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Healthcare discrimination is associated with various health-related attitudes, 

behaviors, intentions, and outcomes including provider avoidance, underutilization or 

increased use of healthcare services, use of alternative means of healthcare, delays in 

medical care, less satisfaction with care, poor health behaviors, and poorer health 

outcomes. Since 2001, Muslims and Arabs in the United States have experienced 

increased discrimination. Despite this, little is known about the experiences of Arabs 

and Muslims in healthcare. Saudis, a sub-population of Arab Muslims, represent a 

particularly understudied group. The purpose of this dissertation was to understand 

experiences of healthcare discrimination and their association with a number of 

health-related outcomes among Saudis in the United States. Data were collected 

between May 30th and November 30th, 2016 from Saudis, 18 years of age and older, 

who had lived in the United States for at least 6 months (N=1,022). Findings indicate 

Saudis do experience healthcare discrimination, with 26% of respondents indicating 

having experienced religion-based discrimination and 17% experienced nationality-

based discrimination when getting healthcare in the United States. Experiences of 

healthcare discrimination were positively associated with provider avoidance, 



 

 

delaying caring until returning to Saudi Arabia, and the number of emergency room 

and eye care visits. Although neither type of healthcare discrimination was associated 

with health status or psychological distress, under conditions of high social support, 

religion-based healthcare discrimination was negatively associated with health status. 

Future research is warranted to further understand healthcare discrimination among 

Arab Muslims in the United States and related health consequences.  
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CHAPTER 1. INTRODUCTION 

Discrimination: A Public Health Problem 

Discrimination is a significant public health problem. Research shows 

perceived discrimination is associated with poorer physical and mental health, less 

engagement in healthy behaviors, and greater participation in unhealthy behaviors 

(Brodish et al., 2011; Clark, Anderson, Clark, & Williams, 1999; DeLilly & 

Flaskerud, 2012; Inhorn & Serour, 2011; Kessler, Mickelson, & Williams, 1999; 

Krieger, 1990; Pascoe & Smart Richman, 2009; Williams & Mohammed, 2009). 

Commonly defined as the differential and negative treatment of individuals or groups 

of individuals based on personal characteristics or group affiliations (Al Ramiah, 

Hewstone, Dovidio, & Penner, 2010; Correll, Judd, Park, & Wittenbrink, 2010; 

Dovidio, Hewstone, Glick, & Esses, 2010; Feagin & Eckberg, 1980; Hausmann, 

Kressin, Hanusa, & Ibrahim, 2010; Krieger, 1999; Link & Phelan, 2001; Thrasher, 

Clay, Ford, & Stewart, 2012; Williams, Yan Yu, Jackson, & Anderson, 1997), 

discrimination can be experienced in a variety of different ways (Dovidio et al., 2010; 

Feagin & Eckberg, 1980; Kessler et al., 1999; Krieger, 1999) and can occur in 

numerous settings (Blank, Dabady, & Citro, 2004). The growing literature on 

discrimination and its associations with health-related outcomes focuses on several 

minority populations (Gonzales, Harding, Lambert, Fu, & Henderson, 2013; Kessler 

et al., 1999; Krieger, 1990; T. A. LaVeist, Rolley, & Diala, 2003; Schulz et al., 2006; 

Sutter & Perrin, 2016; van Ryn & Burke, 2000) with findings consistently 

documenting greater exposure to major lifetime perceived discrimination and day-to-
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day perceived discrimination and associations with poor health-related outcomes 

among those with disadvantaged social status (Kessler et al., 1999; Smedley, Stith, & 

Nelson, 2003).  

Recently, there is burgeoning, though still limited, literature on the 

discrimination experiences of Arabs and Muslims in the United States. Since 2001, 

Arabs and Muslims have consistently experienced discrimination and have become 

increasingly marginalized. Experiences of discrimination among Arabs and Muslims 

have often been attributed to historical events, with variations across time related to 

political circumstances or triggering events (Disha, Cavendish, & King, 2011; 

Sheridan, 2006). The attacks that took place on September 11th, 2001 resulted in a 

severe backlash against Arabs and Muslims in the United States. Negative stereotypes 

have since been maintained creating an Islamophobic post-9/11 environment 

conducive to retaliation against Arabs, Muslims, and those thought to be of Arab 

ancestry or Islamic faith (Disha et al., 2011; Sheridan, 2006).  Since 2001, numerous 

other events have taken place that also resulted in backlash against Muslims and 

Arabs. Most recently, the current political climate in the United States, and around the 

world, has perpetuated xenophobic rhetoric in general and anti-Muslim sentiment in 

particular, potentially legitimizing acts of violence resulting in increased hate crimes 

and discrimination against Arabs and Muslims (Disha et al., 2011; Samari, 2016; 

Sheridan, 2006). Though there is an emergent body of literature on experiences of 

Arabs and Muslims in general, discrimination experiences of Saudis in the United 

States, a growing sub-population of Arab Muslims, remain understudied. This 



 

 

3 

dissertation focuses on the experiences of healthcare discrimination of Saudis in the 

United States, and their association with health-related outcomes. 

Research Significance  

Saudis, a growing population, with some estimates indicating over 100,000 in 

the United States (Naffee, 2014; Taylor & Albasri, 2014), represent one sub-

population of Arab Muslims with unique characteristics that distinguish them from 

other Arabs. Historically, research on Arab Muslims has centered on refugees, first-

generation Americans, or permanent immigrants (e.g., Amri & Bemak, 2012; 

Hasnain, Connell, Menon, & Tranmer, 2010; Hasnain, Menon, Ferrans, & Szalacha, 

2014; Inhorn & Serour, 2011; Shah, Ayash, Pharaon, & Gany, 2008). Saudis, 

however, tend to remain in the United States temporarily, after which they return to 

Saudi Arabia. Saudis in the United States are a relatively homogenous group in that 

they are typically sponsored through governmental or private agencies in Saudi 

Arabia for the duration of their stay in the United States. Their sponsorship includes 

covered expenses, a stipend, and complete health coverage (Hilal, Scott, & Maadad, 

2015). The Saudi population in the United States is also relatively young, with the 

vast majority of them coming to the United States as students (Taylor & Albasri, 

2014).  

In describing Saudis as a subset of Arab Muslims, distinguishing Muslims and 

Arabs is important. Contrary to popular belief, the majority of Muslims are not Arab, 

and not all Arabs are Muslims (DeSilver & Masci, 2017). Muslims are followers of 

the religion of Islam, therefore denoting religious affiliation. Arabs, on the other 

hand, are those who originate from the Arabian Peninsula, therefore referring to 
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ethnicity or national origin. Saudis are a subset of Arab Muslims. Despite Saudis in 

the United States having distinct characteristics that likely differentiate their 

experiences from other Arabs, research on Saudis is severely limited. Existing 

literature on Arabs and Muslims in the United States (Awad, 2010; Inhorn & Serour, 

2011; Padela & Heisler, 2010; Shah et al., 2008; Vu et al., 2016) suggests Saudis may 

experience discrimination and related poor health outcomes. Because there is little 

extant information on Saudis, closely related literature examining the relationship 

between discrimination and health among Muslim Americans and Arab Americans 

was used to inform this dissertation.  

Health of Arabs and Muslims in the United States 

Although there is a substantial focus on Arab Americans in the media, little 

research on the health of Arab Americans in the United States exists (El-Sayed & 

Galea, 2009). Studies examining the relative burden of chronic conditions, such as 

cardiovascular disease, diabetes, and cancer on Arab Americans have yielded 

inconsistent findings with some suggesting prevalence rates comparable to non-

Hispanic whites and others suggesting disproportionately increased rates relative to 

other groups (El-Sayed & Galea, 2009). For example, studies found prevalence of 

hypertension among Arab Americans to be between 13-20% (Dallo & Borrell, 2006; 

Dallo & James, 2000; El-Sayed & Galea, 2009), compared to the 23-25% prevalence 

rates found among non-Hispanic Whites (Burt et al., 1995; Dallo & Borrell, 2006; El-

Sayed & Galea, 2009). Alternatively, a comparative study of a convenience sample in 

southeast Michigan found that rates of hypertension were higher among Arab 



 

 

5 

Americans (7.1%) than among African Americans (1.8%) (El-Sayed & Galea, 2009; 

Jamil et al., 2008).   

Similarly, the research regarding the relative burden of diabetes on Arab 

Americans demonstrates little consensus. For example, analyses of convenience 

samples in Detroit showed the prevalence of diabetes among Arab Americans to be 

between 16-33% (El-Sayed & Galea, 2009; Jaber et al., 2003; Jaber, Slaughter, & 

Grunberger, 1995; Jamil et al., 2008), which is higher than among non-Hispanic 

Whites (9%), African-Americans (10%), and Hispanics (11%) when compared to 

nationally representative data of the general United States population (El-Sayed & 

Galea, 2009; Harris et al., 1998; Kridli, Herman, Brown, Fakhouri, & Jaber, 2006). 

Alternatively, using nationally representative data, one study found that prevalence of 

diabetes among persons born in Arab countries was 5% compared to 7% among non-

Hispanic whites (Dallo & Borrell, 2006; El-Sayed & Galea, 2009). Furthermore, one 

study found no significant difference between the prevalence of diabetes among Arab 

Americans and African Americans (Jamil et al., 2008).  

Other health related outcomes that have been assessed among Arab Americans 

include cancer (Schwartz et al., 2004), maternal and child health (El Reda, 

Grigorescu, Posner, & Davis-Harrier, 2007; Kulwicki, Smiley, & Devine, 2007; 

Lauderdale, 2006), mental health (Ajrouch, 2007; Amer & Hovey, 2007; Moradi & 

Hasan, 2004; Padela & Heisler, 2010), and tobacco use (Islam & Johnson, 2003; 

Kulwicki et al., 2007; Rice et al., 2006; Rice, Templin, & Kulwicki, 2003; Rice & 

Kulwicki, 1992). Schwartz and colleages (2004) found that Arab Americans in 

metropolitan Detroit had higher proportions of leukemia, liver, thyroid, brain, kidney, 
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and bladder cancers compared to non-Arab whites. Arab Americans also had 25% 

less skin melanoma, 27% less esophageal and 20% less oral cavity cancers than non-

Arab whites (El-Sayed & Galea, 2009; Schwartz et al., 2004).  

Research on tobacco use of Arab Americans shows that relative to national 

and state data, Arab American males in Michigan have higher smoking rates and 

lower quitting rates (El-Sayed & Galea, 2009; Rice & Kulwicki, 1992). Alternatively, 

another study found that the prevalence of smoking during pregnancy among Arab 

Americans (6%) was comparable to Hispanics and Asian Americans but lower than 

among non-Hispanic whites (20%) and African Americans (13%) (El-Sayed & Galea, 

2009; Kulwicki et al., 2007). Additionally, with the exception of water-pipe smoking 

(Grekin & Ayna, 2015; Rice et al., 2006), rates of smoking are higher among the 

general population of United States adolescents than among Arab American 

adolescents (El-Sayed & Galea, 2009; Johnston, O’Malley, Bachman, & Schulenberg, 

2004; Rice et al., 2006, 2006).  

Literature on the mental health of Arab Americans shows experiences of 

discrimination, less integration, and more marginalization are associated with 

psychological distress (Moradi & Hasan, 2004; Padela & Heisler, 2010), depression 

(Ajrouch, 2007; Amer & Hovey, 2007), lower self-esteem (Moradi & Hasan, 2004), 

and greater family dysfunction (Amer & Hovey, 2007). These findings are especially 

pertinent for Arab Muslims. For example, experiences of discrimination are more 

common among Arab Muslims than they are among Arab Christians (Padela & 

Heisler, 2010; Shah et al., 2008). Additionally, one study found that greater family 

dysfunction and increased religiosity and acculturative stress were predictors of 
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depression among Arab Americans in general (Amer & Hovey, 2007). The same 

study conversely found that greater family dysfunction and less religiosity was 

associated with depression among Muslim Arab Americans (Amer & Hovey, 2007; 

El-Sayed & Galea, 2009).  

Studies on maternal and child health among Arab Americans demonstrate 

more consistency. For instance, in a study examining all births in Michigan between 

1993-2002, El Reda and colleagues (2007) found that the prevalence of preterm birth 

among women of Arab origin was significantly lower than non-Hispanic white 

women. This paralleled findings of another study that found the prevalence of low 

birth weight among Arab American mothers in Michigan to be 5%, which was lower 

than the prevalence among all births in both Michigan (7%) and the United States 

(8%) (El-Sayed & Galea, 2009; Kulwicki et al., 2007). Lauderdale (2006) examined 

adverse low birth outcomes among mothers with Arab names in the six months 

following September 11th, 2001 and compared results to the same six-month period in 

the previous year (El-Sayed & Galea, 2009). The study showed that risk for low birth 

weight and preterm birth increased among mothers with Arab names and did not 

change for mothers with non-Arab names (Lauderdale, 2006). The relative risk of low 

birth weight was over twice as high for infants with ethnically distinctive Arabic 

names relative to ethnically ambiguous names (El-Sayed & Galea, 2009; Lauderdale, 

2006).  

Discrimination and Health of Arabs and Muslims in the United States 

Despite inconsistencies in the results of studies examining the health of Arab 

Americans, the hypothesized commonality of the experiences of Arabs and Muslims 
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in the United States centers on discrimination. Arab Americans are disproportionately 

recent immigrants to the United States and have become increasingly marginalized in 

recent years (El-Sayed & Galea, 2009). A common thread of differential treatment, 

marginalization, and discrimination-induced stress is found across the discussions of 

study findings on Arab Americans.  In a systematic literature review of research on 

the prevalence, relative burden, and determinants of disease among Arab Americans, 

El-Sayed & Galea (2009) found that there is evidence suggesting acculturation, 

immigration, and discrimination-associated stress are involved in the etiologies of 

cardiovascular disease, diabetes, mental illness, and/or adverse birth outcomes among 

Arab Americans.  

Although studies using representative data on Arab Americans are limited, 

research on this population is growing. One study, using a large representative sample 

of Arabs in Detroit, suggests 25% of Arabs reported post-September 11 personal 

abuse or abuse of household members due to their race, ethnicity, or religion, and 

15% reported they personally had a bad experience due to their Arab ethnicity, with 

rates higher among Arab Muslims than among Arab Christians (Padela & Heisler, 

2010). Experiences of discrimination were shown to be associated with greater 

psychological distress, lower levels of happiness, and worse health status (Padela & 

Heisler, 2010). The reported incidents of discrimination include targeted abuse and 

violence, refusing to be greeted by neighbors, getting fired from a job, being denied 

access to public services and housing, or being physically attacked (Padela & Heisler, 

2010; Shah et al., 2008). Within the healthcare context, discrimination is marked by 

feelings of being treated differently, not having religious accommodations, having 
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providers assume Arab patients are ignorant, being denied medical care because of 

assumed language barriers, and presumptions of providers that women who wear the 

religious headscarf or, hijab, had abusive husbands (Inhorn & Serour, 2011; Martin, 

2015; Padela, Gunter, Killawi, & Heisler, 2012; Shah et al., 2008). 

In addition to being a stressor with direct physiological consequences (Pascoe 

& Smart Richman, 2009; Williams, Neighbors, & Jackson, 2003; Williams et al., 

2003), discrimination experiences also influence health behaviors. Arab American 

Muslims, for instance, have been shown to be at greater risk for provider avoidance, 

underutilization of healthcare, and delayed healthcare seeking, potentially due in part 

to experiences of healthcare discrimination and culturally insensitive care (Vu, 

Azmat, Radejko, & Padela, 2016). Studies show American Muslim women have 

lower utilization of various health services compared to other groups (Abu-Ras, 2007; 

Hasnain et al., 2010, 2014; Hatefnia et al., 2010; Vu et al., 2016). Various factors are 

hypothesized to contribute to lower or delayed healthcare seeking among Arabs and 

Muslims in the United States including a lack of gender-concordant providers 

(Ezenkwele & Roodsari, 2013; Vu et al., 2016), concerns about providers’ inability to 

respect cultural concerns regarding modesty (Hasnain et al., 2010; Salman, 2012; Vu 

et al., 2016), fatalistic beliefs about health (Padela & Curlin, 2013; Vu et al., 2016), 

lack of trust and unfamiliarity with the healthcare system (Hasnain et al., 2010; Vu et 

al., 2016), and perceived religious discrimination (Shah et al., 2008).  

 The avoidance or delay of healthcare seeking among Arab and Muslim 

Americans may have potentially detrimental effects on health outcomes. Studies 

show that delaying healthcare seeking and medical care is associated with longer 
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hospital stays, poorer prognoses, increased psychological distress, and higher 

mortality rates (Vu et al., 2016; Walter, Webster, Scott, & Emery, 2012; Weissman, 

Stern, Fielding, & Epstein, 1991). It is important, therefore, to understand experiences 

of healthcare discrimination among Saudis living in the United States. Examining 

correlates of healthcare discrimination can help identify targets of intervention to 

promote access to healthcare and healthcare quality and improve related health 

outcomes. 

Research Gap 

As noted above, Saudis in the United States are a severely understudied 

population with little research done to explore and understand their experiences. The 

limited research that has been done suggests Saudis face difficulties adjusting in the 

United States (Abouammoh, Smith, & Duwais, 2014) and experience discrimination 

including getting “dirty looks,” being scrutinized, being viewed negatively (Rundles, 

2013), and being unfairly assessed in academic settings (Abouammoh et al., 2014; 

Al-Sheikhly, 2012; Hilal & Denman, 2013). Experiences of healthcare discrimination 

specifically among Saudis, however, have not been previously studied. Because the 

majority of Saudis in the United States are fully funded and provided with 

comprehensive health coverage by their sponsoring agencies (Taylor & Albasri, 

2014), they may be less likely to be considered a particularly vulnerable or 

disadvantaged population. The experiences of other Arab and Muslim populations 

documented in other studies (Awad, 2010; Inhorn & Serour, 2011; Padela & Heisler, 

2010; Shah et al., 2008; Vu et al., 2016), however, suggest that Saudis may be at risk 

of experiencing healthcare discrimination and related poor health outcomes. 
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Study Purpose 

 The purpose of this dissertation was to examine the experiences of 

discrimination in healthcare settings, and their associations with health-related 

outcomes, among Saudis in the United States. Data provided insight into common 

discrimination experiences and correlates of discrimination among Saudis in the 

United States. Findings shed light on potential healthcare disparities and may guide 

the delivery of culturally sensitive healthcare including provider education and 

training.  

Theoretical Perspectives 

This dissertation was informed by Krieger's (1994) Ecosocial Theory, which 

centers on the concept of embodiment. The framework proposes a dynamic 

understanding of the social production of disease as well as biological and ecologic 

factors contributing to population distributions and patterns of health, disease, and 

wellbeing (Krieger, 2001a). Biological expressions of social relations and how those 

relations influence biological understandings and social constructions of disease 

provide the basis for the Ecosocial paradigm (Krieger, 2001a).  

 A premise of the Ecosocial perspective is that individuals reflect multilevel 

biological and social processes and illustrate consequences of social inequality. The 

core constructs (described below) of the Ecosocial Theory (Krieger, 2001a, 2001b) 

are (1) embodiment; (2) pathways of embodiment; (3) the cumulative interplay 

between exposure, susceptibility and resistance; and (4) accountability and agency. 

Together, the constructs of the Ecosocial Theory help explain the distribution of 

disease in populations.  
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1. Embodiment The idea of embodiment is central to the Ecosocial perspective 

as it exemplifies the phenomenon of the biological incorporation of the 

material and social world (Krieger, 2001a, 2001b, 2005, 2012).  

2. Pathways of embodiment Importantly, the Ecosocial framework considers 

pathways of embodiment (Krieger, 2001a, 2001b). Embodiment occurs 

through numerous, simultaneous, and interacting pathways that include 

“exposure to economic deprivation, exogenous hazards (e.g., toxic substances, 

pathogens, and hazardous conditions), social trauma (e.g. discrimination and 

other forms of mental, physical, and sexual trauma), targeted marketing of 

harmful commodities (e.g., tobacco, alcohol, other licit and illicit drugs), 

inadequate or degraded healthcare; and degradation of ecosystems, including 

as lined to alienation of Indigenous populations from their lands” (Krieger, 

2012).  

3. The cumulative interplay between exposure, susceptibility, and resistance 

refers to the timing, accumulation, and responses to embodied exposures 

(Krieger, 2012). 

4. Finally, the construct of accountability and agency considers the pathways 

of and knowledge of embodiment, the role of institutions, communities, 

households, and individuals, and the responsibilities of researchers to be 

specific and transparent regarding the implications and limitations of their 

work (Krieger, 2001a, 2001b).  

The Ecosocial Theory is inherently complex. A concrete example may help to 

decipher the core constructs of the framework. A classic application of the Ecosocial 
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Theory is to explain structural determinants of racial inequality (Krieger, 2012). The 

health inequities experienced by Native American communities, for instance, have 

often been explained as the embodiment of historical trauma (e.g., forced relocation, 

cultural genocide, racism, poverty) (Walters et al., 2011). Walters and colleagues 

(2011) describe the link between the health disparities experienced by American 

Indians and Alaska Natives and the social, economic, cultural, and political 

inequalities, not inherent to Native traits or genes. Land loss, cultural devastation, and 

a lack of access to health environments are manifested into poor health including high 

rates of chronic and communicable disease as well as inadequate living conditions, 

insufficient nutrition, and exposure to high levels of environmental contaminants. 

Walters and colleagues (2011) argue, from an Ecosocial perspective, that historical 

trauma experienced by Native tribal communities by European colonization along 

with high rates of contemporary lifetime trauma and interpersonal violence and 

chronic stressors such as microagressions and daily discrimination together 

undermine the wellbeing of the population in complex ways. The experiences of 

trauma transcend generations. For example, inadequate prenatal maternal nutrition 

and psychological dress can lead to biological changes that predispose children to 

diseases such as diabetes and cardiovascular disease (Walters et al., 2011). 

Beyond the biological expressions of historical trauma, the Ecosocial 

perspective suggests there are varying pathways of embodiment. Walters et al., 

(2011) suggest some of these pathways are easily understood such as historical 

trauma events being linked to exposures to harmful physical, chemical, biological, 

and psychosocial offenses, which affect biological integrity and are traced across 
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generations. Other pathways, however, are more abstract. Embodied expressions can 

be made through internalized oppression, behaviors such as substance use, and/or 

community organization as a form of resistance. Considering the interplay of 

exposure, susceptibility, and resistance, Walters and colleagues (2011) suggest 

cultural protective factors such as identity, can act as a form of resistance and buffer 

the impact of traumatic events on wellness outcomes. The constructs of embodiment, 

its pathways, and the process of embodiment reflected by the interplay of exposure, 

susceptibility and resistance, informed the development of our study’s conceptual 

model (described in further detail below).  

 To supplement the Ecosocial Theory (Krieger, 1994), which served as the 

basis for understanding the broad relationship between discrimination and health, 

Pascoe and Smart Richman’s (2009) proposed model of the discrimination-health 

relationship was used to operationalize the construct of pathways of embodiment. 

Pascoe and Smart Richman's (2009) model suggests discrimination could directly 

affect health. The model also suggests that factors such as social support, coping 

style, and stigma identification may moderate the relationship between discrimination 

and health-related behaviors (Pascoe & Smart Richman, 2009). Pascoe and Smart 

Richman (2009) also suggest experiences of discrimination may be associated with 

poor health behaviors and subsequently lead to poor health outcomes.  

Conceptual Model  

 As informed by Krieger’s (1994) Ecosocial Theory and Pascoe and Smart 

Richman's (2009) proposed discrimination-health model, this project was based on 

the concept that perceived healthcare discrimination among Saudis in the United 
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States would be embodied and manifested into poor health outcomes (Brodish et al., 

2011; Clark et al., 1999; DeLilly, 2012; Inhorn & Serour, 2011; Pascoe & Smart 

Richman, 2009; Williams & Mohammed, 2009). Figure 1.1 presents the conceptual 

model of this dissertation. The solid lines represent associations assessed in this 

project, while dashed lines represent associations that will be examined in future 

analyses.  

Healthcare discrimination influences healthcare related behaviors, and health 

outcomes (Blanchard & Lurie, 2004; Gonzales et al., 2013; Hausmann, Jeong, Bost, 

& Ibrahim, 2008; Hausmann et al., 2010; T. LaVeist, Nickerson, & Bowie, 2000; 

Pascoe & Smart Richman, 2009; Sorkin, Ngo-Metzger, & De Alba, 2010). For 

instance, previous research indicates healthcare discrimination may be associated 

with provider avoidance and underutilization of healthcare services (e.g., Burgess, 

Ding, Hargreaves, van Ryn, & Phelan, 2008; Gonzales et al., 2013). Experiences of 

healthcare discrimination among Saudis, therefore, were hypothesized to be 

associated with healthcare seeking and utilization behaviors, namely provider 

avoidance, delaying care until returning to Saudi Arabia, and healthcare utilization.  

 Social support, as proposed by Pascoe and Smart Richman (2009), was used 

to operationalize resistance, a core concept in the construct of the processes involved 

in the interplay between exposure, susceptibility, and resistance as expressed in the 

pathways of embodiment (Krieger, 1994). For this dissertation, we hypothesized that 

social support would act as a form of resistance to discrimination experiences 

encountered, thereby moderating the relationship between healthcare discrimination 

and health outcomes.  
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Using Krieger’s (1994) Ecosocial Theory and Pascoe and Smart Richman, 

(2009) proposed discrimination-health model, this dissertation examined the 

associations between healthcare discrimination and healthcare seeking and utilization 

behaviors among Saudis in the United States. Additionally, the associations between 

healthcare discrimination and health outcomes, and the moderating role social support 

were assessed.  

Specific Aims 

 The following research questions and specific aims, and their corresponding 

hypotheses, were addressed in this dissertation. The research questions and 

hypotheses were developed based on the literature reviewed and were informed by 

the conceptual framework developed based on Krieger’s (1994) Ecosocial Theory and 

Pascoe and Smart Richman’s (2009) model of the discrimination-health relationship.  

• Specific aim #1: Describe the experiences of healthcare discrimination among 

Saudis in the United States. 

o The research questions 1: What is the prevalence of healthcare 

discrimination among Saudis in the United States? 

o The research questions 3: What specific experiences of 

discrimination are most frequently reported? 

o The research questions 2: What sociodemographic factors are 

associated with healthcare discrimination among Saudis in the United 

States? 
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• Specific aim #2: Determine the associations between healthcare 

discrimination and healthcare-related behaviors among Saudis in the United 

States. 

o Hypothesis 1: Saudis in the United States who experience healthcare 

discrimination will be more likely to avoid providers than Saudis in 

the United States who do not experience healthcare discrimination.  

o Hypothesis 2: Saudis in the United States who experience healthcare 

discrimination will be more likely to delay care until returning to 

Saudi Arabia than Saudis in the United States who do not experience 

healthcare discrimination. 

o Hypothesis 3: Healthcare discrimination will be inversely related to 

healthcare utilization among Saudis in the United States. 

• Specific aim #3: Determine the association between healthcare discrimination 

and health status among Saudis in the United States. 

o Hypothesis 1: Saudis in the United States who experience healthcare 

discrimination will have poorer health status than Saudis in the United 

States who do not experience healthcare discrimination. 

o Hypothesis 2: Saudis in the United States who experience healthcare 

discrimination will have more psychological distress than Saudis in the 

United States who do not experience healthcare discrimination. 

• Specific aim #4: Identify whether social support moderates the relationship 

between healthcare discrimination and health outcomes among Saudis in the 

United States. 
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o Hypothesis 1a-1b: Saudis in the United States who experience 

healthcare discrimination and have strong social support will have (a) 

better health status and (b) less psychological distress compared to 

Saudis in the United States who experience healthcare discrimination 

and have weak social support. 
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Figure 1.1: Conceptual Model 
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Abstract 

The purpose of this study was to describe experiences of healthcare discrimination 

among Saudis in the U.S. Data were collected using an anonymous, cross-sectional 

online survey of Saudis, aged 18 and older, who had lived in the U.S. for at least 6 

months (N=1,022). Healthcare discrimination based on religion and based on 

nationality were each measured using a modified version of the Discrimination in 

Health Care scale wherein respondents were presented with a series of 8 items 

describing experiences of negative treatment in healthcare. Twenty-six percent of 

respondents reported experiencing religion-based healthcare discrimination in the 

U.S., and 17% reported experiencing nationality-based healthcare discrimination in 

the U.S. Respondents described experiences of healthcare discrimination as negative 

treatment based on common stereotypes and being taken advantage of by the 

healthcare system. Adjusted odds ratios show women had higher odds of 

experiencing religion-based healthcare discrimination (aOR: 1.74, p=0.006), but 

lower odds of experiencing nationality-based healthcare discrimination (aOR: 0.50, 

p=0.005) than did men. Relative to those who were ever married, respondents who 

were never married had lower odds of experiencing religion-based healthcare 

discrimination (aOR: 0.46, p=0.005), but higher odds of experiencing nationality-

based healthcare discrimination (aOR: 2.12, p=0.037). Additionally, respondents who 

had one or more children had lower odds of experiencing religion-based healthcare 

discrimination (aOR: 0.48, p=0.01) than did those with no children, but higher odds 

of experiencing discrimination based on their nationality (aOR: 2.06, p=0.049). Those 

who had been in the U.S. for longer than two years had higher odds of experiencing 
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religion-based healthcare discrimination (aOR: 1.58, p=0.047) than those who had 

been in the country for two years or less. Future research is warranted inform 

effective strategies for delivering culturally competent healthcare. 

