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Introduction

Muslim communities in Southeast Michigan and other parts
of the United States experience discrimination and unequal
access to health care.* A 2022 survey by the Institute for
Social Policy and Understanding (ISPU) showed that a majority
(62%) of Muslims in America have experienced religious-based
discrimination in the past year. Related to health care services
and the healthcare system,? American Muslims experience
many challenges when seeking, accessing, and receiving
health care services. Some of these challenges are due to
sociopolitical context (i.e., the social, economic, and political
conditions in their community), Islamophobia, and the lack of
cultural competence of some healthcare professionals. The
number and quality of studies to understand health disparities®
specifically among American Muslims is limited yet growing. ?
Despite this, Padela and Heisler reported that perceived
post-9/11 abuse and discrimination was associated with
worse health statuses among Arab Americans living in the
greater Detroit area. ® A systematic review by Samari, Alcala,
and Sharif identified studies showing Islamophobia is asso-
ciated with poor mental health, suboptimal health behaviors,
and unfavorable health care-seeking behaviors.* Interviews
with community members, faith leaders, and mental health
professionals in Southeast Michigan point to an increasing
demand for mental health services partly due to Islamophobia. ®

Given this background, the purpose of this study was to empower
Muslims in Southeast Michigan with the knowledge and tools
to advocate for accessible, equitable, unbiased, and quality
health care in their communities. Research-informed insights
and accessible communication materials are the types of knowl-
edge and tools that can be used by individuals, organizations,
and others to advocate for equitable access to health care. The
study focused on the following objectives:

1. Conduct a Group Model Building (GMB) workshop with
diverse stakeholders including Muslim patients, clini-
cians, payors, policymakers, and hospital and health
systems.

2. Develop accessible communication tools for use by
workshop stakeholders to educate and disseminate
study findings within their organizations and commu-
nities.

3. Organize forums to disseminate workshop findings to
the broader Southeast Michigan community.

a Health care is a specific type of care or service received by patients, such as seeing their family doctor. Healthcare is the larger system of hospitals,
community health centers, and health professionals who provide health care services.

Health disparity refers to differences in the burden of disease, injury, violence, or opportunities that are preventable. Health disparities are directly
related to unequal distribution of social, political, economic, and environmental resources. CDC, “Health Disparities,” Adolescent and School Health,
accessed January 5, 2025, https://www.cdc.gov/healthy-youth/health-disparities/index.html.
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The community-based system dynamics methodology used in this * Use of a systems approach provides a holistic view of the
study and the study findings and recommendations are a novel
contribution to the literature and provide several societal benefits
for the health and well-being of Muslims residing in Southeast
Michigan. These include the following benefits:

factors associated with access to healthcare.

® Participation of community members ensures that local
context, experience, and history are incorporated into
the recommendations for achieving equitable access to

healthcare and potential ways to implement the
recommendations via specific policies.

* Customizing and making research findings
accessible for communities helps concerned
community members advocate to key stake-
holders in a research-informed, sustainable,
and practical manner.

Specifically, the systems approach helps commu-
nities identify which factors to address for closing
gaps in outcomes (e.g., disparities in emergency
department utilization between foreign-born Arab
Americans and U.S.-born white Americans) or shifting
outcomes in a positive direction (e.g., increasing the
number of American Muslims who require mental
health and addiction treatment who actually get into
and complete treatment). The systems approach
lends itself to addressing these complex challenges
because multiple parts of the system must work
together in a certain way to bring about the desired
change in the system (e.g., closing gaps or shifting
outcomes positively), which requires considering
and implementing multiple policies rather than one
single policy at multiple levels of organization (e.g.,
individual, interpersonal, family, neighborhood, com-
munity, county, state, and federal).

MONG.
VIO

-
S
==
m
P
5
| == |
D
>
O
m
=
G

]

S
4 —

=




=) ulk |
}Execu{zu Suim Iar% ‘ ‘ ‘ | ‘ I
| 1

Methodology and Results

This study involved holding a series of workshops with com-
munity members, analyzing and summarizing the information
shared by workshop participants, and communicating the main
research findings back to community members and key stake-
holders. The study setting was the following counties in the U.S.
state of Michigan: Oakland, Wayne, Washtenaw, and Macomb.
We recruited two types of participants: core modeling team
members and workshop participants. Core modeling team
members acted as a steering committee and helped guide
the research team on the design of the workshops, identified
and helped to recruit workshop participants, and reviewed
study findings. Workshop participants shared with the research
team their local knowledge and experience over the course
of five workshops held from December 2023 to March 2024.
We also interviewed community leaders to make sure that the
study findings were relevant to ongoing community issues. The
goal of the workshops was to address a problem statement
developed by the workshop participants: “Which factors affect
access to healthcare experienced by Muslim communities in
Southeast Michigan?”

The recruitment process for the workshops was carried out
in partnership with members of the steering committee and
through individuals and organizations we identified after con-
ducting a landscape analysis of public health and healthcare
programs in the study setting. Seven individuals from diverse
backgrounds participated in the workshops and six individuals
participated in the one-on-one interviews. The workshop activ-
ities led to the development of several visualizations (e.g., key
stakeholder graph), tables (e.g., policy options), and feedback
loops (e.g., a visual representation of how two or more factors
affect each other) that may be helpful for future advocacy efforts
focused on equitable access to healthcare. These materials
are available in the full report.

The study protocol received approval from the WCG Institutional
Review Board (IRB) and was conducted in accordance with
ethical guidelines for human subjects research.
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Recommendations

The following recommendations are based on the information obtained and analyzed from the workshop activities and community
interviews. These recommendations are intended for those who seek to advocate for accessible, equitable, unbiased, and quality
health care in their communities in Southeast Michigan. The full version of these recommendations with supporting materials

are available in the full report.

Recommendation #1: Design and implement new ways
to increase the ability of American Muslims to access,
afford, and trust the healthcare system. Stakeholders should
pursue this goal while supporting ongoing efforts that address
approachability (e.g., translation services), accommodation
(e.g., halal status of food and medication), and appropriateness
(e.g., care provided by a provider who is the same gender as
the patient) of health care services.

Recommendation #2: Design and implement prevention
strategies that prioritize the demographics, immigration
experience, and socioeconomic makeup of neighborhoods.
Neighborhoods are geographic areas perceived by residents
who have a shared identity rather than arbitrary administrative
boundaries (e.g., census tracts).

Recommendation #3: Address hard-to-reach and minori-
tized populations. State and city health and human service
organizations (e.g., health departments, community action
agencies), community health centers (e.g., federally qualified
health centers, free clinics serving Muslims and other com-
munity groups), and community mental health agencies and
treatment providers should build on existing partnerships and
explore new opportunities that focus on innovative, diplomatic
approaches to addressing health literacy, health misinformation,
and health communication among hard-to-reach and minoritized
populations.

