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Hospitalized patients with coronavirus disease experience various psychological problems,
such as anxiety, depression, stress, and physical issues, which affect their mental health for
months after recovery. Muslims, including those in Iran, highly recognize religious—
spiritual interventions and integrate them into health care systems. Adhering to the
principles of prayer can benefit many patients in this situation. The present study utilized a
quasi-experimental design to examine the efficacy of Hazrat Zahra’s Noor Prayer in
reducing anxiety, stress, and depression, as well as improving physical symptoms among
patients hospitalized in Iran during the COVID-19 pandemic. The sample consisted of
87 patients who were selected using the convenience sampling method. They were then
randomly assigned to the experimental group (N = 41) and the control group (N = 46).
We evaluated the patients at various intervals, beginning from the day of their hospital
admission and continuing until the 30th day. The researchers utilized the Depression
Anxiety Stress Scale-21 to assess levels of anxiety, depression, and stress. Researchers
developed an inventory using a Likert scale to assess COVID-19 symptoms. This study
demonstrated the efficacy of the Noor Prayer in alleviating patients’ psychological distress,
including anxiety, depression, and stress. Furthermore, the findings indicated that the
practice of the Noor Prayer yields positive outcomes in mitigating fatigue and physical
impairment. Hence, the experimentally demonstrated efficacy of the prayer is a direct result
of persistent recital of the prayer and the resulting process of spiritual growth.
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The current COVID-19 pandemic has resulted
in a state of uncertainty and unpredictability for
everyone (Hart & Koenig, 2020). Furthermore, it
has notably impacted overall mental well-being
(Salari et al., 2020). The prevalence of psycho-
logical stress has escalated among individuals
due to lifestyle changes, worry regarding illness
and mortality, and various other psycho-
logical factors induced by the ongoing pandemic
(Bridgland et al., 2021). The elevated mortality
rate associated with COVID-19, extensive media
coverage, and preventive measures surrounding
COVID-19 have heightened the prevalence of
death anxiety (Menzies & Menzies, 2020).

Communities have witnessed the emergence of
psychological disorders like acute panic, anxiety,
obsessive—compulsive disorders, hoarding, para-
noia, depression, and long-term posttraumatic stress
disorder due to the impact of the COVID-19
pandemic (Dubey et al., 2020).

In a systematic review study, Wang et al.
(2020), which analyzed 68 research including
288,830 participants from 19 countries, found
that the prevalence of anxiety and depression
among the general population during the period
from December 2019 to July 2020 was around
33% and 30%. Approximately one in every three
persons suffers from depression and anxiety.
Salari et al. (2020) conducted a meta-analytic
study on the impact of the COVID-19 outbreak on
stress, anxiety, and depression. They found that
the stress rate was 29.6% based on areview of five
studies, the anxiety rate was 31.9% based on a
review of 17 studies, and the depression rate was
33.7% based on a review of 14 studies. These
findings were consistent with Wang et al. (2020).
Conducted a meta-analysis and found that
there was a 28% prevalence of anxiety, a 22%
prevalence of depression, and a 27% prevalence
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of stress. The age range of 21-40 years
experiences notably elevated levels of anxiety,
depression, and stress, primarily attributed to the
emergence of economic difficulties resulting from
possible COVID-19 infection (M. Z. Ahmed,
Ahmed, et al., 2020). Prioritizing staying at home,
minimizing social connections, experiencing feel-
ings of isolation, being confronted with the sudden
loss of loved ones, and consistently engaging in
preventive measures to maintain physical well-
being have a detrimental impact on mental health
(Sadri Damirchi et al., 2020).

The significant levels of stress that patients
with COVID-19 must endure during their illness
also jeopardize their psychological well-being.
The patient’s limited knowledge of the reper-
cussions of disease, isolation, and quarantine,
coupled with a feeling of powerlessness,
significantly impacts their mental well-being
and contributes to heightened levels of stress,
anxiety, depression, sleep disturbances, and
fear (Xiang et al., 2020). Research indicates that
individuals diagnosed with COVID-19 are
more likely to experience psychiatric illnesses
compared to the general population. These
disorders include depression, anxiety disorders,
acute stress disorder, posttraumatic stress
disorder, and insomnia (Kathirvel, 2020). The
psychological ramifications of this illness persist
in individuals for several months following its
onset (Dabrowska et al., 2021). A study
conducted in Wuhan, China, investigated in-
dividuals recovering from COVID-19. The
findings revealed that depressive symptoms
persisted in 23% of the participants for up
to 6 months following their recovery (Huang
et al., 2021).

Despite limited knowledge of the mental
health issues faced by individuals hospitalized
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with COVID-19 (Guck et al., 2021), research
has revealed a significant prevalence of several
psychological disorders among COVID-19
patients, including anxiety, stress, and depression
(Aroraetal., 2022; Deng et al., 2021). According
to a systematic review and meta-analysis of
studies on patients with severe acute respiratory
syndrome and Middle East respiratory syn-
drome, 33% of them have depression following
their hospitalization (H. Ahmed, Patel, et al.,
2020). Tenforde et al. (2020) found that nearly
70% of COVID-19 patients experienced addi-
tional health issues and difficulties after being
discharged from hospital. Individuals who have
recovered from COVID-19 often face persistent
medical complications even after being discharged
from health care facilities. These physical issues
also contribute to or worsen the psychological
difficulties resulting from the disease’s effects,
prolonged hospitalization, reliance on ventilators,
and quarantine circumstances. Empirical research
indicates that COVID-19 hospitalized individuals
experience a range of psychological issues follow-
ing hospital discharge. These include medical
trauma, acute stress, posttraumatic stress disorder,
cognitive impairments, fatigue, depression, social
stress, and anxiety related to readjustment (Guck
et al., 2021).

Psychologists emphasize the significance of
developing and implementing preventive models
and effective interventions to better address the
psychological issues arising from the COVID-19
crisis within communities. This involves addressing
the outbreak of psychological problems among
both hospitalized and discharged patients (Dubey
et al.,, 2020). It is crucial to recognize the
significance of religion as a fundamental aspect of
many individuals’ lives and a significant deter-
minant of their well-being (Lee & Newberg,
2005). Many patients express a desire to integrate
religious beliefs and practices into their health
care. According to Daaleman and Nease (1994),
75% of patients request that physicians incorpo-
rate spirituality into their treatment, while 50%
specifically encourage physicians to offer prayers
for their health.

In societies where the majority of individuals
hold a belief in God, patients experience a strong
inclination to employ religious and spiritual
interventions. For instance, in the United States,
where 90% of the population believes in God,
over 50% of individuals indicate a desire to
engage in discussing religious and spiritual topics

during treatment sessions (Rosmarin et al., 2015).
In Iran, over 99% of the population adheres to
the Islamic faith, affirming their belief in God
and the Prophet Muhammad (Fathi, 2016).
Therefore, given that the majority of the Iranian
population is Muslim, it is logical that health
programs could incorporate interventions that
are consistent with the religious and spiritual
values of the people.

