside observational notes when required to facilitate the analysis of the discussion. Your contribution to the study will remain anonymous, and all the information you provide will be treated with the utmost confidentiality. Information provided may be used in student publication and presentations. This study is voluntary, and you may decline to participate at any time during your participation and up to a month later after the focus group. 

If you have any further questions or queries, please contact the researcher or supervisor.
Sultana Bibi (Researcher)
Email: sbibi.146990@student.uwtsd.ac.uk

Dr Lymarie Rodriguez-Morales (Research supervisor)
Email: lymarie.rodriguez@uwtsd.ac.uk
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Consent form

Study title: An exploratory study on perceptions of mental health and wellbeing in an Asian Muslim community in the UK
Research Investigator: Sultana Bibi
Research Supervisor: Dr Lymarie Rodriguez-Morales

I have read the information sheet provided and: 

1. I have had the details of the study explained to me and willingly consent to take part.

2. My questions have been answered to my satisfaction and I understand that I may ask further questions at any time.  

3. I understand that I may withdraw my consent at any time during participation and up to a month later. 

4. I understand that I may decline to answer any particular questions. 

5. I agree to the focus group being audio-recorded and transcribed.

6. I understand that I have the right to ask for the audio recording to be turned off at any time during the focus group. 

7. I understand that I will remain anonymous and that all the information I give will be treated with the utmost confidentiality.  

8. I understand that some parts of my contribution to the focus group might be used in publications but that I will not be identifiable in them. 

9. I am aware of the full contact details should I want to be updated on the study or if I have concerns.

10. I confirm that I am over 16 years old. 


I, ____________________, voluntarily consent to participate in the focus group carried out by Sultana Bibi of University Wales Trinity St David (UWTSD).

Participant signature: __________________________  Date: ____________________

Researcher signature: _________________________   Date: ____________________
Appendix F – Debrief Form
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Debriefing Form

Study Title: An exploratory study on perceptions of mental health and wellbeing in an Asian Muslim community in the UK.


Thank you for participating as a research participant in the present study regarding your perceptions of mental health and wellbeing in relation to faith and culture. 

Aim of the study:
This study aims to examine Asian Muslim participants’ understanding of key cultural and faith beliefs shaping their perceptions of mental health and wellbeing support. The study will also examine practitioners’ examples of good practice in providing adequate mental health and wellbeing support in the community.

Data Storage: 
A reminder that the information provided will be kept confidential and pseudonyms (fictional name) will be used to protect your identity. Information provided may be used in student publication and presentations. You may decline to participate at any time during your participation and up to a month later after the focus group. Any information that can identify you will be deleted within 24 hours. 

Sultana Bibi will be responsible for recording and transcribing the focus group. The information collected will be kept in a password protected computer to protect your identity.



If you have any questions regarding this study, please contact the researcher:
Sultana Bibi 
sbibi.146990@student.uwtsd.ac.uk

If taking part in this study has raised any concerns or distress, please contact my supervisor:
Dr Lymarie Rodriguez-Morales
lymarie.rodriguez@uwtsd.ac.uk


Thank you once again for your participation.

Sultana Bibi,
University of Wales Trinity St. David, Swansea.

Appendix  G - Mosque Focus Group Schedule
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Introduction

Hello, my name is Sultana Bibi and I am currently studying my masters in Social and Health Psychology. 

We are here today as part of my dissertation to discuss your views on how you make sense of mental health and wellbeing in relation to culture, religion and spiritual beliefs. 

Just to remind you all, the focus group discussion will be audio recorded and you are free to stop the focus group at any time. Any information you provide will be transcribed within 24hours providing you with pseudonyms names (or you can say ‘I will change your name) and the recording will be kept confidential. The focus group will take between 45-60 minutes. Is that ok with you all? Any questions before we begin?

To start with, we will go around the table to introduce yourselves. Your name, age and a little bit about your role in the mosque

As part of this discussion I would like you all to think about the role of faith-based affiliations within your community in relation to perceptions of mental health and wellbeing when answering questions.

1. To begin with, I would like to know what your initial thoughts are when someone mentions mental health and wellbeing?
Prompt: culture, religion and spiritual belief? 

2. What are your experiences and understanding of mental health? E.g. family, themselves, within general community. 
3. What are your thoughts on accessing public health services for support? E.g. NHS, mental health charities.
4. Do you feel there are enough services out there to support the needs of the community? Be it culture, religion or spiritual belief or general practice.
5. Where would you/community go for support?
6. Is there anything that influences you/community in seeking support?
7. Do you feel there are differences in accessing support from the local mosque, public services and private practices?
8. Do you believe that having a place of worship impacts mental health and wellbeing?

Thank you for your time in taking part in this discuss. 
You will be given a debrief form just to explain again what will be done with the information you have all provided 
Just to remind you the discussion was recorded, the information will only be used for transcription and analysis and anything that can identify you will be deleted within 24 hours. Data may be used in publications, presentations and posters however, your contribution will be anonymised.
If you would like any further information, please contact us on the email provided on the debrief form. Once again thank you for your time today, it was lovely to meet you.  
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Introduction

Hello, my name is Sultana Bibi and I am currently studying my masters in Social and Health Psychology. 

We are here today as part of my dissertation to discuss your views on how you make sense of mental health and wellbeing in relation to culture, religion and spiritual beliefs. 

Just to remind you all, the focus group discussion will be audio recorded and you are free to stop the focus group at any time. Any information you provide will be transcribed within 24hours providing you with pseudonyms names (or you can say ‘I will change your name) and the recording will be kept confidential. The focus group will take between 45-60 minutes. Is that ok with you all? Any questions before we begin?

To start with, we will go around the table to introduce yourselves. Your name and a little bit about your job role.

When answering questions, I would like you all to think about your experiences and views of working with mental health in Asian Muslim communities. From research conducted it is understood that around the UK clinicians and practitioners are unaware of peoples cultural or religious interpretations around mental health, the causes of poor mental health and their preference of treatment.

In relation to your job role working with ethnic minorities…

1. What is your understanding of dealing with mental health within this community?
2. What support as an organisation do you provide for them?
3. Are you aware of their cultural or religious interpretations of mental health when working with them?
4. Do you feel like you have relevant training or do you feel like more training could be provided?
5. What are the challenging areas in providing support to this group?
6. Can you give some examples of good practice?
7. What can be done to further facilitate for this group? (would you do workshops with other charities or the mosque)
8. What experiences or recommendations can you give to other charities or organisations to provide adequate services to the community? 

Thank you for your time in taking part in this discuss. 
You will be given a debrief form just to explain again what will be done with the information you have all provided 
Just to remind you the discussion was recorded, the information will only be used for transcription and analysis and anything that can identify you will be deleted within 24 hours. Data may be used in publications, presentations and posters however, your contribution will be anonymised.
If you would like any further information, please contact us on the email provided on the debrief form. Once again thank you for your time today, it was lovely to meet you.  














Appendix I – Mosque Transcript


Transcription

File name: Local Mosque Focus Group
Audio Length: 53 mins 52 sec
Date: 26/09/19

Researcher: So my names Sultana and I’m just currently studying my masters in Social and Health Psychology. Uh just to let you all know we are all here as part of my dissertation just, to discuss your views on how you make sense of mental health and wellbeing in relation to, uh culture religion and spiritual beliefs. Um so just to remind you all again the focus group discussion is audio recoded and you are free to stop it at any time. Um any information that you provide will be transcribed within 24 hours providing you with a fake name when I do transcribe it and the recording will be kept confidential and as I said it will take between 45-60 minutes if that ok with all of you? Yeah? Any questions so far? No?

(Everyone nods for confirmation)

Ok, just to say this is Lymarie my lecturer, she will be, butting in if need be (smile from everyone) and uh so yeah we will be- we’ll begin.
Shall we go ahead and introduce ourselves and tell us a little bit about yourself and 

Everyone introduces themselves…

Researcher: (Smiles) Yup. Ok, so as I said umm just as part of the discussion while we’re talking I just want you guys to think about the role of uh faith based af-affiliations within the community and just your general views on mental health and wellbeing. So just to begin with then, umm, what are your, what is your understanding and your views on mental health and wellbeing. What’s the first thing that springs to mind when you think of that.

(Silence)

Kareem: Anyone can talk?

Researcher: Anybody

Supervisor: Yeah yeah

Supervisor and researcher: This is a discussion yeah

Researcher: So everybody can, jump in whenever

Aisha: Like as in what do we define mental wellbeing to be or like (Supervisor: Mmm and Researcher: Yeah) so mental wellbeing classes as a state of like where you’re able to function um while you’re able to function with a healthy mind set about day to day activities and anything that hinders that is probably causing problems to mental health and mental wellbeing

Researcher: Ok, anyone else (looking around the room) what does it mean to you? (looking at Kareem)

Kareem: What does it mean to me? (Researcher: yeah and Supervisor: mm) mental health, I think it’s a get out of work pass, nah I’m joking

(Laughter from everyone)

Researcher: Get out of work pass 

(Laughter continues)

Kareem: Nah, I think mental health comes in many forms isn’t it? Um it effects different people in different ways, sometimes we might just think uh actually this is nothing whereas to somebody else it could be something like big (Researcher: mm) umm might say you know somebody’s suffering from depression, snap out of it you know (Researcher: mm) but it’s not as simple as that is it? (Supervisor: yeah) within our community umm mental health is a big taboo (Researcher: mm) and nobody wants to discuss it, umm purely because they just think that people look at them differently or odd (Researcher: mm) so they’d rather blame it on something else instead of mental health (Supervisor: mm)

Aisha: Or it just doesn’t exist in the eyes of many it just doesn’t sim-it simply, for them like mental health problems or what is considered mental health problems doesn’t exist, isn’t a thing. It’s just you being either, yeah you being umm punished by god or you being tested by god it’s one of the other and of course like they can be seen as like a test from god by from ce-certain perspectives but many co-consider it oh it’s just you being punished (Researcher: yeah) oh um and like certain symptoms oh it’s like everyone deals with them but and like so whenever it comes to discussing serious mental health topics these things don’t get discussed it’s cos it’s oh everyone faces it and that’s like the individual whose suffering from it doesn’t feel like they’re like struggles validated

Researcher: Yeah

Supervisor Mmm

Researcher: OK, anyone else? (Looking around the room) Thoughts? (Eye contact with Hanya)

Abdul: Alright, it’s from me is it?

Supervisor: Laughter

Researcher: Anyone else thoughts?

Abdul: Umm as already few of you, so-some of you have mentioned few things, umm it’s it’s has a negatives and positives when you thinking about wellbeing and func-you men- and you mentally function really well you doing things pro-we-just you doing things properly yeah (Researcher: yeah) normal being, normal human being but majority people when thinking about this word or this sort of uh phra uh phrase they will thought of negative mostly so that’s that’s probably what’s in the community, I think that

Researcher: Ok, anyone else? You? (Looking at Alinah)

Alinah: Umm, I think for different people mental health means different things, I mean you can be mentally, I dunno, crazy or you can be like in the morning oh I don’t know I don’t wanna get up and there’s different types but umm I mean (pause) it’s different for everyone and it goes out to a certain extent for every single person so no one’s really mentally healthy or mentally fit if you actually think about it (Researcher: mhm) we’ve all got something wrong or we’ve all gone through that you know oh I’m sad I’ve been through depression you know (Researcher: yeah) everyone’s gone through something so yeah

Researcher: Ok, do you have anything else to say? (eye contact with everyone) no? Ok so I did pick up on a few things about, you said about the community and it being taboo and you know people not recognising that, what are your thoughts on that? What can be done in the sense of uh making people understand of what mental health is or in relation to just again, with their culture or just in, with spirituality, what, what would you say?

Aisha: Mainly by opening these conversations up, I think like the biggest thing uh it’s like with the elder generation is like the main thing cos it’s like umm as it is like from a cultural point of view like the elders always you know their respected people that you don’t ever step down from but often it like their ideals their traditional ideals that counteract (Researcher: mhm) learning about ss- like th-being aware of mental health so therefore when you try and discuss about stuff like this umm i-it -it yeah i-it counteracts against their traditional views and therefore if you try and speak out against that it’s seen as disrespectful (Researcher: yeah) and therefore I think that-that barrier like, we need to find ways of addressing that, I think mainly it’s like opening up conversations like umm th-whenever it comes to talking about mental health nowadays umm it’s s-straight away umm everyone thinks it’s like spirit possession when in most cases it might just be err schizophrenic or like someone with some sort of like some sort of severe disorder but they never get treated because it’s just oh this um, jinn or this spirits just taken over them (Researcher: mhm) and yeah I think that’s like the main thing (Researcher: mm) like these conversations are never opened up (Researcher: mm)

Abdul: It’s making more awareness and within the community (Researcher: yeah) umm through different activities and projects so that’s one of the way can overcome with those issues (Researcher: mhm) and understand more about these subjects (Supervisor: mm) and it has just, in, less more bar- they feel more barriers when we talk about those kind of things but once we have err sort of things err organised and err prepare for people to take part in, they probably get in more, engage in more understanding of this subject.

Supervisor and researcher: Mmm

Kareem: I think the main thing is creating awareness isn’t it? But (pause) it has to be erm the awareness has to be created in such a way where the people are ready to accept the message that’s being passed on and how do you do that now? You need (Researcher: mm) I personally think you need somebody delivering it who they, people trust (Researcher: mhm) so for example the Imams at the mosque (Researcher: yeah; Knock at the door) or something

(Jawad enters room)

Researcher: Salam wa’alykum (to Jawad) come in 

(Chairs get shifted around, inaudible)

Kareem: I can’t remember what I was saying

Researcher: Umm 
(Inaudible sound)

(Laughter from everyone in the room)

Researcher: Awareness and trust, yeah

Kareem: Yes, awareness and trust. You need someone who the people will take seriously, will accept what they have to say. So for example, like an ima-imam or someone who is respected in the community, without being, people will you know unfortunately, they will blindly just accept actually it is an issue (Researcher: mhm) but what that means is that you-there needs to be some sort of (pause) facility or programme there for those people to be trained up to be able to deliver those trainings or (Supervisor: mhm) awareness and things like that because for example if one of my teachers said to me this this and that I’ll accept it more quicker than maybe if you said it to me (directed at researcher) (Researcher: mm) because I have that trust in them maybe I don’t have the Same trust in you (Researcher: yeah) does that make sense? (Researcher: yeah, Supervisor: mm) it’s who you open up to umm who your c-confident in taking message from and that err that’s a big game changer it is (Researcher: yeah) so I could deliver a sermon and I could make up everything but people will accept it because they see me to be in that position (Supervisor: Uhu ok) does that make sense? (Researcher and supervisor: yeah) whereas he could go up there (referring to abdul) and he could say everything right (laughter as he says this) (Researcher: haha) but they’ll, they’ll question him (Researcher: yeah) because he doesn’t have that authority (Researcher: yeah, Supervisor: Mhmmm) so I think that (pause) probably will help in towards breaking down those barrier, tss, umm in people you know creating that awareness within the community, especially when it’s a taboo and nobody wants to speak about it 

Aisha: I think also like we need to put more emphasis on those who are going through like the severe, more severe like disorders themselves like obviously, there’s obviously the issue of mental health and us talking about how we’re feeling, that’s one thing like people don’t like being in touch with their feelings umm but also like umm whenever like som-from my experience like from like so many g-err  like err individuals I know they suffered through like suicide-suicidal i-ideations, self-harming umm anxiety, depression etc etc. umm whe-esecially when it comes to things like suicide we know like from a religious perspective it’s wrong (Researcher: Mhmm) and like if you do do it you go to hell etc but it’s like umm when-therefore like talking about such things is become entirely taboo because it’s the notion that if you talk about it you’re bringing up like a culture of sin which isn’t always the case it’s er n er it’s like why when people who are suffering through it when they are suffering through it they feel even more like an internal type of guilt cos it’s like why am I feeling this way? And it’s like but when you’re in that situation it’s so hard to click out and because like their voices don’t get acknowledged and no one truly like validates what they’re feeling they feel even worse and it just tumbles in to this like circle of decline cos they’re in this state of like they’re feeling guilty for feeling this way but they’re still feeling this way but they’re still feeling guilty about feeling this way (Researcher: yeah) etc etc and yeah there needs to be – and like or and like it’s such – things such as self-harm it’s like oh you know self-harm is haram why are you still doing it? (passionately-getting louder) yeah we know it’s ha– people know it’s haram, yeah errr people are not doing it, people are err people are doing it not because it’s, th-people know it’s haram but they’re still doing it, it’s not because like, they, they can’t be guilted out of it do you know what I mean? I’m really sorry I’m really bad at expressing my- what I’m tryna say. But yeah they can’t be guilted out of it and the reason – by guilting by trying to guilt people out of it you’re just making it worse and I think that’s one thing that we need to (pause) discuss as a whole as well (Researcher: mm) and I think teachers as well I think there should be like a huge emphasis on like training teachers, to umm learn how-learning how to deal like with the more severer, and because like so many members of our community are facing like problems like these and they are not finding the right type of help (Researcher: mhm & Supervisor: mmm) and yeah we need to begin to address that (Supervisor: mmm) 

Kareem: Correct me if I’m wrong I think she’s trying to say is that people use self-harm as a coping mechanism (Aisha: Yeah; Supervisor: mm) a coping mechanism, so they don’t mean to disrespect (Aisha: yeah) god or (Aisha: yeah) violate his laws (Researcher: yeah) but it’s-it’s a means o-of (Aisha: of getting through it) relieving whatever is inside (Researcher: mhm) uhh to release that isn’t it err yes we do consider it to be like err a-a big sin within the religion but equally we can’t dismiss them just because er they’re doing a sin but we have to look at what’s the underlying factor (Aisha: yeah; Supervisor: mm; Researcher: yeah) as to why, BUT we lack that training  (Aisha: yeah) so we are unable to address it (Researcher: yeah) does that make sense?