Recommendation #4: Increase the number of Muslim
community health workers (CHWSs).® Stakeholders can raise
awareness of educational pathways to public health and health-
care professions and build sustainable collaborations with
agencies who employ Muslim CHWs who are already serving
American Muslim communities in Southeast Michigan.

Recommendation #5: Holistically address social determi-
nants of health. Community-based organizations that assist
Muslim patients and clients with health-related social needs,
such as food insecurity, transportation, and rent assistance,
should partner with the regional initiatives (e.g., Community
Information Exchange,® Wayne County Community Action Agency)
to holistically address social determinants of health.

Recommendation #6: Build bridges with community organi-
zations, healthcare systems, and local governments. Local
Muslim religious centers and community-based organizations
should continue to build intentional bridges with public and
community health organizations, hospitals, community-based
organizations, and city/county governments that focus on social
determinants of health, access to care, and specific health
outcomes, such as mental health, maternal and child health,
chronic diseases, and elderly care.

The social determinants of health are defined by the
Centers for Disease Control and Prevention and the
World Health Organization as follows:

“Social determinants of health (SDOH)
are the nonmedical factors that influ-
ence health outcomes. They are the

conditions in which people are born,
grow, work, live, and age. These forces
and systems include a wide set of forces
and systems that shape daily life such
as economic policies and systems, devel-
opment agendas, social norms, social
policies, and political systems.”*

¢ A community health worker is a frontline public health worker who is a trusted member and/or has an unusually close understanding of the community
served. This trusting relationship enables the worker to serve as a liaison between health and social services and the community to facilitate access

to services and improve the quality and cultural competence of service delivery. American Public Health Association,

“Community Health Workers,”

accessed February 11, 2025, https://apha.org/apha-communities/member-sections/community-health-workers.

d  “A Community Information Exchange (CIE) is a network of partners in the health and social services sectors who partner to better connect people with
services. CIEs use infrastructure that ensures partners can connect, improving our response time in connecting people to services and increasing our

understanding of community needs, resources, and outcomes.” United Way Southeast Michigan,

“Connect4CareTM CIE,” accessed February 11, 2025,

https://unitedwaysem.org/our-work/connect4care-a-southeastern-michigan-cie/.
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= ACCESS Arab Community Center for Economic and Social Services

CBO Community-Based Organizations

0 CBSD Community-Based System Dynamics

= CHW Community Health Worker il

CIE Community Information Exchange

-t CMT Core Modeling Team

GMB  Group Model Building i
ISPU Institute for Social Policy and Understanding L

i SD System Dynamics e

SDOH Social Determinants of Health
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Muslim communities in Southeast Michigan and other parts Southeast Michigan point to an increasing demand for mental (BT
7| i of the United States experience discrimination and unequal health services partly due to Islamophobia. ** ]
[ access to health care.” A 2022 survey by the Institute for _ ' ' _ B
= Social Policy and Understanding (ISPU) showed that a majority Muslims are the most racially and ethnically diverse religious
R (62%) of Muslims in America have experienced religious-based group in the U.S. According to ISPU research, nearly one third of [
i S| o . o ) ) o ) Jna b
discrimination in the past year. Related to health care services ~ Muslims identify as Black, 23% identify as Asian, 19% identify I
1 B i 0, 0, H i 0, 1
A and the healthcare system,® American Muslims experience many as Wh'te' 14% as Arab, 8% as Hispanic, ahd 2% as Native |
| challenges when seeking, accessing, and receiving health care Amerloa.n. ISPU research.also four?d that during J_[he .COVID-19 !.
| services. Some of these challenges are due to the sociopolitical ~ Pa@ndemic, there was a disproportionately negative impact on

o ol context (i.e., the social, economic, and political conditions intheir ~ comMmunities of color, including Muslim communities of color.
2] In addition, Muslims are the most likely religious group to live

e community), Islamophobia, and the lack of cultural competence
@i of healthcare professionals. The number and quality of studies I POVerty, with 35% of Muslim families living on less than
= to understand health disparities’ specifically among American $30,000 per year. *“ These Muslims, along with other low-income
Muslims is limited yet continues to grow. ® Despite this, Padela Americans, are less likely to be insured and thus more likely to e
" ‘ and Heisler reported that perceived abuse and discrimination ~ na@ve difficulty accessing adequate health services or health
services at all. Michigan is home to one of America’s largest

i after the events of 9/11 was associated with worse health [ 1
Muslim populations; Muslims make up 2.76% of Michigan’s ([

| statuses among Arab Americans living in the greater Detroit
) . 0 )
_ area.® A systematic review by Samari, Alcald, and Sharif iden- ~ POPulation (compared to an estimated 1% of the American pop-
ulation broadly), with many calling Southeast Michigan home. **

2 tified studies showing Islamophobia is associated with poor
Due to these various contributing factors, it is important and

|
mental health, suboptimal health behaviors, and unfavorable ‘
appropriate to study what challenges American Muslims in L_

gl el health care-seeking behaviors. *° Interviews with community - . _
1] members, faith leaders, and mental health professionals in Southeast Michigan might face related to accessing health care. i

e Health care is a specific type of care or service received by patients, such as seeing their family doctor. Healthcare is the larger system of hospitals,

1 community health centers, and health professionals who provide health care services.
{ f  Health disparity refers to differences in the burden of disease, injury, violence, or opportunities that are preventable. Health disparities are directly ——
related to unequal distribution of social, political, economic, and environmental resources. CDC, “Health Disparities.”
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~  Study Purpose and Objectives g

Given this background, the purpose of this study was to empower Muslims in Southeast Michigan with the knowledge and tools to =il
advocate for accessible, equitable, unbiased, and quality health care in their communities. These types of knowledge and tools
include research-informed insights and accessible communication materials that can be used by individuals, organizations, and
others to advocate for equitable access to health care. The study focused on the following objectives:

B 1. Conduct a Group Model Building (GMB)
workshop with diverse stakeholders
including Muslim patients, clinicians,
payors, policymakers, and hospital and
health systems.

2. Develop accessible communication tools for
use by workshop stakeholders to educate
and disseminate study findings within their
organizations and communities.

