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Abstract
	Islamophobia is a growing public health issue in White, Christian-majority countries, including the United States (Samari et al., 2018). I conducted a systematic review of published literature, which yielded little data regarding Islamophobia as a whole and even less so for Islamophobia in health. Although research is minimal, Islamophobia negatively disrupts health systems at the individual, interpersonal, and structural levels (Samari, 2016). This paper advances the understanding of Islam and common misconceptions of the religion and its practice. Further, Islamophobia is defined and explored through the experience of three Black Muslim women in health care environments. I used a semi-structured format to conduct a virtual interview with each woman. Interviews were later transcribed and one interview was translated from Arabic to English, remaining as close to the English meaning in Arabic as the English language allowed. The initial intention of this research was to examine the influence of wearing the hijab on Muslim women’s health care encounters. Importantly, however, aspects of care such as the idea of race and respect proved to be significant and were not always related to wearing the hijab. Additionally, findings highlight how demonization of Muslims contributes to adverse health outcomes, and how recognition of the way White supremacy operates within health care and daily life can mitigate these negative effects.






“Just respect. I am a human being…treat me like that, talk to me like that”: 
Islamophobia and the Healthcare System
Islam
	For the 1.8 billion Muslims in the world, the religious practice of Islam varies depending on several elements such as location and culture (Lipka, 2017). Despite these differences, Muslims share commonalities concerning the belief in one God, known as Allah in Arabic, and Prophet Muhammad. To understand Islam, one must become familiar with its terminology and how it came to be used today. Islam is the Arabic word meaning to surrender or submit to Allah, and followers of Islam – the “submitters” – are known as Muslims (Denny, 2016). Notably, Islam is one of the three Abrahamic and monotheistic religions, which include Judaism and Christianity. Islam is not a new, separate entity, but is an extension or evolution of Judaism and Christianity, which are better understood by Americans than Islam (Bassiouni, 2012). The Qur’an, the holy book of Islam, mentions the Torah, the Psalms, the Gospel, Abraham, Moses, and Jesus, and refers to Jews and Christians as “people of the book” in verse 29:46. The belief in Islam is simply that the Qur’an is the last means in which divine messages were shared with humankind through Prophet Muhammad (Bassiouni, 2012). 
	Translated to “recitation,” the Qur’an is essential in Muslims’ daily prayer, and recitation and memorization of chapters of the Qur’an is a highly revered practice (Ibrahim, 2020). The Qur’an is the only scripture for Muslims and is considered preserved and unchanged as a direct form of communication from Allah through Angel Gabriel to Prophet Muhammad over the course of 23 years in the seventh century C.E. (Khattab, 2016). The first verses of the Qur’an revealed to Prophet Muhammad are: “Iqra: In the name of your Lord who created – created man from a clot. Iqra: And your Lord is the Most Generous, who taught by the pen, taught men which he knew not.” Iqra is a command in Arabic meaning “to read” or “to recite.” Although cultural distinctions affect how different Islamic communities practice Islam, the practice of recitation and memorization remains a commendable deed that spans across Islamic communities, regardless of their distinctions. The sacred book is treated as such: it must never touch the floor, and ablution—washing and purifying oneself with water—is often performed prior to holding it (Ibrahim, 2020). Muslims additionally value teachings known as the recorded Hadith (sayings) and Sunnah (deeds) of Prophet Muhammad. 
The Five Pillars of Islam
Muslims also follow the five pillars of Islam. In Arabic, pillars are known as arkan, obligatory acts instructing a Muslim’s religious life (Gianotti, 2016). The phrase “five pillars of Islam” is a metaphor. Each pillar denotes a specific dimension of a Muslim’s life. The Hadith states that “Islam is built on five [embodied acts],” and these five embodied acts, or pillars, work just as real pillars do (Gianotti, 2016, para. 1); however, instead of holding up a physical structure, the pillars constitute and hold up Islam. One can achieve a basic comprehension of Islam by understanding these five pillars: declaration of faith (shahada), prayer (salah), alms-giving (zakat), fasting (sawm), and pilgrimage (hajj). The five pillars serve as the norms of practice and devotion to Allah for all Muslims, regardless of the distinctions across Islamic communities.
Declaration of Faith (Shahada)
	The first pillar of Islam is the shahada, in which Muslims declare their faith. The monotheistic aspect of Islam requires Muslims to acknowledge that Allah is one and that Prophet Muhammad is human, rather than divine (Helicon, 2018). The shahada is recited in Arabic “Lāʾilāhaʾillā -llāh muḥammadun rasūlu llāh” meaning “There is no deity except God, Muhammad is the messenger of God.” Prophet Muhammad served as a seal to the prophets before him, meaning that he sealed the last message of Allah to humankind, and lived as the final prophet (Helicon, 2018).
Prayer (Salah)
	Salah, specific steps and actions taught by Prophet Muhammad to his companions in an effort to worship Allah, involves standing, bowing, prostrating, and sitting (Hussain, 2012). To pray adequately in Islam, one must understand the rules and conditions of each prayer and to pray each one during the five prescribed times of day (Hussain, 2012). This formal practice includes times of day: dawn (Fajr), noon (Dhuhr), afternoon (Asr), sunset (Maghrib), and night (Isha). Ablution must be performed prior to each prayer, and communal prayer is performed on Fridays. In group prayers, Muslims stand shoulder to shoulder, regardless of socioeconomic status. All Muslims are viewed as equal before Allah, and as Muslims bow, their heads touch the ground symbolizing humility and how we all come from the earth and to the earth we will all return (Bassiouni, 2012).
Alms-giving (Zakat)
	Zakat is an obligation in Islam; Muslims must provide charity during the year. Formally, a percentage of one’s wealth is determined and one of the eight categories of those listed in the Qur’an may receive the charity (Calis, 2013). The categories include the poor, the needy, the officials who collect zakat, those who are seeking reconciliation with Islam within their hearts, the captives, the debtors, the wayfarers, and for the cause of Allah (Calis, 2013). Different sources of income such as gold, silver, livestock, or merchandise can be given as a form of charity. Zakat is not a choice in Islam; it is compulsory to share wealth if one acquires it.
Fasting (Sawm)
	Fasting occurs during the month of Ramadan, the ninth month of the lunar calendar, and  lasts for thirty days from seeing the first new moon to the next new moon (Edgar, 2002). Ramadan lasts from when “the whiteness of the day becomes distinct from the blackness of the night at dawn,” that is—fasting occurs from sunrise to sunset (Edgar, 2002). Sawm literally means to refrain; Muslims refrain not only from food but from several desires such as sexual activity, smoking, swearing, or gossip. Fasting also enables exemptions, for instance, a menstruating person cannot fast Ramadan. Muslims are not permitted to fast if fasting may cause more harm to the body than good. The five major exemptions of Ramadan include illness, being a traveler, age, thirst or hunger, and coercion (Haleem & Haleem, 2021). In verse 2:183, the Qur’an states, “O you who believe! Fasting is prescribed to you as it was prescribed to those before you so that you may learn self-restraint.” The meaning of the fast is explained in a single statement, “Ramadan is the time when you empty your stomach to feed your soul” (Zainab, 2019, para. 8).
