
      Muslim  Community Health Profile               



 

 

Table of Contents 

 

Contents 

COMMUNITY EVIDENCE SUMMARY ...................................................................... 1 

EXECUTIVE SUMMARY ........................................................................................... 2 

METHODOLOGY ....................................................................................................... 5 









 

 

List of Tables 

Table 1: Size and Percentage of Muslim Communities in Birmingham Wards ......... 31 

Table 2: Muslim Children in Birmingham by Age Band ............................................ 36 

Table 3: Muslim Children in Birmingham Wards ...................................................... 37 

Table 4: Minority Ethnic Groups GCSE Attainment Levels in Birmingham ............... 55 

Table 5: IAPT Referrals and Outcomes by Religion (2018/19) ................................. 67 

Table 6: Muslim Housing Tenure in the UK (2011) .................................................. 99 

Table 7: Muslim Household Composition in the UK (2011) .................................... 100 

Table 8: Medical Conditions Reported in GP Survey (2018) .................................. 130 

 

 

 

 

  





 









 

4 

 

In 2011, over half (53%) of Birmingham’s Muslim population was aged under 25, 
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Methodology 

 

The Community Health Profile for the Muslim community in Birmingham is based on 

a narrative review of the scientific and grey literature. Below, the search strategy for 

the review and limitations of the Muslim literature are outlined.  

a. Peer-reviewed Databases 

Extensive use of a range of academic databases was made to identify relevant 

literature on the Muslim population. Citation and literature databases which were 

searched included: EBSCO, SocINDEX, Academic Search Complete, CINAHL, 

PubMed/Medline, Science Direct and SCOPUS. 

Structured searches were undertaken using the terms ‘Muslim’ and ‘Islam’ alongside 

search terms for individual health and well-being indicators and the national and local 

context (see Appendix 1 for search string). Additional searches were undertaken on 
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1. Introduction 

1.1. History of Islam 

Originating in 7th century in the Arabian Peninsula, near Mecca and in what is known 

today as Saudi Arabia, Islam translates as ‘submission to the will of God’1. Islam is 

predominantly centred around the Prophet Muhammad (peace be upon him), an 

orphan boy born around 570 AD who lived in Mecca. He is said to begin receiving 

revelations from the archangel Gabriel when he was 40 years old and gathered a 

small following. These revelations form the basis of the Quran, the Islamic sacred 

text which is believed by Muslims to be the ‘word of God’ as revealed by the Prophet. 

The Hadith is another central text in Islam and is collection of traditions containing 

sayings of the Prophet Muhammad (peace be upon him),  which gives accounts of 

his daily practice (Sunnah)2. 

 

Islam has several denominations and sub-denominations which have significant 

theological and legal differences from each other3. The two largest denominations 

are Sunni Islam and Shia Islam; the latter focuses on the Prophet's example 

whereas Shia focus on the lineage of Muhammad's family through a series of 

Imams. Sufism can be considered to be a separate branch of Islam or to be part of 

Sunni Islam and Shia Islam in that is represents mystical Islamic belief and practice 

through which Muslims experience a direct personal and divine connection to God.   

 

The Five Pillars of Islam represent the key practices in Islam and Muslims’ everyday 

lives. They illustrate the obligatory norms and practices expected of Muslims and the 

essence of what it means to be a Muslim4. The First Pillar is Shahada, the 
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declaration of faith. It is twofold, with “There is no god but God and Muhammad is his 



https://en.wikipedia.org/wiki/Masjid_al-Haram
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aged 45-64 are unable to speak English well compared with 3% of Bangladeshi 

women aged 25-44..  

 

Regional disparities in English language proficiency also indicate that the Muslim 

community residing in the West Midlands, and Birmingham, are likely to have even 

lower levels of proficiency. The West Midlands, along with the North West, had the 

highest proportion of Bangladeshis (3.5%) and Pakistanis (2.8%) who could not 

speak English at all.  

 

Geography 
 

According to the 2011 Census data41, the Muslim population has been 

geographically concentrated in particular areas of England. Three-quarters (76%) of 

the Muslim population in England and Wales lived in 4 regions of England, namely 

London (37%), West Midlands (14%), the Northwest (13%) and Yorkshire and The 

Humber (12%).  

 

Nationally, Muslims communities make up less than 6% of the population in over 

three quarters of local authorities and less than 1% of the population in over half of 

local authorities. More specifically, most Muslims resided in the London boroughs of 

Tower Hamlets and Newham (making up a third of the local population in these 

boroughs) and in regional districts such as Birmingham, Blackburn and Bradford. 

According to the 2011 Census, there were 376,152 Muslim people in the West 

Midlands, over half (62%) of whom resided in Birmingham. 
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Figure 5: Percentage of Muslims Born in UK and outside of UK (Birmingham, 2011) 

 

Source: ONS. NOMIS. Table: DC2207EW 

 

Ethnicity  
 

The vast majority of the Muslims in Birmingham according to the  2011 census came 

from a (non-White) minority ethnic background(98%) 55, this is higher when 

compared with the general UK Muslim population (92%). In Birmingham, around half 

(52%) of minority ethnic people identified as Muslim, compared to 34% nationally. In 

Birmingham the majority of Muslims identify with non-white ethnic groups, and 

among the non-white ethnic communities Islam is the largest identified faith. 
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families because there is a shortage of registered foster parents in the Muslim 

community. 

¶ There are fewer school exclusions of Pakistani and Bangladeshi 

schoolchildren than White  or Black  children. 

¶ Following Islamic traditions of modesty in dress can make it difficult for 

Muslim girls to fully engage in physical activities at school.  

¶ Using ethnicity-specific BMI adjustments, half of all South Asian  boys – 

and two in five Asian girls – in Year 6 were overweight or obese. Bangladeshi 

children, followed by Pakistani children had the highest rates of obesity. 

¶ Bangladeshi women (relative risk ratio 2.1) and women from the Middle 

East (relative risk ratio 2.9) have significantly higher maternal mortality rates 

compared to White  women 

¶ Birmingham’s Pakistani community (7.3 per 1,000) had a higher rate 

  mortalitycomparedt o SouthAsian had
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population under 16, n= 86,266) was higher than the number of Christian children in 

Birmingham (33%, n=80,884). The prediction from the 2011 census was that there 

would be approximately 300,000 teenage Muslims in England and Wales in 2021 

(based on the number of children who were 5-to-9 years old in 2011).  

 

In Birmingham in 2011 there were 234,411 Muslims of which 76,266 were 15 or 

under.  33% of the Muslim population of Birmingham are children. 8.5% of the 

Muslim children of England and Wales are resident in Birmingham. 

