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Muslims and depression: the role of religious beliefs in therapy
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Abstract 
Background: Policy and practice guidelines in the UK and elsewhere promote the use of culturally appropriate treatment for 
clients from minority groups. The literature demonstrates religious coping can be effective in reducing levels of depression and that 
people from Muslim backgrounds are likely to use religious coping techniques.
Methods: This study explored the possibility of adapting an existing therapy to meet the needs of Muslims with depression. 
Behavioural Activation (BA) was selected as an appropriate approach based on its focus on behaviour linked to values. To 
investigate which adaptations were needed, interviews were carried out with practitioners (n=26) and Muslim service users (n=4). 
Data was organised into themes adapted from a previous cultural adaptation of BA. Three advisory groups were consulted on the 
content of the thematic framework.
Results: The findings supported the incorporation of religious teachings within psychological therapies and highlighted the 
importance of therapists creating space to discuss religion with clients who wish to. Therapists recognised religion could be a useful 
resource, however, often felt ill equipped to engage with a religious framework within therapy.
Conclusions: Practitioners, including those from Muslim backgrounds, require training and guidance regarding attention to 
religious beliefs within therapy. Practitioners need to be prepared to develop their knowledge of religious beliefs and cultural issues 
that may arise for clients from the communities with which they work.
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Introduction
Muslims make up the second largest religious group in Britain 
[1]. A census of UK inpatients and out patients in National Health 
Service (NHS) and independent mental health services showed 
that 4% of the 31,786 people recorded identified themselves 
as Muslim [2]. The National Institute for Clinical Excellence 
[3] and the Department of Health [4,5] promote the use of 
culturally appropriate treatment for clients from minority ethnic 
and faith groups. Van Loon et al., [6] have argued that higher 
rates of depression in ethnic minority groups means there is 
a need for culturally adapted interventions; and having an 
intervention that focuses on values and beliefs specific to the 
cultural group makes treatment more effective. Fernando [7] 
has commented that mental health practitioners are not free 
from biases or making value judgements on the individuals 
they are treating; having a better understanding of the culture 
or values of patients may lead to better service provision with 
regards to working with cultural diversity. However, little 
evidence about how to adapt therapeutic interventions for 
minority religious groups is available from reviews of clinical 
trials and interventions [8]. 

Religion and wellbeing
The concept of wellbeing has been linked to mental health in 

terms of ‘the absence of mental disorder and the presence of 
positive psychological resources’; [9] and the need for therapy 
to influence an individual’s wellbeing through an increase in 
postive emotions which in turn may improve their physical 
state (which may have been effected by their depressed emo-
tional state) [10].

There is a significant body of literature indicating that religion 
may influence wellbeing through pathways that are behavioural, 
psychological, social and physiological; [11] and in the wider 
literature, there is evidence that interventions that include faith 
are effective in the treatment of depression. Religious coping 
in response to stress can be both positive and negative in style. 

‘Positive religious coping’ has been associated with reduced 
levels of depression and the use of an internalised spiritual 
belief system, providing strategies that promote hope and 
resilience [12]. Religious beliefs and practices that encourage 
a proactive approach to dealing with problems, are more 
likely to help people overcome depression [12b]. Conversely, 
aspects of religion that are negative or unhelpful, for example 
perceiving illness as being abandoned or punished by God, are 
defined as ‘negative religious coping’, and have been found to 
increase depression and anxiety [12,13]. Ventis [14] found that 
those who follow an intrinsic form of religiosity tend to report 
being free from anxieties and guilt.
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Cinnirella and Loewenthal (1999) reported that the Muslim 
respondents in their study showed the highest amount 
of agreement (92% of Muslim respondents), compared to 
participants from other religious backgrounds, when it came 
to considering religion as a form of treatment for depression. 
Evidence about the kind of religious coping used by Muslims 
is lacking, however, although El Azayem et al., (1994) suggest 
that there is an inherent focus on positive coping within the 
religious framework of Islam [16].