Pilgrimage (Hajj)
	The final pillar of Islam is the holy pilgrimage known as Hajj. Hajj means “to set out with definite purpose” and is required only for those who are physically and financially able at least once in their lifetime (Helicon, 2018). Dhu al-hijja is the final month of the lunar calendar, when Hajj is performed. Muslims from around the world gather for repentance and forgiveness and take part in rituals set forth by Prophet Muhammad (Bassiouni, 2012). During prayers (salah), Muslims pray in the direction of the Ka’ba in Mecca as a display of unity and uniformity (Bassiouni, 2012). The Ka’ba is a sacred structure built for worship by Abraham and Ishmael. One of the rituals throughout Hajj involves circling the Ka’ba seven times. Pilgrimage is not restricted to one month of the year. Muslims may also practice Umrah, where they perform a lesser pilgrimage at any time of the year—but it is a separate practice than Hajj, which requires steps spanning five to six days. A man who has completed Hajj is referred to as a hajji while a woman is called a hajjah (Helicon, 2018).
Sunni and Shi’a Islam
	Authors of most texts seem to consider Islam as monolithic; however, Islam has two main sects, Sunni Muslims and Shi’a Muslims, which pose what is often acknowledged as a hostile divide (Syed & Ali, 2020). Differences between the two sects continue to evolve. Most differences in the contemporary world are attributed to the predominance of Sunni Muslims and the oppression of Shi’a Muslims. Sunni Muslims constitute the majority of all Muslims, while Shi’a Muslims are the majority in Iran, Iraq, Bahrain, and Azerbaijan, and comprise 10-15% of all Muslims (Khalili, 2014). Most Muslim societies view the Sunni identity as superior to the Shi’a identity, thus Shi’a Muslims are subject to discrimination and exclusion from mainstream society (Syed & Ali, 2020). The exception to this occurs in Iran, where Shi’a Muslims remain dominant and comprise 95% of the population (Moore, 2015). Although Sunni and Shi’a Muslims share common religious tenets, their disagreement is about who would be Prophet Muhammad’s successor for leadership following his death in 632 C.E. (Moore, 2015). A successor of Prophet Muhammad is known as a caliph, meaning deputy or representative, and the term caliphate refers to the reign of a Muslim ruler. The role of the caliph was to be a political leader to keep the Muslim community united.
Most Muslims requested that Abu Bakr, Prophet Muhammad’s companion, be the first caliph; others supported Prophet Muhammad’s son-in-law, Ali ibn Abi Talib, to be the first caliph (Khalili, 2014). Muslims supporting Abu Bakr were named Sunni Muslims, meaning “those who follow the Sunnah.” Those who supported Ali ibn Abi Talib came to be known as Shi’a Muslims or “partisans of Ali.” Community leaders eventually elected Abu Bakr to be the first caliph, while Ali ibn Abi Talib became the fourth caliph in 656 C.E. (Khalili, 2014).  Succession continued until 1924 when the secular Turkish Republic abolished the caliphate (Willis, 2010). Islamic states thrived during the caliphate in terms of political, social, and economic power. Despite being abolished, revivalist movements have called to resurrect the caliphate to restore former glory, even through the use of violence (Humphreys, 2016). 
In the following two sections I will be introducing terms commonly misunderstood by the non-Muslim population, including health care professionals. The violence associated with these terms taints the view of Islam and subsequent discourse about Muslims to the extent that Americans believe violence is inherent to Islam. The following descriptions are given to provide clarity in that violence and Islam should not be conflated.
Islamism
	Islam and Islamism are unequal entities. Muslims who follow the ancient Islam adhere to the Qur’an and Sunnah, remaining close to their religion and often separate from politics (Grinin, 2019). Islamism is a more recent political and social ideology with intentions to spread Islamic laws to all Muslim societies and sometimes to the entire world (Grinin, 2019). Islam is about the tenets of faith; Islamism, however, is about the belief in religionized political order (Tibi, 2012). Religionized political order implies that the promotion of political order stems from Allah rather than the will of the people (Tibi, 2012). Because Islam itself does not suggest this belief, the Islamist ideals are a result of misconstrued interpretations (Tibi, 2012). Politicians without spiritual education and political groups seeking power are often responsible for the spread of Islamism (Grinin, 2019). To be considered a Muslim, one must adhere to the five pillars of Islam; however, Islamism introduces an addition, din-wa-dawla, meaning that the state and religion are unified (Tibi, 2012). Islamism works heavily to resurrect more than just a caliphate, but an entirely new system, hakimiyyat Allah (God’s rule), which has never existed previously (Tibi, 2012). Thus, Islamism is not welcomed in Islam because it is not an extension of faith, but rather an imposition of politics in the name of faith (Tibi, 2012).
Shariah Law and Jihad 
	In American discourse, both Shariah law and jihad are commonly associated with negative attributes of Islam and are associated with Islamist extremists who misinterpreted them and used them to carry out twisted acts of violence. For the majority of Muslims, Islam is not a violent religion, and Shariah law and jihad are more peaceful than many non-Muslims understand. Shariah law is divine Islamic law and like all revealed religions, it provides rules on what it permissible and prohibited (Dupret, 2018, p. 13). Guidance is provided in two areas: religious worship (ibadat) and worldly matters (mu’amalat) (Islamic Networks, 2021). Religious equivalents to Shariah law are seen in the Jewish halakhah and the Catholic magisterium (Islamic Networks, 2021). Unfortunately, extremist groups have equated Shariah law with criminal (huddud) laws, which are centuries-old punishments for crimes such as killing, adultery, and theft (Islamic Networks, 2021). Huddud laws are only part of Shariah law and are not to stand alone. Their misapplication to the modern world has created a damaging image of Shariah. Author Baudouin Dupret noted, “Shariah is characterized more easily by what it is not, or is no longer, than by its substance” (Dupret, 2018, p. 1).
	The Arabic root for jihad is the term jahada, meaning “to strive” or “to exert oneself” toward a goal (Hashmi, 2016). The goal must be morally laudable or defined as a just cause (Abou El Fadl, 2017). The complexity begins when determining what is defined as just (Abou El Fadl, 2017). Jihad has two primary categories: spiritual jihad and physical jihad (Hashmi, 2016). Spiritual jihad includes the avoidance of Shaitan, or Satan, and the resistance of evil inclinations within the nafs, or soul (Hashmi, 2016). Physical jihad is directed toward hypocrites and troublemakers and maintains a goal of elevating Islamic law and justice (Hashmi, 2016). Physical jihad is also related to the Quranic verse 3:104 which states that Muslims should “command the right and forbid the wrong,” a challenge to Muslims to adhere to the rules and standards set forth in Islam while refraining from desires of the worldly life. Therefore, the spiritual struggle often takes precedent for what it means to practice jihad and is often referred to as jihad al-akbar, the greater jihad (Hashmi, 2016). Some scholars cite Prophet Muhammad, who after returning from war, stated, “We are finished with the lesser jihad; now we are starting the greater jihad,” referring to the internal fight against oneself being the greater jihad (Camur, 2019). The idea of war leads into another widespread usage of the word jihad. Jihad can also be defined as a divine struggle to protect Islamic sovereignty and disseminate the Islamic faith (Hashmi, 2016). Regardless of specific definition, jihad must always constitute adhering to the ethical good (Abou El Fadl, 2017). 
