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Abstract: Integration of religion in community health and wellbeing interventions is important
for achieving a good life among faith-based populations. In countries hosting Muslim-minorities,
however, relatively little is reported in academic literature on processes of faith integration in the
development and delivery of interventions. We undertook a review of peer reviewed literature on
health and wellbeing interventions with Muslim-minorities, with specific interest on how Islamic
principles were incorporated. Major databases were systematically searched and PRISMA guidelines
applied in the selection of eligible studies. Twenty-one journal articles met the inclusion criteria.
These were coded and analyzed thematically. Study characteristics and themes of religiosity are
reported in this review, including the religious tailoring of interventions, content co-creation and
delivery design based on the teachings from the Quran and Sunnah, and applicability of intervention
structures. We reviewed the philosophical and structural elements echoing the Quran and Islamic
principles in the intervention content reported. However, most studies identified that the needs of
Muslim communities were often overlooked or compromised. This may be due to levels of religio-
cultural knowledge of persons facilitating community health and wellbeing interventions. Our
review emphasizes the importance of intellectual apparatus when working in diverse communities,
effective communication-strategies, and community consultations when designing interventions
with Muslim-minority communities.

Keywords: Muslim; Islam; minority; mosque; religion; community health; social work; social welfare;
health promotion; welfare; wellbeing; intervention

1. Introduction

People of diverse religious, ethnic or cultural groups have different experiences than
the dominant culture as they relate to service access, quality of services and wellbeing
outcomes (Jongen et al. 2017; Meyer et al. 2017; Minas et al. 2013). However, public health
approaches that are generalist in nature may not reach or have little effect on changing
behaviours or improving the lives of culturally diverse, religious minorities (Bosire et al.
2021; Jepson et al. 2010). In faith-based populations, integration of religiosity is critical to
ensure engagement, and the effectiveness of community health and wellbeing interventions
targeted at these groups (Bosire et al. 2021; Hassan et al. 2021).

In Muslim families and communities, connection to religion is important, but the com-
plexities of multicultural relations can present challenges for health and welfare providers,
and for Muslim-minorities (Amri and Bemak 2013; McLaren and Patil 2016; McLaren
and Qonita 2020; Patil and McLaren 2019; Salma and Salami 2020). Several authors have
attempted to unpack this complexity and its associations with lived experiences, such
as of isolation and loneliness (Nagle 2016; Parati 2017), mental and physical ill-health
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(Koerner and Pillay 2020; McCoy et al. 2016), and with general wellbeing or quality of life
(Colic-Peisker 2009; Gardner et al. 2014). Specific to Muslim-minority populations, there is
a strong case for religiously tailored mosque-based or discrete Muslim community health
and wellbeing interventions (Khan and Ahmad 2014). This is based on known associations
between religiosity and positive affect experienced by individuals.

Complementary health therapies involving spirituality-based interventions are known
to have associations with coping in illness and disease (Powers-James et al. 2020; Rossato
et al. 2021), including mental ill-health (Koenig et al. 2021). Religious practices that include
reciting the Quran, praying, fasting, and forms of Islamic meditation (dhikr) have been
shown to relieve stress, improve health, increase productivity, and enhance quality of life
(Al Haq et al. 2016; Munsoor and Munsoor 2017). An interesting study by Al-Rumayyan
et al. (2020) exemplified Quran recitation as the most preferred type of complementary
medicine among Muslims. Illueca and Doolittle (2020) reported that praying was an ef-
fective supplementary intervention for religious patients who experienced surgical pain.
Likewise, Kongsuwan and Chatchawet (2019) showed that integrating Islamic intervention
in pain management during birth for primiparous Muslims proved effective. In pallia-
tive care, Duman et al. (2021) conducted a study to determine the relationship between
religious attitudes and psychological adjustment to cancer in Muslim women. This study
revealed that religious attitudes reduced the women’s levels of helplessness, hopelessness,
and anxiety.

Researchers have recommended for health care providers to recognize and advocate
for the spiritual needs of patients as an integral part of care management. This is because
religiosity has a significant impact on physical and psychological health, and social relations,
and is one of the predictors of hope and life satisfaction in those experiencing ill-health
(Rambod et al. 2020; Sena Lomba Vasconcelos et al. 2020). As well, improving connection
with God among patients from faith-based groups enhances behavioral adaptation required
for health management, intensifies courage, optimism, self-control, reduces fear, anxiety,
sorrow, and despair (Asadzandi 2017, 2020; Rambod et al. 2019). If social, emotional, and
spiritual wellbeing has correlations with coping during ill-being (Pasyar et al. 2020; Sohail
et al. 2020), then it is a worthwhile and important to include religiosity as complementary
therapeutic approaches.

Islamic health beliefs and behaviors are incontestably constructed from the Quran,
the Hadith (statements of the Prophet), Sunnah (actions of the Prophet), and the thoughts
of early scholars based on their interpretation of the Quran, Hadith, and Sunnah (Koenig
and Shohaib 2014). The Quran, Hadith and Sunnah explain the concepts of health and
detail how Muslims should maintain their health, whether it be in the form of orders or
prohibitions (Novita et al. 2021). The Quran’s main function is as Al-Huda (the guidance
for mankind), Al-Furqan (the separator between right and wrong) which is stated in Al
Baqarah verse 185; and As-Shifa (cure of illness) in Al-Isra verse 82. The Quran contains
several verses that focus on health, disease, and healing. Basil (2016) identifies from a total
of 6236 verses in the Quran, 28 of which are specific to health and wellbeing. For example,
the virtue of maintaining personal hygiene is listed in Al-Maidah verse 6 or At-Taubah
verse 108; maintaining a healthy diet and eating nutritious foods (in Al-A’raf verse 31,
Al-Baqarah verse 57); and practicing a regular sleep pattern (Al-Furqan verse 47).

