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Abstract
Background  Muslims experience the lowest recovery rate from mental health difficulties across all religious groups. The 
aim of this research is to understand the barriers that prevent Muslims from accessing Cognitive Behavioral Therapy 
(CBT) and the extent to which these may vary across country of residence.
Methods  Systematic review and thematic synthesis for quantitative, qualitative, and mixed methods studies published 
in English and Arabic informed by the SPIDER search tool. Methodological quality and risk of bias of included papers 
were critically appraised independently according to the Mixed Methods Appraisal Tool.
Results  A search of seven databases in the Arabic and English language yielded 3836 studies with 210 studies assessed 
for eligibility. Employing the Mixed Methods Appraisal Tool resulted in 14 studies included in the thematic synthesis. 
Seven studies adopted a qualitative methodology employing semi-structured interviews and seven were quantitative 
descriptive studies.
Conclusions  Muslim communities experience barriers accessing Cognitive Behavioral Therapy at the level of the indi-
vidual, culture, provider and management. The main barriers were experienced at the individual level which was domi-
nated by the influence of Islam regarding the cause of mental health difficulties, which also influenced the way in which 
difficulties were managed.
Systematic review registration: PROSPERO and registration number: CRD42020192854.
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1 � Background

Mental health difficulties are considered a global burden with the World Health Organization estimating that they 
are experienced by about one in eight people [1]. Based on prevalence identified across several countries, prevalence 
increases in 2020 with the spread of COVID 19, where anxiety increased by 26% and depression by 28% [2]. Despite 
increased demands being placed on services, studies have recognized several barriers that reduce the likelihood of 
mental health help-seeking. General barriers have been identified as related to personal finance, geography, administra-
tion, lack of awareness or culture [3–6].

With specific reference to anxiety and depression, research has highlighted barriers at the level of the individual, 
provider, and system [5]. However, whilst a range of barriers have been identified at different levels, religion was only 
considered as a part of culture which itself was only considered within the individual level [5]. This fails to recognize the 
importance that religion serves as one of the pillars of culture that may have a significant impact on the response of the 
individual to psychological treatment in general [7].

1.1 � Muslims mental health

Failing to consider the influence that religion has upon mental health help-seeking may in part account for some of 
the variations in access and recovery related to ethnic diversity. For example, with respect to the Improving Access to 
Psychological Therapies (IAPT) programme implemented across England for the treatment of depression and anxiety, 
members of the Black, Asian and Minority Ethic population continue to experience a disparity compared to white Brit-
ish [8]. With respect to religion alone, such variations range from a recovery rate of 54.5% for followers of Jainism to the 
lowest recovery rate of 40.3% for followers of Islam [9, 10].

1.2 � Barriers to access mental health services

Poor access rates for Muslims may reflect the strong relationship they have with their Islamic religion that influences the 
way people from the community interpret what they are exposed to in life [11]. With respect to mental health difficulties, 
people from Muslim communities may interpret them through aspects of Islam such as reflecting evidence of ‘weak-
ness of faith’ or as a punishment from Allah for incomplete religion or sinful acts [12–14, 16]. Furthermore, Muslims may 
interpret mental difficulties as related to ‘evil eye’, ‘Jinn’ possession or black magic [15]. Hoverer, the stronger a Muslims is 
in their cultural and Islamic beliefs of psychological problems, the less likely they are to seek mental health services [16].

1.3 � Muslims sects

Although all Muslim communities agree on the worship of Allah and recognize the pillars of Islam, they differ in their 
interpretation of Islamic law (Sharia) [17]. Such differences can vary between Muslim sects (e.g. Sunni, Shi’a, Sufism) and 
furthermore for linguistic, political, or cultural reasons that may differ by country of residence [17]. Barriers that prevent 
Muslims from accessing services for the treatment of mental health difficulties may therefore vary. Understanding the 
extent that such barriers alongside the acceptability of evidence-based psychological therapies vary is therefore of 
importance [18, 19].

This systematic review and thematic synthesis aim to gain a further understanding regarding the barriers that pre-
vent members of the Muslim community accessing evidence-based psychological therapy for the treatment of mental 
health difficulties. Consideration will be given towards the extent that barriers may vary across country of residence and 
furthermore towards the acceptability of Cognitive Behavioral Therapy (CBT) as a treatment.