Research highlights 

• Data were collected from 1,022 Saudis in the U.S. 

• Saudis in the U.S. experience healthcare discrimination.  

• Saudi women experience more religion-based healthcare discrimination than 

Saudi men. 

• Financial exploitation was a frequently described experience of nationality-

based healthcare discrimination. 

Keywords 

Saudis in the U.S., healthcare discrimination, Muslim, Arab 
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Introduction 

A growing body of literature exists on the relationship between discrimination 

and health, with results of studies consistently supporting an inverse association 

between the two. Research shows experiences of discrimination are associated with 

poorer physical and mental health, less engagement in healthy behaviors, and greater 

participation in unhealthy behaviors (e.g., Brodish et al., 2011; Rodney Clark, 

Anderson, Clark, & Williams, 1999; DeLilly & Flaskerud, 2012; Kessler, Mickelson, 

& Williams, 1999; Krieger, 1990, 1994, 2001; Pascoe & Smart Richman, 2009; 

Williams & Mohammed, 2009). Among the numerous settings in which 

discrimination may be experienced, healthcare discrimination, defined broadly as 

differential or unfair treatment in a medical setting based on group membership 

(Kressin, Raymond, & Manze, 2008), is of particular concern because of its 

association with various health-related attitudes, behaviors, intentions, and outcomes 

including provider avoidance, underutilization or increased use of healthcare services, 

use of alternative means of healthcare, delays in medical care, less satisfaction with 

care, poor health behaviors, and overall worse health (Abramson, Hashemi, & 

Sánchez-Jankowski, 2015; Bird & Bogart, 2001, 2003; Bird, Bogart, & Delahanty, 

2004; Blanchard & Lurie, 2004; Gonzales, Harding, Lambert, Fu, & Henderson, 

2013; Hausmann, Jeong, Bost, & Ibrahim, 2008; Hausmann, Kressin, Hanusa, & 

Ibrahim, 2010; LaVeist, Nickerson, & Bowie, 2000; Piette, Bibbins-Domingo, & 

Schillinger, 2006; Ren, Amick, & Williams, 1999; Sorkin, Ngo-Metzger, & De Alba, 

2010; Thorburn, Faith, Keon, & Tippens, 2013). A growing number of studies 
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examining healthcare discrimination contribute to a better understanding of these 

associations across different populations.  

Research shows people experience discrimination when receiving healthcare 

on the basis of race/ethnicity, socioeconomic status, type of insurance, immigration 

status, gender, language abilities, health status and/or other factors (e.g., Bird & 

Bogart, 2001, 2003; Bird et al., 2004; De Marco, Thorburn, & Zhao, 2008; López-

Cevallos & Harvey, 2016; Stringer et al., 2016; Thorburn & Bogart, 2005; Thorburn 

& De Marco, 2010; Zukoski & Thorburn, 2009). Recently, a burgeoning, though still 

limited, body of literature on the discrimination experiences of Arabs and Muslims in 

the U.S. is emerging (Samari, 2016). Muslims comprise the second largest religious 

population in the world (Lipka, 2016). As one of the fastest growing ethnic-minority 

populations in the U.S., Arab Muslims represent an increasingly important group 

(Inhorn & Serour, 2011). Since 2001, Muslims have experienced increased 

discrimination (Abu-Ras & Abu-Bader, 2008; Amer & Bagasra, 2013; Inhorn & 

Serour, 2011; Nadal, Griffin, Hamit, Leon, & Tobio, 2012; Padela & Heisler, 2010; 

Peek, 2011; Rippy & Newman, 2006; Saeed, 2007; Samari, 2016) with anti-Muslim 

and anti-Arab incidents and negative stereotypes persisting more than a decade after 

the September 11th attacks (Ahmed & Mana, 2017; Disha, Cavendish, & King, 2011). 

The current political climate in the U.S., and globally, is proving to be particularly 

contentious for Muslims and Arabs, as Islamophobic rhetoric and anti-Muslim 

sentiment continues to be perpetuated.  

Patterns of anti-Muslim anti-Arab incidents tend to parallel incidents that take 

place domestically and globally (Disha et al., 2011). In 2015, alongside the 2016 
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presidential campaign and a series of terrorist attacks around the world, anti-Muslim 

assaults in the U.S. were at their highest level since 2001 (Kishi, 2016). In fact, 

according to the Council on American-Islamic Relations (Naeem, 2015), 2015 

accounted for the highest number of attacks on mosques in the U.S. ever recorded. 

The observed trends are alarming, with the FBI reporting 257 incidents of anti-

Muslim hate crimes in 2015, increasing 67% from the previous year (Kishi, 2016). 

The implications of the rise in Islamophobia are far-reaching. The long established 

association between discrimination and adverse health behaviors and health outcomes 

highlight the importance of understanding the experiences of Muslims in the U.S. and 

around the world.  

One particular sub-population of Arab Muslims that has not yet been 

extensively researched is Saudis (Rundles, 2013). Historically, research on Arab 

Muslims has centered on permanent immigrants or refugees. Saudis, however, tend to 

remain in the U.S. temporarily, and later return to Saudi Arabia. After September 

11th, restrictions were placed by the U.S. on student visas allowing Saudis to study in 

the U.S. (Knickmeyer, 2012). Additionally, the negative media representation of 

Muslims in general and Saudis in particular, resulted in Saudis experiencing verbal 

and physical assaults, social anxiety, and discrimination (Heyn, 2013; Hilal, Scott, & 

Maadad, 2015). In 2005 and 2006, the monarch of Saudi Arabia at the time, King 

Abdullah bin Abdul-Aziz, visited numerous countries to improve international 

relations. Among these visits was a meeting with President George W. Bush to 

discuss reopening student visa services for Saudis in an effort to establish and 

improve the long-term relationship between Saudi Arabia and the U.S. (Heyn, 2013; 
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Hilal et al., 2015). The King Abdullah Scholarship Program was thus developed in 

2005 in response to the attacks that took place on September 11th, 2001 (Hilal et al., 

2015). Since its initiation the number of Saudis studying abroad has grown 

tremendously, with 2013-2014 estimates indicating 100,000 in the U.S. alone 

(Naffee, 2014; Taylor & Albasri, 2014).  

The experiences of Saudis in the U.S. are not well understood. The present 

article is part of a larger project aimed at understanding the discrimination 

experiences of Saudis in the U.S. Our specific purpose here was to describe the 

experiences of discrimination in healthcare settings among this population. The 

research questions addressed in this article are: (1) What is the prevalence of 

healthcare discrimination among Saudis in the U.S.? (2) What specific experiences of 

healthcare discrimination are most frequently reported? (3) What sociodemographic 

factors are associated with experiences of healthcare discrimination among this 

population?  

To our knowledge, no research exists that examines the healthcare 

experiences of this population. This study provides insight into common 

discrimination experiences and correlates of healthcare discrimination among Saudis 

in the U.S. Our findings shed light on potential healthcare disparities and may guide 

the delivery of culturally sensitive healthcare including provider education and 

training.  

Methods 

Design and Sample 
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Data were collected using an anonymous, cross-sectional, online survey of 

Saudis 18 years of age and older, who had lived in the U.S. for at least 6 months. The 

Institutional Review Board for Human Subjects Research at Oregon State University 

determined the study was exempt. Respondents were recruited through numerous 

online platforms. Initially, respondents were recruited through “Saudis in the USA,” a 

student-initiated organization that serves current and prospective students through 

social media platforms. The survey link was sent to “Saudis in the USA” 

administrators who then posted the link and brief information about the study twice, 

five months apart, on their Facebook page. The second distribution method involved 

contacting popular Saudi Internet celebrities who have prominent followings on 

social media. They were asked to post the survey link and study information to their 

social media pages. Many of the followers of prominent Saudi social media figures 

are Saudi themselves, and many of them are studying abroad or know of someone 

studying or living abroad. Using popular individuals’ social media platforms, 

therefore, helped reach a larger sample and maximize the number of respondents who 

completed the survey. Finally, Saudi student associations across the U.S. were asked 

to post the survey link and brief information about the study to their social media 

pages. All respondents were encouraged to share the survey link with other Saudis 

who had lived in the U.S.  

Nearly 4,000 individuals clicked on the survey link, 2,491 of which agreed to 

participate after reading the consent statement, and 1,839 met the eligibility criteria 

(i.e., being Saudi, being 18 years and older, and having had lived in the U.S. for at 

least 6 months). Those who completed 50% or less of the survey did not provide data 
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on one or both healthcare discrimination measures. Those who completed between 51 

and 75% of the survey did not provide important demographic data. Respondents who 

completed at least 80% of the questions provided data on all key variables and, 

therefore, were retained for the final analytic sample of 1,022.  

Study Instrument and Data Collection 

Respondents had the option of completing the survey in Arabic or English, 

depending on their preference. Several steps identified in the literature (Beaton, 

Bombardier, Guillemin, & Ferraz, 2000; Guillemin, Bombardier, & Beaton, 1993; 

Lee, Li, Arai, & Puntillo, 2009) were taken to accurately translate the survey from 

Arabic to English, in order to allow respondents to select their language of preference 

when completing the survey. Two bilingual native Arabic speakers reviewed and 

translated all the items into formal Arabic, resulting in two translated versions. 

Formal Arabic is more uniform and is used in academic settings as compared to 

colloquial Arabic. The use of formal Arabic in the survey, therefore, helped 

contribute to the survey’s credibility with the target population. Discrepancies 

between the two translations were discussed with the presence of a third bilingual 

speaker. Items were then revised accordingly and a new, third, translated survey was 

written. Then another person who did not see the original survey back translated the 

third version of the Arabic survey into English, and it was compared to the original 

English survey to assess the accuracy of the translation. Following this, the three 

versions of the translated survey along with the original English survey and the back 

translated English survey were presented to a group comprised of the translators, 

professionals in the areas of health and language, and members of the target 
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population to appropriately combine the different versions of the survey and produce 

a single version.  

Prior to its administration, the survey was pretested in a small convenience 

sample (n=10) of the target population. Voluntary respondents known to the first 

author completed the survey. Pretesting the survey was meant to determine survey 

comprehension, the length of time necessary to complete the survey, and any 

unanticipated issues with survey questions such as incorrect skip patterns or the 

identification of potentially culturally inappropriate questions. Minor changes were 

made including correcting wording errors and adding instructions. The survey was 

finalized and distributed via Qualtrics.  

The survey was administered between May 30th, 2016 and November 30th, 

2016 and consisted of a series of predominantly closed-ended questions. Each 

question was individually presented on the screen. Initial questions asked broadly 

about respondents’ experiences of living in the U.S. The inclusion of these questions 

was meant to capture interest and develop rapport before presenting more sensitive 

questions on experiences of discrimination. Transitions were included to notify the 

respondents of the topic area of subsequent sets of questions. Questions regarding 

experiences of discrimination, generally and in healthcare, were followed up with 

open-ended questions, giving the respondent the opportunity to describe their 

experiences in more detail. In addition to experiences of discrimination, questions 

regarding health-related behaviors, health outcomes, healthcare quality, and 

sociodemographic characteristics were included. The survey included 45 questions 
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and it took respondents an average of 42.80 minutes to complete at least 80% of the 

survey questions. 

Measures 

Nationality-Based and Religion-Based Healthcare Discrimination 

Healthcare discrimination was measured using a modified version of the 

Discrimination in Health Care scale (Bird & Bogart, 2001, 2003; Bird et al., 2004; 

Thorburn & Bogart, 2005). Respondents were asked two questions, attributing 

experiences of healthcare discrimination to their nationality and their religion: (1) 

“Thinking about your experiences getting healthcare in the United States, how often 

does each of the following happen to you because of your nationality (because you 

are Saudi)?” (2) “Thinking about your experiences getting healthcare in the United 

States, how often does each of the following happen to you because of your 

religion?” The items for both questions were (1) you are treated with less courtesy 

than other people; (2) you are treated with less respect than other people; (3) you 

receive poorer service than other people; (4) a doctor, nurse, or other healthcare 

provider acts as if he/she thinks you are not smart; (5) a doctor, nurse, or other 

healthcare provider acts as if he/she is afraid of you; (6) a doctor, nurse, or other 

healthcare provider acts as if he or she is better than you; (7) you feel like a doctor, 

nurse, or other healthcare provider is not listening to what you are saying; and (8) you 

are treated with suspicion. For each type of discrimination, responses for the 8 items 

were scored on a 5-point scale (never, rarely, sometimes, most of the time, always). 

The eight items for each of the healthcare discrimination measures demonstrated high 
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internal consistency (Cronbach’s α for nationality-based healthcare discrimination: 

0.96; Cronbach’s α for religion-based healthcare discrimination: 0.93).  

For both nationality-based and religion-based healthcare discrimination, 

responses to each of the items were dichotomized into “never” and “ever” and 

summed to determine the number of discrimination experiences each respondent 

reported. Due to response distributions for each of the items and counts of 

discrimination experiences, counts of religion-based and nationality-based 

discrimination were dichotomized into “none” and “1 or more.”     

 For each type of healthcare discrimination, one or both of the following open-

ended questions was asked, as appropriate: “Please describe a specific incident(s) in 

which you experienced being treated unfairly or differently than others in a healthcare 

setting (1) due to your nationality, and (2) due to your religion.” 

Sociodemographics 

 We included measures of age, sex, marital status, number of children, length 

of time in the U.S., the state in which the respondents spent the longest amount of 

time in (later collapsed into geographic regions: West, Midwest, South, and 

Northeast), education, student status, whether the student was sponsored through a 

scholarship or was self-funded, and health insurance status. For marital status, few 

respondents were widowed (n=2), divorced (n=15), or separated (n=4). Those who 

were widowed, divorced, or separated, therefore, were combined with those who 

were married to represent respondents who were “ever married.” Additionally, we 

measured language preference by the language the survey was completed in (i.e., 

Arabic or English).  
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Data Analysis 

Univariate descriptive statistics for all variables including frequencies and 

summary statistics were computed. The mean number of discrimination items for 

each type of discrimination was calculated. Additionally, the frequencies of 

individual healthcare discrimination items of each discrimination measure were 

computed to determine the most commonly reported experiences of healthcare 

discrimination. Unadjusted odds ratios were calculated to determine the associations 

between sociodemographic characteristics and experiencing religion-based healthcare 

discrimination in the U.S. (none/1 or more) and experiencing nationality-based 

healthcare discrimination in the U.S. (none/1 or more). Two multiple logistic 

regression models were generated with (1) religion-based or (2) nationality-based 

healthcare discrimination, as the dependent variables and all of the sociodemographic 

characteristics as independent variables. Finally, as informed by results of qualitative 

analyses, the multiple logistic regression models were stratified by sex to assess 

differences in the associations for men and women. Significance was set at p<0.05, 

and all quantitative analyses were conducted on complete cases in STATA 13.0. 

Responses to open-ended questions were also examined to learn more about 

healthcare discrimination experiences. The first author and another bilingual native 

Arabic speaker translated Arabic responses. Conventional content analysis of 

responses was conducted and themes were allowed to emerge from the text (Hsieh & 

Shannon, 2005). The first and third authors coded the data. First, they reviewed all 

open-ended responses to achieve “immersion” and obtain a sense of the data in its 

entirety (Hsieh & Shannon, 2005; Tesch, 1990). Then, together, the two coders listed 
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codes based on the text and developed a coding scheme (Hsieh & Shannon, 2005). 

Codes were then grouped into categories and coders reviewed the responses again and 

assigned codes to text together. Together with quantitative data, responses to open-

ended questions provided context for experiences of discrimination and identified 

recurrent experiences of discrimination common to Saudis in the U.S. not covered by 

items in the survey. Quotes from open-ended responses were selected to illustrate 

themes. Qualitative analyses were conducted in Atlas.ti. 

Results 

Respondent Characteristics 

Respondent characteristics are shown in Table 2.1. Respondents’ ages ranged 

from 18 years to 65 years, with the mean age at 28.97 (SD 6.67). Males comprised 

53.67% of the sample, with most respondents either married (56.66%) or never 

married (41.29%), and having no children (54.40%). Most respondents were college 

graduates (47.54%), were students (81.80%) pursuing a Master’s degree (37.62% of 

student respondents), had been in the U.S. for more than 24 months (68.60%), were 

sponsored (76.35%), and had health care coverage (90.60%). Western and Southern 

states represented the regions where the highest number of respondents spent the 

greatest amount of time in (29.40% and 30.30%, respectively). Respondents were 

from 49 states (Nevada was the only state not represented). The 5 states with the 

highest number of respondents were (1) California (n=92), Ohio (n=77), Oregon 

(n=77), Virginia (n=59), and Florida (n=54). Finally, about two-thirds of the 

respondents (66.83%) completed the survey in Arabic. 

Experiences of Healthcare Discrimination  
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Over a quarter of respondents (26.49%) reported experiencing religion-based 

healthcare discrimination in the U.S. and 17.15% reported experiencing nationality-

based healthcare discrimination in the U.S. Those who reported having experienced 

both religion-based and nationality-based healthcare discrimination represented 

14.66% of the sample. Additionally, 11.45% reported only experiencing healthcare 

discrimination based on their religion, 2.3% reported only experiencing nationality-

based healthcare discrimination; and 71.59% reported having experienced neither 

religion-based nor nationality-based healthcare discrimination. Over a quarter of 

respondents (28.41%) indicated that they had at least 1 of the discriminatory 

experiences (i.e., either based on their religion or nationality [range = 0-16, mean, 

1.76; SD=3.95]). Very few respondents (3.61%) reported having had all 16 

experiences. The most commonly reported experience of religion-based healthcare 

discrimination was having a doctor, nurse, or other healthcare provider act as if 

he/she thinks the respondent is not smart (n=161, 15.9%) (Table 2.2). This item was 

also the most commonly reported experience of nationality-based healthcare 

discrimination (n=112, 11.12%) (Table 2.2).  Experiencing religion-based and 

nationality-based healthcare discrimination was moderately correlated (r=0.62, 

P<0.001, N=996).  

The overwhelming majority of experiences of nationality-based healthcare 

discrimination centered on the perception of being taken advantage of, attributing 

those experiences to the stereotype of Saudis being wealthy. A 28-year-old single 

woman, for example, stated: “Because we have strong health insurance they take 

advantage of us and they ask us to get more tests than necessary.” Similarly, a 26-
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year-old married man noted, “Sometimes they try to use the insurance as much as 

they can.” Additional responses included: “Taking advantage of the fact that my 

scholarship provides healthcare coverage. I think sometimes they do extra tests or 

procedures because they know I'm insured” (27-year-old woman) and “I feel like 

sometimes I might get unnecessary procedures done and that I might be charged 

more.” (27-year-old single woman)  

Religion-based healthcare discrimination also included examples of 

exploitation, but centered more heavily on gendered negative treatment based on 

common stereotypes and biases. For example, in describing a specific incident of 

religion-based healthcare discrimination, a 37-year-old married male explained, “The 

doctor asked my wife to take her scarf off because she is in the U.S. and she should 

be free.” Similarly, a 28-year-old single female, noted “The doctor checked my lab 

result and figured out that I had vitamin D deficiency then she told that this is not 

surprising because we are covered and I can't do anything for you, she said that in a 

very bad way and even never followed up my other results.” A 29-year-old married 

doctoral student recounted her experiences stating, “Ask if I need a translator or 

interpreter just because of my head scarf and before they even talked to me.” 

Requests for religious accommodations were commonly not welcome or met with 

negative treatment as illustrated by a 32-year-old man’s experience when seeking 

care for his wife: “Five years ago, a nurse did not really show a respect to us when we 

asked for a female doctor to examine the private area for my wife.” Respondents even 

described being refused treatment as stated by a 38-year-old married man: “Not 

accepting my wife when she was pregnant because she wears hijab.”   
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Sociodemographics and Healthcare Discrimination 

Bivariate analyses (Table 2.3) show that those who were in the U.S. for more 

than 2 years had significantly higher odds of experiencing religion-based healthcare 

discrimination than those who were in the U.S. for 2 years or less. Healthcare 

coverage was the only significant predictor of both types of healthcare discrimination 

in the bivariate analyses, with those who did not have health insurance having 

significantly higher odds of experiencing both types of discrimination than those who 

had health insurance. Additionally, experiencing one type of discrimination was 

positively correlated with experiencing the other type of discrimination.  

Multivariate logistic regression (Table 2.3) showed that women and those who 

had been in the U.S. for more than 2 years had significantly higher odds of 

experiencing religion-based healthcare discrimination than did men and those who 

had been in the U.S. for 2 years or less, respectively. Those who were never married 

and those who had one or more children had statistically significantly lower odds of 

experiencing healthcare discrimination based on their religion than those who were 

married and those who had no children. Conversely, women had lower odds of 

experiencing nationality-based healthcare discrimination than men. Those who were 

never married had higher odds of experiencing nationality-based healthcare 

discrimination than those who were ever married. Similarly, those with one or more 

children reported higher odds of experiencing nationality-based healthcare 

discrimination than those with no children. Additionally, those who reported 

experiencing religion-based healthcare discrimination had higher odds of 
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experiencing nationality-based healthcare discrimination than those who did not 

experience religion-based healthcare discrimination and vice versa.   

Results of the qualitative analyses presented above suggested that experiences 

of healthcare discrimination differed between men and women. This finding informed 

the subsequent step in our quantitative analyses (stratifying multivariate models by 

sex) to determine differences in associations with both religion-based and nationality-

based healthcare discrimination between men and women. Results were maintained 

for the multivariate logistic regression models when stratified by sex, primarily for 

women (data not shown). Women who were never married had lower odds of 

experiencing healthcare discrimination based on their religion than women who were 

married (aOR: 0.38, p=0.013, 95% CI: 0.17, 0.82). Women who were never married, 

however, had higher odds of reporting nationality-based healthcare discrimination 

than women who were ever married (aOR: 3.87, p=0.025, 95% CI: 1.19, 

12.61). Women who had been in the U.S. for longer than 2 years had higher odds of 

experiencing religion-based healthcare discrimination than women who had been in 

the U.S. for 2 years or less (aOR: 1.96, p=0.031 95% CI: 1.06, 3.62). Men who had 

one or more children had lower odds of experiencing religion-based healthcare 

discrimination than men who had no children (aOR: 0.39, p=0.047, 95% CI 0.15, 

0.99). This relationship was not maintained for women, however. Finally, the 

associations between religion-based and nationality-based healthcare discrimination 

were maintained after stratifying by sex.  

Discussion  

Healthcare discrimination has not previously been explored among Saudis in 



 

 

38 

the U.S. Our findings indicate some Saudis experience healthcare discrimination. 

More specifically, over a quarter reported experiencing religion-based discrimination, 

and 17.15% reported experiencing nationality-based discrimination when getting 

healthcare in the U.S. Given that most Saudis are in the U.S. intermittently and for a 

limited amount of time, the prevalence of discrimination in healthcare among Saudis 

is high. Our findings are consistent with similar studies with Muslim and Arab 

populations (Martin, 2015; Padela, Gunter, & Killawi, 2011). One study, for instance, 

examined healthcare discrimination among a nationwide convenience sample of 227 

English-Speaking Muslims in the U.S. and found 27.6% reported ever experiencing 

discrimination in a healthcare setting due to being Muslim (Martin, 2015). The 

Muslims included in the study by Martin (2015), were mostly Arab (nations of origin 

not specified), Pakistani, European, or Indian. Though the length of time participants 

had lived in the U.S. was not specified in Martin's (2015) study, nearly half were born 

in the U.S. Participants in the Martin (2015) study, therefore, were likely in the U.S. 

longer than most of the respondents in our study. The comparable reported rates of 

discrimination in healthcare in our sample to those in Martin's (2015), despite likely 

being in the U.S. for a shorter period of time, highlights the need for more research 

and interventions aimed at improving care for Saudis.  

Martin (2015) also found Muslim Americans relayed experiences of 

encountering stereotypes, rejection, a lack of knowledge, challenges around gender 

issues, and even harassment, physical threats, and verbal abuse. Similarly, Padela et 

al. (2011) conducted interviews and focus groups with American Muslims in 

southeastern Michigan to identify challenges they face in healthcare. Results of that 
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study indicate respondents felt providers lacked basic knowledge regarding Muslims, 

their faith, and their cultural practices, and respondents reported being stereotyped. 

Respondents also often described the healthcare system as unwelcoming and felt they 

may be treated negatively when requesting accommodations for their religious or 

cultural beliefs such as having gender concordant care or being provided religiously 

permitted foods. Our study yielded similar findings to those of the study by Padela et 

al. (2011) as demonstrated by descriptions of healthcare discrimination in our study 

population, including perceptions of financial exploitation, refusals for religious 

accommodations, and being treated negatively due to religious clothing. These 

findings stress the need to assess provider biases and the role they play in clinical 

encounters with Saudis and may inform strategies to deliver culturally appropriate 

care. 

Importantly, responses to open-ended questions asking respondents to 

describe incidents of religion-based and nationality-based discrimination revealed that 

those experiences overlap. Often a distinction is not made between being Saudi and 

being Muslim. These identities, therefore, are commonly thought of as one. As a 

result, many of the experiences intersected and overlapped because of this. For 

instance, several responses regarding religion-based discrimination commonly cited 

being Saudi and attributed those experiences to their nationality and vice-versa. Even 

so, both quantitative and qualitative findings indicate the two types of discrimination 

are distinct and though related, were not redundant. It was evident in the responses 

regarding religion-based discrimination, that experiences of negative treatment were 

often gendered and based on common stereotypes regarding Muslim women. In 
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responses to nationality-based discrimination, experiences of financial exploitation 

were more common. Including both questions, therefore, was important in order to 

capture the intersectionality of identities and their corresponding experiences of 

discrimination (Ciftci, Jones, & Corrigan, 2012; Laird, de Marrais, & Barnes, 2007). 

Together these identities may compound experiences of discrimination. 

Intersections of identities are reflected in the multivariate analyses as well. 

Multivariate quantitative analyses revealed that those who had been in the U.S. for 

longer than two years had higher odds of experiencing religion-based discrimination 

than did those who had lived in the U.S. for two years or less. This result could 

simply be indicative of greater exposure to clinical encounters. It could also indicate 

the more complex phenomenon of having lived in the U.S. during contentious times 

for Muslims and Arabs. As noted above, observed patterns of Islamophobic and/or 

anti-Arab incidents tend to parallel events that take place domestically and 

internationally, with the most notable increase following the September 11th terror 

attacks in 2001 (Disha et al., 2011). A longer duration of living in the U.S. would 

suggest a greater likelihood of having been present in the country during a major 

domestic and/or international event, which may parallel more experiences of 

discrimination that transcend healthcare. Additionally, having lived in the U.S. for 

longer may be associated with greater assimilation, which may correspond with 

higher expectations of fair treatment and, consequently, a greater sensitivity to 

discrimination compared to those who may be less acculturated (Pérez, Fortuna, & 

Alegria, 2008). Heightened awareness of discrimination may make it easier to 
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identify discrimination when it occurs (e.g., Finch, Kolody, & Vega, 2000; Pérez et 

al., 2008). 

Multivariate analyses showed women had higher odds of experiencing 

religion-based discrimination but lower odds of experiencing nationality-based 

discrimination than men, consistent with other studies (Padela, Gunter, Killawi, & 

Heisler, 2012; Padela & Rodriguez del Pozo, 2011; Seeger, 2015). One possible 

explanation for this finding is that women are more readily identifiable as Muslim 

(i.e., many dress in religious attire such as a headscarf) and, therefore, may attribute 

their experiences of healthcare discrimination to their religion as opposed to their 

nationality. Furthermore, women who were never married had lower odds of 

experiencing religion-based discrimination but higher odds of experiencing 

nationality-based discrimination than did women who were married, which may be 

explained, in part, by the types of healthcare providers visited. For example, married 

women may have more obstetric visits than unmarried women, and, consequently, 

may experience clinical encounters that potentially violate perceptions of religiosity 

including having gender concordant care or being modest. Physical examinations that 

married women may require, for instance, may result in more experiences of religion-

based healthcare discrimination. Those experiences of discrimination may be 

underpinned by implicit biases and negative stereotypes (Bogart, Catz, Kelly, & 

Benotsch, 2001; Cooper et al., 2012). In a study of 95 Arab men and women in 

Dearborn, Michigan, for example, Inhorn and Fakih (2006) found that respondents 

described encounters with non-Arab healthcare providers as unhelpful or patronizing. 

Specifically, women expressed facing physicians’ negative stereotypes about Muslim 
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women including piety, hyperfertility, and patriarchal oppression by their husbands 

(Inhorn & Fakih, 2006).  

Connections to group identities may help explain additional findings (Pascoe 

& Smart Richman, 2009). Higher odds of nationality-based healthcare discrimination 

among never married women compared to married women may result from not 

fulfilling traditional roles as wives or mothers, important to Saudi culture. 

Consequently, negative stereotypes may be internalized, potentially intensifying 

experiences of discrimination and their effects (Mossakowski, 2003; Pascoe & Smart 

Richman, 2009). Additionally, single women may not have the financial resources of 

their married counterparts, who may have two-income households or additional 

economic support provided by their husbands. Single women, therefore, may more 

readily identify experiences of being swindled due to stereotypes of wealth attributed 

to being Saudi (i.e., nationality-based healthcare discrimination).  

