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Islam, medicine, and Arab-Muslim refugee health in America
after 9/11
Marcia C Inhorn, Gamal I Serour

Islam is the world’s second largest religion, representing nearly a quarter of the global population. Here, we assess how
Islam as a religious system shapes medical practice, and how Muslims view and experience medical care. Islam has
generally encouraged the use of science and biomedicine for the alleviation of suﬀering, with Islamic authorities having
a crucial supportive role. Muslim patients are encouraged to seek medical solutions to their health problems. For
example, Muslim couples who are infertile throughout the world are permitted to use assisted reproductive technologies.
We focus on the USA, assessing how Islamic attitudes toward medicine inﬂuence Muslims’ engagement with the US
health-care system. Nowadays, the Arab–Muslim population is one of the fastest growing ethnic-minority populations
in the USA. However, since Sept 11, 2001, Arab–Muslim patients—and particularly the growing Iraqi refugee
population—face huge challenges in seeking and receiving medical care, including care that is judged to be religiously
appropriate. We assess some of the barriers to care—ie, poverty, language, and discrimination. Arab–Muslim patients’
religious concerns also suggest the need for cultural competence and sensitivity on the part of health-care practitioners.
Here, we emphasise how Islamic conventions might aﬀect clinical care, and make recommendations to improve healthcare access and services for Arab–Muslim refugees and immigrants, and Muslim patients in general.

Introduction
Islam is the world’s second largest religion, with
1·57 billion followers (23% of the global population).1
50 countries have predominantly Muslim populations,
including the 22 nations representing the Middle East.1
However, 683 million Muslims live in Asia.1 For example,
Indonesia has 15·6% of the world’s Muslims, with large
populations also present in Malaysia, Pakistan,
Bangladesh, and India.1 80–90% of Muslims worldwide
belong to the Sunni branch of Islam.1 The Shia branch,
with its demographic epicentre in Iran, is estimated to
represent 10–20% of the world’s Muslim population.1
However, Shia Muslims from Iraq are disproportionately
represented among refugees from the Middle East who
have been entering the USA after Sept 11, 2001 (9/11).2
Here, we focus on two goals. First, we assess how Islam
as a religious system shapes medical practice, and how
Muslims in general view and experience their medical
care. The relation between Islam and medicine has been
described as intimate.3 Islam has generally encouraged
the use of science, medicine, and biotechnology as
solutions to human suﬀering.4 Thus, Muslims throughout
the world might be eager to make use of the latest medical
developments, and, in many cases, might prefer western
biomedicine to other forms of care.4–8 Furthermore,
Islamic religious authorities could play an important part
in encouraging technoscientiﬁc developments through
their fatwas (non-legally binding but authoritative Islamic
opinions, oﬀered by Islamic clerics who are judged to be
experts with respect to the Islamic scriptures and
jurisprudence9), which often condone new medical
advances, while placing limitations on some practices of
medicine.4,6 The use of assisted reproductive technologies
and the fatwas to regulate them provide a compelling
example of clerical support in medicine.4,6
Second, we look at the Muslim population in the USA,
speciﬁcally Arab refugees, and assess how Islamic
www.thelancet.com Vol 378 September 3, 2011

attitudes toward medicine aﬀect Muslims’ engagement
with the American health-care system. Since 9/11,
Arab–Muslim patients—and particularly the growing
Iraqi refugee population in the USA—encounter many
challenges in seeking and receiving medical care,
including care that is judged to be religiously appropriate.7
We assess some of the barriers to care—language,
economics, and discrimination. We also investigate how
Muslim patients’ religious concerns suggest the need for
religious sensitivity on the part of health-care practitioners. The table summarises the issues that might be
useful for non-Muslim physicians who treat Muslim
patients, including Arab-refugee populations.
The discussion presented here about Islam and medicine
is largely based on research undertaken by us since 1980 in
three Middle East countries (Egypt, Lebanon, United Arab
Emirates) with predominantly Muslim populations. The
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Search strategy and selection criteria
We included information from a range of scholarly sources,
including ten volumes about Islamic bioethics and ethics,
seven volumes about Muslim and Arab life in the USA, and a
clinically oriented collection about caring for Arab patients.
Additionally, we searched for, obtained, and reviewed reports
published in journals and online using PubMed, Medline, and
Google Advanced Scholar Search. Using the search terms
“Islam and medicine”, “Muslim health care”, “Muslim cultural
competency”, and “Arab American health,” we reviewed lists
with hundreds of reports. From these lists, we have selected
24 articles published after Sept 11, 2001, that are of direct
relevance to this Review. We restricted our search to papers
published in English. Additionally, we have reviewed several
online reports from governmental agencies, international
organisations, and major news media about Muslim
immigration and health.
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discussion about Arab–American Muslim-refugee health
is based on two qualitative studies of Arab–Americans in
Dearborn, MI, USA, undertaken by MCI during the period
after 9/11 (2003–05, 2007–08).7,10 In this report, we have
drawn extensively from our own research ﬁndings in terms
of Islam, bioethics, and biotechnologies in the Muslim
Middle East (including Iran),4,7,8,10–30 and Arab America.7,10
Although the focus of this report is on Arab–Muslim
populations in the Middle East and North America, we
intend for this report about Islam and medicine in the
post-9/11 era to have broader relevance.