[l 3. Organize forums to disseminate work-
shop findings to the broader Southeast
Michigan community.
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Imnovating for Change: American
Mushhm Communities Can Tackle

Big Challenges

Our study objectives and methods fill a gap in the research and
are novel for two reasons. First, access to healthcare in the
United States is a complex problem. ** Second, experiencing
Islamophobia, navigating the complicated health insurance
system, and negotiating religious values in the healthcare system,
makes it even more complicated for American Muslims to receive
equal access to high-quality health care services. Therefore,
effective solutions to address big, complex challenges facing
the American Muslim community may be identified by using
research methods from complex systems sciencet and related
disciplines. *®

While past research studies on health disparities, access to
health care, mental health, and religious accommodations did
actively engage local American Muslim communities and make
use of conceptual models, ‘¢ they did not take into account the
complexity of the problem. Therefore, it is important to fill this
gap in research so that American Muslim communities can
more effectively and sustainably tackle complex challenges
with confidence.

The novel use of a systems approach in this study provides a
holistic view of the factors associated with access to healthcare.
Also, the participation of community members in applying the
systems approach ensures that local context, experience, and
history are incorporated into the recommendations for achieving
equitable access to healthcare and potential ways to implement
the recommendations via specific policies. In academia, this
combination of approaches (systems and community partic-
ipation) is called community-based system dynamics. '’ This
is the first study to apply the systems approach with active
participation of an American Muslim community. Lastly, custom-
izing research findings on a complex challenge and making the
research findings easily accessible helps communities direct their
limited advocacy resources to key stakeholders in a sustainable
and practical manner. For these reasons, this study and its
recommendations provide a first-of-its-kind example on how the
American Muslim community might use the community-based
participatory modeling to address current and future complex
challenges, such as how best to participate in politics at multiple
levels of government; how to effectively sustain collaborations
between Muslim organizations at the local,
regional, national, and global level; and how
to promote and implement excellence in all
aspects of an Islamic school.”

g Complex systems science is the study of systems and the relationships between parts of a system that explain or predict how a system behaves.
We see a portrayal of these systems in chapter 27 of the Quran (The Ants), which highlights the early warning system used by ants to efficiently
communicate with each other and keep the ant colony safe. Methods of complex systems science include qualitative and quantitative approaches, such
as participatory modeling, concept mapping, agent-based modeling, and community-based system dynamics.

h  These examples were identified during a panel discussion titled “Innovating for Change: American Muslim Communities Can Tackle Big Challenges” that
was held at the 2024 Annual Muslim American Society Convention in Chicago, lllinois (December 28, 2024).
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Study Design

We conducted an exploratory mixed methods study using a
combination of qualitative and quantitative methods through
the lens of community-engaged research. For Objectives 1
and 2, we used a community-based system dynamics (CBSD)
approach. CBSD is a set of methods including facilitated group
discussions in a workshop format, a qualitative analysis of the
diagrams and written content generated from the workshops,
and a quantitative model of the relationship between factors
related to the problem statement and based on the qualita-
tive analysis. The problem statement was developed by the
workshop participants. For Objective 3, we extended a civic
empowerment model' to disseminate research findings among
different stakeholder types. The timeframe for completing the
study was three years, starting in May of 2022.

The study setting was Oakland, Wayne, Washtenaw, and Macomb
Counties in Michigan. These counties were selected based on
data from the U.S. Census on Religion 2020 that showed a high
concentration of American Muslims living in these counties. In
Wayne County, Islam is the largest non-Christian religion with
about 79,266 adherents. In Oakland County, Islam has around
33,125 adherents. In Macomb County, there are an estimated
24,850 Muslims. In Washtenaw County, the Muslim population

American Muslim community in Michigan, such as the report
on Muslim contributions to Michigan. *° For these two reasons,
the study team decided to explore the application of a systems
approach to community empowerment in Southeast Michigan.

i The civic empowerment model used by ISPU seeks to partner with experts on topics that are identified by American Muslim communities and leaders,
carry out the research study on that topic, and disseminate the research findings in a way that empowers American Muslim communities and leaders

=l . . .
s is approximately 9,445. ' Furthermore, members of our project
| . e . .
| team have previously collaborated on ISPU initiatives with the
o
| ! and other key stakeholders to make an impact on society.
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Participant Recruitment

We recruited two types of participants using
the following recruitment strategy. The first
type of participants were members of the
Core Modeling Team (CMT); the second type
were those who attended the Group Model
Building (GMB) workshops.' A CMT is a local
steering committee that guides the design
of the research, champions the research
with the local community, and provides local
context for the appropriate interpretation
of research findings. During the GMB work-
shops, we engaged community participants
in a series of facilitated group activities. We
used a purposeful sampling approach to
recruit both types of participants with an
expectation of recruiting up to 5 participants to be members
of the local steering committee and up to 15 individuals to
participate in the workshops. These sample sizes are the norm
when implementing the CBSD approach.?° In addition, the
inclusion criteria for both activities were as follows: residing in
at least one of the four counties in the study area or serving
the American Muslim communities in the study area, being 18
years of age or older, and having the ability to speak English.
Additional criteria were used to identify potential workshop
participants (see Supplementary Materials).

Based on these criteria, we first assembled the local steering
committee by using a recruitment script sent by email (see
Supplementary Materials). We sent this email to our two study
partners, the HUDA Clinic and ACCESS (Arab Community Center
for Economic and Social Services), and asked them to identify
additional names of people who might be suitable for the
steering committee. Based on the list of names we received
from the study partners, we recruited one additional committee
member. All local steering committee members were required
to sign an informed consent form.

Some of the eligible workshop participants were leaders in gov-
ernment or community health. These individuals did not have
the capacity to participate in the four workshops due to other
commitments. Therefore, we engaged these individuals using
a semi-structured interview format. The analysis and insights
in this report are provided separately for the workshops and
the interviews.

HUDA Clinic (Health Unit on
Davison Avenue)

A free community health clinic located
in Detroit, Ml, that serves mainly
uninsured, underinsured, and publicly
insured patients and provides primary
care, dental, vision care, podiatry,
and mental health services.

More about our study partners

ACCESS (Arab Community
Center for Economic and Social
Services)

A community-based organization with
locations concentrated in Dearborn,
M, that provides community-based
health care services, integrated
behavioral health, and a range of
educational programs that focus

on disease prevention and health
promotion.

It is important to note that due to a variety of reasons, which
we elaborate on in the insights section below, we undertook a
targeted recruitment approach to engage Black Muslims using
the same inclusion criteria above with the additional criteria
of being racialized as Black. Our recruitment efforts involved
reaching out to key influential leaders and community members
in the local African American community, setting up a separate
set of workshops that would be facilitated by an African American
leader, and extending the recruitment period. It was important
to make this effort because the lived experience of racialized

individuals, whether Black, South Asian, or Arab American,

are not the same, regardless of whether they share the same
religious identity. Despite these efforts, we were only able to
recruit two African American Muslim leaders for this study. One
individual participated in the workshops, and another individual
participated in an interview.

