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Abstract. Alzheimer’s disease and related dementias (ADRD) present significant challenges including cognitive and func-
tional loss, behavioral disruption, emotional distress, and significant financial burden. These stressors are amplified in minority
groups, who experience higher rates of ADRD but less frequent and later diagnosis. There is therefore a critical need to iden-
tify tangible approaches to culturally informed dementia assessment and care for patients from diverse communities. Muslim
patients and particularly Muslim women are among the populations most understudied in the ADRD space. Muslim patients
may hold unique religious, spiritual, and cultural beliefs and practices that can impact care-seeking for dementia symptoms,
diagnostic accuracy, and treatment uptake. This paper outlines culturally informed approaches to assessing and treating
Muslim women and families at each stage of ADRD care, though many recommendations extend to the broader Muslim
community and others of diverse racial-ethnic backgrounds. We provide concrete suggestions for building rapport within
and leveraging common family structures, respecting principles of modesty and privacy for all women including those who
observe hijab or niqab, and communicating dementia diagnosis and care in the context of spiritual and ethical beliefs. While
not intended as a comprehensive and prescriptive guide, this review provides important points of consideration and discussion
with patients of Muslim backgrounds.
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INTRODUCTION

Alzheimer’s disease and related dementias
(ADRD) pose a significant challenge for patients
and their families [1, 2]. The financial burdens of
ADRD can be immense, often requiring specialized
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care and medication that may not be covered by
insurance [3]. ADRD is also emotionally taxing
on both the patient and their loved ones, causing
stress, anxiety, and grief as they experience or watch
cognitive decline and loss of identity. Furthermore,
while patients suffer a gradual loss of physical func-
tions and independence, caregivers may encounter
increased physical burden and exhaustion along with
neglect of their own healthcare needs [4–7]. These
multi-faceted challenges can be greater for those of
minority ethnic, racial, or religious backgrounds, as
culturally informed approaches to care are not well
researched [8]. Furthermore, those from historically
marginalized communities are more likely to experi-
ence AD than non-Hispanic White individuals: in the
U.S. alone, 19% of Black and 14% of Hispanic adults
aged 65 and older have AD compared to only 10%
of their White counterparts [9]. In contrast, diverse
backgrounds may confer differential strengths or
sources of resilience. For example, strong faith
and spirituality may provide community, replenish
spiritual exhaustion from the physical and psycho-
logical toll, and improve the actual and perceived
effectiveness of caregiving [10–13]. It is imperative
that healthcare providers adopt an approach that
respects patients’ and caregivers’ identity, values,
and preferences. This is particularly critical in the
context of the COVID-19 pandemic, which has exac-
erbated existing challenges in ADRD care including
limited healthcare access, increased mortality rates,
and the rapid implementation of telehealth with
limited consideration of cultural barriers [14–17].
The pandemic has also added an increased burden on
caregivers and strained healthcare infrastructure and
operations due to re-allocation of limited resources in
some communities and geographic regions [18–22].

Studies have shown that incorporating cultural,
religious, and linguistic considerations into the con-
ceptualization and treatment of ethnically diverse
ADRD patients improves their quality of life [23].
A challenge to accomplishing this goal is the lim-
ited representation of minoritized groups in ADRD
research, as well as delayed rates of seeking care
amongst many minoritized patients [24–27]. As a
result, culturally informed recommendations for spe-
cific populations are limited. One such population is
Muslim patients, and Muslim women in particular.
Attention to the unique needs and accommodations
of Muslim women, including those who wear a hijab
or niqab is vital to delivering culturally sensitive care
[28–33]. While there is a limited literature on end-of-
life care for the Muslim population, to our knowledge

no published guidance exists on a culturally sensitive
approach to dementia evaluation and care in this com-
munity. We aim to provide considerations for treating
Muslim women across dementia care settings, draw-
ing from clinical and clinical research experience and
informed by the limited literature on care for Muslim
patients in other specialized clinical settings [34–38].