Prayer and dialog with God are recognized as
prevalent complementary and alternative medicine
practices within the realm of religious—spiritual
activities (Yates et al., 2005). Prayer is utilized
as an adjunct therapeutic approach in medicine
and serves as a coping mechanism for individuals
facing various illnesses (Geisser et al., 1994).

In the United States, 62% of people use some
form of alternative medicine for treatment,
among which prayer for oneself (43%) and
prayer for others (24.4%) have the first two ranks
among the 10 alternative therapies. Also, being in
the prayer group (9.6%) is ranked fifth among
these therapies (Barnes et al., 2008).

Prayer for the preservation and recovery of
health is a prevalent practice in the prominent
religions of Islam, Christianity, and Judaism. It
is frequently employed as a means to promote
and improve one’s health (Masters & Spielmans,
2007). Several studies have examined the potential
of religion and spirituality to serve as a protective
factor against depression in individuals with
medical illnesses. For instance, Lucette et al.
(2016) investigated the impact of church atten-
dance, prayer, religious meaning, religious hope,
the general meaning of life, and their perception of
God in individuals with chronic disease. The
findings indicated that those with a chronic illness
experience a higher number of depressive
symptoms. In contrast, individuals who possess
spiritual and religious beliefs tend to exhibit a
lower prevalence of depressive symptoms
(Lucette et al., 2016). A study found that
religious activities have a contributing role
in reducing depression among Catholics and
Protestants (Miller et al., 1997). Religious
practices, including prayer, impact both physical
and psychological dimensions. Research has
indicated that engagement in religious practices
and adherence to religious beliefs have been
associated with decreased disease and death
rates (McCullough et al., 2000). The act of
prayer has been linked to various positive
effects, including decreased muscle tension,
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enhanced neuroimmunological and cardio-
vascular functioning, psychological relaxation,
a greater sense of purpose, improved coping
abilities, and reduced impairment (Rapp et al.,
2000). A study by Dehghani et al. (2012)
provided evidence supporting a negative corre-
lation between prayer and anxiety syndrome.

The Holy Quran (2016), the sacred scripture of
Muslims, emphasizes the significance of prayer,
the invocation of God, and the expression of one’s
dependence on Him. The Arabic term for prayer
is “Dua,” which is referenced in 182 verses of The
Holy Quran (2016). The term “Dua” in the
dictionary refers to actively searching for and
calling upon something with focused attention,
leading to a tendency toward it (Mostafavi, 1990).
However, not all instances of the word “Dua” in
the Quran pertain to prayer and the invocation of
God, as prayer can be directed toward various
subjects. Itis clear from the verses (e.g., verse 194
of Surah Al-A’raf and verse 73 of Surah Al-Haj)
that some of the requests that people may have
in the form of prayers can take the form of
polytheism. In Surah Al-Qasas 28:88, God
explicitly commands against worshipping any
deity other than Himself. The verses emphasize
the absolute oneness of God, leaving no room for
the existence of any other god. Furthermore, it is
stated that everything, except His pure essence,
is destined to perish. The sole authority and
sovereignty belong to Him, and ultimately, all
individuals will be brought back to Him.

In The Holy Quran (2016), In Surah Al-Ghafir
(Quran, 40:60), God has promised believers that
if they invoke Him, He will definitely respond to
them and grant them what they ask for. It is
important to note that this response may not
necessarily address the specific needs and inquiries
of the individual seeking guidance through prayer.
According to a narration, the Prophet Muhammad
stated that when a believer sincerely calls upon
God in prayer, without mentioning any wrong-
doing or sinful act, God responds by granting the
believer three blessings: immediate answer to
their prayer, preservation of the prayer for a later
time, or protection from any harm (Helli, 2003).

There is a documented collection of prayers in
the Islamic faith that are attributed to the Prophet
Muhammad and his Ahl al-Bayt. These prayers
are observed and recited by Muslims in various
circumstances. They can be classified into two
categories: (1) “Prayers to cultivate inner resilience
and foster a deep connection with the divine,” and
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(2) “Prayer as a means to seek solace and healing
during times of illness (Okhovvat, 2018).”

According to prayer enhances the ability of
hospitalized patients to cope with challenging
hospital environments that lead to stress, dis-
comfort, and disease exacerbation. In a study,
patients construed prayer as finding peace and
connecting with God. The patients held the belief
that their prayers were being heard and answered
by God, which resulted in an enhancement of
their resilience toward uncertain circumstances
and the possibility of death. Patients reported
experiencing a deep sense of calm through prayer
and the belief in God’s presence, which, in
turn, enhanced their sense of empowerment to
combat the illness. The study delineated three
distinct steps in attaining calmness in patients:
establishing and nurturing a connection with
God, fostering calmness by spiritual means, and
seeking divine presence during their hospital stay
(Hawley & Irurita, 1998).

This study aimed to assess the efficacy of
the “Noor Prayer” in reducing anxiety, stress,
depression, and illness symptoms among Muslim
patients with COVID-19 who were hospitalized
in Iran. Given Iran’s significant Muslim population
(98.5%, Statista Research Department, 2023) and
the perceived significance of religious—spiritual
interventions for individuals in this cultural context,
it was deemed essential to investigate the impact
of prayers on these patients.

Method

Participants and Procedure

This study used a quasi-experimental design,
with the samples being assigned randomly to
either experimental or control groups. The sample
comprised 87 Muslim patients of Iranian nationality
who were admitted with a confirmed diagnosis
of COVID-19. From August 2020 until the end of
January 2021, they were admitted to the wards of
Shohada Tajrish Hospital in Tehran for treatment
of COVID-19. Forty-one patients (23 males and
18 females) were assigned to the experimental
group, while 46 patients (23 females and 23 males)
were assigned to the control group. Patients were
recruited using the cluster randomization sampling
method and randomly assigned into two groups.
Out of the four wards for COVID-19 patients,
two were allocated to patients in the experimental
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group, and the remaining two were allocated to
the control group. Initially, the experimental
group consisted of 46 participants. However,
five individuals were excluded from the group due
to inconsistent adherence to prayer and their
decision to stop praying in the days leading up to
their discharge. The inclusion criteria included the
following: (a) a confirmed positive polymerase
chain reaction test for COVID-19, (b) diagnosis of
the COVID-19 virus by an infectious disease
specialist in the hospital ward following exami-
nation and lung scan, (c) professing the Islamic
faith, (d) proficiency in reciting Arabic prayers
from the text, (e) demonstrating attentiveness in
responding to the questionnaire, (f) willingness to
actively participate in the research, and (g) age
range of 18 years and older. The exclusion criteria
for both groups included severe psychiatric
disease as determined by the patients, examination,
or observations. Additionally, refusal to participate
in the continuous recitation of prayer for 14 days
was an exclusion criterion for the experimen-
tal group.