Islam and medicine
Prophetic medicine to technoscientiﬁc revolution
According to Islam, God is believed to have created human
beings and given them their bodies as gifts to be cared for.31
Thus, keeping one’s own body in good health is important,
and individuals who are ill are expected to seek solutions to

restore their physical and mental wellbeing.32,33 The Islamic
scriptures, including the Quran and hadith (sayings and
deeds of the Prophet Muhammad, gathered after his
death), contain many verses pertaining to health and
healing.5,8,31 Taken together, these early Islamic health
prescriptions and injunctions were termed prophetic
medicine.3,8,13,31 For example, the importance of maintaining
a healthy lifestyle, which includes attending to personal
hygiene, maintaining the cleanliness of food, abstaining
from drinking alcohol, and resorting to prayer to promote
healing are emphasised in the Islamic scriptures.32–34
Furthermore, a hadith attributed to the Prophet
Muhammad states that for every disease there is a remedy.
Similarly, the Prophet enjoined believers to seek knowledge
“from the cradle to grave”.3 Thus, Muslims are encouraged
to seek knowledge about their aﬄictions, and to pursue
medical remedies administered by qualiﬁed healers.31
Although diseases and inﬁrmities that cannot be cured are

Recommendations
Health problems
Lack of adequate research into the health of Arab immigrants and Muslim populations in the USA

Need for more studies about many aspects of Arab-immigrant and Muslim health in the USA

Stress associated with acculturation, immigration, and discrimination leads to adverse
health outcomes

Need for comprehensive health services directed at new Arab immigrants

Self-rated health is fair or poor among Arab immigrants, especially monolingual Arabic speakers

Need for more qualitative and psychosocial research into health in the
Arab-immigrant community

Iraqi refugees are more likely than are other Arab immigrants to be diagnosed with posttraumatic stress disorder and physical complaints

Need for mental health services to address trauma among Arab refugees who have
experienced violent conﬂict

Poverty
Many Arab immigrants and refugees have a low socioeconomic status, existing below the US
poverty line

Need for English, educational, and employment training programmes for new
Arab immigrants

Resettlement of Iraqi refugee community in metropolitan Detroit, MI, USA, where autobased
economy is failing

Need for relocation of Iraqi refugees from Detroit to other American cities with existing
employment opportunities

Iraqi refugee unemployment rates are three times higher than are the national average

Need for microenterprise projects to employ unemployed Iraqi men and women

Iraqi refugee reliance on US welfare and disability systems

Need for targeted ﬁnancial assistance programmes in the Iraqi refugee community

Lack of health insurance
Arab immigrants are often not insured after initial months of refugee assistance

Need for longer periods of refugee health-care insurance coverage

Medical care paid out-of-pocket by Arab immigrants in low-pay employment, so most health care Need for Arab immigrants to join new national health-insurance system
is unaﬀordable
Reliance on charity for catastrophic coverage

Need for new charity programmes focusing on Arab-immigrant populations

Inability to return to war-torn countries to access aﬀordable medical care

Need for conﬂict resolution in the Middle East, so that immigrant populations can return to
home countries, if desired

Language barriers
Lack of English-language skills, especially among poorly educated immigrant women

Need for English-language training programmes designed for Arab immigrants, including
women-only classes

Lack of Arabic medical interpreters in health-care settings

Need for more Arabic-speaking physicians and medical interpreters in US health-care settings

Lack of health education materials in Arabic

Need for more Arabic-language health education materials in institutions serving
Arab-immigrant patients

Discrimination and distrust
Sept 11, 2001, created new barriers to care for Arab and Muslim populations

Need for health-care institutions to reach out to Arab-immigrant populations in the
community