ISLAMIC PERSPECTIVES ON ADRD

Clinicians treating Muslim patients living with
ADRD must recognize the profound influence of
Islamic beliefs on perceptions and care practices
related to this condition. Many Muslims believe that
good deeds will be rewarded, and bad deeds punished,
often after one’s earthly existence, though not nec-
essarily [39]. However, illnesses and diseases such
as ADRD are not viewed as punishments for spiri-
tual failures, but rather as biological processes, albeit
abnormal [40]. Patients are therefore not likely to be
hampered by a sense of responsibility or guilt in seek-
ing care for their memory or other concerns [41, 42].
In contrast, care-seeking may be motivated by the
distress caused when dementia symptoms interfere
with religious obligations. For instance, Muslims are
expected to pray, facing Mecca, five times per day,
using a clean space and after specific bathing rituals;
however, increasing difficulties in temporal and spa-
tial orientation, bathing, and cleaning may present
challenges to executing these important rituals [43,
44]. Similarly, prayers from the Quran are often
recited from memory alongside repetition of specific
movements or postures – execution and tracking of
these tasks are also likely impacted by ADRD. Vari-
ability exists in religious practice and framing, and
there will be people who may see any tests or tri-
als in life as a consequence of spiritual activity or
attach a divine notion of reward or punishment to
it [45, 46]. In contrast, Muslim scholars, with sup-
port from textual evidence, frame caring for persons
with dementia as a pathway to spiritual reward [47].
Family may feel a responsibility to shoulder both the
honor and burden of caregiving independently, and
may therefore be reticent to seek diagnosis, treatment,
or respite care for their loved ones [48, 49]. Under-
standing these beliefs is vital for culturally competent
care, as it informs both the motivation and resilience
of caregivers, as well as the patient’s exemption from
certain religious duties like daily prayers and fasting.
Therefore, clinicians should integrate an awareness
of these religious considerations into their approach
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to diagnosis and treatment, ensuring that medical
intervention aligns with the spiritual values and com-
munity norms that shape the lives of Muslim patients
living with ADRD. With prior family approval, this
care could include collaboration with community-
based religious leaders like imams, who can support
and facilitate adherence to treatment while respecting
the profound religious context within which patients
and their families understand and cope with the ill-
ness.

The concepts of hijab and purdah (and related
terms including niqab, burka, chador, shayla, al-
amira, khimar) as a social phenomenon, prescribed
ruling, and framework for attire, are common in
Islamic tradition and Muslim societies. The terms
carry a wide variety of meanings depending on the
specific cultural, regional, social, or legal context [50,
51]. For the purposes of this paper, hijab will be used
to refer to a headscarf that covers the head and neck,
while a niqab will be used to delineate the added veil
of the face where the eyes remain visible.

It is important to note that great heterogeneity
exists among Muslim communities; these consid-
erations should not be used as a one-size-fits-all
prescription for all Muslim women. Instead, the
following suggestions are intended to increase aware-
ness of possible modifications to enhance cultural
sensitivity of dementia care, and as a starting point for
collaboration with patients and their families regard-
ing their personal cultural needs.

CULTURALLY-INFORMED
CONSIDERATIONS AT EACH STEP OF
ADRD CARE

General considerations for patient appointments

In the initial stage of ADRD care, when a patient
or family brings up concerns to a primary care physi-
cian, it is crucial to provide a comfortable and private
setting, especially if telemedicine is utilized. This
consideration is particularly important for Muslim
women, as the principles of modesty and privacy in
Islamic culture may require them to be in a secluded
environment that limits outside visibility [52]. Virtual
appointments should be conducted in private spaces,
using telemedicine platforms that allow customizable
virtual backgrounds to minimize distractions [53].
Alternatively, visits not requiring visual examination
of the patient may be offered via phone. In-person
encounters should be conducted in private, window-
less rooms wherein patients may be situated away

from the line of sight of passersby in the hallway
should the door be opened. Knocking and introducing
oneself before entry into a room or beyond a cur-
tain can be particularly important, as it may provide
extra time for a patient to modify or reposition their
hijab. Utilizing visual aids and illustrations featuring
imagery that resonates with Muslim women, such as
those wearing a hijab, will enhance communication,
understanding, and trust. Sensitivity towards cultural
norms, such as limited direct eye-to-eye contact or
physical handshakes can be beneficial in creating a
more comfortable environment [54]. Furthermore,
it is important that these behaviors are contextual-
ized within the patient’s values and social norms,
rather than pathologized as part of an underlying dis-
ease. When questions arise around whether a certain
unfamiliar behavior is aberrant or not, close collabo-
ration with family or other clinicians familiar with the
patient’s background is useful. Providing a reflection
room for spiritual activity and restrooms equipped
with footbaths to make the Wudu (Islamic ablution
before the five daily prayers) in clinical settings
can serve to enhance patient comfort. Finally, while
not always possible, offering the option of a female
healthcare provider may enhance Muslim women’s
comfort [55].