Procedure

The study involved daily hospital visits by two
researchers, who selected individuals from among
the patients recently diagnosed with COVID-19
and were admitted to the hospital after undergoing
a lung scan and other relevant testing.

Through a randomized selection process, two
wards were assigned to patients in the experi-
mental group, and two wards were assigned to
patients in the control group, all related to Corona
patients. Upon carefully examining the patient’s
records and conducting the preliminary inter-
view, we shared a clear outline of the evaluation’s
structure, methodology, and schedule with the
control and experimental groups. Subsequently,
researchers obtained their informed consent to
ensure their voluntary participation in the study.

Researchers instructed patients in the experi-
mental group to recite the text of Hazrat Zahra’s
prayer twice a day for 14 days from the onset of
their illness. The prayer, found on pages 104 and
110 of Sahifah Fatimiyeh (Kandi & Okhovvat,
2018), specifically focuses on the healing of the
disease. We also recommended carefully reflecting
on the meanings conveyed within the prayer.

The evaluators at the hospital carefully recorded
all demographic, clinical, and psychological
information on printed sheets and promptly

entered the data onto the hosPital’s web platform
on the day of the evaluation.

We assessed symptoms of the COVID-19 virus
and recorded them on the first, third, seventh, 14th,
and 30th days (follow-up). Also, we conducted a
comprehensive assessment of patients’ anxiety,
stress, and depression symptoms on the first,
seventh, 14th, and 30th days as part of the follow-
up process. The assessments were not directly
associated with the patient’s day of discharge.
These assessments were carried out either during
the patient’s hospital stay or after discharge and
were done via telephone for all patients. After the
patient’s discharge, assessing certain symptoms,
including oxygen levels, was not feasible. The
evaluators thoroughly reviewed and recorded the
prayer recitation through telephone conversations
with the patient or their companion at the end of
each day.

Instruments

A Researcher-Made Report Inventory

The inventory was developed by taking into
account the most common symptoms of COVID-19
during the peak period of the study. Researchers
developed the inventory in collaboration with
health care experts from hospitals. The inventory
encompassed three distinct categories of variables.
This form is completed and documented by the
evaluators who are present at the hospital. The
completion process involves gathering informa-
tion from the patient, the ward specialist, and the
head nurse and referring to the patient’s file. The
components covered in the inventory are as
follows: (a) demographic characteristics, which
include gender, age, education, and marital status;
(b) the clinical data pertaining to the patient, which
covers various aspects such as test results, lung
scans, duration of hospitalization, transfer to the
intensive care unit, mortality rate, and any
preexisting medical conditions like hypertension,
cardiovascular disease, diabetes, and liver disease;
and (c) the common symptoms associated with

! Interventions and patient recruitment commenced in the
inpatient wards. However, due to the study being conducted
during a peak period of the Corona virus, patients had to
endure a waiting period of 1 to 3 days in the emergency room
before beds became available. Hence, utilizing the patients’
records, the cumulative duration of hospitalization in both
the emergency room and the ward has been computed and
documented.
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COVID-19, which include shortness of breath,
cough, fatigue, body temperature, chest pain, body
ache, and oxygen saturation levels. The intensity
of these symptoms and the use of auxiliary oxygen
were evaluated using a Likert scale.

Depression Anxiety Stress Scale-21

Depression Anxiety Stress Scale-21 (DASS-21;
Lovibond & Lovibond, 1995) is a widely used
scale employed in health care settings to assess the
severity of depression, stress, and anxiety experi-
enced by patients. DASS-21 is a shorter form of the
DASS-42 questionnaire. Items 2, 4, 7, 9, 15, 19,
and 20 measure anxiety; items 1, 6, 8, 11, 12, 14,
and 18 measure stress. Items 3, 5, 10, 13, 16, and
17 measure depression. The questionnaire’s
validity and reliability were first assessed in a
large sample by Lovibond and Lovibond (1995).
For the depression subscale, a score less than 9 is
considered a normal condition, a score of 10-13
indicates mild depression, a score of 14-20
indicates moderate depression, a score of 21-27
denotes severe depression, and a score of more than
28 indicates extremely severe depression. On the
anxiety subscale, scores less than 7 are considered
within the normal range, scores of 8-9 indicate
mild anxiety, scores of 10-14 indicate moderate
anxiety, scores of 15—19 indicate severe anxiety,
and scores above 20 indicate highly severe anxiety.
The stress subscale scores can be interpreted as
follows: scores below 14 suggest a normal status,
scores between 15 and 18 indicate mild stress,
scores between 19 and 25 indicate moderate
stress, scores between 26 and 36 indicate severe
stress, and scores over 36 indicate highly
severe stress. Sahebi et al. (2005) evaluated the
validity and reliability of the scale in the Iranian
population.

Data Analysis

The statistical tests used for nominal variables
were Fisher’s exact and chi-square tests (Cochran,
1954). The Mann—Whitney U, a nonparametric
statistical test, was used to analyze the numerical
data, including levels of anxiety, stress, and
depression that did not conform to a normal
distribution. In order to classify patients as either
ill or healthy and group them based on the
subscales of the DASS questionnaire, statistical
methods such as the chi-square test and logistic
regression were employed to compare the two

groups. Furthermore, we used the Kalmogorov—
Smirnov test to evaluate the normality of the data.
Analyses were conducted using the Statistical
Package for the Social Sciences-23, employing
logistic regression to thoroughly examine and
control confounding variables. The significance
level was set at a p value of less than .05.

Research Ethics

The research has received approval from the
Vice President for Research and Technology
Committee of Shahid Beheshti University of
Medical Sciences, with the assigned code
of ethics IR.SBMU.RETECH.REC.1399.141.
Before participating in the study, all individuals
involved were fully informed about the nature of
the research project and provided their informed
consent to be included as participants. Researchers
explained the study process thoroughly to the
individuals, and they were provided with regular
updates regarding evaluation intervals. We assured
participants that their personal information would
be strictly confidential. Additionally, we informed
them that the study findings would be published
anonymously.

Results

Table 1 displays the demographic characteristics
of patients as well as information on the presence of
underlying disorders, such as hypertension, cardio-
vascular disease, diabetes, respiratory-pulmonary
disease, and liver disease, in both groups.

