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South Asian Young People: Use and Requirements of Emotional Wellbeing 
Services. 

        July 2018. 
 
The Children’s Society (commissioned by the Birmingham and Solihull CCG) 
 
Purpose.  
 
To use perspectives gathered from young people, parents, and professionals to better understand 
and interpret the perceived under-representation of Muslim Young People in the mental health 
services.  
To use the information gathered to inform service developments and so improve young people’s 
emotional and mental health. 
 
Introduction. 
 
Concerns have been expressed locally and nationally regarding the under representation of Muslim 
young people within the service populations of mental and emotional health services. This would be 
significant in Birmingham given the youth and super-diversity of the city.  
 
The NHS Birmingham and Solihull Clinical Commissioning Group commissioned the Children’s Society 
to carry out action research in this area. 
 
The approach taken was iterative, to allow the reflection of views across stakeholder groups and 
within the structured interviews.   
 
A web-based survey was designed involving young people, informed by local concerns and various 
national survey models. This resulted in 234 valid responses. 
 
Basic service performance data was secured and simply analysed from PAUSE and from Forward 
Thinking Birmingham. 
 
Themes developed from the survey and the analysis of data were used to structure the focus groups 
with young people and parents. The approach taken with young people included a presentation 
followed by a facilitated discussion, young people were then involved in a facilitated a card sort- 
based service design exercise.  
 
Parents focus groups included a presentation, focus groups and for the larger group a world café. 
 
Developing themes were explored in structured interviews with community representatives and 
professionals and others involved in delivering mental health services to this community.  
 
After the conclusion of the research an opportunity arose for Approachable Parenting (a community-
based organisation) to deliver a parenting programme to parents from the focus group – the parents 
and young people involved in that training were interviewed to elicit their experience of being on 
the programme and any impact.
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National Perspective. 
 
National research on mental health and in particular services for young people has raised a concern 
regarding the services for people from Black and Minority Ethnic groups. However, based on cited 
references in national reports this appears not to have resulted in a significant body of research that 
can usefully inform the development of a service model. Some examples follow. 
 
The Chief Medical Officer’s Annual Report (2013) calls for better research into the prevalence of 
mental health problems in children from black and minority ethnic groups.  
 
‘Significant demographic changes in recent years resulting in rising numbers of black and minority 
ethnic children and young people in the UK. Children and young people from black and minority 
ethnic communities are less likely to engage with services which could intervene early to prevent 
mental health problems escalating. Local commissioners need to ensure that these services are 
prioritised within their local commissioning plans and that they develop culturally sensitive services 
that are appropriate and acceptable to children, young people, and their families. Early access to 
mental health support is critical to address issues when they first arise, and to prevent mental health 
problems becoming chronic and difficult to treat. Black and minority ethnic children, young people 
and their families may also face barriers to accessing mental health services, such as a fear or a lack 
of culturally sensitive services’. 
 
The Children and Young People’s Mental Health and Wellbeing Task Force set up in September 2014 
by the Government in response to growing awareness and concerns about what was perceived as a 
growing crisis in the delivery of care to young people. One possible solution to improving access, 
engagement and acceptability is age-appropriate, youth-specific mental health services. Birmingham 
has progressed further than others in the development of its services.  
 
Youth Mental Health: New Economic Evidence (2016) identifies adolescence as a critical period 
during which reluctance to use mental health services rises and combines with the age-based 
structure of mental health services to limit access to clinical interventions.  
The analysis of the ‘service gap’ for 12 to 15’s identified that 55% of those with mental health issues 
had no contact with services regarding their mental health needs. 
 
The report identifies that – 
‘Certain sub-groups are further under represented. For example, people from Black, Asian and 
minority ethnic (BAME) backgrounds are less likely to access mental health services as are those 
from lower socio-economic groups’. The work of Chahal and Ullah 2004 and Street et al 2005 are 
cited. 
 
This leads to unidentified and untreated mental health that results in – 
‘devastating and costly consequences’:  

• worse physical health in both the short-term and long-term poorer health behaviours: 

•  misuse of alcohol, smoking, and substance use  

• poor social, educational and employment outcomes. 
 
Young people aged 16 to 25 with mental health issues were significantly more likely not to be in 
employment, education, or training (NEET) than those without such issues (27% vs 16%), more likely 
to be on welfare benefits and more likely to be in contact with the criminal justice system. 
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Data 
 
The PAUSE service is part of the Forward Thinking Birmingham 0-25 Mental Health Service.  It is a 
source of support for young people with Emotional and Mental Health issues, it is accessible by 
design; offering a drop-in reception and a range of channels for support from face to face to social 
media within a comfortable and inviting environment. PAUSE collects anonymised data on the issues 
that young people visiting the service want support with or are seeking to discuss and explore. 
 
This data is descriptive – it identifies the issues of those presenting or contacting PAUSE it depends 
on their declaring their ethnicity and for some records reflects the characterisation of the problem 
by those completing the note. It is drawn from 3,511 individuals – of which 311 were Asian British 
Pakistani and as such represents a valuable source of information. 
Taking advantage of the opportunity but recognising the nature of the data – the activity profiles of 
BAME communities were compared – White European, Asian / Asian British Pakistani (with and 
without Bangladeshi). The data is presented in Tables 1-3. 
 