Researcher: Ok, so umm just talking about – cos training came up a lot on that then what-what do you feel about the community accessing the public health services as well like obviously there’s very limited research out there that they are even accessing that, what would you say on that? Is it- what do you believe the reasons are for that then? Is that…

(Quite)

Aisha: Again, I think primarily (Abdul asks Kareem while Aisha is speaking: Sorry, what did she say?) education and for me on a –from my own experience like services (Kareem whispers to Abdul inaudible while Aisha is speaking) as well especially catering… (Kareem speaking to Abdul while Aisha is speaking: Why don’t people access services; Abdul: oh) to like our needs, it’s quite – cos the research especially- especially in psychology it’s very Eurocentric (Researcher: mhm) it very – th-there’s very little cross culturism therefore understanding like the mental health of Muslims it’s not always applicable to western, the western understanding of psychology, right? (Researcher: mhm) and subsequently like when it comes to err like helping people like us there’s very limited understanding of what they can do- for me like when I went through the system they shoved me with a Muslim therapist who basically I might as well have come to like sheikh (directing it at Kareem) for it do you know what I mean (Kareem: Laughter) because it was just like oh you know you’re going to hell for this, you’re going to hell for that (Kareem: laughs louder) but it’s like mate I’m not here for that, like it’s-it’s- it’s a complete – it’s a oh I think a-again a lack of research only because like n-there’s a lack of understanding of where to go from there because how Eurocentric our information about psychology is in general (Researcher: yeah) yeah so, I dunno 

Researcher: What about anybody else’s thoughts, on that then? (looking around the room)

Alinah: I think cos this- it’s cos of how society portrays it to be as if like it doesn’t exist, it’s not a thing it’s like a – you’re going crazy and all that so I think we do need someone who like people can go to, I mean doesn’t necessarily have to be a sheikh or anything but there is that bit of authority where you know people do listen to people who do have that type of umm knowledge, so I think we do need more training on how to like in-especially in education situations you know someone who is able to handle these types of situations and like give advice (Researcher: mhm) so it is, yeah, a very tough one

Aisha: (overlapping Alinah) It’s-it’s either portrayed as really taboo or you’re like portr-like if you want to if you want to seek help you-you feel like you’re associated with like mental people and cos the of the negative stereotypes that surround like me-mentally ill individuals, oh it’s like oh I’m going go mad I’m going to be pu-put in a facility when it’s not, it’s literally you’re just going to a room and talking, like it’s not portrayed as that and subsequently people are dissuaded from it 

Abdul: (Whispers to researcher) sorry Sultana I have to go now 

Researcher: Yeah that’s fine, thank you 

Abdul: Salam wa’alykum 

Researcher and Kareem to Sam: Wa’alykum Salam

(Abdul exists the room)

Kareem: So sometimes, we have students who are autistic within our academy but (Aisha: mm) because the parents find it such a big taboo they wouldn’t put that down on the application form (Researcher: oh ok) only for us to later discover actually this child has got learning difficulties and maybe needs extra support but because we’re not trained we are unable to identify that (Supervisor & Researcher: mmm) until maybe further on and then we’re thinking to ourselves actually no wonder this child is not progressing or err achieving like the rest (Researcher: yeah) then you speak to the parents and then the parents are like no, no my child is fine, my child is fine, my child is fine (Supervisor: mmmm) but clearly there’s something there (Researcher: yeah)

(Silence)

Researcher: Anyone else?

Jawad: Err I would, I would say that (pause) I’ve-I’ve seen mental health problems in our communities err associated a lot of the times with shame (Researcher: mm) and because of that, I feel that people in our communities are more comfortable with speaking to people outside of our communities

Supervisor: Mmm 

Aisha: Yeah (agreeing) 

Jawad: So like a white doctor rather than Sheikh Kareem for example (Laughter from everyone) well that’s what I found anyway

Researcher: Yeah 

Supervisor: Mmm

Kareem: And I don’t think it helps ini, Swanseas a such a small community 

Jawad and Alinah: Yeah (agreeing)

Alinah: Everyone knows everyone 

Kareem: (overlapping Alinah) We all know each other, we know each other’s families (Laughter from everyone) so if somebody came and spoke to me (Jawad: yeah, exactly yeah) I’ll know, I’ll know everybody in his family (talking towards Jawad; Supervisor: haha; Jawad and Aisha: yeah) you know, so they think no I can’t speak to him at that time (Researcher: And come back?) but if it’s somebody maybe who they’re err not accustomed to or (Jawad: mm in agreement) a stranger, maybe 

(silence)

Researcher: Anything else? (long silence) umm, (pause) ok, so umm a-a with this accessing support then, like you talked about umm you know being in the local mosque what, do you feel like there is a massive difference for the community in accessing that help then from the mosque or from you know general practice like the GP, or actually going to a charity and talking to someone about how they’re feeling?

(silence) 

Kareem: Personally yes (Researcher: mm) cos when you go to the GP in becomes official (Researcher: ok; Supervisor: mm) you got an issue, when you come and speak to the Imam he’s gonna give religious advice, so you take that on board and it’s not documented anywhere, it’s not official, you can just say that maybe it’s something supernatural, umm (Aisha: yeah) or something I just need a bit of help on, maybe my faith is very weak (Researcher and Aisha: mm) umm and you can just brush it off like that (Researcher: mmm) but then as soon as you go to the GP it’s on your medical re-umm records isn’t it? So then you have to disclose it if you go for a job or something, I dunno (Researcher: yeah) you know, it’s there (Researcher: It’s there; Supervisor: mmm) and it’s not going away, so I think that makes a big difference as well 

Researcher: Anyone else?

Aisha: Yeah like umm, (whispers) oh I forgot what I was going to say, sorry

Researcher: No, it’s ok

Jawad: I think that’s that’s part of the stigma, that people feel like it’s gonna be on their record. That’s why they don’t go to their GP’s when they pro-maybe should 

Aisha: People are scared of the implications I think

Supervisor: Mmm 

Jawad: Yeah (in agreement)

Aisha: Cos as soon as you find out, cos it’s, it’s the notion of like labelling init, umm like as soon as you label something, it’s there (Researcher: mhm) like it’s a real thing, while whereas before you’re just like you can internalise the struggles, like yeah everyone’s going through that and you don’t- and at times like it’s also like an issue where like certain people they’ll use like their mental illness as a label, as an excuse and like they’ll take the most out of that label so it’s like, it’s-it goes both ways, so it’s like, and like especially like with the system now, like we’re so quick to diagnose everything and at times it’s not always right, right? So subsequently, like it’s it’s a it’s yeah, there’s various reasons why people, and I think the main reason is like education, education I think is the primary thing, cos it’s like even if you wanted to go, like at times like people do-don’t even know that they need to go for help, do you know what I mean? They’ll just keep on going and going, especially when it comes to the older generation there’s so many people in the old generation I know who like display symptoms of like various mental disorders but if you were to ever take it up with them, if you were to ever sit them down and go like, fam like something’s going on with you. (Kareem: haha; Researcher: mm) literally, do you know what I mean? (Researcher: mmm yeah) like cu-cut throat

Kareem: (Laughter again at choice of words) (Researcher: mmm) nah, I think what she’s said is right umm, everybody feels like they have been painted with the Same brush, as soon as you (Supervisor: mmm) go to the err GP and get yourself diagnosed (Researcher: yeah) isn’t it? Umm and you’ll be shunned away from society and isolated and things like that (Supervisor: mm)

Aisha: I think though, like I don’t know the statistics cos I haven’t looked into it properly but I think there’s a higher m-much bigger disparity between like women at least going for help than men and I think like Mu-Muslim women are like er-m-th like the Muslim community or like the BME communities already hard enough, do you know what I mean? Like it’s already, we err like aseksing-accessing like health, like talking about stuff like this it’s-it’s hard enough. But like with me and my girls like do you know what I mean whenever there’s struggles or like if we ever sitting down and like deeply o-o-h we ever sit down for like hours on without end, inevitably we’ll come to stuff like that and talk about our struggles and like at least in-there is some sort of release but especially like uh-at least among like the Muslim boys I knew, I don’t know about you guys (referring to Jawad and Kareem) but like e-expressing those struggles become a lot more harder, and I think subsequently like you see, e-err cos like growing up especially as a minority in the west, like you grow up with s-e-err so many internal struggles like fitting in umm i-i it might seem mi-mi-minute but i-it still ag-like might grow, i-like identity struggles, do you know what I mean? And like girls like inevitably like we’ve got some releases to our struggles whereas m-boys they don’t always have that n-as well o-o-h po-potentially like so many mu-Muslim boys, you’ll find them going off into like drugs umm alcohol all of that to try and cope with that and it’s like thing like (Researcher: mmm) we need to open more av-e-nu-es (word is stretched out as staring at Jawad and Kareem, Kareem shaking head in disagreement) for that, I don’t know if you guys wanna take it (again referring to Jawad and Kareem)

Jawad: Yeah it’s true

Kareem: (Smiling and overlapping Jawad) Yeah I don’t agree with you 

Aisha: Nah?

Jawad: (Overlapping – looking at Kareem) You-you don’t agree wi-with

Kareem: (Overlapping Jawad) I-i don’t agree with that (smiling)

Jawad: I think it’s true because boys don’t talk about their rights

Kareem: (Cutting over Jawad) Yeah but I don’t think we go to drugs and alcohol (Laughter)

Jawad: Yeah (in agreement) 

Aisha: No, no, no (laughter from everyone while Aisha speaks over) no not that, I’m not saying that, but there’s like a tendency, do you know what I mean?

Researcher: Some people in the

Aisha: Some people, some people

Kareem: (Overlapping Aisha) Yeah a lot of us will bottle it up, yes (Aisha: yeah) that’s not a lie, but wouldn’t go to drugs and alcohol (laughing)

Jawad: Yeah (agreement)

Aisha: Ok yeah, no, fair enough, fair enough, but do you know what I mean like it’s a lot har-it’s a th-from my experience anyway, f-fair enough I don’t interact with that many like Muslim men umm er-like umm like for the few I do (laughing while saying this as Kareem and Jawad are giggling) like umm, they, they struggle to open up like (Researcher: yeah) yeah, it takes age-

Kareem: There’s –there’s a lot of barriers isn’t it

Aisha: Yeah, yeah (agreement)

Kareem: Very defensive

Alinah: (Overlapping Kareem) I think girls are more emotionally open about our feelings than boys

(Supervisor: mmm it’s ok to-; Aisha: yeah) who are just, deal with it on their own

Kareem: Yeah

Aisha: And I think…

Kareem: (cutting over Aisha) it’s a lot more, w-we’re closed off aren’t we

Alinah: Yeah

Aisha: (at the Same time) Yeah and from a com-com, cultural point of view like gender roles ar-f-much more defined within our cultures than they are like in like typical western culture and subsequently like the implication of men being men, like you know that, like 1950’s men being men, that ideations still very much like instilled in our boys, from like my experience anyways, so if I’m like, I dunno if I’m like, messing up, but like (Researcher: No, it’s fine) like, do you know what I mean, it’s like that notion men have to be men, they’re not allowed to cry (Researcher: yeah) they’re not allowed to do this, n-they’re not allowed to do that, m-my dad even up till this day like if he cries in front of us he like oh-don’t-don’t-don’t, go back up, don’t like remind me about this, unless it’s like in front of god do you know what I mean, like um and it’s like cos of that like again expression isn’t as open, cos yeah cultural ideals er-put that excessive emphasis on that-i- cos like nowadays er-er in terms of like typical western- sorry am I blabbing (Researcher: mm) (researcher and supervisor shake head – no) no? typical like we-western society like boys are starting to become Kareem: No comment; laughter from everyone) a bit more of-oh, err-yeah they’ve becoming err-just starting to open up a bit more (Researcher: yeah) but like, we’ve still got that very fixated ideal which  (Researcher: mhm) we need to like start 

Supervisor: Mmm

Researcher: You said your oo-pinion was a little different so, elaborate?

Kareem: About what now?

Researcher: About what umm 

Kareem: No I just said I disagreed about the

Kareem, Aisha and Supervisor: Drugs and alcohol (laughter)

Kareem: (repeats) Drugs and alcohol (laughter again)

Researcher: Oh ok (laughter)

Aisha: Yeah 

Kareem: But I think that one other thing that doesn’t help is the language barrier (Researcher: yeah; Aisha: Yes!) especially with the older generation (Researcher: mm) umm when you start using big words umm that’s it you’ve lost them (Supervisor: Mmm; Researcher: Yup, how do you define…) you’ve lost them, they go there, they’ll hear the word depression th-they know it’s got a negative co-connotation to it umm and then they’ve lost everything uh-every-everything after that it’s you know, it’s-it’s in the background, it’s all background noise (Researcher: mmm) and they just- that’s it then (Jawad: mm) so that prevents them from going (Jawad: yeah) or accessing any sort of help 

Researcher: Yeah 

Supervisor: Mmm 

Jawad: yeah and especially like people whose parents are immigrants like, that (Aisha makes hand gestures referring that her parents are; Every one laughs) I think their mentality is they went through such a different upbringing, and when they see like kids having depression because of like exams or something, they’ll be like, they don’t take it seriously because their upbringing was so different, they’ll be like kind of 

Kareem: Man up (he laughs)

Jawad: Yeah 

Supervisor: Mmm 

Aisha: Yeah

Researcher: They never really knew what that was then 

Aisha: Yeah 

(Kareem: Facial expression for researcher to repeat)

Researcher: Like I’m saying they never really knew what that was

Kareem: Yeah

Researcher: Back then, it’s just something new to them now then 

Kareem and Jawad: Yeah

Kareem: So with them it was just deal with it (Researcher: yeah) this has come up deal with it (Jawad: mm) move on

Aisha: yeah cos it’s like for them it was like, oh yeah, no our biggest worries about like getting our house looted and like uh-k-uh err girls never coming back home and like this and that, umm and you’re like sitting here crying over like some math paper like, do you know what I mean like (Researcher: Mmm; Kareem: Yeah) toughen up 

Kareem: so I remember people saying to me like, my next worry is w-when my next meal is coming from, not what grades am I going to get (Researcher: Mmm; Aisha: Yeah, yeah) so the struggle was different, isn’t it (Researcher: mmm) so they see this to be something very minor compare to that (Researcher: mm) 

Aisha: Yeah but I think that’s what we need to start changing though, do you know what I mean like just because you struggled on that level, doesn’t mean that this person struggling, it might be, it might seem less compared to you b-but it doesn’t invalidate their struggle any less

Kareem: But I think one-one important thing he mentioned (pointing to where Sam was sitting) before he left was that eerr mental health could have a good thing or a bad thing to it isn’t it (Aisha: yeah) some people could abuse it because they got some sort of disorder, whilst others will er-you know, I dunno umm (pause) completely lose track of everything (Researcher: mm) so umm I’ve seen people using their mental health issues as an excuse to commit crime (Researcher: mhm & Supervisor: mm) you know, oh sorry it’s not my fault I heard whispers in my head (Researcher: yeah) i-ive been diagnosed with this and because of that I did it, you know (pause) uh-yes probably he’s got an issue but that doesn’t justify your actions of (Researcher: yeah) committing that crime, perhaps (Supervisor: mm) equally you know, a-like I said using it as a pass to get out of work (Supervisor and researcher: laughter) I’m not feeling well today, what’s wrong? I’m depressed, ok take three days off, you know (Researcher: mm) spoke to the GP, er- but actually he’s fine, you know things like that so

Researcher and Aisha: Yeah 

Researcher: It’s them making an esc- err

Aisha: (Overlapping researcher) I think it’s-it’s really hard to regulate it, cos it’s like you don’t know when someone’s faking and not faking, i-it’s why it’s really hard to like move on forward with how we go about it because it’s like people will use that as an excuse and then fake time off and other people who genuinely need that time off will not get it because some employee will decide oh yeah no, like, they were just faking it like that time or this time 

(Silence) 

Researcher: Mmm, ok, so I was also going to ask then, do you believe that having place of worship such as the mosque impacts the communities or yourselves mental health and wellbeing then? Do you think it impacts, whether it’s negative or positive, in any sort of way?