Out of the 87 individuals in the sample,
41 individuals (23 males and 18 females) were
assigned to the experimental group, whereas
46 individuals (23 males and 23 females) were
assigned to the control group (p =.57). The mean
age of the experimental group was 49.43 (SD =
11.96), and the mean age of the control group was
48.89 (SD = 12.07) (p = .75). There was no
significant difference in the duration of symptoms
between the experimental (9.59) and control
(9.48) groups (p = .90).

In terms of marital status, 12.2% of the
experimental group and 6.5% of the control group
were unmarried, while 85.4% of the experimental
group and 84.8% of the control group were
married. Additionally, 2.4% of the experimental
group and 8.7% of the control group were divorced
(p = .36). In addition, in the experimental group,
34.1% of individuals had an education level below
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Table 1
Demographic Characteristics of the Sample (N = 87)
. . Group
Baseline characteristic
of variable Intervention Control P
Age 49.43 (SD = 11.96) 48.89 (SD = 12.07) 5
Onset of symptoms 9.59 (SD = 3.95) 9.48 (SD = 3.91) .90
Gender
Male (%) 23 (56.1) 23 (50) .57
Female (%) 18 (43.9) 23 (50)
Marital status
Unmarried (%) 5(12.2) 3(6.5) .36
Married (%) 35 (85.4) 39 (84.8)
Divorced (%) 124 4 (8.7)
Education
Under-diploma (%) 14 (34.1) 16 (34.8) .90
Diploma (%) 16 (39) 16 (34.8)
Bachelor and above (%) 11 (26.8) 14 (30.4)
Blood pressure
No (%) 36 (90) 35 (76.1) .09
Yes (%) 4 (10) 11 (23.9)
Other heart disorders
No (%) 37 (92.5) 44 (95.7) .66
Yes (%) 3(7.5) 2 (4.3)
Diabetes
No (%) 32 (80) 41 (89.1) 24
Yes (%) 8 (20) 5(10.9)
Respiratory lung diseases
No (%) 36 (90) 42 91.3) .99
Yes (%) 4 (10) 4 (8.7)
Liver disease
No (%) 38 (95) 45 (97.8) .59
Yes (%) 2 (5) 12.2)

a diploma and were illiterate, 39% had a diploma,
and 26.8% had a bachelor’s degree or higher. In
the control group, 34.8% had an education level
below a diploma and were illiterate, 34.8% had
a diploma, and 34% had a bachelor’s degree or
higher (p = .90). In terms of underlying diseases,
hypertension was present in 10% of the experi-
mental group and 23.9% of the control group (p =
.09). Additionally, 20% of the experimental group
and 10% of the control group had diabetes (p =
.24), and 7.5% of the experimental group and 4.3%
of the control group had additional heart issues
(p = .66). Furthermore, pulmonary-respiratory
disorders affected 10% of the intervention group
and 8.7% of the control group (p =.99), while liver
disease affected 5% of the intervention group and
2.2% of the control group (p = .59). The p value
index showed no statistically significant difference
between the two groups regarding age, gender,
marital status, level of education, and underlying
diseases. The two groups were homogenized as a

result of the random assignment process. Table 2
shows the hospitalization stay and mortality rates
in the two groups.

The difference in the duration of hospitalization
in the ward between the experimental group (7.38
days) and the control group (7.95 days) was not
statistically significant. There was no statistically
significant difference in the average duration of
hospitalization in the ward and hospitalization in
the emergency department between the experi-
mental group (8.49 days) and the control group
(9.30 days). The mortality rate during hospitali-
zation was consistent, with two individuals in
both groups (p = .99).

Tables 3—10 present the observed changes in
common symptoms of COVID-19 disease for
both groups on the first, third, seventh, 14th, and
30th days of the illness. Based on the findings of
the Fisher, chi-square, and Mann—Whitney tests,
a significant difference was observed between
the experimental group (prayer intervention) and
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Table 2

Clinical Outcomes in Intervention and Control Groups

Group
Death and hospitalization Intervention Control )4
Patients hospitalized in the inpatient ward M =17.38 M =17.95 46
SD = 3.11 SD = 4.26
Total hospitalization (inpatient ward and emergency ward) M =8.49 M =9.30 .50
SD =3.34 SD = 4.54
Death or ICU
No death (%) 39 (95.1) 44 (95.7) .99
Death (%) 2 (4.9) 2(43)
Note. 1ICU = intensive care unit.

the control group regarding fatigue and weakness
related to the disease symptoms. Specifically, this
difference was statistically significant on the third
day (p = .04) and 30th day (p = .04).

During the initial day of hospitalization, it was
observed that 29.3% of patients in the experimental
group and 32.6% of patients in the control group
did not exhibit any signs of fatigue. Additionally,
34.1% of patients in the experimental group and

Table 3
Shortness of Breath in Intervention and Control
Groups

34.8% of patients in the control group displayed
low levels of fatigue. Moderate fatigue was
observed in 14.1% of patients in the experimental
group and 12.2% of patients in the control group.
Furthermore, 22% of patients in the experimental
group experienced severe fatigue and 30.4% of
patients in the control group. On the third day, the
difference between the fatigue intensity in the
two groups was significant (p < .05). The fatigue

Table 4
Cough in Intervention and Control Groups

Shortness of Group

Group

breath Intervention (%) Control (%) P Cough Intervention (%) Control (%) P
Day 1 Day 1
No 6 (14.6) 6 (13) .63 No 11 (26.8) 9 (19.6) 47
Mild 9 (22) 14 (30.4) Mild 13 31.7) 20 (43.5)
Moderate 18 (43.9) 21 (45.7) Moderate 12 (29.3) 9 (19.6)
Severe 8 (19.5) 5(10.9) Severe 5(12.2) 8 (17.4)
Day 3 Day 3
No 11 (27.5) 8 (18.2) a7 No 12 (30) 14 (31.8) .50
Mild 14 (35) 16 (36.4) Mild 20 (50) 16 (36.4)
Moderate 11 (27.5) 15 (34.1) Moderate 3(7.5) 7 (15.9)
Severe 4 (10) 5(11) Severe 5 (12.5) 7 (15.9)
Day 7 Day 7
No 15 (42.9) 12 (32.4) .26 No 13 (36.1) 15 (41.7) 97
Mild 12 (34.3) 21 (56.8) Mild 16 (44.4) 15 (41.7)
Moderate 5(14.3) 3 (8.1 Moderate 6 (16.7) 5(13.9)
Severe 3 (8.6) 127 Severe 1(2.8) 12.8)
Day 14 Day 14
No 11 (47.8) 12 (44.4) 17 No 11 (47.8) 13 (50) 71
Mild 6 (26.1) 11 (40.7) Mild 8 (34.8) 10 (38.5)
Moderate 6 (26.1) 2(7.4) Moderate 3(13) 1 (3.8)
Severe 0 (0) 2(74) Severe 14.3) 2(1.7)
Day 30 Day 30
No 14 (66.7) 15 (60) 48 No 17 (85) 15 (60) .30
Mild 2 (9.5) 6 (24) Mild 2 (10) 7 (28)
Moderate 5(23.8) 4 (16) Moderate 1(5) 2 (8)
Severe 0 0 Severe 0 (0) 1@
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Table 5
Weakness in Intervention and Control Groups
Group