Though having children was not significantly associated with either type of 

discrimination among women, men who had 1 or more children had lower odds of 

experiencing religion-based healthcare discrimination than did men who had no 

children. Lower odds of experiencing religion-based healthcare discrimination among 

men with children may reflect the type of providers they are most frequently visiting. 

Sabin and colleagues (2008) found, for instance, that pediatricians held less implicit 

bias compared with other medical doctors. Additionally, pediatricians may be 

providers that are frequently visited, providing the opportunity to establish rapport. 

Men with children may be visiting pediatricians more than other providers and, 

therefore, may be experiencing less discrimination as a result. Alternatively, men with 
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children may fulfill their traditional roles as husbands and fathers, demonstrating 

strong connections to their group identity, which may, in turn, prevent experiences of 

discrimination from being internalized and result in fewer reports of discrimination 

(Mossakowski, 2003; Pascoe & Smart Richman, 2009).  

Additional complex processes may underpin reports of discrimination in our 

study. Shelton, Richeson, and Vorauer (2006) suggest individuals may respond to 

discrimination by engaging in behaviors to facilitate positive interaction with, or 

create a favorable impression on, the outgroup or perpetrator of discrimination 

(Miller, Rothblum, Felicio, & Brand, 1995; Shelton, Richeson, & Salvatore, 2005). 

Saudis may, therefore, report less healthcare discrimination to appease the socially 

dominant perpetrators of discrimination and disconfirm the potential stereotypes or 

provider biases regarding Saudis (Rundles, 2013; Shelton et al., 2006). Using in-

depth interviews with seven Saudi students studying at a Midwestern university in the 

U.S., Rundles (2013) found that despite denying experiences of discrimination, nearly 

all the respondents (n=6) discussed instances that could be defined as experiences of 

discrimination. These experiences included getting “dirty looks,” being scrutinized or 

viewed negatively when gathered in large groups and speaking Arabic, being watched 

or viewed as suspicious, or being confronted with prejudiced comments. Women in 

their study also reported not feeling comfortable wearing religious clothing for fear of 

being given strange or negative looks or being ignored.  Results of our study, 

therefore, may represent underreported experiences of discrimination in healthcare.  
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Limitations 

 Our study had several limitations. First, although our survey respondents were 

diverse, we did not use a probability sampling design and the present findings may 

have limited generalizability. Because the selected social media sites, however, have 

a large number of followers, they offered a unique platform and opportunity to recruit 

a large sample of geographically diverse respondents. In fact, respondents were from 

49 states, providing insight into experiences across the country. Our data collection 

strategies, therefore, yielded a large, geographically diverse group of respondents and 

may help guide additional studies in terms of how to reach Saudis.  

 The prevalence of religion-based and nationality-based healthcare 

discrimination among respondents may differ from that among other Saudis in the 

U.S. In fact, in comparing those who completed less than 80% of the survey and those 

retained in the final analytic sample, we found that those who completed less of the 

survey had higher odds of experiencing discrimination. One possible explanation is 

that those who indicated experiencing discrimination were presented with more 

questions (specifically more open-ended questions), potentially contributing to the 

decision to stop the survey before completing it. Additionally, it may be that 

respondents who experienced discrimination felt uncomfortable answering questions 

about those experiences, which may serve as the basis for stopping the survey before 

making it to the end. These findings suggest that our study results may underrepresent 

the prevalence of healthcare discrimination among Saudis in the U.S.  

 Based on the results of our study, future data collection instruments may 

benefit from being shorter than the one we used. Respondents took, on average, more 
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than 40 minutes to complete the survey indicating a significant amount of time 

necessary to answer at least 80% of the survey questions. The length of the survey 

may have contributed to incompletion or non-response. More succinct instruments, 

therefore, may be used to maximize response rates.  

 We did not ask about other types of healthcare discrimination, including, for 

example, discrimination based on health status or socioeconomic status. We did, 

however, use multi-item measures of healthcare discrimination that demonstrated 

excellent reliability in our study population as well as others (Bird & Bogart, 2001; 

Bird et al., 2004; Thorburn & Bogart, 2005). Using a multi-item measure also 

allowed us to potentially more accurately capture experiences of discrimination and 

significant associations than a single-item measure (Hausmann et al., 2010).  

 There were potential covariates that were excluded from this study. Although, 

measures of religiosity, for example, including Islamic modesty, use of religious-

based treatments, engagement in religious activity, or dressing in religious attire may 

be salient, we omitted questions on these topics because they can be considered 

judgmental. Though these variables may influence experiences of discrimination and 

health-related outcomes (Padela & Heisler, 2010; Vu, Azmat, Radejko, & Padela, 

2016), they were excluded to make the survey as minimally invasive as possible. 

Future studies with a qualitative focus and/or designed to establish stronger rapport 

with respondents may be able to address these potential covariates more 

appropriately. The qualitative data we did gather, however, provided insight into the 

role of these potential factors and was used to guide quantitative analyses and 
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supplement findings from the survey. The qualitative data offered important 

exploratory and descriptive information with which to guide future research.  

Considerations for Future Research  

Our study is among the first to examine the healthcare experiences of Saudis 

in the U.S. In addition to accessing the population and developing suitable data 

collection instruments, the results of our qualitative analyses may provide insight into 

the development of population-specific healthcare discrimination items for this study 

population. For example, Saudis in our study often cited financial exploitation based 

on stereotypes of wealth, incidents of providers not welcoming requests for religious 

accommodations, and being treated negatively due to wearing religious attire. 

Additionally, experiences often differed by sex. It may be useful, therefore, to 

develop items separately for men and women. These findings not only highlight the 

importance of provider training in recognizing and addressing implicit biases and 

strategies to deliver culturally appropriate healthcare, but also suggest the need for 

incorporating those experiences into healthcare discrimination measure items, making 

them relevant to the Saudi experience.  

Conclusion 

Islamophobic sentiment and experiences of discrimination among Muslims 

and Arabs are on the rise in the U.S. and around the world. It is important to note that 

Arab Muslims are a heterogeneous and diverse group. It is therefore necessary to 

recognize the unique experience of those who comprise this increasingly stigmatized 

and marginalized population. As the established relationship between discrimination 

and adverse health continues to be supported by studies across populations, it is 
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imperative to learn and understand distinct experiences of different groups. The 

experiences of Saudis in the U.S. remain largely understudied. As mobility of Saudis 

to and from the U.S., Saudi Arabia, and other countries around the world becomes 

increasingly fluid, it is imperative to more fully understand their healthcare 

experiences, healthcare needs, and the processes necessary to deliver culturally 

appropriate care. Program development targeting healthcare discrimination among 

Saudis and other sojourners in the U.S. may also be informed by our study. 

Importantly, anti-Muslim discrimination extends beyond the U.S. The results of our 

study may, therefore, inform future studies aimed at ascertaining discrimination 

experiences of Saudis and other sojourners in healthcare and beyond in other parts of 

the world.    
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Table 2.1: Respondent Characteristics (N=1,022) 

Variable (n)* n(%) 
Age (n=1,016) Mean: 28.97 (SD: 6.67) 
Sex (n=1,021)  

Male 548 (53.67%) 
Female 473 (46.33%) 

Marital Status (n=1,022)  
Ever married 600 (58.71%) 
Never married 422 (41.29%) 

Number of children (n=1,022)  
None 556 (54.40%) 
1 or more 466 (45.60%) 

Education (n=1,016)  
Less than a college degree 252 (24.80%) 
College graduate 483 (47.54%) 
Postgraduate  281 (27.66%) 

Student (n=1,022)  
Yes 836 (81.80%) 
No 186 (18.20%) 

Sponsored (n=1,019)  
Yes 778 (76.35%) 
No 241 (23.65%) 

Length of time in the U.S. (n=1,016)  
2 years or less 319 (31.40%) 
More than 2 years 697 (68.60%) 

Language (n=1,022)  
Arabic 683 (66.83%) 
English 339 (33.17%) 

Health Insurance (n=1,011)  
Yes 916 (90.60%) 
No 95 (9.40%) 

Geographic Region (n=1,000)  
West 294 (29.40%) 
Mid-West 252 (25.20%) 
South 303(30.30%) 
Northeast 151 (15.10%) 

*Missingness for each variable did not exceed 2.2%. Missing data were not included in calculations of 
percentages or means.   
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Table 2.2: Respondents' Reports of Healthcare Discrimination Based on Religion and Nationality 

 Never Rarely Sometimes Most of 
the time 

Always 

Religion-based healthcare discrimination items      
You are treated with less courtesy than other people 84.11% 9.28% 5.63% 0.79% 0.20% 
You are treated with less respect than other people 85.54% 9.31% 4.65% 0.40% 0.10% 
You receive poorer service than other people 86.86% 8.30% 3.95% 0.69% 0.20% 
A doctor, nurse, or other healthcare provider acts as if he/she thinks 
you are not smart 

84.09% 8.89% 5.14% 1.48% 0.40% 

A doctor, nurse, or other healthcare provider acts as if he or she is 
afraid of you 

91.02% 5.43% 2.76% 0.59% 0.20% 

A doctor, nurse, or other healthcare provider acts as if he or she is 
better than you 

86.17% 7.19% 3.85% 1.38% 0.69% 

A doctor, nurse, or other healthcare provider is not listening to what 
you are saying 

86.08% 8.98% 3.55% 0.89% 0.49% 

You are treated with suspicion  93.39% 3.85% 1.88% 0.49% 0.39% 
Nationality-based healthcare discrimination items      
You are treated with less courtesy than other people 89.08% 6.75% 3.48% 0.40% 0.30% 
You are treated with less respect than other people 89.66% 6.56% 2.98% 0.60% 0.20% 
You receive poorer service than other people 89.28% 6.26% 3.48% 0.79% 0.20% 
A doctor, nurse, or other healthcare provider acts as if he/she thinks 
you are not smart 

88.88% 6.16% 3.57% 1.19% 0.20% 

A doctor, nurse, or other healthcare provider acts as if he or she is 
afraid of you 

92.15% 4.87% 2.38% 0.40% 0.20% 

A doctor, nurse, or other healthcare provider acts as if he or she is 
better than you 

89.65% 5.87% 2.69 
 

1.49% 0.30% 

A doctor, nurse, or other healthcare provider is not listening to what 
you are saying 

90.85% 5.27% 2.98% 0.80% 0.10% 

You are treated with suspicion  93.44% 3.88% 2.09% 0.30% 0.30% 
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Table 2.3: Bivariate and Multivariate Associations between Respondent Characteristics and Healthcare Discrimination 

Variable Discrimination 
 Religion-based 

OR (95% CI) 
Religion-based 
AOR (95% CI) 

(N=967) 

Nationality-based 
OR (95% CI) 

Nationality-based 
AOR (95% CI) 

(N=967) 
Age  0.99 (0.97, 1.01) 1.00 (0.96, 1.04) 0.99 (0.96, 1.01) 0.98 (0.94, 1.03) 
Sex      

Male Referent Referent Referent Referent 
Female 1.13 (0.85, 1.49) 1.74** (1.17, 2.59) 0.76 (0.54, 1.06) 0.50** (0.30, 0.81) 

Marital Status      
Ever married Referent Referent Referent Referent 
Never married 0.93 (0.70, 1.24) 0.46** (0.26, 0.79) 1.13 (0.81, 1.58) 2.12* (1.05, 4.29) 

Number of children      
None Referent Referent Referent Referent 
1 or more 0.94 (0.71, 1.24) 0.48* (0.28, 0.84) 0.98 (0.70, 1.36) 2.06* (1.00, 4.21) 

Education      
Less than a college degree Referent Referent Referent Referent 
College graduate 1.11 (0.79, 1.58) 1.09 (0.66, 1.79) 1.21 (0.80, 1.81) 1.48 (0.82, 2.68) 
Postgraduate  0.95 (0.64, 1.41) 0.99 (0.54, 1.81) 0.89 (0.55, 1.42) 0.98 (0.47, 2.04) 

Student      
Yes Referent Referent Referent Referent 
No 0.70 (0.47, 1.02) 0.58 (0.31, 1.09) 0.80 (0.51, 1.25) 0.95 (0.44, 2.06) 

Sponsored      
Yes Referent Referent Referent Referent 
No 0.97 (0.69, 1.34) 1.25 (0.74, 2.12) 0.90 (0.61, 1.34) 0.98 (0.51, 1.86) 

Length of time in the U.S.      
2 years or less Referent Referent Referent Referent 
More than 2 years 1.41* (1.03, 1.94) 1.58* (1.01, 2.49) 1.26 (0.87, 1.82) 1.23 (0.71, 2.14) 

Language     
Arabic Referent Referent Referent Referent 
English 1.18 (0.88, 1.59) 1.13 (0.74, 1.72) 1.18 (0.84, 1.66) 0.88 (0.54, 1.45) 

Health Insurance      
Yes Referent Referent Referent Referent 
No 1.61* (1.03, 2.53) 1.32 (0.68, 2.55) 1.94** (1.19, 3.18) 1.61 (0.77, 3.39) 

Geographic Region      
West Referent Referent Referent Referent 
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Mid-West 0.90 (0.61, 1.33) 0.94 (0.55, 1.60) 0.85 (0.54, 1.34) 0.86 (0.46, 1.61) 
South 1.03 (0.72, 1.48) 1.26 (0.78, 2.04) 0.83 (0.54, 1.28) 0.70 (0.39, 1.26) 
Northeast 1.02 (0.66, 1.60) 0.83 (0.45, 1.55) 1.09 (0.66, 1.80) 1.34 (0.66, 2.72) 

Religion-based healthcare 
discrimination  

    

None   Referent Referent 
1 or more   39.70*** (24.51, 64.30) 46.00*** (27.45, 77.08) 

Nationality-based healthcare 
discrimination  

    

None Referent Referent   
1 or more 39.70*** (24.51, 64.30) 45.89*** (27.40, 76.85)   

*P<0.05, **P<0.01, ***P<0.001 
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Cover Letter: 

 Our study examines the relationship between healthcare discrimination and 

provider avoidance, delaying care, and healthcare utilization among Saudis in the 

U.S. Samari (2016) highlights the dearth of information regarding discrimination 

experiences of Muslims despite an increase in Islamophobic incidents nationally. This 

study focuses on Saudis, a severely understudied sub-population of Arab Muslims. 

Although we found no systematic reviews on the discrimination experiences of 

Saudis in the U.S., El-Sayed and Galea (2009) systematically reviewed the literature 

regarding the health of Arab-Americans. Furthermore, Padela and Raza (2015) 

provided a synopsis of Medline literature reporting disparities between American 

Muslims and non-Muslim groups in the U.S. Our paper presents critical information 

regarding the experiences of Saudis in the U.S. during a particularly contentious time 

for Arabs and Muslims in the country. Findings suggest Saudis experience healthcare 

discrimination and that those experiences are associated with healthcare seeking and 

utilization behaviors. 
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Abstract 

Objectives: Our purpose was to examine the association between religion-based and 

nationality-based healthcare discrimination and (1) provider avoidance, (2) delaying 

healthcare, and (3) the number of healthcare visits among Saudis in the U.S.   

Methods: Data were gathered using a cross-sectional, anonymous, online survey of 

Saudis, 18 years of age and older, who had lived in the U.S. for at least 6 months.  

Results: Nearly half of the respondents (44.51%) avoided going to the doctor, while 

17.34% delayed healthcare until returning to Saudi Arabia. Respondents who 

experienced religion-based discrimination in healthcare had higher odds of provider 

avoidance (aOR: 1.55, p=0.028). Those who experienced nationality-based 

discrimination in healthcare had higher odds of delaying care until returning to Saudi 

Arabia (aOR: 1.87, p=0.027). Nationality-based healthcare discrimination was 

positively associated with emergency room visits (aOR: 1.70, p=0.037). Religion-

based healthcare discrimination was positively associated eye care visits (aOR: 1.58, 

p=0.043). 

Conclusions: Healthcare discrimination is associated with healthcare seeking and 

utilization behaviors among Saudis in the U.S. Future research is warranted to 

understand the implications of these experiences for the health of this population. 
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Discrimination is a significant public health problem and has been widely 

linked to poorer health outcomes (Pascoe & Smart Richman, 2009; Williams & 

Mohammed, 2009). Healthcare discrimination, in particular, signifies a subset of 

discrimination experiences that have been specifically associated with health 

behaviors and health outcomes including provider avoidance, underutilization or 

increased use of healthcare services, delays in medical care, less satisfaction with 

care, poor health behaviors, and generally worse health (e.g., Abramson, Hashemi, & 

Sánchez-Jankowski, 2015; Bird & Bogart, 2001; Bird, Bogart, & Delahanty, 2004; 

Burgess, Ding, Hargreaves, van Ryn, & Phelan, 2008; Casagrande, Gary, LaVeist, 

Gaskin, & Cooper, 2007; Gonzales, Harding, Lambert, Fu, & Henderson, 2013; 

Hausmann, Kressin, Hanusa, & Ibrahim, 2010). Despite a burgeoning body of 

literature on discrimination and its established association with health, research on the 

experiences of discrimination and related health outcomes among Arabs and Muslims 

in the U.S. is scarce (Samari, 2016).  

Since 2001, Arabs and Muslims have consistently experienced discrimination 

and have become increasingly marginalized (Samari, 2016). Negative stereotypes 

have persisted, creating an Islamophobic post-9/11 environment conducive to 

retaliation against Arabs, Muslims, and those thought to be of Arab ancestry or 

Islamic faith (Ahmed & Mana, 2017; Disha, Cavendish, & King, 2011; Sheridan, 

2006). Recently, hate crimes against Muslims and Arabs have notably increased, 

commonly attributed to backlash from global and domestic terrorist events as well as 

the 2016 presidential campaign and election (Samari, 2016). In fact, 2015 marked one 

of the worst years for Muslims in the U.S., with the number of anti-Muslim incidents 
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increasing 67% from the previous year (Kishi, 2016), and the number of attacks on 

mosques being the highest ever recorded (Naeem, 2015).  

Though an emergent body of literature on experiences of Arabs and Muslims 

in general exists (e.g., Amer & Bagasra, 2013; Inhorn & Serour, 2011; Nadal, Griffin, 

Hamit, Leon, & Tobio, 2012; Padela & Heisler, 2010; Peek, 2011), healthcare 

discrimination experiences of Saudis in the U.S., a growing sub-population of Arab 

Muslims, remain an understudied topic. Estimates indicate over 100,000 Saudi 

students were enrolled in U.S. universities in 2013-2014 (Naffee, 2014; Taylor & 

Albasri, 2014). Since 2005 and the initiation of the King Abdullah Scholarship 

Program, the U.S. has had a surge in the influx of Saudis. The scholarship program 

was developed as part of a diplomatic agreement between President George W. Bush 

and King Abdullah bin Abdul-Aziz in an effort to restore and improve the 

relationship between the two countries after student visa services allowing Saudis to 

study abroad were restricted following September 11th, 2001 (Taylor & Albasri, 

2014). Saudis represent a unique sub-population of Arab Muslims, particularly 

because the majority remain in the U.S. for the duration of their studies and/or 

temporary visits and then return home to Saudi Arabia. Despite the number of Saudis 

in the U.S., their experiences remain largely unknown. The purpose of this study, 

therefore, was to examine the associations between experiences of healthcare 

discrimination and (1) provider avoidance, (2) delaying care, and (3) healthcare 

utilization among Saudis in the U.S. 

Methods 

Study Design and Sample 
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Data were collected May through November of 2016 using an online 

anonymous survey of Saudis, 18 years of age and older, who had lived in the U.S. for 

at least 6 months. After pretesting the survey in a small convenience sample, the 

survey was administered using Qualtircs and distributed via several online platforms. 

The survey consisted of 45 predominately close-ended questions and respondents 

took an average of 42.80 minutes to complete at least 80% of the survey questions. A 

number of independent translations and back translations from English to Arabic 

allowed respondents the option of completing the survey in Arabic or English. 

Initially, the survey link was posted to the “Saudis in the USA” Facebook page, a 

student-led organization that serves current and prospective students. Then, Saudi 

social media celebrities were contacted and asked to post the survey to their social 

media pages. Finally, Saudi student associations in the U.S. were contacted and asked 

to distribute the survey to Saudis in their area. At the end of the survey, respondents 

were encouraged to share the link with other Saudis who had lived in the U.S. 

Respondents who completed at least 80% of the survey were retained for the analytic 

sample (N=1,022). 

Measures 

Independent Variables 

 We examined two main independent variables: religion-based healthcare 

discrimination and nationality-based healthcare discrimination. Adapting the 

“Discrimination in Health Care” scale (Bird & Bogart, 2001; Bird et al., 2004), 

respondents were asked two questions: “Thinking about your experiences getting 

healthcare in the United States, how often does each of the following happen to you 
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because of your (1) nationality (because you are Saudi) and (2) religion?” 

Respondents were presented with 8 items: (1) you are treated with less courtesy than 

other people; (2) you are treated with less respect than other people; (3) you receive 

poorer service than other people; (4) a doctor, nurse, or other healthcare provider acts 

as if he/she thinks you are not smart; (5) a doctor, nurse, or other healthcare provider 

acts as if he/she is afraid of you; (6) a doctor, nurse, or other healthcare provider acts 

as if he or she is better than you; (7) you feel like a doctor, nurse, or other healthcare 

provider is not listening to what you are saying; and (8) you are treated with 

suspicion. Responses were scored on a 5-point scale (never, rarely, sometimes, most 

of the time, always). For each of the healthcare discrimination questions, responses to 

each of the items were dichotomized into “never” and “ever” and summed 

(Cronbach’s α for nationality-based healthcare discrimination: 0.96; Cronbach’s α for 

religion-based healthcare discrimination: 0.93) to determine the number of 

discrimination experiences each participant reported (Bird et al., 2004). Due to 

response distributions, counts of religion-based and nationality-based healthcare 

discrimination experiences were both dichotomized into “none” or “1 or more.”    

Dependent Variables 

 Provider avoidance was measured using a single item taken from the Health 

Information National Trends Survey (HINTS) (National Cancer Institute, 2008): 

“Some people avoid visiting their doctor even when they suspect they should. Would 

you say this is true for you, or not true for you?” Response categories were “true” and 

”not true.” Delaying care was also measured using a single item: “Do you delay 

seeking healthcare until returning to Saudi Arabia?” with “yes” and ”no” response 
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categories. Each of these questions were followed by an open-ended question to 

affirmative responses, asking, “what are the reasons you avoid seeing your doctor?” 

or “why do you delay seeking healthcare until returning to Saudi Arabia?” 

respectively.  

 Healthcare utilization was measured with 5 questions asking respondents how 

many times, during their time in the U.S., they had (1) been admitted to the hospital, 

(2) gone to the emergency room, (3) visited a dentist, (4) visited a provider for eye 

care, and (5) visited other doctors or healthcare providers. Response options were 

“none,” “1 time,” “2 times,” “3 times,” “4 times,” “5-9 times,” and “10 or more 

times.” In addition, responses to the 5 questions were summed to create a single 

measure of healthcare utilization, with scores ranged from 5 (no healthcare visits) to 

35 (10 or more visits for each type of provider). Those who indicated having visited 

“other” providers were asked to report what providers they visited.  

Potential Covariates 

 We measured patient-centered communication with the 8-item measure used 

in the Health Information National Trends Survey (HINTS) (National Cancer 

Institute, 2014). Respondents were asked, “The following questions are about your 

communication with all doctors, nurses, or other health professionals you have seen 

since coming to the United Sates. How often did they” followed by seven items (e.g., 

explain things in a way you could understand, spend enough time with you; and help 

you deal with feelings of uncertainty about your health or healthcare). The eighth 

item was “How often did you feel you could rely on your doctors, nurses, or other 

healthcare professionals to take care of your healthcare needs since coming to the 
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U.S.?” Response options ranged on a four-point scale from “never” to “always.” We 

averaged responses to the 8 items to create a scale (Cronbach’s α= 0.94). Other 

studies have used this measure because of its high internal consistency (Rutten, 

Augustson, & Wanke, 2006; Silk, Westerman, Strom, & Andrews, 2008). 

 Other potential covariates were age, sex, marital status, number of children, 

health insurance status, length of time in the U.S., the state in which the respondent 

spent the longest amount of time (collapsed into regions: West, Midwest, South, 

Northeast), education, student status, health status, and whether the student is 

sponsored through a scholarship or is self-funded. We also measured language 

preference by whether the respondent chose to complete the survey in English or 

Arabic.  

Data Analysis 

Univariate descriptive statistics for all variables were computed. Associations 

between independent variables and the dependent variables were generated using 

simple logistic or linear regression. We generated three multiple regression models 

(logistic or linear, as appropriate) to assess whether healthcare discrimination was 

significantly associated with (1) provider avoidance, (2) delaying care, or (3) 

healthcare utilization adjusted for potential covariates.  

Additionally, associations between healthcare discrimination and the measures 

of specific types of healthcare visits (i.e., hospital admissions, emergency room visits, 

dentist visits, eye care visits, and visits to other healthcare providers) were examined. 

Due to response distributions, we dichotomized responses into “2 times or less” and 

“3 time or more” for each measure. We then used multiple logistic regression to 
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examine the association between healthcare discrimination and each of the five 

measures.  

All analyses were conducted in STATA (version 13.0) software. Significance 

was set at p<0.05, and cases with missing or invalid responses were eliminated from 

the analysis. Responses to open-ended questions were examined and coded using 

open coding by two coders in Atlas.ti. The most common reasons for avoiding 

providers and delaying care as well as the most common additional providers visited 

were counted. 

Results 

Provider avoidance was common among respondents, with 44.51% indicating 

that they avoid going to the doctor. Additionally, 17.34% indicated that they delay 

seeking healthcare until returning to Saudi Arabia. Responses to open-ended 

questions revealed that reasons for provider avoidance fell into three broad 

categories: personal reasons (n=105) including fear of doctors/hospitals, not having 

enough time, or not needing to see a provider; financial reasons (n=91) namely 

concerning the cost of healthcare in the U.S.; and systemic reasons (n=90) including 

long waits, language barriers, complicated systems and procedures, and a lack of trust 

regarding providers’ competence and the healthcare system in general. Reasons for 

delaying care until returning to Saudi Arabia were grouped into four major categories: 

expense (n=69), ease (n=41), having a support system (n=11), and trust (7).  

Table 3.1 shows respondent characteristics. The providers most commonly 

visited were dentists followed by “other providers.” The open-ended question 

regarding types of providers visited, revealed several common types of providers not 
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captured by the 4 closed questions regarding healthcare utilization. Respondents 

visited a variety of providers, the most common of which were obstetricians and 

gynecologists (n=179), dermatologists (n=127), primary care providers (n=196; 

including family doctors (75), general practitioners (73), internal medicine (36) and 

primary care provider (12)), otolaryngologists (n=58), orthopedists (n=49), and 

pediatricians (n=42).   

 Bivariate analyses (Table 3.2) indicate those who experienced religion-based 

healthcare discrimination and those who experienced nationality-based healthcare 

discrimination had higher odds of avoiding doctors. Religion-based healthcare 

discrimination remained significantly positively associated with provider avoidance 

even when adjusted for covariates (Table 3.2). Similarly, both types of discrimination 

were positively associated with delaying medical care until returning to Saudi Arabia 

in bivariate analyses. In adjusted models, however, only nationality-based healthcare 

discrimination remained significantly positively associated with delaying care. 

Bivariate results showed religion-based healthcare discrimination and nationality-

based healthcare discrimination were each positively correlated with healthcare 

utilization.  

Although experiences of discrimination were not associated with overall 

healthcare visits in the adjusted analyses, they were associated with specific types of 

healthcare visits. Nationality-based healthcare discrimination was positively 

correlated with emergency room visits (aOR: 1.70, p=0.037, 95% CI: 1.03, 2.81) and 

experiencing religion-based healthcare discrimination was positively correlated with 

visiting a provider for eye care (aOR: 1.58, p=0.043, 95% CI: 1.01, 2.46).  
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Discussion 

Our results indicate that experiences of healthcare discrimination are 

associated with healthcare seeking and utilization behaviors among Saudis in the U.S. 

Namely, those who experienced religion-based healthcare discrimination had higher 

odds of avoiding providers and those who experienced nationality-based healthcare 

discrimination had higher odds of delaying care until returning to Saudi Arabia. 

These findings are consistent with the literature (Blanchard & Lurie, 2004; Burgess et 

al., 2008; Trivedi & Ayanian, 2006; Van Houtven et al., 2005). Provider avoidance 

was commonly attributed to personal reasons including being afraid of doctors and 

being afraid of potential diagnoses. Sentiments surrounding illness and health among 

Saudis and other Muslim populations often involve “God’s will” and the role of faith 

in healing (Sinky, Cheyney, & Dolcini, 2015). Clinical encounters in the U.S. and 

Western biomedicine in general, may not align with these beliefs, contributing, 

perhaps, to the positive association between religion-based healthcare discrimination 

and provider avoidance.  

Similarly, reasons for delaying care until returning to Saudi Arabia most 

commonly cited expense and the financial burden of healthcare in the U.S., and a 

preference for free, or at least more affordable, care back home. Responses to open-

ended questions describing experiences of nationality-based healthcare discrimination 

revealed that feelings of being financially exploited or swindled due to the stereotype 

of wealth and affluence were common among Saudis aligning with the reasons for 

delaying care until returning to Saudi Arabia and explaining the association between 

nationality-based healthcare discrimination and delaying care.  
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Our findings are consistent with previous research. Burgess et al. (2008), for 

example, argue that one response to experiences of discrimination is a disengagement 

strategy in which the individual avoids stressful situations, such as healthcare 

discrimination, consistent with behaviors of provider avoidance and delaying care. 

