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Arabic Transcription System  VII

Arabic Transcription System

For transliteration of Arabic terms, the transliteration system of al-Masag* was used. This system does

not take into account sun and moon letters.

¢ : d o=
b - t L
t & z L
th < ¢
j z gh d
h z f s
kh ¢ q S
d 3 k &
dh 3 m -
r D) n U
z B) h >
S o W 3
sh s y ¢
S )
Short vowels Long vowels
a—u—i a-u-1

L Al-Masag is an international peer-reviewed journal covering all aspects of (Islamic) Mediterranean culture
from Late Antiquity to Early Modernity (7th-16th centuries) which has its own transliteration system/spelling
convention of the Arabic language. http://www.tandf.co.uk/journals/authors/calm-style.pdf
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Introduction: Giving Voice to the Unheard

The presence of Muslims in Belgium and Europe is a fact. Islam has become the second largest religion
in many European countries including Belgium. Today, Belgium and several other European countries
are confronted with the ageing of its Muslim population. In Belgium, Muslim mass-migration began in
the 1960s, with large-scale settlement of guest workers, mainly from Morocco and Turkey (Bousetta &
Maréchal, 2004; Shadid & van Koningsveld, 2008; Pew Research Center, 2015). The migration history
of the Moroccan workers to Belgium, mostly from northern Morocco, fits in a broader economic
migration wave, steered by a shortage of workers in the coalmine, steel and car industry across European
countries. The Moroccan labour migration to Belgium is to be mainly situated in the period between
1964 —year when a bilateral agreement was signed between Belgium and Morocco, and 1974— date when
a labour migration stop was installed (Bousetta & Maréchal, 2004; Timmermans, 2006). In 2016,
sociologist Jan Hertogen estimated that Muslims counted for 7.2 % of the Belgian population. Nearly
half of the Muslim population in Belgium is from Moroccan descent (Hertogen, 2016).* This presence
entails many challenges in the context of health, end-of-life and bereavement care as well as in the burial
landscape.

To date, in European debates on death and dying, hardly any attention is paid to the views and
attitudes of (Moroccan) Muslims, one of the largest ethnic and religious minorities. To this day,
discussions on biomedicine, elderly and end-of-life care are still deeply influenced by contemporary
secular-Western and/or Christian approaches, overshadowing other traditions. In this respect, voices of
Muslims —who form the largest religious minority in Belgium- are absent. Given the fact that Europe,
and more specifically Belgium, are becoming more multicultural and —religious and thus society
underwent radical demographical, cultural and religious changes, care can no longer be provided solely
from a Christian or Western secular framework. The number of empirical studies that deal with the
views of the rapidly growing number of Muslims living in the West on death and dying is very limited
(Baeke 2012b; Van den Branden 2006). Several studies have shown that religious and philosophical
affiliation have a great impact on the attitudes towards end-of-life decisions (Baeke, 2012; Gielen et al.
2006; Kristiansen et al., 2012; Van den Branden, 2006). However, a detailed account of Muslims’ lines

of reasoning and practices regarding death and dying is missing to a large extent.

In order to provide dignified elderly, end-of-life and bereavement care in contemporary Belgium

and Europe, attention has to be given to all dimensions of the human being including one’s cultural and

! However, no number of the exact amount of Muslims in Belgium exists, as estimations are mainly based on
nationality, which does not take into account the naturalisation of a large number of Moroccans (Cuyvers &
Kavs, 2001; Dasetto, 1997).
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religious background. Therefore, we considered it important to take a closer look into the views and

practices of Muslims on these topics.

A descriptive, encompassing and comprehensive account of Muslims’ attitudes and beliefs on
illness, bioethical issues at the end of life, death, dying, the afterlife, burial, mourning and remembrance
in a European setting, and more specifically in the Belgian context, is lacking to a great extent. More
specifically, hardly any research has systematically examined how religion shapes the attitudes and
practices regarding death and dying among Muslims. The role of religion is often only briefly mentioned
as an explaining factor in a fragmented way and studies often lack an encompassing descriptive account
of the (religious) line of reasoning behind certain attitudes or practices. This non-normative, descriptive
exploratory study focuses on seven research questions: (1) what are the attitudes, beliefs and practices
of middle-aged and elderly Moroccan Muslim women regarding death, dying and the afterlife; (2) what
are the attitudes and beliefs of middle-aged and elderly Moroccan Muslim women towards health,
illness, medicine and end-of-life issues; (3) what is the reality of elderly care for Muslims in Belgium
and in Europe with regard to organization and policy and what are the attitudes and practices of Muslims
in Belgium regarding care for the elderly; (4) what are the burial practices of Muslims in Belgium and
Europe and how are the practices influenced by the burial regulations of each country; (5) what are the
attitudes, beliefs and practices of Moroccan Muslim women regarding mourning and remembrance; (6)
does religion play a role in our participants’ way of thinking regarding death and dying and can we
observe a shift in the views and practices of first and second generation Moroccan Muslim women and

(7) how do practices and rituals of Muslims take shape in the particular context of migration to Belgium?