The profile for all Asian Pakistani heritage young people reflected that of the wider population, the 
most frequent presentations were with Anxiety, Depression, Anger, Family Difficulties and Stress 
were the most common presenting issues (Table 2). However, the elevated percentages of family 
dysfunction and stress were identified in the profile for Asian Pakistani young people – over 10% 
reporting Family Difficulties compared with the population average of 5.6% and 9.7% reporting 
Stress compared to 5% overall. 
 
An analysis across the genders identified a difference in the relative proportions of male and females 
approaching the service – across all those contacting the service there was 1.18 females per male, 
for White Europeans there was 1.3 females per male whilst for Asian Pakistani heritage there 2.02. 
by comparison far fewer Asian Pakistani heritage males were approaching with issues (103 
compared to 208). 
 
The profile for Asian Pakistani young women compared to men differed with an elevated score for 
Anxiety (highest of all the groups) and a higher score for Stress – almost double. Young Asian 
Pakistani heritage men had an elevated score for Anger compared to young woman but within the 
range of other males (16.5% compared to 16.05% across all). Asian Pakistani young men varied from 
the other profiles with an increased incidence of Autism and Learning Difficulties 6.8% and 7.7% 
compared with 3.9% and 1.21% overall. 
The Asian Pakistani male sample numbered 103 of the total male population of 1607 (6.4%) and so 
caution must be used in interpretation 
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Table 1: Ethnicity by Presenting Issues (all). 
 

 
 
 
 
 
 
 
 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

All Ethnicities

Asian / Asian British Bangladeshi or Pakistani

Asian / Asian British Pakistani

All Ethnicities Except Asian / Asian British Bangladeshi or Pakistani, White European and
not recorded

All Ethnicities Except Asian / Asian British Pakistani, White European and not recorded

White European

Presenting Issues by specific ethnicity cohort

Anxiety Depression or Low Mood Anger Family Difficulties Stress Suicidal Thought

Self-Harm Loss & Grief Trauma Autism & ASC Self-Esteem Bullying

Attachment Sleep Loneliness Abuse OCD Psychotic Features

relationship support Crisis Identity gender Domestic Violence parents support

ADHD Substance Misuse Learning Difficulties Bipolar Disorder carer support Personality Disorder
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Table 2: Ethnicity and Presenting Issues (Top 5) 
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All Ethnicities 

882 540 449 210 189 

23.39% 14.32% 11.91% 5.57% 5.01% 

Asian / Asian 
British Pakistani 

83 30 38 34 32 

25.30% 9.15% 11.59% 10.37% 9.76% 

White European 

477 300 217 105 100 

23.97% 15.08% 10.90% 5.28% 5.03% 

Table 3: presenting 
need for specific 

ethnicity cohorts - 
Female 
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Asian / Asian British Pakistani f 62 18 17 21 22 

Asian / Asian British Pakistani f% 29.33% 8.65% 8.17% 10.10% 10.58% 

Asian / Asian British Pakistani m 21 12 17 11 6 

Asian / Asian British Pakistani m% 18.45% 11.65% 16.50% 10.68% 5.83% 
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Forward Thinking Birmingham provided data on referrals to service in 2017. The protocol for 
capturing the ethnicity of service users is based on the declaration of the user and includes an option 
for the service user to choose not to declare. Almost 50% of young people do not state their 
ethnicity – and ethnicity is not captured in 58% of cases.  
 
The approach taken was to analysis was to remove the unstated 58% and compare the proportions 
of each ethnicity with that of the Census for 0-19 year olds.  This is a simple analysis with associated 
risks for example it might be that young people from BAME communities are more likely to not 
disclose than others. However, this is an approach taken by others e.g. (HoC 2018). 
 
The result found in tabular form in the Appendices – shows that the proportions of young people 
taking up services varies from the proportion of the 0-19 population that their ethnic group 
represents. The African, Arab, that whereas Pakistani youth make up 20% of the population they 
represent only 12.5% of the FTB referrals and 11.1% of Pause attendees. There are significant 
variations between the proportion of the 0-19 population and the proportion of the service user 
group of BAME communities – including Indian, Bangladeshi, and Pakistani. The under 
representations equate to 279 young people of Indian heritage, 339 young people of Bangladeshi 
heritage and 1062 of Pakistani heritage. 
 
This under representation of Pakistani young people is the largest under-representation in terms of 
the number of service users expected from that population – based on the composition of the 0-19 
population. 
 
 
Birmingham Emotional and Mental Health Survey  
 
The survey instrument was constructed and tested with a group of young people who were mainly 
but not exclusively Muslim Asian young people. The survey was delivered on line through schools 
and community groups – these locations were identified based on a review of the percentage of 
young people from a South Asian Muslim heritage. 
 
There were 234 valid responses ranging in age from 11 to 18 with the bulk of the sample being 
between 12 and 16 years of age, 54% of respondents declared as male and 42% female, 88% of the 
sample declared themselves as Muslim. The sample was further analysed by age – splitting the 
sample into 10-15 and 16-18+ age groups – a caveat on interpretation the 16-18 population 
responding to most questions numbered 33. This should be borne in mind when considered the 
analysis. 
 