Provider avoidance and delaying care have been linked to negative health outcomes 

(Byrne, 2008; Facione, Miaskowski, Dodd, & Paul, 2002). The pathway with which 

experiences of discrimination may be embodied (Krieger, 1994) and manifested in 

potentially poor health outcomes could be underpinned, therefore, by behaviors of 

avoidance or delay.  

Bivariate analyses showed religion-based and nationality-based healthcare 

discrimination were significantly positively associated with provider avoidance, 

delaying care until returning to Saudi Arabia, and healthcare utilization. In adjusted 

analyses, however, and as noted above, only some of these associations remained 

significant. This may be explained, in part, by the inclusion of theoretically pertinent 

covariates including sociodemographic characteristics and patient-centered 

communication that may explain and account for more of the variation in the 

healthcare seeking behaviors and utilization measures in this study.  

For example, those who completed the survey in English had lower odds of 

avoiding providers than those who completed the survey in Arabic. Those who 

completed the survey in English may have greater self-efficacy in their English-

speaking abilities and, therefore, may be less likely to avoid providers due to potential 

language barriers. Similarly, those who had been in the U.S. for more than 2 years 

had lower odds of delaying care relative to those who had been in the country for less 
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than 2 years. Saudis, who have spent longer in the U.S., may be more familiar with 

the healthcare system and have greater confidence in navigating it. As a result, they 

may be less inclined to delay seeking care until returning to Saudi Arabia. Those who 

were never married reported less healthcare utilization than those who were ever 

married. Those who are not married do not have spouses, or likely children, to 

accompany on healthcare visits. In other words, the healthcare visits indicated by ever 

married respondents may also reflect those of their spouses and/or children. The 

inclusion of these covariates, therefore, may have contributed to some of the 

associations between healthcare discrimination and the dependent variables becoming 

insignificant in the adjusted analyses. 

Worth noting, respondents who indicated having experienced religion-based 

or nationality-based healthcare discrimination were presented with a follow-up 

question asking how that experience(s) impacted how they sought healthcare. 

Respondents were presented with a series of “suboptimal healthcare seeking 

behaviors” (Blanchard & Lurie, 2004; Gonzales et al., 2013) including putting off or 

postponing healthcare and not going back for a follow-up appointment. Interestingly, 

over 60% of respondents who indicated they experienced religion-based healthcare 

discrimination reported that it did not impact how they sought healthcare, and nearly 

60% of those who indicated having experienced nationality-based healthcare 

discrimination reported it had no impact on how they sought healthcare. Respondents 

did not attribute specific behaviors to experiences of discrimination, contrary to the 

significant associations found between experiences of discrimination and avoidance 

and delay in our analyses. Previous research suggests Saudis may deny experiences of 
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discrimination despite relaying experiences of being treated negatively due their 

nationality or faith (Rundles, 2013). Research also suggests marginalized populations 

may dismiss experiences of discrimination and their consequences to appease the 

socially dominant perpetrators of discrimination and disconfirm potential stereotypes 

or provider biases (Shelton, Richeson, & Vorauer, 2006). Saudis may, therefore, be 

less likely to directly attribute healthcare seeking behaviors such as avoidance or 

delay to experiences of discrimination, and may, instead, cite other reasons such as 

fear of doctors, not having enough time, or expense, as illustrated in their responses to 

open-ended questions.  

Religion-based and nationality-based healthcare discrimination were not 

significantly associated with the overall number of healthcare visits. Nationality-

based healthcare discrimination, however, was significantly positively associated with 

emergency room visits. Results highlight the importance of considering healthcare 

settings. For example, in a study examining raced-based and SES-based 

discrimination among seventy-six African-American adults, Bird and Bogart (2001) 

found that some experiences of race-based discrimination were positively associated 

with the number of hospital admissions. In discussing their findings Bird and Bogart 

(2001) suggest that a clinical encounter in hospital settings, such as an emergency 

room, can yield greater potential for discrimination because numerous healthcare 

professionals meet patients for brief periods of time without the opportunity to 

establish rapport or trust. An emergency room visit may also be inherently more 

stressful than a primary care visit, resulting in heightened anxiety and sensitivity to 

perceived discrimination (Abramson et al., 2015; Bird & Bogart, 2001). Additionally, 



 

 

79 

emergency rooms are often accompanied with unspecified prices of treatment. The 

positive correlation between nationality-based healthcare discrimination, therefore, 

may be attributed, in part, to the unpredictable cost of emergency room services and 

the possibility of Saudi patients being financially responsible for costs not covered by 

insurance and attributing that burden to stereotypes of affluence.  

Religion-based healthcare discrimination was significantly positively 

associated with eye care provider visits. Eye care providers may not be visited as 

frequently as other providers, potentially diminishing the opportunity to establish 

rapport. In fact, eye care providers were those least visited by respondents in our 

study, potentially highlighting fewer opportunities for eye care providers to interact 

with Saudis and therefore being less informed in the delivery of culturally sensitive 

care. Future research is warranted to better understand provider biases and how they 

may impact the clinical encounter for this population.  

Discrimination at various levels may contribute to health related behaviors 

and outcomes through multiple pathways (Burgess et al., 2008; Krieger, 2001; Pascoe 

& Smart Richman, 2009). Previous research indicates, for example, that everyday 

experiences of discrimination may also be associated with healthcare utilization 

(Burgess et al., 2008). The present paper focused on experiences limited to those 

within the healthcare domain to assess a “direct” pathway (i.e., experiences in 

healthcare and their associations with subsequent healthcare seeking and utilization 

behaviors), albeit cross-sectionally. We ran additional multivariate models adjusting 

for everyday discrimination and found religion-based everyday discrimination and 

nationality-based everyday discrimination were not significantly associated with of 
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any of the dependent variables in this study. Religion-based healthcare discrimination 

remained positively associated with provider avoidance and the number of eye care 

visits. Everyday discrimination may play an important role in understanding 

healthcare seeking and utilization behaviors accounting for potentially complex 

pathways involving constructs beyond the scope of the present study (Burgess et al., 

2008). Future research is warranted to understand experiences of discrimination from 

sources outside of healthcare and their association with healthcare seeking and 

utilization behaviors.  

Our study had several limitations. We did not include a question asking 

respondents in which healthcare settings and with which providers their experiences 

occurred. We are, therefore, unable to specify in which healthcare settings 

experiences of discrimination took place. Additionally, the cross-sectional nature of 

our study prevents us from knowing the temporal sequence of discrimination and 

healthcare utilization. Thus, we cannot conclude whether experiences of 

discrimination resulted in greater eye care visits and emergency room visits, for 

example, or that more experiences of discrimination are simply a function of more 

exposure to clinical encounters (Bird & Bogart, 2001). Our study, however, is among 

the first to examine the experiences of Saudis in the U.S. Although we used a non-

probability sample, we were able to gather data from a geographically diverse group 

of over 1,000 Saudis in the U.S. Additionally, our findings can help inform future 

research aimed at better understanding the experiences of Saudis and other Arab 

Muslim populations.  
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Public Health Implications 

 Saudis, a sub-population of Arab Muslims, represent a growing community in 

the U.S., with estimates indicating about 100,000 living in the country (Naffee, 2014; 

Taylor & Albasri, 2014; U.S. Census Bureau, 2015). As our study findings show, 

their experiences of discrimination in U.S. healthcare settings are common, with over 

a quarter reporting having experienced discrimination in healthcare based on their 

religion and over 17% indicating they experienced nationality-based healthcare 

discrimination. Experiences of healthcare discrimination among Saudis are related to 

provider avoidance and delaying care, which have been shown in other research to 

have detrimental consequences on health (Byrne, 2008; Facione et al., 2002). Our 

results suggest additional research on the link between healthcare discrimination and 

healthcare utilization is warranted.  

 Our findings indicate a need for provider training in the delivery of culturally 

appropriate care. Clinical encounters that provide more culturally sensitive care may 

result in fewer experiences of healthcare discrimination and may, therefore, help 

diminish provider avoidance and delay in care among Saudis in the U.S. Additionally, 

responses to open-ended questions suggested Saudis face difficulties in navigating 

complicated healthcare system procedures in the U.S. Saudis, therefore, may benefit 

from workshops or classes upon arrival in the U.S. that provide information on the 

healthcare system, insurance procedures, and methods of navigating the system. This 

may potentially improve their self-efficacy in seeking healthcare and reduce stress 

associated with negative healthcare experiences. Future research may also benefit 

from exploring experiences of discrimination beyond the domain of healthcare. 
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Islamophobic rhetoric and anti-Muslim sentiments in the country suggest 

experiences of discrimination likely extend beyond healthcare settings and may 

subsequently have even greater effects on this population’s health. The current dearth 

of literature on experiences of discrimination among Arabs and Muslims in general 

and how they relate to health highlights the need for public health research dedicated 

to understanding those experiences and their impacts. Such knowledge will 

subsequently inform the development of programs that can be implemented in 

healthcare settings and beyond to promote the health and wellbeing of Arabs and 

Muslims in the U.S.   
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Table 3.1: Respondent Characteristics (N=1,022) 

Variable (n)* n (%) 
Age (n=1,016) Mean: 28.97 (SD: 6.67) 
Sex (n=1,021)  

Male 548 (53.67%) 
Female 473 (46.33%) 

Marital status (n=1,022)  
Ever married 600 (58.71%) 
Never married 422 (41.29%) 

Number of children (n=1,022)  
None 556 (54.40%) 
1 or more 466 (45.60%) 

Education (n=1,016)  
Less than a college degree 252 (24.80%) 
College graduate 483 (47.54%) 
Postgraduate  281 (27.66%) 

Student (n=1,022)  
Yes 836 (81.80%) 
No 186 (18.20%) 

Sponsored (n=1,019)  
Yes 778 (76.35%) 
No 241 (23.65%) 

Length of time in the U.S. (n=1,016)  
2 years or less 319 (31.40%) 
More than 2 years 697 (68.60%) 

Language (n=1,022)  
Arabic 683 (66.83%) 
English 339 (33.17%) 

Health insurance (n=1,011)  
Yes 916 (90.60%) 
No 95 (9.40%) 

Geographic region (n=1,000)  
West 294 (29.40%) 
Mid-West 252 (25.20%) 
South 303 (30.30%) 
Northeast 151 (15.10%) 

Religion-based healthcare discrimination (n=1,008)  
None 741 (73.51%) 
1 or more 267 (26.49%) 

Nationality-based healthcare discrimination (n=1,003)  
None 831 (82.85%) 
1 or more 172 (17.15%) 

Health status  
Less than excellent 611 (59.84%) 
Excellent 410 (40.16%) 

Patient-centered communication (n=1,010) Mean: 3.25 (SD: 0.81) 
Provider avoidance (n=1,020)  

Yes 454 (44.51%) 
No 566 (55.49%) 
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Delay care until returning to Saudi Arabia (n=1,021)  
Yes 177 (17.34%) 
No 844 (82.66%) 

Healthcare visits score (n=1,021) Mean: 16.77 (SD: 6.24) 
Hospital admissions (n=1,022)  

2 times or less 651 (63.70%) 
3 times or more 371 (36.30%) 

Emergency room visits (n=1,022)  
2 times or less 703 (68.79%) 
3 times or more 319 (31.21%) 

Dentist visits (n=1,022)  
2 times or less 339 (33.17%) 
3 times or more 683 (66.83%) 

Eye care visits (n=1,022)  
2 times or less 763 (74.66%) 
3 times or more 259 (25.34%) 

Visits to other healthcare providers (n=1,021)  
2 times or less 522 (51.13%) 
3 times or more 499 (48.87%) 

*Missingness for each variable did not exceed 2.2%. Missing data were not included in calculations of 
percentages or means.   
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Table 3.2: Unadjusted and Adjusted Associations with Healthcare Seeking and Utilization Behaviors 

 Avoid 
Provider 

OR 
(95% CI) 

Avoid 
Provider 

aOR 
(95% CI) 

N=939 

Delay 
Healthcare 

OR 
(95% CI) 

Delay 
Healthcare 

aOR 
(95% CI) 

N=940 

Healthcare 
Utilization 

b  
(95% CI) 

Healthcare 
Utilization 

b  
(95% CI) 

N=940 
Variable 
 

      

Religion-based healthcare 
discrimination 

      

Never  Referent Referent Referent Referent Referent Referent 

Ever  1.59**  
(1.20, 2.11) 

1.55* 
(1.05, 2.29) 

1.62**  
(1.14, 2.30) 

1.26 
(0.77, 2.07) 

1.61***  
(0.74, 2.48) 

0.68 
(-0.34, 1.71) 

Nationality-based healthcare 
discrimination 

      

Never  Referent Referent Referent Referent Referent Referent 

Ever  1.57**  
(1.13, 2.18) 

0.99 
(0.63, 1.57) 

2.02***  
(1.37, 2.98) 

1.87* 
(1.07, 3.27) 

1.67** 
(0.65, 2.69) 

1.08 
(-0.13, 2.30) 

Age  0.96***  
(0.94, 0.98) 

 

0.98 
(0.95, 1.00) 

 

0.96* 
(0.94, 0.99) 

1.01 
(0.97, 1.05) 

0.13***  
(0.07, 0.18) 

-0.005 
(-0.07, 0.06) 

Sex       

Male  Referent Referent Referent Referent Referent Referent 

Female  0.76*  
(0.59, 0.97) 

0.71* 
(0.53, 0.95) 

1.17 
(0.84, 1.61) 

1.22 
(0.84, 1.77) 

0.69 
(-0.08, 1.46) 

0.71 
(-0.03, 1.46) 

Marital Status       

Ever Married  Referent Referent Referent Referent Referent Referent 

Never married  1.35*  
(1.05, 1.73) 

0.76 
(0.49, 1.16) 

1.88***  
(1.36, 2.61) 

1.33 
(0.78, 2.25) 

-3.02*** 
(-3.78, -2.27) 

-1.41* 
(-2.53, -0.28) 



 

 

92 

Number of children       
None  Referent Referent Referent Referent Referent Referent 

1 or more  0.64***  
(0.50, 0.82) 

 

0.69 
(0.45, 1.07) 

0.48***  
(0.34, 0.67) 

0.61 
(0.34, 1.08) 

3.11***  
(2.36, 3.86) 

1.20* 
(0.05, 2.35) 

Education       

Less than a college degree  Referent Referent Referent Referent Referent Referent 

College graduate  
 

0.83 
(0.61, 1.13) 

0.92 
(0.65, 1.31) 

1.03 
(0.69, 1.53) 

1.10 
(0.70, 1.75) 

0.64 
(-0.30, 1.58) 

0.05 
(-0.88, 0.97) 

Postgraduate  0.48***  
(0.34, 0.68) 

 

0.71 
(0.47, 1.09) 

 

0.83 
(0.53, 1.31) 

1.41 
(0.79, 2.52) 

2.71***  
(1.66, 3.76) 

0.57 
(-0.54, 1.68) 

Student       

Yes  Referent Referent Referent Referent Referent Referent 

No  0.70*  
(0.50, 0.96) 

0.93 
(0.60, 1.46) 

0.70 
(0.44, 1.10) 

0.72 
(0.39, 1.32) 

-0.11 
(-1.11, 0.88) 

-0.10 
(-1.25, 1.04) 

Sponsored       

Yes  Referent Referent Referent Referent Referent Referent 

No  1.00 
(0.74, 1.33) 

0.93 
(0.63, 1.38) 

1.30 
(0.90, 1.88) 

1.31 
(0.80, 2.15) 

-1.81*** 
(-2.70, -0.91) 

-1.32* 
(-2.33, -0.30) 

Length of time in the U.S.  
 

 
 

    

2 years or less  Referent 
 

Referent 
 

Referent Referent Referent Referent 

More than 2 years  0.60***  
(0.46, 0.78) 

0.74 
(0.54, 1.01) 

0.37***  
(0.27, 0.52) 

0.39***  
(0.27, 0.58) 

5.10***  
(4.34, 5.87) 

3.97***  
(3.15, 4.79) 
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Language       

Arabic  Referent Referent Referent Referent Referent Referent 

English  0.54***  
(0.41, 0.71) 

0.48***  
(0.35, 0.66) 

0.62* 
(0.43, 0.90) 

0.68 
(0.45, 1.04) 

1.71***  
(0.90, 2.52) 

1.27**  
(0.48, 2.05) 

Health Insurance       

Yes  Referent Referent Referent Referent Referent Referent 

No  0.86 
(0.56, 1.32) 

1.03 
(0.62, 1.71) 

1.22 
(0.71, 2.07) 

1.10 
(0.58, 2.08) 

-0.79  
(-2.11, 0.53) 

-1.00  
(-2.28, 0.29) 

Geographic Region       

West  Referent Referent Referent Referent Referent Referent 

Mid-West  0.78 
(0.56, 1.09) 

0.87 
(0.60, 1.26) 

0.98 
(0.63, 1.54) 

1.19 
(0.72, 1.96) 

1.63** 
(0.59, 2.67) 

0.58  
(-0.40, 1.56) 

South  0.72*  
(0.52, 0.99) 

0.76 
(0.54, 1.08) 

1.06 
(0.69, 1.62) 

1.24 
(0.79, 1.96) 

0.74  
(-0.25, 1.73) 

0.05  
(-0.86, 0.96) 

Northeast  0.93 
(0.63, 1.38) 

1.23 
(0.80, 1.90) 

1.16 
(0.70, 1.92) 

1.38 
(0.79, 2.39) 

0.32  
(-0.90, 1.54) 

-0.77  
(-1.89, 0.35) 

Health Status       

Less than excellent  Referent Referent Referent Referent Referent Referent 

Excellent 0.64**  
(0.50, 0.83) 

0.61**  
(0.46, 0.81) 

0.82 
(0.58, 1.14) 

0.80 
(0.55, 1.15) 

-0.81* 
(-1.59, -0.3) 

-0.53 
(-1.25, 0.19) 

Patient-Centered Communication  
 

0.73***  
(0.63, 0.85) 

0.79* 
(0.66, 0.94) 

0.79* 
(0.66, 0.96) 

0.86 
(0.69, 1.08) 

0.27 
(-0.20, 0.75) 

0.23  
(-0.23, 0.69) 

*P<0.05, **P<0.01, ***P<0.001       
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Abstract 

Objectives: To examine (1) the association between religion-based and nationality-

based healthcare discrimination and health status and psychological distress and (2) 

the moderating role of social support among Saudis in the United States.  

Design: Data were collected between May and November of 2016 using a cross-

sectional, online, anonymous survey from Saudis, aged 18 years or older, who had 

lived in the United States for at least 6 months (N=1,022). Multiple regression models 

were used to determine the associations between religion-based and nationality-based 

healthcare discrimination and (1) health status and (2) psychological distress.  Models 

were then stratified by social support to determine the moderating effect of social 

support on those associations.   

Results: Neither type of healthcare discrimination was significantly associated with 

health status in the overall sample. Among those with high social support, however, 

those who experienced religion-based healthcare discrimination had poorer health 

status (aOR: 0.46, p=0.03, 95% CI: 0.23, 0.93) than those who did not experience 

religion-based healthcare discrimination. That relationship was not observed among 

those with low social support. Neither religion-based nor nationality-based healthcare 

discrimination was significantly associated with psychological distress in the overall 

sample or in the stratified models.  

Conclusion: Social support may exacerbate the deleterious effects of healthcare 

discrimination on health among Saudis in the U.S. Future research is warranted to 

understand challenges in establishing social support networks among Saudis in the 

United States, social support satisfaction, quality of social support, and the role of 
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social support in moderating the relationship between discrimination and health 

outcomes that extends beyond discrimination in healthcare settings. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

97 

 

Introduction  

Muslims in the United States have experienced increased discrimination since 

2001 (Abu-Ras & Abu-Bader, 2008; Amer & Bagasra, 2013; Inhorn & Serour, 2011; 

Nadal, Griffin, Hamit, Leon, & Tobio, 2012; Peek, 2011; Samari, 2016). The rise in 

anti-Muslim sentiment is made particularly evident with pervasive Islamophobic 

rhetoric and negative media portrayals of Arabs and Muslims (Nurullah, 2010; Saeed, 

2007; Samari, 2016), as well as the alarming rates of hate crimes against this 

population (Amer & Bagasra, 2013; Cainkar, 2002; Helly, 2004; Peek, 2011; 

Rubenstein, 2004; Singh, 2002). The experiences of discrimination among Muslims 

have been documented in various settings, including educational settings (Aroian, 

2012) and the workplace (Ghumman & Jackson, 2010; Ghumman & Ryan, 2013; 

King & Ahmad, 2010). In addition, discrimination among Arab Muslims has 

specifically been documented in healthcare settings in terms of experiences of 

culturally insensitive services and barriers to quality care (Hammoud, White, & 

Fetters, 2005; Inhorn & Serour, 2011; Martin, 2015; Padela, Gunter, Killawi, & 

Heisler, 2012). Experiences of discrimination are more pronounced among Arab 

Muslims than among Arab Christians and are associated with psychological distress, 

less happiness, and worse health status (Awad, 2010; Kira et al., 2010; Padela & 

Heisler, 2010; Sheridan, 2006). The well-established recognition of the detrimental 

effects of discrimination on health (e.g., Brodish et al., 2011; Clark, Anderson, Clark, 

& Williams, 1999; DeLilly & Flaskerud, 2012; Kessler, Mickelson, & Williams, 
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1999; Krieger, 1994, 2001; Krieger & Sidney, 1996; Pascoe & Smart Richman, 2009; 

Williams & Mohammed, 2009) is leading to a growing interest in understanding the 

experiences of discrimination among Arab Muslims in the United States, exemplified 

with a growing body of literature on the experiences of this population (e.g., Amer & 

Bagasra, 2013; Laird, de Marrais, & Barnes, 2007; Padela & Heisler, 2010; Rippy & 

Newman, 2006).   

One particular sub-population of Arab Muslims that has not yet been 

extensively researched is Saudis (Rundles, 2013). Following the attacks on September 

11th, 2001, the United States placed restrictions on student visas allowing Saudis to 

study abroad, resulting in a decline in the number of Saudis coming to the United 

States (Knickmeyer, 2012). In 2005, the King Abdullah Scholarship Program resulted 

from an agreement between Saudi Arabia’s late monarch, King Abdullah bin Abdul-

Aziz and President George Bush Jr., with the goal of increasing the number of Saudi 

students in the United States both to facilitate cultural exchange, as well as to equip 

Saudi students with the knowledge and skills necessary to contribute to the 

development of Saudi Arabia (Saudi Arabian Cultural Mission, 2015; Taylor & 

Albasri, 2014). Since the initiation of the program, Saudi Arabia has become a 

leading source of international students to the United States (Desilver, 2013), 

surpassed only by China and India (Institute of International Education, 2016) with 

some estimates indicating approximately 100,000 in the country in 2013-2014 and 

2015-2016 (Naffee, 2014; Taylor & Albasri, 2014; U.S. Census Bureau, 2015). 

Saudis are a unique population. Historically, research on Arab Muslims has 

centered on permanent immigrants or refugees (Inhorn & Serour, 2011). Saudis, 
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however, tend to remain in the United States temporarily, after which they return to 

Saudi Arabia. Additionally, Saudis abroad are highly resourced with the majority of 

Saudis in the United States fully funded and provided with complete health coverage 

by their sponsoring agencies (Ahmed, 2015). Saudis may, therefore, be less likely to 

be considered a particularly vulnerable or disadvantaged population. Saudis, however, 

are Arab, and essentially all Saudis are Muslim. Being Saudi, therefore, encompasses 

complex intersections of potentially stigmatized identities, resulting in experiences of 

discrimination and potentially associated poor health behaviors and outcomes. 

Importantly, discrimination negatively impacts health irrespective of socioeconomic 

status (Williams, 1999). So, despite being resourced, experiences of discrimination 

among Saudis may still have a negative impact on their health.  

Limited published information exists on Saudis in the United States. The most 

recent data released by the Saudi government provide statistics specifically on Saudi 

students studying abroad. Data indicate the ratio of male to female students studying 

abroad is 3:1 (Abouammoh, Smith, & Duwais, 2014; Ahmed, 2015). Nearly 200,000 

Saudis are pursuing their education overseas, the vast majority of whom are funded 

by government scholarships (Ahmed, 2015). Of the countries in which Saudis are 

being sent to study, the United States hosts the largest influx of Saudi students, 

followed by the United Kingdom (Ahmed, 2015). Most students are pursuing their 

undergraduate degrees (60%), while nearly a third are pursuing graduate degrees 

(24% master’s degrees, 5% doctorates) (Abouammoh et al., 2014; Ahmed, 2015).  

Despite the large number of Saudis living in the United States, little is known 

about their experiences in general, or their experiences with healthcare specifically. 
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The limited literature that does exist, however, suggests that Saudis may face 

challenges and disproportionately experience discrimination (Lee & Rice, 2007). 

Abouammoh et al. (2014), for instance, argued that Saudis face difficulties in 

adapting their own cultural values to those of the host country. These difficulties 

include identifying and accessing social support networks, accessing health services, 

and having their religious needs and beliefs respected. Saudis additionally relay 

frustrations with experiences in education settings including difficulties in university 

admission and adapting to the United States’ educational system (Abouammoh et al., 

2014; Al-Sheikhly, 2012; Hilal & Denman, 2013; Lee & Rice, 2007).  

Experiences of discrimination among Saudis specifically within the domain of 

healthcare are less understood. In fact, to our knowledge, no studies exist that 

examine the experiences of healthcare discrimination and health-related consequences 

of Saudis in the United States. The purpose of this study, therefore, was to examine 

the relationships between religion-based and nationality-based healthcare 

discrimination and (1) health status, and (2) psychological distress, as well as the 

moderating role of social support among Saudis in the United States. We 

hypothesized that those who experienced religion-based and/or nationality based 

healthcare discrimination would demonstrate lower health status and greater 

psychological distress. We also hypothesized that social support would moderate that 

relationship and buffer the effects of discrimination on health. That is, Saudis in the 

United States who experience healthcare discrimination and have strong social 

support will have better health status and lower psychological distress compared to 
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Saudis in the United States who experience healthcare discrimination and have less 

social support. 

Methods 

Design and Sample 

Data for this study were collected using a cross-sectional online survey. The 

target population was Saudis, aged 18 years and older, who had lived in the United 

States for at least six months. The survey link was initially distributed twice on the 

“Saudis in the USA” Facebook page. “Saudis in the USA” is a student led initiative 

with the purpose of serving current and prospective Saudis in the country, and their 

social media pages have over 200,000 followers. In addition to the posts on “Saudis 

in the USA,” prominent Saudi social media celebrities were asked to post the survey 

link to their social media pages. Finally, Saudi student associations across the United 

States were contacted and asked to distribute the survey link to Saudis in their area. 

All respondents that made it to the end of the survey were encouraged to share the 

survey link with other Saudis in the United States.  

Over 3,900 individuals clicked on the survey link. Of those, 2,491 agreed to 

participate and 1,839 met the eligibility criteria (i.e., being Saudi, being 18 years of 

age or older, and having had lived in the United States for at least six months). 

Respondents who completed at least 80% of the survey questions were retained in the 

final sample. Surveys with 80% of the questions answered included data pertinent to 

our research questions as well as demographic information on age, sex, marital status, 

number of children, and student status, which allowed us to conduct analyses on data 
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for all respondents included while still facilitating practical and clear interpretations. 

The final analytic sample size was 1,022. 

Survey Instrument and Data Collection 

The survey instrument underwent a number of independent translations and 

back translations to produce an Arabic version. Additionally, to ensure item 

comprehension and resolve any unanticipated issues with survey design, the 

instrument was pretested in a small convenience sample of 10 Saudis in the United 

States known to the first author prior to being finalized. Data were collected between 

May 2016 and November 2016. The survey was administered via Qualtrics, consisted 

of 45 mostly closed questions, and respondents took an average of approximately 40 

minutes to answer at least 80% of the survey questions.  

Measures 

Independent variables 

Healthcare Discrimination 

 Our study had two main independent variables: religion-based healthcare 

discrimination and nationality-based healthcare discrimination. Healthcare 

discrimination was measured using a modified version of Bird and colleague’s 

“Discrimination in Health Care” scale (Bird & Bogart, 2001, 2003; Bird, Bogart, & 

Delahanty, 2004; Thorburn & Bogart, 2005). 

Respondents were asked two questions, attributing experiences of healthcare 

discrimination to their religion or nationality: “Thinking about your experiences 

getting healthcare in the United States, how often does each of the following happen 

to you because of your religion?” and: “Thinking about your experiences getting 
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healthcare in the United States, how often does each of the following happen to you 

because of your nationality (because you are Saudi)?” The items for both questions 

were  (1) you are treated with less courtesy than other people; (2) you are treated with 

less respect than other people; (3) you receive poorer service than other people; (4) a 

doctor, nurse, or other healthcare provider acts as if he/she thinks you are not smart; 

(5) a doctor, nurse, or other healthcare provider acts as if he/she is afraid of you; (6) a 

doctor, nurse, or other healthcare provider acts as if he or she is better than you; (7) 

you feel like a doctor, nurse, or other healthcare provider is not listening to what you 

are saying; and (8) you are treated with suspicion. Responses were on a five-point 

scale (never, rarely, sometimes, most of the time, always). The eight items for each of 

the healthcare discrimination measures demonstrated high internal consistency 

(Cronbach’s α for religion-based healthcare discrimination: 0.93; Cronbach’s α for 

nationality-based healthcare discrimination: 0.96). Responses for each of the 8 items 

were dichotomized into “never” and “ever” and then summed. Based on the response 

distributions, we created a dichotomous measure of each type of discrimination 

indicating “none” versus “1 or more” experiences of healthcare discrimination.  

