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Numerous commentators have noted a historic ambivalence between religion and
psychiatry. However, a growing body of evidence indicates an association between
mental health and various religious activities, both private and public. As such, there
are growing calls for greater religious sensitivity among mental health clinicians, to
help unlock the potentially healing aspects of religiosity. So far, most literature from
English-speaking countries has focused on Christianity and mental health, with little
attention paid to Muslim mental health. This is the fastest growing religion in English-
speaking countries, and the mental health of Muslims in these countries is under-
researched. As such, the present paper summarises new directions in the mental
health and religion literature, with a focus on the mental health of Muslims in English-
speaking countries.

Keywords Religion; mental health; Islam; clergy; Muslim mental health.

Numerous commentators have noted a historic ambivalence
between religion and psychiatry.1–4 This can be traced back
to the writings of formative figures in the early decades of
psychiatry; for example, Freud argued that religion was a
delusional infantilism that could be disabused through ther-
apy.5 Other magisterial figures such as Ellis and Skinner also
considered some aspects of religion to be antithetical to
positive mental health.6,7

More recent studies indicate that this ambivalence con-
tinues to the present day. For example, one study found low
levels of religiosity among psychiatrists compared with other
physicians,8 while another study found a lack of integration of

religious variables into psychiatric research.9 This may signify
a continued uneasiness within psychiatry about incorporating
aspects of religion into psychiatric research and practice.

Religion and mental health

That said, a growing body of research suggests a positive asso-
ciation between mental health and religious activities, known
in the social sciences as ‘religiosity’.10 This literature indicates
that religiosity is positively associated with prevention
and recovery.1,11 For example, a large corpus of research indi-
cates that religiosity is moderately associated with greater
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well-being, lower rates of depression and anxiety, and lower
rates of suicide.12–14 Similarly, other studies suggest that
both public and private religiosity is associated with recovery
froma range ofmental illnesses, including depression, schizo-
phrenia and substance use disorder.15–17 Of note, many of the
studies examining religiosity and mental health are cross-
sectional, meaning that reverse causation is possible.
However, the consistency of the findings has led researchers
to further investigate religiosity to examine specific factors
that may be associated with mental health.

Public and private religiosity

Some scholars divide religious practice into private (inter-
iorised) or public (exteriorised) religiosity.12,13 Private religios-
ity refers to factors occurring alone or in the family home, for
example, reading scripture or private prayer. Public religiosity
refers to communal religious activities such as attending a
place of worship or group study of a sacred text. Some reli-
gious activities are transversal across both those domains.
For example, adherence to a moral code or a deep religious
faith could manifest in both public and private domains.

Research indicates that these aspects of religiosity are
associated with better mental health. For example, some
anthropological literature indicates that participation in
rituals can influence mental health through release of posi-
tive emotions.18 Moreover, public religiosity provides a com-
munity of believers, which can reduce loneliness and bring
beneficial social support.12 Private religiosity can help solid-
ify family cohesion and provide ontological security during
difficult life situations and transitions.17 All this can provide
a sense of meaning and purpose, as well as a hopeful yet real-
istic view of life, which can be an ongoing resource for resili-
ence, recovery and positive mental health.19,20

Negative aspects of religiosity

In acknowledging these positive aspects of religiosity, it is
important to consider other research indicating the potential
harmful aspects of religiosity. For example, some research
indicates that religiosity can lead to excessive feelings of
guilt, fear, shame and death anxiety.21,22 Similarly, high
levels of religiosity may lead some people to consult religious
leaders in lieu of seeking help from a mental health profes-
sional in the presence of mental distress.23

Some religious leaders may encourage such consult-
ation, believing themselves to be better placed than clini-
cians in the process of ‘diagnosing’ distress and facilitating
mental healing. For example, some faith leaders may impute
mental illness to a spiritual weakness or insufficient religios-
ity. Likewise, mental illnesses may be attributed by these
leaders to supernatural forces such as the ‘evil eye’ or ‘spirit
possession’. This can lead to religiously inspired actions such
as exorcism and the discouragement of mental health service
utilisation.23,24 Research on Muslim chaplains in the USA,
for instance, found a low rate of referral of congregants to
mental health professionals among chaplains.25–28 This
indicates the need for increased understanding in order
to build better bridges between Muslims and mental health
services. The next section thus focuses on Islam, Muslims
and mental health.