Aisha: Umm the mosque itself (Kareem: She’s going to answer) The mosque itself 100% positive like every time I’ve come here, it’s like, cos it’s like it’s the, it’s considered the house of god, right? And it’s like for me this is where I feel closest to Allah and for me like on a personal basis, cos like most of my life is surrounded by this hecticness and that hecticnes, this is that one point where I’m able to connect to my religion and I’m able to teach my religion and furthermore and I find it, it’s like, it’s not only rewarding for me, it’s-it’s also rewarding for others and it’s benefitting others (Researcher: mhm) and it’s umm whether I’m come here for teaching or just coming-coming here to pray, like and the thing is like I see my friends here, like my Muslim friends here as well, so like seeing them, like chilling with them it’s also, it’s also really ben- I think it’s like when the older generation come into it, it’s-it gets me buggy cos some of them are soo damn judgemental (Researcher: mmm) do you know what I mean like umm literally err-one of my friends stopped coming to the masjid altogether because umm, this old women one time she was praying but she was-she had her school uniform on and she was wearing trousers and she just gave her a dirt the whole time and then went she was like you should be more apro-uh-err-appropriately dressed for the mosque and stuff and like hearing stuff like that, i-it makes you feel, and like the thing is certain people they just backbite within the mo-o-sque as well (Kareem and Jawad are giggling) and subsequently like umm- like coming here li-when especially when people like that around you you’re so, you’re just dissuaded not to at all, but the mosque in itself in terms of its ties to the religion 100% it helps

(silence) 

Researcher: Anyone else (looking at Kareem) yeah go on

Kareem: Me now isit?

(Laughter from everyone, inaudible as everyone is talking and laughing over each other other)

Researcher: (While laughing and overlapping everyone) Anybody, you guys, you guys have been really quiet (looking at Hanya and Alinah) (looking back at Kareem) my eyes are just catching on cos you’re opposite me

(laughter continues from everyone)

Alinah: Let them, let them do their thing

Researcher: No, come on inputs, anybody

Kareem: Umm, as many times I’ve err delivered a sermon, umm and then someone would come to me and like after the sermon and they’d approach me and they’d say to me, look, I felt as if you’re just talking to me directly (Researcher: yeah & Supervisor: mm) because I’m going through this, this issue in my life and you’ve pin pointed that and you’ve spoke about that exact Same issue (Researcher: mmm) so it felt like to me that you were talking to me directly but actually I had a thousand people in front of me (Researcher and supervisor: mhm) e-err so I think for them it’s a big release or and it’s a-err it’s a means of relief as well that actually, (pause) there’s something wrong with me, it’s just, I’m, I need to cope with it and I need to seek help and there’s these measures in place, so I think I found that quite positive. Equally erm I used to have the Same reaction when I used to, when I was working in the prison (Researcher: mmm) err, many prisoners used to come to me and say uh-er actually Imam, you spoke about this today and I’m having the Same exact problem with my family when I speak to them on the phone, this is the issues between us. But it seems like you’ve just addressed it all (Researcher: yeah) and talked, spoke to me individually, I forgot everybody else around me, so I think it does become a means of like relief for them and er-you know any issues they’re having, i-i-it just goes away, even if it’s momentarily (Supervisor: mmm) but they find that release of that comfort here (Researcher: yeah) but equally, like she was saying (referring to Aisha) you’ll have those few individuals, you know they say erm, empty can’s make the most noise (Aisha: mm) (Laughter from everyone) so you’ll have those empty cans in the community who will come and to spoil it for everyone  (Supervisor: mm) ermm, but obviously it’s out of our job just to ignore them (Researcher: yeah) and we do what’s best for us, isn’t it?

Supervisor: Mmm 

(silence)

Researcher: Anything else?

Kareem: I think you should pick on the quiet ones

(Laughter from everyone)

Researcher: Hanya, any thoughts on anything we’ve talked about

Hanya: No what they said init

(Laughter again from everyone)

Researcher: Anything else?
 
Jawad: I think err, I would definitely say having places like er the mosque is a positive thing, because err, one, one example I can think of is sometimes you see people who start coming to the mosque a lot more (Aisha: mm) like regularly and then you find that afterwards that they’re going through something in their life at that time, so they do actually come to the mosque as a place of like peace and (pause) er tranquillity, an escape for everything, so

Researcher: mmm

Kareem: I think it brings like erm, especially those who are suffering from like loneliness (Jawad: mm) It’s like a sense of belonging (Jawad: Yeah, definitely) and it’s a family community feeling isn’t it (Researcher: mm) and, and one thing Swansea mosque has got which no other mosque has got, it’s so unique (Researcher: It’s the community?) It’s our sports hall (Researcher: (Giggling) oh sports hall) no seriously, err, we’ve got the sports hall, i-I’ve been to many mosques around the whole country and I’ve never seen that anywhere, so, when somebody is feeling down and things like that, come up-upstairs, just have a game of table tennis or something (Researcher: mm) It lightens up their moods and things like that, so ver-big positive for our mosque

Researcher: It’s providing those extra facilities for them then 

Kareem: Yeah 

Researcher: That’s helping, yeah

Kareem: It does help

Jawad: That’s the thing about the mosque, is that it’s not just a spiritual place, it’s

Kareem: (Talks over Jawad) It’s, it’s a social place

Jawad: (At the Same time as Kareem) You can come here for social things 

Aisha: It’s a com-community centre

Jawad: Yeah 

Kareem: Yeah 

Researcher: Yeah 

Supervisor: Mmm

Jawad: Even like financial problems people come here 

Aisha Yeah 

Supervisor: Woow 

Jawad: And things, yeah

Kareem: Yeah, so there’s that support as well

Aisha: I think potentially we could do more, we do, we do do a lot but I think specific-

Kareem: (Cutting over Aisha) There’s always errr room for improvement (Jawad: yeah) I’m not here to back up my -

Aisha: Yeah yeah course

(Laughter from everyone)

Kareem: Employees, but there’s always room for- (Aisha: yeah) improvement, it doesn’t matter where we go in life, it’s just we have to appreciate what’s there as well isn’t it

Aisha: Yeah 

Supervisor: Mhmm 

Kareem: Er because others are lacking it, we m-might have it

Supervisor: Mmmm

Researcher: Erm, education wise then, of course we said that you know there’s a lack of education within the community of mental health and wellbeing, what do you think could be put into place or something that could be done to make people more aware that this is something that happens to everybody because from obviously, from statistics and from research, it is showing that these people are not actually accessing public health services and very little are they actually accessing places of worship as well, so it’s was just wanting to know what education, what do you think can improve with the community in that sense then?

(Slight pause)

Jawad: I think err, one thing I don’t think would work in the mosque is like mental health workshops

Aisha: Yeah (agreeing)

Researcher: Mmm

Aisha: It would just dissuade people straight away 

Researcher: Yeah

Jawad: I just don’t think it would work, maybe like -

Kareem: (Overlapping Jawad) Maybe if it was phrased differently 

Jawad and Aisha: Yeah 

(Laughter) 

Researcher: Without the mental health 

(Laughter continues)

Aisha: I think, I think the incorporation of into it like errmm, khut-the khutbah or like the sermon, that would probably be like the most (Jawad: yeah) effective way to do, to like address like the whole community, in terms of like those who are like attending the mosque through like lessons and stuff (Researcher: mmm) me, like we’ve-we’ve been di- we’ve been uh-er having discussions about these and we’re planning to hold like phse style lessons where like we talk about like, umm, yeah various issues like er-for-er-for-er, were taking like the female side, umm like various issues like teenage girls in-specifity, in-specifity like Muslim girls would face, so, umm and like we’re planning to like try and open up these discussions where they talk about like the various struggles they face, be it er-like from racism, from own personal e-experience of racism, umm and or like err, things er-like the confu-er like and mental health as well and like where it all comes from and it’s like having, like little discussion points like that (Researcher: mmm) umm, I think it’s a lot easier for us cos, girls can talk about it more easily, I don’t know how you guys can tackle it (looking at Kareem and Jawad) cos it’s like getting boys to like si-just like randomly come into the mosque and like right so how you feeling today, it’s not as, umm from-m m-my experience it’s not as easy to do, do you know what I mean? Whereas with girls like, they will come up and tell you like, oh yeah miss I got like 6 stickers today and I feel really happy or like they’ll, like I remember last year like one of my students umm she did really well so she got like student of the month and then the next week she bought me this huge letter about how I improved her confidence (Researcher: awh) and how happy we made her and it was like, it’s a lot easier to gage with fee-feelings, where like

Kareem: Yeah boys will never do that (laughter from everyone) (Aisha: Yeah) boys will never do that

(laughter continues)

Aisha: Yeah! And yeah so again like, er-from-from a wider perspective I guess that’s like the best er (Researcher: Yeah) way we can go forward with that, but in terms of like m-minute scales of like those who come to us, we can address it by having, or maybe during like break times and stuff, just asking how ev-how their days were err, how err- girls days going and just like elab-er go off-of that and then that way like e-the-eir encouraged to open up to you s-especially when their going through struggles, umm but er-like also they can like casually release whatever’s like going through their heads, do you know what I mean?

Supervisor: Mmm

Researcher: Yeah

Kareem: I think another thing is that, which would help is umm, if the language barrier wasn’t there

Aisha: Yeah

Kareem:  So somebody who could communicate in their own language, umm I know we have a-err predominant umm Bengali community, so if we had somebody who could speak it in their language and err could deliver it and who understands the culture as well, so what (Researcher: yeah) to avoid, what to speak on or how to go into something, you know things like that, errm an-and that would make a massive difference (Researcher: yeah) make a massive difference and what he said (referring to Jawad) umm, as soon as you put the word mental up there, that’s it everybody’s going mental

(Kareem laughs followed by everyone laughing)

Aisha: (at the Same time) Preciseness

Kareem: So if you avoid that word, perhaps you can disguise it as something else but you can get the Same message across

Researcher: Yeah

Jawad: Yeah, but even like what I mean is, you see in a lot of places like a men-like a presentation on mental health and then (Researcher: mmm) they’ll do that presentation and then that’s it, and that doesn’t really do anything 

Researcher: Yeah

Aisha: Yeah

Jawad: I think what could, one thing I think could work is like drop in sessions (Researcher: Mhm, Supervisor: Mmm) like have a, someone like a guidance councillor or something to come in, umm and have drop in sessions for, advertised to the community, they can come and speak to this person if you’re going through anything 

Supervisor: Would be in, in the mosque or

Jawad: Yeah potentially yeah 

Supervisor: (at the Same time) mmm

(Jawad and supervisor talk inaudible as Aisha jumps in)

Aisha: Or like make like a crying box, like I saw one like online (giggling while talking) where there was this like college in America they literally they had this whole box, just for crying, just go in there like this (Alinah giggles) cool little place you just cry for however long and then you come out (Laughter from everyone) I mean it’s a good release so (background noise) something like that, I dun-err like that’s er as a joke but like do you know what I mean (Researcher: Yeah) just something, small that like people just could come in and like scream for like 5 minutes do you know what I mean (Researcher: mmm) just to get that anger out or to get that stress out or whatever is going on and yeah

Researcher: Yeah cos of-I’ve been to Mind as well and a-again their main concern is that our community is not having, they’re not seeking help from them so they don’t know what’s going on with everybody, theirs is just, their just, their just helping (hand gesture for quotation) ‘white’ population at the moment, especially in Swansea (Supervisor: mmm) so I-ng-ng-looking at how big the Bengali community is, or just the Asian community in general, that’s lacking there, so it’s just wa-wanting to find out obviously (Supervisor: mmm) what would be for the best thing for that then, yeah

Jawad: I think even take-umm like mental, people who work in that area, mental health (Researcher: mmm) them coming and giving ideas to our community, our, like the Imam or whatever, that can work like for-like er in unis I know they have a lot of different ways of approaching it and we might not know those, cos it’s still relatively a new area in our community, so just having information to us about potential education methods and things 

Researcher: So collaboration with them and the mosque then, yeah?

Jawad: Yeah

Supervisor: Some sort of like umm mentoring, you know cos you’re already umm how you say, you so, you really part of the community and you already have these links, it’s just getting ss-strategies

Aisha and Jawad: (Jump in) Yeah

Jawad: Yeah

Supervisor: To help you, make those connections around more -

Jawad: (Same time as researcher) Exactly yeah

Kareem: (Same time) Yeah

Supervisor: Spe-specifically mental health, that’s a really good idea (laugh)

Researcher: Mmm, (whispering) I’m done here, yeah (looking at supervisor) do you have anything else you want to ask

Supervisor: Umm just umm because I’m very curious (laugh) (Researcher: mhm) umm just a couple of things that I noted, it’s just I’m-I’m gonna ask er-hopefully answer if you want, umm, cos you, you mentioned quite a lot this generational thing and it seemed that’s quite a-an i-issue (Aisha: mhm; Kareem: yeah) umm and part of that is that you know this, your younger group (Aisha: Yeah; Jawad: Yes) (laughing) basically, umm, you know I’m including myself (laughter from everyone) so we are more aware of this language of mental health and wellbeing because university or community, so I wonder what way we can reach to that older generation so that maybe they’re at least umm more familiar or there’s a possibility of-of a better understanding empathy that umm well it’s-it’s something that you see (looking at Alinah) that’s not gonna happen (laughter)

Alinah: It’s not

Aisha: I-I mean there’s a potential cos I think like umm, I after especially after learning about psychology and stuff I go home and tell my parents a lot about it (Supervisor: mmm) and like before like the-a lot of their understanding of er-like e-err especially with things like autism and stuff like that, they used to think oh like you’re not, the typical understanding, oh like especially when it comes to autism, it’s just, this is the worst case scenario, they don’t understand it, they never understood that, it wasn’t the per-spectrum etc, so it’s like umm it depends on how you go about it I guess it’s like er-how-it depends and again It’ss dependent on that connection as well cos like before like ee-er before recently I used to always view my parents as that eerr thing (Supervisor: mmm) where I can’t really talk them about my stuff and i-it was a, and subsequently like I, when I was facing issues like I didn’t know where to go to, who to go to, cos like I didn’t have that connection with my parents unfortunately, cos it was always that like respect type of thing, but now alha-like-alhamdulillah I’m able to talk to them about everything that’s going on and I talked to them about psychology (Supervisor: mmm) and I talk to them about what their opinions are and stuff like that, so I think it’s-it’s-ju-it’s hard at times talk-cos like I’m really bad at bangla, umm and therefore like tryna express all the ideas and t-tryna express all the concepts it gets quite mix uppy and they don’t understand all of it but uh-they gage as much as they can from it and at least that things open, so ag-again like I think i-it’s, it’s dependent on how we go about it and he goes about it (Researcher: mmm) like who knows like, er-er basically y-you find that circle of like old men like sitting like the old mosque yeah (While giggling) It’s basically I’m just saying get the Sheikhs, train up the Sheikhs to like sit down and like get them to talk about their feelings cos you know like being old is also like really sad (Kareem laughing in the background) cos like you’re getting ready to die and all of that like (Laughter from everyone, Aisha while laughing and getting lauder) Do you know what I mean it’s not a men- it’s not the (Alinah: shh - to Aisha for getting a bit loud) most mentally sound time, and it’s like they wanna express their, umm frustrations as well but they probably don’t have a release, or it’s like we need, as a, as a, community we need to work through eer-be it-eer small of it-

