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Abstract: Extramarital sexual relations are forbidden in Islam, and sexual health information is not readily
available in Islamic communities, especially for women. This review aimed to explore sexually transmitted
infection (STI) knowledge and attitudes among Muslim women worldwide. A systematic review was conducted
on seven electronic databases. We included qualitative and quantitative studies of female Muslim
participants of reproductive age, focusing on STI knowledge and attitudes. A narrative synthesis approach was
used with thematic analysis methods. Eighteen studies conducted in 13 countries were included. Three main
themes were identified: poor knowledge and misconceptions; sources of sexual health information and
information needs; and cultural influences on STI knowledge and attitudes. Generally, Muslim women had
poor knowledge regarding STI signs and symptoms, prevention, diagnosis and treatment, in addition to many
misconceptions. Negative attitudes towards people infected with HIV/AIDS were common, and attitudes were
highly influenced by misconceptions and insufficient knowledge. Infected women tended to be subjected to
more blame and judgement compared to men. While the review summarises knowledge and attitudes of
Muslim women worldwide, we excluded studies that did not clearly state that the study participants were
Muslim women, hence many countries with Muslim populations are not represented in this review. Negative
attitudes towards STIs make it harder for women to access sexual health information, STI prevention and
treatment. This review highlights the need for culturally sensitive sexual health education for Muslim women.
Future sex education interventions would benefit from considering the wider personal and external barriers.
DOI: 10.1080/26410397.2020.1731296
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Introduction
Sexually transmitted infections (STIs) have a signifi-
cant impact on sexual and reproductive health and
are increasingly becoming a public health concern
worldwide. According to the World Health Organiz-
ation, more than one million STIs are acquired
each day.1 The majority of these occur among ado-
lescents and young adults who are unaware that
they are infected and lack adequate sexual health
knowledge.2 If left untreated, some STIs can cause
irreparable damage to women’s reproductive

organs and could be transmitted from mother to
child during pregnancy and childbirth.3

In Islamic countries, extramarital sexual
relations are prohibited by religion. It is commonly
believed that those countries have the lowest rates
of HIV/AIDS.4,5 The prevalence of people living with
HIV/AIDS in the Middle East and North Africa
(MENA) region, which is predominantly made up
of Islamic countries, is much lower than the
world average.6 However, it is also believed that
HIV/AIDS rates are significantly under reported.7
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Recent available data revealed that the number of
new HIV cases rose by 26% between 2004 and
2014, making the growth of the HIV epidemic in
the MENA region one of the fastest globally.8

While some of this rise could be attributed to
enhanced testing and reporting, a significant pro-
portion of cases are new transmissions,7 and the
public are commonly unaware of the extent of
risk behaviours and the measures of prevention.4

Since sexual relations outside of marriage are
forbidden in Islam, it is assumed that people are
abstaining from sexual relationships until mar-
riage. However, this is not the case with some
young Muslims engaging in extramarital/premari-
tal sexual relations.9–11 Despite efforts by advo-
cates calling for the need to educate young
Muslims on sexual health issues, and providing ser-
vices for those who need it, many countries fail to
prioritise the issue. The reluctance is likely to be
from the cultural sensitivity surrounding sexuality,
and more specifically, young people’s sexuality.12

There is a specific risk of under-detection of HIV/
AIDS among women in the MENA region.13 Since
sexual activity is influenced by gender roles, par-
ticularly in Muslim societies, Muslim women
appear to be especially vulnerable. The vast
majority of infections in the region are among
men, and the main route for HIV transmission
among women is marriage.13 For example, in Mor-
occo, 70% of infections among women are due to
an infected spouse.14 A study in Lebanon suggested
that healthcare providers expressed negative atti-
tudes towards providing sexual health services for
women and admitted that they would misrepre-
sent facts about HIV to women whose husbands
are infected with HIV, to avoid divorce and to pre-
serve their marriages.15 In addition, risks related to
sexual activity for both married and unmarried
women are increased due to the lack of available
services. This review aimed to explore STI knowl-
edge, information sources, attitudes among Mus-
lim women worldwide, and identify the barriers
to STI prevention, diagnosis and treatment.

Methods
Design
A systematic literature review was conducted fol-
lowing the Centre for Reviews and Dissemination
guidelines.16 A narrative synthesis approach was
employed using thematic analysis methods. A
study protocol was registered with Prospero (regis-
tration number: CRD42017081999) prior to

conducting the review, with no changes to the orig-
inal plan.