Research indicates that interventions drawing on faith can 
be effective in addressing and preventing depression [8] and 
improving quality of life [17]. A review of evidence, across 
diverse religious groups suggests that religious activities 
including private prayer and collective worship can contribute 
to wellbeing and decrease isolation [14].

Evidence suggests that people from Muslim backgrounds 
are more likely to use religious coping techniques than in-
dividuals from other religious groups in the UK [18]. Bobat [19] 
reports improvements in a group of Muslim men in the UK 
with mental ill health who found that attending the mosque 
was a useful coping strategy; and a study with 64 Muslim 
patients in Pakistan reported a reduction in depression during 
the fasting month of Ramadan.

Religious coping strategies for depression have been inte-
grated into a range of psychological therapy approaches [20-22] 
and Townsend’s [8] review of clinical trials found therapeutic 
approaches incorporating religion as effective as those adopting 
a secular approach.

Other influences on health behaviour 
Most Muslims in the UK have origins in non-Western countries 
and religious beliefs and practices are often intertwined with 
other aspects of culture and identity, such as ethnicity and 
gender [22]. It has been suggested that people from non-
Western backgrounds may express emotional distress in 
physical terms or interpret symptoms of psychological distress 
as physical illness [23]; this generally leads to the individual 
being described as somatising psychological distress. However, 
Gureje et al., [24] large empirical study covering a range 
of international sites demonstrated that somatisation was 
not specific to particular cultures. Ryder et al., (2002) high- 
light that individuals described as somatising may be conside-
red to be denying any emotional distress, whereas it has been 
suggested that the definition of somatisation can vary and 
refers to some crossover between the physical and emotio- 
nal–however it may be expressed [23].

Differential diagnosis patterns have been shown to exist; 
Muslims are often not referred for psychological therapies, and 
are more likely to self-refer [25]. Bhui et al., [26] found that even 
when a Punjabi patient is identified as having psychological 
distress, GPs may conclude that management of the disorder 
may be handled differently. Studies of different conceptual 
models of depression have found that people from White/
Western backgrounds are more likely to follow a biopsychiatric 

model, and expect depression to require professional treatment 
[27,28]. In contrast, people from minority ethnic communities 
in the West are more likely to describe their psychological 
problems in relation to a situational model, that is, in terms 
of social and relationship issues [27,29]. Halbriech et al., [30] 
highlight that whilst some cultures may favour somatic or 
psychological explanations, this does not indicate that one 
explanation is superior to the other; what is normal and 
acceptable varies from culture to culture. 

The present study
The current study involved an interdisciplinary and multicultural 
research partnership and aimed to explore whether it was 
possible to adapt an existing therapy to meet the needs of 
Muslims with depression. The evidence linking religious 
behaviour with decreased depression suggested a behavioural 
approach was likely to be most appropriate and Behavioural 
Activation (BA) was selected because of its emphasis on client 
values [31-33]. As an approach, evidence indicates that BA 
is an effective treatment for depression and a growing area 
of therapy [31-34]. A ‘culturally sensitive’ version of BA has 
already been developed for Latino populations in the US, 
providing evidence of its capacity to be culturally adapted 
for a specific group [35].

The focus of this study was to make this therapeutic modality 
more appropriate and sensitive to the needs of Muslims with 
depression, rather than to create a new psychological therapy. 
This is an approach supported by previous studies that suggest 
adapting interventions already in use are not only effective 
in raising awareness of a more appropriate intervention but 
adapted tools are a more effective method of implementing 
behaviour change and reducing service provision inequalities 
[36]. In order to investigate the adaptations needed, we 
interviewed practitioners with experience of treating Muslim 
clients and clients with experience of using mental health 
services. Participants were asked about their experiences 
and understandings of depression in Muslim communities; 
their views on religion and spirituality within therapy, and 
what therapists should bear in mind when working with 
Muslim clients. 

In this paper we present some of the key findings that in-
formed the adaptations that were made to the psychological 
therapy manual.