Outcomes Variables 
 
Health Status 

 Overall health status was measured using an item from the SF-12 Health 

Survey (Ware, Kosinski, & Keller, 1996). Respondents were asked to rate their health 

in response to “In general, would you say your health is….” on the following five-

point scale: 1=excellent, 2=very good, 3=good, 4=fair, 5=poor. Given the distribution 
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of responses, the variable was dichotomized into two categories:  “less than 

excellent” versus “excellent.” 

Psychological Distress 
 

Psychological distress was measured using the Kessler Psychological Distress 

Scale (K6), a scale developed for the U.S. National Health Interview Survey (NHIS) 

(Kessler et al., 2002). Respondents were asked: “during the past 12 months, how 

often did you feel…” followed by six items: (1)…nervous; (2)…hopeless; 

(3)…restless or fidgety; (4)…so depressed that nothing could cheer you up; (5)…that 

everything was an effort; (6)…worthless? Responses categories were “1=all of the 

time,” “2=most of the time,” “3=some of the time,” “4=a little of the time,” “5=none 

of the time.” The items had a Cronbach’s α of 0.88, indicating good internal 

consistency. Responses were reverse coded, and scale scores were calculated by 

summing the responses of the six items yielding a score between 0 and 24, with 

higher scores indicating higher levels of psychological distress.  

Potential Moderator  
 
Social Support 
 

We measured social support with the Index of Sojourner Social Support 

(ISSS) (Ong & Ward, 2005). This measure includes 18 items that assess social 

support among sojourners, or people who reside in a place temporarily, and is 

therefore often used in immigrant populations (Gottlieb & Bergen, 2010). 

Respondents were asked, “Read each of the following statements and think about 

how many people you know and are in contact with in the United States or back home 

who would perform the behaviors described.” The items were: (1) comfort you 
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whenever you feel homesick; (2) listen and talk with you whenever you feel lonely or 

depressed; (3) share your good and bad times; (4) spend some quiet time with you 

whenever you do not feel like going out; (5) spend time chatting with you whenever 

you are bored; (6) accompany you to do things whenever you need someone for 

company; (7) visit you to see how you are doing; (8) accompany you somewhere 

even if he or she doesn’t have to; (9) reassure you that you are loved, supported, and 

cared for; (10) provide necessary information to help orient you to your new 

surroundings; (11) help you deal with some local institutions’ official rules and 

regulations; (12) show you how to do something that you didn’t know how to do; (13) 

explain things to make your situation clearer and easier to understand; (14) tell you 

what can and cannot be done in the United States; (15) help you interpret things that 

you don’t really understand; (16) give you some tangible assistance in dealing with 

any communication or language problems that you might face; (17) explain and help 

you understand the local culture and language; and (18) tell you about available 

choices and options. Responses categories were: 1=”no one would do this,” 

2=”someone would do this,” 3=”a few would do this,” 4=”several would do this,” 

5=”many would do this.” The 18 items had high internal consistency (Cronbach’s α = 

0.98). We created a single scale by summing all item scores, with higher numbers 

indicating greater social support (Ong & Ward, 2005). For stratified analyses, strata 

were generated based on a median split of social support. Those who scored at or 

below the sample median of social support (i.e., score: 18-54) were coded as having 

“low social support,” while those who scored higher than the median (i.e., score: 54-

90) were coded as having “high social support.” 
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Covariates  

Sociodemographics  

Potential covariates included in the analysis were age, health insurance status, 

sex, marital status, number of children, length of time in the United States, the state in 

which respondents spent the longest amount of time in (collapsed into regions: West, 

Midwest, South, and Northeast), education, student status, and whether the 

respondent was sponsored or self-funded. Additionally, we measured language 

preference by the language in which the respondent chose to complete the survey.  

Patient-Centered Communication 

Patient-centered communication was measured by responses to 8 items from 

the Health Information National Trends Survey (HINTS) (National Cancer Institute, 

2014). Respondents were asked, “The following questions are about your 

communication with all doctors, nurses, or other health professionals you have seen 

since coming to the United States. How often did they,” followed by the following 

items: (1) explain things in a way you could understand; (2) involve you in decisions 

about your healthcare as much as you wanted; (3) spend enough time with you; (4) 

give you the chance to ask all the health-related questions you had; (5) give the 

attention you needed to your feelings and emotions; (6) make sure you understood the 

things you needed to do to take care of your health; and (7) help you deal with 

feelings of uncertainty about your health or healthcare. The eighth item was  “How 

often did you feel you could rely on your doctors, nurses, or other healthcare 

professionals to take care of your healthcare needs since coming to the United 

States?” Response categories were on a four-point scale from “never” to “always” 
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with higher numbers indicating better patient-centered communication. We averaged 

the responses to the 8 items to create a scale (Rutten, Augustson, & Wanke, 2006; 

Silk, Westerman, Strom, & Andrews, 2008; Underhill & Kiviniemi, 2012). The items 

were highly internally consistent (Cronbach’s α of 0.94). 

Healthcare Seeking and Utilization  

 Additional potential covariates related to healthcare seeking and utilization 

were included in our analyses, namely provider avoidance, delaying care until 

returning to Saudi Arabia, and the number of healthcare visits while in the United 

States. Provider avoidance was measured using a single item taken from HINTS 

(National Cancer Institute, 2008): “Some people avoid visiting their doctor even 

when they suspect they should. Would you say this is true for you, or not true for 

you?” Response categories were: “true” and ”not true.” Delaying care was also 

measured using a single item: “Do you delay seeking healthcare until returning to 

Saudi Arabia?” with “yes” and ”no” response categories. Healthcare utilization was 

measured by responses to five questions asking respondents how many times, during 

their time in the United States, they had (1) been admitted to the hospital, (2) gone to 

the emergency room, (3) visited a dentist, (4) visited a provider for eye care, and (5) 

visited other doctors or healthcare providers. Response options were “none,” “1 

time,” “2 times,” “3 times,” “4 times,” “5-9 times,” and “10 or more times.” 

Responses to the five questions were summed to create a single measure of healthcare 

utilization. Healthcare utilization scores ranged from 5 (indicating no healthcare 

visits) to 35 (10 or more visits for each type of provider).  

Data Analysis 
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Descriptive statistics for all variables of interest were computed. Bivariate 

associations were generated using simple logistic and linear regression. Multiple 

regression models were generated to determine adjusted associations between 

religion-based and nationality-based healthcare discrimination and (1) health status 

(multiple logistic regression) and (2) psychological distress (multiple linear 

regression). Multiple regression models stratified by social support were also 

generated to determine differences in adjusted associations between religion-based 

and nationality-based healthcare discrimination and (1) health status and (2) 

psychological distress according to level of social support. To further examine the 

role of social support, multiple regression models including a multiplicative 

interaction term between each type of discrimination and social support to determine 

effect modifications were generated. Models with the interaction term were compared 

to corresponding models excluding the interaction term. Interactions were not 

significant, however, and including interaction terms in the model did not result in a 

statistically significant difference (data not shown). Significance was set at p<0.05 

and all analyses were conducted on complete cases in STATA 13.0. 

Results 

Respondent Characteristics 

 Respondents had good overall health, with 40.2% reporting “excellent” health, 

and 45.6% reporting “very good” health (12.5% had “good health,” 1.23% had “fair 

health,” and less than 1% had “poor health”). Psychological distress was also slightly 

skewed, with more respondents reporting less psychological distress (Table 4.1). Just 

over half (52.14%, n=525) reported low social support, while 47.86% reported high 
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social support (n=482). Over a quarter of respondents (26.49%) reported experiencing 

religion-based healthcare discrimination, while 17.15% reported experiencing 

nationality-based healthcare discrimination. 

Healthcare Discrimination and Health Outcomes 

 Unadjusted associations revealed healthcare discrimination was not 

significantly associated with health status or psychological distress (Table 4.1). Table 

4.2 shows the adjusted associations and the results of these analyses showed neither 

type of healthcare discrimination was significantly associated with health status in the 

overall sample. Also shown in Table 4.2, however, adjusted associations stratified by 

social support revealed that among those with high social support, those who 

experienced religion-based healthcare discrimination had significantly lower odds of 

having excellent health status than those who did not experience religion-based 

healthcare discrimination. A similar relationship was not observed among those with 

low social support. Nationality-based healthcare discrimination was not significantly 

associated with health status regardless of level of social support.  Neither type of 

healthcare discrimination was significantly associated with psychological distress in 

the overall sample or after stratifying by social support.  

Discussion 

Though healthcare discrimination and social support were not significantly 

associated with health status in the overall sample, stratification by social support 

revealed that among those who reported high social support, religion-based healthcare 

discrimination was associated with poorer health status. Other studies have 

demonstrated social support moderates the relationship between discrimination and 
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health, though findings are inconsistent (Pascoe & Smart Richman, 2009). Having 

strong social support networks may indicate the presence of greater resources that 

could be used during times of need such as having access to more health resources 

and people to talk to after experiences of discrimination (Heckman et al., 2002; Noh 

& Kaspar, 2003; Pascoe & Smart Richman, 2009; Yoshikawa, Wilson, Chae, & 

Cheng, 2004). Alternatively, and consistent with our findings, social support 

networks may perpetuate feelings of hopelessness or self-blame as individuals may 

hear more reports of discrimination from those within their social support networks if 

their family and friends have similar experiences of discrimination (Clark, 2003). 

Shared experiences of discrimination within a social network may encourage 

continued discussions and “ruminations” about those experiences, perpetuating 

associated stress responses (Clark, 2003). Those feelings may subsequently lead to 

less adaptive health-related behaviors such as smoking (not measured in our study) 

which could have deleterious effects on health (Clark, 2003).   

The non-significant association between nationality-based healthcare 

discrimination and health status is unclear. Perhaps the null association can be 

explained, in part, by the distinction between the two types of discrimination. 

Responses to open-ended questions (data not shown) asking respondents to describe 

experiences of religion-based and nationality-based healthcare discrimination 

revealed experiences of discrimination due to nationality were commonly attributed 

to stereotypes of affluence and instances of being financially exploited or swindled. 

Religion-based healthcare discrimination, however, was more commonly described as 

negative treatment based on gender stereotypes such as patriarchal oppression, as well 
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as stereotypes of violence or being uneducated. So, while experiences of nationality-

based healthcare discrimination may be more specific to Saudis, the larger Muslim 

community may share sentiments of religion-based healthcare discrimination. Saudis, 

therefore, may ruminate in experiences of discrimination in healthcare with other 

Muslim populations contributing to a sense of helplessness and a perpetuated stress 

response (Clark, 2003).  

Healthcare discrimination based on nationality among Saudis may also 

somehow be less salient to health outcomes. For example, because experiences of 

nationality-based healthcare discrimination were most commonly described as 

instances of being financially exploited, Saudis may find a way to address those 

experiences without allowing them to negatively affect the care they receive. 

Hausmann, Jeong, Bost, and Ibrahim (2008), for example, conducted a study in which 

they examined differences in the association between discrimination and health 

outcomes between racial/ethnic groups. They found that healthcare discrimination 

was associated with poor health among African Americans and Whites, but not 

Hispanics. In discussing this finding, the authors suggest experiences of 

discrimination among Hispanics may be commonly attributed to language barriers. 

They, therefore, may attribute experiences of discrimination to language barriers and 

try to compensate for it instead of allowing it to negatively impact the care they 

receive (Hausmann et al., 2008). Nationality-based healthcare discrimination was also 

less common than religion-based healthcare discrimination among our respondents. It 

is more likely, therefore, that experiences of religion-based healthcare discrimination 

are shared among social networks.  



 

 

112 

Non-significant findings between experiences of healthcare discrimination 

and health status may also be attributed to a lack of variation in health status in our 

target population. Our sample was predominantly healthy. There may not be a 

meaningful difference between excellent and very good health. Additionally, Saudis 

are typically in the United States intermittently and many of them avoided providers 

or delayed seeking care until returning to Saudi Arabia. The impact of discrimination 

may require more time and accumulation to see evidence of an effect on health status. 

Given this population’s specific characteristics, therefore, the link between healthcare 

discrimination and certain health outcomes may be attenuated. Perhaps experiences of 

healthcare discrimination are more prominently associated with healthcare 

satisfaction or healthcare quality in this population.  

Neither type of healthcare discrimination was associated with psychological 

distress. Results of other studies have yielded inconsistent findings, with some 

finding a significant association between healthcare discrimination and poor mental 

health status (e.g., Gee, Ryan, Laflamme, & Holt, 2006) and others finding non-

significant associations between the two (e.g., Rickles, Dominguez, & Amaro, 2012). 

As noted above, respondents in our study were predominately young and had 

overwhelmingly good health, with likely only periodic healthcare visits during their 

time in United States. In fact, over 40% of respondents indicated that they avoided 

going to the provider and over 17% indicated they delayed seeking care until 

returning to Saudi Arabia. Discrimination in healthcare, therefore, may not be a 

prominent source of psychological distress. Psychological distress may, instead, be 

more strongly impacted by more chronic, cumulative, experiences beyond the domain 
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of healthcare, such as everyday or major experiences of discrimination or stresses 

induced by assimilation, financial challenges, and school. Additionally, mental health 

conditions are highly stigmatized in Muslim communities (Ciftci, Jones, & Corrigan, 

2012), perhaps leading to underreporting of psychological distress. Worth noting, the 

question used to measure psychological distress included a 12-month time frame, 

potentially resulting in recall bias and contributing to the non-significant association 

between healthcare discrimination and psychological distress.  Additionally, 

respondents were asked about healthcare experiences during their time in the United 

States. It may be that experiences of healthcare discrimination did not occur within 

the last year, also potentially contributing to the non-significant association.  

Importantly, social support was negatively associated with psychological 

distress, suggesting having a social support network may buffer daily stresses among 

Saudis in the United States by, for instance, having someone to talk to, someone to 

help with school work, or having access to greater resources to help get through 

difficult times (Heckman et al., 2002; Noh & Kaspar, 2003; Pascoe & Smart 

Richman, 2009; Yoshikawa et al., 2004). Significant associations with covariates 

further highlight other, potentially more prominent sources of psychological distress 

that may extend beyond healthcare and encompass everyday challenges. Completing 

the survey in English, for instance, was negatively correlated with psychological 

distress. This may be interpreted within the context of the general challenges facing 

Saudis. Challenges facing Saudis in the United States have specifically been 

documented with respect to education, characterized by difficulties in adapting to the 

United States’ educational system (Al-Sheikhly, 2012). English language proficiency 
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as it relates to academic progress (e.g. from English language institutes to university 

admission to degree attainment) has been identified as a major concern among Saudi 

students studying abroad (Abouammoh et al., 2014). Research indicates language as a 

major communication barrier and as an obstacle to being admitted to the universities 

of their choice (Abouammoh et al., 2014). Greater English proficiency in our study 

population may, therefore, reflect less educational stress and frustration, and may 

explain lower psychological distress among those who completed the survey in 

English relative to those who completed the survey in Arabic.  

Limitations 

Our study had several limitations. Although we were able to collect data from 

a large, geographically diverse sample of Saudis in the United States, our findings 

have limited generalizability due to having a nonprobability sample. The study was 

cross-sectional and, therefore, we are unable to make conclusions about the direction 

of causality. Due to limitations in survey design and efforts to minimize respondent 

burden, we were not able to collect data on all potential covariates identified in the 

literature as being associated with healthcare discrimination and health-related 

outcomes including, and as noted above, health-related behaviors such as smoking 

and coping styles.  

There may also be differences between those who completed the survey and 

those who did not. For example, those who completed between 26 and 50% (n=139) 

of the survey had higher odds of reporting religion-based healthcare discrimination, 

and those who completed between 51 and 75% (n=84) of the survey questions had 

higher odds of reporting nationality-based healthcare discrimination than those who 
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completed 100% of the survey. One explanation of the observed difference may be 

due to survey design. Respondents who indicated having experienced healthcare 

discrimination were presented with more questions, specifically open-ended questions 

asking them to describe their experiences, possibly making those who experienced 

discrimination less inclined to complete the survey. Another potential reason may be 

that respondents who experienced discrimination may feel uncomfortable answering 

questions regarding those experiences, possibly causing them to end the survey before 

completing it. These differences may suggest an underrepresentation of healthcare 

discrimination experiences in our analytic sample, potentially contributing to non-

significant findings.  

Additionally, the measures we did use to collect our data may have 

limitations. The measure of social support used in our study, for example, did not 

account for important constructs related to social support including quality of and 

satisfaction with social support. Also, the single-item, broad measure of health status 

used may not have captured adequate variation given respondents had overall good 

health. Alternatively, as noted above, given respondent characteristics, it may be that 

the associations between healthcare discrimination and health status and 

psychological distress are simply not salient in the target population. Associations 

with healthcare quality and satisfaction may be more appropriate to assess.   

Conclusion 

Our study is among the first to examine the healthcare experiences and related 

health consequences of Saudis in the United States, a growing sub-populating of Arab 

Muslims in the country. Though healthcare discrimination was not associated with 
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health status or psychological distress among respondents overall, for respondents 

with high social support, religion-based healthcare discrimination was negatively 

associated with health status. Complex processes and constructs including coping 

mechanisms and the quality of and satisfaction with social support may play critical 

roles in further understanding the role of social support in the lives of Saudis in the 

United States and the associations between experiences of discrimination and health 

outcomes in this population. Future research is warranted to better understand the 

association between healthcare discrimination health among Saudis and what factors 

might affect those relationships.  
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Table 4.1: Respondent Characteristics and Unadjusted Associations with Health 
Status, and Psychological Distress (N=1,022) 

  n (%) Health Status 
OR (95% CI) 

Psychological 
Distress 

b (95% CI) 
Variable  
 

   

Religion-based healthcare 
discrimination  

   

None  741 (73.51%) Referent Referent 

1 or more  267 (26.49%) 0.77 (0.57, 1.03) 0.58 (-0.18, 1.35) 

Nationality-based healthcare 
discrimination  

   

None  831 (82.85%) Referent Referent 

1 or more  172 (17.15%) 0.83 (0.59, 1.17) 0.65 (-0.24, 1.54) 

Age M: 28.97, SD: 6.67 1.00 (0.98, 1.02) -0.12*** (-0.17, -0.07) 

Sex     

Male  548 (53.67%) Referent Referent 

Female  473 (46.33%) 0.86 (0.67, 1.10) 1.21*** (0.54, 1.88) 

Marital Status     

Ever Married  600 (58.71%) Referent Referent 

Never married  422 (41.29%) 0.80 (0.62, 1.03) 1.95*** (1.28, 2.61) 

Number of children     

None  556 (54.40%) Referent Referent 

1 or more  466 (45.60%) 1.13 (0.88, 1.45) -1.80*** (-2.46, -1.13) 
Education     

Less than a college degree  252 (24.80%) Referent Referent 

College graduate  
 

482 (47.54%) 1.01 (0.74, 1.37) 0.02 (0.81, -0.85) 

Postgraduate  281 (27.66%) 1.02 (0.72, 1.44) -0.64 (-1.57, 0.29) 
Student     

Yes  836 (81.80%) Referent Referent 

No  186 (18.20%) 1.09 (0.79, 1.51) -1.70*** (-2.55, -0.84) 

Sponsored     
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Yes  778 (76.35%) Referent Referent 

No  241 (23.65%) 
 

-0.37 (1.15, -0.42) 

Length of time in the U.S.     
2 years or less  319 (31.40%) Referent Referent 
More than 2 years  697 (68.60%) 0.88 (0.65, 1.18) -1.00** (-1.72, -0.28) 

Language     

Arabic  683 (66.83%) Referent Referent 

English  339 (33.17%) 0.79 (0.60, 1.03) -1.94*** (-2.64, -1.24) 

Health Insurance     

Yes  916 (90.60%) Referent Referent 

No  95 (9.40%) 0.73 (0.47, 1.14) -0.37 (-1.53, 0.79) 

Geographic Region     

West  294 (29.40%) Referent Referent 

Mid-West  252 (25.20%) 1.08 (0.76, 1.53) 0.28 (-0.63, 1.19) 

South  303 (30.30%) 1.44* (1.04, 2.00) -0.20 (-1.07, 0.67) 

Northeast  151 (15.10%) 1.22 (0.81, 1.82) 0.24 (-0.83, 1.30) 

Health Status    

Less than excellent  611 (59.84%)  Referent 

Excellent  410 (40.16%)  -2.43*** (-3.10, -1.77) 
Psychological distress 
 

M: 8.61, SD: 5.41 0.91*** (0.89, 0.94)  

Social support  
 

M: 56.23, SD: 18.29 1.01* (1.00, 1.02) -0.08*** (-0.10, -0.06) 

Patient-Centered 
Communication  

M: 3.25, SD: 0.81 1.23* (1.05, 1.44) -0.42* (-0.83, -0.002) 

Provider avoidance    
No  566 (55.49%) Referent Referent 
Yes  454 (44.51%) 0.64** (0.50, 0.83) 1.78***(1.12, 2.45) 

Delay care until returning to 
Saudi Arabia 

   

No  844 (82.66%) Referent Referent 
Yes  177 (17.34%) 0.82 (0.58, 1.14) 2.01*** (-1.13, -2.89) 

Healthcare utilization 
 

M: 16.77, SD: 6.24 0.82 (0.58, 1.14) -0.01 (-0.07, 0.04) 

*P<0.05, **P<0.01, ***P<0.001
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Table 4.2: Adjusted Associations between Healthcare Discrimination and (1) Health 
Status and (2) Psychological Distress in the Overall Sample and Stratified by Social 
Support 
Type of 
Healthcare 
Discrimination 

Health Status1 
OR (95% CI) 

(n=940) 

Psychological Distress2 

b (95% CI) 
(n=940) 

Religion-based   
0.85 (0.56, 1.30) 

 
-0.55 (-1.48, 0.38) 

 
Nationality-
based  

 
1.11 (0.68, 1.82) 

 

 
0.20 (-0.88, 1.29) 

 
 Low Social 

Support 
(n=486) 

High Social 
Support  
(n=454) 

Low Social 
Support  
(n=486) 

High Social 
Support  
(n=454) 

Religion-based   
1.30 (0.76, 2.24) 

 
0.46* (0.23, 0.93) 

 
0.03 (-1.26, 1.31) 

 
-1.13 (-2.51, 0.25) 

Nationality-
based  

 
1.17 (0.61, 2.25) 

 
1.23 (0.55, 2.74) 

 
-0.12 (-1.66, 1.41) 

 
0.52 (-1.06, 2.11) 
 

Note: adjusted for age, sex, marital status, number of children, student status, sponsorship status, 
education, time in the United States, health care coverage, language preference, region, social support, 
patient-centered communication, provider avoidance, delaying care, number of healthcare visits, and 
1psychological distress and 2health status. 
*P<0.05 
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CHAPTER 5. CONCLUSION 

Existing research has documented the consequences of healthcare 

discrimination including provider avoidance, underutilization or increased use of 

healthcare services, use of alternative means of healthcare, delays in medical care, 

less satisfaction with care, poor health behaviors, and poorer health outcomes 

(Abramson, Hashemi, & Sánchez-Jankowski, 2015; Bird & Bogart, 2001, 2003; Bird, 

Bogart, & Delahanty, 2004; Blanchard & Lurie, 2004, 2004; Gonzales, Harding, 

Lambert, Fu, & Henderson, 2013; Hausmann, Jeong, Bost, & Ibrahim, 2008; 

Hausmann, Kressin, Hanusa, & Ibrahim, 2010; LaVeist, Nickerson, & Bowie, 2000; 

Piette, Bibbins-Domingo, & Schillinger, 2006; Reisner et al., 2015; Ren, Amick, & 

Williams, 1999; Sorkin, Ngo-Metzger, & De Alba, 2010; Thorburn, Faith, Keon, & 

Tippens, 2013). These findings, as well as those found in this dissertation, highlight 

the need for future research aimed at understanding the experiences of discrimination 

among Saudis and other Arab and Muslim populations in the United States. As one of 

the fastest growing ethnic-minority groups in the United States, Arab Muslims 

represent an important population (Inhorn & Serour, 2011). Current sociopolitical 

factors are contributing to an increasingly contentious environment for Arabs and 

Muslims in the United States. Understanding and addressing experiences of 

discrimination and their associations with health among this population, therefore, is 

warranted (Samari, 2016).  

The purpose of this study was to understand experiences of healthcare 

discrimination and their health related consequences among Saudis in the United 

States. Using an anonymous online survey, data were collected from Saudi adults 
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who had lived in the United States for at least 6 months. Findings indicate Saudis do 

experience healthcare discrimination, with 26% of respondents indicating having 

experienced religion-based discrimination and 17% experienced nationality-based 

discrimination when getting healthcare in the United States. A review of the literature 

on racial/ethnic discrimination in healthcare found prevalence rates ranging from 

0.4% for Non-Hispanic Whites to 52% for African Americans (Shavers et al., 2012). 

Other studies using the Discrimination in Health Care scale, or an adaptation of the 

measure, (Bird & Bogart, 2001, 2003; Bird et al., 2004; Gonzales et al., 2013; 

Hausmann et al., 2010) have found rates of healthcare discrimination greater than 

50% based on race and/or socioeconomic status among African Americans and other 

marginalized populations.  

Very few studies exist on the experiences of Arabs or Muslims in healthcare. 

In one study assessing the experiences of Muslim Americans since 2001, 27.6% 

reported being discriminated against in healthcare due to being Muslim (Martin, 

2015). The prevalence of healthcare discrimination found in this dissertation, 

therefore, is within the range of prevalence found in previous studies with other 

populations. It is important, however, to take into account potential differences 

between Saudis and previously studied populations. Saudis are typically in the United 

States for limited amounts of time, after which they return to Saudi Arabia. The 

prevalence of experiences of healthcare discrimination among Saudis, therefore, 

likely reflects a shorter timeframe than in other populations. An assessment of the 

literature on healthcare discrimination showed that the percentage of people who 

reported discrimination in healthcare was higher in studies that covered a longer 
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timeframe (Shavers et al., 2012). The fact that the prevalence of healthcare 

discrimination among Saudis in this dissertation is comparable to other populations 

who have likely spent a longer time in the United States suggests Saudis may be 

particularly vulnerable to negative treatment in healthcare settings.  

Experiences of healthcare discrimination were positively associated with 

provider avoidance and delaying care until returning to Saudi Arabia, These findings 

are consistent with previous research suggesting that one response to experiences of 

discrimination is a disengagement strategy in which the individual avoids stressful 

situations (i.e., healthcare discrimination) including behaviors such as provider 

avoidance and delaying care (Burgess, Ding, Hargreaves, van Ryn, & Phelan, 2008). 

Though respondents were not asked about where specific incidents of healthcare 

discrimination took place, healthcare discrimination was positively associated with 

the number of emergency room and eye care visits. The cross-sectional nature of this 

study prevents us from establishing the direction of the associations. As noted in 

Chapter 3, however, one possible explanation is that emergency rooms are inherently 

high stress environment, potentially leading to greater experiences of discrimination 

(Bird & Bogart, 2001). Eye care providers were those least visited by respondents, 

suggesting the possibility that eye care providers are less familiar with Saudi patients 

and the delivery of culturally competent care to this population, resulting in greater 

discrimination experiences.  

Though healthcare discrimination was not significantly associated with health 

status or psychological distress in the overall sample, under conditions of high social 

support religion-based healthcare discrimination was negatively associated with 
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health status. One possible explanation is Saudis may ruminate in experiences of 

discrimination with their social networks creating a perpetual stress response, 

potentially leading to unhealthy behaviors and, subsequently, poorer health status 

(Clark, 2003). Future research is needed to more adequately understand the 

associations between discrimination and health outcomes and the role of social 

support.  

Ties to Theory 

 Krieger’s (1994) Ecosocial Theory informed the conceptual model for this 

dissertation, as presented in Chapter 1. The core constructs of embodiment, pathways 

of embodiment, and the cumulative interplay of exposure, susceptibility, and 

resistance provided the basis for the research questions and corresponding hypotheses 

of our study. Additionally, Pascoe and Smart Richman’s (2009) discrimination-health 

conceptual model provided suggested pathways through which experiences of 

discrimination may impact health, as well as factors that may contribute to that 

relationship. Pascoe and Smart Richman’s (2009) conceptual model helped us select 

specific measures to include in our study (e.g., healthcare-seeking behaviors, 

healthcare utilization, and social support) and operationalize the core constructs of the 

Ecosocial Theory (Krieger, 1994).  

The Ecosocial Theory (Krieger, 1994) formed the basis for understanding the 

historic context and current sociopolitical environment that is particularly contentious 

for Arab and Muslim populations in the United States and around the world, and 

informed the study hypotheses (Samari, 2016). An unprecedented and recent 

resurgence in the number of anti-Muslim incidents has reached a level not seen since 



 

 

135 

the spike in hate crimes against Arabs and Muslims observed in 2001 (Kishi, 2016; 

Naeem, 2015). Based on the Ecosocial Theory (Krieger, 1994), it was hypothesized, 

therefore, that Saudis, a sup-population of Arab Muslims in the United States, would 

be susceptible and exposed to experiences of discrimination in healthcare. The 

prevalence of healthcare discrimination experiences among our respondents 

supported this hypothesis. 