Search strategy
Seven electronic databases were searched: MED-
LINE (via OvidSP), EMBASE (via OvidSP), WEB OF
SCIENCE, PsycINFO (via OvidSP), Maternity & infant
care (via OvidSP), CINAHL (via the EBSCO Host), and
POPLINE. We searched a number of grey literature
databases (Openlit, Ethos, Popline) but there were
a limited number of studies, none of which were
eligible for this review. Details of the search strat-
egy can be found in Additional File 1. Where appli-
cable, MeSH terms were selected and exploded to
identify articles where different terms were used
for the same concept. Where MeSH terms were
not available, free-text search terms were used.
The search was carried out in January 2017, the
start date was set to 2007 onwards. We have lim-
ited the search to the last 10 years to provide the
most relevant and recent literature because the
patterns of STI epidemiology and STI treatment
change over time. The search was updated in
March 2018. Search terms used fell broadly into
three categories: population terms [including
Islam; Muslim(s); Islamic countries; Middle East;
North Africa; MENA], gender terms [including
woman/women; female(s), girl(s), wives/wife;
lady/ladies], and sexual health terms [including
sexual health; women’s health; sexually trans-
mitted diseases; sexually transmitted infections;
sex education; sex counselling].

Eligibility criteria
Inclusion criteria

. Participants included female Muslims of repro-
ductive age.15–49 Where studies also included
non-Muslim or male participants, findings rel-
evant to Muslim women were extracted.

. Studies focusing on STI knowledge, attitudes,
information sources, and barriers to STI testing
and diagnosis were included.

. Both qualitative and quantitative studies were
included.

. Any country with a Muslim population was
included.

. Publications in all languages were eligible.

Exclusion criteria

. Studies were excluded if the outcomes were not
reported, male and female results were not
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reported separately, or if Muslim results were
not reported separately.

. Studies conducted in a non-Muslim country or
countries where less than 90% of the population
are Muslims were excluded, unless it was clearly
stated that the study participants were Muslim
women.

. Intervention studies were excluded because
they were measuring the effects of an interven-
tion on a specific population. Studies focusing
exclusively on clinical treatments and out-
comes, the physiology /pathology of the repro-
ductive health system, and pregnancy
outcomes were excluded.

. Studies where the participants were healthcare
professionals were excluded, as their knowl-
edge/attitudes can be different from those of
the general public.

. Studies in the form of editorials, conference
abstracts, and policy documents were excluded.

Selection criteria
Two reviewers (NA & SA) independently assessed all
studies for inclusion and screened title, abstract,
and full text. All disagreements were resolved by
consensus.

Data extraction
A standardised data extraction form was developed
to help in systematically identifying participant
characteristics, study design, aims, data collection
methods, methods of data analysis and main find-
ings for all included studies. Separate extraction
forms were developed for qualitative and quanti-
tative studies. Excel spreadsheets were used to
extract the main findings from quantitative
studies. NVivo software17 was used to facilitate
the data management and synthesis processes.
First reviewer (NA) extracted all data from all
included full texts. Second reviewer (SA) reviewed
a random selection of 50% of the extracted data
and assessed the quality of 50% of the full texts.
All disagreements were resolved by consensus. If
reviewers required more information, authors
were contacted.

Quality assessment
For this review, the quality of qualitative studies
was assessed using the Critical Appraisal Skills Pro-
gramme tool (CASP).18 This tool is used to evaluate
the trustworthiness, relevance, and rigour of pub-
lished literature.

The quality of quantitative studies was
appraised using the quality assessment tool devel-
oped by the Centre for Evidence-Based Manage-
ment.19 This tool is used to appraise the
methodological quality of cross-sectional surveys,
and address questions on the representativeness
of the sample, response rate, validity of the tools
used and statistical significance. Both tools have
been widely used to assess the quality of qualitat-
ive and quantitative evidence. Studies were not
excluded based on quality, but the quality assess-
ments were used to help determine confidence
in the findings.

Data analysis
The data in this review were synthesised using a
narrative synthesis approach20 which allows for
the synthesis of both quantitative and qualitative
evidence. All relevant data presented in the
included studies were extracted, including partici-
pant quotes. A meta-analysis was not conducted
due to the variation in measurements used across
the included studies. Thematic analysis, which is
one of the tools that can be used in the process
of narrative synthesis and can be applied to both
qualitative and quantitative evidence, was used
for this review.21 The first author (NA) developed
the initial coding and two authors (SA and JB)
checked all codes to ensure that the codes
reflected the data. Codes were then discussed,
and any necessary amendments made until full
agreement was reached. After completing the the-
matic analysis, the codes of both qualitative and
quantitative studies were merged and tabulated.
The data was then translated into common cat-
egories/headings to allow for useful comparisons
of the results. Overarching themes were developed
and discussed by the review team. Throughout the
analysis process, we actively looked to identify
negative cases which allowed for further in-depth
exploration and understanding of the data and dis-
cussion. Finally, all included studies were revisited
to ensure the themes were representative of all rel-
evant data. Participant quotations from the pri-
mary studies were presented throughout the
results to illustrate review findings.