Islam and mental health

As English-speaking countries become more diverse, with
increasing proportions of the population following
non-Christian faiths, the relationship between mental health
and religion becomes more complex. Most notably, the
Muslim population of many English-speaking countries is
rising, with Muslims now making up 3.2% of Canada’s popu-
lation,29 compared with 5% in the UK.30 According to the
Pew Research Center, there were about 3.5 million
Muslims living in the USA in 2017, making up around 1%
of the population. By 2040, Muslims will replace Jews as
the second largest religious group in the USA.31

There may be a differential effect on mental health
according to religious affiliation, belief and practice; however,
this has been understudied. For example, religions have
many commonalities but also many differences.32 These dif-
ferences manifest themselves in a variety of ways, including
notions of morality, theodicy and supernatural intervention.

These differences may have a direct influence on seek-
ing professional mental healthcare, for instance, by channel-
ling people towards religious solutions to the exclusion of
seeking psychiatric help. One broad difference between reli-
gions relates to the notion of spirit possession.33 Possession
refers to the belief that an individual has been entered by an
alien spirit that controls or alters their actions, manifesting
as an altered state of consciousness.33 It is often found
among Muslims but less so among Jews or Christians in
English-speaking countries. Possession is frequently used
as an explanatory model in some religious communities
and among religious individuals to interpret illnesses such
as epilepsy, panic and depression.33,34

In Islam, supernatural beings that can take possession of
humans are known as jinn, who are conceived as a race of
intelligent beings that possess rational faculties. They marry,
reproduce and die. According to Islamic doctrine, unlike
humans, they have extraordinary powers. They can take differ-
ent shapes, such as birds, animals and humans, and can move
instantly from one place to another.35 Jinn are discussed in
Islam’s scripture, the Qur’an, as well as in the hadith literature.

Although the majority of Muslims believe in the presence
of jinn, there is heterogeneity of belief regarding how much
they can influence the human world.35 Conducting ethno-
graphic interviews with East London Bangladeshis, one
study found that the community was split into two main
groups. The older generation believed in the power of jinn
and often attributed sickness to jinn, whereas the younger
second- and third-generation Bangladeshis considered their
parents’ beliefs to be superstitious and ‘non-Islamic’. Despite
the younger generation’s sceptical comments about the older
members of their community, almost all informants cited
instances related to jinn’s malevolent power.35

The aforementioned study of Bangladeshi Muslims in
East London35,36 also indicated that some sufferers of ‘jinn’
and their families are likely to seek help from their religious
leaders rather than mental health clinicians, even though the
latter may be better placed to diagnose and treat any under-
lying mental health issues. This could be because people com-
monly perceive religious solutions as the answer to what they
perceive to be religious problems.17 As such, Littlewood
advises psychiatrists to be sensitive to such cultural beliefs
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by not contradicting any statements made by the patient and
their family about jinn or spirit possession.33 Instead, he
recommends involving ‘culture brokers’ such as an imam
from the culture in question to provide contextual information
on local beliefs and practices. This could positively affect the
therapeutic alliance when authorised by the patient.15

It is important to recognise that broad religious traditions
such as Islam contain much internal heterogeneity.
Anthropologists have tried to capture this heterogeneity by
devising the concepts of Great and Little Tradition. The Great
Tradition in Islam is the textual, intellectual tradition of the
towns, whereas the Little Tradition is the traditional, ritualistic
religion of the countryside.37 Beliefs in exorcism and jinn tend
to be more prevalent within the Little Tradition.38 Importantly,
both these traditions may exist among immigrant and minority
communities in English-speaking countries.