	The five pillars, Shariah law, and jihad all exist as practices distinct to Islam. These distinctions present themselves as threats to the values and ideals of Americans and non-Muslim traditions since the first arrival of Muslims in North America during the 16th century (Karipek, 2020). Terms such as “jihad” are misrepresented, and typically misunderstood as meaning “holy war” while verses of the Qur’an and Hadith are cited selectively to forward erroneous claims regarding Muslims (Karipek, 2020). Distorted representations of Islam and Muslims contribute to the development of Islamophobia.
Islamophobia
Islamophobia is defined as “an irrational fear of, aversion to, or discrimination against Islam or people who practice Islam” (Merriam-Webster, n.d.). As in most phobias, the fear is groundless, illogical, and unreasonable. Yet, it persists. To discern Islamophobia, we must first explore its history and then grasp its effects. To preface, Islamophobia not only affects Muslims, but may affect anyone perceived as Muslim as well. In the midst of discrimination and hostility toward Muslims in the United States, American political figures often try to appease the public by making claims such as, “This is not who we are.” To the contrary, Islamophobia is a reflection of a disturbing and vile history.
History
	Academically, Islamophobia was first defined formally in 1997 by the Runnymede Trust, a think tank in the United Kingdom, which described Islamophobia as “unfounded hostility towards Islam and a fear or dislike of all or most Muslims” (Samari, 2016, p.1). Islam slowly became racialized, attributed individuals’ physical appearance — skin complexions, accents, and head coverings (Love, 2009). For this reason, Islamophobia can affect Muslims and non-Muslims alike. These racialized entities affect people of different backgrounds and disregard the religion to which they may actually belong. Throughout history, attempts to divide the Western and Islamic worlds led to the creation of xenophobic and racial boundaries. The United States denied citizenship to persons assumed to be Muslim or having a Muslim ancestry until 1944 (Samari, 2016). Anthropologist Pnina Werbner describes the complex history and relationship of Islam and the West, in which European sectarian wars – the Inquisition and the Crusades –developed Western capitalism (Rana, 2007). Islamophobia is thus a specific type of racism, its source being the beginnings of imperialism and oppression (Rana, 2007). Western modernity would not be what is it today without these events, and even now Islam and the presence of Muslims are seen as threats to the social and economic supremacy the West holds.
Orientalism
In his 1978 book, Professor Edward Said described Orientalism as a concept referring to the view of the West toward the Middle East, North Africa, and Asia. In Said’s introduction, he identified Orientalism as a style of thought that distorts the persons’ true identity, particularly those in the Middle East, and creates vast and damaging generalizations that are demonstrated in history, literature, and film (Said, 1978). The Orient (the East), is also referred to as the “Other.” Since the seventeenth century of European colonialism, the Occident (the West) depicted the Orient as depraved, exotic, backwards, and primitive (Love, 2009). This misidentification creates alienation and the “Other” aspect for individuals from places outside a centric point of view.
The term exotic itself is often used in art history and it implies that pieces of art are different than what is normal (Forsyth Galleries, 2017). The Occident uses this term to describe and further objectify the Other, similar to art pieces, while solidifying egocentric perspectives of the Occident. The full extent of Islamic culture cannot be understood if it is only told from a Western narrative. When European or Western culture becomes the dominant perspective, society understands these cultures as “the idea of European identity as the superior one in comparison with all the non-European people and cultures” (Said, 1978, p.7). Demeaning European and Western narratives frame the Other in a negative light; consequently Europeans and Westerners are elevated to a superior status. Such narratives hold no integrity, because the European and Western intention is not to portray the Other as their authentic selves, but instead, a dehumanized version (Said, 1978, p. 27). The representations of the Orient, which encompasses many persons who are Muslim, as “exotic,” have now transformed into “dangerous” (Love, 2009). One of the dangers linked with Muslims is terrorism.
Terrorism
	The definition of terrorism is controversial as several government agencies struggle to create a single meaning. The United Nations has yet to develop a comprehensive treaty against terrorism simply because of its inability to create an acceptable definition of the term (Huff & Kertzer, 2017). Nonetheless, most government agencies understand that terrorism is “often a tactic committed by actors as part of a larger military or geo-political agenda” (DEMA, n.d., p.1). The public is more likely to adopt terrorism to frame their understanding Islam, especially when the perpetrator of a terrorist act is Muslim; conversely if a perpetrator is non-Muslim, the public is more likely to demand investigation of the perpetrator’s mental health and personal life (Huff & Kertzer, 2017). Often, anti-terrorism measures are compared to immigration measures, creating added suspicion about Muslim lives (Allen, 2010). Although acts of terrorism throughout the 1980s were confined to radical Islamists, Muslims in general have been framed as being inherently violent, the enemy, and foreign (Allen, 2010). These frameworks contributed to the development of structural Islamophobia, such that institutions, exclusionary policies, and the media work to perpetuate fear (Samari, 2016). 
	Structural Islamophobia began to develop as a function of the Antiterrorism and Effective Death Penalty Act was created in 1996; this act allows for the surveillance of Muslim American activity and subsequent deportation of those involved in terrorist activity (Love, 2009). Large populations of Muslims migrated to Europe and North America in the second half of the twentieth century (Rana, 2007). Migration as well as Middle Eastern conflicts connected to the legacy of Zionism and occupation of Palestine, Gulf Wars, 9/11/2001, and American imperialism in Afghanistan and Iraq all contributed to the rise of anti-Muslim sentiment (Rana, 2007). After 9/11, 60% of Americans had unfavorable attitudes toward Muslims (Samari, 2016). In a poll of Americans and Russians, 50% used words such as “violent” to describe Muslims, while of 58% referred to Muslims as “fanatical” (Lipka, 2017). Negative coverage of Muslims predated the 9/11 attacks in the US, including from mainstream sources such as Newsweek and Time Magazine (Ogan et al., 2013). After the 9/11 attacks, the American media continued to embrace the idea of a “clash of civilizations” and hold a negative image of Islam and Muslims (Ogan et al., 2013, p. 30). By 2015, polls showed 67% of respondents held unfavorable attitudes toward Muslim Americans. Subsequent policies of profiling continue to paint Muslims as the Other (Samari, 2016). 
The Islamophobia Network
	Islamophobia is not just a mere thought or belief that people hold; fully funded organizations exist in the US with the aim to discriminate against Muslims. Some of these organizations are close-knit groups within local communities, while others are even seated in high political offices. Former U.S. Representative Peter T. King and former U.S. National Security Advisor Michael T. Flynn are two of many politicians who have contributed to and been a part of anti-Muslim hate groups such as, ACT! for America. Controversy surrounding Islam spiked after 9/11 because Islam was seen as a threat to national security. Intense anti-Muslim rhetoric continued to intensify throughout the years, including that by politicians such as former president Donald Trump, who called for a “total and complete shutdown of Muslims entering the United States” (Abu-Ras et al., 2018). Islamophobic hate groups create conspiracy theories regarding how Muslims are terrorist threats and how they aim to subvert the United States legal system by imposing Shariah law (SPLC, n.d.). Shariah law is Islamic law which commands that Muslims follow the law of the land they are on, meaning that a Muslim living in the United States is subject to and must follow the United States legal system. Acting otherwise would be a matter of disobeying Allah and the teachings of Prophet Muhammad (Ahmadiyya, 2021). 
