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Abstract

Objective: The purpose of this study was twofold: (1) to address the gap in existing literature regarding provider
perspectives about provision of high-quality, culturally appropriate, patient-centered care to Muslim women in
the United States and (2) to explore congruence between provider and patient perceptions regarding barriers to
and recommendations for providing such care.
Methods: Using a cross-sectional study design, a written survey was administered to a convenience sample of
healthcare providers (n ¼ 80) and Muslim women (n ¼ 27).
Results: There was considerable congruence among patients and providers regarding healthcare needs of
Muslim women. A majority (83.3%) of responding providers reported encountering challenges while providing
care to Muslim women. A majority (93.8%) of responding patients reported that their healthcare provider did
not understand their religious or cultural needs. Providers and patients outlined similar barriers=challenges and
recommendations. Key challenges included lack of providers’ understanding of patients’ religious and cultural
beliefs; language-related patient-provider communication barriers; patients’ modesty needs; patients’ lack of
understanding of disease processes and the healthcare system; patients’ lack of trust and suspicion about the
healthcare system, including providers; and system-related barriers. Key recommendations included provider
education about basic religious and cultural beliefs of Muslim patients, provider training regarding facilitation of
a collaborative patient-provider relationship, addressing language-related communication barriers, and patient
education about disease processes and preventive healthcare.
Conclusions: Both providers and patients identify significant barriers to the provision of culturally appropriate
care to Muslim women. Improving care would require a flexible and collaborative care model that respects and
accommodates the needs of patients, provides opportunities for training providers and educating patients, and
makes necessary adjustments in the healthcare system. The findings of this study can guide future research
aimed at ensuring high-quality, culturally appropriate, patient-centered healthcare for Muslim women in the
United States and other western countries.

tions, such as low-income individuals, uninsured persons,
and immigrants, face even greater barriers to high-quality
care.8
Meeting the unique cultural and religious needs of Muslim
patients has been a subject of considerable recent interest in
the United States and other western countries.9–22 The increasing number of Muslims in the United States makes it
relevant and timely to understand and address barriers to
quality care for this population. Although estimates vary
widely, the number of Muslims in the United States is estimated to be 6 million (47% women) and growing.23,24 It is