Kareem: (Same time as Aisha) work together

Aisha: Yeah

Supervisor: (Same time as Aisha) Mmm

Aisha: Yeah

Kareem and Aisha: We need to work together

Aisha: Yeah

Jawad: It’s one of the hardest tasks I would say (Supervisor: yeah) is, get, get, (Researcher: targeting) relating that, getting to the elders

Kareem: I think that majority of us here are second generation (Aisha, researcher & Supervisor: mmm) our parents are first generation and they still, they grew up back home wherever it was (Jawad: mm) and just, they think they’re still living there (Aisha: Yes!) so in mind (Laughter from everyone) the mind, the mind is still living there, yes physically their here, but the mind is over there, so and that’s where the barriers starts (Jawad: yeah) coming in (Researcher: yeah) and then obviously we-we’re not, as fluent in Bengali (Supervisor: mmm) or whatever the language we speak so our- then, our communication becomes a bit more difficult so we just try to dumb it down as much as possible (Aisha: yeah) speak the basics and just move on (Jawad, Researcher and Supervisor: mmm) so we avoid (Jawad: yeah)  like what she was saying (referring to Aisha) like I would never speak to my mum about psychology (Huge laughter from Aisha, following a laughter from everyone else) what’s this word psychology (Laughter continues) you know (Researcher: Yup; Supervisor: Same with my mum) (Laughter from everyone) yeah, so I’d never say that to her because sh-she wouldn’t (Aisha: She just wouldn’t, yeah) e-e like-um like I was speaking to my mum today an-and she was there (referring to Hanya) she doesn’t understand the concept of when a contract ends why does the price go up, you know (Giggle from everyone) she couldn’t, she couldn’t just e-e-grasp the thing, why-why was I paying 45 pounds, now I’m paying 65 pounds, I said look the contract ended, you go back to original price, noo, why?? (Huge laughter from everyone) like she just couldn’t take that in, so (Researcher: yeah) you can see the cultural difference and the barrier and the language barrier and the understanding barrier, cos she’s just thinking no 45 pounds that’s what they said to me be-the first day, then stick to that (Laugh from Aisha) (Supervisor: yeah) 45 pounds, you know e-e and all this kicks in and then you just think (sigh) what do I do? Just take a step back, let her vent and then (Aisha: Yeah; Researcher & Supervisor: mmm) do it myself

Aisha: Yeah

Jawad: I think the sad reality is that the elder generation don’t understand until it happens to someone in their own family, that’s (Researcher: mm) when they get-

Kareem: (Cutting over Jawad) or themselves yeah

Jawad: Yeah

Aisha: Yeah

Supervisor: Or themselves

Supervisor and Jawad: Yeah

Jawad: And then that’s when they open their eyes like

Kareem: it’s like a reality e-e

Aisha: Yeah

Jawad: Yeah

Kareem: it’s like reality just comes slap them in the face (Aisha: I-It is) you know 

Researcher: I think, even, even with them if they realise it, I feel like they find it very 

Aisha at the Same time as researcher: Hard to

Researcher: Grasp it (Aisha: yeah) because of you know-

Aisha: (talking over researcher) Oh how

Researcher: They’ve never come across that before they don’t know (Aisha: oh) what this can be about - 

Aisha: (Overlapping researcher) and for them err at times it feels like, they feel like it’s-it’s an insult that it’s their daughter that’s err this is happened to, so it’s like how on er- like I’ve treated you perfectly, I’ve done everything, how on earth has this happened to you (Researcher: mhm) it’s that notion, it’s like, oh you were such a happy kid when you were growing up, you were very talkative, you were brave, how on earth have you ended up with this, and it’s like well e-and like th-they sometimes internalise it within themselves and you feel guilty cos like, yo-you’re like you don’t want to make them feel like that, and i-it’s just this to and for, to and for, it’s like, yeah 

Supervisor: Mmm

Researcher: Anyone else, any-any input at all? (supervisor laughs) Hanya, input? (Shakes head: no)

(inaudible)

Supervisor: I have more (laughter from everyone) I’ll keep it short, sorry, it’s just very interesting, umm so the other thing I was thinking, oh well you made me think of is the, it’s what you said about this Eurocentric (Aisha: yeah) you know around religion and mental health, and cos I can, I can relate to that, I’m from the Caribbean, like I grew up, Christian basically  

Kareem: Ok

Supervisor: and I don’t, separate my spirituality form my mental health (laughter)

Aisha: yeah

Kareem: yeah

Supervisor: I understand the signs of it, umm, but umm, I don’t ss-think that you e-know, e-its, I don’t know if I’m making sense

Aisha: yeah

Supervisor: But it’s like they, they, they’re (Aisha: intertwined) they’re related (Aisha: yeah)

Kareem: They are related, yeah

Supervisor: Umm, so wonder when we, we’re talking about the practical bits, so while the GP might talk about the signs of (Aisha: mm) mental health but they don’t know anything about my faith 

Aisha and Kareem: Yeah

Supervisor: and they might not even ask me about it 

Kareem: Yeah

Supervisor: or, I dunno say something that you know that helps with that 

Kareem: Yeah

Supervisor: Or it might come the, ts-erm, my church and he doesn’t know anything about that side (laughter) so that-the

Kareem: yeah 

Aisha: Yeah

Supervisor: It’s kind of we are in this, this sort of extreme and trying to find (Kareem: so) something or (Kareem: so) someone- 

Kareem: (overlapping supervisor) how, how do marry the two isn’t it

Aisha: Yeah

Kareem: and put them together, yeah

Supervisor: Yeah, to have some sort of middle way (researcher: mm) that (Aisha: I think) kind of helps to breach those bits (researcher: yeah) together

Kareem: Yeah

Aisha: I think imperatively it’s just psychology needs to take that step, m-for-shift forward, like I was talking, I was (Supervisor: mm) in like, I was umm, I had this work experience thing where we had to, where I helped with like research and like they were mentioning how they literally cannot publish research unless it’s compared to like a euro-Eurocentric umm sample as well, like (Supervisor: mm) I think umm they were doing this comparative study on like Chinese kids and their boarding school and they literally couldn’t publish that data unless it was backed up with like euro, with a with a eu-eu, a-a eu-european based sample, sample and subsequently like that speaks volumes like, how on earth, li-like er-a lot of the understandings, the fundamental understandings of psychology might not even be realistic, com-in like comparison to the rest of the world cos it’s so heavily based on one part of the world (Supervisor: yeah) and it’s, and like subsequently like treatments, as well don’t work effectively (Supervisor: mhm) in other parts of the world, and I think th-I think rather than it like or-it’s upsetting because it leaves umm vulnerable people like the BME community at risk, but like psychology in terms of the research, in terms of the field, that needs to imperatively move that way because (Supervisor: mm) before we have an idea, because it’s like, otherwise we’re just shoving e-eurocentric, umm understandings which may not even be applicable to us because like our makeup, our gen, our genetic er-uh like er-uh our genetic makeup, our biology’s completely different from a biol-bio-psychol, bio-psychological perspective, and from a soc-social (Supervisor: mm) perspective, the way we understand the world is completely different as well, so therefore you need, it’s ve-more than anything it’s imperative for us to (Supervisor: mm) move forward that way (Supervisor: mm) before we even bring it to like this level, do you know what I mean

Supervisor: So maybe the way forward is to like, you guys were suggesting to have, like people like yourself 

Kareem: Yeah

Supervisor: That you already have those links with

Jawad: Yeah

Supervisor: the community, perhaps you have someone from us, like from my university or something like that as an example to kind of help 

Kareem: Yeah

Supervisor: making those preaches in a way, or if we think how to do that

Researcher: mhm 

Supervisor: um with the community 

Kareem: Cos with our culture at the moment, straight away something goes wrong (Supervisor: yeah) maybe he’s possessed, let’s get an (Aisha: yeah!) let’s start doing an exorcism 

Aisha: straight away, straight away

Kareem: exorcism or something (laughing) you know that’s the first thing they think about (Supervisor: yeah) unnatural things you know (Supervisor: mmm) er before we look at you know, mental health 

Researcher: the actual 

Researcher and supervisor: yeah 

Kareem: yeah 

Researcher: That’s one of the biggest things I would say 

Kareem: yes

Researcher: instead of actually acknowledging what it is, it’s

Kareem: that they’ve been, that somebody’s done (researcher: yeah) some sort of, curse on them (Aisha: yeah) or something like that

Alinah: Black magic (Supervisor: mm?) black magic

Kareem: yeah, black magic

Supervisor: black magic, I see

Aisha: also I think another huge thing is like, obviously like the mental health awareness isn’t there but the contributors to that awareness is, like there’s so many factors that pressurise people into those, mental illnesses in the first place, like the pressure to do ac- well, good academically is insane, the pressure to like, e-u-there’s an emphasis on like a-like umm stem related subjects, like if you’re, if you dissuade from that, i-its seen as shame, like there’s always like a pressure right (Researcher: yeah) cos like especially when it comes to like from cultural perspective it’s all about reputation and honour and if you dissuade from that you’re, like e-e-everyone will come down on you, do you know what I mean like, umm from a religious point of-not from a rel-from a cultural point of view like if someone like messes up once , from religious point of view you-you’re forgiven by god, like inevitably but from a cultural point of view that sticks with you forever, you’ll be haunted by it and literally like, i-it, like literally, whatever you do, wherever you go, like especially if you’re surrounded by the Muslim community, you’ll be out casted and like (Supervisor: mm) that, the mental pressure (inaudible as Kareem jumps in)

Kareem: I don’t, I don’t think that’s just restricted to the Muslim community though 

Aisha: no, no, no, yeah  

Kareem: (overlapping Aisha) that would be very unfair to say that 

Aisha: (jumping back in) but more-more, it’s more so

Kareem: I think it’s more cultural than religious (Aisha: yeah, yeah; Supervisor: yeah) that’s more cul-cultural than religious (Researcher: yeah; Aisha: yeah, yeah) because it happens in certain countries and not everywhere so (Aisha: yeah, yeah) to say, to generalise it as Muslims, that’s very unfair 

Aisha: yeah, yeah, no I agree

Researcher: we were saying (referring to supervisor) we were talking about the difference between culture and religion

Aisha: (Same time as researcher) religion

Kareem: (Same time as researcher and Aisha) yeah 

Aisha: yeah, yeah 

Researcher: tryna define that 

Aisha: I’m, that’s what I’m tryna go on (Researcher: yeah) like from a religious perspective it’s fine, but like from a cultural point of view people get tabooed really easily because of these, something

Supervisor: mm

Kareem: I mean there’s family honour and th-things like that (Aisha: yeah yeah; Supervisor: yeah) you hear about honour killings and all that (Aisha: yeah!) but it’s noth-it’s not religious at all (Aisha: Of course! Of course! We need to-) yes, it might be done in the name of religion, but (while laughing) it’s not religious at all

Aisha: (overlapping Kareem) religious at all, and I think e-e-again awareness

Kareem: it’s just, ignorance and eer people (Aisha: yeah!) can do whatever they want (Aisha: yeah, yeah) and justifying It, by saying religion 

Researcher and supervisor: mhm

Aisha: yeah and I think aware an awareness needs be brought about that as well, cos we need to remind people that, we need to shift that fo-that cultural focus on honour, to the back to the religion cos oh-often by people they’ll mix up that umm the-the core understandings of religion (Researcher: yeah) as part of that culture, do you know what I mean? Like they’ll be like oh I went to a, like so fundamentals of re-, like not even fund-like expressions of religion, so hijab, I wa-wanna wear hijab (Researcher: mmm) because my parents want me to wear hijab, rather than, oh I want to wear it be-as a symbol of my faith, like uhh-umm (Researcher: mmm) and like simple struggles like that, like it’ll get, yeah, stuff like, I’m really sorry (Researcher: No it’s ok; Supervisor: it’s fine; Researcher: carry on) yes, so, eerr-like er-that umm yeah, you’ll find that reputation proceeds the initial beliefs of the religion itself and like (Kareem leaves room for phone call) first of all instilling that understanding that difference between culture and religion is like our main like imperative (Supervisor: mm) goal right now (Supervisor: mm) or should be one of them 

Jawad: I’d say, like in terms of reconciling between religion and people, professionals like GP’s, I think that people of faith need to be the ones pioneering that, so like (Supervisor: for-from faith) Muslim GP’s for example, they should be the ones who are coming forward and speaking up, because they’ll be, they’ll be recognised in that field 

Supervisor: I see (Researcher: mm) yeah, mmm, and one more, it’s just because umm at some point you, (referring to Aisha) you were mentioning the, some of the mental health issues and err so we’ve, we know that there’s hard-there’s no (Aisha: mm) report or anything that says you know what are the mental health issues, challenges in the community, so out-just out of perception what are the type of things you notice from, you know, like from a mental health, err I don’t wanna use the word disorder (Aisha: yeah) but mental health challenges or issues that you notice most

Aisha: So like, like the types of (Supervisor: you said self-harm, yeah) yeah, so it’s types of like problems or like (Supervisor: yeah problems) the types of contributors to those (Supervisor: problems, yeah) problems oh may-for me on a, for my experience self-harm (Supervisor: self-harm) s-s-for- me su-suicidal i-ideation, like the number of people I have to talk to like (Supervisor: mm) on, oh, yeah on a regular basis about stuff like that (Supervisor: yeah) because it’s like umm, no one else would e-like validate what their feeling and it’ll be, I’tll-it’ll, cos people always take it back to omg like, imagine what life would be like without you, and of course like those are very valid and that time you don’t know what else to say but it’s like when someone’s going through that, um and someone’s in that point, saying stuff like that, it doesn’t help, and I think people don’t (Supervisor: mm) understand (Supervisor: mm) that, and like cos uh-umm yeah, like-e-se-seeking help, when I needed to seek help, umm I remember going through the whole process and like, n-cos I was struggling with the Muslim therapist, god knows how they trained him cos it was like first th-thing in was like oh yeah, like you felt like that did you not know like you’re going to hell afterwards, it’s like mate I’m not here for you like, I’m here for you and literally and the thing is (Researcher: I’m not here for a religious perspective) yeah, no, yeah like, yeah again if I wanted that, I’d come here, do you know what I mean? (Supervisor: yeah) and it’s-it’s like umm yeah main two from, i-it’s, at times it’s not even like umm anxiety and depression, it doesn’t, It goes there but they don’t get it diagnosed, at first it’s like self-harm (Supervisor: self-harm, mmm) and stuff like that, umm, yeah I think 

Supervisor: and its young people? Or young adults?