The respondents (74%) recognised that they have a right to support if they are struggling with 
emotional and mental health issues; that they have a role to play in looking after their own 
emotional or mental health (80%); and that looking after their emotional and mental health would 
have long term benefits to them (67%).  
Most respondents (68%) felt that ‘there would always be some there to ask for help’, most (73%) felt 
that families had a responsibility to look after their emotional and mental health; whilst a majority 
(55%) felt that other adults in their life also had that responsibility. 
Looking at the responses from the age breakdown, as they grew older young people became more 
certain of their entitlement to good emotional health, of the need to pay attention to their mental 
health and of paying attention to their thoughts and feelings. 50% of the 10-15’s thought that other 
adults such as teachers had a responsibility to help them look after their emotional and mental well-
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being and 62% thought that looking after their emotional and mental health would affect their life in 
a positive way. 
 
In general, more young women felt they had a right to support and that other adults had a 
responsibility to help look after their mental health – but a lower proportion of young women than 
men felt there would always be someone there to ask for help. 
 
There was no consensus as to whether mental health needs varied for people of different faiths and 
a wide variety of views were expressed in the comments (see below) – Yes 22%, No 39% and Not 
Sure 36%. A larger proportion of the older group answered YES. 
 
Those that responded Yes had all identified themselves as Muslim. 
 
 Respondents were asked why they had given their response- most of those that put comments 
were female.  
The comments reflected a diverse range of positions – all the following comments were from 
individuals that answered Yes to the question Do you feel that your emotional and mental health 
needs are different to other people because of your faith?  
 

Faith teaches us methods of dealing with mental health issues such as keeping good 
righteous company to improve feelings of positivity and to reduce loneliness and 
depression – F 18+  
 
At school when sometime certain things cannot do due to the religion teachers don't 
understand and makes you angry – F 16  
 

People in my culture still subconsciously have the stereotypical view that having 
mental health problems is a sign of weakness and isn't an actual illness – F 18+ 
 

Being A Muslim and the current stereotypes in society it makes it hard to conduct my 
religious practices and to fit in with my age group. But upholding this is not hard but 
tough – M 13    
 

Because different religions may feel differently about different things – M 14  
 

Because there is a lot of hatred against Muslims and I find it hard to manage at 
school – F 12  
 
Those that answered No were mostly males.  
 

Because everyone is equal so faith shouldn't matter – F 15 
 
My faith doesn't affect my mental or emotional health – F 14 
 
Everyone is equal. – M 13 
 
I think this due to the fact that everyone treats me the same and that it is a free 
country so there is no racial barriers of us getting the treatment we need. – M 13 
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21% of the young people had thought about seeking help because of an emotional and mental 
health issue (45% of the 16 to 18+ group)- 30% of those young women identified that they had 
sought help but only 14% of the young men.  
Of those that had sought help most had first spoken to their parents, 13% to their friends, the same 
percentage to another adult not family and 7% to family. A total of 11% had spoken to their Doctor 
or an NHS service first. In the older age group fewer had approached parents and more relied on 
friends or trust adults. 
Just over half of those that sought help were glad that they did so – a large proportion were not 
sure or preferred not to say (38%). Of those that said No – to the question ‘Were you glad you 
sought help’? There were several themes common to both genders referring to a lack of confidence 
in the response (sometimes based on experience), stigma, embarrassment and enduring a phase or 
trying to cope. For females, there were more frequent references to not knowing where to get help 
or not appreciating the seriousness of the episode, with males to self-sufficiency and independence. 
 
We asked young people – if you had an emotional or mental health problem where are you most 
likely to go for help and separately which services do you think are likely to be able to help you. 
Comparing these responses parents (65%) are the first port of call for the majority of young people, 
friends are second (35%), Doctors third and other family member 4 (respondents were allowed more 
than one response). Comparing the two age groups – the older age group is less likely to approach 
parents 30% compared to 71% in the younger group or to approach the NHS 37% compared to 45% 
being more likely to approach friends. 
 
When asked who is most likely to be able to respond to your needs, parents declined to 40% still 
the most popular answer and medical services moved up the order to second after parents. Looking 
at the two age groups the reliance on parents and NHS reduced and were replaced by friends for 
older respondents. 
 
Young people responding to the survey ranked a set of characteristics for an Emotional and Mental 
Health Support Service –  

• Young people identified confidentiality and professional and qualified staff as most 
important  

• Understanding of faith, working with parents and the provision of a local service were also 
important.  

• An understanding of faith was ranked more highly than ‘a reflection of faith’ (a religious 
based service).  

• The use of social media was not ranked as highly as a service being local or of it operating 
out of hours.  

 
The older young people ranked out of hours services and local services more highly than their 
younger counterparts and were less likely to regard working with parents and the service reflecting 
(rather than being sensitive to) their faith as important. 
 
If directing a friend who was experiencing emotional or mental health problems – young people 
would direct them to firstly either to Parents or the local GP. Other family members and friends 
were in a second tier – least likely was a Religious Leader. 
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When asked about the barriers to seeking help young people responded that a fear of being judged, 
a lack of belief that it would be resolved were the most likely reasons and parents/ friends not 
understanding were the most cited reasons. Looking across the age groups – older young people 
were more likely to believe the problem would not get better 52% of the older group compared to 
20% of the younger group. 
 
When young people were asked if someone shared their emotional and mental health problem 
with you what would you do – the majority (59%) would listen and offer advice, 15% advise them to 
go to their family, 10% to a non-related trusted adult and similar numbers advised them to go to a 
Doctor or someone at school. 
 
Young People’s Focus Groups.  
 