 

Table 2: Muslim Children in Birmingham by Age Band 

Age Children in Birmingham 

0-4 28,757 

5-7 17,179 

8-9 10,749 

10-14 25,033 

15 4,548 

Total 76,266 

 

Source: ONS 2011 Census Table DC2107EW 

 

 

Muslim Children in Birmingham Wards 

 

60,299 of the 76,266 (79%) Muslim children aged 0 to 15 in Birmingham live in nine 

wards. In three of these wards (Washwood Heath, Bordesley Green and 













 



 

43 

 









 

47 

 





 

49 

 

 

An additional factor in recent years has been the number of Muslim children coming 

into the country as unaccompanied refugees who need to be cared for. There was a 
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Pitcher and Jaff 159 studied 13 Muslim children who had between them experienced 

44 placements only 13 of which were with Muslim families and found that the 

placements with White families were very unsettling for the children, causing many 

anxieties and, in the longer-term, confusions about their cultural identities. Foster 

parents often tried hard to help the children settle down, in some cases buying them 

copies of the Quran, but the culture exhibited in the living style of the foster families 

remained foreign and challenging to the children.   

 

Many research studies advocate placing Muslim children only with Muslim families 

but there is a great shortage of Muslim parents approved to foster children. In a 

study of foster agencies Miller and Imran160 found there were many barriers to 

Muslims becoming foster parents. They found that there was no shortage of 

applicants to become foster parents, but foster agencies reported that only a small 

number, perhaps only 3 in every 100, of applicants were successfully registered. The 

applicants tended to have only a limited understanding of the fostering process and 

found the bureaucratic nature of the process very challenging. The requirements of 

the fostering authorities were also often difficult for Muslim families who perceived 

possible clashes with Islamic values and cultures 161. 

 

2.1.8 School readiness 
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Source: ethnicity-facts-figures service.gov.uk 

 

The Bangladeshi and Pakistani girls both exceeded the average standard of 

development in England but the boys in both cases were considerably below the 

national average. There was in each case a 15-point difference between the 

standard of development of the girls and the boys. There was also a substantial 

difference between the standard of development of children not receiving school 

meals (73%) and those eligible for school meals (55%). Eligibility for free school 

meals is used as an indicator that the child is from a family in poverty and this finding 

is evidence that poverty is having a significant effect on the preparedness of children 

for school. 

 

Key Stage 2: 10 and 11 year olds in 2018/19 

At key stage 2, all children are assessed to establish whether they have attained the 

expected standards in reading, writing and maths. In England 65% of children 

attained this standard. In Birmingham 62% attained this standard. 
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Figure 10: School Attainment at GCSE in England (2018-19) 

 

Source: ethnicity-facts-figures service.gov.uk 

Muslim children as represented by Bangladeshi and Pakistani pupils score higher 

than the country average except for Pakistani boys. The girls in both ethnic groups 

perform better than the boys. There is a big difference in the scores for pupils eligible 

for free school means (39.1) and those not eligible (53.6) suggesting that degree of 

poverty is an important determinant of success at this level. 

 

Attainment by Muslim Children in Birmingham  

Muslim children had lower attainment than the average in 2005 in Birmingham at 

GCSE level than other minority ethnic groups, e.g. Indian and Chinese 163. It is worth 

noting that this data is not routinely reported, so the findings presented are from 

specific research, which is now historical but may still provide some important areas 

for consideration.  
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2.2 Mental wellness and balance 

 

  

Mental Health 

ü A quarter of Muslims (23%) aged 55 and over reported feeling ‘unhappy or 

depressed rather more than usual’ compared to 12% non-Muslim  

ü Muslim females have a higher prevalence of mental illness than Muslim 

males.   

ü Muslims have poorer access to mental health services and poorer treatment 

outcomes compared to non-Muslims 

Alcohol 

ü The Islamic ban on alcohol is largely adhered to by the Muslim population of 

England 

Smoking 

ü In 2019 4% of Muslim women and 18% of Muslim men in England were 

current smokers. 

ü 35% of Muslim adults in England had at some time been smokers compared 

with 60% of Christians. 

Drugs 

ü The use of cannabis as a recreational drug by Muslim youth in the UK has 

become ‘normalised’ as it has in other groups of young people 

ü In 2011 13% of the prison population of England were Muslims and 19% of 

them were convicted on drug related charges. 
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2.2.1 Mental health 

Prevalence of Mental Health Problems 

Data on the mental health and service use of religious groups is not reported by the 

Adult Psychiatric Morbidity Survey (which reports on pan-ethnic groups), Limited 

evidence from large-scale surveys which do report on religious affiliation and mental 

health present mixed results.  

 

The Household Longitudinal Study (2016-18) measured a Mental Component 
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Meta-analysis of suicides in the UK in 2001(n=4,848) by South Asian  religion, 

undertaken by Tuck et al.,193 reported that the age-adjusted suicide rate for all 

people of South Asian origin (5.50 per 100,000) and for all South Asian  affiliated 

religious groups (4.39 per 100,000) was significantly lower than the suicide rate for 

the general population of England and Wales (9.31 per 100,000 for the population of 

England and Wales. Age standardised mortality ratios (ASMRs) showed that 

Muslims (0.47) had the lowest ASMRs of all South Asian  affiliated religious groups, 

i.e. compared to Hindus (0.88) and Sikhs (0.85). South Asian  females had (3 times) 

lower rates of suicide than their South Asian  male counterparts, although this gap 

was smaller than for Hindu females (6.4 times lower) compared to Hindu males194.  
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repercussions in their Muslim communities where being seen to socialise in settings 
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although young females were also drawn into what was considered to be normal 

behaviour. 

 

In a study288 of 66 Bangladeshi drug users (46 males and 20 females) recruited 

through two Mosques in Leicester the drugs in use were first cannabis and second 

heroin. The users reported that drug taking was a normal part of socializing with 

friends, the drugs were easily available and ‘everyone was doing it.’ The route to taking 

up drugs usually began with smoking together until drugs were introduced and then 

there was peer pressure to conform. The respondents felt that the drugs problem 

primarily affected males.  

 

A four-year study in Bradford 289 gained access to young Muslims who were trading in 

heroin. The study concluded that the reasons for the gangs to engage in drug trading 

had nothing to do with religion or to their particular cultural roots. The gang members 

were from some of the most deprived areas of the city and had very limited 

employment prospects. The gang members were concerned about their status in their 

communities and the kind of jobs they could take were very low status compared to 
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2.3 Healthy and affordable food 

 

2.3.1 Prevalence of Obesity 
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the average for all ethnic groups (63%)331, recent analysis of the Health Survey for 

England 2011-2019332 reports that Pakistani women (74%), along with Black  
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2.4.1 Self-Report and Objective Measures of Physical Exercise 

The majority of studies of the amount of physical activity in which a person engages 

rely upon self-assessment questionnaires. However, objective measures of physical 

activity can be made by asking a person to wear an accelerometer. Curry et al 

339
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Muslim communities) found that most respondents considered that physical exercise 

was important for young people but not for them. 