The study protocol received approval from the WCG Institutional
Review Board (IRB) and was conducted in accordance with
ethical guidelines for human subjects research.

j The wording for CMT and GMB comes from the published literature on the systems approach that we implemented in this study. For simplicity, we refer
to GMB workshops as workshops and the CMT as the local steering committee in this report.

.....}..__'._ e e =

CA

_.____.___s_.__,___.__.._______...._. S e .|

ESS-TO

+
w
P
1=

MGNG ARAB-AMERICAN #W%OUTH {RSI-AN Mt

A s
20 0 e

i' e
ARE- LM
[ l

e e

CA

=

>

(3]
=

nl:\f‘ldl.l:\‘)laﬂcl Al ) "'""'l'”"

'r-l‘ “ISPUT)RG/HEALHH r-:bumr -’r
-



https://www.hudaclinic.org/
https://www.hudaclinic.org/
https://www.accesscommunity.org/
https://www.accesscommunity.org/
https://www.accesscommunity.org/

—

Engagement Activities

Local Steering Committee

The local steering committee had four members: three commit-
tee members were administrators from the HUDA Clinic (n=2)
and ACCESS (n=1) and one was a local community leader with
a health research background. The committee met four times
over the course of the study. A charter and a communication
plan were developed to take into account the capacity and
interests of the steering committee members. The meetings
focused on gathering feedback on the format and timeline of
the workshops, identifying potential workshop participants,
reviewing the initial findings of the workshops, and gathering
insights on dissemination strategies. Local steering committee
members were compensated at a rate of $50/meeting.

Workshops with Community

Members

Potential participants (n=28) were invited to attend the work-
shops based on the participant recruitment strategy. Initially,
10 individuals agreed to attend but, ultimately, 7 individuals
attended the four workshops, which were held in-person
(workshop #1, #3, and #4) and online (workshop #2). Some of
the reasons given by those who initially agreed to participate but
then backed out were misunderstanding the time commitment,
lack of childcare, change in job status, and limited availability
on weekends.

The workshops consisted of individuals from diverse back-
grounds based on ethnicity, race, and professional experience.
Out of the seven participants, three were women and four were

men, four were South Asian, two were Arab, and one was African
American. One participant was from the education sector, three
participants were from the healthcare sector, two participants
were medical students, and one participant was in public health
administration. Three of the participants held senior or execu-
tive-level positions within their place of work.

We organized four half-day long workshops from December 2023
to March 2024 (i.e., every second Saturday of the month) and
participants were compensated $100 for each workshop. The
purpose of these workshops was to generate new insights using
systems thinking and system dynamics. Systems thinking is a
way of thinking about the parts of a system and how they interact
with each other to change the larger system. In the context of
access to health care, the parts of the system are the factors
associated with access to health care, and the larger system
consists of access to health care services and the
healthcare system. Based on this example, system
dynamics is the way in which the system shifts in
response to changes in some or all parts of the system
(e.g., lower trust in a health care provider results in
less chances of a patient coming back to that provider,
higher levels of racial discrimination by a public health
system leads to a decrease in the level of trust placed
in the public health system by individuals or whole
communities). The workshop activities and outputs
(digital versions) are available in the Supplementary
Materials. Workshop outputs in the main text of the
report are intended to be examples and readers who
want to view the diversity of workshop outputs should
review the entire Supplementary Materials document.
The facilitation guide for the first workshop (see Supplementary
Materials) might be helpful for others interested in applying
our approach to a complex and challenging topic facing their
community.

Interviews with Leaders in
Government and Community
Health

In addition to the workshops, we conducted semi-structured
interviews online with leaders in government and community
health. The purpose of these interviews was two-fold. First, we
validated some of the findings from workshop #1 regarding the
problem statement, initial policy options, and key stakehold-
ers. Validating these workshop outputs with the interviewees
was important because the sectors they represented were
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not included in the workshops. For example, although we had
a workshop participant who was a public health leader at a
county health department, the perspective of a local health
department leader was missing from the workshop. Similarly,
we did not have anyone who represented the perspective of
the City of Detroit and, therefore, interviewing an individual
who worked in a public health-adjacent role within the City of

Analysis

Workshops

We created a digital version of outputs from
each workshop activity and added relevant
information, such as the number of votes,
as applicable. For some activities, such as
reviewing the feedback loops," we supple-
mented the digital version of each loop with
relevant programs and initiatives based
on the landscape analysis and participant
input. Additionally, we derived insights from
each of the workshop outputs and gathered
data from multiple sources to corroborate
the insights. The data sources we reviewed
included the 2020 Decennial Census and
American Community Survey from the U.S. Census Bureau,
the PLACES data from the Centers for Disease Control, Area
Health Resource File from the Health Resources and Services
Administration, and the Environmental Justice Index from the
Environmental Protection Agency. Using these sources, we
developed a map highlighting multiple layers of information,
including the locations of mosques in Southeast Michigan (a
proxy measure for the residence of Muslim populations), areas
of high social vulnerability, and limited access to healthcare
services.
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Detroit was important to include in the study. The format of
the interview was as follows. We presented to interviewees an
overview of the project and digital versions of the outputs from
workshop #1. We asked interviewees to review the materials
presented for anything that was missing, should be added, or
needed clarification based on the problem statement finalized
by the workshop participants.

Interviews

We recorded each online interview, and study team members
summarized the responses of interviewees in a written
document. In workshop #3, we presented these summary
responses to the workshop participants along with information
on the names, titles, and organizational affiliations of the inter-
viewees. The workshop participants had the final say in what
pieces of information and suggestions from the interviewees
should be used to revise workshop outputs. This approach for
integrating perspective between workshop participants and
interviewees who did not attend the four workshops honored
and prioritized the perspectives of workshop participants.

k Afeedback loop in system dynamics is represented by arrows that indicate the direction of cause and effect and the type of effect between two or more
factors. The type of effect can be represented by a symbol (+ or -) or color (red or green) to indicate whether increasing one factor leads to an increase
in another factor, which is a reinforcing relationship, or increasing one factor leads to a decrease in another factor, which is a balancing relationship. See

Figure 2 for several examples of feedback loops.
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Tables $2 and $3 (found in Supplementary Materials, along with
additional tables and figures labeled with “S”) provide an overview
of the activities conducted within each workshop including the
purpose and output(s) of each activity. The following narrative
summary identifies the main insights from workshop activities. We
first identified the hopes and fears of workshop participants regard-
ing this study. While the participants were hopeful that the overall
study would have a practical and positive impact, they also feared
that it lacked relevance to the broader community and that its
scope and impact would be limited. In particular, participants
raised concerns that an insufficient number of sectors were being
represented among the workshop participants. For example,
leaders or representatives from nonprofit organizations, patients
and family advocates, immigrant and refugee communities, and
policymakers were not represented in the workshops.