The project engaged with four focus group including between 12 and 16 young people aged 
between 11 to 15 years old – more than 95% of the young people were from Muslim families. The 
first group of young people received a presentation based in part on the survey results and 
perspective generated in individual interviews (the presentation and slide sort are included in the 
supplementary information). Subsequent groups of young people also received feedback from the 
other focus groups young people and parents and pertinent issues from the structured interviews. 
 
Three of the four focus groups had consistent responses – particularly when relating their 
experience of the community and of service engagement. The group that did not was a group of 
young women – who recognised the experience of other groups when this was shared but this was 
not their experience. Where the views of that group are different to that of the other groups this is 
noted at the end of the relevant paragraph. 
 
In general, the focus groups had some difficulty reaching a consensus about emotional and mental 
health – they observed that this was in part the result of the stigma attached to the term ‘mental 
health’ within the community.  They felt that Mental Health issues were generally more debilitating 
with mentally ill people being unable to recognise they were unwell and so unable to look after 
themselves. Young people did identify examples of emotional and mental health issues – including 
the personal, within their family / social network and within the wider community.  
 
When discussing access to support most young people felt parents and siblings were the most likely 
source, Doctors were trusted and believed to be the source of final resolution of difficult issues, but 
explicit references were made to access and waiting times. 
The young people felt that teenagers were most likely to have emotional problems because of their 
development and because of the changing nature of their relationship with their family.  
Young women in the group identified gender differences that were confirmed by boys –  

• “Mom is at home, a housewife and does not understand the world”  
whereas with father   

• “Dads don’t listen or tell you to forget it”.  
In general families were characterised as not understanding or responding to emotional and mental 
health wellbeing issues – and “don’t recognise the need for external help”.  
Young people saw families as of overriding importance and wanting to be self-sufficient. For some 
young people, especially boys this self-sufficiency was a matter of pride. 
Several young people felt that parents were motivated to do better but that they needed support to 
be open and to understand young people. 
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The atypical group described a situation where parents were accessible and knowledgeable of the 
support services available and should the need arise were confident of using them. 
 
The group felt there was a direct relationship between emotional and physical wellbeing – for them 
and their peers. This was a source of some disagreement with parents for both girls and boys. 
 
Some young people were aware of Forward Thinking Birmingham – and outlined a referral process 
via the Deputy Headteacher of the school, a young woman that had experienced the service spoke 
positively of it. A number of the young people identified the length of time for a referral and the 
degree to which it became generally known within school that an appointment had been made. 
Two young people were aware of the PAUSE service and that it was available out of hours – they felt 
this was a positive development. They valued a drop-in service – that delivered talking therapies 
with the option of personal space (described as chill out). Young people were unaware that parents 
could also attend.  
 
The atypical group felt that school could provide access to services and if it was more serious their 
GP could provide it. They did not see or recognise barriers to service. 
 
There was support for peer mentoring – most pupils were keen to volunteer to help others whilst a 
significant minority felt they would need reassurance to use such a service for fear of it breaching 
confidences. This was more of a concern for boys the issue of trust was a real concern – extending 
into the community (people knowing our business) and family (what will people think of the family). 
The young people trust school and the adults within it, they also felt that school was an ideal 
location for delivery of service. However, they were largely unaware of any school-based services for 
emotional health and well-being. In the latter groups a discussion with young people indicated that if 
the models of support for emotional well-being were built into the operation of the school e.g. PIES 
then these may not have been recognised by young people. 
 
Most young people including those who attended Mosque regularly felt that support should not be 
provided there – based on strong concerns from boy and girl pupils regarding the accessibility and 
confidentiality of Mosques. These concerns focussed on the presence of others in the congregation 
observing entrance and the understanding within some Mosques of the sensitivities of the service. 
 
We asked young people to design their own service using a pre-defined card sort. This was done by 
all of the groups and prompted significant discussion – within the discussion (except the atypical 
group) there was reference to stigma within the community generated by mental illness and the 
relationship to culture and tradition to faith. The culture, experience and the traditions of an older 
generation shaped the parental response to emotional and mental health issues. Young people 
identified the need for work with parents and on services delivered through schools. 
 
 
 
 
Combining the outputs of all groups young people ranked the characteristics on the cards as follows 
most important first –  
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Focuses on the young person - all of the activity is with the young person- because this is where the 
issue is. 

Puts the young person in charge - the service works with the young person - and takes young people’s 
views into account. 

Works with Parents-works with parents separately or with young people to address the young person’s 
concern. (=) 
Use other adults - teachers, parents, project workers with appropriate training to help you. Uses 
mentors and volunteers to help you address issues. (=) 

Works through schools - can provide a service through or in partnership with schools, including at times 
of transition. Provides training for schools and delivers through school staff and specialist staff within 
the school addressing issues of low confidence, anger management etc. 

Early Intervention - it works to meet need early - wherever you are in school, in the community etc. 
Works through digital media and social media platforms to increase accessibility and to deliver support 
and provide self-help. 
Uses telephone help and internet helplines - provides these as a route to help and for providing help 
when appropriate. 

Can prioritise needs - if you need access to specialist services it can prioritise you getting to them. 
Uses group work- provides an opportunity for young people to choose to be a part of a group led by an 
adult to explore problems. 