 

The authors of many studies stressed that Islam is a religion that promotes and 

encourages physical exercise to improve physical health, to reduce negative feelings, 

to socialise and becoming a stronger Muslim. However, the results of the studies 

identified many reasons why British Muslims limit the physical exercise they undertake 

or limit the kind of physical exercise they are willing to engage in. 

 

Physical exercise often became an issue for Muslims when it was raised by GPs or 

other health specialists when Muslim patients became overweight or obese or suffered 

from major medical conditions. Medical professionals proposed physical exercise as 

a way of improving health and improving fitness. However, rather than adopt a physical 

exercise regime, many Muslim women adopted a fatalistic attitude and simply 

accepted that their condition was their fate. For example, some of Pakistani Muslim 

respondents with coronary heart disease held fatalistic religious beliefs about their 

condition343. 

 

There was also in many communities a lack of understanding of the importance of 

physical exercise in sustaining good health. One study found that many older adults 

were deterred from outdoor walking because they were unclear what the appropriate 

distance to cover might be344.In the case of patients with diabetes or heart disease 

there was anxiety about exceeding the ‘body's limit’ of physical activity and knowing 

what sort of activity was appropriate and safe345. 
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¶ A much smaller proportion of Muslims were retired (6%) compared with 

Christians (26%), Hindus (10%) and Sikhs (12%), but again comparable with 

people reporting no religion (7%). 

¶ A much higher proportion of Muslims women were looking after family or the 

home (16%) than other religious groups (less than 6%).  

 

Muslim employment in Birmingham is concentrated in the lower classes of 

employment: 

¶ There is a similar proportion of Muslims in managerial roles compared to 

other religions 

¶ Occupation class 1 (all occupations that do not involve manual labour) – 

29% of





https://en.wikipedia.org/wiki/Islam
https://en.wikipedia.org/wiki/Muslim
https://en.wikipedia.org/wiki/Terrorism
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occupations and controlled for many other variables that could contribute to salary 

levels. The results of the analysis found that some Muslim groups did experience a 







 102  1.22 million Muslims in the UK (46%) live in the 10% most deprived Local Authority Districts in areas that are charBDCerised by overcrowded housing.  In Birmingham 21.8% of the Muslim popula4 mn live in the 10% most deprived Local Authority Districts. This is the 6t h highest in UK Local Authorities (after three London Boroughs, Bradford a n d  Blackburn).   Although Muslims may make up a considerable proportimn mf the popula4 mn in many deprived areas, Karner and Parker 379 point out that these communities mften include equally deprived families from other religious and ethnic groupings. Kaner and Parker undertook a qualitative study in Alum Rock Road in Saltley, East Birmingham to examine how the mixed community there confronted the deprivation that they all experienced. Alum Rock Road, a part of the Washwood Heath Ward, has 65% South Asian residents but also includes Afro-Caribbean working-class families, migrants from East Eurmpe and asylum seekers mf East African origin.  The authors found many local networks that spanned the ethnic and religious differences in the community and worked together to limit the damage mf poverty to human lives. The authors noted in �S�D�U�W�L�F�X�O�D�U���µ�U�H�O�L�J�L�R�X�V�O�\���J�U�R�X�Q�G�H�G���V�R�F�L�D�O���F�D�S�L�W�D�O�¶�����W�K�D�W���0�X�V�O�L�P���Y�D�O�X�H�V���D�E�R�X�W���F�D�U�L�Q�J���D�Q�G���V�K�D�U�L�Q�J���F�U�H�D�W�H�G���P�D�Q�\���µ�V�R�F�L�D�O���D�F�W�R�U�V�¶���Z�K�R���Z�R�U�N�H�G���W�R�J�H�W�K�H�U���W�R���I�L�J�K�W���S�R�Y�H�U�W�\���Z�K�H�U�H�Y�H�U���L�W��existed in their community.     
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Cervical Screening 

Data on the uptake of cervical cancer screening by religious background is not 

available. In relation to ethnicity, limited survey evidence indicates the minority ethnic 

women (12%) are more likely to never have attended cervical screening than White 

women (8%)390 391. However, a smaller survey in Manchester with South Asian and 

White women reported a smaller (not significant) difference between non-attendance 

rates of minority ethnic women (9%) compared with White women (10%) 392.  

 

Screening Continuity and Time lapse 

Studies which focus on the screening of Muslims and people from minority ethnic 

backgrounds highlight the low continuity of screening uptake for Muslim women (and 

South Asian women more generally) and delays in presenting for screening. Delays in 

screening 
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screening is 409. Another study with South Asian women found that whilst Bangladeshi 

and Indian women believed that cervical cancer can be treated, 30% of Pakistani 

women disagreed. Despite this, Indian and Pakistani women had better levels of 

awareness about what cervical cancer is compared to Bangladeshi women410. 

 

A survey by the British Islamic Medical Association411 reported that a quarter (26%) of 

respondents were unaware of national cancer screening programmes. Another survey 

by the Muslim Women’s Network412 found that participants rated their own knowledge 

and understanding about cervical screening (smear tests), on average, as just under 

4/10. Awareness of the risk factors for cervical cancer was also low. The survey found 

that 25% of the women said they were not attending or delaying their appointments 

because they were still a virgin and another 25% of them said they were not attending 

or delaying appointments because they were no longer sexually active (both of which 

do not mitigate the need for screening). Muslim women appear reluctant to attend 

screening in the absence of experiencing symptoms, with reports of some Pakistani 

and Bangladeshi Muslim women seeing screening as causative rather than as a 

diagnostic tool for cancer 413 414 415. 

 

Embarrassment and Modesty 

Embarrassment has been raised as a particularly important barrier among 

Bangladeshi and Pakistani Muslim women, particularly in relation to breast and 

cervical screening416 417 418 419.  In their study with minority ethnic groups, Waller et al. 