Fears of poor treatment or threats of deportation when accessing public health-care facilities

Need for health-care providers to emphasise medical conﬁdentiality and trust-building with
Arab-immigrant patients

Arab–Muslim women harassed for wearing the hijab (head covering)

Need to treat female Muslim patients with respect, including their right to wear the hijab in
medical settings and appointments

Disrespectful treatment of Muslim patients by non-Muslim health-care providers

Need for cultural competency training among American physicians who serve
Arab-immigrant populations
(Continues on next page)
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Recommendations
(Continued from previous page)
Desire for Muslim physicians
Many Arab-immigrant patients desire an Arab–Muslim physician with a shared cultural and
religious background

Need for more Arab–American Muslims to become physicians, nurses, and ancillary
health-care personnel

Issues of concern to Muslim patients include dietary and treatment restrictions; fasting during
Ramadan; spiritual beliefs about God’s role in health; belief in the evil eye as cause of misfortune;
desire to undertake pilgrimage to Mecca, Saudi Arabia, before death; proper handling of the
Muslim corpse

Need for US health-care institutions to require cultural competency training programmes for
Muslim health and end-of-life care

Gender comportment in the clinical setting is important for pious Muslim patients; modesty in
terms of touch and gaze includes avoiding handshaking with the opposite sex

Physicians should place hand over heart as a sign of greeting with pious Muslim patients of
the opposite sex

Pious Muslim patients desire care from physicians of the same sex, especially in the specialties of
gynaecology, obstetrics, and urology

Need for women physicians and nurses to treat female Muslim patients, especially in the
settings of obstetrics and gynaecology

Interactions in medicine between the sexes must be included in cultural competency training
Clinical interactions between the sexes might be uncomfortable for pious Muslim patients,
including avoiding being in a room alone with a physician, making direct eye contact, answering
direct questions, being asked to undress for clinical examinations, being touched in clinical
examinations, being asked to wear revealing hospital gowns, or being asked to remove a headscarf
Desire of Muslim patients to seek the opinion of a religious authority before and during medical
treatment, including in written fatwas

Physicians need to respect Muslim patients’ consultations with clerics, including fatwa-based
permissions and restrictions on medical care

States with large Arab and Muslim populations (Michigan, California, New York, New Jersey, and
Florida) need health-care outreach to Arab–Muslim communities

Need to develop health-care programmes in partnership with local Islamic organisations
and clerics

Need for better health-care access among hard-to-reach and vulnerable Arab–Muslim immigrant
and refugee communities

Creation of health-care clinics aﬃliated with Islamic institutions (eg, local mosques)

Desire of Muslim patients to seek psychosocial support from imams about issues of stress and
discrimination after Sept 11, 2001

Need for more formal mental health training for Muslim clergy in the USA

Table: Issues, speciﬁc challenges, and recommendations for the health of Arab–Muslim immigrants

generally accepted as God’s will,5,33 Muslims are encouraged
to be agentive, or active seekers, when medical problems
can be solved.4 Medical advancements are seen as being
created by human scientists under God’s providence.
Physicians are seen as undertaking God’s handiwork.4
Because Islam encourages technoscientiﬁc curiosity,35
some of the wealthier regions of the Muslim world are
undergoing a veritable technoscientiﬁc revolution in
high-tech medicine.12,14 An example is Iran, home to a
third of the world’s Shia Muslim population.1 Iran has a
therapeutic stem cell industry,36 high rates of commercial
organ donation and transplantation,37 and one of the
most active sexual reassignment surgery specialties in
the world.38 It also has a thriving industry for assisted
reproductive technology, with more than 70 in-vitro
fertilisation clinics to help Muslim couples from home
and abroad who are infertile.39
Iran’s assisted reproductive technology revolution
provides an excellent example of the relation between
Islam and medicine.14 On the one hand, infertility is
explicitly mentioned in the Quran as a God-given
reproductive impairment. Thus, Muslims with intractable
forms of infertility are expected to accept their childlessness
with grace.8,11 On the other hand, the invention of assisted
reproductive technologies to overcome infertility is
considered God’s gift to infertile couples. God is seen as
having created assisted reproductive technologies to
overcome this reproductive aﬄiction.4 As a result, assisted
reproductive technologies are now found throughout the
Muslim world from Morocco to Malaysia.19 With the
exception of some resource-poor Muslim countries in
www.thelancet.com Vol 378 September 3, 2011

sub-Saharan Africa, nearly all other countries with
predominantly Muslim populations–eg, Mali, Kazakhstan,
and Bangladesh—have clinics providing assisted
reproductive technologies.19 Some Muslim countries have
many such clinics—eg, more than 110 in Turkey,40 more
than 50 in Egypt,19 and nearly 20 in Lebanon (with a
population of 4 million, Lebanon has the highest number
of such clinics per person in the world).6,12 The beginning
of a thriving assisted reproductive technology industry for
Muslims is also tied to Islam’s inherent pronatalism. The
Islamic scriptures encourage a multitude of Muslims.11
Hence, the use of biotechnologies to assist in the conception
of human life has an implicit appeal in the Muslim world.