Methods
Sample
The method employed to recruit Key Informants was the snow- 
balling’ approach [37] by initially using contacts known to 
the research partners and building momentum from these. 
Sample size was determined to achieve ‘saturation’ i.e., capture 
a range of experiences without being repetitious [38], based 
on the experience of the research team. Thirty Key Inform- 
ants, were selected on the basis of experience of delivering 
mental health services to people from Muslim backgrounds 
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(n=26) or as Muslim service users (n=4). There were 17 male 
and nine female practitioners, including a mental health 
support worker; five clinical psychologists; a GP; two service 
managers and three psychiatrists. Health practitioners were 
based across England and Muslim clients (two male and two 
female) in Bradford. Themes arising from KI interviews were 
presented to a Muslim Service Users Advisory Group, drawn 
from existing users of a voluntary sector Black and Minority 
Ethnic (BME) mental health organisationa in Bradford, for 
validation and additional feedback.

Key informants were interviewed using a semi structured 
topic guide developed from a literature review of studies on 
religion and depression, with a particular focus on interventions 
for treating Muslim clients with depression [39]. Practitioners’ 
views were explored in such areas as: the use of religion or 
spirituality in therapy; involvement of family members and 
other issues that practitioners should bear in mind when 
working with Muslim clients. Clients were asked similar 
questions, with the focus being on their experience of receiving 
services. All participants provided written consent to be inter- 
viewed. 

Analysis
Interviews were transcribed, translated where necessary (if 
Key Informants carried out their interview in a language other 
than English), and coded using NVivo 8 software. Based on 
the Framework Analysis approach [40] data was organised 
into seven main themes adapted from a previous cultural 
adaptation of BA [35]. These themes were divided in to a 
further 24 subthemes [41].

Three advisory groups, made up of practitioners and clients, 
were consulted on the content of the thematic framework. Two 
researchers independently checked coding themes against 
close readings of transcripts to ensure coding was concurrent 
to the themes. The coding framework was then applied to 
further transcripts and interpretations cross-checked for 20% 
of interviews. Preliminary analysis was validated by the project 
advisory groups. 

Analysis brought together supporting and disproving evi-
dence for interpretive propositions; deviant cases were used 
to enhance validity [41] and develop explanations encom-
passing diverse viewpoints [42].

Analysis was informed by wider aspects of literature on 
religion and mental health focusing on comparisons between 
diverse respondent perspectives. Reliability and objectivity 
were achieved through the systematic and documented 
collection of data and reflexive approaches during all stages 
of research [40].

Results
Spiritual understandings of health
Participants highlighted that whilst religion is not a central 
aspect of identity for every Muslim, Islam is likely to have 
informed values with which many Muslims may have been 

raised. A client’s relationship with God is likely to feature for 
most people from Muslim backgrounds, including those who 
are ambivalent about religion or struggling to make sense of 
their identity. Key Informants suggested that therapists could 
gauge how important Islam might be by getting a person to 
describe their typical day. 

“Even with young people who seem to be rebelling against  
everything. If I check out and I just... you know – without any 
judgement or expectation on my part – […] if they are talking 
what their parents say about God or something. And I say 
what do you think? What is surprising for me always is even the 
most rebellious adolescents often say, “Well actually, I do talk 
to God sometimes.” And so then it’s like an opening, so I think 
they need to feel like you’re open to that too […]. And if they 
think the professional isn’t going to be sympathetic or under- 

      standing of religion or spirituality they just won’t bring it up.
                                                                              Clinical psychologist

“If the person says that I pray regularly, in the morning and 
whatever. Erm, so it’s from the beginning of the day to the 
end of the day, what do you do in that day? What’s important?”