Introduction

T

he increasing diversity of the United States population
has implications for all aspects of healthcare delivery.
Healthcare disparities among cultural groups are well documented; contributing factors include differences in access to
and use of services, quality of care and services rendered, and
perceived satisfaction with the healthcare provided. Provision
of high-quality, culturally appropriate care requires attention
to the diversity of patient beliefs, as well as perceptions and
expectations across cultural groups.1–7 Vulnerable popula-
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projected that Muslims will be the second largest religious
group in the United States.25 Projected increases are due
mainly to migration but also to religious conversion.
Apart from African American Muslims who are indigenous
to the United States and comprise the largest number of
American Muslims, immigrant Muslims are ethnically extremely varied, coming from virtually every country where
Muslims live. The single largest group of Muslim immigrants
in the United States is from South Asian countries (33%),
followed by the Middle Eastern countries (25%).26 Muslims,
regardless of their country of origin and ethnic and cultural
diversity, have in common a religious thread that impacts the
entire spectrum of their health-related beliefs and practices,
including but not limited to sexual norms, reproductive
health, and maternal and child health issues.12,22,27–34 Muslim
women’s specific religious and cultural needs, such as the
need for same-gender providers, dietary restrictions, special
needs during fasting, and personal hygiene issues related to
daily prayers, require consideration and accommodation by
healthcare providers. Lack of providers’ attention to these
needs compromises the provision of quality care and contributes to Muslim women’s reluctance to seek and use
healthcare services, including critically important services for
prenatal care, labor and delivery, postdelivery consultation,
care of newborns, contraception, and cancer screening.14,17,35
These problems are compounded for immigrant Muslim
women who, upon coming to western countries encounter a
different culture, language, and healthcare system.
Although researchers in the United States have acknowledged the importance of the need for healthcare professionals
to be nonjudgmental and respectful of the traditions of other
cultures,36–38 the American healthcare system is not designed to
accommodate Muslim women’s religious and cultural needs. A
comprehensive review of the literature focusing on health
problems of immigrant women39 shows that there is a paucity
of studies concerning the barriers to quality care for Muslim
women. Those few studies that have examined Muslim women’s perceptions of the barriers they face in receiving quality
care indicate that religious and cultural beliefs, such as the
value placed on modesty, and the lack of providers’ accommodation of these beliefs contribute to Muslim women’s reluctance to seek healthcare.10,11,14,17 The manner and degree to
which Islamic beliefs and customs can influence healthcare use
by immigrant Muslim women also has been noted, highlighting the need for informing patients’ health-related knowledge
and practices within a religious and sociocultural context.
Existing studies suffer from several limitations, including
(1) grouping Muslim women within other cultural groups,
such as Asian and Middle Eastern, (2) wide variation in study
samples and lack of standardized operational definitions of
beliefs and outcome variables, making it difficult to compare
findings across studies, (3) lack of empirical studies and scientific data specific to interventional research directed at appropriate and timely healthcare use by Muslim women, and
(4) a glaring paucity of research exploring healthcare providers’ perceptions about the challenges they face in providing quality care to Muslim women and how these challenges
can be overcome.
The purpose of this article is to present the results of an
exploratory study that examined the perspectives of both
healthcare providers and patients regarding major challenges
to and recommendations for the provision of culturally ap-
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propriate, patient-centered care for Muslim women and
studied the congruence between provider and patient perspectives. Of particular importance for this study was exploring the provider perspectives, which has not been the
focus of previous research on this subject.
Materials and Methods
Setting and participants
Convenience sample of Muslim women and healthcare
providers participating in a 2-day conference titled, PatientCentered Health care for Muslim Women in the United States,
held in Chicago, Illinois.40 Eighty of 90 (89%) providers and 27
of 33 (82%) Muslim women participants returned completed
questionnaires. Because of the size and selection method of
the study sample, the study is mainly exploratory in nature.
Research questions
1. Do providers and patients differ in their perceptions
about Muslim women’s health needs?
2. What challenges do providers and patients face concerning culturally appropriate healthcare for Muslim
women?
3. What specific changes can help ensure provision of
culturally appropriate, patient-centered care to Muslim
women?
Study design and data collection
Using a cross-sectional design, a self-administered, written
survey study was conducted. Participants completed a University of Illinois at Chicago Institutional Review Boardapproved written questionnaire designed to query healthcare
providers’ and Muslim women’s perceptions regarding barriers impeding the provision of quality care to Muslim women. The questionnaire had provider and patient versions.
Both versions of the questionnaire included demographic
questions, a seven-item attitudinal scale (developed for this
study) regarding Muslim women’s health needs, and four
open-ended questions that probed participants’ experiences
related to the provision of healthcare for Muslim women, their
perceptions about major barriers, and recommendations for
improving the quality of care for the patient group under study.
Attitudinal scale items.
1. Health needs of Muslim women are different from
those of other cultural=ethnic groups.
2. Healthcare providers should take into account the religious or cultural beliefs of Muslim women.
3. Providers need to learn more about Muslim women’s
religious or cultural beliefs to take care of their health
needs.
4. Muslim women have the right to be treated by healthcare providers according to their religious beliefs.
5. It is important for Muslim women not to be examined
by male providers.
6. Muslim women’s need for modesty (e.g., not to have a
pelvic or breast examination by a male provider) is
justified.
7. Muslim women face barriers to care because of their
religious beliefs.
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Data analysis

Open-ended questions: Provider version.
1. Briefly describe an experience with a Muslim woman
patient that you feel was positive. Do your best to make
clear what you think made it such a positive experience.
2. Briefly describe an experience with a Muslim woman
patient that you feel was negative. As you did above,
explain as clearly as you can what made it such a
negative experience.
3. In your experience, when providing care to Muslim
women, what is the greatest challenge? (List more than
one if needed.)
4. Please list three ways to ensure provision of culturally
sensitive healthcare to Muslim women.

Results

Open-ended questions: Patient version.
1. Briefly describe an experience with a healthcare provider (e.g., physician or nurse) or system (e.g., clinic,
emergency room) that you feel was positive. Do your
best to make clear what you think made it such a
positive experience.
2. Briefly describe an experience with a healthcare provider or system that you feel was negative. As you did
above, explain as clearly as you can what made it such a
negative experience.
3. In your experience, what factor(s) make it most difficult
for you to obtain quality healthcare? (List more than
one if needed.)
4. Please list three ways to ensure provision of culturally
sensitive healthcare to Muslim women.

Table 1. Provider Demographics (n ¼ 80)

Male
Female
Religious affiliation
Muslim
Christian
Jewish
No religion
Other
Ethnicity
African American
Asian=Pacific Islander
Hispanic or Latin American
White
Middle Eastern or Arab
Other
Country of birth
Foreign born
U.S. born
Primary language
English
Other
Occupation
Physician including residents
Nurse
Allied healthcare providers
Health professions students
Missing

Quantitative data were analyzed using the Statistical
Package for Social Sciences (SPSS) 15.0 for Windows. Descriptive statistics were computed for demographic variables.
Internal consistency reliability of the seven-item attitudinal
scale was assessed by computing Chronbach’s alpha. Chisquare tests were used to examine the extent of agreement
between patients and providers regarding statements pertaining to healthcare needs of Muslim women. Content
analysis methodology41 was used to code and develop themes
from the qualitative data. Given the exploratory nature of the
study, descriptive statistics are intended to portray trends and
do not indicate statistical significance or generalizability.

n

%

14
66

17.5
82.5

30
30
1
7
11

38.0
38.0
1.3
8.9
13.8

6
28
2
34
5
4

7.6
35.5
2.5
43
6.3
5.1

32
48

40
60

57
23

71
29

29
24
24
2
1

36.25
30
30
2.5
1.25

Participant demographics
Provider demographics (n ¼ 80). The providers included
29 physicians (36.25%), 24 nurses (30%), 24 allied healthcare
providers (30%), and 2 health professional students (2.5%).