Sunnah in more detail explains the procedures for looking after one’s health and
wellbeing in the ways of the Prophet. For example, eating in moderation, filling the
stomach with the composition of a third for food, a third for drinks, and a third for air. In
addition to orders, the Quran also contains prohibitions, such as prohibiting alcohol, drugs,
and gambling (Al-Maidah verse 90). Apart from maintaining physical health, the Quran
also guides Muslims on how to preserve their mental health, how to deal with stress as
is described in Al-Baqarah verse 185–186, and the strict prohibition of suicide (An-Nisa
verse 29). As Hadith says, Allah created a cure for every disease, except for one disease,
aging (Koenig and Shohaib 2014). Accordingly, the role of the Quran, Hadith and Sunnah
in Muslims’ health beliefs and behaviors cannot be ruled out because both encompass
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many ideological and philosophical principles related to how Muslims live healthy lives.
A healthy Muslim will be able to worship God to the fullest because the purpose of human
life is to worship God (Adh-Dhariyat, verse 56). From the Islamic viewpoint, health is
viewed as the utmost blessing from God, and every aspect of a Muslims’ life is to preserve
their health as an act of worship.

Islam teaches Muslims to maintain a balance between humans’ obedience to God and
the good-natured relationships between humans. Social support from Islamic communities
and religious scholars holds a significant weight in Muslims’ health behavior constructs,
specifically in conservative societies where religion interconnects with the political, eco-
nomic, and cultural spheres (Cohen-Dar and Obeid 2017). Existing research recognizes the
critical role played by social support, influencing health in Muslim communities. A recent
study conducted by Hashemi et al. (2020) examining the association between social support
and well-being among Muslims in Australia revealed that Muslim minorities have strong
social ties to the community; social ties are found to be the mediator in the relationship
between religious identity, and health and well-being. In the United States, Hardan-Khalil
(2020) similarly showed that family, friends, and significant others in their Muslim commu-
nities were the main sources for support in shaping people’s healthy behaviors.

A sense of belonging and connectedness with a religious group, involvement in re-
ligious activities, or association with a religious institution, such as a mosque, provides
individuals with a sense of importance, positive emotions, self-esteem, positive relation-
ships, meaning, and purpose in life (Hardan-Khalil 2020). Integrating respect for religiosity
in health, wellbeing and social care is important for engaging individuals and increas-
ing effectiveness of medical, health or social interventions. This is because patients or
participants may perceive them as culturally relevant and religiously safe.

An initial scope of research on Muslim and/or mosque-based interventions in health,
wellbeing or social care were predominantly focused on Islamic countries or otherwise
where Muslims were majority. To inform our participatory engagement and research with
a Muslim community in Australia, we undertook a systematic review of interventions in
English language literature. Our interest was in Mosque-based and/or targeted health,
wellbeing or social interventions with Muslim-minority populations.

2. Methods

The PRISMA guidelines were used for this review (Page et al. 2021). In conjunction,
we used PICo (Population, Interest, Context) to structure our review question:

What are the characteristics of mosque- and/or Muslim faith-based community welfare
interventions in countries with Muslim minority populations?

An integrative review was chosen with consideration of methodological heterogeneity
in our field of study, thereby including quantitative, qualitative, and mixed methods
research. The explicit, systematic methods developed by Whittemore and Knafl (2005) were
applied: first, a search strategy was developed and implemented in the electronic databases
for searching relevant articles, and involved a manual search; second, the PRISMA Flow
Diagram was used to document identification, screening and selection of eligible articles
based on inclusion and exclusion criteria (Page et al. 2021); third, data were evaluated to
assess the risk of bias in the selected articles. Lastly, the synthesized data were analyzed and
presented according to themes. Covidence software was used to store, manage, organize
and extract the data from eligible studies.

2.1. Eligibility Criteria

Studies were included if they were peer-reviewed quantitative, qualitative, or mixed-
methods, featuring community health and wellbeing interventions in countries with
Muslim-minority populations. All types of studies were included to enable reporting
of the characteristics of the interventions. Review articles not considerate of religiosity,
specifically Muslim perspectives in the design or delivery of interventions, were excluded.
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Our initial intention was to review studies of only mosque-based social work and wel-
fare interventions; however, insufficient empirical studies were identified. We expanded
our search criteria to include health promotion and wellbeing initiatives. We included stud-
ies focused on mosque-based programs, targeted interventions with Muslim communities,
and general interventions where reporting on a subsample of Muslims.

2.2. Search Strategy

Electronic journal databases and the Google Scholar search engine were systematically
searched. Databases were Informit, ProQuest, PsycINFO, Scopus, and Web of Science.
The initial database search commenced in May 2020, was updated in April 2021, and was
followed by hand searching and Google Scholar tracking in May 2021. Searching used an
inclusive search string which was piloted by the researchers and reviewed by a librarian.

Two authors completed database searches using keyword search syntax according to
the requirements of each database. This was built around terminologies such as ‘Muslim’,
‘Islam’, ‘mosque’, ‘intervention’, ‘wellbeing’, ‘health’, ‘welfare’, ‘social work’ ‘psychosocial’,
‘lifestyle’, ‘family’, ‘community’ and types interventions based on likely social phenomena
(Table S1. Databases and Search Syntax). Search results were limited to English language
articles. To ensure focus on peer-reviewed academic studies, conference abstracts, grey lit-
erature and theses were excluded. There were no publication country or date limits applied,
other than maintaining research interest in reporting of interventions in countries where
Muslims are minority. Google Scholar enabled citation searching of more recent articles,
and ancestry searching was undertaken of the reference lists of relevant retrieved articles.

2.3. Study Selection

A total of 943 records were yielded in the initial electronic search, which included
three from manual search searching. Upon deleting duplicates, (n = 322), remaining records
(n = 624) were screened independently by two authors to identify records meeting the
inclusion criteria. This resulted in retrieval of 90 potentially eligible for full text screening.
Reading and evaluation of these 90 studies against the inclusion criteria resulted in a
further 69 exclusions, leaving 21 research articles that met the final review criteria. The
Prisma Flow Diagram of Studies included demonstrates the conceptual mapping of this
process (Figure 1).

2.4. Risk of Bias Assessment

The researcher used a quality assessment checklist based on the Centre for Reviews
and Dissemination’s Guidelines to assess the quality of each study (Akers et al. 2009). This
involved the application of two screening questions to draw conclusions about the quality
of evidence, specifically whether the interventions had been explained and whether the
study was methodologically sound (Akers et al. 2009). In doing so, the Mixed Methods
Appraisal Tool (MMAT) developed by (Hong et al. 2018) was used to record our quality
assessment of quantitative, qualitative and mixed methods studies (Table S2).