Based on the Ecosocial Theory (Krieger, 1994), it was hypothesized that 

experiences of healthcare discrimination would be associated with poorer healthcare 

seeking behaviors as a means of embodiment. There are a number of pathways with 

which experiences of discrimination can negatively impact health. This dissertation 

focused on experiences within the domain of healthcare, and found that experiences 

of healthcare discrimination were, in fact, associated with provider avoidance and 

delay, shown in previous research to be negatively associated with health (Byrne, 

2008). One potential pathway of the embodiment of experiences of discrimination, 

therefore, may involve healthcare seeking behaviors.  

Additionally, religion-based healthcare discrimination was found to be 

associated with poorer health status only under conditions of high social support. 

Though the association is supported by the construct of embodiment, it is contrary to 

our hypothesis that social support would buffer the effects of discrimination on health 

and serve as a means of resistance, as it relates to the Ecosocial Theory (Krieger, 

1994). This finding, however, highlights the complexities of constructs potentially 

associated with exposure, susceptibility, and resistance. As noted in the discussion of 

Chapter 4, quality of and satisfaction with social support may account for the 
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observed association between religion-based healthcare discrimination and health 

status. Although social support networks may offer important resources, they may 

also result in a perpetual stress response of individuals if they ruminate in experiences 

of discrimination with their friends and family (Clark, 2003). Additionally, social 

support networks that are primarily comprised of other Saudis, Arabs and Muslims, 

may make Saudis more susceptible to experiencing discrimination when interacting 

with non-Saudis, non-Arabs, or non-Muslims (Hewstone, Rubin, & Willis, 2002), or 

result in vicarious exposure to discriminatory experiences of those within their social 

network. Future studies would benefit from expanding measures to include variables 

such as coping style and social support satisfaction. Additionally, longitudinal studies 

may more accurately reflect pathways through which experiences of discrimination 

impact health. 

The findings on provider avoidance, delaying care, and healthcare visits 

suggest looking at health outcomes and other variables not examined in this 

dissertation. Previous research indicates provider avoidance and delaying care are 

negatively associated with health (Byrne, 2008). Given the characteristics of 

respondents in our study, however, health status may not be a salient outcome as it 

relates to healthcare discrimination. Our sample was predominantly young and 

healthy and there may not be a meaningful difference between excellent and very 

good health. Non-significant associations between experiences of healthcare 

discrimination and health status may, therefore, be attributed to a lack of variation in 

health status in our target population. Additionally, Saudis are typically in the United 

States intermittently and many of them avoided providers or delayed seeking care 
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until returning to Saudi Arabia. The impact of discrimination may require more time 

and accumulation to see evidence of an effect on health status and psychological 

distress. Given this population’s specific characteristics, therefore, the link between 

healthcare discrimination and health outcomes may be attenuated. Perhaps 

experiences of healthcare discrimination would be more prominently associated with 

healthcare satisfaction or healthcare quality in this population. Likewise, experiences 

of discrimination beyond the domain of healthcare may have a more prominent effect 

on health status and psychological distress since respondents were overwhelmingly 

healthy and likely did not visit healthcare providers regularly.  

Additional variables of interest may include coping styles and behavioral 

responses. As noted above, the duration of most Saudis’ stay in the United States is 

intermittent and limited. Because of their limited time in the United States and 

because they likely have not been exposed to discrimination regularly back home, 

they may not have developed health-protective coping skills and, instead, may engage 

in coping styles that are detrimental to their health (Hausmann et al., 2008; Krieger & 

Sidney, 1996). Other studies, for instance, have found that the association between 

experiences of discrimination and poor health outcome is stronger among Whites 

relative to racial/ethnic minorities (Burgess et al., 2008; Williams, Yan Yu, Jackson, 

& Anderson, 1997) commonly attributing those findings to the lack of “historical 

consciousness” of discrimination due to infrequent exposure and developing 

unhealthy coping skills as a result (Krieger & Sidney, 1996). Saudis, therefore, may 

react to experiences of healthcare discrimination in ways not captured in this study, 

and those behaviors may have health consequences.    
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Limitations 

 In addition to aforementioned limitations presented in each chapter, this study 

had other limitations needing discussion. One of the eligibility criteria for 

participation in this study was having lived in the United States for at least 6 months. 

A timeframe, however, was not specified potentially leading to variation in the 

year(s) respondents were in the United States. For example, respondents may have 

been in the United States at the time of participation, or they could have been in the 

United States during previous years. This study, therefore, may have benefited from 

the inclusion of a question asking participants to indicate when they were in the 

United States, or having additional eligibility criteria specifying respondents needing 

to have been in the United States in the last 5 years, for example. Furthermore, having 

consistent timeframes for all questions would have made measures more uniform. For 

example, questions regarding psychological distress were asked over a 12-month 

timeframe, while experiences of discrimination were asked over respondents’ time in 

the United States. It may have been that those timeframes did not correspond, 

potentially contributing to the non-significant findings.   

 Additional limitations, and as noted throughout this dissertation, include the 

exclusion of potentially salient covariates such as religious attire, coping strategies, 

and engagement in certain behaviors such as smoking. Though excluded purposefully 

so as to minimize respondent burden, these variables could have provided valuable 

information in further understanding experiences of discrimination and their health-

relate consequences. Additionally, questions about the settings in which healthcare 

discrimination was experienced or the providers involved were not asked. Collecting 
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data on that information would have been helpful in further understanding 

experiences of healthcare discrimination.  

 The data collection methods used in this dissertation did not yield a random 

sample and may have resulted in bias. The survey link was distributed on social 

media sites and participation was voluntary. This may have resulted in selection bias, 

with the survey potentially not reaching adult Saudis in the United States who do not 

have social media accounts, who may be potentially be more isolated or have less 

social support. Additionally, respondents may differ from nonrespondents. 

Specifically, those who completed less of the survey had higher odds of experiencing 

discrimination (described in further detail below). Those retained in the analytic 

sample, therefore, may represent an underreporting of discrimination experiences. 

Finally, asking about past experiences of healthcare discrimination may have 

contributed to recall bias.  

Directions for Future Research 

 Directions for future research are presented throughout the manuscripts. The 

findings of the studies presented here, and the data collected for this dissertation, 

provide the groundwork for important future studies. In particular, the focus of this 

dissertation was on healthcare discrimination among Saudis in the United States. Data 

on everyday discrimination were also collected and will be analyzed to examine 

prevalence of those experiences and their association with health-related behaviors 

and health outcomes.  

Lessons learned from this dissertation may guide future research regarding 

Saudis in the United States. Contributions may be extended to include information 
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regarding accessing this particular population and effective data collection methods. 

For example, one methodological issue was a large number of incomplete surveys. 

There is an opportunity to assess the methodologies used, including distribution 

methods and survey design. Analyses comparing those who completed less than 80% 

of the survey to those retained for the analytic sample, for instance, revealed that 

those who made it through 25% of the survey (n=584) and those who completed 

between 26 and 50% of the survey (n=139) had higher odds of experiencing religion-

based everyday discrimination a few times a year or more than those who made it to 

the end of the survey. Additionally, those who completed between 26 and 50% 

(n=139) of the survey had higher odds of reporting religion-based healthcare 

discrimination, and those who completed between 51 and 75% (n=84) of the survey 

questions had higher odds of reporting nationality-based healthcare discrimination 

than those who completed 100% of the survey. One possible explanation is that those 

who indicated experiencing discrimination were presented with more questions 

(specifically more open-ended questions), potentially contributing to the decision to 

stop the survey before completing it. Additionally, it may be that respondents who 

experienced discrimination felt uncomfortable answering questions about those 

experiences, which may serve as the basis for stopping the survey before making it to 

the end. Further analyses will be valuable in designing better-suited studies and more 

effectively accessing Saudis in the United States for future research. 

Analyses of responses to open-ended questions regarding experiences of 

healthcare discrimination also provide important information with which to guide 

future studies. The Discrimination in Health Care scale (Bird & Bogart, 2001, 2003; 
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Bird et al., 2004) used in this dissertation included general items of negative 

treatment in healthcare settings. Results of analyses of qualitative and quantitative 

data showed healthcare discrimination experiences differed between men and women. 

Responses to open-ended questions revealed religion-based healthcare discrimination 

was often described as negative treatment ranging from derogatory comments, to 

assumptions based on negative stereotypes, to even refusal of treatment. Experiences 

of nationality-based healthcare discrimination were more commonly described as 

instances of being financially exploited or swindled with respondents often attributing 

those experiences to stereotypes of Saudis being affluent.  This information may be 

used to develop items specific to Saudis in the United States and other Arab and 

Muslim populations.  

 The current sociopolitical environment in the United States underscores 

urgency in understanding the lived experiences of Saudis and other Arab and Muslim 

populations in the country (Samari, 2016). Studies focusing on the experiences of 

Arab Muslims in the United States may benefit from extending beyond quantitative 

assessments to include rich qualitative methods to more adequately understand 

discrimination experiences. The dearth of information on healthcare experiences of 

Arabs and Muslims in the United States is further highlighted by a lack of 

longitudinal research aimed at understanding the temporal order of healthcare 

discrimination and health-related outcomes. Studies would also benefit from 

measuring additional components related to healthcare discrimination, everyday 

discrimination, clinical encounters, health behaviors, and health outcomes including 

coping style, quality of social support, social support satisfaction, and provider biases. 
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Examining these constructs can help inform the development of targeted interventions 

aimed at improving experiences and wellbeing of Saudis and other Arab Muslim 

populations in the United States.  

Regardless of the observed impact of such experiences on health, there is 

value in improving the quality of care and improving patient-provider relationships.  

These experiences are important in themselves as well as the potential consequences 

for healthcare, health, and other outcomes (e.g., mistrust, treatment choices, care 

coordination). Future interventions and public health programs may improve 

healthcare experiences of Saudis and other Arab Muslims. These interventions may 

include provider training designed to facilitate communication with Arab Muslim 

patients and improve culturally competent and sensitive care. Saudis, as well as other 

Arab Muslim sojourn populations and recent immigrants, may benefit from 

workshops or classes upon arrival in the United States that provide information on the 

healthcare system, insurance procedures, and methods of navigating the system. This 

may potentially improve their confidence in seeking healthcare and reduce stress 

associated with negative healthcare experiences.  

This dissertation contributes to the understanding of social determinants of 

health. There is a noted absence of research on the association between experiences of 

discrimination and health outcomes among Arabs and Muslims (Samari, 2016). 

Muslims are a diverse group with differences in race, socioeconomic status, gender, 

national origin, and immigration status (Samari, 2016). As a result, Muslims often 

represent intersecting identities that contribute to multiple sources of social bias and 

discrimination (Krieger, 2012; Samari, 2016). This dissertation, therefore, may 
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contribute to the understanding of multiple aspects of discrimination and elucidate the 

independent effects of religion, nationality, and other aspects of the Muslim identity 

on health (Padela & Raza, 2015; Samari, 2016). Results of this study may provide a 

basis for the evaluation of numerous pathways through which experiences of 

discrimination may affect health among Muslims, including constructs such as 

behavioral responses and stress (Samari, 2016). Understanding these relationships is 

imperative to adequately address health disparities facing Muslims in the United 

States (Samari, 2016). 

Final Conclusions  

 This dissertation provides evidence that Saudis experience healthcare 

discrimination and those experiences are associated with provider avoidance and 

delaying care until returning to Saudi Arabia. Additionally, religion-based healthcare 

discrimination was negatively associated with health status only under conditions of 

high social support. Numerous components influence the relationship between 

discrimination and health including, but not limited to, coping style, social support, 

and connections to group identities (Pascoe & Smart Richman, 2009). These areas 

remain largely untapped in Arab and Muslim populations suggesting an incomplete 

understanding of the dynamic and complex relationship between discrimination and 

health in this population. As Islamophobia becomes increasingly widespread globally 

and in the United States, discrimination experiences among Arab Muslims will likely 

continue. A substantial body of literature reveals the health consequences of such 

experiences (Brodish et al., 2011; Clark, Anderson, Clark, & Williams, 1999; DeLilly 

& Flaskerud, 2012; Kessler, Mickelson, & Williams, 1999; Krieger, 1990; Pascoe & 
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Smart Richman, 2009; Williams & Mohammed, 2009). Discrimination among Arab 

Muslims in the United States and related health consequences, therefore, is an 

important topic that warrants further exploration.   
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APPENDIX A. LITERATURE REVIEW 

Discrimination and Related Concepts 

 Discrimination is commonly defined as the differential, negative, and unfair 

treatment of individuals or groups of individuals based on personal characteristics or 

group affiliations (Al Ramiah, Hewstone, Dovidio, & Penner, 2010; Correll, Judd, 

Park, & Wittenbrink, 2010; Dovidio, Hewstone, Glick, & Esses, 2010; Feagin & 

Eckberg, 1980; Hausmann, Kressin, Hanusa, & Ibrahim, 2010; Krieger, 1999; Link & 

Phelan, 2001; Thrasher, Clay, Ford, & Stewart, 2012; Williams, Yan Yu, Jackson, & 

Anderson, 1997). Discrimination is not to be confused with the related but distinct 

concepts of prejudice and stereotypes. Although discrimination refers to a biased 

behavior toward and treatment of a group or its members (Dovidio et al., 2010), 

prejudice is defined as an antipathy, or negative attitude towards a target group or its 

members (Al Ramiah et al., 2010; Allport, 1954; Dovidio et al., 2010). Stereotypes 

are beliefs, associations, and attributions of specific characteristics to a group often 

based on inaccurate generalizations (Al Ramiah et al., 2010; Dovidio et al., 2010).  

Stereotypes, prejudice, and discrimination have a dynamic relationship and 

together contribute to the social stigmatization of target groups and their members 

(Corrigan & Watson, 2002; Goffman, 1963; Link & Phelan, 2001), wherein 

individuals or groups of individuals possessing, or associated with, a particular trait 

are viewed as deviant from the norm and of “discredited” social status (Goffman, 

1963; Kleinman & Hall-Clifford, 2009). Discrimination, therefore, is a complex 

concept underpinned by various related processes including stigma, stereotypes, and 

prejudice, which together comprise a complex sociocultural environment that shapes 
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lived experiences, identities, and behaviors (Al Ramiah et al., 2010; Kleinman & 

Hall-Clifford, 2009).  

Discrimination operates at various levels, including institutional, structural, 

cultural, and interpersonal, and it takes various forms including being direct, indirect, 

intentional, unintentional, blatant and/or covert (Dovidio et al., 2010; Feagin & 

Eckberg, 1980; Krieger, 1999). The justifying ideologies that support discriminatory 

behaviors are equally as varied including racism, sexism, class bias, ageism, and 

heterosexism wherein dominant social groups exercise discrimination towards 

subordinate social groups, or subordinate social groups are treated differently or 

denied the same opportunities as their dominant counterparts (Krieger, 2000). 

Additionally, discrimination can be manifested and experienced in a variety of 

different settings including, but not limited to, the workplace, educational settings, 

housing, and healthcare (Blank, Dabady, & Citro, 2004). The inherent complexity of 

discrimination, therefore, makes it a challenging problem to address and contributes 

to the perpetual oppression of marginalized groups.  

 Depending on timing, the population, and the type of discrimination being 

measured, reports on the prevalence of discrimination vary. In a 1999 study by 

Kessler and colleagues, analysis of national survey data showed that one-third of 

respondents reported at least one occurrence of lifetime discrimination, and 60.9% 

reported day-to day discrimination. Although experiences of discrimination are most 

commonly documented among socially disadvantaged groups (Gardner, 1995; 

LaVeist, Rolley, & Diala, 2003; Sennett & Cobb, 1972; Sigelman & Welch, 1994), 

Kessler and colleagues (1999) found counterintuitive results in examining 
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associations between disadvantaged social status and perceived discrimination. For 

example, results showed men reported higher levels of day-to-day perceived 

discrimination than women. Although contrary to the assumption that socially 

disadvantaged groups experience more discrimination, Kessler et al., (1999) explain 

this result with findings of other research that suggests women are more likely to 

discount discrimination to deny being personally discriminated against (Crosby, 

1984). Similarly, reported discrimination was positively associated with education. 

Kessler et al. (1999) suggest this may reflect a tendency among well-educated people 

to attribute failure to discrimination as opposed to personal inadequacies. The 

researchers also cite previous research that indicates well-educated persons of a 

socially disadvantaged group may interact with persons outside of their respective 

community more than their less-educated counterparts, leading to greater exposure to 

discrimination (Kessler et al., 1999; Sigelman & Welch, 1994). 

 Since the time of Kessler and colleagues' (1999) study, experiences of 

discrimination persist, and in some cases have increased, among minorities and 

marginalized groups. For instance, using data from the National Latino and Asian 

American Study, researchers found the prevalence of perceived discrimination among 

Latinos in the United States was 30% (Pérez, Fortuna, & Alegria, 2008). Similarly, 

Rousseau, Hassan, Moreau, and Thombs (2011) found that perceptions of 

discrimination increased among recent Arab immigrants from 25.8% to 39.4% in 

Canada between 1998 and 2007, and discrimination was significantly associated with 

psychological distress for Muslim Arabs, attributing this rise to post September 11th, 

2001 anti-Muslim and anti-Arab sentiment trends.  
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 Though blatant or overt acts of discrimination are far less common today 

(Krieger, 1999; Pascoe & Smart Richman, 2009), covert, chronic microagressions, 

persist, making discrimination much more pervasive and harder to identify and 

address (Pascoe & Smart Richman, 2009). Microagressions are everyday verbal, 

behavioral, or environmental demeaning exchanges that are put downs, or subtle 

insults that are often automatically or unconsciously directed at a group (Solorzano, 

2000; Sue et al., 2007). The inherent complexity of discrimination and its 

pervasiveness serve “to reinforce the symbol boundaries separating advantaged from 

disadvantaged social groups and, in this way, facilitates the maintenance of advantage 

for the former” (Kessler et al., 1999). 

 The more subtle forms of discrimination contribute to a contentious debate 

regarding what constitutes discrimination given the lack of objective verification of 

actual events and the dependence on self-reports when measuring discrimination. 

Researchers argue, however, that perceived discrimination, irrespective of objective 

verification, can be characterized as a stressor (Pascoe & Smart Richman, 2009; 

Williams, Neighbors, & Jackson, 2003; Williams et al., 1997). For the purposes this 

dissertation, perceived discrimination and discrimination will be used 

interchangeably. Given the aforementioned nuances and complexities, perspectives 

on discrimination are expanding with an increasing focus on the pathways and 

consequences of experiences of discrimination as they relate to health. 

Discrimination and Health 

 Understanding the mechanisms and consequences of discrimination has 

important public health implications. An inverse relationship, across contexts, 
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between perceived discrimination and health has been widely established in the 

literature (e.g., Krieger, 1990, 2000; Krieger & Sidney, 1996; Pascoe & Smart 

Richman, 2009; Ren, Amick, & Williams, 1999; Williams & Mohammed, 2009). 

Generally, experiences of perceived discrimination are recognized as a stressor, and 

they have been found to be associated with degenerated health (e.g., Pascoe & Smart 

Richman, 2009; Williams et al., 2003; Williams & Mohammed, 2009). Pertaining to 

health, perceived discrimination is related to poorer physical health outcomes and 

mental health status, less engagement in healthy behaviors, and greater participation 

in risky behaviors (e.g., Brodish et al., 2011; Paradies, 2006; Paradies et al., 2015; 

Pascoe & Smart Richman, 2009; M. E. Peek, Wagner, Tang, Baker, & Chin, 2011; 

Williams et al., 2003; Williams & Mohammed, 2009). Access to healthcare and 

utilization of services are also associated with discrimination (e.g., Burgess, Ding, 

Hargreaves, van Ryn, & Phelan, 2008; Casagrande, Gary, LaVeist, Gaskin, & 

Cooper, 2007).  

  The relationship between discrimination and poor mental health outcomes has 

been extensively studied and consistently demonstrated (Paradies et al., 2015). In a 

2015 meta-analysis of data from 293 studies published between 1983 and 2013, 

Paradies and colleagues (2015) found depression, psychological stress, anxiety, life 

satisfaction, somatization, suicidal ideation, paranoia, and psychoticism to be among 

the most frequently reported mental health outcomes of exposure to discrimination. 

The mental health outcomes of discrimination experiences extend to physical 

implications. The stress of discrimination experiences can be manifested as, or 

coupled with, physiological responses including, but not limited to, elevated blood 
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pressure and hypertension, cardiovascular disease, and diabetes (Paradies et al., 2015; 

Pascoe & Smart Richman, 2009).  

The pathway through which experiences of discrimination affect health is 

often explained via the physical manifestation of stress prompted by discriminatory 

experiences. The conceptualization of this pathway suggests stress induced by 

discrimination experiences result in physiological responses that negatively impact 

health (Clark, Anderson, Clark, & Williams, 1999; Pascoe & Smart Richman, 2009). 

For instance, repeated exposure to discrimination may lead to chronic stress, 

weakening an individuals’ immune system thereby making him/her more susceptible 

to physical illness (Gee, Spencer, Chen, & Takeuchi, 2007; Guyll, Matthews, & 

Bromberger, 2001).  

The internalization of stigma has also been identified as a construct involved 

in the pathways of discrimination and its effects on health (Chae, Lincoln, Adler, & 

Syme, 2010; Durso & Latner, 2008; Pyke, 2010; Simbayi et al., 2007). Internalization 

refers to endorsing negative beliefs about one’s own group based on the negative 

beliefs held by another, dominant group (Chae et al., 2010; Pyke, 2010). The 

oppression of subordinate populations may lead individuals to endorse negative 

beliefs about themselves and their group as a means to conform to the dominant 

ideologies and as a response to mitigate threatened identities (Shelton, Richeson, & 

Vorauer, 2006). Internalization can lead to self-doubt, disgust, and disrespect for 

one’s own group and/or oneself (Pyke, 2010) and result in engagement in unhealthy 

behaviors and poorer health outcomes (Chae et al., 2010; Durso & Latner, 2008; 

Simbayi et al., 2007).  
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Discrimination has also been associated with certain health behaviors that 

affect health outcomes (Pascoe & Smart Richman, 2009). Pascoe and Smart Richman, 

(2009) argue that experiences of discrimination deplete self-control resources and 

energy needed to make healthy behavior choices. For instance, discrimination is 

associated with health-risk behaviors such as smoking (Landrine & Klonoff, 1996), 

and alcohol and substance abuse (Bennett, Wolin, Robinson, Fowler, & Edwards, 

2005; J. Martin, Tuch, & Roman, 2003; Yen, Ragland, Greiner, & Fisher, 1999), 

which have established links to poor health outcomes. Similarly, discrimination has 

been linked with less engagement in health promoting behaviors including cancer 

screening, diabetes management, and condom use (Ryan, Gee, & Griffith, 2008; 

Yoshikawa, Wilson, Chae, & Cheng, 2004). A cross-sectional analysis of data 

collected from participants in a socioeconomically homogenous community, for 

instance, found that among both African Americans and Whites, experiencing 

discrimination was associated with more medical care delays and nonadherence to 

recommendations from health professionals (Casagrande et al., 2007). Additionally, 

using data from a cross sectional survey of adults in Minnesota, Burgess et al., 2008 

found that perceived discrimination was associated with underutilization of care 

among several racial/ethnic groups including Whites, US-born Blacks, Southeast 

Asians, and American Indians. 

 Various additional factors may influence the relationship between experiences 

of discrimination and health outcomes (Pascoe & Smart Richman, 2009). Among 

those identified in the literature are coping mechanisms (Bianchi, Zea, Poppen, 

Reisen, & Echeverry, 2004; Noh, Beiser, Kaspar, Hou, & Rummens, 1999; Noh & 
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Kaspar, 2003; Yen et al., 1999), social support (Ajrouch, Reisine, Lim, Sohn, & 

Ismail, 2010; Heckman et al., 2002; Noh & Kaspar, 2003; Yoshikawa et al., 2004), 

and strength of group identification (Mossakowski, 2003; Noh et al., 1999; Pascoe & 

Smart Richman, 2009). Research suggests that social support may help mitigate the 

health impact of discrimination (Ajrouch et al., 2010; Heckman et al., 2002; Noh & 

Kaspar, 2003; Yoshikawa et al., 2004) by improving access to health resources such 

as proper food and healthcare (Heckman et al., 2002) and/or having someone to talk 

to after experiences of discrimination to rebuild self-worth (Pascoe & Smart 

Richman, 2009; Yoshikawa et al., 2004).  

Different coping mechanisms may also affect the relationship between 

experiences of discrimination and health outcomes. Active coping including 

confrontation and seeking social support may reduce negative feelings about the self 

and diminish the ill effects of discrimination on health outcomes (Bianchi et al., 2004; 

Pascoe & Smart Richman, 2009). Alternatively, emotion-focused coping styles such 

as eating or the use of alcohol and drugs can worsen health outcomes in the long term 

leading to obesity and alcohol and drug dependency, for example (Pascoe & Smart 

Richman, 2009; Yen et al., 1999). Coping strategies alone, however, cannot account 

for differences in poorer health outcomes.  

Strong connections to group identity including ones’ ethnic or gender group 

may help prevent negative stereotypes from being internalized, which may in turn 

lessen the stress of discrimination and act as a protective factor as it relates to health 

outcomes (Mossakowski, 2003; Pascoe & Smart Richman, 2009; Serrano-Villar & 

Calzada, 2016). Having a strong group identity, however, may simultaneously make 
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an individual more aware of discriminatory acts (Noh et al., 1999; Operario & Fiske, 

2001), resulting in greater frequency of perceived discrimination accompanied by 

more stress, thereby having a negative impact on health (Pascoe & Smart Richman, 

2009).  

Understanding discrimination processes is complex and often varies between 

groups (Feagin & Eckberg, 1980). For instance, some research suggests that the 

mechanisms by which perceived discrimination impacts health are measured by 

socioeconomic status (Nazroo, 2003). Other findings, however, suggest that 

perceived discrimination negatively impacts health irrespective of socioeconomic 

status (Williams & Mohammed, 2009). For example, national data on infant mortality 

shows that African American mothers with a college degree or more have a higher 

rate of infant mortality than White, Hispanic, and Asian and Pacific Islander women 

who have not completed high school (Pamuk, Makuk, Heck, & Reuben C., 1998). 

Another study using national data on chronic disease risk factors found blacks had 

higher blood pressure, inflammation, and total risk even after adjusting for income, 

education, gender and age, and health behaviors (Crimmins, Kim, Alley, 

Karlamangla, & Seeman, 2007). Though these were not studies of discrimination, 

Williams and Mohammed (2009) argue the results suggest that poorer health 

outcomes, such as increased infant mortality rates among African Americans and 

higher risk profiles cannot be entirely due to socioeconomic status and can, at least in 

part, be attributed to institutional discrimination. Despite being less educated and 

having lower socioeconomic status, socially dominant groups may still demonstrate 

better health outcomes than socially disadvantaged counterparts.  
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The effects of these processes are equally as complex to dissect. 

Understanding the pathways and consequences of discrimination, particularly as they 

relate to health, is critical. Studying the mechanisms and related health effects of 

discrimination will provide knowledge necessary to “reduce social inequalities in 

health and promote social well-being” (Krieger, 1999). In the sections that follow, 

research specifically on healthcare discrimination will be presented and an overview 

of the processes by which it may influences health will be described. 

Healthcare Discrimination 

 Among the numerous settings in which discrimination may be experienced, 

healthcare discrimination, defined broadly as differential or unfair treatment in a 

medical setting based on group membership (Kressin, Raymond, & Manze, 2008) is 

of particular concern (Landrine & Klonoff, 1996; LaVeist, Rolley, et al., 2003; Lillie-

Blanton, Brodie, Rowland, Altman, & McIntosh, 2000; Smedley, Stith, & Nelson, 

2003; Strickland & Strickland, 1996). Research shows people experience 

discrimination when receiving healthcare on the basis of race/ethnicity, 

socioeconomic status, type of insurance, immigration status, gender, language 

abilities, health status and/or other factors (Bird & Bogart, 2001, 2003; Bird, Bogart, 

& Delahanty, 2004; De Marco, Thorburn, & Zhao, 2008; Lillie-Blanton et al., 2000; 

López-Cevallos & Harvey, 2016; Stringer et al., 2016; Thorburn & Bogart, 2005; 

Thorburn & De Marco, 2010; Zukoski & Thorburn, 2009). Discrimination in 

healthcare settings is associated with various health-related attitudes, behaviors, 

intentions, and outcomes including provider avoidance, underutilization or increased 

use of healthcare services, use of alternative means of healthcare, delays in medical 
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care, less satisfaction with care, poor health behaviors, and poorer health outcomes 

(Abramson, Hashemi, & Sánchez-Jankowski, 2015; Bird & Bogart, 2003; Bird et al., 

2004; Blanchard & Lurie, 2004; Gonzales, Harding, Lambert, Fu, & Henderson, 

2013; Hausmann, Jeong, Bost, & Ibrahim, 2008; Hausmann et al., 2010; LaVeist, 

Nickerson, & Bowie, 2000; Piette, Bibbins-Domingo, & Schillinger, 2006; Reisner et 

al., 2015; Ren et al., 1999; Sorkin, Ngo-Metzger, & De Alba, 2010; Thorburn, Faith, 

Keon, & Tippens, 2013).  