Clerics, fatwas, and Islamic bioethics
Muslims do not agree on some common global norms or
best practices. Their responses to medical problems and
procedures, such as assisted reproductive technologies,
are mediated by a wide range of ever-changing local
circumstances and social forces.4 There is a great diversity
in the world’s Muslim population. In addition to sectarian
diﬀerences between Sunni and Shia Muslims, the
followers of Islam vary greatly in their religious piety.41,42
Some Muslims follow particular clerics, whereas others
consider their primary relationship to be with God. Some
Muslims know that they are breaking the rules, but hope
for God’s mercy and forgiveness. Others simply do not
care, having left the religion or associated themselves
with secular humanism, communism, atheism, or
science. Muslims do not follow a single path; this
diﬀerence is as true for the Muslim clerics who form
937
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their medical opinions as it is for the Muslim patients
who must make decisions about their medical care.12
Although some Muslim clerics have argued against the
use of medical technologies, such as abortion, vasectomy,
and organ donation,43–47 others have lent support to
medical interventions with much enthusiasm, frequently
justifying their decisions on the basis of prevention of
human suﬀering and ensuring family welfare.16 The role
of Islamic authorities in shaping Islamic bioethical
opinions has been very important.20–22,24–30,43–46,48–52
Such oﬃcial opinions generally come in the form of
fatwas, which can be privately issued by a Muslim
cleric—eg, in response to an individual’s speciﬁc medical
question. Fatwas can also be issued as public statements
(eg, in the media) by individual clerics, or by fatwa-issuing
councils of clerics within religious universities and
special institutions set up speciﬁcally for this purpose.20
In Egypt, for example, clerics at the ancient and renowned
religious institution Al Azhar University, Cairo, have
issued scores of decisive opinions about medically related
issues, including blood donation, kidney dialysis, organ
transplantation, family planning, and assisted reproductive technologies.24–30,47 Authoritative fatwa-granting
institutions are also present in other Muslim countries,
such as Saudi Arabia, Kuwait, and Malaysia.25
Nowadays, Muslim patients can access fatwas about
medical topics in many ways, including media channels,
printed collections written by clerics, and websites
maintained by oﬃces of some clerics.6,20 Additionally,
individuals can place direct queries to these oﬃces, either
in person or through telephone, fax, email, or internet. In
some cases, patients can meet directly with a cleric to
make a personal inquiry and receive an expert opinion.20
Fatwas about various medical topics have received
additional support from Islamic bioethical organisations.
In the Middle East, these are the Islamic Organisation for
Medical Sciences (IOMS) in Kuwait, Islamic Educational,
Scientiﬁc and Cultural Organisation (ISESCO) in Rabat,
Morocco, and International Islamic Centre for Population
Studies and Research at Al Azhar University in Cairo,
Egypt. IOMS regularly holds conferences to discuss and
debate issues about bioethical importance.27 ISESCO also
holds meetings and issues regular newsletters and reports
about various contemporary bioethical issues, such as
embryonic research.29 Organisations such as IOMS,
ISESCO, Al Azhar University, and the Islamic Fiqh
Council in Mecca, Saudi Arabia, have issued several
important bioethical declarations for Muslims.
Generally, Islamic authorities have accepted many new
forms of medical technologies, including those that are
life-supporting (eg, dialysis) and life-saving (eg, liver
transplantation).47,53,54 However, Islamic authorities have
also served as de-facto regulatory agents for the medical
system, often in the absence of eﬀective state medical
regulations.23 Although many forms of medicine have been
condoned as halal (religiously permitted) by Islamic
authorities, some medical practices have also been deemed
938