Aisha: young people, more than, yeah, I used to se- I used to be, I was from London originally right (Supervisor: yeah) and I used to go to an all girl’s school there, so like in terms of understanding, like the scale of mental health problems there was like absolute-I remember I think, in my class there was about 20 of us and I knew-I knew about f-about 7 people who were self-harming then, and umm, a-and then I knew about like 3 others who were like going through like suicidal ideation and it’s like, I think those are the main, (Supervisor: that you are noticing) main problems i-I’m noticing personally (Supervisor: ok) and then anxiety is also umm, I’m starting to see like (Supervisor: anxiety) i-it getting bigger, and the thing is half the people who are sho-showing symptoms, like you’re encouraging (Supervisor: mm) them to go and get help but they will not go get help (researcher: yeah) cos they are afraid of that label that comes along side it afterwards (Supervisor: mm)

Jawad: I think there’s so much to be honest, like depression, uh anxiety but also like, things like umm, personality disorders, bipolar, these kinda things like (Supervisor: mm) they get looked over because people think it’s like, possession and whatever (Supervisor: I see) but actually it exists a lot in our community 

Aisha:  yeah, schizophrenia-schizophrenia is like people would think schizophrenics are possessed by spirits do you know what I mean (Supervisor: mm) and straight away they’ll like, they’ll umm, they’ll shove all these like umm, like sh-imams on them and shove all this water on them and tie them down and all this, when simply it’s just like, they just need the right type of help (Supervisor: mm) which maybe, do you know what, who knows, maybe it might be like the-because of the help out there isn’t relevant to them, it’s why it might not be working efficiently (Supervisor: yeah) who knows, but at least we should like try, do you know what I mean and the thing is because those things aren’t even, f-considered like a biological, I think what the notion is like, when it comes to mental health illnesses, they’re not considered illnesses, they’re considered like (Kareem comes back into the room) woo, thoughts, I’m really sorry I’m really bad at expressing myself (Researcher and supervisor: no its ok) umm yeah, umm because they’re considered like thoughts, they’re not considered illnesses themselves, uhh no one wants to, try and educate themselves about it, umm, and subsequently like because no one wants to talk about it, i-it doesn’t, like, you’ll find, you’ll find like people will talk about, they’ll send you like all these like whatsapp messages about like if you like mi-microwave plastic you’re gonna get cancer but like when it comes to like mental health, like pressures relating to mental health, even though everyone’s doing it, everyone’s p-ap-apply those pressures and like increasing those e-chances of developing more pe-people with mental hel-health illnesses, umm, umm there’ll be nothing done because no one’s aware of it (Researcher: mmm)

Supervisor: mmm (updating Kareem on what he missed) we were just, I was just asking about what sort of mental health sh-issues you’ve noticed in the community, most you know, so-the-we’ve been saying (inaudible) self-harm

Kareem: self-harm

Supervisor: suicide and depression and things like that

Kareem: self-harm, I used to see that a lot in the prison actually (Supervisor: mm) not just with in the Asian community but through out (Aisha: yeah; Supervisor: in general) yeah but, I think that was just umm a coping mechanism (Supervisor: yeah, Researcher: mmm) or some used to use it for attention (Aisha: mm) just to get their way around the system (Supervisor: mm) it didn’t work (Researcher: yes of course) but everybody still attempted (Researcher and supervisor: mm) I think, one of the biggest factor, one of the biggest umm, disorder that’s there but it’s not addressed is dementia (Aisha: mm) (Supervisor: dementia) especially amongst the o-old-older generation and I mean, they come, somebody will come to and say something today (Jawad: yeah) come back the next day and say the Same thing (Researcher: mm) th-then I’ll be, you just already asked me this, they’re like, oh did I (Researcher: mm) oh I forgot, oh I didn’t know, oh was it me, are you sure, things like that, so I think dementia is a big uhh big one but umm it-we just see it to be as something like oh he’s gone old now he doesn’t understand (Researcher and Aisha: yeaah) and we just brush it off like that but actually no there is a underlining fa-factor there, but it’s not addressed (Supervisor: mm)

Researcher: yeah, anything else anybody (inaudible) anybody else like to add anymore to that? (pause for response) nothing else yeah? Ok, so if that all we’ll be done then. Umm so I just, need to end that then with just saying thank you, for taking part and that you know, I will be giving you a debrief form just to clarify everything again, of what’s gonna happen with your information and umm you know that it’s been recorded and anything that identifies you will be deleted within 24 hours and I will transcribe that with fake names and then just to say as well the data may be used in presentations and publications but obviously you will be anonymised at any time umm and if you do need to contact for anything , even if you just want further information on how the study’s going, feel free to email me about that then, ok? cool
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Researcher: Umm, so just to say my names Sultana, I’m just currently studying my masters in Social and Health Psychology. Um were just here as part of my dissertation, to discuss your views on how you make sense of uhh dealing with mental health within Asian Muslim communities. Um to remind you all, the focus group discussion will be audio recoded and you are free to stop the focus group at any time. Any information that you provide will be transcribed within 24 hours providing you with fake names but will be kept confidential and the focus group should take roughly between 45-60 minutes if that ok with all of you? 

Amina: Mhm yeah

(Everyone nods for confirmation)

Researcher: Ok, um just to start off with can we just go around to introduce ourselves and tell us a bit about your job role

Amina: Hah ok, (while laughing) Sultanas looking at me 

Everyone introduces themselves…

Researcher: (laughter) um so, just when answering questions, I would like all to just think about your experiences and views of working with mental health, umm, from the research conducted it is understood that UK clinicians and practitioners are unaware of peoples cultural or religious interpretations around mental health, so then, which causes poor mental health, for them to not find the correct treatment for them. Umm so in relation to your job role with working with ethnic minorities, what is your understanding of dealing with mental health within this community?

Nuha: Umm I mean I would say that’s fair that they don’t understand, there’s no like cultural sensitivity (Researcher: yeah) um, so the families that I can work with from the middle east, I can work with people that are from Asia, do you know what I mean (Researcher: mm) so for me I’ve had a bit of, bit of experience working with people from all over, umm, and (pause) I think people just think, it’s a language barrier that’s what they put it down to, I think that’s cos it’s the easier option, but if you’ve grown up (pause) in a (pause) family, if you start with a family that doesn’t recognise mental health (Researcher: yeah) you would not recognise that in yourself (Researcher: mm) umm, so they think, oh it goes from, you know it’s, it’s just they don’t understand do we need to get someone to interpret, umm you know I’ve got people that are, obviously effected by mental health issues and because they go to a meeting and they say the right things for that meeting, they don’t get the help that they need then (Researcher: yeah) because it’s just, you know, oh well they answered the questions correctly (Researcher: yeah) but I co-anyone could go into a situation and just answer questions correctly (Researcher: yeah) umm, you’re not seeing that person in their day to day, you’re not seeing that person when they’re at their most vulnerable (Researcher: mm) so, y-you know putting this thing that it’s just, it’s just language or people have misunderstood or things like that it’s just, it’s, it’s not enough, umm how to combat, I don’t know because no matter how many times that you provide training for an organisations let’s say, people’s, errm, employee numbers change all the time don’t they (Researcher: yeah) volunteers change all the time, so unless your bringing someone into train everybody in your team and yourself all the time and you’re keeping up to date with all the new changes and things like that then, umm, people aren’t going to th-fall, fall, thro-through the net, because people aren’t going to be aware of what they need to look out for (Researcher: yeah) like the Syrian resettlement programme now umm, god that’s, how longs that been going on for now?

Amina: Just over 3 and a half years

Nuha: 3 and a half years, so beforehand, umm, uh well it’s aimed specifically at Syrians isn’t it right, so beforehand, any other refugees and things like that, people, cos we did a focus group here, people were saying we weren’t, list-it’s not like we’re seen, we’re not listened to (Researcher: mm) experiences that we had, like the things that their suffering, like the PTSD and everything like that (Researcher: yeah) their suffering was not acknowledged and then, a projects been created specifically for a certain group of people (Researcher: yeah) and then the other people are still saying it’s even worse now cos it’s like these people are trained to notice things that are going on with us (Researcher: mm) but because we don’t fit that criteria we’re still, missed out (Researcher: yeah) so that’s what, that was brought up in one of the focus groups that we did, which is because they don’t, they’re not Syrian or they’re not coming through that home office route, that they’re (Researcher: mm) sort of not ack-not acknowledged (Researcher: yeah) so they go to appointments saying I’ve you know, this is the journey I had to get to Britain, this is what’s affected me, I can’t sleep, I can’t eat (Researcher: mm) constantly worrying, you know they’ve put me in a house umm, I think, you know we’ve got people that are saying that they are younger than 18, but the home office is declaring that they are older, you know they’re put in a house with, umm you know could be up to six, six different men (Researcher: mm) all got their rooms and everything like that, but that persons saying that I’m a child and I’m really scared being in that house (Researcher: yeah) it’s not been taken, on board 

Amina: For me umm, it’s a two, umm, way thing, umm so first from the point of view of the clients that I support (Researcher: yeah) umm, there is a stigma attached to mental health for sure, umm I mean I’ve been dealing with a case quite recently and umm, you explain to them what it is and they’re still quite reluctant, and the first thing this particular client actually said, I’m not crazy (Researcher: mm) but nobody suggested you was crazy, it was more like you know, umm obviously there is an issue and people are there to help you and support you, give you advice, umm nobody’s suggesting otherwise (Researcher: yeah) but that persons perception was, I’m not crazy so he was reluctant to get the help, umm and even though we multi-a-umm-agencied umm meetings and stuff like that umm to be honest, the threshold to get that help is quite high, so it took me a phone call to a police first because obviously there was, attached to the mental health there was also physical violence (Researcher: yeah) that needed to be addressed, so there was police involved and the GP was reluctant to come do a house visit, this person is not going to them so the only other way was the GP to come to their house and at least make an assessment but the GP wasn’t prepared to do that, so, but I co-obviously could not leave it at that just cos the GP said they’re not coming (Researcher: yeah) I couldn’t leave it at that, so I, then I had to umm liaise with other organisation and finally they managed to get through to umm social services, there’s a hub in civic centre, spoke to a senior practitioner there and again, it’s a slow moving wheel, I was more concerned about getting immediate support (Researcher: yeah) whereas they wanted to know the ins and out (Researcher: yeah) and ok we’ll get back to you and th-days pass, I think they didn’t realise wha-the pressure I was under as a worker (Researcher: yeah) because I know this client very well and I know this is out of character for him, whatever was happening, so, umm, in the end, umm all they turned around back saying is, well if there’s no immediate threat and he doesn’t want to go, there’s not much you can do (Researcher: yeah) so I had to then work with the client to really gain the trust and finally, umm with the wife on board, umm we managed to get him assessed at umm, in Gorseinon and again even they turned around and said there’s not much we can do if he doesn’t want the support (Researcher: yeah) umm, so obviously, you know he doesn’t want the support, doesn’t mean he doesn’t need the support (Researcher: yeah) he obviously needed the support, umm so yeah we’re still, umm dealing with the aftermath of it even now so, umm, so that’s the first thing I wanted to say for myself (Researcher: yeah) that obviously there’s a stigma attached and clients themselves, umm, may not go forward, seeking that help because they’ve got preconceived ideas (Researcher: mm) umm on the other hand with the, umm, organisation themselves, umm, for example, I think we were talking about mind earlier (Researcher: yeah) again I wanted to support, another one of my client is going through umm mental health issues but it was the wife I was more concerned about (Researcher: yeah) because obviously she’s having to deal with the family, you know everything else that goes on, umm in a person’s life, umm he’s fine he’s getting the professional umm, support, but it was her that I was thinking about more and so I got the, one of the support workers to make a referral and their working through the, umm, err, she spoke to the client and with her consent obviously it’s moving through the referral, umm, uh system, so that was a good positive thing (Layla: yeah) she acknowledged that she needed support (Layla: yeah) umm so it was nice that we got her on board and they, now good to be, speaking to the organisations (Researcher: mm) so this is, really you know what’s been my experience (Researcher: yeah) but you know normally people just from my, in my project people don’t want to acknowledge even though they’ve gone through PTSD, they don’t want to acknowledge that, they say, we’re fine if we need to, we’ll come but to be honest, I, I haven’t had anybody come to me and said to me I need that support, it’s us then, you know really working with them and um sometime, not pushing the idea but just giving them that extra reassurance (Researcher: yeah) at the end of the day it’s their choice you know, so yeah that’s my two sense 

Layla: With my clients umm, like three, four of them acknowledge that they want help, but they want immediate help like, when they go to the doctor, they just want to get healed after few days (Researcher: yeah) you know just, when the doctor gave them exercises to do, thing like that, they don’t, I see it takes time to go to the doctor (Researcher: yeah) after referring and then they expected to be healed like when the doctor ask them qu-some questions, they don’t re- they don’t really engage with the doctor you know (Researcher: yeah) it’s like they just want it, ok I want solution for my problem, I want to sleep like (Researcher: yeah) like this, and err, I, I think the reason maybe err because they don’t really know a lot about the mental health uhh knowledge (Researcher: yeah) in general, which made them uhh even if they acknowledge they need help, but just they want it to be as quick as possible 

Amina: Solution 

Layla: Yeah, they just yeah 

Nuha: Nah I mean, tha-that is, it’s, that’s one of the things that it-it happens a lot, which is, whatever they, whatever country they’ve come from, if they were able to go to the doctors, I can think of at least five people now that fit this, this story umm they’ve been told in their country that it’s something that can get cured (Researcher: yeah) so when they come here and say they wanna take part and things like that, so they wanna engage with the services and stuff like that, when that doctor then says it’s a lifelong thing it’s medication for, for life (Researcher: yeah) it’s, umm looking after yourself and making sure you don’t do this and don’t do that and keep, you know, having a support to make sure you’re not slipping that kinda thing, all those people hearing is, umm, that, well hearing something that they don’t want to hear (Researcher: yeah) they just wanna hear, take this for two days and you’ll be fine (Researcher: yeah) (Layla: mhm) that’s cos, cos that’s what they’ve been brought up on, um and that’s their experience from their home countries and stuff so I get why people get frustrated cos the process is so long as well (Researcher: yeah) so if you do finally get someone wants to ga-engage, they could be waiting on the referral list to see the community health team or um a psychiatrist think (Researcher: yeah) you know to get counselling, um, medication, they tell you, you have to take it for at least 2 months before you see any improvement (Researcher: mm) umm and even then…

Amina: If, if they’re taking their medication 

Nuha: It’s, it’s like, oh we’re going to up the dosage, we’re going to lower the dosage, we’re going to try you on a different brand (Researcher: yeah) so two months is still not a guarantee, but because, because of those things, that’s why people are getting frustrated (Researcher: mm) and then, they’re frustration because, in, in some cases they become aggressive (Researcher: yeah) and they completely close down and they withdraw completely (Researcher: mm) and then you’ve got professionals that are saying, oh well, if they don’t, if they’re not gonna bother (Researcher: yeah, yeah) that they can’t see it from their point of view, umm…

Researcher: That they’re from…

Nuha: You know we’ve all got targets and (Researcher: yeah) things like that to hit and stuff like that but that, that human element has been lost I think 

Amina: Yes, totally…

Nuha: Which is, I get the NHS hasn’t really put a lot of money into mental health services umm and if somebody does, fall through the gaps or whatever like that, umm, there needs to be some sort of service that is there checking on those people (Researcher: yeah) because we lose, as a charity we’re losing funding everyday (Researcher: yeah) do you know what I mean, we’re not…

Amina: We’re the front line service (Nuha: Yeah) so when you said about human element we’re the ones who really see it (Researcher: mhm) day in day out, it’s ok for them to say, oh ok we’ll get back and maybe not get back in touch like three days (Layla: yeah) but you’re a support worker, you have their intre-the clients interest, the best interest, and so it’s quiet frustrating as a worker just to sit there on the side line, knowing that this person needs the help but just because that client isn’t going to them, it-it you know 

Nuha: You wouldn’t really, I mean I wouldn’t refer someone who didn’t need to be referred… (Researcher: yeah)
Amina: I wouldn’t either…

Nuha: I wouldn’t… 

Amina: Who wants to go through that?