Table 2. Patient Demographics (n ¼ 27)

Religious affiliation
Islam
Gender
Female
Ethnicity
Asian=Pacific Islander
White or Caucasian
Middle Eastern or Arab
Missing
Country of birth
Foreign born
U.S. born
Length of residence in U.S. (for foreign born)
Less than a year
1–5 years
6–10 years
More than 10 years
Missing
Primary language
Arabic
English
Urdu
Occupation
Physician (nonpracticing)
Educator
Student
Other
Highest level of formal education attained
Less than high school graduate
High school graduate
Some college
College graduate
Professional training
Marital status
Married
Separated or divorced
Widowed
Never married

n

%

27

100

27

100

24
1
1
1

88.9
3.7
3.7
3.7

16
11

59.3
40.7

1
2
3
10
11

3.7
7.4
11.1
37
40.8

2
18
7

7.4
66.7
25.9

1
2
20
4

3.7
7.4
74.1
14.8

1
1
6
6
8

4.5
4.5
27.3
27.3
36.4

5
0
0
18

21.7
0
0
78.3
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Table 3. Congruence Between Attitudes of Providers and Patients
Regarding Health Needs of Muslim Women

Health needs of Muslim women
are different from those of other
cultural=ethnic groups.
Healthcare providers should take into
account the religious or cultural
beliefs of Muslim women.
Providers need to learn more about
Muslim women’s religious or cultural
beliefs to take care of their health needs.
Muslim women have the right to be
treated by healthcare providers according
to their religious beliefs.
It is important for Muslim women not to
be examined by male providers.
Muslim women’s need for modesty
(e.g., not to have a pelvic or breast
examination by a male provider) is justified.
Muslim women face barriers to care
because of their religious beliefs.

Agree=strongly
agree

Disagree=strongly
disagree

chi-square

p value

Provider
Patient

52
19

23
4

1.55

0.164

Provider
Patient

75
25

1
2

2.61

0.167

Provider
Patient

76
25

1
1

0.66

0.443

Provider
Patient

74
24

1
2

2.71

0.162

Provider
Patient
Provider
Patient

54
19
63
25

9
5
5
0

0.55

0.458

1.94

0.163

Provider
Patient

64
18

11
6

1.36

0.243

There were 14 males (17.5%) and 66 females (82.5%). Table 1
summarizes provider demographics.
Patient demographics (n ¼ 27). The patients in our sample were all Muslim females. A majority, 24 (88.9%), were
Asian, and 1 each (3.7%) were Caucasian and Arab. About
half, 16 (59.3%), were foreign born, and a majority, 20 (74.1%),
were college or professional students. Eighteen (78.3%) were
never married. Table 2 summarizes patient demographics.
Patient and provider attitudes about healthcare needs
of Muslim women
The internal consistency analysis of the seven items included in the attitudinal scale yielded a Chronbach’s alpha of
0.64. The seven items were independently analyzed using chisquare tests to assess congruence between provider and patient attitudes about the health needs of Muslim women.
Providers and patients were largely congruent in their views
(Table 3).
Extent of provider and patient challenges
Of providers of care to Muslim women, 83.3% reported
they had encountered challenges while providing care to
Muslim women, and 93.8% of patients reported that at a
previous visit, the healthcare provider did not understand
their religious or cultural needs.
Provider and patient perceptions of factors contributing
to positive experiences
Providers. Provider participants were asked to briefly
describe an experience with a Muslim woman patient that
they felt was positive, along with clarification of what they
thought made it so. Fifty-three of eighty (66.25%) providers
responded to the question. Eight (15.09%) respondents stated
they had never had any positive experience with a Muslim

woman patient. Two (3.77%) had never provided care to a
Muslim female patient. Of 60 comments made, 55 (91.66%)
were classified in six major categories; 5 (8.19%) comments
were not classified because of lack of clarity.
1. Provider communication skills: willingness to listen and
give time to the patient, explain and answer questions
2. Provider attitudes: considerate, compassionate, respectful, eliciting and accommodating specific patient
needs and preferences
3. Provider gender=ethnicity=religion: same gender, ethnicity, and=or religion
4. Patient communication skills: ability to communicate
well and explain needs to the provider
5. Patient attitudes: positive, respectful
Selected provider responses included:
‘‘Awkward at first, but listening and showing that I care and
wanted to help was helpful.’’
‘‘Understanding the patient’s culture and beliefs helped me understand her barriers to care so that we could work together for
solutions.’’
‘‘My patient appreciated the knowledge I had on dietary recommendations I made based on Islamic restrictions. Patient was receptive to information . . . was keen on assimilating info on American
culture and healthcare recommendations.’’