The Center for American Progress Action Fund investigated a small and tightly interconnected network of misinformation experts in the US who work through advocates, media partners, and grassroots organizations to create false information (Ali et al., 2011). These purveyors of misinformation received over $40 million from seven foundations in ten years (Ali et al., 2011). The five misinformation experts include: Frank Gaffney at the Center for Security Policy, David Yerushalmi at the Society of Americans for National Existence, Daniel Pipes at the Middle East Forum, Robert Spencer of Jihad Watch and Stop Islamization of America, and Steven Emerson of the Investigative Project on Terrorism (Ali et al., 2011). There are currently 36 formally recognized anti-Muslim groups across 28 states; a few of these more recent groups include the American Freedom Defense Initiative in New York, Bomb Islam in Arizona, and Refugee Resettlement Watch in Maryland (SPLC, n.d.). These groups encourage legislation to ban the (nonexistent) threat of Shariah law and to create fearmongering about mosques harboring terrorists (Ali et al., 2011). 
On October 15, 2016, the founder and leader of the West Virginia Chapter of ACT!, Brenda Arthur, held a seminar in advance of the presidential election. She titled the seminar, “Invasion and Colonization of West Virginia: Refugee Resettlement” and guided her audience through arguments about the threat of both Muslims and refugees (Gorman & Culcasi, 2020, p. 177). Among the materials she provided to her audience was a packet. She directed her audience to turn to page 34 of the packet and projected an image on the screen: a cartoon Muslim woman as a skeleton, wearing a burqa, and holding her pregnant belly. Her pregnant belly, however, was depicted as a large bomb with a lit wick. The artist wrote, “The Other Islamic Bomb,” above the image and Arthur stated, “They are here. And, they have babies” (Gorman & Culcasi, 2020). The “Other Islamic Bomb” to which Arthur was referring is Muslim women’s fertility, which is depicted as a vehicle for colonization and invasion (Gorman & Culcasi, 2020). Muslim women are viewed by Islamophobic people as visible threats to America and their roles are highly misunderstood.
Women
	The role of women in Islam traces back to the legacy of Prophet Muhammad and the direct teachings of the Qur’an. He denounced female infanticide at a time when it was a common practice in the Arabian Peninsula because female infants were considered unfavorable compared to males. Laleh Bakhtiar, the first woman to provide a critical translation of the Qur’an in multiple languages, claimed the end of infanticide as revolutionary and a transformation of Muslim consciousness (Bakhtiar, n.d.). She further noted that oppression of Muslim women does not stem from Islam but rather from laws, many of which were created by Muslim men (Bakhtiar, n.d.). Muslim women are commonly viewed by Americans as submissive, oppressed, and subjugated because of these laws, but throughout Islamic history, Muslim women participated in political, civic, and social movements (Islam, 2019). The Prophet’s wife Khadija – an independent business woman – served as the first confidant to Prophet Muhammad as he described the frightening experience of revelation (PBS, 2002). Additionally, she was the first convert to Islam and like many historic Muslim women in the Prophet’s family, she is a role model and a household name (Bakhtiar, n.d.). Notably, Muslim feminists agree that issues facing Muslim women today are similar to those faced by women of other backgrounds: poverty, illiteracy, oppressive cultures, political repression, and patriarchy (PBS, 2002). Muslims consider Islam to be progressive, noting that issues today mimic those of seventh century Arabia, all of which Prophet Muhammad vehemently opposed (PBS, 2002). 
	The Qur’an serves as a means of direction for how Muslims should live. The language of the Qur’an does not limit its guidance to either men or women but instead addresses them both as believers (Bakhtiar, n.d.). Despite Islam’s championing of women’s rights, widely held assumptions and misconceptions normalize oppression of Muslim women. Primarily, lack of understanding today of the context in which the Qur’an was revealed means that it “has been ripped from its historical, linguistic, literary, and psychological contexts and then been continually recontextualized in various cultures and according to the ideological needs of various actors” (Arkoun, 1994, p.5). Despite this, the Qur’an does recognize the status of man as that of authority in societies in which patriarchy already existed. Asma Barlas, an American-Pakistani writer, noted that “recognizing the existence of a patriarchy, or addressing one, is not the same as advocating for it” (Barlas, 2019, p.6). What is often described in the Qur’an regarding restrictions about how women should be treated have been misinterpreted as a license  to mistreat them instead (Barlas, 2019). To combat these misinterpretations, I will describe the  use of the head covering in Islam.
Head Covering
	In verses 24:31-32, the Qur’an calls for both men and women to “lower their gaze and guard their modesty.” The idea of modesty in Islam generates several interpretations for women. Some Muslim women only expose their eyes and cover everything else, some cover everything but their face and hands, some only cover their hair and cleavage, and others do not observe these dress rules at all (BBC, 2009). Nonetheless, the religious obligations of Islam have long been debated by practicing Muslims. An often-quoted verse of the Qur’an from the second chapter states, “There is no compulsion in religion,” meaning that no one should be forced into Islam and it is up to the individual to choose their path. To those who say Islam oppresses women, Bakhtiar responds, “How can it oppress women when there is no compulsion in Islam?” (Bakhtiar, n.d., para. 14). Women have their own free will thus it is their decision regarding their choice about what to cover. Removing that choice is a pattern in patriarchal misinterpretations of Islam rather than from Islam itself. The only criteria regarding free will is that it does not compete with the will of Allah, because competing with Allah is considered shirk, which is the only unforgivable sin in Islam should one die without repenting from it (Bakhtiar, n.d.).
	Some Muslim women choose to wear the hijab, the Arabic word for barrier or partition (BBC, 2009). The meaning of the hijab is more than just attire; it is an extension of modesty (Ruby, 2006). The decision to use a head covering is a large determinant of identity and reflects strong feelings of faith (Loewenthal, 2016). The media often exhibits the hijab as a symbol of oppression that restricts women’s mobility (Ruby, 2006). As with many topics regarding Muslim women, society tends to “overlook that fact that those who speak for Muslim women often fail to consult them when formulating rhetoric” (Sharify-Funk, 2016, p. 10). Many Muslim women have regarded the hijab as empowering because it makes their identities distinct, gives them a sense of control over their bodies, and provides them a sense of belonging with the larger Muslim world (Ruby, 2006). A woman who wears the hijab is called muhaajaba (BBC, 2009). Muslim women are not obligated to wear the hijab in front related men, young children, or other women (BBC, 2009). A Muslim woman does not have to wear the hijab when she is alone. Wearing the hijab is a matter of custom in places where it is not required by law. Wearing the hijab is typical for girls once they reach puberty because it is deemed they have the ability to consent to the choice of wearing one at that point in their growth and development (Levesque, 2018). 
