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 adequete 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 suitable for the study. Two were not included in analysis as one was conducted in Bengali with an interpreter who 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 needs to be a 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 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 are explored.

Limitations
[bookmark: _GoBack]	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.