                                                            Mental Health service manager

Muslim Key Informants expressed the belief that God gives 
health, the ability to recover and only God has the power to 
heal. Other Key Informants pointed out that this understanding 
could lead to both stigmatising and accepting attitudes of 
depression. A negative interpretation of religious teachings 
would, for example, interpret poor health as a reflection of 
poor religiosity. Someone who believed they were being 
punished by God would be more likely to consider depression 
as deserved with adverse consequences for hope of recovery. 
In contrast, a more positive interpretation would interpret 
illness or difficulties as a test from God, something that 
individuals had inherent strength to deal with. Spirituality 
was often seen as an integral aspect of identity for Muslims 
and a potential resource:

“So their whole notion of self is already very different to a 
Westernised mind, body kind of idea - split idea of self. It’s 
one in which mind body and spirit are connected, and so the 
way in which they understand themselves is with all of those 
dimensions. And traditionally within those religions, spirituality 
was also partly one of the techniques or the method that was 
used to resolve challenges or difficulties in life.”

                                                                              Clinical psychologist

Key Informants mentioned that in some cases families may 
not accept a mental health diagnosis and seek a supernatural 
explanation. Belief in supernatural causes contributing to or 
being a reason for mental illness is considered acceptable 
by some Muslim scholars [43]. However, the social stigma 
faced by individuals with depression, could sometimes be 
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associated with such beliefs:

“It’s a double edged stigma, in that it’s not just the stigma of 
mental health but the stigma of home concepts [sic] of Jinns, 
which some communities will feel quite strongly about and 
the fact that other times they might feel that their whole illness 
is black magic and want to work in that context.”

                        Community Development Worker

Key Informants suggested it was important for therapists to 
accept conceptual models of depression relating to super-
natural causes, whether or not they themselves believed in 
them. At the same time, clients should be encouraged not 
to discount psychological interventions or medication which 
could still be effective, whatever the cause of depression.
 
Positive religious coping
Adhering to religious practices and acting on religious beliefs 
was perceived as providing a more hopeful perspective and 
encouraging resilience.

“There are people that I see who are Muslims who are very much 
practicing Muslims and they get a lot out of that spirituality 
side […..] they seem to be able to cope with issues better, par-
tially because again, because of their belief systems, because 
they accept, you know from a Muslim perspective that this is, 

‘this is from Allah, this is a test or this is something that I’m 
going through, this is a… this is all part and parcel of me being 
here [….] and therefore it becomes a kind of coping mechanism 
to enable you to continue to progress in your lives...” 

                   General practitioner

Key Informants felt that religion could help individuals come 
to an understanding about difficulties and there were parallels 
between therapeutic approaches and Islamic principles. For 
example, Islam encourages individuals to take responsibility 
for themselves and their actions, and to encourage alternatives 
to negative thoughts. Turning to God provided strength, espe-
cially for those individuals who felt isolated. Similarly the act of 
repentance helped individuals focus their attention on more 
positive elements of their situation, preventing them falling 
into despair, and in some cases, against suicide.

Negative religious coping
The function of client behaviour motivated by religious beliefs 
was seen as a key criterion for whether religious interpretations 
needed to be challenged through reference to more positive 
or balanced teachings.

Key Informants gave examples of instances where religious 
beliefs may contribute to mental health difficulties, for example, 
following particular interpretations of religious teachings. 
These interpretations may often be linked to culturally biased 
emphasis on particular aspects of Islam or misinformation 
about religious teachings. Practitioners with little knowledge 

of the difference between cultural practises and scriptural 
teachings could feel unable to challenge such beliefs:

“It’s always the .., the husband has rights over his wife, the 
parents have rights over the children and its always somebody 
who is in authority has rights over the person who doesn’t so, 
it’s not the other way round and it’s … I think it’s the Imaams of 
the Mosque that need to say these things and tell the comm-
unity that er, that, the children have rights as well […] it’s a two 
way thing but I’ve lived all my life thinking it was just one way.”

                                                                                               Service user

It was suggested that unhelpful guilt could be stimulated by 
focus on religious beliefs, for example non-observance could 
make clients feel unworthy of God’s mercy; discouraging 
individuals to draw on religion as a resource. Key Informants, 
however, felt that this negative focus could be challenged 
through Islamic teachings focusing on God’s mercy and for-
giveness. Promoting small behavioural steps in line with the 
client’s values again demonstrated a parallel between Islam 
and widely accepted therapeutic approaches [44]. 