Results
From the database search, 9902 citations were
retrieved. After removing duplicates, 6,258 were
screened for eligibility (Figure 1). Our results were
based on 18 studies, 16 quantitative and two
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qualitative. The studies assessed Muslim women’s
STI knowledge on modes of transmission, symp-
toms, prevention, treatment; attitudes towards
STIs including HIV; barriers to testing and diagno-
sis; and the influence of culture and religion on
sexual health knowledge and attitudes. Fourteen
studies were conducted in the MENA region, and
four studies in Australia, Afghanistan, Pakistan
and the United Kingdom (UK). Characteristics of
the included studies are presented in Table 1.

Quality appraisal
As shown in the critical appraisal Tables 2 and 3,
most included studies were judged to be of accep-
table quality. Seven quantitative studies were
assessed to be of good quality.22–28 Good quality

studies had an appropriate research design and
provided clear description of their methodology.
Five good quality studies reported on response
rates,24–28 which were mostly high, except for
one study with a response rate of 50%.26 Seven
quantitative studies were assessed to be of fair
quality.29–35 Although some of these studies had
a sample representative of the target popu-
lation,29,31,35 poor reporting made it difficult to
assess the risk of selection bias in two studies30,33

and two studies used sampling strategies that
had the potential to introduce bias.32,34 Only two
studies were judged to be of poor quality.36,37 In
these, the method of selecting participants was
not clearly described; thus it was difficult to assess
the risk of selection bias. Samples in both studies

Figure 1. PRISMA flow diagram outlining the systematic review process
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Table 1. Characteristics of the studies included in the review

Study author (year) Country Design/data collection Mean age of
participants

Sample size Sample characteristics Response
rate

Ganczak et al. (2007) UAE Cross sectional/self-
administered
questionnaire

Mean = 18.3 148 University students 89%

Husseini and Abu-
Rmeileh (2007)

Palestine Cross sectional/not
reported

Mean = 33.3 SD
(0.136)

4967 Ever-married women 15–49 88%

Coleman and Testa
(2008)

United Kingdom Cross sectional/self-
administered
questionnaire

Not reported 335 Male and female students in
school years 11–13, aged (15–18)

99%

Fageeh (2008) Saudi Arabia Cross sectional/self-
administered
questionnaire

Not reported 345 Female (18–25) years olds Not
reported

Mansoor et al. (2008) Afghanistan Cross sectional/self-
administered
questionnaire

Mean = 19.4 SD
(1.8)

287 Male and female university
students

75%

Al-Iryani et al. (2009) Yemen Cross sectional/self-
administered
questionnaire

Mean = 16.4 SD
(0.9)

1337 Male and female students in
school years 11–13 aged (15–18)

Not
reported

Badahdah and Foote
(2010)

Kuwait, Bahrain,
and Jordan

Cross sectional/self-
administered
questionnaire

Mean = 20.6 SD
(1.4)

83 Kuwaiti
108 Bahraini
86 Jordanian

Male and female university
students

Not
reported

Salem et al. (2012) Saudi Arabia Cross sectional/self-
administered
questionnaire

Not reported 95 Female secondary school students Not
reported

Bazarganipour et al.
(2012)

Iran Cross sectional/interview
questionnaire

Mean = 21.82 SD
(1.14)

400 Female students in B.S or lower
degree in non-medical universities

Not
reported

Bakri M (2013) Saudi Arabia Cross sectional/not
reported

Not reported 250 Female university students Not
reported
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Table 1. Continued

Study author (year) Country Design/data collection Mean age of
participants

Sample size Sample characteristics Response
rate

El Gelany and Moussa
(2013)

Egypt Cross sectional/
interview questionnaire

Mean = 19.64
SD (1.40)

220 Female university students aged (17–23) Not
reported

Khajehei et al. (2013) Shiraz Cross sectional/self-
administered
questionnaire

Mean = 21.2 SD
(4.4)

281 Men and women attending pre-marital
screening classes

92%

Alkhasawneh et al.
(2013)

Jordan Cross sectional/self-
administered
questionnaire

Mean = 30 128 Any university student or employee over 18
years of age

Not
reported

Hasnain et al. (2013) Karachi,
Pakistan

Qualitative focus group
discussions

Not reported 3 FGD—20 per
group

Males and females aged 17–21 years,
unmarried, living in Karachi and belonging
to different social strata

N/A

Eksi and Komurcu
(2014)

Turkey Cross sectional/not
reported

Mean = 19.85
SD (1.59)

420 First year university students Not
reported

Haroun et al. (2014) UAE Cross sectional/self-
administered
questionnaire

Not reported 1,888 Male and female university students 50%

Rahimi et al. (2016) Iran Cross sectional/self-
administered
questionnaire

Mean = 29.4 SD
(8.3)

411 Men and women aged (15–49) years living
in Tehran

Not
reported

Meldrum et al. (2016) Australia Qualitative semi-
structured interviews

Not reported 11 Semi-
structured
interviews

Women aged (18–25) years who were living
in Melbourne and identified as Muslim

N/A

Note: SD = standard deviation, N/A = not applicable.
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Table 2. Quality appraisal of quantitative studies

Author Questions

1. Did
the study
address a
clearly
focused
question
/issue?

2. Is the
research
method
(study
design)

appropriate
for

answering
the research
question?