(2009) found that 82% of Bangladeshi women felt that embarrassment was a barrier 

to attending cancer screening compared with 32% of Bangladeshi men. Around 60% 

of respondents in a survey by the Muslim Women’s Network 420 said they may not 











 



 









 







 122  women’іЃ SRثЃ which have alіђ been highlьъht聈ч inЃ the UK lьt聈rat聘r聈 on Musяьm women’іЃSRثЃincяude:  Individual/Cultural Barriers  ¶ A lack o f knowledge about SRH and SRH Services, including contraception ¶ Misconceptions about the nature and side-effects o f contraception ¶ Negative attitudes towards contraception ¶ A lack o f female control over SRH, e.g. husband a s key decision maker  ¶ The additional stigma i n accessing SRH for unmarried Muslim women ¶ The perspective that SRH education encourages sexual behaviour ¶ Muslim mother聖Ҷ restrictive attitudes towards Muslim girls sexual health  Institutional Barriers ¶ Communication and language  ¶ Male healthcare practitioner ¶ Paternalistic attitudes from healthcare practitioners (e.g. about role o f husband) ¶ Lack o f culturally appropriate and quality services, including educational institutions   Prevalence of Sexually Transmitted Infections (STIs) Existing evidence indicates that South Asians are less likely or as likely as non-South Asians to be diagnosed with an STI 5 3 9 5 4 0 5 4 1 . A retrospective case–control study undertaken in two London genito-urinary (GU) medicine clinics in 2003 reported that South Asians were less likely to have an STI (odds rder> of 0.66) or to report risk factors for HIV (odds rder> 0.45) than non-South Asians5 4 2. Another study of GUM clinics 
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amongst the highest Covid-19 related death rates (755 per 100,000), alongside Jewish 

men and women 553. 

 

Figure 16: Age-Standardised COVID-19 Related Mortality Rates, by Sex and Religious Affiliation, England and Wales 

(per,100,000) 
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religion by binary 
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overcrowded housing and poor housing conditions and in urban areas, high levels of 

socio-economic disadvantage and deprivation, poor access to healthcare, pre-existing 

co-
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¶ It is estimated that many elderly Muslims suffer from dementia although there 
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2.7.1 The Health of Older Muslims 

In the 2011 Census 564 only 4% of the Muslim population (110,000) were aged 65 and 

over, compared with 22% of the Christian population and 16% of the general 
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issues and not just the patient. The studies included many examples of difficulties 

patients experienced with clinicians, from language problems through to clinicians not 
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Although the rates of diagnosis for Muslims may, in general be lower than for other 

groups, there remain serious issues in cancer screening and treatment for older 
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might be quite advanced before it received attention. Women were also anxious about 
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authors of the review conclude that it is likely that a high percentage of older UK 

Muslims will suffer from dementia. The authors of the review also cite evidence from 

a Liverpool study that vascular dementia is more common in the Muslim population 

than Alzheimer’s.  

 

The review 590of 17 qualitative studies grouped findings into five categories: 

1. Poor awareness and understanding of dementia.  
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was a disease and sought medical advice on how best to support their elderly 

relatives. 

 

2.7.6 Long-standing health impairment, illness or disability 
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Caribbean background were significantly more likely than the White British 

population to report ‘fair, poor or very poor’ health. 

 

After adjusting for age, gender and socio-economic status, a similar percentage of 

Muslims from Pakistani (32%), Bangladeshi (37%) and Indian (37%) ethnic 

backgrounds rated their health as ‘fair, poor or very poor’ (as opposed to good or 

very good). These levels were somewhat similar to Sikhs (34%) and Hindus (29%), 

but higher than for White British Christians (26%) and White British individuals with 

no religious affiliation (19%). That is, Pakistani, Bangladeshi and Indian Muslims had 

the highest age-standardised odds (2.26, 2.94 and 2.68 respectively) of reporting 

poorer health compared with the White British Christian population. Pakistani women 

(36%) were more likely to report poorer health than Pakistani men (28%).   

 

The study also showed that South Asian  
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2.8.2 Gaps in the Data 

Very few official statistics use a classification by religion and as a consequence most 

of the data available refers to the largest communities of Muslims in the country who 

have Pakistani or Bangladeshi heritage. This means there is little data available about 

smaller communities of Muslims in the UK who may have other heritage, from, for 

example, India, Afghanistan, Middle Eastern or North African countries or indigenous 

White converts to Islam. Similarly, in Islam a major distinction is made between Sunni 

and Shia Muslims, but official statistics provide no data on whether there are different 

health issues for these two communities. 

 

There is clear evidence in the data presented that health indicators are strongly linked 

to ethnicity and many authors point to the danger of drawing conclusions about the 

Muslin community in general when there are many sub-populations that display 

different characteristics. The section below identifies some of the main sub-population 

differences but it needs to recognised that data about many smaller communities of 

Muslins in the UK is largely missing from this analysis.  

 

2.8.3 Inequalities within the Muslim population 

 

1. Differences between the Bangladeshi and Pakistani communities  

Although there are many similarities in the health indicators for the two main 

communities of Muslims there are also differences. There are differences in lifestyles 

and in susceptibility to disease, e.g. Bangladeshi men smoke more and have more 

lung disease. There are also differences in wider determinants, for example 
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Bangladeshi children, both girls and boys, achieve higher levels of attainment at 

school. 

 

2. Muslims living in poverty  

46% of Muslims live in the 10% most deprived local authority districts and they score 

lower on many lifestyle indicators as well as on health indicators, for example, school 

attainment levels are lower and fewer have good employment records. 

 

3. Gender differences     

Many female Muslims have different lifestyles and more family responsibilities than 

males with consequences for their health and wellbeing. For example, they are less 

likely to take physical exercise and in later life have more poor health than males. 

  

4. Age differences    

The age profile of UK Muslims is skewed towards the younger generations: 35% of 

the Muslim population in Birmingham are children and 4% are over 65. Many of the 

most serious health concerns are in the over 65 age group and, because of language 

issues and other cultural concerns, they have more difficulty accessing and accepting 

medical services.
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3.  Conclusion 

This report has highlighted the inequalities that exist within the Muslim 

community within Birmingham





 

155 

 

“level 2” OR 

“level 3” OR 

“level 4” OR 

“educational 

aspirations” 

OR “school 

attendance” 

OR “literacy” 

OR 

“numeracy” 

OR “speech 

development

” 

 

expectancy" 

OR "mortality" 

OR 

"healthcare" 

OR 

"antenatal" 

OR "maternal" 

OR 

"maternity" 

OR "mother*" 

OR "live 

births" OR 

"still births" 

OR "infant 

mortality" OR 

“life 

expectancy” 

OR “weight” 

OR “obesity” 

OR 

“Cholesterol” 

 

OR “heart 

diq�R “heart 















 162   



 

163 

 