Discussing religion
There was inconsistency amongst practitioners regarding 
confidence in engaging with clients’ religious identity. Whilst 
all acknowledged its importance, there was uncertainty about 
what was acceptable within the boundaries of professional 
conduct. Many professionals felt the client should introduce 
this issue and some Muslim professionals felt it would be 

‘frowned upon’ by colleagues to interact with clients in ways 
that acknowledged their shared identity. It was felt that prof- 
essional training did not equip practitioners to deal with clients’ 
religious identity, therefore some had sought alternative 
sources to develop their skills:

“I have to say my psychotherapy training didn’t prepare me 
for asking questions about religion and spirituality at all. It’s 
only years of […] attending seminars and study days and being 
linked with a couple of scholars who have really answered my 
questions, that I’ve really been able to develop my own personal 
as well as theoretical understanding of religion and spirituality”.

                                                                              Clinical Psychologist

These respondents felt that making space within therapy 
to discuss religion was a key process for understanding the 
client and assessing whether, or how, religious values might 
be incorporated.

Where religious identity was important, some Key Informants 
used Quranic teachings to help clients work through problems 
such as difficult family relationships. Teachings from the 
Qur’an and Sunnahb were sometimes used to challenge under- 
standings of oppressive relationships and promote alternative 
understandings. Drawing on the biography of the Prophet 
Muhammad and those close to him could also help with 
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particular ideas about gender relationships, support confidence 
building and assertiveness for women:

“When you look at the wife of the Prophet, sallalahu wassallam 
[Peace be upon him] you know, business woman, educated, 
you know it’s kind of like wow, women are like yes we didn’t 
know about that. […] And I think that that gives people con-
fidence in think that, you know, wow if all those 1400 years 
ago that was…and it’s examples of people, I think that’s what 
really, really helps. And I mean in terms of scholars, like Hazrat 
Aisha Saddiqah, […] she was the biggest scholar […]. So 
when you talk to women about issues like this and you talk to 
them that how Islam treats women and it then gives them 
that boost and that confidence and that self esteem”.

                                            Community mental health service manager

Client-therapist match
Issues relating to engagement and trust were recurrent 
within the data; for example whether the therapist was open 
to using religion and spirituality within therapy. Therapists 
from a similar background to the client were more likely to 
understand cultural metaphors and references. However, a 
shared background could sometimes lead to practitioners 
crossing professional boundaries:

“The medical assessor said […] you just need to get married or 
have a girlfriend and it’ll cure all your problems, all your 
depression will go away and you won’t need these tablets 
and […] I think he was using that because he thought he could 
get away with me because of he’s Asian you know.”  

                                                                               Service user

Muslim clients may prefer a therapist from a different back-
ground if they had concerns regarding confidentiality, felt 
ambivalent about religion or embarrassed about disclosing 
low religious observance. Some level of religious and cultural 
knowledge on the part of the therapist was seen as necessary 
to facilitate engagement; such knowledge could support 
therapists to help clients find solutions from within their own 
value framework: 

“I think it helps if they know a little bit about the religion or at 
least be curious about the religion […] when I work with 
anyone from any kind of culture I believe that ultimately 
within their own cultural system there will be ways of dealing 
with those difficulties.“

                                                                              Clinical Psychologist

Trust, empathy, compassion and openness to understanding 
religious beliefs were found to be the most important qualities 
for therapists regardless of background. Understanding the 
boundaries of one’s own expertise was also essential:

“There comes a point of which, even if you are…a… Muslim 

psychologist, you draw the line and you say ‘that’s outside 
my sphere of competence’ and your sphere of competence 
is often defined by the body of knowledge that you’re drawing 
on, ultimately [….]. You shouldn’t be doing anything as a 
professional or psychological therapist that isn’t backed up 
by a body of knowledge.“

                                                                              Clinical Psychologist

Strategies to use the family
Findings corroborated existing evidence that involving family 
can be important to Muslim clients [45]. Key Informants pointed 
out that family dynamics could affect the ability of the indivi-
dual to access healthcare. For example relying on the help 
of a family member who speaks English or drives; and lack 
of support within the family could exacerbate depression or 
prevent individuals from seeking help.