This example of belief in Jinn indicates how religious
variables can influence explanatory models and mental health
service utilisation. These religious beliefs and explanatory
models often traverse time and geography. This brings us to
the second part of this paper, which examines practices that
can integrate religious variables into clinical care.

Integrating religion into clinical care

Clinicians can harness helpful aspects of religiosity to foster
recovery in patients where appropriate. Moreover, clinicians
and clergy can collaborate in the holistic care of patients.
However, many clinicians are understandably wary of
engaging in such activities, perhaps owing to the aforesaid
complexities, as well as unfamiliarity with the diversity of
religious experience.39

Existing examples of positive collaboration tend to stem
from cooperation between clinicians and Christian clergy.
This is not necessarily because of anything inherently condu-
cive to this form of cooperation within Christian theology or
praxis; it may simply be due to strength of numbers in
English-speaking countries. One example of clergy–clinician
collaboration is Hope Haven, a private agency in Iowa that
has been providing psychosocial rehabilitation services for
many years.11 The agency combines spirituality with mental
health services in various ways. For example, the Religious
Services department at Hope Haven seeks to engage area
churches in welcoming and including people with psychiatric
disabilities into the life of the church.40 The agency offers
daily devotions for patients, as well as spiritual support and
prayer for those going through difficult situations. In a similar
vein,Muslims in theUSA andUKhave established small-scale
centres of psychotherapy such as the Khalil Centre and Ihsan
Centre, where Islamic spirituality is integrated into care.41

However, such initiatives remain isolated examples.
This raises the question of what can be done to better

equip everyday clinicians in routine practice to deal with
religious patients and religious issues, especially those
from minority faiths such as Islam. Some researchers have
speculated whether mental health practitioners should
receive training in the spiritual and religious beliefs of
major religions so that they can better distinguish religious
beliefs from psychopathology.42,43 This may be impractical,
given the heterogeneity and diversity within and between
religions previously described.

An alternative approach is the adoption of a set of atti-
tudes and processes that facilitate the integration of spiritu-
ality and religion into clinical care. This could involve
working with ‘culture brokers’ such as chaplains or
community-based key informants in the treatment of reli-
gious patients, depending on the spiritual profile and wishes
of the patient in question. This is the approach taken by the
Cultural Consultation Service in Montreal, which has a bank
of culture brokers that can be accessed by clinicians facing
complex religious issues in the treatment of patients.44

These culture brokers can offer perspectives and interpreta-
tions based on their locally grounded community experi-
ence, which may be especially effective if the culture
broker is recommended by the patient and involved in
their follow-up care. This approach can be a useful adjunct
to standard clinical care; however, the provision and training
of culture brokers can be a difficult task, meaning that more
practical approaches are often necessary.

Instead of relying on abstract nomothetic knowledge or
the intervention of third parties, a more practical approach
may involve clinicians making conscious efforts to gain an
idiographic understanding of the patient’s religious world-
view during the clinical consultation. Importantly, research-
ers have developed a number of simple and generic tools and
procedures that clinicians can use to elicit information about
patient religiosity (or lack thereof), sometimes known as a
‘spiritual assessment’. These tools can be used by psychiatrists
in clinical settings to enhance understandings and decision-
making, and can be applied to Muslims as well as others.

This includes the Outline for Cultural Formulation and
the Cultural Formulation Interview (CFI) contained in the
DSM-5.45 Supplementary modules to the core CFI include
the ‘Spirituality, Religion, and Moral Traditions’ module,
which provides 16 useful questions for the deep and mean-
ingful probing of religious issues where appropriate.46

Another of these well-known tools is known as the
Faith, Importance, Community, and Address (FICA) instru-
ment.47 The FICA inquires into the following four domains:
(a) Faith and belief, ‘Do you have spiritual beliefs that help
you cope with stress?’; (b) Importance, ‘What role do your
beliefs have in regaining health?’; (c) Community, ‘Are you
part of a religious or spiritual community? If so, is this of
support to you and how?’; and (d) Address in care, ‘How
would you like me as your healthcare provider to address
these issues in care?’.