The problem statement for the workshops was “Which factors
affect access to healthcare experienced by Muslim communities
in Southeast Michigan?.” This statement was broad in scope and
developed by workshop participants (Table S1), which might
reflect the additional space participants wanted to give them-
selves since they feared that an insufficient number of sectors
were represented at the workshop.

As a result of the broad scope of the problem statement, it
was not surprising that the participants came up with 36 key
stakeholders with varying levels of power and interest to address
their problem statement (Fig. 1). Prominent categories of key
stakeholders included elected officials (e.g., City of Detroit

The problem statement developed by
workshop participants:

“Which factors affect
access to healthcare

experienced by Muslim
communities in
Southeast Michigan?”

Mayor Mike Duggan), healthcare systems and community health
centers (e.g., Detroit Wayne Integrated Health System, Henry
Ford Health), social and human service providers (e.g., Zaman
International, Gleaners Food Bank), advocacy groups and com-
munity-based organizations (e.g., CAIR Michigan, Muhsen), and
educational institutions (e.g., Miftaah Institute, local Muslim
Students Association chapters). The interpretation of key stake-
holders with low interest and high power (e.g., local media) is
that these stakeholders have little interest or concern for the
problem statement (i.e., factors associated with access to
healthcare experienced by Muslim communities in Southeast
Michigan). On the other hand, these stakeholders have high
levels of power and influence over the factors associated with
access to healthcare and could effectively and quickly address
those factors.
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FIGURE 1 Power vs. interest graph of key stakeholders based on

President Joe Biden

Local media

the problem statement that was developed by the GMB workshop
participants.

Journals

Hospital Systems (Henry EElMichiesn Dr. Abdul El-Sayed
Ford, DMC, Beaumont) Muslim Researchers
Islamic Center of Detroit
Mayor of Detroit
Companies

- Medicaid/Medicare Rep. Rashida Tlaib
Insurance
m Grant Writers Mayor Abdullah Hammoud

Community Health/Community Imams

Individual Health Imam Al-Masmari
Practitioners

After School Programs

. AMHI - Arab American

Detroit Wayne Integrated Social Workers and Chaldean Councll
Health Network (DWIHN)

Translators

Muslim Students Association

Zaman International

INTEREST

Power in this context refers to the level of agency and influence, and interest refers to the level of interest of the key stakeholder to directly or indirectly
address the problem.

This graph provided three key insights:

Stakeholders who had high power and low interest (e.g., local media and the U.S. president) might be targeted to

increase their level of interest in addressing the problem statement in the long term (three to five years).

Stakeholders with low power and high interest (e.g., health and human services organizations and Islamic youth organi-

zations) might be targeted to increase their level of power in addressing the problem statement in the long term.

Stakeholders who were thought to currently have a high level of both power and interest might be targeted to address

the problem statement in the short term (six months to two years).
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https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453602&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453603&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453608&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453605&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453600&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453611&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453610&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453612&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453613&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453615&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453616&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453619&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453628&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453622&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453625&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453624&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453629&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453630&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453634&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453631&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453632&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453633&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453626&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453623&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453627&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453621&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453618&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453620&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453617&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453614&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453607&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453606&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453636&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453601&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453609&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453635&cot=14
https://miro.com/app/board/uXjVIemC-3k=/?moveToWidget=3458764617193453604&cot=14

Based on the problem statement and key stakeholders, the
workshop participants came up with 26 initial policy options
that key stakeholders might consider to address the problem
statement, including promoting mental health literacy in K-12
schools, enabling immigrants to obtain Medicaid regardless
of their immigration status, enforcing charity care policies
among all hospitals and expanding to new immigrants, offering
free/reduced-price meals in schools, and free food delivery
to food insecure patients. These policies were grouped into
eight broader policy topics. For examples of policy topics, see
Table 1; for a full list of policy topics and specific policies, see
Tables S10-S17. After reviewing these broader policy topics, it
became clear that the participants had identified policies that
fit into either the social determinants of health or the public
health/healthcare system. The public health system includes
local and state health departments that strive to promote and
protect the health of individuals and communities to give them
a safe place to live, learn, work, play, and pray. The healthcare
system includes hospitals, free clinics, and community health
centers that serve the medical needs of patients in emergency,
outpatient, and inpatient settings.

While some of the policies (see Tables S10-S17) might seem
unlikely or unrealistic, they served to highlight how we might
address the problem rather than how we are currently address-
ing the problem of access to health care. This distinction is
important because closing gaps in outcomes (e.g., disparities
in emergency department utilization between foreign-born Arab
Americans and U.S.-born white Americans) or shifting outcomes

| Ciom{m%nitlr l%eﬂbe%s

in a positive direction (e.g., increasing the number of American
Muslims receiving mental health treatment) requires multiple
parts of the larger system to work together by considering and
implementing a range of policies rather than one single policy.

Participants identified variables of interest (see Table S7 and
Fig. 2) that might be relevant to the key stakeholders and could
be measured to see the impact of specific policies. Variables
were identified through a series of workshop activities, such as
the connection circle exercise.' The relationships between these
variables were organized visually in a causal loop diagram (Fig.
2). To better understand how to read this diagram, consider the
example of the employment-based health insurance loop
(top left in Fig. 2). This loop essentially suggests the following
set of the statements:

1. If health literacy among American Muslims increases,
then more American Muslims would have health insur-
ance.

2. If more American Muslims have health insurance, then
they would generally be healthier and may invest in
their education further, leading to a higher average
education level.

3. Ahigher average education level would further increase
health literacy, and, subsequently, more American
Muslims would have health insurance.

I Aconnection circle exercise involves small group work where participants write out variables of interest based on the problem statement around a circle.
Arrows are drawn between variables that might affect each other and a plus or minus sign is used to specify the type of relationship between variables.
See Figure 2 caption for more details about the types of relationships. Multiple connection circles can be drawn to capture different components of a
system. Ultimately, connection circles are combined together to develop a more comprehensive causal loop diagram (see Fig. 2), which is a combined

version of multiple connection circles.
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FIGURE 2 Causal loop diagram showing the three different types of
factors related to the problem statement.