3. Is the
method of
selection
of the
subjects
clearly

described?

4. Could
the way
the

sample
was

obtained
introduce
(selection)

bias?

5. Was the
sample of
subjects’

representative
with regard to
the population
to which the

findings will be
referred?

6. Was the
sample size
based on pre-

study
considerations
of statistical

power?

7. Was a
satisfactory
response

rate
achieved?

8. Are the
measurements
(questionnaires)
likely to be valid
and reliable?

9. Was the
statistical
significance
assessed?

10. Are
confidence
intervals
given for
the main
results?

11. Could
there be

confounding
factors that
haven’t been
accounted

for?

12. Can the
results be
applied to

your
organisation

\Study?

Ganczak et al.
(2007)

No Yes Yes Yes No Yes Yes Yes No N/A Yes Yes

Husseini and
Abu-Rmeileh
(2007)

Yes Yes Yes No Yes No Yes Yes Yes Yes No Yes

Coleman and
Testa (2008)

Yes Yes Yes No Yes No Yes Yes Yes N/A No Yes

Fageeh (2008) Yes Yes No Can’t tell Can’t tell No NR Can’t tell Yes N/A Yes Yes

Mansoor et al.
(2008)

Yes Yes Yes No Yes No Yes Can’t tell Yes N/A Can’t tell Yes

Al-Iryani et al.
(2009)

Yes Yes Yes No Yes No NR Yes Yes N/A Can’t tell Yes

Badahdah and
Foote (2010)

Yes Yes No Can’t tell Can’t tell No NR Yes Yes N/A Can’t tell Yes

Salem et al.
(2012)

Yes Yes Yes Yes No Yes NR Can’t tell Yes N/A Yes Yes

Bazarganipour
et al. (2012)

No Yes No Can’t tell Can’t tell No NR No NR N/A Can’t tell Yes
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Table 2. Continued

Author Questions

1. Did
the study
address a
clearly
focused
question
/issue?

2. Is the
research
method
(study
design)

appropriate
for

answering
the research
question?

3. Is the
method of
selection
of the
subjects
clearly

described?

4. Could
the way

the sample
was

obtained
introduce
(selection)

bias?

5. Was the
sample of
subjects’

representative
with regard to
the population
to which the

findings will be
referred?

6. Was the
sample size
based on pre-

study
considerations
of statistical

power?

7. Was a
satisfactory
response

rate
achieved?

8. Are the
measurements
(questionnaires)
likely to be valid
and reliable?

9. Was the
statistical
significance
assessed?

10. Are
confidence
intervals
given for
the main
results?

11. Could
there be

confounding
factors that
haven’t been
accounted

for?

12. Can the
results be
applied to

your
organisation

\Study?

Bakri M
(2013)

Yes Yes No Can’t tell Can’t tell No NR Can’t tell No N/A Can’t tell Yes

El Gelany and
Moussa.
(2013)

Yes Yes Yes No Yes No NR Can’t tell No N/A Can’t tell Yes

Khajehei
et al. (2013)

Yes Yes Yes No Yes No Yes Yes Yes N/A Can’t tell Yes

Alkhasawneh
et al. (2013)

No Yes Yes Yes No No NR Yes Yes N/A Yes Yes

Eksi and
Komurcu
(2014)

Yes Yes No Yes No No NR Can’t tell Yes N/A Yes Yes

Haroun et al.
(2014)

Yes Yes Yes Yes No No No Yes Yes N/A Yes Yes

Rahimi et al.
(2016)

Yes Yes Yes No Yes Yes NR Yes Yes N/A Can’t tell Yes

Notes: NR = not reported, N/A = for studies that did not report CI, the results were expressed as % therefore the question is not applicable.
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were not based on consideration of sample statisti-
cal power.36,37 The two qualitative studies were of
good quality, with a clear statement of the aims of
the research, for which a qualitative methodology
was appropriate.38,39 The results section for
included qualitative studies was mostly well dis-
cussed and supported with relevant quotations
and included appropriate implications for policy,
practice and recommendations for new research.

The findings are presented below in three main
themes:

Knowledge, myths and misconceptions about
STIs and HIV
Awareness of STI and HIV
Seventeen studies looked at participants’ knowl-
edge about STIs,22–38 with nine specifically focused
on HIV/AIDS.22,25–27,29,33–35,37 A significant pro-
portion of women studied had never heard of
HIV/AIDS and many other STIs.22–35,37 Two studies
conducted in Saudi Arabia reported that only
about half of the participants had good knowledge
about STIs (defined as having answered 60% or
more of the question correctly).22,37 In the studies
that examined men’s and women’s knowledge
about STIs, Muslim women had better knowledge
about STIs compared to Muslim men, although
knowledge was low for both groups.28,29 One
study in the UK examining knowledge of students
from different religious backgrounds found that
Muslim students had poorer knowledge than stu-
dents from all other religions.28 The majority of
women who were able to name an STI mainly men-
tioned HIV/AIDS but had limited knowledge
regarding the nature of the infection, modes of
transmission, and prevention. Other STIs like chla-
mydia and human papilloma virus were less
recognised.28,30,32,38