haram (religiously forbidden). For example, human
reproductive cloning—involving the creation of a
genetically identical copy of a human being—has been
strictly banned by the IOMS and Al Azhar University.55,56
Nonetheless, Muhammad Husayn Fadlallah, the deceased
Lebanese Shia cleric, deemed human reproductive cloning
halal for his followers.20
Such clerical diversity shows that Islam is not a
monolithic religion in terms of medicine. Assisted
reproductive technologies are again an example. Since the
1980s, in-vitro fertilisation has been widely accepted in the
Muslim countries, on the basis of a comprehensive fatwa
that was issued in March, 1980, by Shaykh Gad El Hak,
who was Egypt’s leading Islamic cleric at the time.57 In
most Muslim countries, in-vitro fertilisation is also
accompanied by embryo cryopreservation, which is
permitted for future cycles of in-vitro fertilisation.28
However, in Sunni Islam, religious authorities refuse any
form of third-party reproductive assistance, including
sperm, oocyte, and embryo donations, and surrogacy.4,6,12,16,21–30 Sunni religious authorities deem third-party
donation tantamount to adultery; they are also concerned
about incest among the oﬀspring of anonymous donors,
and fear the eﬀects of genealogical confusion on donor
children and their families.4,6,12 For these and other reasons,
third-party reproductive assistance is banned in Sunnidominant countries—a ban that has been in eﬀect for
25 years since the technologies were ﬁrst introduced in
Egypt, Saudi Arabia, and Jordan.58
However, Islam is not monolithic and Islamic religious
authorities are not in agreement about science, technology,
and medicine—eg, for assisted reproductive technologies,
huge diﬀerences have emerged in the fatwas being issued
by Sunni and Shia religious clerics during the past
decade.16 Since 1999, new fatwas from the Shia world have
allowed third-party donation as a solution to infertility and
childlessness.12,14–16,20 Thus, in the new millennium, donor
technologies and surrogacy have been used in Iran and
Lebanon,12,16,20 both with predominantly Shia populations.
They are the only two Muslim countries where third-party
donation is now practised. Such diﬀerences in Sunni and
Shia approaches to third-party donation have aﬀected the
moral decision making of Muslim couples who are
infertile in ways that are only beginning to be realised.16

Islam and medicine in post-9/11 America
Immigration of Muslims to the USA
For physicians who treat pious Muslim patients, understanding local moral worlds of Muslims seems imperative,59,60 especially in the USA where the immigration of
Muslims has been steadily rising since 1990 (except for a
small dip after 9/11).1,2,61 Although 50 000 Muslims were
granted permanent residency in the USA in 1992, the
number had increased to more than 115 000 by 2009.1 Now,
the total number of Muslims in the USA is anywhere from
2·6 million to 7·0 million.1,61,62 However, President Barack
Obama chose to emphasise the highest number during
www.thelancet.com Vol 378 September 3, 2011
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his 2009 New Beginning speech in Cairo, which was
directed at the Muslim community worldwide.63
According to a report,64 65% of American Muslims are
foreign born, and 35% are native born (20% are nativeborn African–Americans). A quarter of American
Muslims are immigrants from the Middle East, and other
immigrants include Pakistanis, Bangladeshis, and
Somalis.62 Most Arab–American Muslims are middleclass, having achieved higher education levels and earning
higher incomes than the national averages.64 They are
more likely to be urban (94%) and entrepreneurs and
business owners.65 Most of the 3·5 million Arabs in the
USA are thought to be Christian (in descending order,
Roman Catholic, Eastern Orthodox, and Protestant).65 For
example, Iraqi Chaldean Catholics ﬂed the regime of
Saddam Hussein in large numbers, many of them
resettling in metropolitan Detroit, MI, where they have
become middle-class entrepreneurs and store owners.66
However, new demographic trends are changing the
predominantly Christian religious proﬁle of Arab America.
Nowadays, the Arab–Muslim population is one of the most
rapidly growing populations in the USA.34,62 Since 2007, the
US Refugee Admissions Program (USRAP) has been on a
humanitarian mission to resettle vulnerable Iraqis,
including those who have served with the US forces in
Iraq.2 Since the inception of USRAP, more than 60 000 Iraqi
nationals have been resettled in the USA.2,67 This population
of new Arab immigrants is diﬀerent from the Arab–
American population as a whole.68 They tend to be of lower
socioeconomic status, uneducated, monolingual in Arabic,
and many of them are Shia Muslims. Most are refugees
who have ﬂed Middle East war zones.2,62 Over the past two
decades, 15 of 22 Middle East countries (roughly 85% of
the region’s total population) have had protracted conﬂict
situations,69 leading to large numbers of political exiles,
war refugees, and displaced individuals—also referred to
as forced migration.70 The Middle East has the largest
proportion of migrants in the world, and the world’s
highest proportion of internally displaced individuals.69
Three wars have been initiated by the USA since 9/11—in
Afghanistan (2001), Iraq (2003), and Libya (2011; coinitiated with France and Britain). Additionally, the Arab
revolts of 2011 have been met with political violence in
nearly every country—Egypt, Bahrain, Yemen, Libya, and
Syria—where young protesters have taken to the streets.
Some of these Arab protesters and dissidents might
eventually seek asylum in the USA.