This diagram was developed, validated, and approved by workshop participants. The convention of writing factors in angle brackets (< >) means that those
factors also appear elsewhere in the diagram. This convention helps to simplify the visual presentation of the diagram. Names of loops are shown in white
circles. Not all feedback loops are shown in this diagram. See Tables S10-S17 for a complete list of feedback loops. The red arrows denote an effect in the
opposite direction (e.g., if X increases, then Y decreases), and green arrows denote an effect in the same direction (e.g., if X increases, then Y increases).
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The causal loop diagram was used to identify multiple feedback
loops, and each feedback loop was named by workshop partic-
ipants. Workshop participants also linked policies to feedback
loops. This was an important linkage because it helps key
stakeholders identify how they might slow or break down a
feedback loop that leads to negative outcomes (e.g., in the
employment-based health insurance loop example, rising unem-
ployment rates would negatively affect the number of people
insured through an employer). Table 1 provides examples of

two feedback loops and related policies, key stakeholders, and
existing programs/initiatives. Tables S10-S17 provide similar
information for all the feedback loops identified in the workshops.

The information in Tables $10-S17 simplifies the complexity of
the causal loop diagram (Fig. 2) into meaningful and easy-to-un-
derstand language for key stakeholders. One way to understand
the information in Table 1, and similarly the more complete
version in Tables S10-S17, is as follows.
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1.

Imagine a regional food bank in Southeast Michigan was
interested in the policy topic of food insecurity.

A community-based organization serving American
Muslims who are food insecure (second column in Table
1) might use the information in Table 1 to point to spe-
cific policies (third column in Table 1), such as ensuring
there’s at least one grocery store in each neighborhood,
offering free/reduced-price meals in schools, or offering
free food delivery to food insecure patients. The orga-
nization might then submit a grant application to the
food bank for a pilot project through one or more rele-
vant current programs (fourth column in Table 1), such

i ! _In%ghTsﬁan%LWiorksh%pslw
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as the Detroit Economic Growth Corporation’s Green
Grocer Project or the Michigan Department of Health
and Human Services’ Food Delivery Service Program.

As part of their grant application, the community-based
organization could point to the importance of access
to healthy, nutritious, and affordable food to staying
healthy and increasing the average household income,
which is captured in the household income and insur-
ance status feedback loop (shown on center left side

of Fig. 2).
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TABLE 1 Examples of two feedback loops with associated policies
and programs that might affect the relationships in the loop.

The full set of feedback loops can be found in Tables $10-S17 with additional information on key stakeholders and visual repre-
sentations of each feedback loop (see Appendix Ill in Supplementary Materials).

Name of the

Feedback Loop

Policy topics

Specific policies

Examples of relevant current
programs and initiatives

Household
Income and
Insurance
Status

Stigma and
Cultural
Competency
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Policies to make
healthcare
accessible for
new immigrants
Health literacy
and school-
based health
care

Free healthcare
and prescription
drugs

Food insecurity

Stigma
reduction,
health
education/
literacy and best
practices
Accessible
healthcare with
wrap-around
services
Policies to make
healthcare
accessible for
new immigrants
Health literacy
and school-
based health
care

Mental health literacy in K-12
schools

Mandated health classes in
schools

Collaboration/engagement
between schools and health
systems

Increased literacy in K-12 schools
Increased access to literacy

Free healthcare for K-12 students
Lower cost of prescription drugs
Free healthcare for all

Enable immigrants to obtain
Medicaid regardless of immigration
status

Enforce charity care policies among
all hospitals and expand to new
immigrants

Ensure at least one grocery store in
each neighborhood
Free/reduced-price meals in
schools

Free food delivery to food insecure
patients

Mental health literacy in K-12
schools

Social work case management
24/7 assistance

Cultural competency trainings
Health fairs at Muslim community
centers

Health-centered talks at the masjid
that remove stigma from topics
such as opioid disorders
Encourage health workers to share
recommendations for care derived
from success treating patients in
Southeast Michigan

Require health systems to provide
translation
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Michigan Model for Health™
School Health Education

Curriculum Healthy Schools
Program

Comprehensive Literacy State
Development Grant

Bill Aimed at Lowering Prescription
Drug Costs

Emergency Medicaid

ACCESS Community Health and
Research Center

Hospital Charity Care Programs
Oakland County Health Division

Detroit Economic Growth
Corporation (DEGC) - Green Grocer
Project

Michigan Department of Health
and Human Services - Food
Delivery Service Program

Michigan Model for Health™

Detroit Wayne Integrated Health
Network (DWIHN) Crisis Services

ACCESS Behavioral Health Program
MPHI Cultural Competence Training

Cultural Competency Training for
Healthcare Providers

ACCESS Health Fairs

Islamic Center of America Health
Fair

Muslim Mental Health Conference
Project Hope (ACCESS)

Healthy Dearborn Coalition
Language Access Program (LAP)
Beaumont Health Translation
Services
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Three Key Insights

Several insights emerged from reviewing the feedback loops
and associated policies in Tables $10-S17 and Figure 2.

First, there were three main categories of feedback loops: social
determinants of health, racism and discrimination, and public
health prevention and healthcare systems factors. These three
types of feedback loops were different yet similar. They were
distinct in the sense that different sets of key stakeholders
might be interested in addressing them. For example, food
banks, community-based organizations, and social service
agencies would be more likely to address the social determi-
nants of health and work with local mosques and Islamic centers
than healthcare systems that

lack the resources to address ' d

social determinants of health.
The types of feedback loops
were similar in the sense that
there was overlap in policies
(e.g., access to healthcare and
health literacy) and relevant
current programs and initia-
tives (e.g., Michigan Model for
Health and ACCESS) needed
to break the cycle of negative
outcomes due to feedback
loops. The key takeaway from
this insight is that there are
multiple pathways to address
an outcome or variable of
interest to American Muslim
communities and key stake-
holders in the health and
healthcare system. The challenge is to identify those outcomes
or variables of mutual interest and use the information in Tables
$10-S17 and Figure 2 to develop a shared understanding of
which pathway to follow (i.e., which feedback loop to focus on).
Once this shared understanding exists by clearly identifying
the feedback loop(s) of interest, then it might be possible to
identify existing programs and initiatives or develop new ones
to collaboratively address the outcomes of mutual interest. This
is one example of how a system approach might help American
Muslim communities address big, complex challenges.

Second, the variable “trust in health care professionals” was
the only common variable across the three types of feedback
loops. This is not surprising and has been found in several other
studies focusing on American Muslims, ?* the general public, #2

and minoritized populations. > Among American Muslims, the
diversity of their backgrounds and experiences with discrimina-
tion due to race, ethnicity, religious practice and clothing, gender,
sex, legal status, and socioeconomic status also plays a role
when it comes to trust in health care professionals.

The central importance of trust in health care professionals
provides an important insight from a systems perspective—it
is insufficient for key stakeholders to address only one type of
feedback loop. Instead, all feedback loops should be addressed
to the extent possible. This is best illustrated by imagining a
tricycle. The tricycle only moves forward as fast as it can when
all three wheels are rotating in
the same direction and at the
same time. If two wheels are
moving forward and the third
wheel is moving backward or
not moving at all, then there
might be some progress in
the right direction, but it is not
moving as quickly as it would if
the third wheel was also moving
in the forward direction.