	Not all Muslim women wear the hijab; the Qur’an itself does not mention the word hijab. Rather, a hijab literally refers to a veil-like barrier resembling a curtain used for women and men to speak without having to change their dress (BBC, 2006). The word hijab has been limited in English to mean the covering of a Muslim woman’s head. More accurately, the Qur’an instead refers to the khimar, which is a cloth that covers one’s head. During the time of Prophet Muhammad, women wore a khimar tied behind their heads, so their necks and upper chests were still visible (BBC, 2006). The verse in the Qur’an states to “draw the veils over their bosoms,” so they are able to cover what was once already visible. There is a diverse range of garments that are worn as well such as the niqab that covers the face or the abaya that covers the body (Levesque, 2018). Wearing a head covering in Islam is of much debate in the Muslim community. The Qur’an clearly states deeds that are considered absolutely sinful (haram), while Muslim scholars outline deeds that may be questionable (makruh). Not covering one’s head in Islam is not considered haram, but instead considered makruh because of two obligations in Islam that hold high regard by Muslim scholars: the internal obligation of covering oneself, and the external obligation to prevent others from looking (Levesque, 2018). Therefore, wearing a head covering is recommended by Muslim scholars given that it is a practice widely held among Muslims throughout history. Importantly, omitting a head covering does not make a person less of a Muslim. Often this decision is difficult, and may be guided by the Islamic belief that ultimately with Allah lies one’s true intentions.
Muslim Women in Healthcare
	Health disparities tend to afflict those who are minorities or carry differences in characteristics such as race, religion, and culture (Penney, 2019). The experience of Muslim women in health care is under-investigated, although qualitative studies are informative and help reveal women’s perceptions (Penney, 2019). These studies often yield that the external display of Islam by hijabi Muslim women leaves them particularly vulnerable to Islamophobia and distressing health care encounters. Studies have also shown that Muslim women face barriers to their care, often related to their identities (Penney, 2018; Tackett et al., 2018). Some barriers surround the ideas of modesty and privacy, gender preferences for health care providers, continuum of religious practices during illness, and fears of stereotypes or discrimination (Tackett et al., 2018). In addition to recognizing such barriers, methods to address them must be incorporated to ensure effective care (Tackett et al., 2018). Cultural relativism[footnoteRef:1] can enable health care professionals to understand Islamic perceptions of health and health care-seeking behaviors because Islam is a large driver in decision making (Hassan et al., 2020).   [1:  Cultural relativism is a principle in which individual beliefs and activities should be understood in terms of that individual’s own culture and that values of another culture cannot be fully understood or translated into other languages (Social Science, 2021).] 

	Because Islam the fastest growing religion in the world (Lipka, 2017), health care providers can anticipate more Muslim women seeking medical care. Health care professionals should not negate Muslim patient’s preferences and misinterpret, misdiagnose, and stereotype them (Penney, 2019). Current medical curricula do not address the interconnectedness between faith and health, which is critical in Islam (Haq et al., 2019). Religious input is necessary for certain health care scenarios such as the administration of insulin, abortions, cosmetic surgery, and urinary tract surgery (Haq et al., 2019).  Despite numerous neglected health-related situations for Muslim patients, little data exists that draws from consulting Muslim patients themselves (Haq et al., 2019). Given the minimal research regarding hijabi Muslim women’s experiences in health care settings, and with even less initiative to create interventions that hold potential to improve their care, special attention should be directed toward this population in an effort to improve satisfaction and outcomes. To begin to address this gap in the literature, I interviewed three Muslim women of varying ages who wear the hijab, exploring with them their health care experiences related to their identity as being Muslim.  
Methods
Design and Procedure
	This non-biomedical project was deemed non-human subject research by the University of North Carolina at Chapel Hill’s Institutional Review Board. I sought to interview adult (≥ 18 years old) Muslim women who wear the hijab about their experiences in health care settings, and selected three women who met the criteria. Each woman was asked for verbal consent prior to conducting interviews. The interviews followed a one-time, semi-structured format and lasted for approximately one hour each. One interview was conducted in person and two were conducted through video call via the virtual video platform Zoom. Interviews were digitally recorded. I explained the procedure for the interview, including measures to protect their privacy and identities (e.g., not recording their names, telephone numbers, and electronic mail addresses). Two interviews were conducted in English, and one interview in Arabic with subsequent translation into English. I completed the translation, remaining close to the English meaning in Arabic to the extent that the English language allowed. After interviews were transcribed verbatim, recordings were deleted.
	The interviews followed a written interview guide. Each participant was told of the particular interest of the interview, which was the women’s experiences and insights in healthcare settings that underscore the impact of prejudice and discrimination in both every day and patient care settings. The women were asked for final thoughts and were thanked for their participation at the conclusion of the interviews. In this report, I used pseudonyms to protect the identities of each interviewee.
Case Examples	
Khadijah
	Khadijah is a 41 year old Black hijabi Muslim revert.[footnoteRef:2] Khadijah described her choice in wearing the hijab and its influence on both her life and health care encounters. She began wearing it at 20 years old and she felt as though people were more respectful and polite towards her. “I kind of interpreted it, for some reason, as them feeling sorry for me. Like them seeing an oppressed woman and just feeling like they’ll do what they can for me.” She initially felt proud wearing the hijab as it was rare to see others in her community wear it as well. She also had empathy, and even sympathy, toward those who didn’t wear it because she felt like she discovered something that everyone should know. Khadijah made note that her experience may differ from a Muslim who was not born in this country.  [2:  A revert is commonly associated with a convert. A revert is one who returns to a previous state while a convert is one who changes their character (Halal Guide, 2018). Prophet Muhammad said, “No child is born but upon fitrah [as a Muslim].” Fitrah is a natural disposition or instinct, therefore, one who is a revert has returned back to the state they were at birth – a Muslim – instead of converting to Islam (Halal Guide, 2018).] 

In 2010, Khadijah walked into an obstetrician’s office in North Carolina. She was pregnant with her youngest son and was taking part in one of her many prenatal visits to ensure a safe birth. She was alone in the office at the time and was struck by the obstetrician’s question unrelated to the reason she sought care. The obstetrician asked her if she would reconsider her relationship with Jesus. Khadijah recalled the encounter: “I was like, ‘What?’ She’s lucky that she didn’t say that to 41 year old Khadijah because it would have been so different for her, really (laughs).” She was stunned but still understood the inappropriate, targeted behavior. “If I was a Jewish woman or something like that, would she have the audacity to say that to me…or does she see a Muslim woman not worthy of the same respect? It was the most insulting.” 
	Khadijah was familiar with health care settings and described herself as having a high level of comfort in them. Yet, subsequent prenatal visits proved to raise her discomfort. She had another experience in the emergency room where her doctor began to argue with her about prophets and the belief of original sin. She recounted: “It just surprised me that he would take it to that extent of arguing…because first of all, do you know that it is not even legal for you to have this discussion…I can’t believe how hard you’re going.” Like her previous experience, Khadijah also questioned where providers found the audacity to speak to her in such an unbecoming manner. She mentioned that Islamophobic encounters such as these are often blatant. 