Patients. Patient participants were asked to briefly describe an experience with a healthcare provider (e.g., physician
or nurse) or system (e.g., clinic, emergency room) that they felt
was positive along with clarification of what they thought
made it so. Twenty-two of 27 (81.5%) patients made 33 comments in response to the above question. All (100%) comments
were classified in one of six major categories.
1. Provider communication skills: willingness to listen and
give time to the patient, explain and answer questions,
build trust
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2. Provider attitudes: considerate, compassionate, respectful, eliciting and accommodating specific patient
needs and preferences
3. Provider competence: ability to provide good care
4. Provider gender=religion: same gender, ethnicity, and=
or religion
5. Provider availability: outside of routine office hours
6. Patient communication skills: ability to communicate
well and explain needs to the provider
Selected patient responses:
‘‘I had an experience with a neurologist that really changed my
perspective of doctors. . . . he allowed me to speak and clarify any of
his questions. Rather than running the meeting with closed-minded
questions, he asked only open-ended questions. After discussing my
medication and treatment, he went through my normal day’s life. We
discussed my diet and recommendations that can improve my health.
We sat and laughed very comfortably without any pressure to leave.
Our conversation made up the majority of my appointment, and the
physical consultation lasted only for 10–15 minutes.’’
‘‘While experiencing jaw pain, I went to an oral surgeon. He respected my request for a family member to be in the room with me and
was very respectful of my beliefs. He told me why he was doing what he
was doing and asked me if I was okay with it.’’
‘‘The doctor (female) was listening to me. . . . she took my personal
hesitations and preferences into account. She explained insurance
coverage details.’’
‘‘Although my provider is not of my background nor has my religious affiliation, she is a provider who clearly provides culturally
appropriate healthcare.’’
‘‘. . . I had to go through labor and experienced very helping, excellent healthcare as far as nursing care is concerned. The nurse
attending me was very helpful and very efficient. I really like the
warmth and willingness to do her job, regardless of ethnicity of the
patient.’’

Table 4 presents descriptive statistics for the major themes
that emerged from content analysis of provider and patientreported key factors that contribute to positive experiences in
provision of care to Muslim women.
Provider and patient perceptions of factors contributing
to negative experiences
Providers. Participants were asked to briefly describe an
experience with a Muslim woman patient that they felt was
Table 4. Major Themes and Frequency of Provider
and Patient-Reported Key Factors
Contributing to Positive Experiences
Frequency (%)
Themes
1. Provider
communication skills
2. Provider attitudes
3. Provider gender=
ethnicity=religion
4. Provider competence
5. Provider availability
6. Patient communication
skills
7. Patient attitudes

Provider-reported Patient-reported
(55 comments)
(33 comments)
22 (36.6)

12 (36.4)

13 (21.6)
11 (18.3)

12 (36.4)
3 (9.1)

0
0
4 (6.6)

3 (9.1)
2 (6.1)
2 (6.1)

4 (6.6)

0
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negative along with clarification of what they thought made it
so. Fifty-three of 80 (66.25%) providers responded to the
above question. Six (11.32%) respondents stated they had
never had any negative experience with a Muslim woman
patient. Two (3.77%) had never seen a Muslim female patient.
Forty-six of 51 (90%) comments made were classified in one of
five major categories; 5 comments were not classified because
of clarity.
1. Provider communication skills: difficulty understanding patients’ religious and cultural needs
2. Provider attitudes: insensitive or disrespectful behavior
by some providers
3. Providers’ lack of accommodation of patients’ cultural
beliefs: especially modesty needs; for example, male
provider performing intimate examinations without a
female nurse or staff member present
4. Patient communication skills: including language difficulties
5. Patient distrust, uncooperativeness: that interfered with
establishing rapport with the physician
Selected provider responses:
‘‘. . . trying to discuss birth control methods with a refugee patient.
She refused to speak about it, and I later learned that she had some
side effect of using pills or shots, and the use of condoms was culturally unacceptable because it indicates that the man is practicing
sexual intercourse outside the family circle.’’
‘‘I shadowed at a clinic, which provided abortions. An African
Muslim woman without adequate interpretation was there for the
procedure. She was very uncomfortable (physically, probably emotionally as well). . . . she was circumcised, which made the procedure
more difficult, and since she was in pain and without translation, she
was moving a lot, which put her in danger. She had come to the clinic
four–five times previously and had been turned away because she had
no translator. The doctor decided to perform the abortion because of
her persistence.’’
‘‘. . . advised a Muslim woman regarding the care of a cancerous
growth. She had discounted the care with her primary care physician
and oncologist out of lack of support and communication. She wanted
to entertain alternative treatments. She sought several healthcare
providers, could not afford the treatments. Now is terminally ill. And
suspect of the system.’’
‘‘Due to language barrier for immigrant Muslim women, some of
their needs are not taken into account due to lack of time and patience
the provider has to offer.’’