Two general screening questions were informed by the MMAT to ensure articles had
a clear research question and that the data collected in each study permitted addressing
the research questions. However, in quantitative studies, the MMAT tool exposed missing
reasons for not participation, risk of nonresponse bias, missing data and face validity of
survey instruments in a randomized control trial, a nonrandomized intervention, and
cross-sectional survey. In qualitative studies there were three important shortcomings of
three studies: no clarification about using qualitative methods; data collection process not
adequately described; and failure to explain coherence between qualitative data collection,
analysis and interpretation. Two articles reporting on mixed-method research did not
justify the use of mixed-method design. Nonetheless, the risk of bias in the reporting of
results in qualitative, quantitative and mixed-methods studies was addressed adequately
in most articles.
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2.5. Synthesis and Analysis of Results

A systematic coding scheme was developed following the Centre for Reviews and
Dissemination guidelines to extract data from the selected studies (Akers et al. 2009). As
part of this, testing of a pilot coding scheme on a subset of the selected studies enhanced
the transparency and replicability of the data in the extraction process. The systematic
coding scheme was applied to each selected study to record relevant information. Using
this coding scheme, a table of the aggregated data was systematically developed (Table 1).
Data extracted was of study settings and populations, research design and methods, and
characteristics of interventions, including religious considerations. Authors (H.M., E.P., &
M.H.) performed cross-checking and verification of information to ensure the credibility of
review results.
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Table 1. Summary of studies included.

Authors, Year and
Country Study Aims Methods and

Samples
Contexts and
Methodology

Overview of Interventions and Religiosity
Considerations

Abdulwasi et al.
(2018), Canada

Investigate
factors
associated with
South Asian
women’s
decisions to
engage in
physical
exercise
programs.

Descriptive
qualitative
study,
purposive
sampling.
Semi-structured
interviews,
women (n = 12),
100% Muslim.

Mosque-based
health
promotion
activity.
Ecological
framework
informed the
intervention.

Delivery of a women’s exercise program via a
mosque partnership with a cardiovascular health
initiative at a women’s hospital, and a diabetes
prevention program at a health center. Islamic
teachings enabled women to understand caring
for one’s own body as consistent with religious
world views, with physical exercise as a form of
worship when integrating with teachings in the
Quran. Integration included sex-segregation,
modest clothing, no physical activity during
religious fasting. Activity types required
approval of mosque council members.

Bader et al. (2006),
Austria

Measure
outcomes of a
cardiovascular
health
prevention
activity to
Turkish
immigrant
women.

Three
cross-sectional
studies yearly,
purposive
sampling.
Surveys,
women
(n = 2446), 100%
Muslim.

Mosque-based
health
prevention
program.
Ethnocentric
orientation as
the center of
intervention
design.

A cardiovascular health promotion activity
(lecture and Turkish-language print materials) for
women was delivered in 28 mosques during an
annual mosque campaign on women’s health.
Mosque was chosen upon identifying importance
of it as a socio-political center for the Turkish
community. Fliers were distributed by religious
leaders to men at Friday prayer, to give to the
wives, as a form of approval. Permission from
head of each mosque for use of facility.

Banerjee et al.
(2017), Canada

Evaluate the
effectiveness of
a healthy
lifestyle
program for
South Asian
women.

Participatory
action research,
purposive
sampling.
Pre-post
surveys, women
(n = 19), 100%
Muslim.

Mosque-based
health
promotion
program.
Religiously
tailored
intervention
approach.

Physical activity program of 24 weeks duration to
62 women, comprised of cardiovascular exercise
and strength training. Evening classes minimized
disruption to usual mosque activities and the
women’s filial responsibilities. Activities
approved by the mosque council members were
walking, resistance training, relaxation, and chair
exercises. Permission to use the Sisters prayer
room.

Chaudhary et al.
(2019), USA

Evaluate lay
educator
training for
delivery of
health
promotion to
Syrian refugees.

Prospective
cohort study,
purposive
sampling.
Surveys,
women (n = 17),
men (n = 1),
100% Muslim.

Mosque-based
lay educator
program.
Religiously
tailored peer-
development
for health
promotion.

Six-week lay educator training in health and
healthcare. Lay educators then disseminated
information to 99 individuals over 24 months.
Imam nominated people to become lay educators,
the health topics and advised on religious
sensitivities when promoting lifestyle
modifications and mental health interventions.

Darko et al. (2020),
United Kingdom

Evaluate the
outcomes of a
diabetes health
care training
program, “A
Safer Ramadan
program”.

Qualitative
study,
purposive
sampling.
Focus groups
(n = 2), women
(n = 6), men
(n = 6);
stakeholder
interviews
(n = 13), 100%
Muslim.

Community
based program.
Health
promotion
program.

Training of healthcare professionals (GPs and
nurses), community awareness program to 80
participants and patient self-management
program, focused on implications for Muslims
with type 2 diabetes during Ramadan, and
referral service. Co-production with religious and
community leaders. Pilot assessed by religious
leaders for religiosity. As champions, leaders
attended group sessions with community
members on type 2 diabetics to express
disapproval of fasting.
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Table 1. Cont.

Authors, Year and
Country Study Aims Methods and

Samples
Contexts and
Methodology

Overview of Interventions and Religiosity
Considerations

Grace et al. (2008),
United Kingdom

Explore
perceptions
about healthy
lifestyles in
diabetes
prevention,
among a
Bangladeshi
community.

Qualitative
study,
purposive
sampling.
17 focus groups,
women (n = 77),
men (n = 52);
interviews,
women (n = 6),
men (n = 2),
100% Muslim.

Community
center based.
Pure research
with dual
purpose of
health
promotion.

Focus groups with lay people, Islamic scholars
and religious leaders and health professionals.
Resonance between healthy lifestyle (diet and
exercise) and Islamic teachings were agreed by
both religious leaders and lay participants.
Lifestyle leading to ill health, physical or mental,
accorded with Islam to care for oneself to enable
fulfilling responsibilities to their families.