Applying this analogy to the
three feedback loops (i.e., the
wheels), it is easier to see that
key stakeholders must address
all three types of feedback
loops: social determinants of
health AND racism and dis-
crimination AND public health
prevention and healthcare
systems factors. Addressing only the social determinants of
health, for example, will increase trust in health care profes-
sionals but not as much as when stakeholders also address
the other two types of feedback loops. While this is the ideal
scenario, the lived experience of communities is often not
ideal. Therefore, it is best for a community to address the three
types of feedback loops at the same time to whatever extent
possible based on their level of resources and capacity instead
of addressing only one type of feedback loop or addressing
the feedback loops in a sequence (e.g., first addressing social
determinants of health, second racism and discrimination, and
last public health prevention and healthcare factors).
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Lastly, we identified specific key stakeholders who might be able
to address the feedback loops in this study through specific
current policies or programs. Tables S10-S17 provide a com-
prehensive list of such policies and key stakeholders for each of
the six feedback loops that were identified by workshop partici-
pants. The format of this information provides a customized way
to share research findings back with the community and makes
it easy for them to access the research and advocate to key
stakeholders in a sustainable and practical manner. There are
several ways different key stakeholders may use the information
in Tables S10-S17 to be empowered as a Muslim community
in Southeast Michigan with sustainable and practical tools to
advocate for solutions to healthcare access.

* Key stakeholders can identify themselves on the table
and better understand their specific role within the larger
system to improve access to healthcare.

* Key stakeholders can view the larger system within which
they must work and collaborate with other key stakehold-
ers who they may not have traditionally collaborated with

EEeEC:
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* Community leaders and health care access advocates
can identify which key stakeholders are not doing anything
yet to address accessibility issues experienced by Muslim
communities. This might spur such stakeholders to proac-
tively take action when they see how the larger system is
connected and exactly how their contributions might make
a difference in the larger system.

* Policymakers can view the different feedback loops that
are affected by current policies, programs, and initiatives
and might consider increasing funding or innovative ways
to implement those policies and programs within Southeast
Michigan Muslim communities through partnerships with
key stakeholders who have high levels of power and interest
in addressing healthcare access (Fig. 1).

These benefits would not be possible without explicitly linking key
stakeholders (and their level of power and interest), feedback
loops, and current programs and initiatives together through
the CBSD approach and building trust with the community that
might benefit the most from using this information in practice.
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In addition to the GMB workshops, the insights from interviews
with leaders in government and community health added import-
ant nuance and additional insights apart from what was learned
from the workshop participants. Furthermore, the interviewees
validated the workshop outputs, which was reassuring given
the smaller than intended sample size of the GMB workshops.
The following quotes capture their excitement for the project.

“Wonderful—[a] generational loop that
needs to be broken such as stigma, so
excited for this effort.”

—Quote from an interviewee

“Impressed with the scope—detailed, broad
range of policy outcomes, rooted in com-
munity, built on the experiences of people.
Intrigued.”

—Quote from an interviewee

Interviewees identified some important key stakeholders such
as ACCESS, Dearborn Department of Public Health, founda-
tions and funders (e.g., Kresge Foundation, Ford Foundation),
American Moslem Society (in Dearborn, Ml), and Wayne Regional
Educational Service Agency. Interviewees also identified several
additional policy categories and specific policies including the
following:

* Health diplomacy, which is the use of communication
methods and tools to effectively provide health education
to hard-to-reach populations who often have a mistrust of
health and health care professionals

* Addressing misinformation about eligibility and availability
of health care services (e.g., relatives and friends sharing
incorrect information)

* Building capacity of refugee resettlement agencies in antic-
ipation of new individuals arriving due to global conflicts

* Digital literacy, a type of education and training on the use
of digital tools such as computers, laptops, social media,
and web browsers

® Preventive care education, which is education on what
individuals at risk of negative health outcomes might do
to prevent them from occurring (e.g., regular exercise and
a healthy diet to prevent diabetes)

Two specific ways that the leaders and senior staff who we
interviewed said they might be able to use the information
from the workshop outputs were 1) identifying gaps within
their organizations using the feedback loops and the causal
loop diagram and 2) customizing public health programming
for Muslim populations.

These interviews added nuance to the insights from the
workshop. The suggestion of health diplomacy as a policy option,
while similar, was distinct from the suggestion by workshop
participants for health literacy as a policy option. While health
diplomacy and health literacy fall under health communica-
tion, who practices them and in what setting is nuanced and
important to highlight for American Muslims. Health diplomacy
has to do with how, who, when, and what health information,
programs, and policies are communicated to the public; health
literacy focuses more so on the comprehension of the audience
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receiving the health information. Based on the feedback from
the interviewees, health diplomacy seems to be more import-
ant for leaders in public health and healthcare, whereas
health literacy was important to care coordinators, commu-
nity managers, and community health workers. In Southeast
Michigan where American Muslims are in positions of public
health and healthcare leadership, a greater emphasis on health
diplomacy might be more important than in other parts of the
U.S. where American Muslims are not in such leadership posi-
tions. In this latter setting, health literacy would be the policy
option with the greatest impact compared to health diplomacy.

Another nuance, which was not surprising given that the inter-
viewees were public health leaders, was the identification of
public health and healthcare organizations. Casting a wider net
on the experience and level of organization where interviewees
were situated within an organization enabled the identification
of additional key stakeholders. These key stakeholders—such
as ACCESS, Dearborn Department of Public Health, and foun-
dations and funders—likely have high power and high interest
but are not necessarily connected to those with similar levels
of power and interest that were identified by workshop partic-
ipants. The nuance here is that sometimes even leaders in
public health, healthcare, mental health, and other spaces
might not be aware of connections to other organizations with
shared values and populations of interest. Not knowing which
programs and initiatives are available or being organized by
other organizations working within the same geographic region
is a common issue in multiple sectors. The workshop outputs
from this study might urgently help to address this issue by
linking programs and initiatives to specific policies, stakehold-
ers and feedback loops (Tables $10-S17). This would raise
greater awareness among more key stakeholders regarding how
best to leverage existing resources and programs to address
inequities in access to health care among American Muslims
in Southeast Michigan.
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Taking these insights together from workshop participants and
community leaders, we have the following recommendations
for American Muslim communities in Southeast Michigan, par-
ticularly Arab American and South Asian populations,™ as they
advocate for and seek to access, use, and receive high-quality
healthcare.