 
21 



 

https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/religion/articles/religioninenglandandwales2011/2012-12-11#differences-in-religious-affiliation-across-local-authorities
https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/religion/articles/religioninenglandandwales2011/2012-12-11#differences-in-religious-affiliation-across-local-authorities
https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/religion/articles/religioninenglandandwales2011/2012-12-11#differences-in-religious-affiliation-across-local-authorities
https://en.wikipedia.org/wiki/Religion_in_Birmingham


 

165 

 

 

https://blog.bham.ac.uk/cityredi/thebirmingham-economic-review-2018-people-

population-and-employment/ 
52 Office for National Statistics (n.d.) NOMIS. Table LC2107EW 
53 Office for National Statistics (n.d.) NOMIS. Table LC2107EW 
54 Office for National Statistics (n.d.) NOMIS. Table DC2207EW 
55 ONS (n.d). NOMIS. Table: LC2201EW 
56 ONS (n.d). NOMIS. Table: LC2201EW 
57 ONS (n.d). NOMIS. Table: LC2201EW 
58 Birmingham City Council (n.d.). Ethnic Communities: Population Overview. 

Available at: 

https://www.birmingham.gov.uk/info/50265/supporting_healthier_communities/2438/

ethnic_communities/2 
59 ONS (n.d.). NOMIS. Table QS210EW 
60 Platt, L. (2011). Inequality within ethnic groups. Joseph Rowntree Foundation. 
61 Bécares, L., Nazroo, J., Albor, C., Chandola, T., & Stafford, M. (2012). Examining 

the differential association between self-rated health and area deprivation among 

White British and ethnic minority people in England. Social science & medicine, 

74(4), 616-624. 
62 Baker, J., Mitchell, R., & Pell, J. (2013). Cross-sectional study of ethnic differences 

in the utility of area deprivation measures to target socioeconomically deprived 

individuals. Social Science & Medicine, 85, 27-31. 
63 Birmingham City Council (2019). Deprivation in Birmingham 

Analysis of the 2019 Indices of Deprivation. Available at:  

https://www.birmingham.gov.uk/download/downloads/id/2533/index_of_deprivation_

2019.pdf 
64 Allen, C. (2017). Challenging the view that Birmingham and its Muslims are a 

problem. Birmingham: University of Birmingham. 
65 Birmingham City Council (2019). Deprivation in Birmingham 

Analysis of the 2019 Indices of Deprivation. Available at:  

https://www.birmingham.gov.uk/download/downloads/id/2533/index_of_deprivation_

2019.pdf 

6 5 A U

1 0 ve841.3286.37  n

BT

/F5Ox 0 595.32 8 TJ

ET

Q

 EMC q

0.000017745 0 595.32 841.92 re

W* n

 /P <</MCID 15>> BDC B6 324./3.32 8 TJ

ET

Q
72.024 2560 0 1 72.024 24 32302 Tc[(65)] TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 225nd2m

0 G

[( )]TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1 84.264 633.0m

0 G

[( )] T3 Tm
db-3(le (su)-3(rC. ()S3(4
0.1Tf
/)4(n)10.904 649.6252m

0 G

[( )] TJ

ET

Q

 -3(0m

0 G

[( )]871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1 221.81 348.05 Tm

0 G

[(in)8(00008 )-3(M)3(u)-3(sl)12(im)-4(s a)-5(re )7(a)-3( )] TJ

TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1 320.13(m)3 -3(0m

0 G

[( )]5(va)-
q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1 72.024 332.21 Tm

0 G

[(p)-3(rob)-4(le)8(m)-6(. )-3(B)-2(ir)15(m)-6(ing)4(h)-3(a)6(m)-6(: )6(Unive)-3(rsi)5(ty )-.67 2 0 1 485.14 744.82m)-6(i)12(n)-3(g)-3(h)6(a)-3(m)-6(.)] TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1 329.59 332.21 Tm

0 G

[( )] TJ

ET

Q

 EMC q

0.000017745 0 595.32 841.92 re

W* n

 /P <</MCID 15>> BDC BT

/F5.67 2 0 1 485.14 772.024 2560 0 1 72.024 24 32302 Tc[(65)] TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1934 Tf

1 0 0 12m

0 G

[( )] TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1 84.264 61718 192.
0 G

[( )] T3 Tm
db-3(le (su)-3(rC. ()S3(4
0.1Tf
/)4(n)10.904 649.6252m

0 G

[( )] TJ

ET

Q

18 192.
0 G

[( )]Hussa3( )8(g)-3( )] S 0 59e

W*BT

/F5 12 2)-3(le )-21.8
/F( )]x

[(inor TJ

ET

Q

q
)] TJ( )8(a)-3()12(y d)-igra 0 5
W* n

BT

/re

W* n

B2 Tf

1 0 0 1 BT

 EMC .15 42H G

[(d 0 0 12.024 490W* n

BT

e

W*ikh5 12 T)-3(,)(rob)-4(le)8(m)-6(. )-3(B)-2(ir)15(m)-6(ing)4(h)-3(a)6(m)-6(: )6(Unive)-3(rsi)5(ty )-169.42)-3(p)-3(ri)5(va)-3(tio)6(n)-3(1 0 595.32 841.92b(1 0y w

ET

n

B

BT

cre

W* n39 Tm

0n

BT

tra 0 5
W* n

BT

/ G

[( )] T-595.32 841.92 re

W* n

1(n)-3(o)6(m)-6(icall&)-23(s)10n)-3(.e)-2(w)] TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 2n)-3169.42)-3(p)-3(ri)-3(o)6(m)-6(icall)12(L841.92 re TJ
teq

0.0000 n

BT
[(-)] T
W*BT3m

0TJ
.0000083 TmJ

ET

Q

 EMC q

0.000017745 0 595.32 841.92 re

W* n

 /P <</MCID 10>> BDC BT04 Tf169.42)-3(p)-3(ri)3(o)-3(p)6(u)-3(lat)-3(ion)] TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/

15558 728.98 Tm

0 G

[(-( a)(u)-3(a)-3(ls. )8(S)-2(o)-3(cial )8(S)-2(cie)8(n)-3(ce)-3( &)-4( )] TJ

ET

Q

83 3
/

15558 728.98 T 72.024 701.14 Tm

0 G

 -0.0302 Tc[(53)] TJ

ET

Q

q

0.000008871 0 595.322 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 52.3904 538.51 Tm

0 G

[( )] TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1 84.264 554141 308
0 G

[( )] T3 Tm
db-3(le (su)-3(rC. ()S3(4
0.1Tf
/)4(n)10.904 649.6252m

0 G

[( )] TJ

ET

Q

141 308
0 G

[( )]871 0 595.32 841.92 re

W* n

BT)-3(4)-3(.)] TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf
60.18141 308
0 G