Hassan et al. (2021),
Canada

Evaluate a
spiritually
adapted psycho-
educational
program on
substance use
for adults.

Convergent
mixed method
design,
purposive
sampling.
Surveys and
focus-groups,
100% Muslim
(n = 93).

Mosque-based
psycho-
educational.
Spiritually
adapted health
promotion
program.

One 90-min seminar on substance use and mental
health delivered at 9 mosques by Muslim medical
and allied health professionals of various racial
backgrounds. Facilitators dressed in visible
markers of being Muslim (i.e., hijab) to elicit
cultural respect of groups and communities.
Scientific content was simplified and linked
Islamic content, based on reading of the Quran
and Hadith, and used to educate about
prevalence, stigma and support.

Islam et al. (2012),
USA

Explain
outcomes of
health
promotion
program on
knowledge
about diabetes
risk among a
Bangladeshi
community.

Mixed-method
research,
purposive
sampling.
Surveys and
focus groups,
100% Muslim
(surveys,
n = 169; focus
groups, n = 47).

Community
centers, health
worker-led
health
promotion
program.

Focus groups with members of New York City’s
Bangladeshi community on health beliefs and
behaviours related to diabetes prevention or
management. Facilitators integrated the concept
of niyom [rules and routine for life] to reinforce
Muslim religious commitment to engage in
healthy lifestyles.

Islam et al. (2018b),
USA

Explain
outcomes of a
health
promotion
activity focused
on type-2
diabetes to
Bangladeshis.

Randomized
control trial,
random
sampling.
Surveys, 100%
Muslim (n = 336;
study group,
n = 176; control
group, n = 160).

Clinic and
community
settings, health
promotion
program.
Community
health worker
led
intervention.

Intervention group participated in five,
two-hourly group-based educational sessions
monthly, and two 90-min one-on-one sessions
with a community health worker. Acknowledges
lifestyles associated with religious norms but
does not report religiosity in design or
application.

Jozaghi et al. (2016),
Canada

Explore impact
of a
psychosocial
intervention for
youth and
prisoners at risk
of substance use
and mental
ill-health.

Qualitative
study,
purposive
sampling.
In-depth
interviews,
100% Muslim
(n = 8).

Community
centers, health
promotion
program.
Empowerment
approach with
members of the
community.

Mentorship, guidance and counselling program
for young Muslims struggling with substance use,
behavioral and mental health challenges.
Integrated religious precepts to set up a
foundation in which to promote harm reduction
and promote mental health rehabilitation as being
relevant to Islam, and to break down stigma
associated with substance use and mental illness.
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Table 1. Cont.

Authors, Year and
Country Study Aims Methods and

Samples
Contexts and
Methodology

Overview of Interventions and Religiosity
Considerations

King et al. (2017),
United Kingdom

Explain
outcomes of
health
education
intervention on
second-hand
smoke exposure
among children.

Randomized
controlled trial,
random
sampling.
Interviews and
focus groups
with
households
(n = 74), 100%
Muslim.

Seven religious
institutions (6
Mosques & 1
school), health
promotion
program.

Key information on smoking and second-hand
smoke, and promotion of smoke free homes
delivered in sermons and school assemblies.
Educational package developed with Muslim
religious teachers, and information, practical
exercises and guidance situated in the Islamic
context.

Marinescu et al.
(2013), USA

Evaluate health
promotion
activity,
specifically
physical activity
interventions
with women.

Community-
based
participatory
research,
purposive
sampling.
Focus groups,
100% Muslim
(n = 239).

Community
centers, gender
specific health
promotion
program.
Religiously
tailored.

Physical activity and exercise classes for
women-only at community centers for 10 weeks
per season, including swimming. Religious
considerations allowed women to exit classes for
10–15 min for prayer time if during class time.
Respects that mixed-gender physical activity is
not religiously acceptable in some Muslim
communities.

Maynard et al.
(2017), United
Kingdom

Explains
delivery of
health
promotion
activity to
ethnic
minorities,
focused on
childhood
obesity.

Quasi-
experimental
study,
purposive
sampling.
Survey (n = 81),
16% Muslim
(n = 13)

Places of
worship (n = 6,
Mosque n = 2)
and six schools
health
promotion
program.
Child-focused
intervention.

Health promotion focused on childhood obesity
prevention; reduction of energy dense foods and
increase of physical activity, in a once-off session
that also included a physical activity. Building of
relationships with faith organizations was
required to garner support of faith-based
communities, but religiosity specific to Muslim
communities was not reported.

Padela et al. (2018c),
USA

Explain
outcomes of a
group
education
program on
women’s
mammography
intention.

Quantitative,
purposive
sampling.
Surveys, 100%
Muslim (n = 58)

Mosque-based,
health
promotion
program.
Theory of
planned
behaviour.

Constitution of program was two classes, of 7.5 h
each, led by peer educators and guest lecturers
who conveyed learning to women about breast
care and Islamic teachings about health.
Messages were religiously tailored to overcome
belief barrier, delivered in multiple ways across
the sessions. Facilitated discussions by experts
integrated health-related and religious teachings.

Padela et al.
(2018b), USA

Assess
community
response to
mosque-based
health
promotion
during sermons.

Cross-sectional
study,
purposive
sampling.
Surveys, 100%
Muslim
(n = 233).

Mosque-based
health sermon
at two mosques.
Religiously
tailored
sermons as the
intervention.

Two 30–45-min sermons were delivered at Friday
prayer and designed to impart promotion
information. Sermon development, setting and
choice of giver were informed by focus group
discussion. Content reviewed by Imams for
accuracy and acceptability based on Sunni
theology and law. Imams trained to deliver to
script, with integration of own language and
examples.
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Table 1. Cont.

Authors, Year and
Country Study Aims Methods and

Samples
Contexts and
Methodology

Overview of Interventions and Religiosity
Considerations

Padela et al.
(2018a), USA

Describe a
conceptual
model for the
delivery of
religious
tailored health
promotion
messages.

Qualitative
study,
purposive
sampling.
Surveys, focus
groups and
interviews,
100% Muslim
(n = 240).

Conceptual
model for
Muslim health
promotion.
Model
developed
based on social
cognitive
theories.