Importantly, the short and neutrally posed questions
allow atheists and non-religious people to quickly express
a lack of interest in these issues and move onto other topics.
Of note, there has been little research on the use and effect-
iveness of such tools and instruments among Muslim
patients. This is an important area for future research.

Interestingly, some researchers have proposed specific
procedures for clinicians working with Muslim patients.
Abu Raiya and Pargament48 proposed a series of recommen-
dations including: (a) asking about the place of religion in
patients’ lives; (b) educating themselves about basic
Islamic beliefs and practices; (c) helping patients draw on
Islamic religious coping methods; (d) referring to a clergy
member if appropriate; and (e) participating in educating
Muslims about mental health. These recommendations
overlap with the above-described generic advice for
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clinicians dealing with religious patients and could be a use-
ful tool for working with Muslim patients.

All these tools have the potential to foster what has been
termed ‘existential recovery’, defined as ‘having a sense of
hope, empowerment, agency, and spiritual well-being’.49

For example, clinicians may refer an isolated patient of
faith to a sympathetic chaplain for spiritual and social sup-
port, who may in turn link the patient to a community of
believers. However, such actions must be tailored to individ-
ual need and preferences, and may be more difficult for
patients who are members of minority faiths such as
Islam, where access to Muslim chaplains is more limited.

Indeed, research shows that Muslim chaplains are under-
utilised in English-speaking countries such as the USA.25–27 In
Britain, one study of the provision of spiritual and pastoral
care facilities in a high-security hospital revealed that demand
for pastoral care could be significantly higher among Muslim
patients compared to Christian patients. With one Muslim
chaplain employed part-time, the authors argued that the allo-
cation of chaplaincy resources should be re-examined in light
of the multi-faith nature of modern Britain.50 This is an area
in need of further discussion and research.

In addition, clergy–clinician collaboration could be bet-
ter attained by giving mental health training to clergy and
other religious leaders. In fact, there are now a number of
pastoral counselling programmes training clergy and others
to help people with mental health issues, using evidence-
based psychotherapies nested within a religious framework.
Such programmes can be found at prestigious US univer-
sities including New York University and Northwestern
University. Again, such initiatives have predominantly
involved Christian clergy; training of Muslim religious lea-
ders is lacking.27 Likewise, counselling courses are offered
to the clergy by the Association of Christian Counsellors in
the UK, among others, but not for Muslim clergy per se.

Despite these efforts, there is a need for further research
and action in this regard. For example, a study of British
clergy representing Christianity, Judaism and Islam revealed
that most members of the clergy had received little or no
training in mental health as part of their ministry training.4

The clergy members interviewed seldom differentiated
between psychotic illness and common mental disorders
such as depression and anxiety. Some members of the clergy
interpreted unusual or disturbing behaviour as a religious
problem provoked by a curse, witchcraft or spirit possession.
In these cases, prayers and exorcism were considered an
appropriate response.51

It is unlikely that mental health training for the clergy
will cause these religious interpretations to disappear,
because people may draw upon more than one explanatory
model at a time to explain distress. However, training may
give a more holistic understanding, and research indicates
that people often hold coexisting religious and psychiatric
explanatory models of mental illness, which can lead them
to use various modalities of healing in cases of mental
distress.17,52

Indeed, it is important to communicate to clinicians and
clergy that religious and psychiatric intervention is not an
‘either-or’ scenario; both deployed simultaneously could
produce effective results. For example, anthropological
research indicates that certain rituals such as prayer may

be beneficial to the healing and recovery of some indivi-
duals.18 Thus, it is not advisable to reject such practices
out of hand without learning about the preferences and
worldviews of individual patients. This is where ‘spiritual
assessment’ tools can be useful, even necessary.