 
We noted and remarked on the position of the importance of working with parents - some of the 
young people felt this would improve the parent’s efficiency as a care giver. 
In two of the groups there was considerable discussion regarding the position of ‘working in a 
religiously sensitive way’ – with some young people committed to this idea and pointing to the 
centrality of religion in their lives and the life of their community  
 
Working in a religiously sensitive way featured at number 11th and working through Mosques was 
ranked 19th of 20. 
 
Parental Focus Groups 
 
The following messages were drawn from two focus groups on the 13th and 21st of July. The first of 
these was hosted by Approachable Parenting, the second a group of parents hosted at the Unity 
Community Hub. The same iterative process was used with themes from the young people’s survey, 
young people’s focus group and parental groups informing the shape subsequent engagement. 
 
In total 49 parents were involved in the groups, 45 females and 4 males all Muslim adults, largely 
Pakistani. 
 
18 of the parents had attended the venue before- some people had travelled from across 
Birmingham. 
 
 
 
The groups received a broadly similar presentation that covered –  
 
 Public Health England – Class Data 
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Characteristics of Emotional Health 
Definition of Emotional Health 
DFE Omnibus Data – Parental confidence 
Feedback from Young People – Questionnaire and Focus Groups. 
Questions for adults. 
 

On completion of the task participants were advised of the arrangements re PAUSE – an 
unprompted discussion between participants ensued regarding Pause and the positive experience of 
a small number of parents in using it. All materials are included in the Appendices. 
 
The presentation engaged participants – dialogue within the group and with facilitators was 
maintained throughout. The sessions lasted 2.5 and 2 hours and discussion had to be curtailed in 
both cases. 
 
Equal numbers of the group expressed surprise and expectation regarding the level of incidence of 
factors impacting on emotional health, as described by Public Health England data. There were some 
comments about how different this might be had the school class used as an exemplar by PHE been 
a class of Muslim children.  
 
Discussion about ‘what is emotional or mental health’ elicited the opinion from some that Mental 
Health as a title was unhelpful. 
Participants discussed the underrepresentation of Muslims in the Emotional Wellbeing / Mental 
Health services and raised the following - 

• Stigma – on the individual. 

• Mental health issues – means you are mad in the community. 

• Cultural perceptions. 

• Emotional issues or problems are not recognised by the community / culture. 

• The individuals who suffer problems feel ashamed. 

• Emotional issues are not recognised by the helping services in this community. 

• Need to change the title and the focus. 
 
The presenter posed the Omnibus questions (Omnibus Survey of Parents DFE January 2017) –  
 
What percentage of parents felt they knew how to look after their child’s mental health? 
 
 Responses from the floor – ranged from 20 – 60% (increasing on encouragement of presenter). 
In discussion parents felt that they were not equipped to signpost or access support – and that they 
felt that teachers and schools were most likely and best able to signpost.  
 
Where in the national survey 83% of parents agreed or strongly agreed that they knew how to 
look after pupil’s mental health in our groups on average 25% said this was the case. 
 
What percentage know where to get advice or information about mental health? 
 
Responses from the floor were –  

• It depends on the level of distress – the first response would be to try and do it oneself. 

• The trouble with GP’s, Psychology and counselling was that it relied on referral on. 
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• There was some acceptance that parents are the experts in their children but some 
comments that they felt ill equipped. 

• A fear of going outside of the family was mentioned. 
 
Where in the national survey 78% of parents felt they knew where to go for advice or information 
about mental health in our groups on average only 20% felt this was so. 
 
During the exercises the observations of facilitators included –  

• There was an in-depth conversation regarding a hierarchy of need – where parents felt able 
to provide physical and emotional support but had difficulty in enabling young people to 
look after their mental health. 

• Parents were concerned that they did not know what their children enjoyed. 

• An analysis by parents of the comments presented to them – the young boy’s anxiety re 
breach of confidentiality was likely to be the result of a risk analysis – the benefit of sharing 
versus the damage of a problem becoming generally known. 

• The DFE survey parents are all learning – there was a need to consider good enough 
knowledge, but no one knew what good enough was. 

• A number of parents expressed a need to reflect and understand their own emotional 
health, so they could provide best support for their children and young people. 

• A show of hands in one group indicated that 25 of the 43 recognised the need for a course 
such as Mental Health First Aid and 21 of these felt it needed to be prior to a parenting 
course. 

•  There were discussions young people’s views re the position of faith and of places of 
worship in service.  Opinions were split – with opinions including that Mosques should be 
outside of service, involved a communicating public health messages or as a focus of service. 

 
Parents felt ill equipped and distant from teenagers -their own problems impair their capacity to 
help young people. 
Regarding the reference to confidence in parents-  
 
One parent said, “If you don’t trust mum then who do you trust? Children in that position must 
feel very isolated”. 
 
Regarding mistrust one parent said Parents linked emotional well-being to behaviour – seeing 
misbehaviour as a symptom or cause of poor emotional wellbeing. This led to a proposition that the 
lack of youth facilities in an area promoted poor emotional health because of isolation or indulging 
in risk behaviours. 
There were discussions about parents and young people having close relationships but that parents 
would not be seen as not understanding the issues of the young – in part an inter-generational gap 
but also reflecting cultural outlook and constraints. The conflict between wanting to be part of wider 
society whilst keeping old cultural values and of the priority of family over individual was 
highlighted.  
Parents talked about accessibility, they identified that making a referral requires confidence and 
bravery of the parent and child. The GP was the favoured route of access followed by community 
resources like the local nursery that currently delivered a Domestic Violence support service.  
Waiting times inhibited approaches to services as did a lack of understanding and wariness about 
the content and scope of therapy. 
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Parents favoured a trained counsellor in school and discussion of issues in PHSE lessons were 
supported by parents. This was linked to ease of use and as a way of avoiding stigma. Most parents 
were uncertain of school services beyond the school nurse and the safeguarding officer, although 
they mostly trusted schools and felt them well placed to provide or be a venue for supportive 
services. The parents who took part in the parenting programme spoke about the need to deliver 
messages and engage parents whilst attending primary school. 
 