	When asked to recall a positive health care event, Khadijah took a long pause and shook her head. “It’s so sad it’s hard to remember. Hmm. A positive experience.” Although she eventually recalled one, it did not involve a health care professional, but rather a musician. “The most positive experience I had in the healthcare setting was with the guitar guy.” Furthermore, she noted that having difficulty of thinking of a positive health care experience spoke volumes. “And I think we have such an expectation for it, if it is positive that is what we expect so it doesn’t stand out. It’s never fun in the hospital anyways, not for me.” 
She recalled another encounter in Louisiana where her doctor stated, “Wow you’re so articulate” to which she responded, “Wow, so are you.” Khadijah wondered why they would anticipate anything else. She expanded her thoughts on why her experience differed from that of a non-American born Muslim. She mentioned her vocabulary, articulation, and lack of an accent to all be to her advantage. “It makes the hijab look like an interesting or intelligent decision, you know? As opposed to something that has been imposed upon me and I am oppressed with.”
	Khadijah further explained her perceptions of care and ideals that should align with health care providers. “I think at this point in life, I am prepared for your fight…if you want one. I don’t, but I promise you I will shut you down with just words.” She additionally mentioned that if you are a health care provider, there should be some understanding about different aspects of religions. “I don’t necessarily expect you to greet me in Arabic or something like that but you know…when you get to a certain level, career or life, you should naturally and instinctively have an understanding of all kinds of people, period.” Khadijah summed up what her ideal healthcare experience would be like in a simple yet, provoking manner, “Just respect, that’s my anticipation with any experience. I am a human being. Treat me like that, talk to me like that. It’s so basic. That’s it.”
Fatima
	Fatima is a 52 year old Black woman and like Khadijah, she is a hijabi Muslim. Fatima came to the United States more than 20 years ago and lived in the northeast prior to relocating to North Carolina. In contrast with Khadijah, Fatima makes no note of negative health care experiences related to Islam in America. She recounted a single poor experience in her home country that was related to the uncertainty of whether she would have a cesarean or vaginal delivery for her first birth. Additionally, Fatima has had several Muslim doctors throughout her lifetime, different from Khadijah’s experience.
	However, like Khadijah, Fatima also described herself as comfortable within health care settings. “I would be fearful but thankfully I have not had many experiences that made me uncomfortable. I always know the reason I am going so because of this I am comfortable.” The only negative experience she made note of was regarding differences between doctors and nurses in their relationship with her. “Doctors interact more friendly with me. They make more of an effort to connect. I have had more blunt experiences with nurses.” She described nurses as not taking care of her in a way in which they should. Fatima also mentioned the idea of health care as a system. “They are business people. Write that down (laughs).” She stated that if one has insurance, they can receive help, but for uninsured patients, “You must find your way to the street.” Fatima explained that this means you must leave the health care facility promptly.
	Unlike Khadijah, Fatima easily recalled a story of being treated in a positive manner in her health care experience, involving a doctor when she first came to America. “I had a doctor teach me about these.” She proceeded to touch the bottom of her chin. “I was concerned because something here was swollen, I think it moved sometimes.” Fatima was referring to her lymph nodes. “I will remember this forever. He took time to teach me. Whenever I am sick, I feel the lymph nodes and I know for sure I am sick. He was so smart and patient. I was new to the country.” 
	Fatima first began wearing the hijab in the sixth grade, at a much younger age than Khadijah. “I wore it for things like prayer and other religious activities we did but not all the time.” Many residents in Fatima’s Muslim-dominant home country also wore the hijab. The difference was visible once she relocated to America but she did not express discomfort. “I knew there were people here with different nationalities and values, I didn’t think at that time that people looked at me differently. I believed that they knew Islam and what it was about so I was not uncomfortable.” Yet, she still described her annoyance with questions that were asked of her. “People always ask you, ‘You are wrapped up in a scarf?’ Oh, or especially, ‘Are you not hot?’ I hate that question.” Fatima also mentioned her health care providers, noting that they did know about the hijab and its purpose, but that couldn’t be attributed to only her. “I think they know about it because other patients come in and so they must know at least a little bit about it, not just from me. They have patients with different needs and nationalities.” Regardless, the hijab has allowed for Muslim doctors to continue to have a deeper connection with Fatima. Fatima remembered her Pakistani doctor who since has moved out of the country, “She used to greet me with, ‘Assalamu Alaikum.’ She knew our traditions. I miss her so much. She was a very nice doctor.”
	When asked about her perceptions and ideals, like Khadijah, Fatima did not believe it was necessary for a provider to know all there is about Islam. “I don’t choose them because of Islam, we choose them because they are great doctors. Them knowing Islam is a plus, but not required. Even though my Muslim doctors understand me more, I think everyone can learn.” What Fatima wanted out of her health care experience coincided with Khadijah’s wishes as well, “Take care of us the same way you care for people who are not Muslim. Only respect.”
Zainab
	Like Khadija and Fatima, Zainab is a Black, hijabi Muslim. Zainab is 28 years old and works within the health care system as a medical student. Like Khadijah, Zainab has had several negative health care experiences. She was on a clinical rotation and paying attention to her male preceptor speaking. The preceptor paused mid-sentence and said to Zainab, “Your religion prohibits you from staring at men in the eyes, correct?” Zainab felt caught completely off guard because it was a question unrelated to the topic he was discussing. 
	Zainab stated that her comfort in health care settings depends on the situation. “I’m more hesitant when meeting a new doctor who doesn’t look like me, just from personal experience.” She also mentioned that she prefers Black female physicians and nurses. Zainab described an additional poor experience in a health care setting. A year ago Zainab had a positive PPD test, which was followed up by chest x-ray. She went to the hospital for the x-ray and believed everything went smoothly until she entered the x-ray room. “I felt like I was treated disrespectfully.” The provider, a white female, asked her to remove her jewelry and Zainab inquired about whether or not she had to remove her hijab as well or just move it away from her chest. “She rudely responded that I needed to take everything off.” Zainab was particularly distraught by what happened next. “After she took the x-ray, she asked me to stand there and that she was going to grab someone to see if the images were okay. She came back with a male.” Zainab attributed this to the provider being young but wishes that she had been alerted to properly drape herself before the male entered the room.
	Similar to Fatima, Zainab easily recalled a positive health care experience. Zainab went to get an additional chest x-ray at an urgent care center in a rural area, and anticipated a negative experience. She was met with quite the opposite. “I was shocked at how generously I was treated. I was treated with so much respect and understanding. The process went smoothly and I was given clear instructions.” Her shock was associated with her own perceptions of those in rural communities. “I was mentally prepared to be treated rudely or be dismissed because I felt that the individuals working there were probably unfamiliar with seeing patients who looked like me.” The generosity of the front staff, nurse, and radiology tech created a memorable and fulfilling experience for Zainab.