Weakness Intervention (%) Control (%) P

Day 1
No 12 (29.3) 15 (32.6) .18
Mild 14 (34.1) 16 (34.8)
Moderate 6 (14.6) 122
Severe 9 (22) 14 (30.4)

Day 3
No 18 (45) 8 (18.2) .04*
Mild 13 (32.5) 19 (43.2)
Moderate 7 (13.5) 10 (22.7)
Severe 2(5) 7 (15.9)

Day 7
No 15 (41.7) 13 (35.1) .33
Mild 12 (33.3) 16 (43.2)
Moderate 2 (5.6) 5 (13.5)
Severe 7 (19.4) 3 (8.1)

Day 14
No 4 (17.4) 10 37) 46
Mild 14 (60.9) 11 (40.7)
Moderate 14.3) 2(7.4)
Severe 4 (17.4) 4 (14.8)

Day 30
No 14 (66.7) 14 (56) 04*
Mild 7 (33.3) 5 (20)
Moderate 0 0
Severe 0 6 (24)

*p < .05.

percentage among patients in the experimental
group increased to 45%, whereas the control group
experienced a significant decrease of 18.2% in
fatigue levels. The prevalence of mild to severe
fatigue has also shown a significant increase,
whereas this prevalence has exhibited a significant
decrease in the experimental group. On the 30th
day, there was a statistically significant difference
in fatigue and weakness between the experimental
and control groups (p < .05).

In relation to additional COVID-19 symptoms,
on the days of evaluation, no statistically significant
differences were identified between the experi-
mental and control groups in terms of chest pain,
body aches, respirators, shortness of breath, cough,
fever, or oxygen saturation level.

The chi-square test results revealed significant
differences in the final assessment intervals
between the two groups, indicating that prayer
intervention can effectively reduce depression,
anxiety, and stress in hospitalized patients
diagnosed with COVID-19 over time. Table 11
demonstrates that engaging in continuous prayer
for a duration of 14 days has had a significant

effect on decreasing depression levels in the
prayer group, compared to the control group, by
the 30th day. In terms of depression, the prayer
intervention yielded significant results on the
14th day (p = .07). Furthermore, on the 30th day,
the chi-square score reached statistical signifi-
cance with a p value of .04.

The results of the logistic regression test for
depression are presented in Table 12. Logistic
regression analyzes the difference between two
groups in the subsequent evaluation intervals
while considering both groups’ baseline scores
(day of hospitalization). According to the logistic
regression analysis findings, after controlling for
the first day of hospitalization, a statistically
significant difference was observed between the
prayer group and the control group in terms of the
depression variable on the 30th day of evaluation
(p = .04). The odds ratio, representing the
likelihood of disease occurrence in the interven-
tion group compared to the control group, was
determined to be 0.18 on the 30th day. A value of
less than 1 indicates that the likelihood of disease
in the intervention group is lower compared to

Table 6
Body Ache in Intervention and Control Groups
Group

Body ache Intervention (%) Control (%) P

Day 1
No 24 (58.5) 27 (58.7) 25
Mild 6 (14.6) 13 (28.3)
Moderate 7(17.1) 3 (6.5)
Severe 4 (9.8) 3 (6.5)

Day 3
No 28 (7.8) 33 (75) 25
Mild 6 (15.4) 7 (15.9)
Moderate 2 (5.1) 4 9.1
Severe 3(7.7) 0

Day 7
No 25 (71.4) 28 (75.7) 51
Mild 8 (22.9) 6 (16.2)
Moderate 2(5.7) 127
Severe 0 2(54)

Day 14
No 16 (69.6) 19 (70.4) .99
Mild 4(17.4) 4 (14.8)
Moderate 3(13) 3(11.1)
Severe 0 1@3.7

Day 30
No 18 (70.4) 18 (72) 24
Mild 2 (10) 4 (16)
Moderate 0 3(12)
Severe 0 0
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Table 7
Chest Pain in Intervention and Control Groups

Table 8
Fever in Intervention and Control Groups

Group Group
Chest pain Intervention (%) Control (%) P Fever Intervention (%) Control (%) P
Day 1 Day 1
No 24 (58.5) 28 (60.9) .96 No fever 27 (69.2) 25 (55.6) 17
Mild 5 (19.5) 9 (19.6) Under 38 11 (28.2) 20 (44.4)
Moderate 5(12.2) 6 (13) 38 and 39 1 (2.6) 0
Severe 4(9.8) 3 (6.5) Day 3
Day 3 No fever 24 (60) 29 (65.9) .50
No 29 (72.5) 30 (68.2) .62 Under 38 16 (40) 14 (31.8)
Mild 6 (15) 7 (15.9) 38 and 39 0 1(2.3)
Moderate 5 (12.5) 5(11.4) Day 7
Severe 0 2 (4.5) No fever 25 (71.4) 29 (78.4) .68
Day 7 Under 38 9 (25.7) 8 (21.6)
No 27 (75) 26 (70.3) 33 38 and 39 1(2.9) 0
Mild 7 (19.4) 10 (27) Day 14
Moderate 2 (5.6) 0 No fever 20 (95.2) 23 (85.2) .62
Severe 0 127 Under 38 0 2 (7.4)
Day 14 38 and 39 1 (4.8) 2 (7.4)
No 18 (81.8) 18 (69.2) .16 Day 30
Mild 1 (4.5) 6 (23.1) No fever 20 (100) 24 (100) .99
Moderate 3 (13.6) 2(1.7) Under 38 0 0
Severe 0 0 38 and 39 0 0
Day 30
No 18 (90) 18 (72) 40
ﬁﬂd 1G) 4.(16) patient anxiety (p = .008). Upon controlling for
oderate 1(5) 3(12) R .. .
Severe 0 0 the influence of the first day of hospitalization, the

the control group. These findings suggest that
reciting prayer has proven effective in mitigating
depression among patients.