of these problems67,71,73–76 as well as adverse birth outcomes
among Arab–American women in the immediate 9/11
aftermath.65 Furthermore, the results of one study showed
that Arab immigrants are more likely to rate their health
as fair or poor than are US-born Arabs, and this ﬁnding
was especially true for Arab immigrants who did not
speak English.71 The results of three studies of the mental
health of Iraqi refugees have shown that they are more
likely than are other Arab immigrants to be diagnosed
with post-traumatic stress disorder and to have accompanying physical complaints.65

Poverty
Although many Arab–Americans have achieved middleclass status or higher,64 newly arriving Arab immigrants
and refugees tend to have a lower income status, with
many families existing below the poverty line.7 Poverty
aﬀects the ability of Arab–American immigrants to seek
higher education, improve their standard of living, and
access aﬀordable health care. Indeed, economic
impoverishment and accompanying low social class
status are the main diﬃculties for many new Arab–
Muslim immigrants to the USA.7,33
Since the ﬁrst Gulf War (1991–92), metropolitan
Detroit, MI—including the ethnic Arab enclave
community of Dearborn—has been the main receiving
site for resettled Iraqis (and Lebanese Shia Muslims
ﬂeeing wars in Lebanon).66,77,78 However, with the
automobile-based economy in decline, Iraqi resettlement
to Michigan has been oﬃcially stopped by USRAP.
Since March, 2011, unemployment rates for Iraqis in
Michigan were nearly three times the national average
of 9%, and an estimated 2000 Iraqi refugees have left
the USA for other countries.79
In our own qualitative study of the reproductive health
of 95 Arab immigrants in Dearborn, MI, we noted that
men who were employed in the industrial and service
sectors generally held low-wage positions, with common
occupations including gas station attendants, automechanics, store clerks, and restaurant workers.7,10 During
the years of severe economic recession in Michigan (2005
to now), several men in the study had become unemployed
and were surviving on welfare, temporary refugee
assistance, or disability pensions. In Dearborn, many
Iraqi refugees were relying on the USA welfare system to
supplement meagre family wages,80 with negative
implications for family structure (eg, increased rates of
divorce) and reported health status.80

Health problems
The health status of Arab–Muslim refugees and
immigrants or Muslims more generally in America has
only been assessed in a few studies.65,71,72 A review about
Arab–American health provided little conclusive evidence
about the risks of cardiovascular disease, diabetes, cancer,
or common mental disorders in this group.65 However,
evidence suggests that acculturation, immigration, and
discrimination-associated stress are some of the causes
www.thelancet.com Vol 378 September 3, 2011

Lack of health insurance
Additionally, most of the Arab refugees in the Dearborn
study had extremely challenging barriers to health-care
access, including lack of health insurance (after the
initial months of refugee assistance), lack of well paid
employment, or any form of economic support to pay
medical bills.7,10 Few members of the study had any form
of medical insurance, and thus were paying for all
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health-care services out of pocket. As a form of zakat, or
alms-giving, some Muslim physicians in the community
provided free or discounted care, and local hospitals
gathered donations from community members to pay for
the medical expenses of impoverished Muslim patients
who required treatment in hospital.
The degree of economic hardship and material
deprivation were often discussed in our interviews.7,10
Most post-war refugees were unable to aﬀord health care
in the US-medical system—especially surgery—and, for
many, returning to the Middle East for more aﬀordable
health care was a serious consideration.10 However, for
the Iraqi (and to a lesser extent, Lebanese) refugees in the
study, they feared returning to their homeland because of
the ongoing war, political violence, and a fragmented
health-care system.81 Thus, this Muslim-refugee
population could be described as stuck in Michigan, with
little chance of accessing aﬀordable health care.