Meeting with clinicians or clinical researchers
for initial dementia evaluation

During the evaluation phase, often conducted by
a neurologist or geriatrician, the principles of mod-
esty and hijab, deeply ingrained in Islamic culture,
must be recognized and honored [56], Islamic jurists
are at a consensus in the permissibility of modifica-
tions or outright removal of the hijab in dire medical
emergencies; however, there is significant hesitancy
on the scope of modifications permitted in other
non-life threatening interventions or medical care
in the absence of female clinicians [57]. Therefore,
while patients may agree to modest modifications
to clothing for medical purposes [58], clinicians
should minimize the need for these modifications
and prioritize patient boundaries as much as possi-
ble. Clinicians should provide detailed explanation
of procedures and physical examinations and strive
for maximum flexibility in examinations to allow as
little exposure of the patient as possible.

Many Muslim women prefer a female provider
[31]. Where and when possible, this wish should be
honored. When not feasible due to a limitation of
providers or availability, the medical institution or
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provider should communicate with the patient prior
to the appointment. Early communication with the
patient and her family may also provide the oppor-
tunity to better understand unique patient practices
and preferences. Given that patients with cognitive
impairment may find it challenging to articulate their
specific needs related to religious practices, clini-
cians should probe the patient and, if need be, family
members about these cultural preferences or consid-
erations. These preferences should be documented in
the patient’s chart and communicated to other mem-
bers of the care team (e.g., neuropsychology, social
work, psychiatry, physical and occupational therapy).

Muslim women may be accompanied to medical
appointments by their mahram, a close family mem-
ber with whom marriage is impermissible or a spouse
[59]. The mahram, who is often someone close to and
trusted by the patient, could play an important role in
providing collateral information about the patient’s
symptoms or even communicating directly on behalf
of the patient. Clinicians may leverage this impor-
tant source of information but should also apply the
same scrutiny as would be given to any collateral
informant (i.e., that perspectives may differ based
on individual expectations and motivations; that time
and familiarity with the patient may influence the
validity and reliability of the information provided).
In other words, a mahram should not be automati-
cally considered the best source of information on
the patient’s past or current symptoms and function-
ing, and other sources of input should be sought out.
The mahram (or other family) may also share insights
into religious or cultural preferences or provide coun-
seling regarding acceptable modifications of hijab or
niqab to allow for assessment and treatment. Further-
more, the mahram may serve as a bridge between the
patient and provider, assisting with communication
of test results, diagnosis, and treatment options.

Clinicians often rely on patients and collateral
informants to highlight behaviors that are abnormal
or unusual for the patient, as behavioral, mood, or
personality changes often represent the first notice-
able symptoms among individuals with ADRD. For
instance, clinicians may ask the patient or her loved
ones about socially unusual or inappropriate behav-
ior. Answers must be grounded in what is normative
for the patient’s culture and living situation. For
example, Islam’s view on eating with one’s fingers,
commenting on the looks of a passerby, wearing the
same clothes repeatedly, and hugging a stranger (as
is done on many celebratory occasions such as Eid)
may be different from Western social norms [60].

On the note of caregivers, there is evidence that
some Muslim caregivers are unlikely to identify
themselves as such, seeing their tasks as an innate
part of their role as a family member [61–63]. While
this may assuage some aspects of caregiving, it may
also make these care providers less likely to seek
out assistance or respite services. Furthermore, Mus-
lim families may be more likely to view long-term
caregiving and hospice or palliative care as their
responsibility and may therefore by reticent to con-
sider home health aides or assisted living/skilled
nursing options. These resources should be offered
with care and sensitivity, as they may be viewed as a
‘last resort’ by family caregivers [64–67].

Procedures involving physical samples or
donation

Clinicians and clinical researchers must also be
attuned to the unique perspectives of Muslim patients
concerning end-of-life care and organ donation.
There is a difference of opinion amongst the Islamic
schools of jurisprudence on organ donation and the
conditions that need to be satisfied in order for
permissibility [68, 69]. In Islam, the sanctity of
the human body is highly revered; therefore, some
patients may see organ donation or even the sharing
of physical samples like cerebrospinal fluid (CSF) or
blood as desecration. It is important to contextualize
discussions about physical samples or brain donation
within the patient’s specific beliefs and explain the
utility of these samples for diagnosis and treatment
planning.