The chi-square test results for the anxiety in the
two groups are presented in Table 13. The anxiety
scores of the prayer group exhibited a more
significant decrease from the first day to the
30th day compared to the control group. The
chi-square test was conducted to analyze the ratio
of individuals classified as healthy or anxious in
both groups. The results indicate that the prayer
intervention implemented in the experimental
group on the 30th day significantly reduced

Table 9
SPO?2 in Intervention and Control Groups
Group

SPO2 Intervention Control P
Day 1 9239 (SD =5.89) 9322 (SD =4.23) 57
Day 3 93.35(SD =4.04) 9333 (SD=431) .99
Day 7 93.58 (SD = 4.95) 93.81 (SD =3) .64
Day 14 94.67 (SD = 4.04) 945 (SD =2.08) .71
Note. SPO2 = saturation of peripheral oxygen.

logistic regression analysis revealed a statistically
significant difference in anxiety levels between
the intervention group and the control group (p =
.001). The odds ratio was calculated to be 0.08,
indicating the effectiveness of the intervention
(Table 14).

Table 10
Use of Oxygen Devices in Intervention and Control
Groups

Group
Oxygen
device Intervention (%) Control (%) P
Day 1
No 1(2.5) 0 46
Yes 39 (97.5) 46 (100)
Day 3
No 4 (10.8) 5(12.8) .99
Yes 33 (89.2) 34 (87.2)
Day 7
No 9 (27.3) 9 (26.5) 94
Yes 24 (72.7) 25 (73.5)
Day 14
No 12 (70.6) 11 (52.4) .62
Yes 5(29.4) 10 (47.6)
Day 30
No 17 (89.5) 14 (82.4) .54
Yes 2 (10.5) 3 (17.6)
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Table 11
Psychological Outcomes (Depression)

. Group
Depression
grade Intervention (%) Control (%) P
Day 1
Normal 29 (80.6) 29 (70.7) .32
Disease 7 (19.4) 12 (29.3)
Day 7
Normal 22 (88) 22 (78.6) .36
Disease 3(12) 6 (21.4)
Day 14
Normal 21 (95.5) 22 (78.6) .07
Disease 14.5) 6 (21.4)
Day 30
Normal 20 (95.2) 18 (75) 04*
Disease 14.8) 6 (25)
*p < .05.

Table 15 shows a consistent and significant
decrease in stress scores in the prayer group as
compared to the control group. The scores have
decreased from 11.46 on the first day to 3.8 on the
30th day. In contrast, the score for the control
group showed a smaller change, decreasing
from 14 on the first day to 9.76 on the 30th day.
The chi-square analysis revealed a significant
difference in scores between the two groups on the
14th and 30th days, indicating a transition from a
disordered condition to a normal state (p < .05).
After controlling for the first hospitalization
scores, the logistic regression analysis demon-
strates the statistically significant difference
between the two groups on the 14th day (p <
.001) and the 30th day (p < 0.05). Results indicate
that the intervention effectively reduced stress in
the intervention group (given thatacell in Table 15
displays a value of zero on the 30th day, exact

Table 12
Logistic Regression for Depression

logistic regression was employed to analyze the
discrepancy between the two groups while
considering the baseline scores). Table 15
indicates that on the 14th day, nine out of 28
individuals in the control group had severe stress,
but only two out of 22 individuals in the
experimental group experienced severe stress.
On the 30th, all 20 individuals in the intervention
group had normal levels of stress, whereas five
individuals in the control group displayed abnor-
mal levels. The logistic regression analysis
revealed significant differences between the
intervention and control groups on the 14th and
30th days, as indicated in Table 16. The control
group exhibited significantly higher levels of
stress compared to the experimental group on both
the 14th and 30th days.

Discussion

The findings of this study indicate that reciting
this prayer can be effective in the treatment of
physical and psychological distress over a 30-day
period. Regarding physical dimensions, reciting
prayers in the experimental group significantly
decreased weakness and fatigue. However, no
significant differences were observed between
the experimental and control groups in other
physical variables such as shortness of breath,
cough, fever, chest pain, body ache, oxygen
saturation level in the blood, and the use of
respirators during the evaluation period. The
average duration of hospitalization in both the
ward and emergency department was shorter for
the experimental group (8.49 days) than the control
group (9.30 days). However, the difference did
not reach statistical significance.

Logistic regression

Dependent variable

Independent variable

OR [95% CI] »

Depression score on Day 7

Group (intervention vs. control)

0.77 [0.09, 6.37] .81

Depression score on Day 1 21

Depression score on Day 14

Group (intervention vs. control)

0.26 [0.05, 1.35] 11

Depression score on Day 1 23

Depression score on Day 30

Group (intervention vs. control)

0.18 [0.03, 0.94] 04"

Depression score on Day 1 .05%

Note.
*p < .05.

OR = odds ratio; CI = confidence interval.
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Table 13
Psychological Outcomes (Anxiety)
Anxiety Group
level Intervention (%) Control (%) P

Day 1
Normal 23 (62.2) 24 (58.5) 74
Disease 14 (37.8) 17 (41.5)

Day 7
Normal 13 (52) 16 (57) 71
Disease 12 (48) 12 (42.9)

Day 14
Normal 14 (66.7) 13 (46.4) .16
Disease 7 (33.3) 15 (53.6)

Day 30 .
Normal 20 (95.2) 15 (62.5) .008**
Disease 1 (4.8) 9 (37.5)

p < 0L

The experimental group experiences a signifi-
cant reduction in stress levels on the 14th and
30th days due to prayer intervention. The impact
of this intervention has had a significantimpact on
both depression and anxiety after 30 days.
Regarding depression, a decline in the trend
began on the 14th day, and the p value shifted
toward a statistically significant level. The
anxiety levels in the prayer group exhibited a
more significant decrease compared to the control
group, indicating significant effects on the 30th
day (p = .008). The final evaluations demon-
strated a significant reduction in depression,
anxiety, and stress among hospitalized patients
diagnosed with COVID-19 as a result of the
prayer intervention. The findings indicate that
prayer has a more rapid effect on reducing stress
compared to anxiety and depression. Specifically,
the reduction in stress was statistically significant
by the 14th day, whereas the effects on depression
and anxiety were significant by the 30th day.

Table 14
Logistic Regression for Anxiety

A significant decrease trend in scores is obvious
from the qualitative assessment of the results
over time.