Parents recognised that as well as a resource the family could be part of the problem in terms of 
self-sufficiency principle and other family issues impacting on the teens. The gap between the child’s 
– parents and grandparents’ generations variously commented on – and the influence of older 
traditionalists was highlighted by younger parents. 
Teenagers were seen as the crux of the issue – the distance between them and parents. Parents 
were concerned that they were not able to engage sufficiently with their children. 
 
Parents supported the engagement of families in supporting young people with a problem – but felt 
this ought to be through 1 to 1 chats rather than family conferences – as the latter would generate 
stress and exacerbate the problem. Sources of stress evident to parents were exam pressure, fitting 
in, bullying, social media, parental problems, injustice, racism, sexism, gender roles, physical / 
emotional development and just being a child. Older siblings were thought to find support less 
important because they may think ‘they know it all’, not realising parents/other have been through 
the same journey.  
When discussing the barriers parents listed the following – 

• Stigma in community 

• Divergence of view re role of Mosques and use of religious texts. 

• Lack of service sensitivity – to Muslim families.  

• The wider position of the Muslim community in society. 

• The insensitivity of mental health and emotional well-being services. 

• The fear of service interference in family life. 

• Parents lack of understanding and their need for support and training including their own 
emotional health. 

 
In terms of service improvement parents felt a discreet mobile service or one that was integrated in 
other forms of delivery i.e. though youth work or positive activities would be ideal and would be 
embraced by the community. Parents mentioned a role model to bring the young person out more 
to normalise mental health (this conversation stemmed from the recent news around Stormzy, 
(musician) who has been speaking about his mental health and challenges with depression) which 
the parents though would help with young people looking up to. A chill and chat service was also 
mentioned. 
Parents discussed how faith matters and if a person’s faith would change/affect the 
advice/suggestions they would give. Most thought that the building blocks of good health were the 
same for all but that the treatment had to be sympathetic to their ethnicity.  
The role of mosques was discussed including a mosque-based counselling service and if this would 
actually work. A majority thought that there was work to do before Mosques would be able to host 
services that would have the confidence of parents and young people but their role in community 
leadership and addressing attitudes was critical.   
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Individual Interviews  
 
The purpose of the interviews was to test the themes developed through the project by exposing 
them to a range of people involved in this population – the individuals interviewed were either 
known to project members, recommended by the schools or the parents or members of services 
delivering to the community.  The interviews included people with experience of working in welfare 
centre attached to a Mosque, in a community youth organisation, on a Mosque management 
committee, an adviser to Prevent, in Job Centre Services, a policy officer with the Equalities Section 
of Birmingham City Council, in adult mental health and in 0-25 mental health services. 
 
We adopted a structured interview process for adults and young people these developed the 
themes generated within the project. A copy of the schedules is included in the Appendices.  
 
The themes explored include the following. 
 
The availability of research nationally and locally –  
There was local data and experiences drawn from a longstanding engagement with the community 
through service provision – and reference was made to more research into service take up by BAME 
within Birmingham (we have not been able to track this down). 
 
The experience of the interviewees was that relationships took time to establish – and were 
confounded by other issues for example the link to Prevent and a feeling of families that services 
once engaged with a family continued to focus on that family. 
 
Service delivery could only be effective if there was an understanding of the cultural barriers and of 
the self-reinforcing nature of some of the culture / traditions that are mistakenly ascribed to religion 
by the adherents as well as the wider community. Some of the interviewees referred to the 
intractability of attitudes within a part of the Pakistani Muslim population as opposed to other BAME 
populations – the root of the attitudes was linked to a range of factors that included the migration 
patterns, the geographic distribution, and the societal structure. There were also concerns that 
external pressures maintained; insularity, poor educational performance, limited access to 
employment opportunities and the Prevent agenda.  
 
There was a recognition that improving emotional and mental well-being was a step towards 
improving educational attainment and employment rates and that this coupled with the confidence 
expressed by the community at large in schools could be harnessed to improve services. 
 
The majority of interviewees identified that there was still a belief in ‘magic’ and that mental illness 
and disability could be the result of past evil or a curse. Three of the interviewees cited recent 
examples of this involving young people.  
 
When asked about the atypical focus group and the response of some of the helping services, 
interviewees remarked on the specific nature of this local population. 
 
Some also identified a new generation of parents more aware of the importance of mental health 
and of the role of the primary care giver, parents that were prepared to engage with services but 
needed to be assisted to understand. However, they recognised that any change would need to be 
supported and accelerated by a community-based intervention. 
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The use of schools and other routes of access found favour – those involved in service delivery 
related cases where families had asked her and colleague to introduce themselves as being from the 
school to family members and friends. Others reinforced the views of parents regarding their 
preparedness to invest in education and their confidence in schools.  
 