Developed a conceptual model to translate
behavioral theory into actionable processes for
crafting religiously tailored health messages,
involving three approaches: reframing,
reprioritizing and reforming. Used religious
constructs to resolve barriers based on beliefs
acquired, then drew on religious teachings and
theoretical stances to reform alternative messages
about healthy lifestyle behaviours.

Padela et al. (2019),
USA

Evaluate a
religiously
tailored
intervention to
promote uptake
of breast cancer
screening
among women.

Qualitative
study,
purposive
sampling. Focus
groups (n = 13),
Interviews
(n = 19), 100%
Muslim.

Community
consultation
and
mosque-based
health
promotion.
Religious
tailored social
cognitive
theory.

Analysis of facilitator and barrier beliefs, having
positive or negative influences, upon
mammography intention, using guest lectures
and facilitated discussion, two-session workshop
over two half-days. Use of religion to reframe
health, health access and healing are understood
in juxtaposition to faith-based ideas around
modesty. Imams and mosque staff formed part of
project advisory group.

Siddique and
Mitchell (2013),
United Kingdom

Measure impact
of a community-
based health
education to
increase oral
cancer risk
awareness.

Participatory
action research
design,
purposive
sampling.
Survey, 100%
Muslim (n = 96).

Community
based oral care
health
promotion.
Education and
awareness
program.

Short lectures, poster presentations and
workshops were delivered by trained dental and
medical practitioners. Increased awareness of
associations between tobacco, alcohol, other
substances with stigma and health seeking
barriers. Acknowledged religious prohibition as a
factor of nondisclosure of alcohol, tobacco and
other substance use. No information on
religiosity in program design or delivery was
provided.

Tse (2002),
Australia

Evaluate a
training of
bilingual
community
workers to
support women
with
depression.

Qualitative
study,
purposive
sampling.
Summative
questionnaire,
100% Muslim
(n = 20, 16
completers).

Religiously
informed
training
program.
Training
program for
community
health workers.

Muslim community workers were trained 3 h per
week for 15 weeks to support women with
depression; training in communication,
interviewing, assessment, networking,
facilitation, depression and suicide, postnatal
depression, and therapeutic intervention. Based
on perspectives that workers from Islamic
backgrounds would achieve more effective
outcomes in their religio-cultural support to
Muslim women.

Vu et al. (2018),
USA

Explore
women’s views
on
mosque-based
health
promotion on
women’s health.

Qualitative
study,
purposive
sampling.
Interviews,
100% Muslim
(n = 19).

Mosque-based,
health
promotion
program. Imam
and
Muslim-peer
led education.

Focus group discussions on the modality, content
and delivery of mosque-based health promotion
to women, including characteristics of role of
Imam and peer educators. Imams with
health-related knowledge to lead sermons and
Muslim women/health workers to -lead classes
to promote women’s health.

Zoellner et al.
(2018), USA

Examine
trauma healing
intervention
targeted at
asylum seekers
and refugees.

Mixed-
methods,
purposive
sampling.
Survey (n = 39);
focus group
(n = 13), 100%
Muslim.

Mosques-based
trauma
intervention.
Islamic trauma
needs
assessment; and,
pilot trauma
therapy group.

Consisting of two studies, study 1 community
needs assessment informed design of study 2
pilot of trauma healing intervention groups
delivered over two sessions each of 4 h duration.
Integrated prophet narratives, Islamic principles
on reconciliation and healing, and cognitive and
trauma exposure principals, and group
discussion on trauma healing. Groups and
leaders separated by gender.
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Data analysis identified common characteristics across the community health and
wellbeing interventions, overview of the interventions and recommendations for future
faith-based engagements with Muslim minorities. A combination of content and the-
matic analysis methods was used to comply with the systematic analysis of the gener-
ated evidence. Content analysis was chosen because it summarizes the content of a text
through systematic coding and evaluation; therefore, the steps developed by Erlingsson
and Brysiewicz (2017) were used for the abstraction process of the data (i.e., meaning unit,
condense meaning unit, code, and category). Thematic analysis was added to content
analysis to thematize the identified codes and categories of the characteristics of interven-
tions (Braun and Clarke 2013) (Figure 2). Two topics are presented in the review results
section: the studies’ characteristics, and the nature and features in interventions’ designs
and implementation strategies for Muslim communities. The co-authors reviewed the
clusters and provided their feedback on the themes and ordering the themes.
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3. Results
3.1. The Study Characteristics

This section of the results describes the characteristics of the selected studies. For each
study, the authors, the publication year, study objectives, research approaches, and the
geographical location are reported in Table 1. The sample size, representation of Muslim
participants in the sample size, study settings, the data collection tools, and the nature and
features of interventions used in each study are summarized. The religious background
of the participants, the theoretical approaches including intervention methods, and the
intervention settings are described in more detail.

The articles represent 17 distinct studies and four similar studies. These four studies
were written by the same lead author using the different research designs [qualitative (n = 1),
quantitative nonrandomized (n = 2), and qualitative descriptive (n = 1)] in different Muslim
subpopulations (Padela et al. 2018a, 2018b, 2018c, 2019). The results of the four studies,
which are like each other in terms of interventions, are considered as one intervention in
the review analysis.

In line with the geographical heterogeneity, as shown in Table S2, most of the studies
were conducted in USA (n = 9), United Kingdom (n = 5) and Canada (n = 3) respectively.
There were four mixed-methods, eight qualitative and nine quantitative studies [random-
ized control (n = 2), nonrandomized control (n = 5), and quantitative descriptive (n = 2)].
The sampling methods employed in the studies included randomized sampling (n = 2), pur-
posive sampling (n = 18) and mass emailing (n = 1). Despite extensive reporting information
on the sample characteristics across studies, little was reported about the educational and
health background of the participants. The samples were selected purposively, and all had
Muslim people as participants. The population size ranged from eight community health
and wellbeing interventions to 2446 participants. The Muslim participants’ representation
in the sample fluctuated from 16% to 100%.