1.4 � The systematic review aim

To understand barriers that prevent adult Muslims from accessing mental health services with comparisons under-
taken between Muslim communities resident in different countries.
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1.5 � Review questions

With respect to adult Muslim communities:

•	 What is the understanding of mental health?

•	 What are the beliefs and attitudes regarding causes and treatment of mental health difficulties?
•	 Do beliefs held regarding mental health and treatment vary?
•	 Do barriers accessing mental health treatment exist and vary?
•	 Is CBT acceptable for the treatment of mental health difficulties?

2 � Methods

2.1 � Design

This systematic review and thematic synthesis was undertaken with strict adherence to the published protocol [20] 
and registered with PROSPERO (Registration No. CRD4202019285).

2.2 � Search strategy

The search was undertaken on the following research databases: PubMed/MEDLINE, CINAHL, PsycINFO, Ovid MED-
LINE, Embase and the Index Islamicus religious database for studies published in the English language. Furthermore, 
the Saudi Digital Library (SDL) was searched for publications in the Arabic language. The search was start in July 2020, 
and was completed in October 2020.

2.3 � Eligibility criteria

Papers written in English or Arabic from 1980, published in peer-review journals and meeting review-specific eli-
gibility criteria informed by the SPIDER search tool [21]. Grey literature and unpublished papers, book chapters, 
conference papers or dissertations were excluded. Studies focusing on general barriers have not been limited to any 
specific psychological intervention. Studies that focused on barriers to accessing a specific psychological therapy 
were limited to CBT. Full study Inclusion and Exclusion Criteria are reported in Additional file 1.

2.4 � Study selection

All titles and abstracts of papers written in English were screened by HaH with the full text of articles included from 
the title and abstract screen independently reviewed by HaH and PF. Screening of Arabic studies was undertaken 
solely by HaH. Quality assessment was undertaken by HaH and PF independently. Any differences at screening or 
quality assessment were resolved by wider discussion with KL to reach consensus.

2.5 � Analysis

Thematic synthesis [22] was used to support interpretation of data obtained from qualitative, quantitative, and 
mixed methods research beyond that undertaken by authors of included studies. Results are presented (Additional 
file 2) according to the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines 
[24]. To ensure rigor HaH coded each line of identified studies with separate coding by PF. Analysis was reviewed 
with consensus reached with PF and KL.

Three stages of thematic synthesis were undertaken.
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•	 First Stage: Text coding. To support data organization, data from the 14 included studies were entered verbatim into 
NVivo 12. HaH coded each line of these studies with separate coding by PF.

•	 Second Stage: Developing descriptive themes. Codes were organized based on similarities and differences to establish 
a hierarchical tree structure and grouped to represent identified themes [22].

•	 Third Stage: Generating analytical themes. All descriptive themes were reviewed to generate analytical themes to 
address the objective of the review to gain an understanding MHDs in Muslim communities. However, given the 
overlap between Cultural barriers and Islamic barriers, discussions with PF and KL were undertaken. Consensus was 
reached whereby any barrier that have evidence from the Qur’an and Sunnah (Prophet Muhammad says) represented 
an Islamic belief. Whereas if the barrier was not evident it was considered to represent a cultural barrier [11].

2.6 � Risk of bias of individual studies

Informed by the Mixed Methods Appraisal Tool (MMAT) [23], methodological quality and risk of bias associated with 
included papers was critically appraised independently by HaH and PF.

2.7 � Reflexivity

The principal researcher (HaH) was a Muslim working as Clinical Psychologist at King Saud Medical City in Saudi Arabia, 
with an understanding of Muslim beliefs and attitudes held towards mental health problems. The rest of the team (PF and 
KL) were non-Muslim researcher from the University of Exeter, UK, with no prior experience with Muslim communities. 
Being a Sunni Muslim, the potential that HaH may interpret the analysis through her own Islamic beliefs was recognized. 
During each stage of analysis therefore, frequent meetings were held with PF and KL to question and justify derived 
themes and sub-themes.

3 � Results

The following databases yielded 3836 studies published between 1980 and 2020; SLD (n = 2330); PsychInfo (n = 1310); 
EMBASE (n = 69); Pub Med (n = 66); Medline (n = 52) CINAHL (n = 8) and Index Islamicus (n = 1). Other reference lists and 
citation checks identified an additional 36 studies. After duplicates were removed, a total number of 3782 studies were 
identified for screening which was reduced to 210 that were assessed for eligibility following a title and abstract review 
removing studies that did not meet inclusion criteria (Fig. 1). Of the 210 studies assessed for eligibility, 194 were excluded.