	Zainab began wearing the hijab in her last semester of college. Her circumstances of wearing the hijab were different from those of Khadijah and Fatima. She was struggling with many things, including coping with the death of a family member. “I turned to my religion and made the decision that I would wear it when I graduated college and moved back home in May.” Zainab mentioned that she currently wears the hijab every day at the clinic, hospital, and small town. “I am often the only person I see wearing the hijab. I’ve lived here for one year and a half and have seen four people with the hijab.” Zainab described this as lonely but natural when residing in an environment where no one resembles you. Zainab made a friend in her town who also wore the hijab. She used to dread wearing the hijab when going to grocery stores but, “Having just one person around who looked like me made it so much easier to ignore the stares.” Zainab additionally referred to her previous negative experience with her preceptor, “I never got questioned about my religion when I didn’t wear the hijab.” This caused Zainab to prefer Muslim providers as well but it has proven hard to find another Muslim doctor in her town. “I feel that a lot of the people in general here have their minds made up about Muslims and Islam so it’s difficult to communicate certain things to them.” Nonetheless, she described her past Muslim doctors as more tolerant because they had a lot of Muslim patients.
	Zainab considered herself to be in a privileged position within health care. “I can advocate for myself. I do worry about people who aren’t [able to self-advocate] and are Muslim though, especially hijabi women.” Like Khadijah and Fatima, she too shared her perceptions and ideals. She described what she wanted health care providers to know. “I want them to be more informed about Muslims...in addition to the clinical acumen, I believe it is important to educate yourself about cultural differences.”  She additionally mentioned nuances that providers may see in Muslim patients such as the need for staff to announce their presence before entering so a woman can wear her hijab, and hospitals accommodating visits by other Muslims because visiting the sick is encouraged in Islam. Furthermore, Zainab stated, “Caring for Muslim patients presents a challenge in communities where there aren’t a large number of Muslim people. This makes it hard for providers to understand or empathize with patients. This isn’t the patient’s fault.” Her request reflected those of Khadija and Fatima: “An ideal healthcare experience for me is when my physician and nurse and other hospital staff treat me with respect and understanding. Every patient wants to feel heard, understood, and know that they are receiving the best possible care.”
Implications in Health Care
	My initial intention in this research was to examine the experiences of hijabi Muslim women and their healthcare encounters; however, other similarities among their stories became apparent after reflecting on the interviews. These similarities were not always clearly related to wearing the hijab, but were other important aspects of their health experiences, such as respect. Minimal attention is given to Islamophobia in health research as well as Muslims or those racialized to be Muslim, where physical appearances are attributed to whether someone is Muslim or not (Samari et al., 2018). 	
	My research was prompted by three issues: health care curricula, health care workers, and Muslim patients. First, diversity training in health care curricula has become redundant and appears to be a method of assuaging White guilt rather than transforming the way healthcare systems function. Diversity has become a “corporate marketing tool as well as an evasive maneuver against more radical efforts at mitigating equality,” which begs the question, “is diversity for white people?” (Lozada, 2016, para. 1). Second, the power and privilege health care workers hold can either help or harm patients. Hospitals do implement diversity training in an aim to eliminate implicit bias and promote cultural competence, but these forms of training can be characterized as “diversity-lite” since a few sessions are extremely unlikely to diminish one’s implicit bias (Livingston, 2018, p. 64). Gene Woods, the CEO of Atrium Health in Charlotte, North Carolina who is both African American and Spanish states, “We’re still uncomfortable talking about matters of race” (Livingston, 2018, p. 61). The health care workforce is predominantly White while racial discrimination and bias keep it as such (Livingston, 2018). Antoinette Hardy-Waller, the CEO of the Leverage Network states, “Until you get individuals who understand and appreciate the culture and the challenges within [minority] communities, you can’t address the risks and implications that the individuals in those communities go through” (Livingston, 2018, p. 61). Third, in the context of public health, Islamophobia is a “double tragedy” for Muslim patients (Levin & Idler, 2018). The first tragedy is the complete violation of human rights and the second tragedy is the consequences related to the well-being of Muslims at the expense of both their psychological and physical health (Levin & Idler, 2018).
A result of experiencing Islamophobia is a dysfunction of the body’s regulatory systems due to the continuous activation of a Muslim’s allostatic load (Samari, 2016). Allostatic load is the idea that chronic stress results in the wearing and tearing down of one’s body. Poor outcomes resulting from religious discrimination include but are not limited to depressive symptoms, posttraumatic stress disorder, worsening blood pressure and cholesterol levels, less access to health care services, and less health-care seeking behaviors (Levin & Idler, 2018). 
	Considering Maslow’s hierarchy of needs, safety needs are second only to physiological needs, and protection or relief from fear cannot be attained for Muslims for as long as Islamophobia persists (Abu-Ras, 2018), and no tangible method exists in which Muslim safety is ensured. The threat of Islamophobia-based stereotypes can prevent Muslims from both accessing and interacting with healthcare systems and having interpersonal patient-provider relationships because of the fear Muslims hold (Samari, 2016). The idea of this fear is called perceived religious discrimination. A correlational analysis study about perceived religious discrimination for Muslims resulted in positive significant correlations between perceived Islamophobia and safety (p < 0.001), stress (p < 0.001), level of religiosity (p < 0.05), employment (p < 0.05), and ultimately, pre-exposure to religious-based discrimination (p < 0.05) with an overall r value of 0.74 (Abu-Ras, 2018). This study assessed the experiences of Muslims supported through quantitative measures. Parallel to Abu-Ras’ study, the interviews I conducted assessed the experiences of Muslims suggested by other qualitative studies and subjective data.
Abu-Ras (2018) also found that in Muslim subgroups, where having multiple stigmatized identities, such as being a woman or older, creates a “double jeopardy” for Muslims (Abu-Ras, 2018). Khadijah’s experience reflected this, being a Black Muslim and called “articulate” by her doctor was not just an Islamophobic experience but a racist one as well. In the US, 30% of Muslims identify as Black (Samari et al., 2018). Persons who are part of another stigmatized group – Black, LGBTQ, mentally ill, homeless, for instance – in addition to being Muslim, have additional heavy burdens, which leads to poorer health outcomes. The downstream effects of freely exercising Islam and being met with discrimination in return are both harmful and avoidable and can be summarized: “Islamophobia creates very bad optics for our nation and does not bode well for the future of a society becoming rapidly more diverse culturally, linguistically, and religiously” (Levin & Idler, 2018, p. 719).
Islam affected each interviewee’s perception of health and for two of the interviewees, the intersection between being Black and Muslim was pertinent in the way they were treated in health care encounters and ultimately shaped what they wanted out of future health care encounters. Khadijah noted several negative experiences – from providers being surprised at her articulation, which is clearly racist, to providers arguing with her and questioning her faith. Fatima specifically noted blunt experiences with nurses and mentioned that Muslim providers do understand her more but she gives providers a chance to learn, being that this country is a melting pot of people from different religions and backgrounds. Zainab, a medical student when the interview was conducted and now a physician, noted several negative experiences as well – the loneliness that comes with being a visible Muslim, the direct Islamophobia faced by instructors, and how she believes the Muslim identity has been dismissed and reduced – all leading her to prefer Black female physicians and nurses and Muslim providers alike. 