Seven studies used theoretical frameworks in designing the interventions, such as
Bader et al. (2006) who used ethnographic theory as the center of study in designing
the preventive care program for Muslim community. Abdulwasi et al. (2018) used an
ecological framework to inform the intervention; Padela (Padela et al. 2018b, 2019) used
the theory of planned behaviour to provide a conceptual framework for religious tailoring
in the intervention. All the interventions were spiritually tailored, including eight that
were women-specific programs (Abdulwasi et al. 2018; Bader et al. 2006; Banerjee et al.
2017; Marinescu et al. 2013; Padela et al. 2018c, 2019; Tse 2002; Vu et al. 2018). The common
intervention settings were mosques, community centers, and schools, based on the cultural
care needs of the Muslim communities.

3.2. The Interventions: Nature and Features

The selected articles provided an overview of the diverse nature and features of
each health or wellbeing intervention for Muslim communities living in Australia, Austria,
Canada, United Kingdom and USA. While religious connections were perceived as inherent
in Muslim communities (Bader et al. 2006; King et al. 2017; Vu et al. 2018), studies did not
define the Islam, religion or culture with any clarity when they designed the interventions.
Three subcategories frequently emerged in the description of interventions for Muslim
communities: religiously tailored interventions, content co-creation and delivery based on
the Quran and Sunnah, and applicable intervention structures.

3.3. Religiously Tailored Interventions

The interventions integrated two dimensions in the development of health or well-
being interventions in terms of connection to the Muslim communities’ religious beliefs.
These were the need to promote change and the need for religious attachment. Promoting
lifestyle changes, specifically via health promotion, was the most indicated aspect across
the interventions. These were predominantly focused on lifestyle change, preventive care,
awareness building, health education, and faith adapted psychoeducation (Chaudhary
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et al. 2019; Hassan et al. 2021; Siddique and Mitchell 2013). In designing the programs,
highest priority was given to the way the Muslim communities understood risk factors
associated with physical, mental or social ill-being, and capability to build healthy lifestyle
habits. More specifically, (Bader et al. 2006; Grace et al. 2008; Maynard et al. 2017) identified
the lack of health literacy especially in Muslim women and children. These studies had
emphasis on creating healthy habits (e.g., increased physical exercise and reduced intake of
caloric-dense food). Such awareness and counselling programs were delivered in the forms
of health information or messages (Padela et al. 2018a; Vu et al. 2018); lecture including
power-points (Bader et al. 2006; Chaudhary et al. 2019; Padela et al. 2018a); factsheets
(King et al. 2017); poster (Siddique and Mitchell 2013); training (Banerjee et al. 2017; Darko
et al. 2020), and workbook (Tse 2002).

Of equal importance and covering with the connections to Islam and Muslim culture,
the interventions’ emphasised the resonance between Islamic teachings and healthy lifestyle
messages that were frequently cited in most studies. The Muslim participants in King et al.
(2017) reported a need to situate the health programs within an Islamic context. This was
elaborated by Zoellner et al. (2018), being that several religious aspects were important for
developing an intervention with a Muslim community such as the Quran, Sunnah, Dawah
(Dawah, meaning Islamic based community work), Ammar Makruh Nahy Munkar (i.e.,
enjoying what is good and forbidding what is bad), and Tawhid (Islamic concept that a
Muslim accepts there is one God worthy of worship). Muslim communities were identified
in Islam et al. (2012) as having religious commitment to build healthy habits when properly
educated about their values and norms. Marinescu et al. (2013) provided opportunity
for Muslim women to take 10–15 min break to perform prayer, if prayer time fell during
the training. In a behavioral intervention, Padela et al. (2019) used religiously tailored
messages to address salient mammography-related barrier beliefs such as modesty. Most of
the interventions involved key religious components, i.e., mosques, Imams, the Quran and
Sunnah to implement their programs in a religiously appropriate manner (Chaudhary et al.
2019; Padela et al. 2018b; Vu et al. 2018). The existing studies had homogeneous samples
in terms of religious background; therefore, they could not investigate the correlation of
specific cultural backgrounds of Muslim communities with common religious needs.

3.4. Content Co-Creation and Delivery Based on the Quran and Sunnah

The intervention content was generally co-created and involved a collaboration be-
tween the researchers, Imams, and the communities. When the information package and
health messages were developed, the researchers addressed three major concerns for the
Muslim community: the Quran and the Prophet Muhammad’s teachings-informed content;
the content was reviewed by local Imams; and participation and acceptance of the content
by Muslims, for maintaining theological accuracy and religious appropriateness (Grace
et al. 2008; Hassan et al. 2021; Padela et al. 2019; Zoellner et al. 2018). Use of the Quran
and Prophetic stories were commonly declared by several studies, especially those that
investigated cognitive and awareness aspects of Muslims. For instance, (Zoellner et al.
2018; Hassan et al. 2021) included a scientific evidence-based description of types of trauma
exposure and incorporated Islamic principles in regard to reconciliation and healing. Re-
view of the content including sermon scripts and health messages occurred at Imam level.
Reviewing by the Imams and Islamic Scholars provided a validity and reliability of the
content that encouraged the Muslim participants to accept and follow them (Chaudhary
et al. 2019). In addition, in a few community-engaged health and wellbeing programs, the
content was co-created by the investigators and the participants through community focus
group discussions to ensure messages were religiously-tailored (Abdulwasi et al. 2018;
King et al. 2017; Padela et al. 2018c).

Delivering the content in an Islamic way was another subcategory issue of the in-
terventions. Two factors in content delivery were identified in the studies: religiously
competent persons, and religious competency in content communication methods. The
content in the interventions were mostly delivered by local Imams (King et al. 2017;
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Padela et al. 2019; Vu et al. 2018). Several studies mentioned employing general dental
practitioners, general medical practitioners, psychiatrists, community health workers, dia-
betes specialist nurses, physiotherapists and hospital doctors for conducting trainings or
workshops (Banerjee et al. 2017; Darko et al. 2020; Islam et al. 2018a; Siddique and Mitchell
2013). While Imam-led sermons/classes were found to be effective in promoting women’s
health, most investigators agreed that Imams should have health-related knowledge to
make the interventions successful (Vu et al. 2018). Similarly, training on Islamic values and
norms for the health professionals or others was emphasised in few studies.