Some Key Informants felt that family commitments could 
impact on engagement with therapy, for example, completing 
homework tasks:

“A lot of the time at home there’s lots of things: there’s children, 
there’s families there [are] things that just will not give them 
the space to do their homework.”

    Primary Care Trust manager

Key Informants felt that families were an underused resource; 
relatives could support the individual to make time and be 
motivated to do homework assignments that they might other-
wise struggle to complete. At the same time, social stigma 
relating to depression could extend to a fear of family members 
finding out and labelling individuals in derogatory terms such 
as paaghal (mad) or challa (‘simple’). Key Informants felt that 
people with depression were often considered unable to 
function properly, overlooked or taken advantage of by family. 

Sensitivity to support and resources available
Key Informants suggested that partnering with faith-based or 
BME community organisations could support the development 
of cultural sensitivity amongst therapists. For example religious 
study circles offered peer support and could help people feel 
a sense of ‘belonging’:

“It reduces isolation, it reduces fear, it builds self esteem, confidence 
      and […] it’s like a breath of fresh air for them away from the   

social dynamics and the problems they’re experiencing at home. 
       They feel coming out to a service who understand their problem,  

understand the depression as a way of recovery for them.” 
                                                 Community mental health service manager

Key Informants felt that placing interventions in community 
settings could also help reduce stigma. Some practitioners 
had already worked with imams to promote awareness of 
mental illness within Muslim communities or to challenge 
unhelpful community practices that contribute to depression. 
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However, there were also reports of unscrupulous ‘faith healers’ 
exploiting those with mental illness financially and of damaging 
advice from some imams.

Partnership approaches were seen as important to improved 
awareness and attitudes in both sectors and to ensuring mental 
illness did not go untreated.

Social context
Key Informants referred to the diversity within Muslim com-
munities regarding the influence of social contexts. Older 
adults were often less educated than their children and less 
able to draw on their previous life experience to maintain a 
significant role: 

“Older people have a lot of depression because it’s a loss… […] 
back home, it’s like you know, more older you get, more wiser 
that you are - you have a better status there.”

         Psychotherapist

The UK context could also cause problems for young people 
when their religious values prohibited aspects of a desired 
lifestyle:

“ The fact that this person’s got an identity crisis and saying ‘I 
want to be more religious’ then he’s got a goal where he’s 
saying that he wants a girlfriend.”

                                                  Psychological Wellbeing Practitioner

Racism was also highlighted as an important aspect of the 
social context for Muslim communities in the UK. One service 
user described increased feelings of isolation when racism 
was left unchallenged in the mental health support group 
he attended.
 
Discussion
Importance of religion
Our fieldwork confirmed the significance of a faith identity to 
Muslims, many of whom relate their health to their faith. Most 
practitioners interviewed took the approach that using religion 
as a resource encourages people to act on their beliefs and 
this concordance between values and behaviour is consistent 
with the approach promoted by BA [32]. Our findings indicate 
that religious beliefs are considered protective and encourage 
seeking social support, whilst acting on religious beliefs encou- 
rages resilience, hope and promotes ‘positive religious cop- 
ing’ [12]. This finding is not surprising given existing evidence 
that a high proportion of Muslims feel their religious beliefs 
can help in the treatment of depression [15,46]. Regarding the 
wider literature on religion and mental health, our findings 
confirm that religious identity may influence wellbeing through 
various routes [11] and a belief in God has demonstrated better 
treatment outcomes [47].