In relation to young men – there was agreement with the view that young men in need were less 
likely to seek help because of the twin pressures of cultural modelling and the response from wider 
society – which has more recently focussed on extremism. This sometimes presents as an 
independent but uncommunicative individual and at other times as a person with low self-esteem 
who is becoming increasingly isolated. Interviewees felt that an approach that included engagement 
through schools and activity based /social approaches integrated within a broader help offer was 
likely to be successful.  
 
A number of interviewees expressed sympathy with the wariness of young people and parents in 
involving the faith institutions however interviewees spoke of the different attitudes of Mosques 
and of the impact of Imams on attitudes. A solution that begins with the involvement of the most 
engaged of these was more likely to succeed within a situation where religion, culture and tradition 
were so interrelated. 
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Findings and Discussion. 
 
This project has taken an iterative approach constructing a dialogue between young people, parents, 
community reference points and practitioners.  Within the body of the report we identify statistical 
and research weaknesses – because it is proper to do so. We have engaged 347 individuals and 
collated 311 anonymous service contacts for Pakistani Muslim young people – this is of the same 
scale as the Omnibus Survey (DFE 2017) a national survey that included 179 Asian families or 
Gronholm (2015) an excellent report, cited here, on service use that included 407 families.  
 

• There are varied views within our samples from the Pakistani Muslim community, we have 
found differing views regarding mental and emotional wellbeing relating to age, gender, 
religious adherence, culture, and experience. In this respect, this population is probably no 
different to some others. However, there are emerging themes – areas where there is 
consensus:  

• an increasing recognition of the value of mental wellbeing,  

• an enthusiasm for engagement from parents that might be encouraged,  

• a recognition of the need to engage Mosques despite differing levels of confidence 

• confidence in schools and other community locations  
And  

• a willingness to look beyond the medical profession for support. 
 

• There appears (within the constraints of the data) to be a different service user profile in 
terms of the numbers of males presenting (approximately 40% fewer presenting than 
expected), the presenting issues of both genders (elevated scores for Family Difficulties and 
Stress) and specific gender differences in relation to Anger (but within the range of the wider 
population), Autism and Learning Difficulties. We have identified a potential under-
representation of the Pakistani Muslim population of over 1,000 young people. 
 

• Young people and their parents expressed concern about their confidence in parents to 
address concerns. Parents expressed concern about communicating with their child and 
providing support and signposting to other support. This presented in the context of warmth 
and respect of young people for parents and a parental enthusiasm to improve their caring 
capacity and learn about the elements of the young person’s lives. 
 

• The views of young people, as identified through survey and focus groups, are that they 
recognise their right to positive mental health and a need to invest their energies in it. This 
sits alongside older young people feeling less confident that there will be an adult there to 
assist.  
 

• Young people wanted sensitive services reflecting their ethnicity. Reconciling the views of 
parents and the output from the interviews it seems the engagement of Mosques would 
support community attitude change. 
 

• There was convergence over the service design principles – young person focussed but 
providing a supporting and enabling service to parents, sensitive to religion but not defined 
by it and locally delivered. There was support for involving ‘trusted services’ – schools, 
children’s centres – and that supporting emotional and mental health could be integrated 
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within other service delivery. The link between physical activity and mental health was 
raised and discussed in each group. 
Parents and young people volunteered to take part in any service design session that might 
be arranged. 

 

•  Parents and young people supported and volunteered to act as peer mentors or champions 
within programmes – the majority of young people felt they would take up an offer of 
support from peers although a significant number would require reassurance re 
confidentiality.  
 

• Service Awareness was an issue in all elements of the project – some parents and young 
people knew of the PAUSE project and of Forward Thinking Birmingham and were able to 
share examples of service delivery. There was less discussion re community or school-based 
services - parents stated they were unaware of any school-based service (although they 
trusted schools).  
The parents consulted felt significantly less able to look after the mental health of their 
children and were significantly less likely to know where to go for advice that parents 
included in the national omnibus survey. 
 

• Parents and young people recognised the tension between the cultural expectations of 
community, parents, and young people. This was raised when children discussed the 
pressures on them and their coping resources; when parents discussed their capacity to 
communicate with children (esp. teenagers). 
The general view was that culture and tradition rather than any inherent element of the 
Muslim faith reinforced the stigma surrounding emotional and mental health. The 
consultee’s view of the potential of Mosques to assist was based on the extent to which the 
Mosques adopted those cultural and traditional perspectives. 
As a result, the majority view was that these tensions left some parents feeling personally ill-
equipped to cope and promoted views that seeking or accepting help for emotional / mental 
health issues. Some parents and the majority of interviewees pointed to the dynamic nature 
of this relationship, identifying that the need for consistent activity to promote cultural 
change. 

 
Experience of the current services was not the primary intention of this consultation – but it showed 
that young people who had used services had a high level of confidence in the service delivery of 
schools, FTB and PAUSE, family members who had knowledge of services were effusive about the 
quality and impact of those services. The comments in relation to accessing the service focussed on 
the complexity and length of time taken to access service. Making  Sense (January 2016) a service 
user consultation undertaken by young people who were service users of CAMHS across Wales had 
500 respondents identified similar themes- a recognition of the pressure on CAMHS in terms of 
referrals and how this impacted on their experience of the service; a preference for lower tier 
services provided by trusted non- CAMHS professionals and a proposal for a channel shift towards 
these services with the aim of providing a more timely response when referrals were made. 
However, unlike Birmingham there was a negative experience of ‘Welsh’ CAMHS a consequence of 
young people feeling that they were not helped to get better as most young people found the staff 
and service friendly and approachable. As to the trusted non-professional teachers and school 
scored highly. 
 