Patients. Participants were asked to briefly describe an
experience with a healthcare provider or system that they felt
was negative, along with clarification of what they thought
had made it so. Twenty-two of 27 (81.5%) patients made 21
comments in response to the above question. One respondent
stated that she had never had a negative experience. The rest,
20 of 21 (95.23%) comments were classified in one of four
major categories.
1. Provider attitudes: improper or insensitive behavior, for example, personal comments complimenting patient on body parts; arrogance, disrespectful
comments
2. Providers’ lack of accommodation of cultural beliefs:
especially modesty needs, for example, male provider
performing intimate examinations without a female
nurse or staff member present or making the patient sit
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in a revealing hospital gown for x-ray examination in
open waiting area with male patients
3. Provider communication skills: lack of willingness to
listen and give time to patient
4. Provider gender=religion: different gender, ethnicity,
and=or religion
Selected patient responses:
‘‘One of my earliest experiences in the U.S. as a grad student was
disturbing because the doctor made some personal comments; he
complimented me on my legs.’’
‘‘A few years ago, I had to consult a gastroenterologist. My doctor
was male, and he did my rectal examination in his office. . . . there was
no female nurse nearby. It left a negative impact on me. Being a
woman and above this a Muslim, I felt it was very negative to be
treated by a male doctor in the absence of a female.’’
‘‘. . . the doctor expressed an arrogant level of superiority, when
providing the treatment; really didn’t take into account my questions, concerns, and my past medical history.’’

Provider and patient reported major barriers
to providing quality care to Muslim women
Provider participants were asked to respond to the question: In your experience, when providing care to Muslim
women, what is the greatest challenge? Fifty-eight of 80
(72.5%) providers made 131 comments in response to the
question. One hundred twenty-nine of the 131 comments
(98.5%) were classified in one of six major categories; 2 comments were not included because of lack of clarity.
1. Lack of providers’ understanding of patients’ religious
and cultural beliefs and practices
2. Language-related patient-provider communication
barriers
3. Patients’ modesty needs interfering with care provision
by male providers
4. Patients’ lack of understanding of disease processes as
well as the healthcare system
5. System-related barriers, for example, economic and financial issues, including, insurance and transportation
issues, resulting in poor access
6. Patients’ lack of trust and suspicion about the healthcare system, including providers
Patient participants were asked to respond to the question:
In your experience, what factor(s) make it most difficult for
you to obtain quality healthcare? Twenty-two of 27 (81.5%)
patients made 21 comments in response to the question.
Twenty of the 21 comments (95.2%) were classified in three
major categories; one comment was not included because of
lack of clarity.
1. Lack of providers’ understanding of patients’ religious
and cultural beliefs and practices
2. System-related barriers, for example, economic and financial issues, including, insurance and transportation
issues, resulting in poor access
3. Patients’ lack of trust and suspicion about the healthcare system, including providers
Table 5 presents descriptive statistics for the major themes
that emerged from content analysis of provider and patient-

reported barriers to the provision of quality care to Muslim
women.
Key recommendations by providers and patients
to ensure quality care for Muslim women
Both providers and patients were asked to respond to the
statement: Please list three ways to ensure provision of culturally appropriate healthcare to Muslim women. Fifty-eight
of 80 (72.5%) providers made 172 comments in response to the
statement.
Twenty-two of 27 (81.5%) patients made 34 comments in
response to the statement.
The comments were classified in four major categories.
1. Addressing lack of providers’ understanding of patients’ religious and cultural beliefs and practices
a. Provider education about basic religious and cultural beliefs of Muslim patients and their relationship to common health issues
b. Provider training regarding modifications in communication style needed to facilitate a collaborative
patient-provider relationship
2. Addressing language-related patient-provider communication barriers
Proposed strategies included:
a. Facilitating opportunities for patients to learn English, matching patients with providers who speak
their language