This study is part of a larger research programme initiated in 2002 under the supervision of prof.
Bert Broeckaert. In the context of this research project, three large empirical studies had already been
undertaken. Dr. Stef Van den Branden (2006) conducted a qualitative empirical research on religion and
end-of-life ethics among first generation elderly Moroccan Muslim men (n=10) in Antwerp (Belgium),
as well as among experts (n=5) (cf. imams and physicians). Dr. Joris Gielen studied the views on this
topic of palliative care nurses and physicians in Flanders (Belgium) and New Delhi (India). Dr. Goedele
Baeke examined the attitudes of Jewish and Muslim women in Antwerp (Belgium) towards religion and
end-of-life ethics. More specifically, Baeke conducted an empirical research in 2012 among first
generation elderly Moroccan (n=15) and Turkish (n=15) Muslim women living in Antwerp (Belgium).
Within the framework of the large research programme of prof. dr. Bert Broeckaert, the present doctoral
dissertation provides a broader perspective on death and dying among both middle-aged (40+) and
elderly (60+) Moroccan Muslim women. Not only do we focus on ethical themes, but also on topics

such as care for the elderly, burial practices, mourning and remembrance.

Structure of the dissertation
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This doctoral project consists of two parts: a literature study and an empirical study. The literature study
consisted in exploring and reviewing the available theoretical and empirical studies on Muslims and
death and dying. More specifically and given the fact that other systematic reviews had already been
done in the dissertations of VVan den Branden and Baeke, considerable attention has been given to the
topic of Muslims in Belgium/Europe and elderly care (P181) and burial practices from a policy/judicial
perspective (P182), which resulted in two published literature review articles. In chapter one, we provide
insight into the accessibility and use of elderly facilities by Moroccan and Turkish migrants in Flanders
and Brussels and identify their specific needs and wishes regarding care for the elderly. In addition to
this, we give an overview of the way in which Belgian policy has dealt with the issue of
migration/migrants and elderly care. In chapter two, we discuss Muslim burial practices and more
specifically the choice of burial location. This chapter provides a legal and policy perspective on Islamic
burial and describes how the topic of Islamic burial has been addressed in Belgium. In addition, we
compare Belgian burial regulations and their impact on Islamic burial with those of the neighbouring

countries.

The second part of our dissertation deals with the core of our doctoral work, namely our
empirical study. This part of the dissertation explores and describes the attitudes, beliefs and practices
of Moroccan Muslim women regarding care for the elderly (P281); health, illness and medicine (P282);
bioethical issues at the end of life including active termination of life (P283) and withholding and
withdrawing life-sustaining treatment (P284); dying, death and the afterlife (P285); practices
surrounding death and dying (P286); burial and repatriation (P287) and mourning and remembrance
(P288 + P289). In these empirical chapters, we discuss whether in these areas differences exist between
middle-aged and elderly participants. In contrast to the first generation elderly Moroccan Muslim
women, who are mainly uneducated and illiterate, middle-aged women show much more socio-
economic diversity. Moreover, they were not raised in a homogenous, rural, traditional Islamic
environment but brought up in a Western context and live less isolated from the broader Belgian society.
What has been the effect of this assumed stronger Western influence on their attitudes, beliefs and
practices? In addition to this type of questions, we discuss in these chapters how the real-world attitudes
and practices of our participants relate to normative Islamic views. Are these attitudes mirroring

normative Islamic views or do we find important differences?

Given the research questions and topics to be explored and the fact that this doctorate is the
result of a research project (OT/12/003: European Muslims and the End of Life. Turkish and Moroccan
Attitudes towards Suffering, Dying and Mourning in Antwerp, Belgium), we decided to write a PhD
consisting of (published) articles. The research topics and the number of articles were decided when the
research project was submitted and therefore determined before starting the doctoral study. All chapters

were conceived as articles suitable for individual publication in peer-reviewed international scientific
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journals. As such, each chapter focuses on the central research questions and simultaneously has its own
specific aim. As a result, the dissertation contains substantive repetitions in the empirical chapters — for
instance in the method section and regarding the background information of the participants. With
permission of the doctoral committee of the faculty of Theology and Religious Studies, the chapters in
this dissertation maintained the original form of the article, also with regard to layout and reference
style.

In the empirical articles, considerable attention has been given to normative Islamic perspectives
on the topic studied to explore in this way any similarities and differences with the participants’ line of
reasoning and practices. We did not consider it useful, though, to give a broad overview of Islamic end-
of-life ethics, as Stef Van den Branden extensively elaborated on this matter. We understand normative
Islamic literature as works that write on death and dying and argue what from an Islamic viewpoint or
Islamic frame of reference based on Islamic tradition and scripture should be done. In our research, we
make a distinction between the study of normative Islamic views and that of the views of Muslims. The
former is concerned with the study of texts, doctrines, and those who produce texts and doctrines (e.g.
prescriptions regarding mourning and remembrance), while the latter involves the human actors engaged
in various ways with these texts and doctrines. The latter includes the sociological and anthropological
study of Muslims —in our case— with regard to death and dying. In the discussion section, we have cited
authors who are presenting and describing normative Islamic works and viewpoints. We focused only
on Sunni-perspectives on the topic studied. Nearly 85% of Muslims consider themselves to be Sunn
(Pew Research Center, 2011). While Sunnz and Shi 7 theology share much in common, Sunni and Shi ‘a

denominations have their own legal theory (‘usi/ al-figh).