[( )]F5 12 Tf

1 0 0 1 221.81 348.05 Tm

0 G

[(in)8(00008 )-3(M)3(u)-3(sl)12(im)-4(s a)-5(re )7(a)-3( )] TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1 72.024 332.21 Tm

0 G

[(p)-3(rob)-4(le)8(m)-6(. )-3(B)-2(ir)15(m)-6(ing)4(h)-3(a)6(m)-6(: )6(Unive)-3(rsi)5(ty )-12.390 1 485.14 744.82m)-6(i)12(n)-3(g)-3(h)6(a)-3(m)-6(.)] TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1 329.59 332.21 Tm

0 G

[( )] TJ

ET

Q

 EMC q

0.000017745 0 595.32 841.92 re

W* n

 /P <</MCID 15>> BDC BT

/F512.390 1 485.14 72.024 701.14 Tm

0 G

 -0.0302 Tc[(53)] TJ

ET

Q

q

0.000008871 0 595.322 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1 562.4 538.51 Tm

0 G

[( )7 TJ

ET

Q

q

0.000008871 0 595.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1 84.264 5381090.18
0 G

[( )] T3 Tm
db-3(le (su)-3(rC. ()S3(4
0.1Tf
/)4(n)10.904 649.6252m

0 G

[( )] TJ

ET

Q

1090.18
0 G

[( )]95.32 841.92 re

W* n

BT

/F5 12 Tf

1 0 0 1 84.264 31e

W2BT

 EMC .32 841.1.92 re

W* 

 EM.82 Tm

0 G95.32 841.9n

BT
U3 31K 0 59e

W* 
BT

/tr08871 0 5)-31 0 0 13(s)10n.a

0 G







 

168 

 

 

immigrant women: a narrative synthesis systematic review. Health Services and 

Delivery Research, 8(14). 
98 Firdous T, Darwin Z, Hassan SM. Muslim women’s experiences of maternity 

services in the UK: Qualitative systematic review and thematic synthesis. BMC 

Pregnancy Childbirth. 2020;20(1):1-10. doi:10.1186/s12884-020-2811-8 
99 Bawadi H, Al-Hamdan Z, Ahmad MM. Needs of Migrant Arab Muslim Childbearing 

Women in the United Kingdom. J Transcult Nurs. 2020;31(6):591-597. 

doi:10.1177/1043659620921219 
100 Khan Z. Ethnic he

 



 

169 

 

 
110 Kapadia, D. et al. (2022). Ethnic Inequalities in Healthcare: A Rapid Evidence 

Review. NHS Race Observatory. Available at: https://www.nhsrho.org/wp-

content/uploads/2022/02/RHO-Rapid-Review-Final-Report_v.7.pdf 
111 Hassan, S. M., Leavey, C., & Rooney, J. S. (2019). Exploring English speaking 

Muslim women’s first-time maternity experiences: a qualitative longitudinal interview 

study. BMC pregnancy and childbirth, 19(1), 1-10. 
112 





 

171 

 

 

2UE4zNRBcoShgo=9izFt%2BxOBhMKMSQFz9F3%2F%2Bg%2B1bjvX87zKqXBsC

AfpuXP9YjaHcWoDg%3D%3D&rUzwRPf%2BZ3zd4E7Ikn8Lyw%3D%3D=pwRE6A

GJFLDNlh225F5QMaQWCtPHwdhUfCZ%2FLUQzgA2uL5jNRG4jdQ%3D%3D&mC

TIbCubSFfXsDGW9IXnlg%3D%3D=hFflUdN3100%3D&kCx1AnS9%2FpWZQ40DX

FvdEw%3D%3D=hFflUdN3100%3D&uJovDxwdjMPoYv%2BAJvYtyA%3D%3D=ctNJ

Ff55vVA%3D&FgPlIEJYlotS%2BYGoBi5olA%3D%3D=NHdURQburHA%3D&d9Qjj0

ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3D&WGewmoAfeNR9xqBux0r1Q

8Za60lavYmz=ctNJFf55vVA%3D&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=

ctNJFf55vVA%3D 
127 Younis, M., Sasikala, K., Anand, A. V., Iqbal, J., Kailash, S., & Hura, M. U. D. 

(2018). Genetic analysis, health issues and consanguineous marriage in muslim 

community. Int J Sci Res Sci Technol, 4, 100-107. 





https://doi.org/10.3390/rel12060381
https://www.azizfoundation.org.uk/wp-content/uploads/2021/01/Bridge-Adoption-report.pdf%20Accessed%2005/04/2022
https://www.azizfoundation.org.uk/wp-content/uploads/2021/01/Bridge-Adoption-report.pdf%20Accessed%2005/04/2022
https://www.azizfoundation.org.uk/wp-content/uploads/2021/01/Bridge-Adoption-report.pdf%20Accessed%2005/04/2022
https://www.azizfoundation.org.uk/wp-content/uploads/2021/01/Bridge-Adoption-report.pdf%20Accessed%2005/04/2022
https://doi.org/10.3390/rel12060381
https://doi.org/10.3390/rel12060381


https://www.azizfoundation.org.uk/wp-content/uploads/2021/01/Bridge-Adoption-report.pdf%20Accessed%2005/04/2022
https://www.azizfoundation.org.uk/wp-content/uploads/2021/01/Bridge-Adoption-report.pdf%20Accessed%2005/04/2022
https://doi.org/10.1080/13602004.2020.1773103
https://doi.org/10.1080/13602004.2020.1773103
https://doi.org/10.1080/02188790601145374
https://birmingham.cmis.uk.com/birmingham
http://eprints.lse.ac.uk/15346/1/School%20exclusion%20when%20pupils%20do%20not%20feel%20part%20of%20the%20school%20community%20(LSERO).pdf
http://eprints.lse.ac.uk/15346/1/School%20exclusion%20when%20pupils%20do%20not%20feel%20part%20of%20the%20school%20community%20(LSERO).pdf
https://www.ethnicity-facts-figures.service.gov.uk/education-skills-and-training
https://www.ethnicity-facts-figures.service.gov.uk/education-skills-and-training








 

178 

 

 
217





 

180 

 

 