3.1 � Quality assessment

The MMAT [23] was used to appraise the quality of16 studies included in the Quality Assessment. Given a poor standard 
of reporting the method, two studies were excluded at this stage resulting in the final analysis undertaken on 14 studies 
(Table 1). Applying the MMAT highlighted the qualitative studies to be of higher quality than the quantitative studies. 
In terms of the individual components, all qualitative studies reported outcome data and clearly described study proce-
dures. Alternatively, in the quantitative descriptive studies the sample was not representative of the target population 
[35, 36, 39], or response bias was not reported [36, 38].

3.2 � Study characteristics

Of the 14 studies included in the thematic synthesis, seven adopted a qualitative methodology employing semi-struc-
tured interviews alongside seven quantitative descriptive studies (Table 2).
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3.3 � Analysis

Three stages of thematic synthesis were undertaken. In the first stage (Text coding), 13 initial codes were repeated 
more than once, and 12 sub-codes. In Second Stage (Developing descriptive themes), Following discussion, HaH and 
PF discussed the codes and sub-codes to derive brief descriptions (Table 3).

In third Stage: (Generating analytical themes), After repeated examination of the descriptive themes, four main 
themes were identified (Fig. 2).

3.4 � Barriers accessing mental health services in Muslim communities

These were identified as occurring at four main levels repeated across the majority of studies included within this 
review.

Fig. 1   PRISMA flow diagram 
[24]
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3.5 � Individual level

Related to the impact of personal beliefs and faith have on the interpretation and understanding of mental health 
difficulties. These included Islamic beliefs about the causes of mental health difficulties, western beliefs about the 
causes of mental health difficulties and fear of stigma. Beliefs associated with the Islamic religion about the causes 
of mental health difficulties were mentioned regardless of whether people considered themselves ‘good Muslims’ 
or not [33]. Such Islamic beliefs led the person to go to Islamic religious therapists rather than access mental health 
treatment [26].

The most repeated Islamic belief related to the cause of Mental Health Difficulties was the belief in Jinn [25, 26, 
32, 33, 35, 37–40]. This belief represented a strong reason to justify the presence of mental health difficulties across 
all Muslims communities. However, the extent to which it was held varied between 80% of UK Muslims [39] and 17% 
of Saudi Muslims [38]. Studies based on a Saudi sample highlighted that belief in Jinn was not as strong as expected 
[25, 37]. Additionally, within study samples an association between Evil Eye and mental health difficulties [26, 31, 
37–39] was reported by 73% of UK Muslims [39] and again by a much smaller number of Saudi Muslims (38%) [38].

Fig. 2   Hierarchical tree struc-
ture [24]
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Of significance however, participants in one study [26] believed that rather than directly causing mental health dif-
ficulties, Evil Eye triggered a biological imbalance. Experiencing a mental health difficulty was also recognised as being 
a punishment from Allah [38], and as an affliction to test a person’s patience in their life [33, 37, 40]. In addition, belief 
that a mental health difficulty afflicts a person because of a weak faith [26, 27, 33] have identified in this level, Muslims 
believe that people of strong faith are not experienced mental health difficulties [26, 33]. On occasions, the strength of 
belief in Islamic causes resulted in several UK Muslims participants considering the request for psychological help as 
representing a direct rejection of Allah [33].

Whilst Islamic beliefs were pervasive amongst many participants across studies however, beliefs attributing mental 
health difficulties to having a biological basis or arising through life influence were also highlighted [25–27, 31, 34, 37]. 
On occasions, some participants from Pakistan were able to integrate these explanations with Islamic beliefs. However, 
even when recognized, placing an emphasis on the necessity of respecting religious beliefs was maintained [31].

As in most cultures, stigma directed towards people with mental health difficulties was evident across all Muslim 
communities [27, 32, 33, 35, 36, 40]. In Muslim communities however, stigma was identified to arise from Islamic beliefs 
where mental health difficulties are considered as evidence regarding a weakness of faith [27]. Stigma also arose from 
concerns that an entire family would be viewed negatively in the event that any member was experiencing a mental 
health difficulty. Refusing to admit a family member was experiencing a mental health difficulty was therefore not uncom-
mon within families and thereby prevented help-seeking [32]. Alternatively, one study examining the beliefs held by an 
Emirate University student population towards the causes of mental health difficulties highlighted a greater acceptance 
of seeking mental health services with lower levels of stigma [36]. This indicates that stigma may be less prevalent in 
Muslims with a higher level of education [40].