Language barriers
Many of the 95 Arab–Muslim immigrants in our Dearborn
study were not adequately ﬂuent in speaking, reading, or
writing English.7,10 This ﬁnding was particularly true for
refugee women, who, as a group, had often received less
education in their home country. Language barriers were a
huge hindrance to seeking eﬀective medical care. Arabiconly speakers described their diﬃculty in communicating
with health-care practitioners in the absence of Arabic
interpreters or Arabic-language health materials. Description of symptoms was nearly impossible, and so was
comprehension of treatment plans and other health-care
information delivered in English. In many cases,
monolingual Arabic speakers relied on either family
members or friends who could speak English to accompany
them to medical appointments. Many of them also sought
out Arabic-speaking physicians who maintained clinics in
the Dearborn community. Such language barriers—and
the concomitant need for Arabic-language medical interpreters and health education aids—have been reported in
other communities with large Arab-immigrant populations.33,71,82 Indeed, the lack of culturally competent services
within the complex American health-care system presents
a huge challenge for Arab immigrants in the USA.34,83–85

Discrimination and distrust
The events of 9/11 have created a barrier to care among
some Arab and other Muslim immigrant populations in
the USA. As noted by several scholars, 9/11 reversed the
general eﬀorts of Arabs and Muslims to assimilate into
white US society as an invisible (and racially unmarked)
ethnic population.86–88 Incidents of racial discrimination,
negative stereotyping, and hate crimes have all been
documented in the USA (and in Europe).86–91 Nowadays,
Muslims and Arabs are viliﬁed by many Americans, and
Arab men, particularly, are considered to be dangerous,
untrustworthy, inherently violent, and fanatical.12,91,92 The
possibility that Arab–Americans might be trustworthy,
940

law-abiding citizens seems to have eluded both the media
and popular imagination, leaving deeply entrenched
caricatures that are diﬃcult to overcome.12,92 As noted by
Shah and colleagues,33
“The aftermath of September 11th damaged previously
established trust between Arab American immigrants
and government agencies, causing Arab American
immigrants to stay away from any public service,
including health care, that appears to be connected to
the U.S. government.”

The main fears for Arab–Muslim men in the post-9/11
environment are of racial or religious proﬁling and the
threat of deportation.33,77,91 Results of a study of Arab–
American teenagers (aged 13–18 years) show that they
have been forced to cope with incidents of harassment,
prejudice, discrimination, and pervasive anti-Arabism.76
In one study of 62 Islamic clergy (imams) who were
leading congregations in the USA, 9/11 led to a substantial
increase in counselling requests from their congregants
because of increased stress and discrimination.93 This
ﬁnding was true for all the imams with predominantly
Arab congregations, even though none of the imams in
the study had received formal mental health training to
deal with this increased psychosocial burden.
For Arab and other Muslim women, wearing the hijab
(head covering) has singled them out for discrimination
and harassment. For example, in one qualitative, focusgroup study (n=36) of Arab–American immigrants in
New York City, NY, women wearing the hijab were victims
of physical violence or the threat of physical violence by
being readily identiﬁable as Muslims.33 Some were denied
access to housing and public services, including health
care. Many Muslim women and men in the New York
study reported incidents of targeted discrimination,
abuse, violence, and harassment directed at them and
their children.33 In Detroit, MI, a large-scale, post-9/11
survey of Arab–Americans showed many forms of antiArab discrimination, harassment, and direct violence,
including from law enforcement personnel.77 In our own
qualitative, interview-based study of 95 Arab men and
women in Dearborn, which included many Iraqi
refugees, some participants described interactions with
non-Arab health-care providers as being either unhelpful
or patronising.7,10 In particular, women described
encountering male physicians’ negative stereotypes about
Muslim women—piety, hyperfertility, and patriarchal
oppression by their husbands. The results of a similar
qualitative, interview-based study (n=7) undertaken in
the rural southern USA showed that Muslim-immigrant
women “did not feel their experiences with local health
care providers were comfortable or beneﬁcial”.82