Conclusion

There is growing evidence that the influence of religion on
mental health is largely positive. This research supersedes
outdated notions perpetuated by figures such as Freud
about the negative effects of religion on mental health.
Moreover, this growing evidence gives impetus to new mod-
els of cooperation between religious leaders and mental
health professionals.

In an ideal world, this would involve a bidirectional sys-
tem of cooperation and education. On the one hand, clergy
could receive basic training and education in mental health.
This could improve understanding of mental illness and
increase referrals from clergy to mental health professionals.
Similarly, educational and public outreach campaigns could
be targeted at religious and minority communities, with
cooperation and participation from the communities them-
selves. On the other hand, there is still a need for better edu-
cation of mental health professionals in religious matters.
This includes training in areas such as taking a spiritual
history and working with culture brokers and community
religious leaders. Such training could be co-delivered by clin-
ical experts and religious leaders.

At the policy level, administrators may reconsider their
chaplaincy resource allocation to ensure that minority faiths,
whose adherents tend to have greater religious counselling
needs, are proportionately resourced. Importantly, new
action and research that responds to the growing religious
diversity of English-speaking societies is necessary, with
particular focus on the growing and heterogeneous Muslim
community to ensure that policy and practice are based on
evidence rather than stereotypes. This could ultimately lead
to more supportive and tailored treatment options that har-
ness, rather than ignore, patient religiosity and spirituality,
thereby promoting a holistic recovery in religious patients.

About the authors
Ahmed Ibrahim is an independent scholar in Montreal, Quebec, Canada.
Rob Whitley is an Associate Professor in the Department of Psychiatry,
McGill University, and a Research Scientist at the Douglas Hospital
Research Centre, Montreal, Quebec, Canada.

Author contributions
Both authors met all four ICMJE criteria for authorship. A.I. and R.W.
conceived the article together. A.I. conducted the literature review and
wrote the first draft with R.W.’s help. Both authors were involved in the sub-
sequent revisions, the writing of the final manuscript and responding to the
reviewers’ comments.

Declaration of interest
None.
ICMJE forms are in the supplementary material, available online at https://
doi.org/10.1192/bjb.2020.34.

173

SPECIAL ARTICLE

Ibrahim & Whitley Religion and mental health

https://doi.org/10.1192/bjb.2020.34 Published online by Cambridge University Press

https://doi.org/10.1192/bjb.2020.34
https://doi.org/10.1192/bjb.2020.34
https://doi.org/10.1192/bjb.2020.34
https://doi.org/10.1192/bjb.2020.34


References
1 Dein S, Cook CHC, Powell A, Eagger S. Religion, spirituality and mental

health. Psychiatrist 2010; 34(2): 63–4.

2 Koenig HG. Religion and Mental Health: Research and Clinical Applications.
Academic Press, 2018.

3 Koenig HG. Handbook of Religion and Mental Health. Academic Press,
1998.

4 Leavey G, Loewenthal K, King M. Challenges to sanctuary: the clergy as
a resource for mental health care in the community. Soc Sci Med 2007;
65(3): 548–59.

5 Freud S. Future of an Illusion. Hogarth Press, 1962.

6 Skinner BF. Beyond Freedom and Dignity. Vintage Books, 1972.

7 Ellis A. Case Against Religion: A Psychotherapist’s View and the Case
Against Religiosity. American Atheist Press, 1980.

8 Curlin FA, Odell SV, Lawrence RE, Chin MH, Lantos JD, Meador KG,
et al. The relationship between psychiatry and religion among
U.S. physicians. Psychiatr Serv 2007; 58(9): 1193–8.

9 Weaver AJ, Samford JA, Larson DB, Lucas LA, Koenig HG, Patrick V. A
systematic review of research on religion in four major psychiatric jour-
nals: 1991–1995. J Nerv Ment Dis 1998; 186(3): 187–90.