“I only know of HIV. I would assume it is transmitted
through bodily fluids. I can’t think of any others. I
was never taught about them.” (Australia)38

Knowledge about STI signs and symptoms
Generally, Muslim women had poor knowledge
regarding signs and symptoms of STIs, in addition
to many misconceptions. Women in nine studies
believed that you could identify an HIV-infected
individual just by looking at them.22–27,33,35,37 In
a study from Saudi Arabia, only 5% of university
students knew that HIV can be asymptomatic.37

Similarly, a study in Iran conducted on soon-to-
be-married women showed that only 4.5% knew
that a person with an STI does not necessarily
look ill, and 78% did not know that painful urina-
tion could be a sign of an STI. A further 51% did not
know that the presence of sores in the genital area
is an STI symptom in both men and women. Poor
knowledge of STIs was found among university stu-
dents as well as women who were unemployed and
illiterate.24,32

Table 3. Quality appraisal of qualitative
studies

Questions Hasnain
et al.
(2013)

Meldrum
et al. (2016)

1. Was there a clear
statement of the aims
of the research?

Yes Yes

2. Is a qualitative
methodology
appropriate?

Yes Yes

3. Was the research
design appropriate to
address the aims of the
research?

No Yes

4. Was the recruitment
strategy appropriate to
the aims of the
research?

Yes Yes

5. Was the data
collected in a way that
addressed the research
issue?

Yes Yes

6. Has the relationship
between researcher and
participants been
adequately considered?

No No

7. Have ethical issues
been taken into
consideration?

Yes Yes

8. Was the data analysis
sufficiently rigorous?

Yes Yes

9. Is there a clear
statement of findings?

Yes Yes

10. How valuable is the
research?

Valuable Valuable
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Knowledge about modes of transmission of STI
Fifteen studies reported myths and misconceptions
regarding modes of transmission of STIs among
Muslimwomen.22–27,29,31–37,39 Women in a number
of studies believed STIs can be transmitted through
mosquito bites, with proportions ranging from 18%
to 58%. Almost 70% of college women in the United
Arab Emirates (UAE) believed that they are more
likely to be infected when they are menstruat-
ing.26,27,29,35–37 Sharing toilets and swimming
pools were also mentioned as possible routes of
transmission,24,26,29,35–37 as well as physical contact
such as hand shaking or hugging.26,27,29,34–37

A number of women in four studies could not
identify correct modes of transmission of STIs.
HIV transmission through breastfeeding was poorly
recognised, with correct answers ranging from 18%
to 70%.25,33–35 Only 6% of young girls in one study
knew that STIs can be transmitted through vaginal
fluids, and 5% knew that HIV can be acquired
through blood transfusion.24

“HIV, well […] it’s not exactly an STI. It’s more of a
cancer, isn’t it? Also the thing called “crabs.” I learnt
that from movies. I don’t know how you get it
through.” (Australia)38

Only two studies reported good knowledge
about modes of STI transmission.33,35 A study con-
ducted with university students in three Arab
countries reported that 90% of women correctly
identified modes of STI transmission, although
there were also many misconceptions. For
instance, over 40% of participants believed that
only homosexuals get HIV/AIDS.33

Knowledge about STI prevention and treatment
Lack of knowledge about STI prevention
was observed among Muslim women.22–25,27,29–
31,33–35,37 Nearly 93% of university students in
UAE and 77% in Afghanistan believed that vacci-
nations could protect against HIV/AIDS.27,29

Women were also generally unaware of condoms
for STI prevention,25,29,30,33–35,37,39 and only
three studies reported good levels of knowledge
regarding condom use, with correct answers ran-
ging from 67% to 74%.23,24,36

“We have heard that HIV/AIDS spreads through sex-
ual relations and by using certain measures such as
contraceptives (condoms) we can protect ourselves.
But there are people who are not aware of HIV/
AIDS and contract the disease from sexual contacts.”
(Pakistan)39

Regarding treatment of HIV/AIDS, 43–66% of
women in six studies believed that it is cur-
able.23,25–27,29,33 For example, a Demographic
Health Survey in Palestine showed that 12.2% of
women thought that HIV/AIDS can be treated by
a traditional healer or folk medicine.25 Almost
20% of university students in Egypt did not know
that if one person is infected, sexual partners
need to be tested and treated.31

Sources of information on STI and women’s
information needs
Ten studies reported on Muslim women’s sources
of sexual health information.23,25,27,29–32,35,38,39