Desire for Muslim physicians
Because of their unpleasant experiences, many Arab
immigrants might want a physician who is an Arab
Muslim. Although Islam does not mandate that patients
www.thelancet.com Vol 378 September 3, 2011
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seek care from a Muslim,94 many Muslim patients would
prefer to be treated by a fellow Muslim physician, based
on the assumption of a shared cultural background and
religious orientation to concerns about their health.4 For
Muslim patients who are especially pious,41,42 the desire for
a Muslim physician might be a crucial moral concern.
Subtleties of Muslim belief and comportment have
major implications in the delivery of clinical care.5,34 For
example, Muslim physicians can be expected to
understand the dietary and treatment restrictions of
Muslim patients, including the prohibition of products
made with pork or alcohol, desire to eat only halal
(Islamically butchered) meat products, or desire to fast
from sunrise to sunset during the month of Ramadan
(fasting though is not a requirement for patients who are
pregnant or ill).5,34,83–85,95 Furthermore, many Muslims
maintain strong spiritual beliefs about the role of God in
illness and its treatment, often invoking religious
proverbs such as al-hamdu-lillah (praise be to God) or
insha’Allah (God willing) in narrating their illness stories.
Many Muslims also believe in hasad (envy, or the evil
eye) as a cause of illness and misfortune because it is
mentioned as a source of ill health in the Quran. When
the end of life is near, many Muslim patients will attempt
the hajj, or pilgrimage to Mecca, Saudi Arabia, one of the
ﬁve pillars of Islam. Furthermore, particular forms of
washing and handling of a Muslim patient’s corpse are
prescribed for the purposes of immediate burial, without
accompanying autopsies, embalming, or cremation.
These kinds of religious requirements are of vital
importance to practising Muslims, especially those who
are hospitalised or receiving end-of-life care.5,34,53,83–85,96,97
However, they are generally poorly understood within the
USA and other western health-care systems.5,34

Comportment in clinical settings
Issues about modesty, such as touching and gazing
between the opposite sexes, might be very important for
pious Muslim patients.5,12,34,82–85 For example, pious
Muslims are often opposed to shaking hands with
members of the opposite sex.12,20,82,98 Instead, greetings
are expressed by placing the hand over the heart. This
form of greeting can be diﬃcult for Muslim patients
because American physicians routinely extend their
hands in welcome.82,98
Many recent fatwas have suggested that patients ideally
should seek medical services from practitioners of the
same sex.98,99 Thus, sex-matched careseeking is an
increasing trend for Muslims, particularly for
gynaecological, obstetric, and urological procedures. As
noted by Yosef,34
“It is particularly stressful for Muslim women to expose
their bodies in front of male health care providers, or
even to discuss sensitive topics related to women’s health
with them. As a result, some Muslim women might not
reveal their health problems to male providers or might
not even seek health care.”
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Barriers to care on the basis of these gender
comportment issues have been noted in several studies
of Arab–American and other Muslim women.82–85,97,98
Muslim women might fear being alone in a room with a
male physician or other practitioner, making direct eye
contact with a male practitioner, answering direct
questions, being asked to undress for clinical
examinations, being touched by a male practitioner
during clinical examinations, being asked to wear a
revealing hospital gown, or to remove their headscarves.
These interactions in medicine represent important
Islamic bioethical challenges, which urgently need to be
addressed in medical cultural competency education.98

Religious authorities and institutions
Noteworthy is that some Muslim patients will seek the
opinion of a religious authority, either before or during
medical treatment. The need to conﬁrm the permissibility
of medical procedures, often in the form of a written fatwa,
is part of the medical journey for many Muslim patients.
For example, many Muslim couples who are infertile will
seek the opinion of a local cleric before undertaking
in-vitro fertilisation.4,6,12,20 In the absence of such a clerical
meeting, couples will often seek out an authoritative fatwa
for the procedure, and will bring the printed version with
them to their medical appointments.4,12,20
The importance of undertaking medical care that is
permissible according to Islam cannot be understated. The
role of Islam in medicine is as important at the beginning
of life (eg, assisted conception) as it is at the end of life (eg,
propriety in handling the dead body). Understanding
Islamic attitudes toward the practice of medicine must be
an important part of cultural competency training for
health-care providers in the USA who serve Arab and other
Muslim populations.33,34,82–85 Additionally, states with large
Arab and Muslim populations—Michigan, California, New
York, New Jersey, and Florida33—should consider
developing health-care programmes in partnership with
local Islamic institutions (eg, mosques) and the clerics who
run them.33,93 Indeed, creation of health-care clinics that are
aﬃliated with Islamic institutions would be an excellent
way to provide accessible services to Muslim-immigrant
and Arab-refugee communities in the USA.

Conclusion
Muslim patients are encouraged to seek medical solutions
to their health problems. Medical advancements are
considered to be God’s creation, and physicians the
enablers of God’s handiwork. Physicians who treat
Muslim patients need to be sensitive to a variety of
religious issues that directly aﬀect clinical care. The story
of Arab–Muslim refugees in post-9/11 America also
shows the urgent need for research into conﬂict and
health, and the health of Muslims in America.100,101 It
should also spur ethical questions about health-care
equity and social justice—or lack thereof—for refugees
and immigrants in the USA health-care system.
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