The postintervention phase in the present study
was 1 month after infection, revealing the delayed
effect of prayer on psychological variables.
Regarding physical aspects, such as the symptoms
of COVID-19, the lack of significance may be
attributed to the very short duration of the disease,
which prevented the intervention from demon-
strating its effect on these variables. Recent
research indicates that the mental and physical
issues associated with COVID-19 persist for
several months after recovery (Dabrowska et al.,
2021; Huangetal., 2021). Hence, if continued, the
delayed effect of prayer can be helpful for these
patients and help reduce post-COVID-19 psycho-
logical problems in discharged patients. Patients
with COVID-19 may experience a range of issues
after hospital discharge, including medical trauma,
acute and posttraumatic stress reactions, cognitive
impairments, depression, exhaustion, social
stress, readjustment difficulties, and anxiety.
These problems might exacerbate their suffering
and discomfort (e.g., Guck et al, 2021).
Moreover, around 70% of individuals experience
subsequent health complications and difficulties
after being discharged from the hospital follow-
ing treatment for COVID-19 (Tenforde et al.,
2020). Additionally, individuals who recover
from COVID-19 are more prone to developing
conditions like depression, anxiety, and insomnia
within 90 days of their initial diagnosis
(Yolken, 2021). Hence, adopting a more
extended perspective to devise efficacious
therapies for patients admitted to the hospital
with COVID-19 is imperative. In this study, the
experimental group engaged in prayer recitation
twice a day for 14 days.

Logistic regression

Dependent variable

Independent variable

OR [95% CI] p

Anxiety grade on Day 7
Anxiety grade on Day 14

Anxiety grade on Day 30

Group (intervention vs. control)
Anxiety grade on Day 1
Group (intervention vs. control)
Anxiety grade on Day 1
Group (intervention vs. control)
Anxiety grade on Day 1

2.5[0.46, 13.68] .29

.009**
0.30 [0.06, 1.55] 152

.0001**
0.08 [0.02, 0.37] 001%*

.005**

Note.
p < .01,

OR = odds ratio; CI = confidence interval.
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Table 15
Psychological Outcomes (Stress)
Stress Group
grade Intervention (%) Control (%) p
Day 1
Normal 28 (75.7) 28 (66.7) 46
Disease 9 (24.3) 14 (33.3)
Day 7
Normal 17 (70.8) 20 (71.4) .96
Disease 7 (29.2) 8 (28.6)
Day 14
Normal 20 (90.9) 19 (67.9) 05*
Disease 2.1 9 (32.1)
Day 30
Normal 20 (100%) 20 (80) 01*
Disease 0 (0) 5 (20)
*p < .05.

This study also validated the crucial premise of
prayer in Islam: the necessity of consistent and
persistent dedication to prayer (Okhovvat, 2018).
The findings indicated that prayer has a gradual
and delayed effect, becoming increasingly evident
over time. This finding is consistent with Lee and
Newberg (2005), highlighting the significance of
spiritual activities and their impact on individuals.
They suggest that some spiritual practices can have
immediate effects while others may have delayed
effects on those engaged in prayer. Research
focused solely on the outcomes and impacts of
religious practices in the short term did not yield
any meaningful results. Conversely, treatments
with a longer follow-up time bring challenges due
to intervening variables (Lee & Newberg, 2005).

Regularly engaging in prayer can significantly
contribute to one’s spiritual development and
subsequent progress. Research has shown that
prayer impacts health, mostly because of the
significant factor of spiritual growth (Poloma &

Table 16
Logistic Regression for Stress

Pendleton, 1991). Prayer, faith, and religious
coping correlated strongly with positive mental
health (Meisenhelder & Chandler, 2001; Poloma
& Pendleton, 1991).

Several studies have demonstrated the positive
effects of consistent prayer in reducing anxiety
and depression (e.g., Boelens et al., 2009, 2012;
Maltby et al., 1999). Praying in a hospital setting
can instill a sense of calmness in patients facing
medical problems amid uncertain circumstances
and the potentiality of mortality. The sufferers
find solace in knowing that God is present,
attentive, and responsive to their needs (Hawley
& Irurita, 1998). A randomized controlled trial
conducted by Boelens et al. (2009) investigated
the effect of direct contact person-to-person
prayer on depression, anxiety, positive emotions,
and salivary cortisol levels. The results indicate
that participants who received the prayer inter-
vention demonstrated a significant improvement
in their levels of anxiety and depression, as well
as increases of daily spiritual experiences and
optimism compared to controls. Also, research
shows that prayer as a coping action mediates
between religious beliefs and mental health, and
engaging in private prayer on a regular basis is
often linked to reduced levels of depression and
anxiety (Hollywell & Walker, 2009).

In general, religious—spiritual activities help
patients in medical wards recover more fully from
symptoms of depression. More religious pursuits
were associated with less depression in 68%
of studies (Koenig et al., 2012). According to a
study, 87 hospitalized patients in the United
States who had an internal religious orientation
recovered from depressive symptoms earlier
(Koenig et al., 1998). According to a different
randomized clinical trial study (Razali et al.,
1998), Muslims recovered from depression and

Logistic regression

Dependent variable

Independent variable

OR [95% CI] p

Stress grade on Day 7
Stress grade on Day 14

Stress grade on Day 30

Group (intervention vs. control)

Group (intervention vs. control)
Stress grade on Day 1
Group (intervention vs. control)

1.82[0.32, 10.41] 49

Stress grade on Day 1 15
0.08 [0.02, 0.35] 001%*
.0001**
0.11 [0, 0.73] .02*
.008%*

Stress grade on Day 1

Note.

*p < .05 *p< .0l

OR = odds ratio; CI = confidence interval.
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anxiety more quickly after receiving Islam-based
psychotherapy.

However, there are inconsistencies in studies
examining the impact of prayer on psychological
and physical dimensions, leading to contradictory
findings in this area (Garssen et al., 2016). To
thoroughly analyze these studies, it is imperative
to carefully consider the fundamental principles
of prayer from an Islamic perspective. Some
experts have derived the fundamental tenets of
prayer from Islamic texts, such as the Quran and
the Sunnah (Okhovvat, 2018). The first principle
states that the impact of prayer on health is
influenced by various factors, including the
individual’s religious affiliation, level of devo-
tion, personal circumstances, and the specific
content of their prayers (Okhovvat, 2018).
Unfortunately, many studies fail to account for
these variables, particularly the depth of an
individual’s faith, which can be challenging to
measure accurately. The second principle pertains
to the careful selection of research methods and
processes in certain studies, which can potentially
hinder the understanding of the underlying
mechanisms behind the effects of prayer.
Researchers place significant emphasis on experi-
mental studies that investigate the effects of
prayer. These studies involve the random assign-
ment of individuals into different groups. Itis also
recommended that generalizations of findings in
this particular field should be limited to the
same population. When conducting experimental
studies on prayer, it is crucial to carefully consider
culturally relevant variables among participants. It
is imperative to carefully consider and effectively
control for these moderating and confounding
variables. Factors such as “particular religions,”
“internal versus external religious orientation,”
and “spiritual maturity” have been found to
influence the outcomes of interventions (Masters
& Spielmans, 2007).