Recommendation #1: Design and implement new ways
to increase the ability of American Muslims to access,
afford, and trust the healthcare system. Stakeholders should
pursue this goal while supporting ongoing efforts that address
approachability (e.g., translation services), accommodation (e.g.,
halal status of food and medication), and appropriateness (e.g.,
care provided by a provider the same gender as the patient) of
health care services. For example, it is not simply the availability
of translation services but the ability of patients to engage with
the healthcare system through translators that should be the
priority of healthcare systems and translation service provid-
ers. Similarly, the ease and quality of communication between
healthcare office staff and patients is just as important as the
religious accommodations for Muslim patients (e.g., gender
concordant care).

__,'[__

Recommendation #2: Design and implement prevention
strategies that prioritize the demographics, immigration
experience, and socioeconomic makeup of neighborhoods.
Neighborhoods are geographic areas perceived by residents
who have a shared identity, rather than arbitrary administrative
boundaries (e.g., census tracts). We provide suggestions of
existing strategies that may be implemented to address specific
feedback loops (see Tables S10-S17).

Recommendation #3: Address hard-to-reach and minori-
tized populations. State and city health and human service
organizations (e.g., health departments, community action
agencies), community health centers (e.g., federally qualified
health centers, free clinics serving Muslims and other com-
munity groups), and community mental health agencies and
treatment providers should build on existing partnerships and
explore new opportunities that focus on innovative, diplomatic
approaches to addressing health literacy, health misinformation,
and health communication among hard-to-reach and minoritized
populations. This might be accomplished through strengthening
capacity to support health fairs, webinars, and educational
initiatives at mosques, cultural centers, and other centers of
community.

m Since the majority of those who were interviewed or participated in the workshops were of Arab or South Asian descent, these recommendations are
more likely to be relevant to these communities of American Muslims rather than the general American Muslim population in the study setting.
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Recommendation #4: Increase the number of Muslim
community health workers (CHWs)." Stakeholders can raise
awareness of educational pathways to public health and health-
care professions and build sustainable collaborations with
agencies who employ Muslim CHWs who are already serving
Southeast Michigan American Muslim communities. CHWs are
often trusted individuals within the communities they serve.

Recommendation #5: Holistically address social determi-
nants of health. Community-based organizations that assist
Muslim patients and clients with health-related social needs,
such as food insecurity, transportation, and rent assistance,
should partner with the regional initiatives (e.g., Community
Information Exchange,” Wayne County Community Action Agency)
to holistically address social determinants of health.

Recommendation #6: Build bridges with community organi-
zations, healthcare systems, and local governments. Local
Muslim religious centers and community-based organizations
should continue to build intentional bridges with public and
community health organizations, hospitals, community-based
organizations, and city/county governments that focus on social
determinants of health, access to care, and specific health
outcomes, such as mental health, maternal and child health,
chronic diseases, and elderly care.

n A community health worker is a frontline public health worker who is a trusted member and/or has an unusually close understanding of the community
served. This trusting relationship enables the worker to serve as a liaison between health and social services and the community to facilitate access
to services and improve the quality and cultural competence of service delivery. American Public Health Association, “Community Health Workers,”
accessed February 11, 2025, https://apha.org/apha-communities/member-sections/community-health-workers.

o “A Community Information Exchange (CIE) is a network of partners in the health and social services sectors who partner to better connect people with
services. CIEs use infrastructure that ensures partners can connect, improving our response time in connecting people to services and increasing our
understanding of community needs, resources and outcomes.” United Way Southeast Michigan, “Connect4CareTM CIE,” accessed February 11, 2025,
https://unitedwaysem.org/our-work/connect4care-a-southeastern-michigan-cie/.
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This community-engaged research study sought to empower While this study is an example of the saying “nothing for us,
by Muslims in Southeast Michigan with the knowledge and tools without us,” it is different from other studies involving Muslim
| to advocate for accessible, equitable, unbiased, and quality populations and focusing on health, healthcare, and social
health care in their communities. While it is too early to know if care. This study is set apart from others ?* in that while it uses e
1 this purpose has been achieved, advocates are more likely to best practices from community-based participatory research, =1 =
o T achieve their advocacy goals when their strategies, activities, it also incorporates a system dynamics approach that allows =] 7%
= | and content is informed by research. While reducing health dis- it to elucidate new insights and outputs that might be used by
parities through addressing access to health care is important the participating communities to advocate for their healthcare
to American Muslim communities, this study provides three needs. Some limitations of this study are limited engagement
specific ways they can make progress toward this goal. First, activities with Black American Muslims, lack of representation
communities can change their mindset from being reactionary to from social service agencies and patients in the workshops,
being proactive by using a systems approach to addressing big and limited engagement with non-English-speaking community
and complex challenges, such as access to healthcare. Second, members. Also, the study findings and recommendations are
community members who participated in ek
the workshops and interviews and those
reading this report can use specific topics
1 they are interested in to develop a plan
. ; for change using the information in this
‘; report. Lastly, the information in this
report is customized and easily accessi-
ble to American Muslim communities in
Southeast Michigan. While each of these
on their own will not close the gaps in
health outcomes and address inequities
in access to health care, this report offers
a starting point for interested and moti-
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| not generalizable to American Muslim communities in other
e U.S. states because of differences in demographic and socio- 0
economic composition, historical and lived experience, and the L
delivery of public health and health care services. Despite these
4= limitations, the potential opportunities offered by workshop T
outputs, such as a power vs. interest graph of key stakeholders e
Tl (Fig. 1), a causal loop diagram (Fig. 2), and a mapping of policy i
N options, feedback loops, and existing programs and initiatives
(Tables S10-S17), can serve multiple needs of communities,
including advocacy and a knowledge repository. These outputs
are not necessarily possible to generate in traditional communi-
ty-based participatory research methods. The recommendations
offered by this study address each of the categories of key
stakeholders and the key audiences for dissemination of the i 5
Group Model Building workshop findings as advocated for by L
the workshop participants. G

Al Systems are the sum of their parts. When no one sector or orga- Kl
nization can solve or address a complex community challenge, —_—
- systems-level innovations provide a way to bring together stake- -
holders from multiple sectors within the system. Systems-level
innovations often emerge among communities with the capacity
I and resources to design and implement innovations in commu-
nities. This report is a testament to the Southeast Michigan
community of American Muslims who have the capacity and
resources to systematically address barriers to healthcare. One
example of this is the recent opening of the first mental health
clinic inside an Islamic center/mosque in North America. ?° This
| historic event required the sustained efforts of many individuals |
Fl Al over several years who were using a systems-level approach ailvs
l without necessarily knowing the details of such an approach. t
| One can only imagine what innovations and impact a community
e may have if they purposefully used a systems-level approach
—— to address complex community challenges. A
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