84883876546&doi=10.1163%2f9789004252073_009&partnerID=40&md5=113839d

7940f88dd1904215e6d091153 
241 Manawar, A. (2017). Jinn, Black  magic and the evil eye: Supernatural religious 

views and mental health care. Mental Health Nursing, 37(4), 12-15. Retrieved from 

https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=ccm&AN=1

27520201&authtype=sso&custid=s5099118&site=eds-live&scope=site 
242 Alharbi, H., Farrand, P., & Laidlaw, K. (2021). Understanding the beliefs and 

attitudes towards mental health problems held by Muslim communities and 

acceptability of cognitive behavioural therapy as a treatment: systematic review and 

thematic synthesis protocol. BMJ open, 11(6), e044865. 
243 Ally, F., & Brennan, T. (2015). Schizophrenia, psychiatry and East African Muslim 

families in the united kingdom: A pilot study. Mental Health & Social Inclusion, 19(1), 

45-51. doi:10.1108/MHSI-10-2014-0035 
244 Dein, S., Alexander, M., & Napier, A. D. (2008). Jinn, psychiatry and contested 

notions of misfortune among east London Bangladeshis. Transcultural Psychiatry, 

45(1), 31-55. 
245 Meran, S., & Mason, O. (2019). Muslim faith leaders: De facto mental health 

providers and key allies in dismantling barriers preventing British Muslims from 

accessing mental health care. Journal of Muslim Mental Health, 13(2) 

doi:10.3998/jmmh.10381607.0013.202 
246 Littlewood, R., & Dein, S. (2013). The doctor's medicine and the ambiguity of 

amulets: life and suffering among Bangladeshi psychiatric patients and their families 

in London--an interview study--1. Anthropology & medicine, 20(3), 244–





 

182 

 

 
264 Dein, S., Alexander, M., & Napier, A. D. (2008). Jinn, psychiatry and contested 

notions of misfortune among east London Bangladeshis. Transcultural Psychiatry, 

45(1), 31-55. 
265 Littlewood, R., & Dein, S. (2013). The doctor's medicine and the ambiguity of 

amulets: life and suffering among Bangladeshi psychiatric patients and their families 

in London--an interview study--1. Anthropology & medicine, 20(3), 244–263. 

https://doi.org/10.1080/13648470.2013.827427 
266 Cavdar, D., McKeown, S., & Rose, J. (2021). Mental health outcomes of ethnic 

identity and acculturation among British‐born children of immigrants from Turkey. 

New Directions for Child and Adolescent Development, 2021(176), 141-161. 
267 Whittaker, S., Hardy, G., Lewis, K., & Buchan, L. (2005). An exploration of 

psychological well-being with young Somali refugee and asylum-seeker women. 

Clinical Child Psychology and Psychiatry, 10(2), 177-196. 

doi:10.1177/1359104505051210 
268

 

https://doi.org/10.1080/13557850600628372


 

183 

 

 
276 Orford J., Johnson M. & Purser B. (2004) Drinking in second generation Black  

and Asian communities in the English midlands, Addiction Research & Theory, 12:1, 

11-30, DOI: 10.1080/1606635021000059493 
277 Valentine, G., Holloway, S. L., & Jayne, M. (2010). Contemporary cultures of 

abstinence and the night-time economy: Muslim attitudes towards alcohol and the 

implications for social cohesion. Environment and Planning a-Economy and 

Space, 42(1), 8-22. doi:10.1068/a41303 
278 Valentine, G., Holloway, S. L., & Jayne, M. (2010). Contemporary cultures of 

abstinence and the night-time economy: Muslim attitudes towards alcohol and the 

implications for social cohesion. Environment and Planning a-Economy and 

Space, 42(1), 8-22. doi:10.1068/a41303 
279 Bradby H. & Williams R. (2006) Is Religion or Culture the Key Feature in Changes 

https://doi.org/10.1080/1606635021000059493
https://doi.org/10.1080/13557850600628372
https://doi.org/10.7759/cureus.15615
https://doi.org/10.7759/cureus.15615
https://doi.org/10.1177%2F1748895817704024
https://doi.org/10.4103/0019-5545.42397
https://doi.org/10.1177%2F1748895817704024


 

184 

 

 
290 

https://doi.org/10.1177/0032885520916880
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1360407
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1360407
https://doi.org/10.1007/s10943-017-0434-9






https://www.sportengland.org/know-your-audience/data/active-lives/active-lives-data-tables
https://www.sportengland.org/know-your-audience/data/active-lives/active-lives-data-tables
https://doi.org/10.1016/j.pmedr.2014.12.007
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=53467351&authtype=shib&site=eds-live&scope=site
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=53467351&authtype=shib&site=eds-live&scope=site


 

188 

 

 
342 Ige-Elegbade J., Pilkington P & Gray S. (2019) Barriers and facilitators of physical 

activity among adults and other adults from Black  and minority Ethnic groups in the 

UK: A systematic review of qualitative studies Preventative Medicine 15 100952 
343 

https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=28462405&authtype=shib&site=eds-live&scope=site
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=28462405&authtype=shib&site=eds-live&scope=site
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=28462405&authtype=shib&site=eds-live&scope=site
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=28462405&authtype=shib&site=eds-live&scope=site
https://www.sportengland.org/know-your-audience/data/active-lives/active-lives-data-tables
https://www.sportengland.org/know-your-audience/data/active-lives/active-lives-data-tables


 189   in Health and Physical Educaubtn, 9(3), 253-269. dti:10.1080/25742981.2018.1478673  Sptrt England (2020) Active Lives Data Tables https://www.sptrtengland.org/kntw-your-audience/data/active-lives/active-lives-d at a-tables  Accessed 21/04/202 2  Ige-Elegbade J., Pilkington P & Gray S. (2019) Barriers and facilitautrs of physical activity amtng adults and other adults from Black  and minority Ethnic groups in the UK: A systematic review tf qualitative studies Preventative Medicine 15 100952  Sriskantharajah J., Kai J. (2007) Promtting physical activity amtng Souuh Asian  women with ctronary heart disease and diabetes: what might help?  Family Practiubtyer 24 (1) (2007) 71-76  Snape, R., & Binks, P. (2008). Re-thinking sptrt: Physical activity and healthy living in British Souuh Asian  Muslim communities. Managing Leisure, 1 3(1), 23-35. Retrieved from https://search.ebscohtsu.com/login.aspx?direct=true&AuuhType=sso&db=s3h&AN=28462405&authtype=shib&site=eds-live&scope=site  Snape, R., & Binks, P. (2008). Re-thinking sptrt: Physical activity and healthy living in British Souuh Asian  Muslim communities. Managing Leisure, 1 3(1), 23-35. Retrieved from https://search.ebscohtsu.com/login.aspx?direct=true&AuuhType=sso&db=s3h&AN=28462405&authtype=shib&site=eds-live&scope=site  Amara, M., & Henry, I. (2010). Sptrt, Muslim identities and cultures in the UK, an emerging ptlicy issue: Case studi