Nuha: Yeah

Amina: (talking at the same time as Nuha) we haven’t got the time and energy…

(inaudible)

Nuha: (talking at the same time as Amina) who would put a family through…

Amina: (talking at the same time as Nuha) through that unnecessarily

Nuha: (talking at the same time as Amina) and something unnecessary, I wouldn’t even for my own time as well (researcher: mm) put myself through that, you, you know what I mean, you just wouldn’t do it (Amina: absolutely) so when you meet a professional that is saying, nah there’s nothing we could do (Researcher: yeah) umm it’s really, really frustrating for you to be able to co-properly support your clients (Researcher and Amina: yeah)

Layla: And I think the problem with the culture because they don’t admit that they need help, and once they said I need help, this mean that they are really need the help (Researcher: yeah) and they expect it to be quick (Researcher: yeah) but

Amina: Expectations

Layla: Yeah and then because they feel, they want to speak with anyone to help them or they feel really upset or disappointed or might be wanted to suicide or something like that, so it’s really um, a big concern (Researcher: yeah) but when they got to their system, which is the monthly (word inaudible) umm, it’s not helpf-helping them (Researcher: yeah) to overcome the problem and this make them lose the confidence in the system, in this, in this umm service and think that it’s not reliable and that it’s not helping them and they might sear- you know search another way to help themself (Researcher: yeah) uh get, uh, you know some anger out by being aggressive, being, so they think that this service is not helping them (Researcher: yeah)

Zain: And uhh the community that w-we are from and that we work with and obviously like what Layla said the culture play a big part, how we deal with our mental health, even the clients and obviously in like uh mainstream community in uh Wales or UK, it’s, it wasn’t so long ago mental health was a taboo for them as well (Researcher: yeah) only recently it’s been bit more open, discuss, discuss more openly (Researcher: yeah) it was a, it was a taboo, a taboo amongst them as well, so, tab-being, mental health being taboo is not a new thing, but the support mechanism within the community differs, whereas in UK mainstream community, uhh the network of support amongst the community or families may be not as strong as ethnic minorities, majority of ethnic minority communities, from the culture we’re from, for example, bereavement, you know like when someone dies within the community that family will have support from members of the community regardless if they’re close to them or not, some form of uh, some form of contact or, or support like, bri-taking them food or checking on them or so and something, or doing something for them for maybe month, two month, three month and hopefully that, what it does then, brings them back to reality, get over the bereavement, get over the situation they’re in and come back to normality and things like that I think it prevents a lot of mental health (Researcher: mm) and then again you know the cliental that we deal with, mental health obviously di-seen differently in other parts of the world, and back there they have dealt with it through culture and faith, faith is very very important so some of us and the clients that we work with, for example if you take the words sabr (Researcher: mm) if you break that word sabr and break it down to the meaning of it and get that understanding to someone else, what it means and how to deal with situation they’re in, you realise, that’s a remedy (Researcher: yeah) for, and, and se-prevention towards mental health, if somebody understands it, but over here it’s not easy to access that kind of uh uh mentoring or counselling through, uh from a cu-uh-cul-uh from faith or cultural background (Researcher: yeah) whereas back home or other parts of the world it’s easy, accessible, somebody will always remind you, abou-of this, an-and th-they’ll explain to you and they’ll help you overcome the situation, so over here, obviously you know like uuh-and uh mainstream cu-mainstream uh providers when it comes to mental health, obviously lack of knowledge plays a part and another thing is that, you can’t just go through a day training or two day trainings and understand it, no you can’t (Researcher: mm) there’s a whole element of faith and culture behind it haha (Researcher: yeah) dealing with mental health (Researcher: mhm) you know you can’t just go to a day training, it’s, it’s about finding the right people to do it, d-do, uhh provide the support they needed

Amina: Yeah representatives

Zain: Yeah 

Amina: Representations

Zain: So you need the right people (Amina: right) it’s just that, you ca-you just can’t have the one of the best counsellors going to a day training and uh for them to come around and say yeah I understand everything Muslim faith or Asian cultures, no (Researcher: mm) it doesn’t work like that, you’re talking about some, y-you know a culture which been there maybe longer than the British culture (Researcher: yeah) haha do you know what I mean (Researcher: yeah) so it’s, you can’t just go to a day training and expect to understand it but, but what mental health, health could do, to understand how to deal with mental health amongst Asian or Muslim community it’s to look at other problems how it’s been dealt with (Researcher: mhm) for example drug, which does play a big part in mental health and uhh paranoia and all this other illnesses you know, so for example, there are organisations, in the bigger city, how they deal with uh substance mi-misuse users in a cult-culturally (Amina: sensitive)  or faith appropriate way (Researcher: mhm) and which is the result, is humongously amazing (Researcher: yeah) compared to mainstream ser-uhh drug providers, they, this, th-the result is waaay, outscales it (Researcher: yeah) you know it’s, it’s a big success there, but I, I do remember hearing a number of years ago up in Yorkshire somewhere, where one of the, one of the NHS in Yorkshire, obviously Yorkshire is a big area, so I don’t know which part of Yorkshire they took on board like uh faith based mental health support or something like that, so where they did consult like a Imam or the cultural leaders sort of to understand how they could communicate with the community (Researcher: yeah) and have tha-that element based in it, and another-another thing when it comes to counselling or-for mental health is that, language barrier (Researcher: mm) you know, even though you understand something it-it, like a client them to go in and you know for example now yeah, you know, whereas in the mainstream you ask somebody did you sleep well last night, someone says no im worried, for us, a lot of us it’s normal case so we won’t look at it as, as mental health (Researcher: yeah) so then it meant the person that was questioning me that, they need to break it down for me to understand it culturally, (Researcher: yeah) uh culturally what that question really means to me (Researcher: yeah) I sat in counselling sessions with clients, who have been tortured, who have been y-you know, well they had to be, relocated from other parts of the world for, for those reasons and the, the way they were asked the questions, well that wasn’t appropriate for that client at all (Researcher: yeah) so how could you scratch the surface of it, to understand if that person has mental health or not (Researcher: yeah) in some way the question that has been asked, needs to be reflected on as well, so I think you know we-we still got  long way to go but (pause) things like you know seen other serv-service uh providers within ethnic minority communities, culturally appropriately which is working, use that and understand that and then build a model (Researcher: yeah) like, like the work that we’re doing, like for example, cliental that we’re uhh dealing with, PTSD and uh, it straight away doesn’t affect but for the clients that are dealing with it in rural areas it is affecting them (Researcher: mm) cos they don’t have that community mechanism, like in Swansea yes there is a sense of community, but in, I, in rural parts of Wales there is no sense of community (Researcher: mm) you’re in the middle of nowhere and the nearest neighbour is the sheep (Researcher: yeah) see then if you… 

Amina: That plays in their client’s mind

Zain: Do, do you know what I mean, so if, so like they don’t have anyone uh to talk to even from similar culture or language to talk to, to discuss about what they’re feeling or thinking, what they’re going through, so, it, it is quite difficult and then again NHS I don’t think so, are they prepared yet haha (Researcher: yeah) to deal with this problem, I don’t think so they’re prepared yet

Layla: I, I think when someone ask for a service they need it now really (Researcher: yeah) because they need it at least after one week they can’t wait for three or four months (Researcher: yeah) err, especially for people who experience mental health problem, I mean, uhh, difficulties or something like that so need to speak to, to understand the, the problem am not speak about the people who have a like a disease you know (Researcher: yeah) it’s like a mental health disease, so those, those people who I mean they need a proper help and it, they might wait because it’s this uhh, it’s, it’s exists, I mean that, it will not going away but I mean when someone have a severe stress or they feel helpless, they need a help after one or two weeks maximum (Researcher: mm) they can’t wait for months

Amina: Umm, I’m just thinking umm you know with all things, umm when you see representations, so for example in the mainstream, umm, organisations, how many mental health specialists do you see working there (Researcher: mm) so it’s about seeing people there, umm, normalising it, so if somebody sees say for example someone from a BME background, it sort of normalises mental health (Researcher: yeah) so this is also what’s lacking, umm it’s like with umm, err, I’m, I don’t know if it’s the, umm, umm, you know good example to use but when I went to university, I was the only black face in the entire geography department in that you know (Researcher: mm) and I felt quite isolated, you know, umm, I still to this day quite remember the feeling and now if you walk into the geography department you will see lots of people from BME background, so it’s all about, umm cos obviously when people go, they’ll more see it and they aspire to the same, umm, ideas, so it’s a bit like that with mental health, I believe that mainstream organisations, if they had people, or so, from different backgrounds representing then, the community that (word inaudible) will see (Researcher: yeah) that it sort of normalises it, that there’s no, you know shame or anything and if the baggage that they have, the preconceived ideas, they can access the services but even myself, I don’t know many mental health specialists in Swansea from a BME background (Researcher: yeah) so 

Nuha: It could go the other way though 

Amina: Yes, because, it might prevent them going, because they think omg this person might come back to the community and say things, that’s always a fear even with GP’s there’s always that fear, umm, well that’s something obviously that needs to be overcome (Researcher: mm)

Nuha: No definitely, it’s umm, the, it’s, it’s, I mean it’s, yeah the professionals need and the organisations and NHS, and everybody, they need to catch up (Amina and Researcher: mm) umm, but, if without money, they’re not going to catch up (Researcher: yeah) but the thing is, the number of people that are actually suffering from a mental health issue that number is increasing and the, and the numbers of young people as well, that’s increasing (Researcher: mm) and this, it’s a culture now of everything is like for likes and I’m doing this for the gram and everything like that (Amina: yes) so kids are less likely, you don’t want to be the person, that has something that people can pick on, so, young people are less likely to come forward and say I’ve got an issue, umm (pause) because you don’t, you don’t want to be isolated, you don’t want to be picked on, umm you don’t want people to know the real you, and this , the social media, the people, it’s not real life that they’re (Researcher: yeah) showing, you know, so you know as soon as they tell the truth, which is, this is the real me, they’re going to lose the people that are following them or whatever but that’s, that’s it, services haven’t caught up, we as a cha-we as an organisation haven’t caught up with that either, you, you know it’s, I don’t know how, how to, like you said (referring to Zain) you can’t go training on one for one day (Researcher: mm) and then you’re an expert, umm, so then they just, you know, without adequate training, regular, umm training as well and then actual, a decent amount of funding that’s put behind it, you know services aren’t going to catch up (Researcher: mm)

Amina: But with all things, umm, like for example with education, I mean, what are the universities and colleges doing to attract people into those subject areas, I mean you know, you can’t just have mainstream people providing mainstream solutions, uh, where are the BME people, they should be you know (Researcher: yeah) training for those jobs haha

Zain: And, and you know the taboo bit yeah, and you know like for example, when a patient goes to the do-GP, complains about mental health, one of the first thing they do is prescribe you with anti-depression (Researcher: mhm) well that creates a taboo itself, cos that, you know that ki-does kind of make a patient bit of a zombie (Researcher: mm) do, do you know what I mean, so you know, like well I, I didn’t come here for the tablet mate (Researcher: yeah) I came here to, someone to help me mentally to understand what’s happening in my head, so I could put i-it, in focus and reflect on it and then deal with it, and err support, (Researcher: yeah) some sort of support, so something like that, then again, in you know like in the mainstream community this isn’t just Wales, UK, you know like for example, for uh, for uh PTSD counselling for service men and women returning from war zone, well they don’t have enough of those to deal with them, and then again cliental we deal with and if the same counsellor is dealing with them in the same perspective as dealing the service men and women, well it’s not the same (Researcher: mm) cos that client was shot at, whereas when you’re dealing with service men and women, they, they’re the ones who shot (Nuha: yeah) a bullet, so you, you know the counselling needs to differ, in a lot of, in a lot of background understanding needs to be done about counselling and obviously reflect back, back to different communities and cultures as well (Researcher: mm) it’s not impossible, it, nothings impossible, it is possible, it’s, it’s when the NHS is ready to do it, they will do it (Researcher: yeah) honestly, that, that’s all it takes, yeah funding plays a big part but when they’re ready to do it, it nothings impossible, there are peop-enough people out in the UK who are capable of doing these kid of services, it’s just about you, it’s NHS or the, or the government, saying that, do you know what we need to sort it out, because wa-what is happening now, the mental health as, as some of the colleagues mentioned, is getting to the young people, as gen-because these young people are th-the next generations (Researcher: yeah) third, or the fourth or the fifth and the further generation you go down, the mainstream culture is the British culture (Researcher: yeah) and that’s when things like self-harming, this and suicide will come in, then you realise the suicide will go up amongst ethnic minorities (Researcher: mm) regardless of their Asian culture or Muslim faith they’re from, cos their main culture is the British culture (Researcher: yeah, Amina: mm) then so, so un, until the NHS starts really  playing a part or thinking, or planting a seed how to deal with this in five, ten years time, we will have massive referrals from young people amongst all sorts of ethnic minorities, and uhh suicides and self-harming 

Amina: Yeah in bigger cities its already happening 

Zain: Alre-already happening, so in Wales, you know it’s only a matter of time (Researcher: yeah) it’s, it’s a time bomb waiting to…

Amina: Yeah I have a friend who’s, lives in London and is a social worker, and the stories that I hear, uh, uh amongst the BME community themselves is horrendous

Zain: Their, their like fifth or sixth generations isn’t it, whereas in Swansea we’re looking at the second (Amina: third) to the third (Amina: yeah) uhh, scratching the surface of the fourth (Nuha and Amina: yeah) generation do you know what I mean (Amina: yeah)

Layla: I feel what they do is, is they send the people to the counselling, councillors not to the (word inaudible) and some of them just listen (Researcher: mm) they say, they give them like six or so-six umm sessions and what they do is, with those people, they just listen to them and after ending the sessions that’s it (Researcher: that’s it, yeah) you know even if they say everything or not, and the sessions like 45minutes something like that, which is not umm enough (Researcher: mm) and sometimes they don’t got any solution, I mean after finishing the session that’s it, even if they had the time to offer solution or to help them or not they just listen, listen 

Zain: But uh, uhh

Amina: But don’t you think that is (Nuha: Counselling is that though) that is counselling 

Zain: That is counselling 

Nuha: Counselling is for you to (Amina: Work through your issue) come to the, come to the realisation of what your problem is (Amina: Finding a…) and then you finding (Amina: Strategy) a solution 

Layla: Yeah but there is (Nuha: Yeah, that’s what…) no exercise, it’s not enough, it, here it’s just

Nuha: No six sessions I get that (Amina: Six sessions, yeah) because people have to get comfortable (Researcher: mm) I de-I definitely understand that, I mean…

Layla: Yeah I mean (Nuha: …it’s, it’s a struggle) they don’t go to that, yeah (Nuha: that can, it is…) to the point of

Nuha: I’ve done, I’ve done the training, I’ve done um, some counsel tra-and it is, you don’t, you’re not meant to, cos you don’t want to send someone in the wrong direction (Researcher: yeah) so if you’re prompting and things like that, you are there just to listen (Amina: Yeah) umm, you can ask them open questions so that they can, umm, if they’re quiet or they’ve just stopped talking (Amina: Give them a chance to open up) so that you can just say, remind them that, you know, you’re there to listen

Layla: Well, I think takes time, because when you’re uh, with, um, th-th-th-the different culture, so if you’re with someone who’s um, in like, British culture, you need more time explain what you’re suffering from (Amina: Of course) it’s different cultures (Amina: Of course) when you saying something she, like the counsellors, no this is not true, no it’s true in my culture or this is, this is the way or this is the difference, so you need more time for that (Amina: yeah) and then, at the end there is no solution

Researcher: mm

Nuha: Yeah (Amina: yeah) they shouldn’t be, they should never, a counsellor should never be saying, um, I (Amina: like this is it) don’t agree with that and that’s not true and things like that, they…

Layla: What they say is, they, they challenge? The person? You know?

Nuha: They shouldn’t be challenging (Layla: mhm) it, it, literally, it would be, it should be, um, cos it meant to be safe space (Amina: yeah) you’re meant to go in (Amina: open up) and umm, they really should start off with asking sort of open questions, so that you feel comfortable, so it might be you know, what’s your name, where you from um, you know what do you do, that kind of thing, and they get comfortable and then the person, essentially the plan is that they get comfortable so they will talk about what is been bothering them, umm, because if you, if you advise somebody and then they do that thing and it doesn’t fix the problem (Researcher: mm) then they’re just gonna blame you so (Amina: yeah) that’s why they’re never meant to (Amina: yeah) advise you, never meant to challenge either, challenge in the sense that, you know if someone says, how did that make you feel, that’s one thing but they can’t say, did that make you feel angry, you know but they can, they can (Zain: like a…) sort of (Zain: a patient could say, I, I…) it’s back and forth 

Zain: So the counsellor could ask how, how is that making you feel, they could say, the patient could say, I’m feeling angry, angry, then the counsellor could say what’s making you feel angry (Layla: mhm) do you know what I mean 

(inaudible as everyone talks over each other)

Nuha: There is a challenge in the sense that they, they wanna, they want you to talk, so they might not have to say things like, they might say statements to you, questions to you but they’re not challenge you, they shouldn’t be saying, mm well you-you know I can’t, that can’t made you feel that way (Amina laughs) why did that make you feel that (laughter from everyone) you know (Amina: it can’t) do you know what I mean they can’t do that (Amina: yeah) and they shouldn’t really (Amina: yeah) and if any of your clients come across that you need to make a co-get up there and make a complaint, cos that’s not what a counsellors supposed to be doing  (Amina: no exactly)

Zain: An-no-another important thing you know earlier when I said the word sabr (Researcher: yeah) what it meant, how, how, why is that word so important to certain Asian and especially the Muslim culture, it’s very important for the, uhh, health practitioners to understand that (Researcher: yeah) and another thing for them to understand is the word nasiha (Researcher: mm) nasiha means, uhh guidance, advice (Researcher: yeah) does that make sense (Researcher: yeah) so you know like, from our culture when we going through something like that, we will go to someone we trust, for nasiha, and nasiha is basically we talk to them and they, they feed us back, uhh, information or uh, guide us, uh through Quran and Sunnah (Researcher: mm) you know, how to deal with the situation you’re in, and to understand the situation you’re in and how to overcome the situation we are in and this is where nasiha, sabr all this inter links, and i-is really important for health practitioners to understand that because when you understand something like that, then basically, you don’t have to really on a lot of funding (Researcher: mm) to prescribing drugs and other forms of things, you realise y-you know, y-y-y-you understand that and then remedy is already there (Researcher: mm) and sometimes, a lot of time as to, do, does someone come and just for someone to listen to them (Researcher: yeah) do you know, sometimes, that’s all it takes to somebody to change their view on something, you know but I, I, would sincerely advise you know th-bit more research is done on how it’s dealt with cu-uh-faith, through faith and culture as well (Researcher: yeah) 