3.6 � Cultural level

Represents a range of sub themes specifically related to the Islamic communities which includes Language, State of 
Muslim Women and Cultural Sensitivity.

Language represents an especially important barrier to accessing mental health services in multi-lingual countries. 
Specific difficulties were related to a lack of translated information regarding ways to access mental health services [32, 
33]. Furthermore, State of Muslim Women was identified with respect to different expectations and behavioral freedoms 
placed on men and women. Of particular significance were cultural restrictions placed on women receiving treatment 
from a male therapist when they were not accompanied [26, 32, 34]. The inability of women to attend treatment on their 
own hinders their access to psychological therapy [34] and thereby prevents them from making their own treatment 
choices [26].

Cultural Sensitivity represents one of the most important barriers at the cultural level [32–34, 36]. This barrier was 
reflected across studies in several ways within the Muslim community, such as having an appreciation that people from 
Saudi Arabia and Emirate prefer to talk about their personal matters in a general way that avoids specific detail [34, 36]. 
Placing an emphasis on a detailed assessment to inform diagnosis and treatment may therefore prevent many Muslims 
seeking treatment from a mental health service [34, 36]. Within one study, 56% of the Saudi study sample reported being 
unwilling to accept psychotherapy given a refusal for interpersonal openness [34].

Differences between males and females should also be taken into consideration regarding help-seeking within Mus-
lim communities [32, 34]. In Muslim communities, males and females are separated from early childhood in schools 
and later in the workplace and many public places [12, 15]. Factors may therefore appear in psychological treatment, 
such as sensitivity to dealing with a female patient if the therapist is male. This makes the application of psychological 
treatment techniques such as relaxation unacceptable [34], which was evident across Muslim communities in different 
countries [32–34].

3.7 � Provider level

Represents the relationship between the person and the mental health service which includes features associated with 
diagnosis and service awareness. Studies on UK Muslims highlighted that physical symptoms were the most significant 
reason for them to seek treatment for a mental health difficulty [33]. This often makes the GP the first contact for peo-
ple seeking treatment [25, 32, 33, 36, 37]. Furthermore, several studies also highlighted having a poor understanding 
regarding the availability of mental health services or did not have enough information about how to access them. Lack 
of information served as a help-seeking barrier for Muslims in the UK, Emirate and Saudi Arabia [33, 34, 36].
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3.8 � Management level

Reflects the way that mental health difficulties are managed by members of the Muslim community [26, 27, 29, 
31–33, 38–40]. Consistent with beliefs that Islamic religion is a main cause of mental health difficulties, most studies 
highlighted that religious healers or acts had a seminal role in management. Consequently, the role of mental health 
services in the treatment of mental health difficulties was identified in far fewer studies [25–27, 31, 33, 34, 39]. Many 
studies [26, 27, 29, 31, 33, 38–40] highlighted that senior authority figures in Islam, such as the Hakim or Sheikh, are 
often initially approached to treat mental health difficulties by members of the Muslim communities in Saudi Arabia, 
UK, and Pakistan. However, in two studies [26, 31], all Saudi and Pakistani participants sought psychological help 
whilst still going to religious therapists. Some patients were also reported as consulting more than one religious 
healer before trying psychotherapy [31].

However, many Muslims prefer to engage in religious acts on their own [25–27, 29, 33, 36–38, 40], rather than go to 
a religious healer [26]. Common religious acts undertaken to manage mental health difficulties included Holy Quranic 
recitation [25, 27, 36, 38], prayer [25–27, 29, 33, 40], supplication [33] and Wudu, where certain parts of the body are 
washed before praying [33]. Where mental health difficulties are considered to arise as a Weakness of Faith, trying 
to return to true Islam to strengthen faith was recognized as an important way to manage mental health difficulties 
[29, 33]. Referring to Islam was highlighted as providing psychological relief by showing submission to Allah [33].

In addition to religious involvement, the family was considered to represent a major source of management for 
mental health difficulties by representing a source of psychological support and assisting with problem solving 
[25–27, 32, 33, 36]. However, two studies highlighted occasions where the family was viewed negatively with respect 
to mental health difficulties [25, 33]. Within Saudi Arabia and Bahrain, the family was recognized as a major cause 
of mental health difficulties through tense relations and social pressure exerted on its members [25], whilst also 
recognized as a source of poor advice in the UK [33].

