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Abstract

Islam is religion of around two thirds of the Sodaopulation, and plays an
important role in their lives. In this review wesduss the increasing trend
among a sector of Sudanese women doctors to mvga which is an Islamic
dress that covers a woman from toes to face, with @ small slit to allow her to
see. For the benefit of non-Muslim readers, we &vded our review with a
detailed description of Islamic viewpoint of dreard its different version
throughout the Islamic World. We also gave in ddtee English meanings of
the Islamic Arabic words (written italic).

Wearingnigab carries serious impacts on the medical professiah raedical
education. The wearers tend to be isolated andréasdtive or cooperative with
colleagues and seniors. The process of communicatiih patients is expected
to be adversely affected. There are fears of alttergender segregation at both

health settings and medical schools.
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Doctors’ dress

Since the Hippocrates era doctors have been gadeice on the way they
should dress® The basic function of a doctor's dress style isfavourably
influence doctor-patient relationship, especially aspects such as trust and
confidence building. In general patients prefert ttieeir doctors to dress in
traditional way (i.e. a white coat and formal suitlThey feel that they would
have more confidence in doctors with this dreskesty The least disliked outfit
is tweed jacket and informal shirts and ti#g. particular old patients and those
in higher social classes prefer the traditionalesty For children and teenage
patients the situation is different. In one stu@yslof a teen sample stated that
the dress of their doctor ‘makes no differencetfi@m’, and only 25% said that
they prefer them to wear a white cdaDn the other hand, there is a view that
ther are more important attributes for a doctonttiee way he or she dress such
as availability, kindness and clinical competericélso, some doctors believe
that the new advances in medical practice haverowty the need for using

dress as means of impressing patiehts.

Religion and medical care

Worldwide, there is an increasing interest onussig the role of religion (and
spirituality) in the medical car&.>® "This shows the potential impact of religion
(negative or positive) on health and disease. le study, two thirds of
participants feel that their physicians should bera of their religious and
spiritual beliefs® But, nevertheless, little attention is paid todstyphysicians’
particular cultures and values that may influenbe tlinical encounter,
especially in the way they relate and provide dareatients.” This is best
investigated by assessing ‘intrinsic religiosityhiah represents the extent to
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which an individual embraces his religion as theaster motive” that guides and
gives meaning to his life'® This can be measured by variable tools such as
agreement or disagreement with the statementy ‘hard to carry my religious
beliefs over into all my other dealings in lifé”In an American study including
physicians from all religions, it was found thathalugh they are likely to attend
religious activities regularly, but less likely ¢onsciously make efforts to apply
their religious beliefs to other areas of lif8. The same study suggests that
physicians and patients differ in their reliance ®ad; while patients look to
God for support and guidance, the physicians trgegoide what to do without
relying on God!® Some international studies that investigated #iationship
between religiosity and clinical speciality had hduthat paediatricians and