Nuha: No, I-d-i-d, I just, I’m going to go to a different point now which is (Researcher: yeah) I just checked on my phone, so they’re tryna make it so it’s, umm, everyone could talk about it, it’s not a taboo anymore (Researcher: yeah) so it doesn’t matter from BME or you know, umm, you know you’re White Welsh or anything like that, it should be for everybody to talk about, so they’ve got that every mind matters now (Researcher: yeah) it’s going around, but if you try and go on the re-to get resources for that, which is what I tried to do, it’s only for Public Health England (Researcher: yeah) so (Researcher: there’s no-) it, it you know we had, umm, world mental health day, so I don’t know if you notice when you come in, when you come in behind reception there’s umm, so there’s leaflets, so it’s talking about self-harm, so the kids know they can go and read those things and then if they want to speak to somebody about it, they can, if not there’s sort of information there, then on the right hand side we’ve got some, um, like the five things about wellbeing and things, the things people can do just to improve your wellbeing (Researcher: mhm) so we’ve got those but then as an organisation if you’ve got no access to the latest, umm (Amina: material) mat-yeah, material, the latest resources, it doesn’t really make sense (Researcher: yeah) how’re you suppose to help someone (Researcher: yeah) you know how, an-and training again as well, if it’s not on offer, umm, we, I think there was two of us from here, yeah ‘colleague’ and myself, we went on the training, umm which was called mental health at work, um, so how to deal with, you know, maybe if your  colleagues having an issue or one of your clients at work, something happens, wha-what you-you can and can’t do, but, you know, training and things like that if, if it’s, I mean I can’t remember how much, how expensive it was, but if it’s, sort of not within an organisations reach (Researcher: yeah) you’ve just cancelled them out totally (Researcher: yeah) I mean with, you know thankful for the fact that we’re the type of, um, organisation that umm, it promotes all the staff going on training (Researcher: yeah) it might be not something in your field, but you know the powers of that, we will never say no to training (Researcher: mm) the more training we go on the better init Amina? (Amina: yeah yeah) umm (Amina: as, as an organisation they’re very…) but smaller (Amina: …big on that) umm, smaller organisations they’ve already been sort of put to the back cos they’ve just been cut off because they just can afford it anyway (Researcher: mm) so this thing about umm, the NHS not being able to pick up people, it is, like you said (referring to Amina) it is us that then it falls on to but then (Amina: frontline service) if, if those organisations can’t pick it up cos they don’t have the experience (Researcher: yeah) where do people go? And we’ve already failed (Researcher: mm) that person, um, it-it’s just, it’s just, I don’t know, for me we have sometimes, isn’t it, people coming from England, umm moving to Wales and then they become our clients and things like that (Researcher: yeah) they will tell you they can se- they will tell you the difference, um in services and things like that, so you’ve got people that have had mental health and they’ve, you know I can think of one person now which is, umm, they lived in, I think it was Birmingham, umm, and their child was getting all the help within Birmingham and (Researcher: yeah) all the appointments were in Birmingham, umm, the school was very, very supportive if the child needs to go and see the umm psychiatrists and things like that, very, very supportive, they’ve come to Wales umm and the closest place for them to be put into a unit is Bridgend, and then we then now are not in the same health board as Bridgend (Researcher and Amina: yeah) and I don’t even know how that, what’s happened with that (Amina: how it works) so do people still get referred and go to CAMHS and then they end up in Bridgend for the kids unit or do they not, no one’s really explained that, whoever you ring you can’t even get like confirmation (Researcher: yeah) whatsoever, um, so for them, they’ve come from a place where (Amina: were getting the services) they were getting the support they were open to getting the support because it’s not such a stigma up in Birmingham I guess (Amina: yeah they were engaging) (Researcher: yeah) that, that’s their wording, they said it wasn’t, something to be, hiding, up there, because they didn’t need to (Researcher: mm) but said they’ve come to Swansea and Swansea’s very much like (changes voice) ooh, what’s wrong with your child (laughter from everyone) you know, and then, so they then obviously, they’ve got their guard up (Researcher: yeah) umm, and they’ve gone to services, so they’ve got their guard up with the community because they don’t want to talk about it (Researcher: yeah) but they’re open to services and then they’ve gone there, and that’s like out of their reach (Researcher: yeah) so they’re literally like, I don’t even know, they’re just kind of just stuck (Researcher: mm)

Amina: Yeah, but we’re three and a half years on, we’re talking about mental health still within our own project and ha, see no difference (Researcher: yeah) to be honest not really 

Nuha: I’d te-I’d tell you a big one that I’ve got, which is, so um (pause) under 16, parents, kept the parents involved cos the persons under 16, very much, oh you know we’ll taking on board your faith, your culture and everything like that, so if we go with the Muslim culture, so they we’re like yeah that’s fine, we understand, umm, that she shouldn’t be dating and there’s certain food that they’ve got to eat and (Researcher: yeah) stuff like that, once the person turned 16 and just before they turned 16, they had, uh, uh, a multi-agency meeting and they no, no, no we’re still gonna keep everything on board we’re very much respectful of it, umm, you know, you’re her parents, umm we’re gonna keep you involved, once she turned 16 and I you know, I remember the day when the mother said, wh-why have I been cut out (Researcher: mm) because here even though she’s not 18, once they’re 16, you can start making your own choices (Researcher: yeah) so, I’m not saying it’s got to do with her mental health that she made these changes but if you give anybody of the choice saying, you could do whatever you want, tell us and we’ll let you do whatever you want, what young person wouldn’t (Researcher: yeah) say yes, so she was behaving in a way that her parents following a certain religion didn’t agree with, but social services and her doctors were saying, well it’s her choice (Researcher: mm) um, and they were like, they were like well this is the thing, she’s, umm, if, if that’s what she wants to do, then that’s fine, but is she doing those things because, umm, she’s actually not taking her medication for her mental health and things like that and now she’s becoming a bit erratic and stuff like that (Researcher: mm) you’re not, you know, you’re just kind of casting us all away and you’re, umm, just, they were keeping the, kept them in the dark to be honest with you, if they were honest and just said to the parents you know from 16 we, we let the child decide you know (Researcher: yeah) umm and when they’re 18, if they decide not to follow that religion you can’t force someone to follow religion (Researcher: yeah) the mum was saying, I’m not forcing the religion, she, you’ve told me I could be involved in every step of the way and now you’re telling me that I can’t be, she said like literally, we had a meeting last month, she’s now 16 and now I’m cut off, it (Researcher: yeah) it doesn’t make sense and this, and the, the, I would say social services were the main, the main issue (Researcher: mm) umm, but they were kind of were going on what the doctors had said from the NHS, so you know it’s one of those things, which is, umm, they felt that, umm, the, mother and father were aggravating the daughter mental healths i-issue, because they were tryna force her into this (Researcher: mm) umm perf… (Amina: they saw the parents as the problem) yeah they were, pe-they wanted to keep her as this you know, Muslim child (Researcher: yeah) umm, but all they were saying, I went to the meetings and like uh, the professionals would agree with the parents as well, which is, they now wanted to keep her, they weren’t forcing anything on her but they were saying, we don’t want her to do things that when she is in a better place she then regrets (Researcher: mm)

(Amina: inaudible)

Researcher: But not giving her the option…

Nuha: Do you know what I mean

Researcher: …to go through that then

Nuha: So, they were saying if she now, because they told her she can have a boyfriend (Researcher: yeah) if she has a boyfriend and she now has a child outside of marriage and all these things, and she’s still go mental health issues, she said, who’s gonna end up having (Amina: consequence) to look after that child (Amina: yeah) (Zain: inaudible) it will be me and her dad, but if she’s ever in a good place and she’s ev, and then she’s, in a good place and she is connected with her religion again, they don’t want anything that will make, trigger another sort of setback for her, do you know what I mean (Researcher: yeah, yeah) and that’s what they were saying, because they were saying we’ll never change, we’re all, we’re always going to be Muslim, her siblings are always going to be Muslim, umm, well that’s what they, they said you know, as we feel, this is, this is are life, this is what we’re going to do, so we’re never gonna cut her out (Researcher: mm) but if she ever comes back and she’s good, umm like she’s living a good life and she’s happy and everything like that, and she looks back and starts regretting things, they fear that this would then trigger the set back (Researcher: yeah) and that’s all we were saying and the professionals agreed, saying yeah actually you know 

Zain: Well it’s true though, I have experienced that, like you know, kids, being uh, taken awa-sectioned from their hou-family and stuff like that, for whatever reason, and then, you know like for example at the early stage where we did get involved, we do advise this child needs cultural appropriateness, uh teaching or uh to have regular uh, Quran lessons ot cultural lessons and so on so, then the social worker or somebody among the social service will disagree with it, the child doesn’t want it, but then that child when they turn about 14, 15, they wanna reconnect with their culture, they wanna reconnect with the faith (Researcher: yeah) they wanna reconnect with the family, they wanna reconnect with their grandmother who’s dying (Researcher: yeah) then when they go, go to visit their dying grandmother in the hospital they realise there’s a communicating barrier (Researcher: yeah) then they regret, regret comes in, oh why didn’t I learn, a bit more of my cultural language or keep it, or you-you know preserve it or this and that and realise it causes even more, humongous, uh mental health barrier, (Researcher: mm) problem in later date, and I think you know, it’s a lot of learning that needs to be done and you know it’s a good step when you’re studying, when you’re researching and hopefully, cut a shape to the future

Amina: Yeah, you could be the specialist we’re looking for (laughter from everyone)

Researcher: One question I did have cos umm (Nuha: oh sorry) no its ok, just talking about further facilitating for this group then whether it be actually communicating with them and sort of explaining, like you know tell, explaining to them what mental health is or whether it be NHS, what kind of recommendations would you say, like, you know, for NHS services to support this group when it comes to culture and faith then? (Zain has a confused look) or if you’re speaking to someone from that specific background how would you sort of communicate with them and tell them that this is a real issue, you know, how can we deal with it together? Sort of thing

Nuha: For, I mean with my clients, I ju, the big, the biggest thing cos I work with people who’ve got kids (Researcher: yeah) and they’re biggest thing is the fact that they, if they’re not coping someone is going to take their kids away (Researcher: yeah) or they’re going to be locked up, and tryna explain to people that, that’s not how it works, you know social services, the aim is to keep a family together and I sometimes have to go down the route of saying because it’s the cheaper option (Researcher: mm) you know to make them really understand, it’s, it costs so much money for them to take a child, and pla-put them somewhere else (Researcher: yeah) that they will do everything possible to keep them in that family, so in, in the sense that, it it’s dangerous then no, they’re not gonna do that you know, but the next best thing would be, a-nother family member that they are safe with, so you’re not totally separated, umm, so I said taking, tryna explain to them if they take the help now, there’s nothing to say that they’re child will be taken away, (Researcher: mm) you know, because if you can, if you can show that you are acknowledging, the issues within your home or within yourself and you are taking the necessary steps to work on that, then you don’t have to, you-you know that, that fear which probably aggravates a lot of people’s mental health as well (Researcher: mm) um, you could put that aside and it’s, it, it works with some people, it doesn’t work with other people, um, you know I’ve got people that don’t acknowledge (pause) that they have mental health issues (Researcher: mm) because fo-fo-say-say like OCD, for them, the just, I like things clean (Researcher: yeah) you know, but the fact that they don’t leave their house, umm, without, because they don’t want to bring dirt in and things like, they don’t, they don’t acknowledge that part of it, so, I think, the work needs to be done within the community, where professionals come in and explain to people, what mental health is (Researcher: yeah) definitely, um, not just for the BME community, for, for everybody (Researcher: for everyone yeah) umm, and then, for professionals, ah, the difficult thing is, like Zain said, what works with one person, doesn’t necessarily is gonna work with another person (Researcher: another person, yeah) uh, what works with one group is not gonna work with another group, so, who would, who would create the training I don’t know (Researcher: mm) and who would actually provide it, I don’t know either, but they need to be more receptive to actually finding about peoples cultures and the things that, umm, like you can’t just automatically think that everybody, from Syria has got PTSD (Researcher: mm) you know, yes I understand it’s a war zone, everything like that, but not everybody, is gonna, not everybody’s gonna have, like you can’t make the assumption, um, which,  I-I heard, uh over heard, that someone say this at that, at an event where they’d were gonna ask, they asked someone to come and talk about their experiences of umm, when they first came to Swansea, what it was like and stuff, and then someone was saying about, oh can we ask them why they here and the assumption was from the other person, oh you can’t just in case they were raped (Researcher: mm) um, it might be quite a tri-it’s, it’s gonna be a trigger, we can’t assume that everyone has come from a war zone (Researcher: yeah) as, do you know what I mean, I don’t like, so this, you know like, how you would speak to somebody who’s had to flee a country because they’re, um gay, it’s not the same way you would deal with somebody who’s had to leave a country cos they’ve had to flee because of (Amina: bombs) yeah (Researcher: yeah) you know, but that’s, that thing, you get so many people thinking, mm, you know, I can ask that person those question, I can ask that those person like, I can give that person this medication, I can give that person that medication, and if you look at it, it’s exactly the same thing (Researcher: mm) you’re just thinking no (Researcher: it’s not) no (Researcher: yeah) but so I don’t, I dunno 

Amina: My, my umm feeling is that, um as a front line worker, we’re sort of left to pick up the bigger piece, umm, I, dealing with that one particular client, I mean my entire time went on just trying to get that, umm, support, and I felt quite alone to be honest (Researcher: yeah) and even though I knew I did everything that I could, even my um senior was telling me that you’ve done everything you can do, please don’t worry and blah blah blah, but as a, you know person on the ground who’s known this person for three and a half years, it’s not easy to switch off and go home (Researcher: yeah) and you know, not worry, so, I’m, I you know felt that I was picking up the pieces instead of the professionals (Researcher: yeah) I wanted the professionals to step in and give me as a, um the support as a worker and to provide support to my client (Researcher: mm) so, that’s, I felt there was a gap in that, but I guess this was something new to me or my, umm the clients that we’re supporting, it’s there for everybody else as well (Nuha: mm) the gap (Researcher: yeah)

Zain: A lot-a lot-a lot of our client, even though they suffer, suffer with severe mental health issues, PTSD and other things, it, wha-what we need to remember as well, they are so resilient and strong (Researcher: mm) cos that’s why they survived until now ha (Researcher: yeah) do you know what I mean, so, it’s there and like I said in like being in UK, especially ru-rural part, like even Swansea compared to Birmingham and London, it’s quite rural, you know we’re about 15, 20 years behind (Researcher: mm) in services and be able to do what they doing in those areas, but I think a bit more research and action after it needs to be done, (Researcher: mm) do you know, what action it takes, is important, you know and how it shapes the future really, but nothings impossible (Researcher and Amina: yeah) nothings impossible 

Amina: Just to keep highlighting it 

Nuha: I would add that they need to work together more (Researcher: mm) with, so the police, the social services, umm health, everybody needs to work, better together as well (Researcher: yeah) cos it’s the information like your, I do- I mean I don’t understand why we’d need to phone this, the police to do a welfare check (Researcher: mm) I don’t, I physically don’t understand that (Researcher: yeah) even if they’ve got training with mental health and things like that, it’s, I don’t understand, ringing the police to do um health check when surely, you should be able to phone, I mean, there’s, there’s no service there (Amina: yeah) but there should be some sort of service there (Amina: yes) where somebody from, health side of it (Amina: yes!) would go and do a home visit 

Amina: That was exactly my feeling, all I wanted was someone from the health side, I felt so frustrated, thinking that you know, why can’t just somebody just do an assessment for god sake, do it in 24 hours and you make the decision as an expert, I’m not an expert, (Researcher: mm) I’m just a lay support worker with very limited experience and all I wanted was someone to take over from my lack of knowledge (Researcher: mm) and that didn’t happen and I pushed, and pushed, and pushed until I had so many people involved, and what, what did it come down to? We can’t do anything, ah, it was very frustrating but I did not, I could not sit there and do nothing, I did all I could, I pushed and pushed, um to the point where I felt, ok finally I’ve got somewhere, at least it’s something, better than nothing (Researcher: yeah) and I grabbed on to that and that’s what helped me you know, move forward with the client, but yeah all I wanted was just some person from a health background to do the assessment (Researcher: yeah)

Zain: But sometimes, you know you overcome that barrier Amina’s talking about and then you get, manage to get support from mental health or someone (Amina: yeah) the realise you as a support or-organisation worker, you have to be counselling the mental health support worker 