Several studies specifically referred to the acceptance of psychotherapy in Muslim communities in Saudi Arabia, 
Bahrain, UK, Pakistan and Emirate [25–27, 31–34, 36, 39]. Over half of the Pakistani participants [31] were aware of 
psychological treatment and expressed their wish to receive it. Additionally, awareness regarding the availability of 
CBT and information found on social media was highlighted [25].

However, several considerations are necessary for psychotherapy to be found acceptable for Muslim communi-
ties. Several studies focusing on UK Muslims indicated that requiring the therapist to be of the Islamic religion was 
important [27, 39]. In communities where Muslims are considered a minority and most likely to be referred to a non-
Muslim professional, it was believed that therapists of the same religion would be better placed to understand patient 
attitudes towards mental health difficulties [27, 33, 39]. It was also considered that having a better understanding 
regarding Islam would enable the therapist to address religious beliefs regarding treatment and highlight religious 
acts that may be of comfort alongside providing psychological therapy [27, 33, 39]. Whilst there was a strong prefer-
ence for a Muslim therapist however, one study of UK Muslims indicated that therapist experience rather than having 
Islamic faith was of greatest importance [27]. Several participants also mentioned that a therapist of the same religion 
could have both advantages with respect to a greater cultural understanding, alongside concerns that details of the 
consultation could be divulged to the Muslim community [27].

4 � Discussion

This review examined barriers accessing mental health services and attitudes concerning mental health difficulties 
in adult Muslims. Thematic synthesis highlighted a significant influence of religious beliefs and Islamic teaching on 
Muslim attitudes regarding the causes of mental health difficulties. In particular, all studies included in this review 
showed cultural and religious factors were essential in shaping attitudes and understanding regarding mental health 
difficulties and treatment preferences [25–27, 29, 31–41]. This indicates the need for these factors to be considered 
when addressing major help-seeking barriers experienced by Muslims accessing mental health services [41].

Barriers coalesced at the level of the individual, cultural, provider and management. In comparison with previous 
research regarding the recognition of individual and cultural barriers [5, 18], important differences arose regarding 
Systemic barriers. Whilst in the current review, Systemic level barriers were not identified. Furthermore, differences 



Vol.:(0123456789)

Discover Mental Health            (2023) 3:26  | https://doi.org/10.1007/s44192-023-00053-2	 Review

1 3

arose with recognition of cultural factors as representing a distinct barrier in this review. This potentially reflects a 
focus in previous studies [e.g., 5] on barriers experienced by people with a white ethnic background. Whereas studies 
focusing on people from other ethnicities have also highlighted a seminal importance of cultural barriers [18, 41]. 
With respect to Muslim communities, the Islamic culture is recognized as influencing all aspects of life [42].

Beliefs regarding the cause of mental health difficulties held by different Muslim communities was recognised as a 
major individual level barrier. For example, Muslims may interpret mental health difficulties as being determined by ‘Evil 
Eye’, ‘black magic’ or ‘Jinn possession’ [11, 15]. Such explanations are acceptable to members of the Muslim community 
as they are derived from the Quranic evidence and sayings of the Prophet Muhammad that confirm the existence of 
these unseen forces [13, 25]. In addition to the existence of religious evidence for these beliefs, they may also represent 
acceptable explanations for mental health difficulties as they are considered to remove personal responsibility [26].

Furthermore, belief in ‘Evil Eye’ may represent an acceptable explanation given those that attract ‘Evil Eye’ are con-
sidered to have positive attributes from which they draw esteem [26, 37]. However, caution should be taken before 
assuming all Muslims share such beliefs. To a much lesser extent, conventional Western beliefs identifying factors such 
as life influences and biological factors causing mental health difficulties were also recognized [25–28, 31, 33, 34]. Islamic 
beliefs are therefore not held by all Muslims as representing the cause of mental health difficulties. This reinforces the 
importance that practitioners maintain a patient-centered approach when working with patients regardless of ethnic 
or religious background [43].