Cognitive testing and neuropsychological
evaluation

The neuropsychological evaluation involves
lengthier clinical interactions and largely requires
that the patient is alone with an examiner during
cognitive testing. The preference for a female test
psychometrist or examiner may be even more
critical, considering restrictions on being alone with
the opposite sex in Islam. If a female examiner is
not available, a mahram or other family member
may accompany the patient to testing but must be
clearly instructed to sit behind and out of view of the
patient, and to avoid providing any answers, cues, or
distractions during testing.

Additional consideration must be given to select-
ing a test battery that is individualized to the patient.
While comprehensive discussion of the tenets of cul-
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turally informed neuropsychological assessment is
outside of the scope of this review, some comments
specific to Muslim women are provided. Muslims
may be of multilingual or immigrant background, and
even those with full native English proficiency may
struggle with object naming, fluency, verbal abstrac-
tion, or other language-based tasks if their usage of
certain words was largely restricted to one linguistic
setting or employed code-switching [70]. Sentence
structures common in Western or English-speaking
society but less familiar to others (e.g., “set the clock
to 10 past 11” during a Clock-Drawing Test) may
impact an individual’s answer and response latency.
Where possible, the evaluation should be done by
an examiner fluent in the patient’s first language.
The use of interpreters is allowable provided that the
interpreter is well-versed on the specific parameters
around interpretation in neuropsychological assess-
ment (e.g., no paraphrasing of answers, no repetition
or clarification of instructions unless overtly indi-
cated), though mahram or family are discouraged
from serving as interpreters. There is therefore a great
need for the translation and cultural adaptation of tests
[71].

It is also important to consider how culture may
influence the battery design or approach. Some Mus-
lim women may wear gloves to cover their hands and
preserve modesty. The examiner must consider the
impact of this practice on the reliability and validity
of the cognitive data or choose to adapt the battery to
accommodate this practice. For example, rather than
hoping to hear what could be a muted tap during the
attention subtest of the Montreal Cognitive Assess-
ment, examiners could instruct the gloved patient to
raise her hand. An examiner may elect not to admin-
ister tests reliant on fine dexterity (e.g., the Grooved
Pegboard Test) under these conditions. Additionally,
the examiner must take careful behavioral obser-
vations regarding the impact of wearing gloves on
drawing or writing tasks.

Muslim women may also prefer not to be directly
touched during the appointment, which may limit
the examiner’s ability to conduct the tactile por-
tions of the sensory perceptual examination. In
this instance, the neuropsychologist should consider
exploring alternative options with the patient, such
as using a device or manipulable (e.g., soft end of
a pen or pencil eraser) to touch the patient instead.
Head coverings may create an additional barrier to
sensation and expression. For example, a hijab or
niqab covers a woman’s ears; depending on mate-
rial, it may impact hearing sensitivity, making it

more challenging for patients to hear specific stimuli
during a sensory perceptual examination or instruc-
tions throughout the examination. Clinicians should
assess whether this issue is present prior to the onset
of testing, and should make accommodations (e.g.,
providing written instructions in addition to verbal
directions, increasing speech volume) one testing
has proceeded. A niqab or abaya may limit visi-
bility or certain range of motion functions, such as
placing a leg upon another leg or peripheral vision
[72]. Examiners should again assess any barriers to
movement or communications at the beginning of the
evaluation and adjust as needed. Additionally, when
speech or verbal abilities represent a key aspect of
the presenting problem, the neuropsychologist should
carefully differentiate between articulation or expres-
sion observations due to clothing or culture versus
those driven by neurologic, cognitive, or physical
changes (e.g., hypophonia, dysarthria, word-finding
difficulty). Careful history-taking and input from the
mahram or others familiar with the patient may shed
light on whether behaviors noticed in session are cul-
turally appropriate and stable versus abnormal and/or
novel. While not all testing accommodations can be
granted in the context of the highly standardized
neuropsychological evaluation, these creative modifi-
cations demonstrate empathy and understanding that
may support trust-building with diverse patients.

In the absence of a female provider, great care
should be taken in how close interactions for smaller
tests assessing motor skills are performed. Maintain-
ing some distance in physical proximity and being
mindful of asking before touching or guiding arm
movement can be helpful.