Friends, relatives, magazines and television were
the primary sources of information for women
and girls.27 Education in schools was a source of
STI information for a minority of women (8% to
31%).22,23,25,29,32 A study in Egypt reported that
10% of participants felt ashamed to ask about sex-
ual health-related information.31 Only 10% of uni-
versity students in Turkey felt that information
regarding sexual health issues received in schools
was adequate.32

Women and young girls in two studies wanted
more information about STI symptoms, trans-
mission, prevention, and treatment, and many
wanted to learn about sexual health issues in
schools.24,27

“Although my religion says I do not need to know
about sexual health before having sex, I think it
should be taught because girls are still going to do
that stuff [. . .] It could prevent a lot of mistakes
from happening.” (Australia)38

Cultural influences on STI knowledge and
attitude
Negative attitudes towards HIV-infected
individuals
Women in ten of the studies had negative attitudes
towards people infected with STIs and HIV/AIDS
and were highly influenced by misconceptions
and poor knowledge.22,25–27,29,33,35,37,39,40

“Our society considers those who are suffering from
HIV/AIDS as having a bad personality, people will
never sit, eat or have physical contact with them.”
(Pakistan)39

Negative attitudes were reported across studies
from a range of different countries. For example,
32% of participants in a study from UAE said that
“I do not feel sorry for people who caught HIV/AIDS
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because it is their own fault”, 81% believed that
those who transmit the infection should be pun-
ished, and 53% thought that people with HIV/
AIDS should be made to live apart from the general
public.27 In Palestine, only 15% said that people
with HIV/AIDS should be allowed to teach.25 One
study from the southwest region of Saudi Arabia
reported that 8% of young female students thought
that a person with HIV should be killed or
punished.22

Infected women tended to be subjected to more
blame and judgement compared to men, and this
gender inequality was considered normal.39

“The society will disgrace a woman more than a
man because our culture is like that.” (Pakistan)39

Attitudes towards STI education, prevention and
testing
Nearly 62% of women in one Iranian study
believed that education about STIs and unin-
tended pregnancies does not lead to premarital
sex.24 However, some women in another qualitat-
ive study believed that there was no need for
sexual education for Muslims, believing that
STIs are not an issue among them, or that reli-
gious practices provided them with protection
against STIs.39

Negative attitudes towards HIV/AIDS and the per-
ceptions that only certain individuals are at risk
acted as a barrier to testing and diagnosis. For
example, 38% of participants in a Saudi study said
that they would not want to know if they had any
kind of STI,30 although 90% believed that their part-
ners had the right to know if they had an STI, and
55% said that they would ask for a divorce if they
found out that their partner had an STI.30

Negative attitudes by healthcare providers
towards premarital sex acted as a barrier to
young girls’ access to sexual health information
and services.38

“I would prefer a female GP. If it was male GP I
would feel awkward, physically and emotionally,
because he might ask me if I am married and
judge me because I am not.” (Australia)38

Discussion
This is the first review, to our knowledge, to syn-
thesise qualitative and quantitative evidence on
STI knowledge and attitudes among Muslim
women worldwide. Barriers to STI prevention,

diagnosis and treatment existed on multiple levels,
from personal barriers to cultural and religious
barriers. Although this review included studies
from all countries, the majority of studies in this
review were conducted in the MENA region.

A key finding from our review is the poor overall
STI knowledge among Muslim women, with HIV/
AIDS being the most widely recognised STI.
Although this review suggested that Muslim
women’s STI knowledge was higher compared to
Muslim men, women’s awareness of STI was still
found to be suboptimal. This issue is particularly
concerning since approximately 50% of included
studies in this review focused exclusively on college
students. A report on STI evidence from the MENA
region confirms the results from this review. The
report showed that although the majority of
people in the region have heard of HIV/AIDS,
they rarely know how the infection is transmitted,
and have little knowledge regarding other STIs.41

Poor sexual health knowledge poses a great risk
to young Muslim women who engage in premarital
sexual relations, and to married women whose
husbands are not monogamous or are infected
before marriage. These findings support existing
evidence that supports the importance of sex edu-
cation, particularly at school.42–44

Previous literature suggested that better edu-
cation is associated with higher levels of HIV/AIDS
and STI awareness.45 However, this review revealed
that poor knowledge existed among women of all
educational levels. Since sexual health is not
taught in any formal setting in most Islamic
countries, educational level might have little
impact on STI awareness. Even among highly edu-
cated people, lack of knowledge and misconcep-
tions still exist. For example, a study examining
physicians’ knowledge in Saudi Arabia reported
that almost half of the sample identified casual kis-
sing as a mode of HIV transmission.46

Significant misinformation was also found
regarding modes of transmission and prevention.
Condom use was poorly recognised as a measure
of HIV prevention among Muslim women. How-
ever, the literature suggests that Muslims with
prior knowledge of condoms expressed difficulty
accessing them.15 According to a report by Abu-
Raddad and colleagues, awareness of condom
use in Arab and Islamic countries did not predict
use, and only a “fraction” of those who are aware
of condom use as a measure of HIV prevention
actually use them.7 It is likely that the majority
of extramarital sex in the region is not condom-
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protected.47 This is likely because premarital sex-
ual relations are forbidden in Islam, making it dif-
ficult for young individuals to access condoms
openly without being judged or stigmatised.4,41