(laughter from everyone)

Amina: That’s what I did, had to give them the law down haha

Zain: That’s why you have to work with them and counsel them on how to deal with their cl-client operation (Amina: yeah, yeah) do you know what I mean so, (Amina: it’s just a matter of referral) so, sometimes it’s like you go round in circle and um, and then when the referral successful, like I said you have to counsel them to understand what the client is going through, (Researcher: yeah) anyway

Nuha: I, I would say as well, this, this is the difficult thing a lot of umm people face recently, so you go, if you’ve, you know you get your appointment, you’re going to see the psychiatrist whatever, they have language line (Researcher: yeah) they know that you’re coming in, they’ll book it in advance, blah, blah, blah, they’ll organise or they’ll bring an interpreter in but the things, if you don’t wanna take medication, they’ll say oh we’ve got support groups and counselling sessions that you can go in to, a counselling session I’m not sure about, if they use language line, I’d like to think that they would, but the support groups which is like, you could be in a group with five other people there is no language line for those things (Researcher: mm) that’s not accessible for a lot of the clients that we have, um, (Zain: with language barriers) yeah, it is language barriers um, so they’re already, in a place where they can’t access all the help, I mean not everybody wants to take medication (Researcher: yeah) and it is a choice, they do have a right to pick, if they don’t want to do that, they, they don’t have to, but then if they don’t have the medication and they can’t go to support groups, what, what do they do? (Researcher: yeah) and then it looks like they’re not engaging, you know, and 

Amina: The thing is as workers we can’t really push them to even take medication, we’re not even health practitioners (Nuha: no) you have to be very careful, you know, for example, if they’re not taking a particular medication there may be reasons why they’re not taking it, and we can’t make that decision for them, to even encourage them, so all we want, is some health practitioners to take over and give the appropriate advice (Nuha: yeah) because we shouldn’t be as workers 

Nuha: We’re just literally signposting 

Amina: Yeah signposting

Nuha: So we’re, we’re like the middle man effectively finding this person and then making sure that they go to the right, the next step (Researcher: yeah) and the correct next step, so we would never have, we, we can’t say to someone, yeah take that medication, it will make you feel better (Researcher: mm) why don’t you try the medication it might, it might improve you, you know we can never say those things, umm

Amina: Umm for me, um as a worker, so obviously th-there’s more members in the team but I personally felt that sometimes, for me, I’m always like have I done everything, have we ticked all the boxes, (Nuha: mm) have we ensured the welfare, you know um, that was my concern but that might not be everybody else’s concern, do you know what I mean, depending on the level of you know um, understanding they have so, I, I felt that I had to push this forward, um you know, every point and turn I was getting updates, ensuring that you know, nothing was missed, so there was that added pressure on me and this is the reason why, I keep saying that we do, we want, I personally felt that I was let down by you know professionals (Researcher: yeah) left to deal with the burden, um, you know, of um, trying to make the client understand, that person who doesn’t want to understand, well what do you do then as a worker (Nuha: mm) what do I do, what, what have I got 

Nuha: I, I, I’m gonna, I’ll add this, just cos something that you said just triggered me, a lot, I have to say, I’ve come across this a lot, and it’s actually quite, it’s so heart breaking (Researcher: mm) so you-you’ve gone, they’ve engaged and everything like that and then, there’ just certain things and just the certain ways that they treat the client and you’re just thinking, mm, and then you figure it out, which is literally that they think that you’ve brought them a client that is literally just doing this to get benefits (Researcher: mmm) umm, I’ve had that so many times, we, we, you know when they’ve gone through the assessment, um, you need support letters from the doctors or the community health team and your, you know you’ve rung up and you know, they, it’s just the way that they would speak to you about that person and you’re just thinking, I’m not surprised that the client is frustrated, or the client is like why do I bother, if this is how they’re being treated (Researcher: mm) and this is how they’re being spoke about, umm there is a lot of that, which is that they think, you know some people think that a lot of people are just putting it on, or exaggerating, umm, the issue more, that it’s affecting them more than it actually is (Researcher: yeah) just, just to get some sort of pay out, umm

Researcher: It’s essentially saying that need that cultural appropriateness within the services then, just to understand like 

Nuha: That, yeah, it’s, not everyone’s gonna come forward to speak so, you might get, I mean I’ve you know, even, put aside mental health ok (Researcher: yeah) I’ve got clients that will go to a doctor and not even tell the doctor about the fact they’ve got, um, a back pain, umm because they’re tryna suss who that doctor out is, you know they don’t wanna, y-you know it’s their prerogative to not be open with someone if they don’t know that person (researcher: mm) so until they settle in, they won’t be telling anyone, anything, and then maybe if the go more and more to that doctor, eventually, they’ll be like do you know what, I’ve got a bit of back pain and then the doctor might give them something and then I think, if, if things improve, they’ll be like, ooh you know what I like this doctor, I might trust this doctor (researcher: mm) and then, the next step might be that they’ll say, do you know what I don’t sleep, um maybe mention, some other few things that triggers the doctor to do the assessment, so they’re going to ask them the questions, see how, how they score and things like that (researcher: mm) but to someone looking in, it might just look like, oh hold on, they’ve literally, in one appointment now, this mental health issues come out of nowhere (researcher: yeah) but actually, they just weren’t comfortable enough to bring it up before (researcher: mm) so because, if you look at the time line, if you, you know paper work and things like that, there’s, nothing, nothing, nothing, nothing, nothing, then on the 11th of November 2019, they’ve just basically said that, they’ve been suffering from mental health issues for about 20 years or whatever, to, to them it looks like it’s come out of the blue and then whoever else sees that paper work, it looks like it’s come out of the blue (researcher: mm) but you know it takes time for people to open up, but, it’s, it’s like that’s not taken in to consideration, (researcher: mm) I’d sa-, I mean I know now people on my own family now that will probably not admit to struggling, umm, just cos it’s the type of person that they are, you know, they, yeah they don’t want, you know they don’t wanna admit failure, I guess , the best way (researcher: yeah) no one wants to admit to the fact that they’re struggling, they don’t want people to see that they’re not coping, because it’s a sign of weakness isn’t it? (researcher: mm)

Amina: But some people just don’t want to share

Nuha: Doesn’t matter what cult, what culture you’re from and yeah true some people just chose not to share

(inaudible) 

Amina: …information to themselves 

Nuha: Yeah can’t, I mean like, even now we’re professionals and you’ve said it, they might not trust us because they, think that we, we might go and tell their business to anyone and everyone, you know I’m supporting a family right now where I had to find out some, very important information and it was given to me by the school not the family (Researcher: mm) and that’s, it impacts how I’m gonna work with them, but it’s only cos they’ve only met me twice, they don’t know who I am (Researcher: yeah) you know we didn’t get to that part because, one, they didn’t feel, comfortable in telling me, maybe it’s the way we had that conversation that day, it didn’t lead them to, tell me about that, um, or they just don’t wanna share it because it’s something they wanna keep a secret (Researcher: mm) you know, it doesn’t matter if you’re a professional, in the sense that what I’m helping them with, they didn’t think it, would it matter for me to know that, so they can keep that part secret, but it’s their prerogative you know (Researcher: yeah) if they want to, tell someone something, they will, but it is very much like it, it’s you know the comments that you’ll get from people saying, um, of so they wanna apply um, I can’t even word it the way I, the last one I had, which was um (pause) oh so they want a support letter do they, for their application (Researcher: mm) and I was like, excuse me? (Researcher: yeah) and they were like oh for their application, and I was like what application? And they were like oh benefits, and I was like well not that’s not what I’ve asked for, that’s not what, have they, have they asked for that? And they were like no and I said well no I just need a support letter because I said I wanna get, I want them to get support from, if I’m refer them to mind, I need to know what their, what you know, the actual clinical term for their illness, I need that because (Researcher: yeah) I can’t go to mind and say this person’s got mental health issues, help them 

Researcher: Yeah you need to pick out what it is  

Nuha: You know, they can have somebody with, if someone’s got schizophrenia they’re helped in a certain way, if someone’s got um, if they’ve got man- a manic disorder they’re dealt with this way, if it’s just depression and anxiety it’s this way, so I need to give an actual thing, well that’s what they thought I was ringing for, an actual support letter so that they can get benefits, and I had to school them on, the fact that they were already receiving benefits and I don’t need a letter (Researcher: yeah) because as I said they have prescriptions that show they’re on this medication (Researcher: yeah) you know and they’re already seeing the community mental health team so 

Zain: Stereotype isn’t it

Researcher: mm

Nuha: You know, and, and that’s the receptionist (Researcher: yeah) you know, if you’re facing that kind of ignorance from the receptionist, you know, if you’re facing it from someone who’s actually got more authority and possibly is gonna be, is meant to be the person that helps you and they’re speaking to you in that way and they’re making those assumptions about you, I’m not surprise people don’t come forward 

Researcher: yeah, anything else? Anybody got anything else to add?

Nuha: No I just, I get the feeling, (researcher laughs) it’s rising now, my anger is rising

Amina: Stop haha

Nuha: I know, it’s, it’s so awful 

Researcher: It’s amazing, you guys answered everything I wanted to ask without actually asking the questions

Amina and Nuha: Oh that’s good haha

Researcher: Um just the formalities then, just to say thank you for your time, and I am going to give you a debrief form, as well, um also to remind you again that it was recorded, the information will only be used um, sorry (handing out debrief forms) for transcription and analysis and anything that will identify you will be deleted within 24 hours, and um also the data, of course, may be used in publications and presentations and um, they will be anonymised but yeah, thank you so much 

Appendix K – TA Coding Example 
	
Focus group extract – examples 
	
Coding 

	
‘Kareem: Within our community umm mental health is a big taboo’

‘Aisha: like from a religious perspective it’s fine, but like from a cultural point of view people get tabooed really easily because of these, something..’

‘Kareem: So sometimes, we have students who are autistic within our academy but … Because the parents find it such a big taboo they wouldn’t put that down on the application form … Only for us to later discover actually this child has got learning difficulties and maybe needs extra support but because we’re not trained we are unable to identify that … Until maybe further on and then we’re thinking to ourselves actually no wonder this child is not progressing or err achieving like the rest … Then you speak to the parents and then the parents are like no, no my child is fine, my child is fine, my child is fine’

	Taboo


	
‘Kareem: So they’d rather blame it on something else instead of mental health’

‘Aisha: Or it just doesn’t exist in the eyes of many it just doesn’t sim-it simply, for them like mental health problems or what is considered mental health problems doesn’t exist, isn’t a thing.’

	



Non-existent

	
‘Aisha: It’s just you being either, yeah you being umm punished by god or you being tested by god it’s one of the other and of course like they can be seen as like a test from god by from ce-certain perspectives but many co-consider it oh it’s just you being punished’

‘Kareem: Relieving whatever is inside uhh to release that isn’t it err yes we do consider it to be like err a-a big sin within the religion but equally we can’t dismiss them just because er they’re doing a sin but we have to look at what’s the underlying factor’


	Punishment from god and sin

	
‘Aisha: and like certain symptoms oh it’s like everyone deals with them but and like so whenever it comes to discussing serious mental health topics these things don’t get discussed it’s cos it’s oh everyone faces it and that’s like the individual whose suffering from it doesn’t feel like they’re like struggles validated’
	Undervalued

	
‘Abdul: Normal being, normal human being but majority people when thinking about this word or this sort of uh phra uh phrase they will thought of negative mostly so that’s that’s probably what’s in the community, I think that’

‘Kareem: You’ve lost them, they go there, they’ll hear the word depression th-they know it’s got a negative co-connotation to it umm and then they’ve lost everything uh-every-everything after that it’s you know, it’s-it’s in the background, it’s all background noise’


	Negative connotation

	
‘Aisha: Mainly by opening these conversations up, I think like the biggest thing uh it’s like with the elder generation is like the main thing cos it’s like umm as it is like from a cultural point of view like the elders always you know their respected people that you don’t ever step down from but often it like their ideals their traditional ideals that counteract’

‘Kareem: But I think that one other thing that doesn’t help is the language barrier … especially with the older generation … umm when you start using big words umm that’s it you’ve lost them’

‘Kareem: Our parents are first generation and they still, they grew up back home wherever it was … And just, they think they’re still living there So in mind, the mind, the mind is still living there, yes physically their here, but the mind is over there, so and that’s where the barriers starts … Coming in

	Older generation



Barriers


	
‘Aisha: Like these conversations are never opened up’

‘Abdul: It’s making more awareness and within the community … Umm through different activities and projects so that’s one of the way can overcome with those issues … And understand more about these subjects’ 
‘Jawad: I think even take-umm like mental, people who work in that area, mental health … Them coming and giving ideas to our community, our, like the Imam or whatever, that can work like for-like er in unis I know they have a lot of different ways of approaching it and we might not know those, cos it’s still relatively a new area in our community, so just having information to us about potential education methods and things’

	Awareness and education

	
‘Aisha: whenever it comes to talking about mental health nowadays umm it’s s-straight away umm everyone thinks it’s like spirit possession when in most cases it might just be err schizophrenic or like someone with some sort of like some sort of severe disorder but they never get treated because it’s just oh this um, jinn or this spirits just taken over them’

‘Jawad: I think there’s so much to be honest, like depression, uh anxiety but also like, things like umm, personality disorders, bipolar, these kinda things like … they get looked over because people think it’s like, possession and whatever … but actually it exists a lot in our community’

	Spirit possession

	‘Kareem: Yes, awareness and trust. You need someone who the people will take seriously, will accept what they have to say. So for example, like an ima-imam or someone who is respected in the community, without being, people will you know unfortunately, they will blindly just accept actually it is an issue’

	Authority and trust

	‘Aisha: Yeah and from a com-com, cultural point of view like gender roles ar-f-much more defined within our cultures than they are like in like typical western culture and subsequently like the implication of men being men, like you know that, like 1950’s men being men, that ideations still very much like instilled in our boys, from like my experience anyways, so if I’m like, I dunno if I’m like, messing up, but like’ 
	Gender disparities 

	‘Jawad: I think err, I would definitely say having places like er the mosque is a positive thing, because err, one, one example I can think of is sometimes you see people who start coming to the mosque a lot more … Like regularly and then you find that afterwards that they’re going through something in their life at that time, so they do actually come to the mosque as a place of like peace and (pause) er tranquillity, an escape for everything, so..’

‘Kareem: No seriously, err, we’ve got the sports hall, i-I’ve been to many mosques around the whole country and I’ve never seen that anywhere, so, when somebody is feeling down and things like that, come up-upstairs, just have a game of table tennis or something … It lightens up their moods and things like that, so ver-big positive for our mosque’

‘Jawad: That’s the thing about the mosque, is that it’s not just a spiritual place, it’s … You can come here for social things’


	Place of worship 


























Initial thoughts/ Coding 
Stigma
· Taboo 
· Shame 
· Labelling- including gp records 
· Family honour

Authority 
· Trust – imam or someone trusted with in the community 
· Delivering of sermon

Culture
· Older generation – negative – different upbringing
· Language barriers
· General barriers of accepting mental health 
· Gender Disparities- gender roles
· Western society 

Religion
· Place of worship – both religious and community orientated- peace and comfort-sense of belonging (therapeutic landscape)
· Spirit possession
· Punishment from god – sin 
· Pressure – guilt for feeling the way you feel

Awareness
· Education 
· Collaboration 
· Strategies
· Training 


	Themes
	Sub themes

	
Fear of stigmatisation
	1. Taboo
2. Labelling (GP and community)
3. Shameful (struggles accepting mental health)
4. Family honour

	
Authority
	1. The role of faith leader (imam) 
2. Impact of delivering a sermon 
3. Trust (imam or someone important/valued in the community)

	
Cultural norms and seniority
	1. Generational difference (different upbringing- ‘western society’ and negative due to lack of education and language barrier)
2. Traditional values of gender roles

	
Maladaptive superstitions
	1. Spirit possession (misinterpretation of religious beliefs)
2. Punishment or test from God
3. Sin for feeling depressive or suicidal (results in guilt for feeling that type of way) 

	Views on health services and place of worship
	1. The mosque is both religious and community based (peace and comfort which gives you a sense of belonging. A therapeutic place, for worship and social interactions)
2. Public health services (do not cater for needs, assume you want a Muslim therapist but relates back to being sinful rather than clinical advice)
3. Mosque would like help from health services such as charities to provide more for the community as this is where they go for help (communication, collaboration, implement strategies, education and training.
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