The variables such as “repetition of prayer,”
“prayer as a coping strategy,” and “content of
prayer” are associated with well-being and mental
health, as each has specific conditions that
contribute positively to mental well-being. For
instance, consider an individual who directs their
attention toward the challenging elements of an
occasion during their prayer. In this scenario,
individuals are likely to experience heightened
levels of fear and arousal compared to their usual
state. Additionally, individuals who typically
resort to prayer as a coping mechanism when they

feel frustrated with other sources are unlikely to
succeed with this strategy (Masters & Spielmans,
2007). “Attitude toward the experience of prayer”
is a significant factor in determining the impact
of prayer on psychological factors. When
individuals believe that only God possesses the
knowledge and ability to determine the optimal
timing and manner in which prayers are answered
and responded to, their self-assurance and overall
state of well-being reach their peak. However,
when individuals, during prayer, anticipate
an immediate response from God, their self-
confidence is at its lowest (Krause, 2003).
Prayer is also recognized as a coping mecha-
nism. Several studies examined the effects of
different coping styles in relation to health under
specific conditions. Several factors contribute to
the positive outcomes of prayer, including the
distinct nature of stressors and individuals’
ability to employ strategies (Spilka et al., 2003).
Factors such as the psychophysiological state
of individuals engaged in prayer, environmental
circumstances, levels of support, and the
specific nature of their beliefs can influence
the way people engage in prayer (Hawley &
Irurita, 1998). The level of religiosity also
influences individuals’ inclination to engage in
prayer and their commitment to its practice.
Studies show that religious and spiritual people
pray more, and being religious—spiritual is
less associated with depressive symptoms in
patients. Religion/spirituality factors can serve
as a protective factor against depression. This is
attributed to their ability to foster a sense of
meaning in life and instill hope (Lucette et al.,
2016). Researchers should fully recognize and
consider the influence of these factors on the
target variables of prayer in research studies. It
facilitates the convergence of the results from
these studies rather than generating mixed results.

Positive  cognitive aspects of religion—
spirituality (such as belief in a merciful, benevolent,
and munificent God) are associated with less
anxiety, and negative inner aspects of religion—
spirituality (such as belief in a punitive, unjust, or
malicious God) are associated with more anxiety
(Rosmarin & Koenig, 2020) and having a positive
and desirable image of God is associated with
fewer depression symptoms in primary care
patients (Levin, 2002).

The concept of religiosity—spirituality is
recognized as a complex and multifaceted
construct (Pargament & Lomax, 2013). Due
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to this characteristic, researchers observe vari-
ous outcomes in research on the influence of
religious—spiritual practices, such as prayer,
on health-related variables. In a majority of
studies (68%), a correlation was found between
increased engagement in religious activities
and a decrease in depression. However, it is
worth noting that certain studies did not find
any significant association between the two
variables (Koenig et al., 2012).

Poloma and Pendleton (1991) discussed the
complex relationship between the regularity of
prayer and its impact on health. They argued that
various important factors, such as the nature of
prayer, level of spiritual maturity, understanding
of prayer, and the specific form of prayer,
significantly impact its efficacy. They examined
the effects of various types of prayer, including
petitionary, colloquial, ritual, and meditative.
Researchers have discovered that the emotional
state of individuals during their interaction with
God, as well as the resulting sense of peace
experienced during prayer, can positively affect
overall well-being.

Prayer in Islam needs certain conditions to be
fulfilled to enhance its effectiveness in both an
individual’s physical and psychological aspects.
Repeating prayers, focusing on the prayer’s
concepts, the specific type of prayer used, and
its relevance to the individual’s circumstances,
adhering to prayer teachings, establishing a
strong connection with God, and avoiding sinful
actions are all elements that contribute to the
effectiveness of prayer (Helli, 2003). Prayer,
then, is a complex structure, and a comprehensive
understanding of prayer involves identifying the
factors that determine its impact on individuals
(Okhovvat, 2018).

In relation to the second principle of prayer,
McCullough (1995) asserted that the existing
body of theoretical and empirical research
examining the correlation between prayer and
health warrants a thorough examination. This is
due to the presence of studies with inadequate
methodology, leading to incongruous findings
when compared to the broader literature on the
topic (McCullough, 1995).

Extensive research has been conducted to
explore the important factors related to the effects
of prayer on health. These studies have employed
rigorous and robust methodologies and have
effectively controlled for or investigated multiple
relevant variables.

Limitations and Strengths of the Study

Current research has certain limitations. It
hasn’t been able to carefully consider some
elements, including the degree of religiosity,
faith, and the attitude toward prayer as a coping
mechanism. As a result, caution must be taken
when generalizing research findings. Another
limitation was the insufficient cooperation from
patients during their hospital stay and after
discharge, resulting in a decrease in response
rates during the evaluation periods. Consequently,
a substantial amount of time was dedicated to
collecting samples, resulting in a significant
expenditure of both financial and temporal
resources for the study’s authors. The difficulty
in reciting prayer on some days due to the
unfavorable condition of patients was also an
obstacle to a detailed study of the effects of
prayer on the factors. Furthermore, due to the
psychological state of hospitalized patients
requiring rest and their prolonged lack of
cooperation, it was not feasible to investigate
additional variables. This limitation arose
because the length of the evaluators’ inquiries
directly contributed to the patients’ noncooper-
ative behavior.

In light of the escalating prevalence of
psychological problems resulting from the
COVID-19 pandemic, it is imperative to employ
psychological interventions to enhance mental
well-being (Salari etal., 2020). There is a growing
emphasis among psychologists on incorporating
spirituality-based therapies into the psychother-
apy process for clients (e.g., Alton, 2020). When
designing treatments for COVID-19 patients, it
is important to take into account the religious
and cultural aspects within communities.
Based on the 2011 statistics, 99.38% of Iran’s
population identifies as Muslims (Fathi, 2016).
Implementing these interventions in the health
care system can greatly enhance the rehabilitation
and prevention of psychological issues in patients.
Al-Krenawi and Graham (2000) highlighted
the importance of considering Islam-associated
variables while working with Muslim clients.
Religious—cultural psychotherapy has the poten-
tial to expedite the recovery process for Muslims
who have been diagnosed with psychological
disorders. Health care professionals have the
potential to create a supportive environment
for patients to engage in prayer (Hawley &
Irurita, 1998).
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Appendix

The Text of Hazrat Zahra’s Noor Prayer (Kandi & Okhovvat, 2018)

The Noor Prayer (Translated)

In the name of the Divine who embodies
illumination. In the name of the divine power that
brings things into existence through its command. In
the name of the Divine, who sees through deceitful
appearances and uncovers the secrets hidden within.
In the name of the divine power that brought forth
illumination from within. In the name of the Divine,
who is revered for their benevolence. In the name of
the divine being who bestowed enlightenment
upon Mount Sinai, as recorded in a sacred text
authored for a wise and knowledgeable prophet.

The Noor Prayer (Original Text)
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