family physicians are the most religious, and p@&teists the most seculdr: 2

Dress: Islamic viewpoint

Islam (Islamic religion) require that its followet totally submit to teachings of
Allah (the proper name of god in Arabic). For treathful Muslim, Islam is
supposed to control all aspect of his life. Whabudh a Muslim wear is no
exception. Muslim women who adhere to the tenemeintslam are required to
follow a dress code calledijab (an Arabic word means veil, cover, shelter,
screen) or purdafi® In the hijab or veil, the body is covered by ag@mnd parts
of head and face are to be covered by a veil oddozaf. There two types of
headscarves worn by Muslim women to ensure decehtyer dress. The first
one covers hair ears and neck and leaves face emxvit carries different
names through the Islamic World suchkhiamar, dupatta, andbaknuk. ** It is
usually worn by moderately religious woman Muslinfihie second type of
headscarves covers the entire head and face drcepslit (or netting) for eyes
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to allow a woman to see; it carries different nasiash asigab, andburga. It is
usually worn by fundamentalist Muslims, being thesmextreme example of
Islamic dress. In both types of veil, the womanreguired to wear a loose, high-
necked robe that covers the whole arms and legsemtadf the bodyJ{Ibab in
Arabic). The rationale of Islamic dress is that a godly Muskoman should not
draw sexual attention toward her by wearing thiscealing clothing which also
entails acts of respect and dignity. In privated anpresence of close relatives at
home, rules of dress are relaxed. The term ‘veail’purdah’, is perceived by
some Muslims, as a social system of values and s\arsed to designate the
practice of secluding women from contact with martsmle the immediate
family. In addition to wearing velil, this goal cée achieved making separate
rooms for women at home, and by provision of seapest) public facilities®
Thus women are assumed to be weak and vulneraBllenareed to be protected
from their own sexual sensations or men’s sexuahiacks™> The veil is not a
class phenomenon. It is worn by women in all sod@sses, irrespective of their
educational or professional backgrounds. The adescaf hijab claim that
veiled women are recognized as individuals whaoadraired for their minds and
personality and not for their beauty or lack ofat,as sex objects.5 (Mustafa).
On the other side, the critics of hijab claim titais out of style, restricts the
women’s chances in many professions and that inesorstances they are

enforced to wear it (by state or a male family menpb

Throughout the Islamic World, there are varied wers of the Islamic dress. In
Saudi Arabia women weabaya (a loose robe) in addition to a veil as described
above. A similar dress is worn in Sudan and EgypPakistan, Islamic dress is

called pakchadar (a garment with a headscarfj.In Afghanistan, women wear
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thechaddri (a headscarf that extends into a pleated coaercayeverything but
hands and feet)® In some countries such as Saudi Arabia, Sudan|mmd
wearing an Islamic dress is obligatory (if not warnvoman might be subjected
to some form of punishment). It is no doubt that tslamic regimes prevalent in
these countries have brought with them a retumlttaconservative values. The
increasing influence of fundamentalist Islamic ongations (as in Egypt,
Afghanistan, for example) underlies the emergemea of Islamic dress in
these countries. Even among immigrant Muslim comtrasin Europe and
North America wearing veil might be taken as a rseah self-expression-*
Thus, in most of Muslim countries, whether goverrmsdIslamic or secular
regimes, numbers of veiled women is on the risepdiated out by an observer
“it looks as if the veil is turning out to be a dyoh of modernity and not of

conservatism”**

Historically, the first instances of women'’s vegimre recorded in an Assyrian
legal text from the thirteen century BC (but it wastricted to noble women).
There are some opinions that Quraan (the holy bmiokuslims) does not
stipulate veiling or seclusion of women, but these asocial habits been
assimilated from the conquered Persian and Byzastieties™ '® Even more
some historians claim that the early generationdatlims were somewnhat
flexible on the dress of their womeR.By time, laws and rules associated with
dress become more severe and ostentatiously te&tyiperhaps as a sign of
Islamic enthusiasm or piety® Until the twelfth century AD the Anglo-Saxon
and then the Anglo-Norman women wore veils thatecquarts of their heads
and faces. At different times, the veils were wbgn non-Muslim people at

different occasions such as at times of funeratgjrming, weddings, on entering
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a church. Almost the only instance of use of wveihide face by men is among
the men of Tuareg tribe in North Africa (but thetzomen do not traditionally

wear veil!).