Table 5. Major Themes and Frequency of Provider
and Patient-Reported Key Challenges
Frequency (%)
Themes
1. Lack of providers’
understanding of
patients’ religious
and cultural beliefs
and practices
2. Language-related
patient-provider
communication
barriers
3. Patients’ modesty
needs interfering
with care provision
by male providers
4. Patients’ lack of
understanding of disease
processes as well as
the healthcare system
5. System-related
barriers, e.g., economic
and financial issues,
including insurance
and transportation issues,
resulting in poor access
6. Patients’ lack of trust
and suspicion about
the healthcare system,
including providers

Provider-reported Patient-reported
(129 comments) (20 comments)
58 (45.0)

2 (10)

20 (15.5)

0

15 (12.0)

0

13 (10.0)

0

12 (9.0)

15 (75)

11 (8.5)

3 (15)
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b. Providing interpreters, providing information to
patients in their language
c. Providing opportunities for providers to learn languages commonly used by Muslims
3. Addressing patients’ lack of understanding of disease
processes and lack of trust and suspicion about the
healthcare system, including providers
Proposed strategies included:
Educating Muslim women and their community about
western medicine, the healthcare system, and the importance of routine preventive health care
4. Addressing patients’ specific needs
Proposed strategies included:
a. Providing female providers for Muslim women patients
b. Separating male and female clinic sections
c. Providing halal food, prayer rooms, cultural services,
Muslim chaplains
d. Arranging interdisciplinary teams to take care of
Muslim patients
e. Conducting research, including assessing patient
satisfaction
Table 6 summarizes the results of the content analysis of
provider and patient recommendations to ensure provision of
culturally appropriate care for Muslim women.
Discussion
Religion and culture are closely entwined entities that
profoundly influence health-related attitudes, beliefs, and
practices.42–44 When the religious or cultural needs of patients
are not understood, acknowledged, or accommodated, there
are significant challenges for both patients and providers that
ultimately translate into increased burden on the healthcare
system. The purposes of our study were (1) to address the gap
Table 6. Provider and Patient Recommendations
for Ensuring Culturally Appropriate Care
for Muslim Women
Frequency (%)
Theme
1. Addressing lack of
providers’ understanding
of patients’ religious
and cultural beliefs
and practices
2. Addressing
language-related
patient-provider
communication barriers
3. Addressing patients’
lack of understanding
of disease processes
and lack of trust and
suspicion about the
healthcare system,
including providers
4. Addressing patients’
specific needs

Provider reported Patient reported
(172 comments) (34 comments)
108 (62.8)

15 (44.11)

9 (5.23)

2 (5.88)

29 (16.86)

13 (38.23)

26 (15.11)