Brain imaging

It is important that clinicians and clinical
researchers carefully describe, before the appoint-
ment, imaging procedures like magnetic resonance
imaging (MRI) and computerized tomography (CT),
including detailed explanations about the screening
process, positioning of the body for testing, and
potential physical touch. Patients are often required
to change into hospital-provided clothing to ensure
safety and comfort in the scanner; when possible,
Muslim women should be provided with clothing that
offers more coverage of the legs, arms, and neck area
to preserve modesty [73]. In the event that patients
are allowed to wear their own clothing rather than
utilizing hospital-provided clothing, patients should
be encouraged to use cloth-tied scarves for ease of
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modification or removal. They may choose to wear
two-piece garments instead of a full-length abaya for
the same reason. Technicians may provide a private
space or employ curtains or screens to strategically
support patient privacy when clothing modifications
are required. As mentioned previously, such options
and possible imaging should be discussed collabo-
ratively with the patient well in advance to allow
patients to bring appropriate clothing.

Genetic or biomarker testing

Genetic or biomarker testing involving positron
emission tomography (PET) scans or CSF collec-
tion can be sensitive topics, and healthcare providers
should approach them with detailed explanations
and clear communication. Amyloid-β testing includ-
ing PET, lumbar puncture for CSF, or blood draws
may become more frequent with the recent develop-
ment and approval of anti-amyloid medications [73].
Discussions around genetic testing that may have
implications for family members, or bioethical impli-
cations relating to body parts, should be carefully
navigated to create a respectful dialogue that aligns
with the patient’s beliefs. Offering patients the oppor-
tunity to seek counsel from local ulema, or scholars,
can be particularly useful as some may wish to con-
sult religious authorities before furthering any care
procedures.

Treatment and treatment planning

Feedback and disclosure of diagnostics or
biomarkers should be handled with many of the same
sensitivities highlighted above with patient interac-
tion and familial participation. Treatment planning
must include discussion of whether the patient fol-
lows Halal. Halal-compliant medications usually
involve no alcohol or meat-derived products (unless
sourced from a Zabiha-halal compliant method of
slaughtering). This includes common products such
as gelatin, glycerol, alcohol stearates, heparin, and
many monoglycerides and diglycerides [74].

Non-pharmacologic treatments or lifestyle
changes are also effective for the slowing of cogni-
tive symptoms in ADRD but must be modified to
ensure compliance and benefit for Muslim patients
[75]. For example, neuromodulation (altering nerve
activity through targeted delivery of a stimulus,
such as electrical stimulation or chemical agents,
to specific neurological sites in the body, including
the scalp) is a potential therapeutic intervention

for cognitive and behavioral symptoms of ADRD
[76, 77]. As previously mentioned, procedures that
require removal of head coverings and touching
of the face and hair should be discussed carefully
with the patient prior to treatment, with appropriate
modifications made when possible.

Advance care planning and caregiver/family
support

In providing advanced care planning for Muslim
women living with ADRD, clinicians must recognize
the nuanced impact of Islamic beliefs and prac-
tices on the sanctity of life and how rulings may
apply differently in life-saving conditions [78]. The
Qur’an and Hadith make several references to devel-
opmental stages and cognitive weakness, specifically
memory loss, which is framed as a natural stage
in human development and this perception guides
end-of-life care, emphasizing life preservation and
acceptance of God’s will [79–82]. Medical decision-
making must align with Islamic ethics, considering
the importance of family caregiving and the com-
mandment to care for older adults. The appointment
of power of attorney and decisions about housing
must be handled with attention to Islamic family
dynamics, gender roles, and the family’s central role
in caregiving. This extends to financial arrangements,
including insurance, where many Muslims may seek
to comply with Islamic principles like avoiding
interest.

Clinicians must also recognize religious obliga-
tions and exemptions for dementia patients, such as
prayer and fasting, and be aware of the influence of
community religious leaders and support networks
[83, 84]. Forgetfulness of religious duties such as
prayers, confusing prayer timings, or verses of the
Qur’an that one has recited for decades may be used
by caregivers to gauge progression of memory loss
[47]. It is worth noting that due to having learnt many
of these verses in early childhood, retention may last
longer during disease progression.

Understanding and addressing cultural resistance
and stereotypes through respectful dialogue with
patients, families, and religious leaders will bridge
perceptual gaps and foster collaboration [85, 86].
Legal considerations must be navigated with sensitiv-
ity to Islamic principles, possibly involving experts
in Islamic law. By embracing these multifaceted
considerations, clinicians can craft a comprehen-
sive, culturally aligned care plan that fosters trust,
enhances motivation, and accommodates the spir-
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Table 1
Overview of considerations for providing culturally sensitive dementia evaluation & care to Muslim women

• Facilitate introductions to ensure patient comfort and privacy during virtual consultations.
• Arrange appointments (including virtual appointments) in secluded spaces to prevent inadvertent exposure of

patients in shared workspaces or other settings.
• Utilize telemedicine platforms that offer customizable virtual backgrounds to minimize distractions and

provide an option for patients to display additional personal elements discreetly.
• Incorporate visual aids with diverse imagery, such as women wearing hijab, to complement written

instructions and facilitate understanding of complex medical concepts.
• Provide detailed guidance on self-examination techniques and the secure submission of relevant materials,

allowing patients to capture photographs of affected areas independently or with the assistance of a family
member for remote review by healthcare providers.