The issue is even more challenging for women, as
they could face severe consequences for having
premarital sexual relations (i.e. honour killing).
Findings from another systematic review on non-
Muslim youth showed that reasons for condom
non-use often went beyond lack of knowledge
and access barriers to social influences.48 Other
reasons documented in the literature for not
using condoms included partners’ refusal, high
condom prices, and low perceived risk of infec-
tion.47 Therefore, addressing awareness without
taking into account social and cultural factors
would only solve a part of the issue.

Social and cultural factors influence how STIs
are perceived in Muslim countries, with many Mus-
lims believing that STIs are not an issue among
them.40 STI rates are not commonly reported in
some Islamic countries, which might contribute
to the perception of low risk found among many
Muslims. Stigma surrounding at-risk individuals,
particularly men who have sex with men and extra-
marital sex in general, also adds to the denial of
the existence of STIs and HIV/AIDS among Mus-
lims.49 Findings from a review on South African
youth suggested that low perceived risk resulted
from societies’ tendency to deny the presence of
HIV/AIDS, specifically in societies with great stigma
attached to HIV/AIDS.50 According to the Health
Belief Model, low perceived vulnerability is a risk
factor as it reduces the individual’s motivation to
take protective measures.51 Research indicates
that higher perceived risk of STI is associated
with a more responsible sexual behaviour.50

Cultural and religious factors play a crucial role
influencing sexual health perceptions, sexual
health knowledge and needs. A number of studies
on women from different religious backgrounds
suggest that conservative views and social disap-
proval of premarital sex significantly influenced
sexual health awareness and safer sex prac-
tices.44,52,53 Therefore, for any educational inter-
vention to work, it should be tailored to meet
the target population’s specific needs. Our review
showed that many women expressed a need for
sexual health education. Qualitative evidence on
Muslim immigrants from Canada showed that
women did not oppose sex education, but felt
that the sex education offered did not reflect
their needs.51 Research on religious leaders’

views on providing sex education showed that
the majority had positive views towards providing
sex education for young Muslims, with emphasis
on providing a religiously sensitive content.54

Efforts should be directed towards designing sex
education programmes that are religiously appro-
priate and accepted in conservative Muslim
societies.

Limitations
The literature search was conducted online, thus
some relevant literature may have been missed.
We located studies of Muslim women from 13
countries worldwide. However, since we excluded
studies that did not clearly state that the popu-
lation included Muslim women, not all countries
with Muslim populations are represented in this
body of evidence. Most of the studies in this review
were quantitative surveys, with only two qualitat-
ive studies. Qualitative evidence facilitates an in-
depth exploration of issues and the close-ended
nature of survey questions provides little opportu-
nity for participants to give their detailed
accounts.55 It was not possible to conduct a
meta-analysis in this review as study outcomes
were measured differently across included studies.

A number of primary studies in this review
lacked rigour in terms of their study design, selec-
tion of participants, and reporting of findings. Fur-
thermore, all quantitative studies in this review
were of cross-sectional design and provided only
simple descriptive results, with none of the results
analysed by education or socio-demographic fac-
tors. However, due to the existing obstacles to con-
ducting STI and HIV/AIDS research in the MENA
region, Haghdoost and colleagues suggest that
even simple descriptive studies and convenience
sampling are an essential step to improving
research in the region.56

Policy implications
The findings from our review could be used to
inform the development of a culturally sensitive
sexual health education for Muslim youth. Many
Muslims depend on guidance from religious lea-
ders on many aspects of their lives. Having reli-
gious leaders on board while promoting sexual
health education, as well as wider community
involvement, is essential to ensure that materials
are clearly understood and accepted in conserva-
tive Muslim cultures. Therefore, a key implication
from this review is the need for providing compre-
hensive sexual health education, particularly at
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schools, while working with religious leaders,
parents, and teachers. More public health efforts
should also be directed towards increasing sexual
health communication and awareness using mass
media channels and the Internet to reach individ-
uals at risk.

Implications for research
This body of evidence revealed that better quality
studies, particularly in the MENA region, are
needed. However, conducting high quality research
might be a difficult task in some countries due to
restrictions on data sharing and reporting.41,56

Improved reporting and better surveillance are
essential for accurate future estimates to inform
public health policies and prevention measures.

Evidence on barriers to HIV/AIDS and STI testing
among Muslims is limited; only one qualitative
study examined barriers to testing and diagnosis.38

The limited research done in this area makes it dif-
ficult to draw conclusions. However, it provides
insight into possible existing obstacles specific to
conservative Muslim cultures. More research
should be directed towards understanding and
tackling barriers to STI testing and diagnosis
among Muslims, particularly among women.