4 (11.76)
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in existing literature regarding provider perspectives on the
provision of high-quality, culturally appropriate, patientcentered care to Muslim women in the United States and (2) to
explore the congruence between provider and patient perspectives about barriers to and recommendations for providing such care.
The findings of our study shed light on the kinds of difficulties faced by Muslim women and healthcare providers and
help with understanding some of the dilemmas faced by each.
This study points particularly to the importance of cultural
competence and patient-centered care, which are frequently
ignored in the design and delivery of healthcare services and
in patient-physician communication in general and for underserved and minority patients in particular.8,45–48 Our study
findings also underscore the importance of involving both
patients and providers in a process of collaborative partnership for identifying and addressing barriers to the provision
of culturally appropriate care.
The quantitative and qualitative findings of this study
indicate that there is similarity in the views of providers and
patients regarding Muslim women’s healthcare needs. As
shown in Table 3, there is significant congruence between
providers and patients regarding attitudes toward the health
needs of Muslim women. Both providers and consumers
tended to agree=strongly agree with each of the statements.
The greatest disparity between the groups was for items 1
and 7. Approximately 44% of the providers disagreed with
the statement: Health needs of Muslim women are different
from those of other cultural=ethnic groups, in contrast to
21% of the patients, and 33% of the patients disagreed with
the statement: Muslim women face barriers to care because
of their religious beliefs, in contrast to only 17% of the providers. Although not statistically significant, the percentage
differences may suggest that although providers recognize
that the health needs of Muslim women are different from
those of other cultural=ethnic groups, Muslim patients see
such needs as presenting more barriers to care than do
providers.
Considerable congruence also was found between patient
and provider perspectives gleaned from the qualitative data,
regarding not only the nature of challenges but also the
changes that must be made to accommodate the needs of this
population. Although study participants identified some patient and healthcare system-related barriers, the bulk of the
reported challenges, particularly by providers, were related to
providers’ lack of understanding of the religious and cultural
needs of patients. It is critical to delineate that whereas patients reported that there was a lack of sensitivity to and accommodation of patients’ religious needs, providers reported
a lack of understanding on their part of Muslim female patients’ religious and cultural needs, which in turn prevents
them from providing appropriate care. These findings highlight the disconnect between patients and providers despite
their similarity in views. Clearly, strategies to enable patients
and providers to more directly communicate are needed. Effective communication has been shown to improve patient
satisfaction, adherence to treatment, and disease treatment
outcomes.49,50
Table 6 indicates both similarities and differences between providers and patients regarding recommendations
for ensuring culturally appropriate care for Muslim women.
Relatively small percentages (5%–6%) of both groups’
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recommendations concerned finding ways to address
language-related patient-provider communication barriers.
For example, many patients suggested cultural training for all
healthcare providers, sensitizing them particularly to differences between older and younger generation women in
openness to discuss such sensitive subjects as sexual practices.
Similarly, 12% and 15% of patients’ and providers’ recommendations, respectively, concerned addressing patients’
specific needs, for example, cultural norms regarding the
importance of female providers and understanding of family
traditions and dietary practices. The greatest percentage of
recommendations made by both providers (63%) and patients
(44%) concerned addressing providers’ lack of understanding
of Muslim women’s religious and cultural beliefs and practices. There was a notable difference in the percentage of
recommendations made by each group regarding addressing
patients’ lack of understanding of disease processes, as well as
suspicion=lack of trust in the healthcare system, including
providers. Thirty-eight percent of patients’ recommendations
were in this category, in contrast to only 17% of providers’
recommendations. To a large extent, the recommendations to
address these challenges are directed toward modifications in
provider behaviors and attitudes, clearly implying the importance of training of healthcare providers about the needs of
this unique population.
Among religion-specific and culture-specific patient needs,
those related to modesty, prayers and fasting, and family
involvement in health management plans were noted particularly. For Muslim patients, respecting modesty needs for
female patients, accommodating the needs related to daily
prayers, and Ramadan fasting are among the most important. From a health policy standpoint, the most illustrative
example of insensitivity by providers or the healthcare system is the failure to provide for Muslim women a female
doctor when performing intimate physical examinations,
such as breast and pelvic examinations. These examinations,
when performed by a male provider, although considered
standard in Western culture, are cruel violations of the
Muslim female patient and her family that inflict personal
humiliation and generate anger and resentment between
Muslim patients and their healthcare providers. Our findings
related to the modesty needs of Muslim women are consistent with previous studies. Muslim women, particularly
those from immigrant backgrounds, find clinical encounters
that involve examination of intimate body parts to be sources
of anxiety and, therefore, major barriers to seeking and using
care. Studies conducted in the United States, Canada, U.K.,
and Australia indicate that the failure of healthcare programs
and providers to accommodate the religious and cultural
beliefs of Muslim women, particularly needs for privacy and
modesty, influences Muslim women’s participation in cancer
screening programs10,17, 51,52 and antenatal care.14 In a Canadian study, women born in Asia, including Muslim women, were found to have the highest odds of never having
been screened for cervical cancer, almost nine times more
than Canadian-born women.53 Relevant to these findings,
according to a British study, the risk of breast cancer among
South Asian women in the U.K. differs according to their
specific ethnic subgroup; Muslim women from India and
Pakistan are almost twice as likely as their counterparts to
develop breast cancer.54 Given the fact that the largest proportion of immigrant Muslims coming to the United States is
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from South Asia, there is an imminent need to tailor health
services and programs to this patient group’s religious needs
and concerns.
Our study findings also indicate that providers are unclear
about whether or not discussions concerning sexuality and
reproductive health would be welcomed by Muslim women.
The patient participants cautioned providers against thinking
that all female Muslim patients would not be open to such
discussions. Previous research indicates that when Muslim
women’s opinions about their care are solicited, they are enthusiastic and candid in discussing these highly sensitive
topics.17
The participants in our study also pointed out the need to
avoid stereotyping. Immigrant Muslims in the United States
come from many different regions and may have cultural
beliefs and traditions specific to their countries of origin.