• Consider phone calls without video components as an alternative option for patient interactions, depending on
individual circumstances and needs.

• Maintain awareness of limitations in internet access, or technical difficulties that may cause discomfort during
telemedicine services, ensuring appropriate measures are in place to mitigate these challenges.

• Explain procedures prior to each appointment, including the need for changes in dress or physical examination
to allow the patient to prepare. When possible, allow the option to make slight adjustments to a hijab or niqab
instead of requiring complete removal. Encourage the use of scarves tied with cloth instead of relying on pins,
enabling patients to make modifications more easily while maintaining appropriate coverage. Offer the option
to wear two-piece garments instead of a full-length abaya.

• Provide additional time after knocking before entering a room to allow patients to adjust head coverings or
clothing.

• Explain the need for and request consent before physical touch during an examination.
• Collaborate with mahram or other close family members who may be able to assist in clothing modifications

or provide collateral information regarding a patient’s functioning.
• Contextualize unfamiliar behaviors within cultural norms, using assistance from mahram or other family.

Adapt communication approaches to accommodate individual patient comfort levels, considering factors such
as eye-to-eye interaction and respecting personal boundaries.

• Consider whether both the format and content of structured assessments and questionnaires are appropriate for
the patient’s linguistic and cultural background.

• Whenever feasible, honor requests for female healthcare providers to support patient comfort, privacy, and
adherence to cultural preferences during medical consultations.

• Integrate cultural and religious tenets and preferences into treatment plans (e.g., requirement for halal
medications).

• Ensure convenient access to sinks, private restrooms, and, if possible, footbaths, enabling patients to engage in
ablution practices and make necessary hijab modifications.

• Create designated reflection rooms or private spaces within healthcare facilities to allow patients to engage in
spiritual practices or adjust their hijabs comfortably.

• Enhance healthcare providers’ understanding of culturally sensitive patient care through comprehensive
educational sessions and ongoing training initiatives, including the integration of specialized modules into
new staff orientation and annual training programs.

itual, emotional, and practical needs of Muslim
patients living with ADRD.

CONCLUSIONS

In conclusion, the care and management of ADRD
in Muslim women who wear a hijab or niqab require
an intricate understanding of cultural, religious, and
gender considerations. We wish to emphasize that
accommodating requests for female clinicians when-
ever possible at every step of ADRD care, be it nurses
assisting in ambulation to technicians for MRI scans,
is of paramount importance, given that many Amer-
ican Muslim women reported delays in seeking care
on account of a perception of a lack of same-sex
providers. It stands out as the most useful tool in eas-
ing purdah (privacy) restrictions for Muslim women

and easing comfortability in care with respect to a
hijab or niqab.

The insights and recommendations provided in
this paper offer a roadmap for healthcare providers
to approach ADRD care holistically, honoring the
Islamic principles of modesty, ethics, and familial
involvement. From the primary care appointment to
the complexities of neuropsychological evaluation,
brain imaging, genetic testing, and advanced care
planning, each step is imbued with specific cultur-
ally sensitive measures. By weaving these nuances
into daily clinical practice, healthcare providers can
foster a trusting environment, enhance patient com-
fort, and ultimately improve the quality of life for
Muslim women living with ADRD. Bridging the
existing gaps in the research, this paper stands as a
vital resource for understanding and implementing
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religio-culturally conscious dementia care, opening
avenues for further studies, and setting a standard for
inclusivity and empathy in medical care.

By incorporating the considerations outlined in
Table 1, healthcare providers can begin building the
foundation of culturally sensitive care with the ulti-
mate goals of improving patient experiences and
enhancing the well-being of Muslim patients living
with dementia. It is worth bearing in mind that there is
no one approach that encapsulates the experiences or
perspectives of all Muslim women, and that general
guidelines for competence need to be balanced with
recognition of the heterogeneity in levels of obser-
vance and comfort amongst the population. Further
research and collaboration between healthcare pro-
fessionals and Muslim communities are warranted
to continually refine and improve culturally sensitive
care for this population.
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