Sudan’s women doctors and nigab

The decade of the 1990s was marked by the majomtypoint in the pathway
of medical education in the Suddn.ln a few years the number of medical
schools rose from three to more than twenty, aedatinual intake of medical
students increased from 300 to more than 1500.eTlas a dramatic increase in
the intake of female students to medical schoolsohigh as 60% in the
academic year 1997-1998. Although we could notagéefinite figure from the
concerned authorities but, roughly, the women nastitute more than 60% of
the registered medical students at the present. tim@/ith the increase of
numbers of women graduates and migration of menidtal number of women
doctors may reach two thirds or more of the totttdrs in the coming few
years.'” Officially, there is no a certain uniform in ouredical schools, but
every woman (outside home) is required to coverlaarand to wear long dress
to cover her legs and arms, otherwise she mightbdyeed from entering her
school or workplace. But in the last few years ¢hbiave been increasing
numbers of students and practicing doctors who tseadtend to their schools
and hospitals wearing thregab (that completely covers them from foot to face).
This ‘phenomenon’ also occurs in similar rates iheo university schools and
work settings. As a teacher, | notice that theselesits are passive and too
reluctant to actively participate in academic amgining activities such as
examining an adult male patient (even those withvanereal or urological

problems). Even more, the veiled students havdirfated contact with their
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male colleagues (and sometimes even female ondsy Tare usually,
themselves, members in a radical Islamic orgammatwr from a family

dominated by such fundamentalists.

Nigab: impact on medical care

Should a female Muslim doctor wear what she warzsApparently this simple
guestion is no more than a common sense, but lityréais a rich source of
conflict between the physicians’ individual righd self-expression and their
duties to act in the interest of their patients] atso between religious affiliation
and membership within the medical professioh..For example, for a faithful
Muslim woman doctor, a dress code prescribed by rekgious affiliation
determine what she wear, with no regard to any ireqents set by
administrators of hospitals or medical schools. tbgcin Sudan are a highly
respectable social sector, being the most prividegyed profitable. Usually, the
society expects them to behave conservatively istnagpects of their lives,
including their clothing. This conservatism, as desit, should exclude an
eccentric dress such agjab, where the patient is has to sit to a black ‘ghost
covered from foot to face (usually in black colouf course a minority might
advocate wearingigab, as it is no more than religious affiliation or fash
statement. Even in a liberal society like the Amani an eccentric behaviour
such as body piercing was found to affect the pasidrust and judgment of
physician competency. Even those persons who theessare pierced view

pierced physicians negativefy: *°

The nigab offers a great chance for cheating in examinatitagh written and

clinical). It happened once at Cairo University matl schools that practicing
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male doctor used such a veil and entered the estimimroom to answer the

written examination questions instead of his slster

The veiled women (as patients or medical studergsgally do not feel comfort
on attending health settings and medical schotén@ed by both sexes. They
are rather at ease in female-only environments) emeother aspects of life such
as markets and places of entertainment. In paaticuhotice that veiled women
refrain from consulting male doctors on issues amify planning and
gynaecological problems. A European doctor whowatked in a rural area in
Afghanistan had observed the impact of subordingtatus of women on a
minor issue such as visiting her doct8t. A male doctor can not examine a
woman below her waist and he has to question (taimbmedical history) the
man who accompany her to the clinic and not the arotmerself’ In the early
1980s the Iranian strong leader Ayatollah Elkhonssued a religious opinion
(fatwa) that examination of a woman by a male gynaecdiagigated religious
rules® The situation is worse among families of fundamisttMuslims (even
in countries ruled by secular governments) who iprottheir women from
visiting male physicians even in non-gynaecologisalblems, and even if a
female physician is not available. These varialaltgpns of gender segregation
might affect training of medical students. Maledsgmnts will not receive enough
(if any) training in clinical problems of obstetsiand gynaecology, and likewise,
female students will not receive proper trainingniale urology® This may
adversely affect the situation of health servicesmost Islamic countries