Differences in the experiences of perceived healthcare discrimination have 

been documented between racial/ethnic groups and socioeconomic levels (e.g., 

Abramson et al., 2015; Blanchard & Lurie, 2004; De Marco et al., 2008; Hausmann et 

al., 2008; Lillie-Blanton et al., 2000; MacIntosh, Desai, Lewis, Jones, & Nunez-

Smith, 2013; Skosireva et al., 2014; Trivedi & Ayanian, 2006). Research shows 

racial/ethnic minorities report more discrimination than Whites (Blendon et al., 2007; 

Hausmann et al., 2008; Johnson, Saha, Arbelaez, Beach, & Cooper, 2004; 

Lauderdale, Wen, Jacobs, & Kandula, 2006; LaVeist, Rolley, et al., 2003). In a 

systematic review of fifty-eight articles published between 2007 and 2011, Shavers et 

al., (2012) found that reported prevalence of race/ethnicity based discrimination in 

healthcare varied between 6.9% and 52% for African Americans, 4.2% and13.4% for 

Latinos, and 0.4% and 6% for Non-Hispanic Whites. Additionally, African 

Americans and Latinos reported race/ethnicity-based discrimination during their 

healthcare encounters more frequently than Non-Hispanic Whites. Perceived 

racial/ethnic discrimination within healthcare settings was also more frequently 

reported by minority women than minority men, U.S.-born Latinos compared to 
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foreign-born Latinos, patients who were younger than 65, of low socioeconomic 

status, and those who were uninsured or publically insured or with no usual source of 

care (Shavers et al., 2012).  

Additional factors contribute to the observed differences in experience of 

healthcare discrimination. For example, a cross-sectional analysis of the 2003 

California Health Interview Survey shows that speaking a language other than 

English at home was associated with greater healthcare discrimination reports 

(Lauderdale et al., 2006). Similarly, Campesino, Saenz, Choi, and Krouse, (2012) 

conducted a mixed methods study examining factors in minority patients’ perceptions 

of healthcare discrimination in breast cancer care. The study found patients described 

healthcare discrimination related to their skin color, income level, citizenship status, 

and English-speaking ability. Also using the 2003 California Health Interview 

Survey, Sorkin and colleagues (2010) found that African Americans and Hispanics 

were most likely to report perceptions of being discriminated against while receiving 

medical care and that racial/ethnic discrimination in healthcare was associated with 

poorer ratings of healthcare quality. Furthermore, the difference in low ratings of 

quality care between African Americans and Whites was fully accounted for by 

feeling discriminated against.  

Interestingly, however, Hispanics in the study by Sorkin and colleagues 

(2010) reported the highest quality of care despite reporting high discrimination rates. 

The counterintuitive findings, however, may not necessarily indicate Hispanics in fact 

received high quality of care. Shelton et al. (2006) suggest individuals may respond to 

discrimination by engaging in behaviors to facilitate positive interaction with, or 
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create a favorable impression on, the outgroup or perpetrator of discrimination 

(Miller, Rothblum, Felicio, & Brand, 1995; Shelton, Richeson, & Salvatore, 2005). 

Hispanics in the Sorkin et al., (2010) study may have, therefore, reported high quality 

of care despite their high rates of discrimination experiences to appease the socially 

dominant perpetrators of discrimination and disconfirm the potential stereotypes or 

provider biases regarding Hispanics’ experiences during the clinical encounter 

(Shelton et al., 2006).  

The reasons attributed to experiences of healthcare discrimination differ 

between groups. Using data from the 1994 Commonwealth Fund’s Minority Health 

Survey, LaVeist, Rolley, et al. (2003) assessed the prevalence and patterns of 

perceived discrimination in the United States healthcare system by social status 

variables including age, race, ethnicity, social class, sex, and health status. Results of 

their analysis indicate “each social status category placed respondents at a greater risk 

of perceiving discrimination based on the corresponding source of discrimination.” 

This means younger respondents were more likely to perceive age discrimination than 

older respondents; African Americans and Hispanics showed more perceived racial 

discrimination than Whites; low-income participants reported class discrimination; 

women reported sex discrimination; and individuals with poor health were more 

likely to perceive discrimination based on their health or disability status. Likewise, 

Skosireva et al., (2014) used data from a randomized controlled trial among homeless 

adults with a mental illness and/or a substance use disorder in Canada and found that 

most of the participants reported their experiences perceived healthcare 

discrimination were due to their mental illness/substance use (33%) and 
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homelessness/poverty (30%). Only 20% of non-White and 15% of the total 

participants attributed healthcare discrimination to race/ethnicity/skin color.  

Other research suggests that experiences of healthcare discrimination extend 

beyond personal discrimination and reflect perceived group discrimination. For 

example, in a study examining birth control conspiracy beliefs and their associations 

with discrimination and contraceptive attitudes and behaviors among African 

Americans, Bird & Bogart (2003) found that many respondents reported perceived 

group discrimination targeting African Women in general. Respondents somewhat or 

strongly agreed that healthcare professionals coerce African women to use certain 

birth control methods, assume African American women have multiple sex partners, 

need birth control, have a lot of children, and have a sexually transmitted disease 

(Bird & Bogart, 2003).  

Factors Involved in Healthcare Discrimination 

The factors contributing to healthcare discrimination are varied and complex, 

and often center on provider bias. Provider bias may be explicit (e.g., Bogart, Catz, 

Kelly, & Benotsch, 2001; Lutfey & Ketcham, 2005) or implicit (Cooper et al., 2012; 

Green et al., 2007; Sabin, Nosek, Greenwald, & Rivara, 2009; Sabin, Rivara, & 

Greenwald, 2008). Research indicates provider bias is associated with differential 

clinical decisions, communication quality, and quality of care (Bogart et al., 2001; 

Cooper et al., 2012; Green et al., 2007; Sabin et al., 2008; Michelle van Ryn et al., 

2011; Michelle van Ryn, Burgess, Malat, & Griffin, 2006).  

van Ryn and Burke (2000) used survey data to assess physician’s perceptions 

of coronary artery disease patients based on patient race and socioeconomic status 
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during a post-angiogram encounter. Of the 842 patient encounters sampled, 193 

physicians provided data on 618 of those encounters. Adjusting for important 

potential covariates including patient age, sex, race, frailty/sickness, depression, self-

efficacy, and social assertiveness, and physician characteristics, results show 

physicians view Black patients and lower SES patients more negatively than their 

White and higher SES counterparts. Black patients were viewed to be at a higher risk 

for noncompliance, substance abuse, and having inadequate social support. 

Additionally, physicians rated Black patients as less intelligent and reported having 

less affiliative feelings toward them. Moreover, lower SES patients were viewed to be 

less compliant, less likely to be physically active, less likely to have demanding 

careers, less likely to have responsibilities towards family, and at greater risk for 

inadequate social support. Physicians also rated lower SES patients more negatively 

on personality characteristics and level of intelligence.  

The effects of socioeconomic status are further demonstrated by a study 

assessing 2004 Behavioral Risk Factor Surveillance System survey data (Hausmann 

et al., 2008). Results indicated that among Whites, those with lower incomes and less 

education reported more perceived discrimination in healthcare (Hausmann et al., 

2008). Importantly, however, racial disparities still exist after controlling for SES, 

suggesting the complex interplay of various levels of social categories as they relate 

to experiences of discrimination (Blendon et al., 2007; Pamuk et al., 1998; Williams, 

1999). 

Patient-provider communication also greatly impacts the clinical encounter 

(Street, Gordon, & Haidet, 2007; Willems, De Maesschalck, Deveugele, Derese, & 
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De Maeseneer, 2005).  An assessment of audio-recordings of patient-provider 

communication from 10 outpatient settings in the United States shows physicians 

demonstrated more patient-centered communication with patients they perceived to 

be better communicators, better satisfied, and more likely to adhere (Street et al., 

2007). Also physicians demonstrated more patient-centered communication with 

patients who were viewed as having more positive affect, having better 

communication skills, and being less contentious. Results of the study showed 

physicians view Black patients as more contentious, less effective communicators, 

and less satisfied with care (Street et al., 2007).  These findings are corroborated with 

the results of a meta-analysis of 12 studies, which show that patients of lower 

socioeconomic status experience less positive provider communication, including less 

emotionally supportive language (Willems et al., 2005). Communication is, instead, 

more directive. Patients of higher SES communicate more actively and are, therefore, 

able to elicit more information from their providers (Willems et al., 2005).  

In addition to provider bias and poor patient-provider communication, several 

other factors may contribute to perceived discrimination in healthcare settings. These 

factors include ambiguity in clinical decisions, varying patient expectations of the 

clinical encounter, and geographic location of medical facilities, which may lead to 

differential access to and utilization of health services and unequal healthcare 

delivery (Smedley et al., 2003). Patient-provider concordance is an important 

dimension that may also play a role in the mechanisms of discrimination in healthcare 

settings (Street, O’Malley, Cooper, & Haidet, 2008).  
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Concordance is broadly defined as similarities between the identities of 

patients and providers based on certain characteristic(s) (Street et al., 2008; Thornton, 

Powe, Roter, & Cooper, 2011; Traylor, Schmittdiel, Uratsu, Mangione, & 

Subramanian, 2010). Street and colleagues (2008) conducted a cross-sectional study 

aimed at understanding the role of shared identities in the clinical encounter. The 

study found that the relationship between patients and providers was positively 

correlated with similarities in personal beliefs, values, and communication. 

Additionally, perceived similarity was found to be associated with higher levels of 

trust, satisfaction, and adherence. These findings are corroborated in other studies 

(e.g., Cooper et al., 2003; Cooper-Patrick et al., 1999; W. D. King, Wong, Shapiro, 

Landon, & Cunningham, 2004; Laveist & Nuru-Jeter, 2002; LaVeist, Nuru-Jeter, & 

Jones, 2003; Malat & van Ryn, 2005; Saha, Komaromy, Koepsell, & Bindman, 

1999). Additionally, patient-provider race concordance has been found to be 

positively associated with using needed health services and general health services 

utilization and inversely associated with delays in seeking care (LaVeist, Nuru-Jeter, 

et al., 2003).  

Studies on the relationship between patient-provider concordance and 

healthcare discrimination have yielded inconsistent findings. Some have found no 

association between concordance and discrimination (e.g., Lyles et al., 2011). 

Alternatively, studies have found that for some populations, concordant relationships 

were positively related with perceptions of mistreatment, while other findings support 

the expected results of reports of unfair treatment being negatively associated with 

concordant relationships (Blanchard, Nayar, & Lurie, 2007). Research suggests 
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cultural concordance, though more complex, may explain observed differences, as 

concordance often cannot be captured by racial or linguistic similarities alone. 

Additionally, work settings and qualifications of providers serving minority 

populations may contribute to the aforementioned inconsistent results. For example, 

minority patients are more likely to receive treatment in settings that are not 

conducive to timely and efficient care and are less likely to be treated by board-

certified physicians than white patients (Bach, Pham, Schrag, Tate, & Hargraves, 

2004; Blanchard et al., 2007). As demonstrated by the inconsistencies noted, further 

research on the relationship between patient-provider concordance and perceived 

discrimination is warranted. 

Correlates of Healthcare Discrimination 

 Healthcare discrimination is associated with numerous health-related 

behaviors. Studies examining the associations between experiences of perceived 

discrimination with healthcare utilization have yielded inconsistent results. Some 

research indicates discrimination in healthcare settings is associated with provider 

avoidance, underutilization of care, and delayed healthcare (Blanchard & Lurie, 2004; 

Burgess et al., 2008; Gonzales et al., 2013; Hausmann et al., 2010; Lee, Ayers, & 

Kronenfeld, 2009; Li, Matthews, Aranda, Patel, & Patel, 2015; Socías et al., 2014; 

Trivedi & Ayanian, 2006; Van Houtven et al., 2005). Other studies show healthcare 

discrimination is associated with greater healthcare utilization (Bird & Bogart, 2001; 

Frank, Wang, Nunez-Smith, Lee, & Comfort, 2014) or found no association between 

healthcare discrimination and delayed medical care (Casagrande et al., 2007).  
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The mixed findings observed in the literature can often be explained by 

variations in measures or underlying details. For example, experiences of healthcare 

discrimination, or anticipated experiences of healthcare discrimination, may 

expectedly result in provider avoidance, underutilization of healthcare, delayed 

medical care, and/or unmet healthcare needs (Blanchard & Lurie, 2004; Burgess et 

al., 2008; Gonzales et al., 2013; Hausmann et al., 2010; Lee, Ayers, & Kronenfeld, 

2009; Thorburn, Kue, Keon, & Lo, 2012; Trivedi & Ayanian, 2006; Van Houtven et 

al., 2005). Alternatively, the association between healthcare discrimination and 

utilization may simply reflect greater exposure to healthcare settings due to poorer 

health, and consequently, more reports of experiences of healthcare discrimination 

(e.g., Lyles et al., 2011). The cross-sectional design of the studies exploring the 

association between healthcare discrimination and healthcare utilization limits 

researchers’ ability to examine the temporal relationship between the two. 

Researchers, therefore, cannot necessarily conclude that the experiences of 

discrimination resulted in greater or less utilization. Results may, instead, reflect more 

experiences of discrimination due to greater healthcare utilization and/or less 

experiences of discrimination due to less utilization.  

The use of different measures is an additional factor to consider when 

interpreting results of studies on healthcare discrimination (Hausmann et al., 2010; 

Kressin et al., 2008). Research shows different measures of healthcare discrimination 

yield different rates of discrimination and demonstrate variable associations with 

health-related outcomes (Hausmann et al., 2010). For example, Hausmann et al., 

(2010) conducted a cross-sectional study in which they examined three measures of 
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perceived racial discrimination in healthcare and the rates of discrimination detected 

by each respective measure. The three measures were a single-item measure of 

personal discrimination in healthcare settings, a multi-item measure of personal 

discrimination in healthcare settings, and a 4-tem general racism in healthcare 

measure that assessed perceptions of racism in healthcare regardless of patients’ 

personal experiences. Results showed discrimination was more likely to be reported 

on the general racism measure than on either the single-item or multi-item measures 

of personal discrimination. Additionally, the multi-item measure of personal 

discrimination and the general racism measure were associated with greater 

likelihood of reporting a problem with care than the single-item measure. In 

discussing these findings, the authors argue the results are consistent with literature 

that indicates people report less discrimination directed at themselves than at their 

group in general and that multi-item measures may detect discrimination experiences 

more than single-item measures.  

Specific healthcare settings may result in different experiences. For instance, 

Frank et al., (2014) used data from a cross-sectional survey of 172 men recently 

released from prison and examined the relationship between lifetime history of 

discrimination in healthcare based on criminal record and healthcare utilization. 

Results showed that self-rated criminal record discrimination by healthcare workers 

was significantly associated with frequent emergency department utilization (Frank et 

al., 2014). Considering healthcare settings is important in interpreting study findings. 

For example, in a study examining raced-based and SES-based discrimination among 

seventy-six African-American adults (Bird & Bogart, 2001) found that some 
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experiences of race-based discrimination were positively associated with the number 

of hospital admissions. In discussing their findings (Bird & Bogart, 2001) suggest that 

a clinical encounter in hospital settings, such as an emergency room, can yield greater 

potential for discrimination because numerous healthcare professionals meet patients 

for brief periods of time without the opportunity to establish rapport or trust. An 

emergency room visit may also be inherently more stressful than a primary care visit, 

resulting in heightened anxiety and sensitivity to perceived discrimination (Bird & 

Bogart, 2001). Certain healthcare settings, therefore, along with variations in 

measures, may contribute to the inconsistent findings regarding the associations 

between healthcare discrimination and healthcare utilization.  

The relationships between experiences of healthcare discrimination and 

healthcare utilization suggest that such experiences may have an influence on health 

information seeking behaviors. Health information is necessary to make informed 

decisions and engage in healthy behaviors (Nelson et al., 2004). Seeking health 

information is influenced, in part, by perceived unequal medical treatment and 

stigma. Research suggests negative social stereotypes can make those who are part of 

a marginalized or stigmatized group feel like they are being denied information, 

which may in turn, reduce their confidence in obtaining information and/or their 

engagement in healthy behaviors, including health information seeking (Oyserman, 

Fryberg, & Yoder, 2007; Steele, 1997; Warren, Hecht, Jung, Kvasny, & Henderson, 

2010).  

 In a qualitative study examining the role of racial, cultural, and socio-

economic group identities on health information seeking, Warren et al., (2010) 
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elicited the experiences of lower income African American women with traditional 

sources of information and online health information seeking. Results indicate that 

with traditional health information seeking, the women felt they received inferior 

healthcare due to discrimination by providers, that information was withheld based on 

their racial and socioeconomic identities, and that they had limited access to care. 

With online information seeking, the women conveyed that the Internet empowered 

them to be more assertive during the clinical encounter and served as a “second 

opinion” suggesting inherent mistrust of providers. Access to technology, however, 

was identified as a barrier due to the socio-economic status of the women. These 

results suggest experiences of healthcare discrimination may result in provider 

avoidance and the use of alternate sources of health information, which may lack 

credibility and accuracy.  

Beyond health information seeking behaviors, experiences of healthcare 

discrimination can yield a variety of responses in addition to those discussed above. 

Results of Shavers and colleagues' (2012) systematic literature review of studies on 

healthcare discrimination indicate that lower perceived quality of care, poorer self-

reported health status (Hausmann et al., 2008; Lee, Ayers, & Kronenfeld, 2009; 

Perez, Sribney, & Rodríguez, 2009), greater pain (Burgess et al., 2009), failure to 

adhere to recommendations (Burgess et al., 2009), societal distrust (Durant, Legedza, 

Marcantonio, Freeman, & Landon, 2011), lower levels of comfort in providing 

information about race/ethnicity in healthcare settings (Kandula, Hasnain-Wynia, 

Thompson, Brown, & Baker, 2009) and mistrust of providers (Sabin et al., 2009) are 

among the outcomes associated with exposure to healthcare discrimination. In a 
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qualitative study examining the experiences of individuals living with HIV in an area 

of low HIV prevalence, for instance, Zukoski and Thorburn (2009) found that 

perceived acts of stigma and discrimination resulted in behavioral and emotional 

responses including anger, shame, social isolation, and self-advocacy. In another 

study examining the impact of perceived discrimination on screening for breast and 

cervical cancer among American Indian women with type 2 diabetes, Gonzales and 

colleagues (2013) found that perceived healthcare discrimination was associated with 

suboptimal healthcare seeking behaviors. These behaviors included either never 

having a clinical breast examinations or Pap smear or having had the service more 

than 3 years ago. As demonstrated in the literature, healthcare discrimination is 

related to health behaviors and outcomes particularly among socially marginalized, 

disadvantaged, and stigmatized groups. Healthcare discrimination, therefore, is an 

important public health concern and further research across more minority 

populations is warranted.  

Muslims in the United States 

Since September 11th, 2001 Muslims in the United States have become an 

increasingly marginalized and stigmatized group (Samari, 2016). Muslims are 

becoming a prominent population in the United States. Because the United States 

census does not monitor religious affiliations, there is no definite count of its Muslim 

population, and estimates range widely from 2 million to 7 million or more (Bukhari, 

2003; Mohammed, 2016; U.S. Department of State, 2009). The estimates of the 

Muslim population in the United States do not specify whether the counts include 

temporary migrants who are in the United States as students or workers. Due to 
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migration into the United States, and because they have the highest fertility rate and 

the youngest median age of any major religious group in the United States, Muslims 

are estimated to comprise 2.1% of the United States population by 2050, projected to 

surpass Jews in becoming the largest non-Christian religious group in the country 

(Lipka, 2016). Muslims in the United States are very diverse. Sixty-three percent are 

foreign born coming from at least 77 countries, 41% of whom are from Arab 

countries in the Middle East and North Africa (Pew Research Center, 2011). Among 

the 37% of Muslims in United States who are native-born, the largest proportion 

identify as black (40%), while 18% identify as white, 10% as Asian, 10% as 

Hispanic, and 21% identify as some other race or are mixed race (Pew Research 

Center, 2011). 

Muslims in the United States have experienced increased discrimination since 

2001 (Abu-Ras & Abu-Bader, 2008; Amer & Bagasra, 2013; Inhorn & Serour, 2011; 

Nadal, Griffin, Hamit, Leon, & Tobio, 2012; L. Peek, 2011). The rise in anti-Muslim 

sentiment is made particularly evident with pervasive Islamophobic rhetoric 

perpetuated by political agendas and negative media portrayals of Arabs and Muslims 

(Ibrahim, 2008; Nurullah, 2010; Saeed, 2007; Samari, 2016) as well as the alarming 

rates of hate crimes against this population (Amer & Bagasra, 2013; Cainkar, 2002; 

Helly, 2004; L. Peek, 2011; Rubenstein, 2004; Singh, 2002). According to the 

Council on American-Islamic Relations (2015), 2,652 cases of civil-rights violations 

against Muslims in the United States were reported in 2007 including passenger 

profiling and hate mail (Nadal et al., 2012). In addition to blatant or overt acts of 

discrimination, microagressions toward Muslim Americans exist wherein subtle and 
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overt forms of Islamophobia are expressed, such as staring at a Muslim woman 

wearing a religious headscarf or mocking traditional garments (Nadal et al., 2012).  

The experiences of discrimination among Muslims have been specifically 

documented in various settings, including educational settings (Aroian, 2012) and the 

workplace (Ghumman & Jackson, 2010; Ghumman & Ryan, 2013; King & Ahmad, 

2010). Aroian (2012) conducted a descriptive qualitative study of 14 Muslim 

American adolescents. Findings of the study indicate experiences of discrimination in 

schools perpetrated by teachers and classmates, including the expression of remarks 

or insults associating the Muslim students with terrorism or backward, traditional 

lifestyles. Experiences of discrimination in employment and the workplace have also 

been documented with identifiably Muslim job applicants having shorter, more 

negatively rated interactions with interviewers (King & Ahmad, 2010), and a lower 

likelihood of being employed (Ghumman & Jackson, 2010; Ghumman & Ryan, 

2013). Similarly, a cross-sectional study examining workplace discrimination of Arab 

American nurses in Detroit found that 41.2% of participants reported experiencing 

more intimidation, 32.4% reported experiencing more suspicious treatment, and 

15.2% reported experiencing more frequent patient refusals of treatment by them, 

after September 11th (Kulwicki, Khalifa, & Moore, 2008; Shavers et al., 2012). 

In addition, perceived discrimination among Arab Muslims has specifically 

been documented in healthcare settings with experiences of culturally insensitive 

services and barriers to quality care (Hammoud, White, & Fetters, 2005; Inhorn & 

Serour, 2011; Martin, 2015). One study found 27.6% of Muslims reported ever 

experiencing discrimination in a healthcare setting due to being Muslim (Martin, 
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2015). Barriers facing Arab Muslims include a lack of health insurance, language 

differences, and encountering negative stereotypes (Inhorn & Serour, 2011). 

Additionally, in a study of 95 Arab men and women in Dearborn, Michigan, Inhorn 

and Fakih (2006) found that participants described encounters with non-Arab 

healthcare providers as unhelpful or patronizing. Specifically, women expressed 

facing physicians’ negative stereotypes about Muslim women including piety, 

hyperfertility, and patriarchal oppression by their husbands. 

Similarly, Padela, Gunter, and Killawi (2011) conducted interviews and focus 

groups with American Muslims in southeastern Michigan to identify challenges they 

face in healthcare. Results of the study indicate participants felt providers lacked 

basic knowledge regarding Muslims, their faith, and their cultural practices, and 

participants reported being stereotyped. Participants also often described the 

healthcare system as unwelcoming and felt they may be treated negatively when 

requesting accommodations for their religious or cultural beliefs such as having 

gender concordant care or being provided religiously permitted foods.  

Experiences of discrimination are more pronounced among Arab Muslims 

than among Arab Christians and are associated with increased likeliness of suspicion, 

vigilance, and mistrust (Nadal et al., 2012; Rippy & Newman, 2006), psychological 

distress, less happiness, and worse health status (Awad, 2010; Kira et al., 2010; 

Padela & Heisler, 2010; Sheridan, 2006). The well-established recognition of the 

detrimental effects of discrimination on health is leading to a growing interest in 

understanding the experiences of perceived discrimination among Arab Muslims in 

the United States, exemplified with a growing body of literature on the experiences of 
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this population (e.g., Amer & Bagasra, 2013; Laird, de Marrais, & Barnes, 2007; 

Padela & Heisler, 2010; Rippy & Newman, 2006). The burgeoning research on Arab 

Muslims is necessary to inform the delivery of quality, culturally competent care 

(Padela & Rodriguez del Pozo, 2011).  

Saudis in the United States 

As one of the fastest growing ethnic-minority populations in the United States, 

Arab Muslims represent an increasingly important group (Inhorn & Serour, 2011). 

One particular sub-population that has not yet been extensively researched is Saudis 

(Rundles, 2013). Historically, research on Arab Muslims has centered on permanent 

immigrants or refugees. Saudis, however, tend to be sojourners, remaining in the 

United States temporarily, after which they return to Saudi Arabia. Since the initiation 

of the King Abdullah Scholarship Program in 2005, the number of Saudi students 

studying abroad has grown tremendously, with estimates indicating over 100,000 in 

the United States alone in 2013-2014 (Naffee, 2014; Taylor & Albasri, 2014). The 

King Abdullah Scholarship Program resulted from an agreement between Saudi 

Arabia’s late monarch, King Abdullah bin Abdul-Aziz and President George Bush Jr., 

with the goal of increasing the number of Saudi students in the United States both to 

facilitate cultural exchange, as well as to equip Saudi students with the knowledge 

and skills necessary to contribute to the development of Saudi Arabia (Saudi Arabian 

Cultural Mission, 2015). 

Limited published information exists on Saudis in the United States. The most 

recent data released by the Saudi government provide statistics specifically on Saudi 

students studying abroad. Data indicate the ratio of male to female students studying 
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abroad is 3:1 (Abouammoh, Smith, & Duwais, 2014; Ahmed, 2015). Nearly 200,000 

Saudis are pursuing their education overseas, the vast majority of whom are funded 

by government scholarships. Of the countries in which Saudis are being sent to study, 

the United States hosts the largest influx of Saudi students, followed by the United 

Kingdom (Ahmed, 2015). Most students are pursuing their undergraduate degrees 

(60%), while nearly a third are pursuing graduate degrees (24% master’s degrees, 5% 

doctorates) (Abouammoh et al., 2014; Ahmed, 2015). Additionally, 8% of those 

sponsored pursue fellowships and/or advanced professional training. The most 

common fields of study among Saudi students studying abroad are business and 

management, engineering, and health-related sciences (Abouammoh et al., 2014; 

Ahmed, 2015).  

The King Abdullah Scholarship Program was developed in response to the 

attacks that took place on September 11th, 2001 (Hilal, Scott, & Maadad, 2015). After 

September 11th, restrictions were placed, by the United States, on student visas 

allowing Saudis to study abroad (Knickmeyer, 2012). As a result, American 

universities lost approximately $40 million a year in tuition fees (Knickmeyer, 2012). 

Additionally, the negative media representation of Muslims in general and Saudis in 

particular, resulted in Saudis experiencing verbal and physical assaults, social 

anxiety, and discrimination (Heyn, 2013; Hilal et al., 2015). In 2005 and 2006, the 

monarch of Saudi Arabia at the time, King Abdullah bin Abdul-Aziz, visited 

numerous countries to improve international relations. Among these visits was a 

meeting with President George W. Bush to discuss reopening student visa services for 
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Saudis in an effort to establish and improve the long-term relationship between Saudi 

Arabia and the United States (Heyn, 2013; Hilal et al., 2015). 

Because the majority of Saudis in the United States are fully funded and 

provided with complete health coverage by their sponsoring agencies, they may be 

less likely to be considered a particularly vulnerable or disadvantaged population. As 

mentioned above, however, research suggests perceived discrimination negatively 

impacts health irrespective of socioeconomic status (Williams, 1999). Additionally, 

experiences of perceived discrimination have been documented among international 

students (Zhang & Goodson, 2011) and Arab students specifically (Abouchedid & 

Nasser, 2006; Ayish, 2008), particularly post 9/11 and with the subsequent 

perpetuation of anti-Muslim sentiment and stereotypes (Shaw, 2009). The existing 

literature, therefore, supports the hypothesis that Saudis in the United States 

experience perceived discrimination.  

The experiences of Saudis in the United States are not well understood. The 

limited literature that does exist, however, suggests that Saudis may 

disproportionately experience discrimination. For instance, in a study exploring the 

experiences of international students at a public university in the United States, Lee 

and Rice (2007) interviewed a sample of 24 students from 15 countries and found that 

students from Asia, India, Latin America, and the Middle East reported significant 

discrimination while students from Europe, Canada, and New Zealand did not report 

any negative experiences related to their race or culture. Abouammoh et al., (2014) 

argued that Saudis face difficulties in adapting their own cultural values to those of 

the host country. These difficulties include identifying and accessing social support 
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networks, living conditions, diet, access to health services, and having their religious 

needs and beliefs respected.     

The handful of studies that have been done of Saudis are mostly qualitative. 