Conclusion
This review revealed that many Muslim women
lacked proper sexual health knowledge, and that
negative attitudes towards STIs acted as a barrier
to accessing sexual health information and ser-
vices. The need for information and education

was expressed by many women. This highlights
the importance for culturally sensitive sexual
health education for Muslim women. The risk of
and vulnerability towards STIs among Muslim
women went beyond lack of knowledge to wider
cultural factors. Future interventions should take
into account the wider personal, cultural, and reli-
gious barriers when developing sex education
interventions.
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Résumé
Les relations sexuelles extraconjugales sont inter-
dites dans l’Islam et les informations sur la santé
sexuelle ne sont pas aisément disponibles dans
les communautés islamiques, en particulier
pour les femmes. Cet examen souhaitait étudier
les connaissances et les attitudes concernant les
infections sexuellement transmissibles (IST) chez
les musulmanes dans le monde. Un examen sys-
tématique a porté sur sept bases de données
numériques. Nous avons inclus des études quali-
tatives et quantitatives sur des participantes
musulmanes en âge de procréer, centrées sur
les connaissances et les attitudes en matière
d’IST. Une synthèse narrative a été utilisée avec
des méthodes d’analyse thématique. Dix-huit
études menées dans 13 pays ont été incluses.
Trois principaux thèmes ont été identifiés:

Resumen
Las relaciones sexuales extramatrimoniales están
prohibidas en el islam, y la información sobre
salud sexual no está disponible ampliamente
en las comunidades islámicas, especialmente
para mujeres. Esta revisión procuró explorar
las actitudes y conocimientos de las mujeres
musulmanas en todo el mundo con relación a
las infecciones de transmisión sexual (ITS). Se
realizó una revisión sistemática en siete bases
de datos electrónicas. Incluimos estudios cualita-
tivos y cuantitativos con mujeres musulmanas
en edad reproductiva, enfocados en actitudes y
conocimientos relacionados con ITS. Se utilizó
un enfoque de síntesis narrativa con métodos
de análisis temático. Se incluyeron dieciocho
estudios realizados en 13 países. Se identificaron
tres temas principales: escasos conocimientos e
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mauvaises connaissances et idées fausses; sources
d’information sur la santé sexuelle et besoins en
information; et influences culturelles sur les con-
naissances et les attitudes en matière d’IST. En
général, les musulmanes connaissaient mal les
signes et les symptômes des IST, leur prévention,
leur diagnostic et leur traitement, et avaient
aussi beaucoup d’idées erronées. Les attitudes
négatives à l’égard des personnes infectées par
le VIH/sida étaient fréquentes et les comporte-
ments étaient extrêmement influencés par les
idées fausses et les connaissances insuffisantes.
Les femmes infectées tendaient à être davantage
blâmées et jugées que les hommes. Si l’examen
résume les connaissances et les attitudes des
musulmanes dans le monde, nous avons exclu
les études qui n’affirmaient pas clairement que
les participantes de l’étude étaient des musul-
manes, ce qui explique que beaucoup de pays
avec des populations musulmanes ne soient pas
représentés dans l’examen. Les attitudes néga-
tives à l’égard des IST rendent plus difficile
pour les femmes d’avoir accès aux informations
sur la santé sexuelle ainsi qu’à la prévention et
au traitement des IST. Cet examen met en lumi-
ère la nécessité d’une éducation à la santé sex-
uelle sensible aux particularités culturelles pour
les musulmanes. Les futures interventions d’édu-
cation sexuelle auraient avantage à envisager les
obstacles personnels et externes plus généraux.

ideas erróneas; fuentes de información sobre
salud sexual y necesidades de información; e
influencias culturales en las actitudes y los con-
ocimientos relacionados con ITS. Por lo general,
las mujeres musulmanas tenían escasos conoci-
mientos de los signos, síntomas, prevención,
diagnóstico y tratamiento de ITS, así como
muchas ideas erróneas. Las actitudes negativas
hacia personas infectadas con VIH/SIDA eran
comunes, y las ideas erróneas y conocimientos
insuficientes influían marcadamente en las acti-
tudes. Las mujeres infectadas eran propensas a
ser sujetas a más culpa y prejuicios, en com-
paración con los hombres. Aunque la revisión
resume las actitudes y los conocimientos de las
mujeres musulmanas mundialmente, excluimos
los estudios que no establecieron claramente
que las participantes del estudio eran mujeres
musulmanas; por ello, muchos países con pobla-
ciones musulmanas no están representados en
esta revisión. Debido a las actitudes negativas
hacia las ITS, les resulta más difícil a las
mujeres acceder a información sobre salud sex-
ual, y sobre prevención y tratamiento de ITS.
Esta revisión destaca la necesidad de brindar
educación sobre salud sexual culturalmente sen-
sible a las mujeres musulmanas. Futuras inter-
venciones en educación sexual se beneficiarían
de considerar las barreras personales y externas
generales.
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