In relation to content delivery, two important aspects were found: content language
and content communication strategy. We presume that most content was communicated in
English, as stated by Darko et al. (2020) in their study. A few investigators like Bader et al.
(2006) offered Turkish-language information and Darko et al. (2020) had material available
in Bangla-language. The majority of the studies did not discuss the language of communi-
cation used in delivering content. The content of the interventions was communicated via
sermon scripts, group discussions, manuals, presentations, workbook, and booklets (King
et al. 2017; Padela et al. 2018a, 2019). Few investigators included mentorship, guidance,
social work intervention or counselling for the participants (Jozaghi et al. 2016). Multiple
ways were considered in most interventions when the content was communicated with
Muslims (Padela et al. 2019; Zoellner et al. 2018). However, critical analysis of the content
communication methods for Muslims was absent, and in several studies, the religious
competency of the persons communicating the content was compromised.

3.5. Applicable Intervention Structures

In identifying the applicable structural elements for interventions, the studies empha-
sised the applicable session structures and duration and flexibility for the study groups.
Variations were found in designing the structures of training programs and information
sessions. The number of intervention sessions ranged from two to six. Few interventions
considered short-length sessions, such as two-hour sessions (Padela et al. 2018b); four-
hours training for Imams (Zoellner et al. 2018), whereas maximum interventions were
implemented from 5 to 15 weeks period, involving 5 to 15 sessions (Chaudhary et al.
2019; Hassan et al. 2021; Tse 2002). The duration of each session was also varied in the
interventions, for instance (Padela et al. 2018c) described intervention sermons lasting
30–45 min, while the intervention described by Islam et al. (2018a) consisted of a two-hour
group educational session and 90 min one-on-one catch-up.

The flexibility in participation was also considered in some studies, such as (Marinescu
et al. 2013; Zoellner et al. 2018). Negotiation in prayer times, participation with no cost,
and gender-specific programs were found effective in the successful implementation of
programs and for achieving positive interventions outcomes. For example, Marinescu
et al. (2013) added open swim for women to allow more time for practicing and also
provided free women-only exercise classes that resulted in success in the number of study
participants and research outcomes. If a prayer time occurred during class, Marinescu et al.
(2013) also supported participants to take 10 to 15 min out of class to pray. The intervention
of Zoellner et al. (2018) for trauma healing was also designed separately for men and
women groups.

4. Discussion

Central to this integrative review is synthesizing and analyzing the characteristics
and major outcomes of community health and wellbeing interventions in Muslim minority
communities. The first critical finding to emerge from the analysis is that Muslims’ health
beliefs and behaviors are rooted in the passages within the Quran, and Sunnah of the
Prophet Muhammad.

A Muslim’s belief is based on the six pillars of beliefs, i.e., belief in God, belief in the
Prophets, belief in the Holy Scriptures, belief in the Day of Judgment, belief in Angels,
and belief in Fate (Koenig and Shohaib 2014). Muslims believe that God creates a disease
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as well as its remedy. Muslim patients hold beliefs that illness, suffering, and dying is
a test from God, perceiving that illness is a trial by which one is absolved of their sins.
Over the past thousand years, Islamic scientists have combined religious, philosophical,
sociological, and historical aspects to understand the science of health, wellness, or disease
and its treatment.

History records names such as Ibn Sina (known as Avicenna in the West) as one of
the greatest Islamic physicians, who marked the golden age of Islamic medicine and has
become known as the father of early modern medicine (El-Seedi et al. 2019; Koenig and
Shohaib 2014). This is, in fact, a solid background as to why Muslims generally accept
modern medical interventions (Ragsdale et al. 2018). Muslim scientists to this day continue
to do research on medicinal plants depicted in the Holy Quran or used by the Prophet to
treat contemporary diseases based on Islamic medicine. Mehmood et al. (2021), for instance,
studied the use of medicinal plants scripted in the Quran or used by the Prophet (i.e., Allium
Sativum, Allium cepa, Zingiber officinale, Cassia senna, Nigella sativa, and Olea europaea) for
COVID-19 treatment as they have potent antiviral compounds. Islam in relation to health
has two dimensions, explicitly as the root of Islamic medicine (the application of Islamic
concepts in medicine which laid the basis for modern medicine), and medicinal Islam
(Quran, Hadith, and Sunnah-based practices as healing practice). Islam is inevitably a great
source of knowledge for Muslims, and the literature that we reviewed were consistent in
observing the benefits of faith-based communication to promote caring for oneself in the
prevention of ill-health; physical, psychological or social.

In our review, we found that the studies did not clearly define Islam as a religion
when designing their health and wellbeing programs. There is difference between Muslim
religiosity and perspectives, as well as ethnicity and culture. Therefore, we do not know
from the current review what the different levels of success from the interventions related
to different Islamic interpretations or different Muslim groups, ethnicities, cultures and
so forth. This is because most studies homogenized samples of Muslims, which negated
any ability to find associations between religiosity with cultural background and how
interventions were designed. Studies, therefore, could not investigate correlations between
outcomes according to specific Muslims from diverse cultural backgrounds. Nor could
they show the common religious needs across diverse Muslim groups and communities.

We found that the interventions in most studies were co-designed by health or ed-
ucation professionals, together with religious leaders and/or mosque council members.
Co-design of health and wellbeing content is important, particularly with ethnic minori-
ties. Co-design can increase the accessibility and success of program implementation and
outcomes. This is because it lends itself towards trustworthy learning spaces, increased
commitment, reduction in tension arising from cultural or belief conflicts, and increase in
the confidence of professionals (Delbridge et al. 2021). The community-based participatory
approach utilized by (Banerjee et al. 2017; Marinescu et al. 2013; Siddique and Mitchell
2013), in their studies, are desirable participatory designs for use with minorities and
vulnerable groups. While it is known that participatory approaches produce superior
intervention outcomes, only one study (Zoellner et al. 2018) in our sample undertook a
sequential research design in which a community’s needs were assessed first, prior to
intervention design and delivery. The lack of focus on community consultation and emanci-
patory processes with Muslim communities in developing intervention or program content
was evident.