Specific care areas considered particularly challenging
by providers in our study included care for women with
female circumcision and advising pregnant patients to balance their need to fast during the month of Ramadan with
maintaining their health. Whereas fasting during Ramadan
is universal to all Muslims, female circumcision is a cultural
practice that predates Islam and has been adopted by some
Muslims as a religious practice. Both, however, are excellent
examples of where it is not only important to train providers to provide culturally appropriate care but also to
educate and empower patients to better understand their
religion; female circumcision is a harmful cultural practice,
and women are exempt from fasting during pregnancy and
lactation.
Provision of care that accommodates the values and beliefs
of the patients and at the same time is evidence based requires
a collaborative partnership between patients and providers.
Immigrant patients cannot be expected to shun their religious
beliefs and adopt the ways of their countries of adoption if
those ways contradict their values. They can, however, be
educated to prioritize their health needs and better understand how their religious beliefs may compromise their
health. Providers, on the other hand, cannot be expected to
have an in-depth understanding of each and every religion. At
the very least, however, they can pause and listen to their
patients and assure them that their individual beliefs and
values are respected and will be accommodated to the extent
possible. Simple changes can go a long way to gain patients’
trust and engender comfort.
Although redesigning processes of care to enhance delivery
of patient-centered care is a challenge and an ongoing dilemma for public and private policymakers, it is not unattainable. Small changes can go a long way. Maine Medical
Center in Portland, Oregon, provides an excellent example of
how a small system change can accommodate modesty needs
of Muslim patients. When hospital providers and administrators learned about the embarrassment faced by Muslim
women who had to wear the revealing standard issue hospital
gown, hospital officials redesigned the gown to provide extra
coverage for patients who want it. The new gown is longer
and covers the legs, and extra material ensures that the patient’s back remains covered. This simple change has far
reaching consequences and proves that where there is a will to
change, there certainly is a way. Before this change many
Muslim women were so ashamed at the prospect of wearing
the gown that they were cancelling visits.
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Study limitations
The primary limitations of this study are the small sample
size and the distribution of participants. Additionally, the
participants were women who had self-selected to participate
in the conference on the subject of patient-centered care for
Muslim women. The providers were 82% female and may not
represent the general population of providers. The Muslim
women in the study were small in number, mostly immigrants from Asian countries, and >90% had college level or
higher education. A truly random sample of providers and
patients may not yield similar results.
Future studies with larger sample sizes would allow more
in-depth exploration of specific issues and their association
with demographic variables, such as education, religiosity,
and country of origin. Larger-scale studies also would allow
exploration of factors influencing quality of care as well as the
impact of training interventions on provider competencies
and patient satisfaction and outcomes.
Implications
The findings of this study underscore the significant gap
that exists in the provision of culturally appropriate care for
American Muslim women. There are several patient, provider, and health system-related factors that contribute to the
challenges that immigrant Muslim women face in receiving
quality healthcare. The lack of providers’ understanding of
Muslim women patients’ religion and culture significantly
impedes providers’ ability to connect with their patients and
provide them with care that meets their needs. Patients’ perceptions about lack of accommodation of their religious and
cultural beliefs can contribute to their reluctance in seeking
care, which in turn may result in less than optimal use of
health maintenance and preventive care services. In many
cases, this means that patients will avoid seeing a healthcare
provider until advanced stages of disease, ultimately resulting in poorer outcomes and higher costs.
In terms of finding solutions, some of the barriers, such as
those due to language, access, and health insurance, are universal to underserved minorities or immigrant patients and
more difficult and time intensive to tackle, as they involve
system and policy changes. Better training and education of
both patients and providers to address the barriers related to
poor patient-physician communication, however, can and
should be considered an immediate priority. It seems clear
that patients, providers, the healthcare system, and society
would benefit from tending to both patients’ and providers’
recognized needs for better understanding of and communication with each other. The need for training providers to
provide patient-centered care resonates in the Institute of
Medicine’s (IOM) report, Health Professions Education: A
Bridge to Quality,55 as well as in the New Model of Practice
proposed by the Future of Family Medicine Project.56 Reducing the disconnect between what patients need and what
they receive in the current healthcare system in the United
States is certainly possible.
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the number of racial and ethnic minorities, now roughly one
third of the U.S. population, is expected to become the majority by 2042, with the nation projected to be 54% minority by
the year 2050.57 According to the IOM report, Unequal
Treatment: Confronting Racial and Ethnic Disparities in
Health Care, ‘‘racial and ethnic minorities tend to receive a
lower quality of health care than non-minorities, even when
access-related factors, such as patient’s insurance status and
income, are controlled.’’3
Muslims, the second largest religious group in the world,
are spread geographically across the globe. They are the
fastest growing religious group in the United States. Hence, it
is important for all levels of healthcare providers to understand how to tailor care to meet the needs of this group. Before
this study, there was little research on providers’ perspectives
on barriers to providing care to Muslim women or what their
recommendations are for improving the quality of care provided to Muslim women.
The findings of this study confirm and expand previous
work. The findings clearly suggest directions for improving
the quality of care for Muslim women, and further, that there
is strong accord about it between patients and providers. A
particular strength of this study is that it includes the perspectives of physicians, nurses, and allied healthcare providers, indicating a multidisciplinary commitment to addressing
the issues identified. Given that Islam is the religion followed
by all Muslims, regardless of their country of origin and ethnic
and cultural diversity, the common religious thread that ties
this population together helps identify core religious needs of
which providers should be aware. The finding that providers
recognize their lack of understanding of this population’s
needs suggests that interventions to address this issue are
likely to be well received. We postulate that the data and
insights gleaned from this study can help guide additional
research about how best to address the barriers that both
providers and patients face in ensuring quality care for this
unique and growing population. Further research about
possible interventions and their effectiveness is indicated, and
we suggest that we already know enough to take some first
steps.
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