10 Hackney CH, Sanders GS. Religiosity and mental health: a meta-analysis
of recent studies. J Sci Study Relig 2003; 42(1): 43–55.

11 Bussema KE, Bussema EF. Is there a balm in Gilead? The implications of
faith in coping with a psychiatric disability. Psychiatr Rehabil J 2000; 24
(2): 117–24.

12 Koenig HG. Research on religion, spirituality, and mental health: a
review. Can J Psychiatry 2009; 54(5): 283–91.

13 Peres MFP, Kamei HH, Tobo PR, Lucchetti G. Mechanisms behind religi-
osity and spirituality’s effect on mental health, quality of life and well-
being. J Relig Health 2018; 57(5): 1842–55.

14 Svob C, Wickramaratne PJ, Reich L, Zhao R, Talati A, Gameroff MJ,
et al. Association of parent and offspring religiosity with offspring sui-
cide ideation and attempts. JAMA Psychiatry 2018; 75(10): 1062–70.

15 Ellison CG, Levin JS. The religion-health connection: evidence, theory,
and future directions. Health Educ Behav 1998; 25(6): 700–20.

16 Levin J. Religion and mental health: theory and research. Int J Appl
Psychoanal Stud 2010; 7(2): 102–15.

17 Whitley R. “Thank you God”: religion and recovery from dual diagnosis
among low-income African Americans. Transcult Psychiatry 2012; 49(1):
87–104.

18 Jacobs JL. Religious ritual and mental health. In Religion and Mental
Health (ed. Schumaker JF). Oxford University Press, 1992.

19 Antonovsky A. The salutogenic model as a theory to guide health pro-
motion. Health Promot Int 1996; 11(1): 11–8.

20 Tepper L, Rogers SA, Coleman EM, Malony HN. The prevalence of reli-
gious coping among persons with persistent mental illness. Psychiatr
Serv 2001; 52(5): 660–5.

21 Oman D, Lukoff D. Mental health, religion, and spirituality. InWhy Religion
and Spirituality Matter for Public Health: Evidence, Implications, and Resources
(ed. Oman D): 225–43. Springer International Publishing, 2018.

22 Thorson J. Religion and anxiety: which anxiety? Which religion? In
Handbook of Religion and Mental Health (eds Koenig H, Rosmarin D):
147–60. Elsevier Science, 1998.

23 Fakhr El-Islam M. Arab culture and mental health care. Transcult
Psychiatry 2008; 45(4): 671–82.

24 Weatherhead S, Daiches A. Muslim views on mental health and psy-
chotherapy. Psychol Psychother 2010; 83(1): 75–89.

25 Abu-Ras W. Muslim chaplain’s role as perceived by directors and cha-
plains of New York City hospitals and health care settings. J Muslim
Ment Health 2011; 6(1): 21–43.

26 Abu-Ras W, Laird L. How Muslim and non-Muslim chaplains serve
Muslim patients? Does the interfaith chaplaincy model have room
for Muslims’ experiences? J Relig Health 2011; 50(1): 46–61.

27 Ali OM, Milstein G. Mental illness recognition and referral practices
among Imams in the United States. J Muslim Ment Health 2012; 6(2):
3–13.

28 Padela AI, Killawi A, Heisler M, Demonner S, Fetters MD. The role of
imams in American Muslim health: perspectives of Muslim community
leaders in southeast Michigan. J Relig Health 2011; 50(2): 359–73.

29 Statistics Canada. Immigration and Ethnocultural Diversity in Canada.
Statistics Canada, 2011.

30 Office for National Statistics UK. Muslim Population in the UK. ONS, 2018.

31 Mohamed B. New Estimates Show U.S. Muslim Population Continues to
Grow. Pew Research Center, 2018.

32 Weatherhead LD. Psychology, Religion and Healing. Abingdon-Cokesbury
Press, 1951.

33 Littlewood R. Possession states. Psychiatry 2004; 3(8): 8–10.

34 McRae N, Whitley R. Exaltation in temporal lobe epilepsy: neuropsychi-
atric symptom or portal to the divine? J Med Humanities 2014; 35(3):
241–55.