Active participation and equitable partnerships in decision making are shown to
improve health literacy and community wellbeing (Pfeiffer et al. 2018). Trust is closely
related to religious beliefs. Thunström et al. (2021) investigated variations in trust levels
between faiths. They found that Christians trust Christians more than other faith believers,
while Muslims and atheists/agnostics trust all groups in the same way, and religious
people trust people who have higher religious knowledge, if they are from the same belief.
These concepts are consistent with the results of several studies in this review, that Islamic
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scholars are the key trusted persons to increase the active participation of Muslims in
health, welfare and community wellbeing interventions.

In several studies, the delivery of either intervention information or delivery in Islamic
ways were compromised because of the lack of competent persons. For example, in four
studies, there was religious competency because interventions were delivered by Imams
(King et al. 2017; Padela et al. 2019; Vu et al. 2018), and in other studies, there was inter-
vention content competency when delivered by health and welfare professionals (Banerjee
et al. 2017; Darko et al. 2020; Islam et al. 2018a; Siddique and Mitchell 2013). However, only
a few studies engaged convergent design in the delivery of health interventions, training
or workshops in which Imams and professionals both design and deliver the interventions
together (Abu-Ras et al. 2008; Ghafournia 2017; Padela et al. 2018b). Participatory, co-design
and convergent delivery is important for moving beyond mere engagement, for achieving
sustainable change (Widianingsih et al. 2018) and achieving effective outcomes. While
Vu et al. (2018) suggested that Imams should have health-related knowledge to increase
effectiveness of interventions, and others proposed health professionals could have training
on Islamic values. It seems that content development of interventions focused on the Quran
and Sunnah, and the health or welfare messages for delivery, but did not focus much on
content delivery methods.

Religiosity is an integral part of holistic care. It allows individuals to achieve an
optimum state of wellbeing through harmonious inter-relationships between humans and
with God (Lewinson et al. 2018). Therefore, the biomedical model alone is not enough to
equip health professionals to provide whole-of-person care that incorporates bio-psycho-
social and faith-based needs. Despite the relatively high importance of incorporating
religious or faith-based beliefs in health and welfare interventions, professionals often
feel reluctant to engage when clients voice religious views due to limited time, lack of
understanding or privacy (Jawaid 2020; Palmer Kelly et al. 2020). This is despite growing
recognition of associations with human wellbeing that beckons professionals to integrate
respect for religiosity as an integral part of service.

5. Conclusions

This review considered studies reported in the English language and conducted in
countries where Muslims represent minority populations. Except for one study in Austria,
all others were from the Anglosphere—Australia, Canada, UK, and USA. We acknowledge
that the literature reporting on religious considerations in interventions with Muslim
minorities could be found in other languages, for example in German, considering the long
presence of Turkish Muslims in Germany. Broader engagement with the literature in other
Muslim minority countries, where languages besides English and other cultural and policy
frames exist, would extend understanding.

It is important to understand the Muslim communities’ exposure to health and well-
being interventions in non-Muslim majority countries. Across the studies reviewed, the
need for religiosity and its connection with health and wellbeing behaviour change was
acknowledged. The need for religious leaders in design of mosque-based and or discrete
programs for Muslim minority communities is critical to their success. However, we em-
phasize the importance of intellectual apparatus, both Islamic understanding of health and
welfare professionals, and of religious leaders on science informing health and wellbeing
interventions.

With respect to context-specific interventions, there were eight programs specifically
for women. Considerations of religiosity meant that programs had some flexibility; for
example, Muslim women participating in interventions could take time out for prayer.
Additionally, some interventions were at no cost, meaning that Muslims with lower socioe-
conomic status could participate. However, only two studies provided such opportunities,
and we recommend further research on the inclusion of Muslim women’s voices in deter-
mining interventions for them.
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Finally, this review provides a valuable insight into the critical elements in the design
and delivery of health and wellbeing interventions that can be used to support caring
for Muslim communities in Muslim minority countries. Improving effective health and
welfare outcomes is possible through community consultation, engagement and effec-
tive communication strategies when designing interventions. Participatory, co-design or
convergent delivery in which professionals and the subject community work together in
both is potentially the most effective strategy for improving the quality of life of Muslim
minorities.

Supplementary Materials: The following are available online at https://www.mdpi.com/article/10
.3390/rel12090692/s1, Table S1: Databases and Search Syntax, Table S2: The quality appraisal for the
selected studies, using Hong et al. (2018) MMAT tool.

Author Contributions: Conceptualization, H.M., M.J. and R.T.; formal analysis, H.M., E.P. and M.H.;
writing—original draft preparation, H.M., E.P. and M.H.; writing—review and editing, M.J. and R.T.;
project administration, H.M., M.J. and R.T.; funding acquisition, R.T., H.M. and M.J. All authors have
read and agreed to the published version of the manuscript.

Funding: This research was completed by Flinders University to inform the evaluation of programs
delivered by Community Development, Education and Social Support Australia (CDESSA) Inc., in
conjunction with funding to Adelaide Mosque Islamic Society (AMISSA) Inc. from Multicultural
Affairs, Department of Premier and Cabinet SA, Stronger Together Grants Scheme.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
Abdulwasi, Munira, Meena Bhardwaj, Yuka Nakamura, Maha Zawi, Jennifer Price, Paula Harvey, and Ananya Tina Banerjee. 2018.

An ecological exploration of facilitators to participation in a mosque-based physical activity program for South Asian Muslim
women. Journal of Physical Activity and Health 15: 671–78. [CrossRef] [PubMed]

Abu-Ras, Wahiba, Ali Gheith, and Francine Cournos. 2008. The Imam’s Role in Mental Health Promotion: A Study at 22 Mosques in
New York City’s Muslim Community. Journal of Muslim Mental Health 3: 155–76. [CrossRef]

Akers, Jo, Raquel Aguiar-Ibáñez, and Ali Baba-Akbari Sari. 2009. Systematic Reviews: CRD’s Guidance for Undertaking Reviews in Health
Care, 3rd ed. York: Centre for Reviews and Dissemination, University of York.

Al-Rumayyan, Ahmed, Hamoud Alqarni, Bader S. Almanna, Naif Althonayan, Mohammed Alhalafi, and Nawaf Alomary. 2020.
Utilization of Complementary Medicine by Pediatric Neurology Patients and Their Families in Saudi Arabia. Curēus (Palo Alto,
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