The influence of cultural and religious factors also appeared in management level help-seeking barriers that high-
lighted a preference for religious treatment over psychotherapy. This highlights the seminal importance of the Islamic 
faith whereby mental health difficulties are directly attributed to religion. This potentially helps to account for why 
many Muslims fail to seek psychological therapy [44]. Religious healers in Muslim communities therefore often repre-
sent the first step for treating a mental health difficulty [45]. On occasions when help-seeking for psychological therapy 
is undertaken it is largely sought to complement religious treatment [11]. Combining evidence-based psychological 
therapy with features of the Islamic faith may therefore be of significant benefit given that Muslims are able to work with 
two explanatory models simultaneously [46]. At the same time, according to Islamic sources, there is no contradiction 
between combining modern treatment (as psychological treatment) and Islamic treatment [11].

Whilst many studies included within the systematic review identified the role of religion as influencing beliefs and atti-
tudes held towards mental health difficulties, no study considered how barriers may differ between Muslim communities 
resident in different countries. Failing to recognize these differences makes addressing individual level barriers problem-
atic. Although Muslim communities share the same religion, they differ according to Islamic sect and local culture [47].

Differences between Muslim communities did however emerge with respect to the role of the family. All communities 
recognized the importance of the family as a primary source of support for mental health difficulties [26, 27, 33, 36]. How-
ever, within Saudi and Bahraini communities, the family was also seen as one of the causes of mental health difficulties 
[25]. Potentially however, differences regarding the influence of the family on mental health difficulties arose because 
the study only recruited participants in large cities in Saudi Arabia (Dammam) and Bahrain (Manama). In comparison to 
family’s resident in villages and small cities, the family has become more individualistic and independent within larger 
cities [48].

Further differences between Islamic communities arose regarding the impact of stigma. Amongst most communities 
identified in this review, fear of stigma was highlighted as a major barrier that prevented communities from seeking help. 
However, participants from the Emirati community were more likely to accept the idea of seeking psychological help 
[36]. It is noteworthy however, that the sample in this study was of Muslim University students. Therefore, the extent to 
which differences may be dependent on the Emirati community or level of education is unclear.

4.1 � Directions for future research

The most significant area in need of further research addressing barriers to accessing mental health services is associated 
with recognizing the extent to which beliefs regarding mental health difficulties vary by Muslim communities resident 
in different countries or by Islamic. Current research largely fails to discriminate between these areas and consequently 
the extent to which attempts to overcome barriers can be generalized is unknown.

Furthermore, there are only two studies [25, 31], that have examined cultural adaptations that may enhance the 
acceptability of CBT for Muslims, with these studies focusing on the attitudes of professionals rather than patients. 
Understanding ways to enhance acceptability is important given that amongst many Muslims, CBT may be sought to 
complement rather than replace religious treatment [11]. Examining barriers accessing psychological therapy that arise 
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within the family given it significance within Muslim communities and identifying ways to address these barriers also 
represents areas for future research identified in this systematic review.

4.2 � Limitations

Transferability of results across Muslim communities resident in different countries may be limited given that studies 
were restricted to those published in English or Arabic whilst many studies of the Muslim community may have been 
published in other languages. Another limitation is that the main targeted population in this review comprised adult 
Muslims that have not received psychological therapies for the treatment of mental health difficulties as well as patients 
with experience of CBT treatment. Finally, only published studies were included in this review which highlights the 
potential forpublication bias [49].

4.3 � Clinical implications

To enhance acceptability the most important adaptation to CBT is associated with the need to acknowledge Islamic 
beliefs regarding mental health and integrate these into the psychological intervention [25, 33]. Furthermore, there 
is a need to educate non-Muslim practitioners regarding the importance of Islamic beliefs in the lives of Muslims and 
the extent they inform their interpretation of mental health difficulties. However, whilst the acceptability of CBT can be 
enhanced through cultural adaptations, on many occasions it may be sought to complement religious treatment [11]. 
Therefore, to promote help-seeking, it may be helpful for service providers to engage with religious leaders [13, 47].

5 � Conclusion

It is possible to apply CBT in Islamic communities, however adaptations are first required before implementing into ser-
vice delivery [25, 31, 33]. These can help address individual, cultural, provider and management level barriers that were 
identified as important in preventing Muslims from accessing mental health services. Religious beliefs are of significant 
importance when explaining mental health difficulties and regarding the impact of these beliefs on seeking treatment. 
However, Muslim communities that can vary by sect and country of residence may vary in the extent to which they 
respond to adaptations and different help-seeking barriers may be evident. Gaining a better understanding of cultural 
level barriers and the extent they vary across communities may therefore be significantly important when developing 
psychological interventions for Muslims.
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