(already dominated by deficit in manpower).
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Effective communication between the doctor and paient is a critical
component of quality health care. A ‘good’ doctatipnt relationship (rapport)
can be defined as having an easy and comfortaldgoreship, and it include
warmth, respect, interest and enthusiasm for sgriie patient’ There are
profound effects of the way a doctor communicatéh Wws patient. The more
informative and supportive the physician, the mioise patient is satisfied with
care, better understanding of his health condi@o actively involved in
diagnostic and therapeutic decisiGhsThere several factors that can affect
doctor-patient relationship; of these are the dttarstics of individual
physician such as his sex, age, and appearancex&omle, a large scale study
found that female physicians are more engaged irerpositive talks, more
partnership-building, question-asking and informatgiving. ** But the
guestion, here, is what about the situation for wlmenan Muslim doctor that
wears thenigab? . Nigab is not only a piece of cloth or a dress fashioms bne
component of an Islamic religious practice aimirigbaring a woman from
contacting any man apart from her husband and inateetamily. This practice
In its orthodox version views a man (apart fromseloelatives) as an evil or a
source of all the sin in the world. Therefore, a@lgovoman should not see or
talk to a man or let a man see or talk to hes Huite clear that there is no a real
chance for a doctor inigab to make an effective communication with her male
patients (who are obliged to deal with a ‘ghoséitttotally covers ‘its’ face (and
also his feelings and expressions!). Some chilangght be frightened by this
Ninja-masked creature that is supposed to speak and examine HBame
extremists consider that even the mere voice of @oasaawra (a thing that is
undesired to be heard or seen by the others).dm #tiquette, the Sudanese

welcome each other by hand greeting, followed byesanformal comments on
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health, but, for the veiled women, hand greetingossidered akaram (an act
that is strictly forbidden by god). Refusal of hagr@eting or welcoming a male
patient with a brief head nodding is the first ‘skowho might immediately
refrain from been seen by this ‘estranged’ docldrere is a doubt if veiled
doctors could engage themselves ‘sensitive’ issuel as sexual or urological

problems with their male patients.

At the present time, women doctors who wagajab are obliged to see male
patients at health settings, or have their unddrgrge studies with their male
colleagues. At medical schools, they tend to kemypact with male students to
the minimum. They usually choose to work at obstatrand paediatric and
other units away from adult male patients. Theyehthyat over time and increase
spread of veil wearing there will be a gradual abeicceptance afigab and
other types of veils.At different times, during 0389 there were some failing
trials to segregate male and female students s¢edaand practical sessions, but
they only succeed in imposing a moderate versidmjab (a headscarf covering
hair and neck, and a long dress to cover armsegs},lotherwise would not be
allowed to enter a school or a work place. Of cewsiled doctors dream that
the concerned authorities, at some time, will penfeotal gender segregation at
both health settings and medical schools. At tlesqmt time, of the 26 medical
schools there are only two of them with female-antake (one of them is part
from a secular university established to secureughachances for women in

high education, and the other is an Islamic unitgrs
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Conclusions

Enthusiastic Muslims believe that women should sa&ated from physical
contact with people outside her immediate familyeafing nigab fulfil this
requirement by preventing other people to see Tiee.women doctors, in spite
of any professional requirements, are not exemfsted wearingnigab. As we
saw above, wearingigab is associated with some adverse effects on medical
care. Some opinions view thagab is worn by only a small minority as a way
of expression of their religiosity, and we shoudshsider values of tolerance and
not to contribute to marginalize people with diffet views. On the other hand
some view that the efficient doctor-patient relasbip which is essence of the
professional role of doctors (adversely affected rbgab) requires some
compromise (as any other relationship). We hopé wamen doctors should
weigh their own right to weanigab against the profound adverse effects on
interaction with their patients. We believe that thdividual personal preference
IS not the only consideration. In this regard oae advocate policies forbidding
women doctors from wearing the headsqaifjab). It is easier to change a
doctor’s dress style than, for example, than tongkahis bedside manners. So
they should dress in a way that inspires confidexides patients.

On the other hand, there is a need to assesstitueled of patients toward the
eccentric dress styles of their doctangjéb is an example). In addition, we need
to try to establish if patients think that the whgir doctor dresses affects his or
her effectiveness as a doctor (that is whetheakes them more likely to follow
his advice). The nigab wearer (doctors and stujlesdswell, can be a subject of
investigation in regard to issues such as acadamulcprofessional difficulties

facing them, and their relations with senior amilgu colleagues.
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