Results of these studies indicate Saudis tend to spend their time with other Saudis and 

Arabs when in the United States, reflective of the communal nature of their culture 

(Al-Hattami & Al-Ahdal, 2014; Alreshoud & Koeske, 1997; Rundles, 2013). 

Limiting interactions with only ingroup members may potentially lead to greater 

perceived discrimination from the host country, wherein members are more easily 

identified as belonging to a minority community and/or members are less familiar 

with encounters with other social groups and, therefore, may encounter discrimination 

more readily (Al-Hattami & Al-Ahdal, 2014; Alreshoud & Koeske, 1997; Rundles, 

2013). Using in-depth interviews with seven Saudi students studying at a midwestern 

university in the United States, Rundles (2013) found that despite denying 

experiences of discrimination, nearly all the participants (n=6) discussed instances 

that could be defined as experiences of discrimination. These experiences included 

getting “dirty looks,” being scrutinized or viewed negatively when gathered in large 

groups and speaking Arabic, being watched or viewed as suspicious, or being 

confronted with prejudiced comments. Women also reported not feeling comfortable 

wearing religious clothing, for fear of being given strange or negative looks or being 

ignored.   

In another qualitative study, Lefdahl-Davis and Perrone-McGovern (2015) 

examined the cultural adjustment of Saudi women students in the United States, and 

they found that some participants had expectations of experiencing discrimination 
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before coming to the United States, such as having difficulty at the airports with 

check-in and security, or experiencing intolerance due to their faith. Of the 25 

participants included in the study, 10 expressed that they experienced discrimination, 

while the same number said they did not experience any negative forms of treatment 

or discrimination. Those who experienced discrimination specifically recounted 

incidents of racial profiling, being denied educational opportunities, and/or being 

exposed to derogatory slurs regarding religious attire or language. Importantly, 

participants noted that experiences of discrimination and curiosity often had to do 

with religious attire, namely the hijab or head covering. Participants, however, 

emphasized that experiences of discrimination were uncommon and that most people 

were kind, accepting, and interested.   

In addition to the aforementioned general, day-to-day, experiences of 

discrimination (mostly microagressions), perceived discrimination among Saudis in 

the United States has specifically been documented with respect to education, 

characterized by difficulties in adapting to the United States educational system (Al-

Sheikhly, 2012). English language proficiency as it relates to academic progress (e.g. 

from English language institutes to university admission to degree attainment) has 

been identified as a major concern among Saudi students studying abroad 

(Abouammoh et al., 2014). Research indicates language as a major communication 

barrier and as an obstacle to being admitted to the universities of their choice 

(Abouammoh et al., 2014; Hilal & Denman, 2013). A qualitative study of Saudi 

female students at Oregon State University, suggests students feel they are treated 

unfairly in terms of assessments of their academic performance (Al-Sheikhly, 2012). 
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The students expressed that instructors do not take into consideration the fact that 

English is their second language. Being graded by the same standards as their native 

speaking peers was viewed as unfair and a frustration expressed by the Saudi students 

(Al-Sheikhly, 2012). No published quantitative studies were found that examine the 

experiences of healthcare discrimination among Saudis in the United States. 
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APPENDIX B. ENGLISH SURVEY 

Q105 Please choose the language you prefer by selecting from the drop-down menu 
on the upper right corner of the screen.     نك تحدید لغة اإلستبیان و ذلك باختیار اللغة العربیة او یمك
 اإلنجلیزیة من الركن األیمن اعلى الشاشة
 
Q35 Thank you for taking the time to learn about this survey. My name is Tassnym 
Sinky, and I am a graduate student completing my PhD in Public Health at Oregon 
State University. I am doing a research project for my dissertation, titled “Healthcare 
Experiences of Saudis in the United States.” The purpose of my research is to learn 
more about the overall experience of Saudis living in the United States, focusing 
specifically on healthcare experiences. The survey will take between 20 and 30 
minutes to complete and will include questions about your day-to-day experiences, 
healthcare utilization, and healthcare experiences in the United States. All 
information you provide will be anonymous. There will be no questions asking you to 
provide information that can directly identify you. Any personal information that you 
provide in response to open-ended questions will be kept confidential. This study is 
not designed to benefit you directly. Please know that your participation in this study 
is completely voluntary and if you feel uncomfortable in any way you may skip 
questions or end the survey anytime. You must be over the age of 18, Saudi, and have 
lived in the United States for at least 6 months to participate in this study. If you have 
any questions about this survey, you can email me at sinkyta@oregonstate.edu or my 
major advisor, Dr. Sheryl Thorburn, at Sheryl.Thorburn@oregonstate.edu. If you 
have questions about your rights or welfare as a participant, please contact the Oregon 
State University Institutional Review Board (IRB) Office, at (541) 737-8008 or by 
email at IRB@oregonstate.edu. Please indicate below if you would like to proceed to 
the survey.   
m I have read and understand the terms above. I agree to complete this survey. (1) 
m I do not want to complete this survey. (2) 
If I do not want to complete t... Is Selected, Then Skip To End of Survey 
 
Q77 Before you begin the survey, I would like to confirm that you are eligible to 
participate in this study. Please answer the following questions. 

 Yes (1) No (2) 
Are you 18 years or older? 

(1) m  m  

Are you Saudi? (2) m  m  
Have you lived in the 

United States for at least 6 
months? (3) 

m  m  

 
If No Is Greater Than or Equal to 1, Then Skip To End of Survey 
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Q74 We would like to learn more about your experiences in the United States. The 
first set of questions are about your experiences in the United States.  
 
Q78 Overall, how would you rate your experience living in the United States thus 
far? 
m Excellent (1) 
m Very Good (2) 
m Good (3) 
m Fair (4) 
m Poor (5) 
 
Q80 What are the greatest challenges you have faced in the United States? (Please 
check all that apply) 
q Learning the language (1) 
q Feeling homesick (2) 
q Making friends (3) 
q Financial difficulties (4) 
q Dealing with cultural differences (5) 
q Other (6) 
 
Display This Question: 

If What are the greatest challenges you have faced in the United 
States?&nbsp;(Please check all that apply) Other Is Selected 
Q106 Please describe the greatest challenges you have faced in the United States. 
 
Q81 What challenges have your friends and/or family faced? (Please check all that 
apply) 
q Learning the language (1) 
q Feeling homesick (2) 
q Making friends (3) 
q Financial difficulties (4) 
q Dealing with cultural differences (5) 
q Other (6) 
 
Display This Question: 

If What challenges have your friends and/or family faced?&nbsp;(Please check 
all that apply) Other Is Selected 
Q107 Please describe the greatest challenges your friends and/or  family have faced 
in the United States. 
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Q56 In your day-to-day life in the United States, how often do any of the following 
things happen to you because of your religion? 

 Never (1) Less than 
once a 

year (2) 

A few 
times a 
year (3) 

A few 
times a 

month (4) 

At least 
once a 

week (5) 

Almost 
everyday 

(6) 
You are 
treated 

with less 
courtesy 

than other 
people are. 

(1) 

m  m  m  m  m  m  

You are 
treated 

with less 
respect 

than other 
people are. 

(2) 

m  m  m  m  m  m  

You 
receive 
poorer 
service 

than other 
people at 

restaurants 
or stores. 

(3) 

m  m  m  m  m  m  

People act 
as if they 
think you 

are not 
smart. (4) 

m  m  m  m  m  m  

People act 
as if they 
are afraid 
of you. (5) 

m  m  m  m  m  m  

People act 
as if they 
think you 

are 
dishonest. 

(6) 

m  m  m  m  m  m  

People act m  m  m  m  m  m  
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as if 
they’re 

better than 
you are. 

(7) 
You are 
called 

names or 
insulted. 

(8) 

m  m  m  m  m  m  

You are 
threatened 

or 
harassed. 

(9) 

m  m  m  m  m  m  

You are 
followed 
around in 

stores. (10) 

m  m  m  m  m  m  

You are 
treated 
with 

suspicion 
(11) 

m  m  m  m  m  m  

 
 
Q91 Have you had any other negative experiences in your day-to-day life in the 
United States due to your religion? 
m Yes (1) 
m No (2) 
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Display This Question: 
If In your day-to-day life in the United States, how often do any of the following 

things happen to...  - Less than once a year Is Greater Than or Equal to  1 
Or In your day-to-day life in the United States, how often do any of the following 

things happen to...  - A few times a year Is Greater Than or Equal to  1 
Or In your day-to-day life in the United States, how often do any of the following 

things happen to...  - A few times a month Is Greater Than or Equal to  1 
Or In your day-to-day life in the United States, how often do any of the following 

things happen to...  - At least once a week Is Greater Than or Equal to  1 
Or In your day-to-day life in the United States, how often do any of the following 

things happen to...  - Almost everyday Is Greater Than or Equal to  1 
Or Have you had any other negative experiences in your day-to-day life in the 

United States due to y... Yes Is Selected 
Q4 The following questions will give you an opportunity to tell us more about your 
experiences. Please answer openly. 
 
Display This Question: 

If The following questions will give you an opportunity to tell us more about your 
experiences. Plea...  Is Displayed 
Q6 Please describe a specific incident(s) in which you experienced being treated 
unfairly or differently than others due to your religion. 
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Q1 In your day-to-day life in the United States, how often do any of the following 
things happen to you because of your nationality (because you are Saudi)? 

 Never (1) Less than 
once a 

year (2) 

A few 
times a 
year (3) 

A few 
times a 

month (4) 

At least 
once a 

week (5) 

Almost 
everyday 

(6) 
You are 
treated 

with less 
courtesy 

than other 
people are. 

(1) 

m  m  m  m  m  m  

You are 
treated 

with less 
respect 

than other 
people are. 

(2) 

m  m  m  m  m  m  

You 
receive 
poorer 
service 

than other 
people at 

restaurants 
or stores. 

(3) 

m  m  m  m  m  m  

People act 
as if they 
think you 

are not 
smart. (4) 

m  m  m  m  m  m  

People act 
as if they 
are afraid 
of you. (5) 

m  m  m  m  m  m  

People act 
as if they 
think you 

are 
dishonest. 

(6) 

m  m  m  m  m  m  

People act m  m  m  m  m  m  
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as if 
they’re 

better than 
you are. 

(7) 
You are 
called 

names or 
insulted. 

(8) 

m  m  m  m  m  m  

You are 
threatened 

or 
harassed. 

(9) 

m  m  m  m  m  m  

You are 
followed 
around in 

stores. (10) 

m  m  m  m  m  m  

You are 
treated 
with 

suspicion 
(11) 

m  m  m  m  m  m  

 
 
Q90 Have you had any other negative experiences in your day-to-day life in the 
United States due to your nationality? 
m Yes (1) 
m No (2) 
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Display This Question: 
If In your day-to-day life in the United States, how often do any of the following 

things happen to...  - Less than once a year Is Greater Than or Equal to  1 
Or In your day-to-day life in the United States, how often do any of the following 

things happen to...  - A few times a year Is Greater Than or Equal to  1 
Or In your day-to-day life in the United States, how often do any of the following 

things happen to...  - A few times a month Is Greater Than or Equal to  1 
Or In your day-to-day life in the United States, how often do any of the following 

things happen to...  - At least once a week Is Greater Than or Equal to  1 
Or In your day-to-day life in the United States, how often do any of the following 

things happen to...  - Almost everyday Is Greater Than or Equal to  1 
Or Have you had any other negative experiences in your day-to-day life in the 

United States due to y... Yes Is Selected 
Q59 Please describe a specific incident(s) in which you experienced being treated 
unfairly or differently than others due to your nationality. 
 
Q50 The next set of questions are about your healthcare experiences in the United 
States. 
 
Q38 Overall, how would you rate the quality of healthcare you have received in the 
United States? 
m Excellent (1) 
m Very Good (2) 
m Good (3) 
m Fair (4) 
m Poor (5) 
 
Q83 How many times have you been admitted to the hospital in the United States? 
m None (1) 
m 1 time (2) 
m 2 times (3) 
m 3 times (4) 
m 4 times (5) 
m 5-9 times (6) 
m 10 or more times (7) 
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Q84 How many times have you gone to the emergency room in the United States? 
m None (1) 
m 1 time (2) 
m 2 times (3) 
m 3 times (4) 
m 4 times (5) 
m 5-9 times (6) 
m 10 or more times (7) 
 
Q93 How many times have you visited a dentist in the United States? 
m None (1) 
m 1 time (2) 
m 2 times (3) 
m 3 times (4) 
m 4 times (5) 
m 5-9 times (6) 
m 10 or more times (7) 
 
Q94 How many times have you visited a provider for eye care in the United States? 
m None (1) 
m 1 time (2) 
m 2 times (3) 
m 3 times (4) 
m 4 times (5) 
m 5-9 times (6) 
m 10 or more times (7) 
 
Q95 How many times have you visited other doctors or healthcare providers in the 
United States? 
m None (1) 
m 1 time (2) 
m 2 times (3) 
m 3 times (4) 
m 4 times (5) 
m 5-9 times (6) 
m 10 or more times (7) 
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Display This Question: 
If How many times have you visited other doctors or healthcare providers during 

your time in the Uni... 1 time Is Selected 
Or How many times have you visited other doctors or healthcare providers during 

your time in the Uni... 2 times Is Selected 
Or How many times have you visited other doctors or healthcare providers during 

your time in the Uni... 3 times Is Selected 
Or How many times have you visited other doctors or healthcare providers during 

your time in the Uni... 4 times Is Selected 
Or How many times have you visited other doctors or healthcare providers during 

your time in the Uni... 5-9 times Is Selected 
Or How many times have you visited other doctors or healthcare providers during 

your time in the Uni... 10 or more times Is Selected 
Q102 What other healthcare providers have you visited? 
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Q63 Thinking about your experiences getting healthcare in the United States, how 
often does each of the following happen to you because of your religion? 

 Never (1) Rarely (2) Sometimes 
(3) 

Most of the 
time (4) 

Always (5) 

You are 
treated with 
less courtesy 

than other 
people (1) 

m  m  m  m  m  

You are 
treated with 
less respect 
than other 
people (2) 

m  m  m  m  m  

You receive 
poorer 

service than 
others (3) 

m  m  m  m  m  

A doctor, 
nurse, or 

other 
healthcare 

provider acts 
as if he/she 
thinks you 

are not smart 
(4) 

m  m  m  m  m  

A doctor, 
nurse, or 

other 
healthcare 

provider acts 
as if he or 

she is afraid 
of you (5) 

m  m  m  m  m  

A doctor, 
nurse, or 

other 
healthcare 

provider acts 
as if he or 

she is better 
than you (6) 

m  m  m  m  m  

You feel like m  m  m  m  m  
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a doctor, 
nurse, or 

other 
healthcare 
provider is 

not listening 
to what you 
are saying 

(7) 
You are 

treated with 
suspicion (8) 

m  m  m  m  m  

 
 
Q99 Have you had any other negative experiences when seeking healthcare due to 
your religion in the United States? 
m Yes (1) 
m No (2) 
 
Display This Question: 

If Thinking about your experiences getting healthcare in the United States, how 
often does each of t...  - Rarely Is Greater Than or Equal to  1 

Or Thinking about your experiences getting healthcare in the United States, how 
often does each of t...  - Sometimes Is Greater Than or Equal to  1 

Or Thinking about your experiences getting healthcare in the United States, how 
often does each of t...  - Most of the time Is Greater Than or Equal to  1 

Or Thinking about your experiences getting healthcare in the United States, how 
often does each of t...  - Always Is Greater Than or Equal to  1 

Or Have you had any other negative experiences when seeking healthcare due to 
your religion in the U... Yes Is Selected 
Q65 Please describe a specific incident(s) in which you experienced being treated 
unfairly or differently than others in a healthcare setting in the United States due to 
your religion.  
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Display This Question: 
If Please describe a specific incident(s) in which you experienced being treated 

unfairly or differently than others in a healthcare setting in the United States due to 
your religion.&nbsp; Text Response Is Displayed 
Q75 How has this experience(s) impacted how you seek healthcare? Select all that 
apply. 
q It did not impact how you seek healthcare (1) 
q You put off or postponed healthcare (2) 
q You hesitated in getting healthcare (3) 
q You did not go back for a follow-up appointment (4) 
q You did not follow the doctor’s advice (5) 
q You did not follow the treatment plan or get a needed test (6) 
q You avoided the respective healthcare provider involved with the negative 

experience(s) (7) 
q You no longer used the respective healthcare facility where the negative 

experience(s) occurred. (8) 
q Other (9) 
 
Display This Question: 

If How has this experience(s) impacted how you seek healthcare? Select all that 
apply. Other Is Selected 
Q103 Please specify how this experience(s) impacted how you seek healthcare. 
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Q8 Thinking about your experiences getting healthcare in the United States, how 
often does each of the following happen to you because of your nationality (because 
you are Saudi)? 

 Never (1) Rarely (2) Sometimes 
(3) 

Most of the 
time (4) 

Always (5) 

You are 
treated with 
less courtesy 

than other 
people (1) 

m  m  m  m  m  

You are 
treated with 
less respect 
than other 
people (2) 

m  m  m  m  m  

You receive 
poorer 

service than 
other people 

(3) 

m  m  m  m  m  

A doctor, 
nurse, or 

other 
healthcare 

provider acts 
as if he or 
she thinks 
you are not 
smart (4) 

m  m  m  m  m  

A doctor, 
nurse, or 

other 
healthcare 

provider acts 
as if he or 

she is afraid 
of you (5) 

m  m  m  m  m  

A doctor, 
nurse, or 

other 
healthcare 

provider acts 
as if he or 

she is better 

m  m  m  m  m  
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than you (6) 
You feel like 

a doctor, 
nurse, or 

other 
healthcare 
provider is 

not listening 
to what you 
are saying 

(7) 

m  m  m  m  m  

You are 
treated with 
suspicion (8) 

m  m  m  m  m  

 
 
Q98 Have you had any other negative experiences when seeking healthcare due to 
your nationality in the United States? 
m Yes (1) 
m No (2) 
 
Display This Question: 

If Thinking about your experiences getting healthcare in the United States, how 
often does each of t...  - Rarely Is Greater Than or Equal to  1 

Or Thinking about your experiences getting healthcare in the United States, how 
often does each of t...  - Sometimes Is Greater Than or Equal to  1 

Or Thinking about your experiences getting healthcare in the United States, how 
often does each of t...  - Most of the time Is Greater Than or Equal to  1 

Or Thinking about your experiences getting healthcare in the United States, how 
often does each of t...  - Always Is Greater Than or Equal to  1 

Or Have you had any other negative experiences when seeking healthcare due to 
your nationality in th... Yes Is Selected 
Q12 Please describe a specific incident(s) in which you experienced being treated 
unfairly or differently than others in a healthcare setting in the United States due to 
your nationality.  
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Display This Question: 
If Please describe a specific incident(s) in which you experienced being treated 

unfairly or differe... Text Response Is Displayed 
Q53 How has this experience(s) impacted how you seek healthcare? Select all that 
apply. 
q It did not impact how you seek healthcare (1) 
q You put off or postponed healthcare (2) 
q You hesitated in getting healthcare (3) 
q You did not go back for a follow-up appointment (4) 
q You did not follow the doctor's advice (5) 
q You did not follow the treatment plan or get a needed test (6) 
q You avoided the respective healthcare provider involved with the negative 

experience(s) (7) 
q You no longer used the respective healthcare facility where the negative 

experience(s) occurred (8) 
q Other (9) 
 
Display This Question: 

If How has this experience(s) impacted how you seek healthcare? Select all that 
apply. Other Is Selected 
Q54 Please specify how this experience(s) impacted how you seek healthcare. 
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Q15 The following questions are about your communication with all doctors, nurses, 
or other healthcare professionals you have seen during your time in the United States. 
How often did they… 

 Never (1) Sometimes (2) Usually (3) Always (4) 
explain things 
in a way you 

could 
understand? (1) 

m  m  m  m  

spend enough 
time with you? 

(2) 
m  m  m  m  

involve you in 
decisions about 
your healthcare 
as much as you 

wanted? (3) 

m  m  m  m  

give you the 
chance to ask 
all the health-

related 
questions you 

had? (4) 

m  m  m  m  

give the 
attention you 

needed to your 
feelings and 

emotions? (5) 

m  m  m  m  

make sure you 
understood the 

things you 
needed to do to 

take care of 
your health? (6) 

m  m  m  m  

help you deal 
with feelings of 

uncertainty 
about your 
health or 

healthcare? (7) 

m  m  m  m  
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Q82 How often did you feel you could rely on your doctors, nurses, or other 
healthcare professionals to take care of your healthcare needs since coming to the 
United States? 
m Never (1) 
m Sometimes (2) 
m Usually (3) 
m Always (4) 
 
Q18 Some people avoid visiting their doctor even when they suspect they should. 
Would you say this is true for you, or not true for you? 
m True (1) 
m Not True (2) 
 
Display This Question: 

If Some people avoid visiting their doctor even when they suspect they should. 
Would you say this is... True Is Selected 
Q19 What are the reasons you avoid seeing your doctor? 
 
Q96 Do you delay seeking healthcare until returning to Saudi Arabia? 
m Yes (1) 
m No (2) 
 
Display This Question: 

If Do you delay seeking healthcare until returning to Saudi Arabia? Yes Is 
Selected 
Q101 Why do you delay seeking healthcare until returning to Saudi Arabia? 
 
Q51 The next set of questions are about your health and how you're feeling. 
 
Q17 In general, would you say your health is... 
m Excellent (1) 
m Very Good (2) 
m Good (3) 
m Fair (4) 
m Poor (5) 
 



 

 

238 

Q67 During the past 12 months, about how often did you feel …  
 All of the 

time (1) 
Most of the 

time (2) 
Some of the 

time (3) 
A little of 

the time (4) 
None of the 

time (5) 
nervous? (1) m  m  m  m  m  
hopeless? (2) m  m  m  m  m  

restless or 
fidgety? (3) m  m  m  m  m  

so depressed 
that nothing 
could cheer 
you up (4) 

m  m  m  m  m  

that 
everything 

was an 
effort? (5) 

m  m  m  m  m  

worthless? 
(6) m  m  m  m  m  
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Q72 Read each of the following statements and think about how many people you 
know and are in contact with in the United States or back home who would perform 
the behaviors described. 

 No one 
would do 
this (1) 

Someone 
would do 
this (2) 

A few 
would do 
this (3) 

Several 
would do 
this (4) 

Many 
would do 
this (5) 

Comfort you 
when you feel 
homesick (1) 

m  m  m  m  m  

Listen and talk 
with you 

whenever you 
feel lonely or 
depressed (2) 

m  m  m  m  m  

Share your 
good times and 
bad times. (3) 

m  m  m  m  m  

Spend some 
quiet time with 
you whenever 
you do not feel 
like going out 

(4) 

m  m  m  m  m  

Spend time 
chatting with 
you whenever 
you are bored 

(5) 

m  m  m  m  m  

Accompany 
you to do 

things 
whenever you 
need someone 
for company 

(6) 

m  m  m  m  m  

Visit you to 
see how you 
are doing (7) 

m  m  m  m  m  

Accompany 
you 

somewhere 
even if he/she 
doesn't have to 

(8) 

m  m  m  m  m  
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Reassure you 
that you are 

loved, 
supported and 
cared for. (9) 

m  m  m  m  m  

Provide 
necessary 

information to 
help orient you 

to your new 
surroundings 

(10) 

m  m  m  m  m  

Help you deal 
with some 

local 
institutions' 
official rules 

and regulations 
(11) 

m  m  m  m  m  

Show you how 
to do 

something that 
you didn't 

know how to 
do. (12) 

m  m  m  m  m  

Explain things 
to make your 

situation 
clearer and 

easier to 
understand 

(13) 

m  m  m  m  m  

Tell you what 
can and cannot 
be done in the 
United States 

(14) 

m  m  m  m  m  

Help you 
interpret things 

you don't 
really 

understand 
(15) 

m  m  m  m  m  

Give you m  m  m  m  m  



 

 

241 

tangible 
assistance in 
dealing with 

any 
communication 

or language 
problems that 

you might 
face. (16) 

Explain and 
help you 

understand the 
local culture 
and language 

(17) 

m  m  m  m  m  

Tell you about 
available 

choices and 
options (18) 

m  m  m  m  m  

 
 
Q52 You are almost done with the survey. I have just a few more questions to ask. 
 
Q25 What is your age? 
 
Q23 Are you male or female? 
m Male (1) 
m Female (2) 
 
Q86 What is your marital status? 
m Married (1) 
m Widowed (2) 
m Divorced (3) 
m Separated (4) 
m Never married (5) 
 
Q87 How many children do you have? 
m None (1) 
m 1 (2) 
m 2 (3) 
m 3 (4) 
m 4 (5) 
m 5 or more (6) 
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Q27 Are you a student? 
m Yes (1) 
m No (2) 
 
Display This Question: 

If Are you a student? Yes Is Selected 
Q32 What degree level are you pursuing? 
m English Language Studies (1) 
m Undergraduate (2) 
m Master's Degree (3) 
m Doctoral Degree (4) 
m Post-Doctoral (5) 
 
Q28 Are you sponsored? 
m Yes (1) 
m No (2) 
 
Display This Question: 

If Are you sponsored? Yes Is Selected 
Q88 Who are you sponsored by? 
 
Q31 What is the highest level of schooling you completed? 
m Less than 12 years (1) 
m 12 years or completed high school (2) 
m Post high school training other than college (3) 
m Some college (4) 
m College graduate (5) 
m Postgraduate (6) 
 
Q26 How long have you lived in the United States? 
m 6-12 months (1) 
m 12-18 months (2) 
m 18-24 months (3) 
m More than 24 months (4) 
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Q56 In what state have you lived for the greatest length of time?   
m Alabama (1) 
m Alaska (2) 
m Arizona (3) 
m Arkansas (4) 
m California (5) 
m Colorado (6) 
m Connecticut (7) 
m Delaware (8) 
m Florida (9) 
m Georgia (10) 
m Hawaii (11) 
m Idaho (12) 
m Illinois (13) 
m Indiana (14) 
m Iowa (15) 
m Kansas (16) 
m Kentucky (17) 
m Louisiana (18) 
m Maine (19) 
m Maryland (20) 
m Massachusetts (21) 
m Michigan (22) 
m Minnesota (23) 
m Mississippi (24) 
m Missouri (25) 
m Montana (26) 
m Nebraska (27) 
m Nevada (28) 
m New Hampshire (29) 
m New Jersey (30) 
m New Mexico (31) 
m New York (32) 
m North Carolina (33) 
m North Dakota (34) 
m Ohio (35) 
m Oklahoma (36) 
m Oregon (37) 
m Pennsylvania (38) 
m Rhode Island (39) 
m South Carolina (40) 
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m South Dakota (41) 
m Tennessee (42) 
m Texas (43) 
m Utah (44) 
m Vermont (45) 
m Virginia (46) 
m Washington (47) 
m West Virginia (48) 
m Wisconsin (49) 
m Wyoming (50) 
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Q108 Please indicate the state in which you currently reside (or most recently resided 
in). 
m Alabama (1) 
m Alaska (2) 
m Arizona (3) 
m Arkansas (4) 
m California (5) 
m Colorado (6) 
m Connecticut (7) 
m Delaware (8) 
m Florida (9) 
m Georgia (10) 
m Hawaii (11) 
m Idaho (12) 
m Illinois (13) 
m Indiana (14) 
m Iowa (15) 
m Kansas (16) 
m Kentucky (17) 
m Louisiana (18) 
m Maine (19) 
m Maryland (20) 
m Massachusetts (21) 
m Michigan (22) 
m Minnesota (23) 
m Mississippi (24) 
m Missouri (25) 
m Montana (26) 
m Nebraska (27) 
m Nevada (28) 
m New Hampshire (29) 
m New Jersey (30) 
m New Mexico (31) 
m New York (32) 
m North Carolina (33) 
m North Dakota (34) 
m Ohio (35) 
m Oklahoma (36) 
m Oregon (37) 
m Pennsylvania (38) 
m Rhode Island (39) 
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m South Carolina (40) 
m South Dakota (41) 
m Tennessee (42) 
m Texas (43) 
m Utah (44) 
m Vermont (45) 
m Virginia (46) 
m Washington (47) 
m West Virginia (48) 
m Wisconsin (49) 
m Wyoming (50) 
 
Q37 Do you have any kind of healthcare coverage, including health insurance, 
prepaid plans such as HMOs, or government plans such as Medicare? 
m Yes (1) 
m No (2) 
 
Q89 If there is anything else you would like to tell us, please use this space. 
 
Q36 Thank you for completing this survey. I appreciate your time. If you have any 
questions, feel free to email me at sinkyta@oregonstate.edu. If you know of any 
Saudis in the United States who might be interested in participating in this study, 
please feel free to share this survey with them with this 
link: http://oregonstate.qualtrics.com/SE/?SID=SV_b1nCjBKsVysK1tb)Please click 
on the arrow below to submit your survey. 
 
Display This Question: 

If Thank you for taking the time to complete this survey. My name is Tassnym 
Sinky, and I am a graduate student completing my PhD in Public Health at Oregon 
State University. I am doing a research pro... I do not want to complete this survey. Is 
Selected 

Or Before you begin the survey, I would like to confirm that you are eligible to 
participate in this...  - No Is Greater Than or Equal to  1 
Q100 Thank you for taking the time to learn more about the survey.  
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APPENDIX C. ARABIC SURVEY 
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