35 Dein S, Alexander M, Napier AD. Jinn, psychiatry and contested
notions of misfortune among East London Bangladeshis. Transcult
Psychiatry 2008; 45(1): 31–55.

36 Dein S, Illaiee AS. Jinn and mental health: looking at jinn possession in
modern psychiatric practice. Psychiatrist 2013; 37(9): 290–3.

37 Redfield R. The social organizationof tradition. Far EastQ 1955; 15(1): 13–21.

38 Rothenberg CE. Islam on the Internet: the jinn and the objectification of
Islam. J Relig Pop Cult 2011; 23(3): 358–71.

39 Lee E, Zahn A, Baumann K. How do psychiatric staffs approach religiosity/
spirituality in clinical practice? Differing perceptions among psychiatric
staff members and clinical chaplains. Religions 2015; 6(3): 930–47.

40 Hope Haven. What We Do. Available from: https://www.hopehaven.
org/what-we-do/religious-services [accessed 9 Sep 2019].

41 Elzamzamy K, Keshavarzi H. Navigating ethical dilemmas in mental
health practice between professional ethics and Islamic values.
J Islam Faith Pr 2019; 2(2): 40–71.

42 Bowman ES. Integrating religion into the education of mental health
professionals. In Handbook of Religion and Mental Health (ed. Koenig
HG). Academic Press, 1998.

43 Newberg AB, D’Aquili EG. The neuropsychology of spiritual experience.
In Handbook of Religion and Mental Health (ed. Koenig HG): 75–94.
Elsevier Science, 1998.

44 Jarvis GE. Negotiating differences of cultural and language in the hos-
pital setting. Ann Med Psychol 2017; 175: 567–72.

45 American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders (5th edn). American Psychiatric Association, 2013.

46 Gellerman DM, Hinton DE, Lu FG. Spirituality, religion and moral tradi-
tions. In DSM-5® Handbook on the Cultural Formulation Interview (eds
Lewis-Fernández R, Aggarwal NK, Hinton L, Hinton DE, Kirmayer LJ):
90–100. American Psychiatric Association, 2016.

47 Borneman T, Ferrell B, Puchalski CM. Evaluation of the FICA tool for
spiritual assessment. J Pain Symptom Manage 2010; 40(2): 163–73.

48 Abu Raiya H, Pargament KI. Religiously integrated psychotherapy with
Muslim clients: from research to practice. Prof Psychol Res Pr 2010; 41
(2): 181–8.

49 Whitley R, Drake RE. Recovery: a dimensional approach. Psychiatr Serv
2010; 61(12): 1248–50.

50 Treasaden S, Puri BK. Provision of spiritual and pastoral care facilities in
a high-security hospital and their increased use by those of Muslim
compared to Christian faith. Ment Health Relig Cult 2014; 17(1): 94–100.

51 Khalifa N, Hardie T. Possession and jinn. J R Soc Med 2005; 98(8): 351–3.

52 Weiss M. Explanatory Model Interview Catalogue (EMIC): framework
for comparative study of illness. Transcult Psyc 1997; 34(2): 235–63.

174

SPECIAL ARTICLE

Ibrahim & Whitley Religion and mental health

https://doi.org/10.1192/bjb.2020.34 Published online by Cambridge University Press

https://www.hopehaven.org/what-we-do/religious-services
https://www.hopehaven.org/what-we-do/religious-services
https://www.hopehaven.org/what-we-do/religious-services
https://www.hopehaven.org/what-we-do/religious-services
https://www.hopehaven.org/what-we-do/religious-services
https://www.hopehaven.org/what-we-do/religious-services
https://doi.org/10.1192/bjb.2020.34