https://www.sportengland.org/know-your-audience/data/active-lives/active-lives-data-tables
https://www.sportengland.org/know-your-audience/data/active-lives/active-lives-data-tables
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=28462405&authtype=shib&site=eds-live&scope=site
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=28462405&authtype=shib&site=eds-live&scope=site
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=28462405&authtype=shib&site=eds-live&scope=site
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=28462405&authtype=shib&site=eds-live&scope=site
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=53467351&authtype=shib&site=eds-live&scope=site
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=53467351&authtype=shib&site=eds-live&scope=site
https://doi.org/10.1080/19407963.2015.1065267
https://doi.org/10.1080/19407963.2015.1065267


https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=28462405&authtype=shib&site=eds-live&scope=site
https://search.ebscohost.com/login.aspx?direct=true&AuthType=sso&db=s3h&AN=28462405&authtype=shib&site=eds-live&scope=site
https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/religion/articles/exploringreligioninenglandandwales/february2020
https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/religion/articles/exploringreligioninenglandandwales/february2020
https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/religion/articles/exploringreligioninenglandandwales/february2020
https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/religion/articles/exploringreligioninenglandandwales/february2020


 

191 

 

 
377 Ali S. et al (2021) ‘British Muslims by Numbers’ Muslim Council for Britain 
378 Burgess G., Hamilton C., Jones M. and Muir K (2015) Multigenerational Living: 

An opportunity for UK house builders’ Cambridge Centre for Housing and Planning 

Research 

https://www.cchpr.landecon.cam.ac.uk/system/files/documents/multigenerational_livi

ng_final_report.pdf 
379 Karner, C., & Parker, D. (2008). Religion versus rubbish: Deprivation and social 

capital in inner-city Birmingham. 

https://www.cchpr.landecon.cam.ac.uk/system/files/documents/multigenerational_living_final_report.pdf
https://www.cchpr.landecon.cam.ac.uk/system/files/documents/multigenerational_living_final_report.pdf
https://arc-eoe.nihr.ac.uk/research-implementation/research-themes/prevention-and-early-detection-health-and-social-care-11
https://arc-eoe.nihr.ac.uk/research-implementation/research-themes/prevention-and-early-detection-health-and-social-care-11
https://arc-eoe.nihr.ac.uk/research-implementation/research-themes/prevention-and-early-detection-health-and-social-care-11


https://www.jostrust.org.uk/about-us/our-research-and-policy-work/our-research/cervical-screening-among-bame-communities
https://www.jostrust.org.uk/about-us/our-research-and-policy-work/our-research/cervical-screening-among-bame-communities
https://www.gov.uk/government/publications/health-matters-making-cervical-screening-more-accessible/health-matters-making-cervical-screening-more-accessible--2
https://www.gov.uk/government/publications/health-matters-making-cervical-screening-more-accessible/health-matters-making-cervical-screening-more-accessible--2
https://www.gov.uk/government/publications/health-matters-making-cervical-screening-more-accessible/health-matters-making-cervical-screening-more-accessible--2
https://www.jostrust.org.uk/about-us/our-research-and-policy-work/our-research/barriers-cervical-screening-amongst-south-east
https://www.jostrust.org.uk/about-us/our-research-and-policy-work/our-research/barriers-cervical-screening-amongst-south-east
https://www.jostrust.org.uk/about-us/our-research-and-policy-work/our-research/barriers-cervical-screening-amongst-south-east
https://www.jostrust.org.uk/about-us/our-research-and-policy-work/our-research/barriers-cervical-screening-amongst-south-east


 

193 

 

 
398 





 

195 

 

 
420 







 

198 

 

 



 

199 

 

 









 

203 

 

 

and risk of sexually transmitted infections: a probability survey. The Lancet, 







 

206 

 

 





https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/ageing/articles/howwouldyousupportourageingpopulation/2019-06-24
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/ageing/articles/howwouldyousupportourageingpopulation/2019-06-24
http://digitalcommons.macalester.edu/reli_honors/13
https://www.england.nhs.uk/statistics/2018/08/09/gp-patient-survey-2018/
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Clarke%2C+Charlotte+L




file:///C:/doi/full/10.1177/1471301218800641
file:///C:/doi/full/10.1177/1471301218800641
file:///C:/doi/full/10.1177/1471301218800641
file:///C:/doi/full/10.1177/1471301218800641


 

211 

 

 
597 Karlsen, S., & Nazroo, J. Y. (2010). Religious and ethnic differences in health: 

Evidence from the Health Surveys for England 1999 and 2004. Ethnicity and Health, 

15(6), 549-568. 
598 Suleman M., Asaria M, Haque E et al, (2019) ‘Elderly & 

end of life care for Muslims in the UK’ Muslim Council of Britain & University of 

Cambridge 
599 Worth, A., Irshad, T., Bhopal, R., et al  (2009). ‘Vulnerability and access to care 

for South Asian  Sikh and Muslim patients with life limiting illness in Scotland: 

prospective longitudinal qualitative study’. Bmj, 338. 
600 Choong, K. A. (2015). ‘Islam and palliative care.’ Global Bioethics, 26(1), 28-42. 

doi:10.1080/11287462.2015.100875 
601 Al-Shahri, M. (2016).’ Islamic theology and the principles of palliative care’. 

Palliative and Supportive Care, 14(6), 635-640. doi:10.1017/S1478951516000080 
602 Gatrad, R., & Sheikh, A. (2002). ‘Palliative care for Muslims and issues after 

death’. International Journal of Palliative Nursing, 8(12), 594. 

doi:10.12968/ijpn.2002.8.12.10977 
603 Herodotou, N., & Ali, N. (2012). ‘Reaching out -- a consultant palliative medicine 

clinic within a Luton mosque’. European Journal of Palliative Care, 19(3), 143-145 
604 Gatrad, R., & Sheikh, A. (2002). ‘Palliative care for Muslims and issues after 

death’. International Journal of Palliative Nursing, 8(12), 594. 

doi:10.12968/ijpn.2002.8.12.10977 
605 Gatrad, R., & Sheikh, A. (2002). ‘Palliative care for Muslims and issues after 

death’. International Journal of Palliative Nursing, 8(12), 594. 

doi:10.12968/ijpn.2002.8.12.10977 
606 Sharif, A. (2012). ‘Organ donation and Islam-challenges and opportunities’. 

Transplantation, 94(5), 442-446. doi:10.1097/TP.0b013e31825f4474 
607 Sharif, A. (2012). ‘Organ donation and Islam-challenges and opportunities’. 

Transplantation, 94(5), 442-446. doi:10.1097/TP.0b013e31825f4474