Aspirations towards a holistic therapeutic approach and 
respect for cultural diversity cannot be fulfilled in relation to 

Muslim clients whilst even Muslim therapists express a lack 
of confidence about how to engage with religious identity 
within therapy. Such confidence is, however, unlikely amongst 
therapists until the issue of religious identity is acknowledged 
in training. The ability to incorporate a religious dimension 
within therapy for clients to whom this is significant and 
influential may be vital to supporting effective problem solving 
and aiding individuals to achieve solutions in accordance 
with their values.

Collaborative working between therapists and those 
with religious expertise may be important where unhelpful 
interpretations of religious teachings contribute to depression. 
There is, however, a need to formulate more clearly how 
collaborative working might be developed and to identify 
situations in which the two approaches may be synergistic, 
or conflicting, before treatment pathways are developed [38].

Other influences on health behaviour
Our findings confirm that some Muslim clients may express 
emotional distress in somatic terms [19]. As with supernatural 
explanations, alternative expressions of depression should, we 
suggest, be accepted and treated as psychological distress 
and clients not persuaded to accept a Western worldview [27]. 
Muslims are known to be under-referred for talking therapies 
[25] and our evidence suggests that this could be linked to 
practitioners misunderstanding somatic expressions as having 
no psychological basis.

The social context of depression is of particular relevance 
to people from minority ethnic groups in the West, to which 
most Muslims in the UK belong [27,29]. Our findings confirm 
that social factors such as young people struggling with their 
 identity, or older people losing a sense of purpose are particular 
issues that practitioners will need to understand in order to 
enhance their approach to working with Muslims.

Client-therapist match
Trust and empathy were considered more important for the 
therapeutic relationship by our respondents than a therapist’s 
religious background. Our evidence suggests therapists should 
demonstrate openness to talking about religion, giving a clear 
message that it is acceptable and potentially helpful to talk 
about their beliefs, if clients wish. Our findings suggest that 
consistent professional practice regarding engagement with 
the religious identity and social context of Muslim patients 
is an important means of challenging stereotypes that can 
adversely affect healthcare [21]. A basic level of knowledge 
of Islam and cultural issues will facilitate such engagement. 
Our findings indicate that therapist knowledge in this area 
can reduce the risk of incorrect understandings of religious 
beliefs being included in therapy, for example, where the 
distinction between religion and culture is blurred.

Strengths and limitations
A wide variety of practitioners from different service back-
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grounds were interviewed, contributing their extensive 
experience of working with Muslim clients. A smaller number 
of clients were included in the Key Informant sample and all 
Muslim clients were recruited from one site; including more 
clients would have allowed greater exploration of diversity 
in relation to language and ethnicity. And although a Service 
User Advisory Group was involved in validating findings 
from the fieldwork, more research with a broader range of 
Muslim clients could have provided a more comprehensive 
understanding of their experiences and better insight into 
reasons for low referrals or uptake of psychological therapies.

The diversity of the Key Informants from practitioner back-
grounds could be considered a strength, since this sample was 
greater in number and more ethnically diverse compared to 
the clients. Having a wider spread of different professionals in 
the sample meant that there was scope for more exploration 
of diversity within each professional group.

Conclusion
The principal finding from our data is that therapists working 
with Muslim clients will need to adapt current practice in 
order to support clients to draw on religious coping strategies. 
There is currently inconsistency in how practitioners respond 
to this client need and therefore a need for opportunities 
through which practitioners can develop their knowledge 
and skills, with guidance through training. Practitioners also 
need to be prepared to develop their personal knowledge of 
religious beliefs and cultural issues that may arise for clients 
from the communities with which they work.

aSharing Voices Bradford is a voluntary mental health organi-
 sation aimed at supporting the needs of people from minority  
 ethnic groups with mental health difficulties. 
 http://www.sharingvoices.net/ 
bProphetic tradition, That is, the way in which the Prophet 
 Muhammad conducted himself. Islamic teachings encourage 
 Muslims to follow the Prophet Muhammad’s way of life as the  
 best example of how to live in accordance with the teachings 
 of the Qur’an.
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