Significantly, each interviewee brought up the same word: respect. None of the interviewees were asked their views on whether they felt respected in health care settings, yet, they each organically mentioned respect as an integral part of their care. Khadijah wondered if Muslim women were not worthy of respect and sought it in her ideal health experience. Fatima wished to be cared for like any other patient, Muslim or not, with respect. Zainab simply wanted respect and understanding. The International Council of Nurses (2002) defines nursing as a form of care committed to individuals of all ages, families, groups and communities, sick or well. For these women and all Muslim patients, respecting their faith is vital. Further, respecting their personhood and caring for them as individuals is absolutely critical.
Soft Islamophobia 
	To combat Islamophobia, I will introduce you to a term called soft Islamophobia. Namira Islam Anani – a lawyer, graphic designer, and the co-founder of the Muslim Anti-Racism Collaborative – is also a committed Muslim who delivers lectures, presentations, and workshops on diversity, community, and justice throughout the country (Watkins, 2020). I will be referring to her important written work throughout this section. In the journal Religion, in a special issue Anti Muslim Racism and Media, she wrote a commentary using the term soft Islamophobia. “Soft Islamophobia occurs when those who are most directly impacted by Islamophobia are systematically disenfranchised from the work that liberal organizations, individuals, and groups are leading to challenge Islamophobia” (Islam, 2018, p.7).
Namira Islam describes how well-intentioned liberal allies have essentially slowed down the fight against Islamophobia and structural racism (Islam, 2018, p.1). For example, Islamophobic people often refer to Muslims as terrorists and liberal advocates tend to accept this framework of Muslims and subsequently try to debate or disprove Muslims being terrorists (Islam, 2018, p. 6). Instead of rejecting these talking points all together, allies entertain them (Islam, 2018, p.6). Entertaining talking points about terrorism leads to allies embracing Muslims in a “good Muslim, bad Muslim” narrative depending on how compatible Muslims are with the West, which in the end still – unfortunately – frames terrorism as a Muslim problem rather than a geopolitical problem (Islam, 2018, p.6).
Another example is about the representation of Muslims in panels focusing on Islamophobia. Activists and organizations often include only Muslims from South Asian or Middle Eastern backgrounds to speak on Islamophobia, ignoring the fact that the Muslim community is the second most diverse faith group and requires an intersectional lens (Islam, 2018, p. 4). A final example involves the idea of the humanization of Muslims. Humanization refers to ways in which harmony and relationships are maintained with the Other and is done by perceiving the Other as human (Christie & Noor, 2016). Perceiving the Other has human is done by examining how individuals are seen (e.g., equal, close to us), what characteristics they have that make them human (e.g., intelligent, rational), and emotions they elicit (e.g., admiration, regard) (McKeown et al., 2020). News stories about Muslims breaking stereotypes by getting along with Jews or Christians and giving charity tend to be amplified as if they are newsworthy, and as if having interfaith relationships or giving charity – the fourth pillar of Islam – are not normal parts of the daily lives of Muslims everywhere (Islam, 2018, p. 5).
	In addition to Namira Islam’s suggestions to combat Islamophobia (engaging in solidarity, undertaking a deep historical analysis, and increasing internal education [Islam, 2018, p.10]), I will discuss one of her suggestions, one that is not routinely acknowledged in typical diversity and inclusion conversations. Often, anti-Islamophobia work takes a softer approach in which the Hadith, Qur’an, the Sunnah are rarely mentioned. The focus shifts to Muslims as people when it should be on Islam as a faith (Islam, 2018, p.9). Because the focus remains on Muslims as individuals, it moves into putting them into frameworks of the “good American” and distances them from Islam as a faith (Islam, 2018, p.9). American Muslims who are part of the “good American” framework are celebrated, whereas Islam is still seen as dangerous, and Islamophobic frameworks continue to exist (Islam, 2018, p.9). This is not progress. To battle Islamophobia, start centering underrepresented Muslim voices of those who are most likely to be targeted by violent policies and vigilante actions (Islam, 2018, p.10). Start to amplify the voices of those Muslims who dress conservatively and attend their mosques (Islam, 2018, p.10). Yes, although these Muslims do not fit the stereotype-breaking and liberal framework of a “good American,” they too are a representation of Islam, and excluding them from discussions implies that they are only good Muslims and acceptable should they dress and conform to the standards that the US has set forth for them in an uninviting way. 
	Namira Islam states that despite understanding the dialogue above, there is still an issue:
However, a study of US history—especially African-American history—demonstrates that familiarity with public figures or individuals from marginalized backgrounds does not automatically translate into the dismantling of racist laws or systems. General support or interpersonal understanding does not translate to distinct law or policy on its own. Moreover, individuals can claim to support individual groups or communities while still executing harmful laws and policies. As an example, President Trump has claimed that he loves or gets along tremendously with “the Muslims” or “the Blacks” while simultaneously instituting discriminatory policies against Muslims around the world and against African-Americans since taking office (Islam, 2018, p. 7)
	Her claim brings me to my conclusion, which I write as a personal commentary and epilogue. 
Epilogue
	My primary interest in discussing Islamophobia did not stem from an inherent desire to educate the masses on what Islam is and how we as a society can do better. It stemmed from anger. As a Black Muslim, since I was a child, I have watched my non-Black and non-Muslim counterparts reflect on their whiteness and their privilege. I do not believe this is a bad thing but I will admit – it is exhausting. It is rare that we move into action. It is difficult to watch because on one end of the spectrum there are very conservative views that encompass everything Islamophobia is about and on the other end of the spectrum there are liberal views that encompass everything Islamophobia is against – yet, individuals on both ends of the spectrum have either remained stagnant in the fight against Islamophobia or have moved us completely backwards. I believe diversity and inclusion work has created a zone of comfort where we frame it as if we are working but never question where our work is getting us. My concern in health care is that we often have patients who have highly negative experiences, such as that of Islamophobia. Then we must begin to think about who is responsible for those experiences and place that blame on health care workers. 
	Those health care workers were once students, just like us. They were once sitting in classes discussing diversity and inclusion, just like we are. They denounced any idea of discrimination and vile acts toward patients, just like we do. Yet, those same health care workers still went into practice and contributed to the awful experiences of our patients. It is easy to claim support, just as Namira Islam mentions, yet persist in discriminatory acts. I will reiterate that Islamophobia is a form of racism; moreover, diversity and inclusion work is completely separate from anti-racism work. 
	Academic institutions and curricula today are heavily weighted in diversity and inclusion work. Diversity and inclusion work brings different individuals into already racist systems. Anti-racism work understands that the problem is white supremacy, the need to understand that it is the root cause of Islamophobia and other forms of racism alike, and the absolute necessity to dismantle it as a whole. Providing marginalized communities with a space to discuss their experiences is a step. Articulating thoughts every so often on why Islamophobia is bad is also a step, but it does not remove anyone from the socialization they have with racism, prejudice, discrimination, and ultimately, white supremacy. Allowing white individuals to reflect on their role and how they uphold white supremacy requires more attention. The redundancy in current and past diversity and inclusion discussions is draining. To answer a previous question – is diversity for white people? – it absolutely is. So, until the day we move into anti-racism initiatives, we will continue to move in circles, all the while believing we are doing well in work.
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