V0.5   
 

19 
 

The Children and Young People’s Mental Health Coalition (2014) identified schools, youth clubs, faith 
groups etc. as ideal locations for promoting the mental health and wellbeing of all children and 
young people. These universally accessible services and are less stigmatising. It proposes that 
‘Schools, for instance, can improve children and young people’s knowledge of mental health via the 
curriculum; the pastoral system within the school can provide support for vulnerable children and 
young people; schools can commission a counsellor for their pupils; and they can work with local 
services to provide targeted support for those most in need of specialist help’. 
 
Our survey found an understanding of mental health and a recognition of the value of paying 
attention to your own mental health that increased in the older age group – these results were at or 
about that reported in national surveys e.g. National Omnibus Survey 2017.The confidence of parent 
to support their child’s mental health was significantly lower. 
 
A review of the literature regarding the lack of access to services completed by the Mental Health 
Foundation included under-diagnosis, a reluctance to access services, negative attitudes or disbelief 
among young people about seeking professional help (Rickwood et al 2005), negative attitudes held 
by their caregivers (Gronholm et al 2015), discomfort with receiving a formal diagnosis (Brown et al 
2000) and the feeling that current services are inappropriate for their needs (Rickwood et al 
2005; Gulliver et al 2010; Lavis & Hewson 2010) have resulted in a mismatch between 
needs and service provision. 
 
The output from the project touched on each of these but most obvious is the impact of care givers 
attitudes about seeking professional help. Gronholm concluded –  
 

the key role caregivers’ attitudes and experiences hold in young people’s 
service use. The findings indicate that strategies aiming to bridge the gap between 
young people’s service needs and utilisation might be improved by targeting stigma 
amongst caregivers. 

   
The Department of Health cites that communities have a different understanding of the mental 
health problems and use as an example (often repeated) that Urdu has no word for depression. 
However, the project found young people and their parents aware of the issues and problems but 
constrained to address them by tradition and cultural perspectives within the community.  
 
The parents consulted expressed a willingness to be engaged in improving their capacity/ capability 
to care for their child and to begin the process of making the seeking of support more acceptable. 
The project utilised the skills and experience of colleagues involved in Approachable Parenting and 
those delivering Mental Health First Aid in consultations – the parents consulted found the content 
and aims of these matched their needs. 
 
Our developing narrative, based on the output of the consultation, suggests that Voluntary and 
Community Sector services should deliver the service and evidence suggests this is more likely to be 
effective in engaging people from the BAME groups ((Malek and Joughin,2004; Youth Access, 2010). 
This is because they are often conveniently located on the high street, rather than a clinic; they 
provide a range of support including mental health; are less stigmatising; have a culture 
of participation; and are easy to access. 
 
Other parenting programmes have been shown to be effective in addressing child and adolescent 
mental health problems (Brown et al., 2012). For instance, the Strengthening Families, Strengthening 
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Communities programme has a good track record in engaging with black and minority ethnic families 
although not South Asian Muslim parents in particular (Wilding and Barton, 2009). In choosing the 
approach we would need to be mindful of engaging the wider community and interpreting 
sensitivity to religion. 
 
Our central finding is that a community-based change process is required to improve access and 
response to Muslim young people with emotional and mental health problems. This would make 
seeking assistance for emotional and mental health problems more acceptable and create capacity 
and capability within the community. The programme of work would need to be delivered by a 
partnership that includes and empowers the community to mobilise their assets and on the basis of 
the service design work undertaken by the various stakeholders involve. 
 
Within an identified community area, a multi -component approach including delivery within 
appropriate venues but recognising the confidence of parents in schools. The governance of the 
programme will need to reflect those involved in delivery. 
 

1. Pupil Peer Support – reflective of and sensitive to Islam, utilising the learning from the Five 
Pillars programme. 
 

2. Mentoring Service – building on current models addressing specifically those Muslim young 
men that are unwilling to access services. Schools were able to identify a problem of young 
men who were increasingly dislocated from peers, whose development was suffering and 
who because this was expressed in ways other than challenging behaviour were not 
identified. This would be by referral from school time limited  
 

3. Emotional Support aligned with activity – a set of community organisations aware of the 
importance of providing emotional support and able to align their activity with a service 
delivered by mentors. The mentor will eventually dis-engage, and the young person can 
remain attached to the service.  These will include arts, sport, and technical offer. The 
quality assurance of the services will be managed via the open access mental health service. 
 

4. Social Media Training – separately for parents and young people, to address the dislocation 
parents feel from this element of their children’s lives and allow them to understand and 
support their children. For young people to understand the risks and provide a better level 
of self-care. 
 

5. Parent Champions – enabling parents to carry messages into the wider community and sign 
post to support. Parents will receive parenting training, Mental Health First Aid training, be 
aware and in time deliver other elements of the programme. Parents felt these would have 
greater access to places of worship, to parents at the school gate and within schools. 
 

6. A Public Health approach – working with the NHS service and public health to deliver key 
messages through Mosques, associated welfare services and other community 
organisations. The aim to make services more visible, accessible, and credible to attendees.  
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