All articles have been submitted to international peer-reviewed journals. The following articles
have already been published or have been accepted for publication. In part one, chapter one was
published in Journal of Migrant and Minority Health (Ahaddour, Van den Branden & Broeckaert, 2015)
and chapter two appeared in Mortality (Ahaddour & Broeckaert, 2016). In part two, chapter two was
published in Journal of Religion and Health (Ahaddour & Broeckaert, 2017) and chapter three in AJOB
Empirical Bioethics (Ahaddour, Van den Branden & Broeckaert, 2017a). Chapter four appeared in
Medicine, Health Care and Philosophy (Ahaddour, Van den Branden & Broeckaert, 2017b) and chapter
six in Journal of Death and Dying (Ahaddour, Van den Branden & Broeckaert, 2017c). Chapter seven
was published in Mortaility (Ahaddour, Van den Branden & Broeckaert, 2017d). Chapter six has
currently been accepted in Death Studies (Ahaddour, Van den Branden & Broeckaert, forthcoming).
Parts of some chapters were presented at international conferences (Ahaddour, Broeckaert, Van den

Branden 2017a, b). The status of our articles (January 9th 2018) can be found in the table below.
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Article Journal Status
1. Institutional elderly care services and Moroccan and Journal of Immigrant and Published
Turkish migrants in Belgium: a literature review Minority Health (IF: 1,314)

2. Muslim Burial Practices and Belgian Legislation and Mortality (IF: 0, 245) Published

Regulations: a comparative literature review

3. “What Goes Around Comes Around”. Attitudes and
Practices regarding Ageing Care for the Elderly among
Moroccan Muslim Women

Journal of Religion & Health
(IF: 0,873)

Revise & Resubmit —
6/12/2017
Resubmitted — 6/01/2018

4. “For Every lllness There Is a Cure”. Attitudes and Beliefs
of Moroccan Muslim Women regarding Health, 1liness and
Medicine

Journal of Religion & Health
(IF: 0,873)

Published

5. “God is the Giver and Taker of Life”. Muslim Beliefs and | AJOB Empirical Bioethics Published
Attitudes of Moroccan Muslim Women toward Assisted (IF:0,45)

Suicide and Euthanasia

6. Between Quality of Life and Hope. Attitudes and Beliefs of | Medicine, Healthcare & Published

Muslim Women toward Withholding and Withdrawing
Curative and Life-Sustaining Treatment

Philosophy (IF: 1,067)

7. "Every Soul Shall Taste Death”. Attitudes and Beliefs of
Moroccan Muslim Women living in Belgium toward Dying,
Death and the Afterlife

Death Studies (IF: 1,17)

Accepted for publication
15/12/2017

8. Purification of Body and Soul for the Next Journey. Journal of Death and Dying Published
Practices surrounding Death and Dying among Muslim (IF: 0,676)

Women

9. “God’s Land is Vast”. Attitudes and Practices of Mortality (IF: 0, 245) Published

Moroccan Muslims regarding Burial and Repatriation of the
Deceased

10. Submitting to God’s Will. Attitudes and Beliefs of Muslim
Women regarding Mourning and Remembrance

Death Studies (IF: 1,17)

Accepted with major
revisions — 6/11/2017
Resubmitted — 14/12/2017

11. A Temporary Farewell. Practices of Muslim Women
regarding Mourning and Remembrance

Journal of Death and Dying
(IF: 0,676)

Under review
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Methods

Literature Study

In the first year of research, a comprehensive and extensive literature study was conducted of theoretical
and empirical studies on the impact of Islam on dying and death, with a particular focus on care for the
elderly and burial practices from a policy and legal perspective. This literature study resulted into two
published review articles and was also briefly mentioned in all empirical articles in the introduction and
discussion part. The literature study was also used for the preparation of the interview guide as well as
for the comparison with our empirical data. Different sources were used to gather and collect academic,
grey and policy literature, including databases (PubMed, LIMO, JSTOR, Google Scholar, The Islamic
Medical and Scientific Ethics Database), hand searching and reference list searching. By grey literature
we mean documents or materials outside formal academic publication channels, including reports, news
articles and information guides. Literature dealing with Islam/Muslims and death and dying from
different perspectives such as medical sciences, religious sciences, theology, anthropology, sociology
and policy literature were included. We also significantly expanded the database in EndNote, a reference
programme, of our research group, which contains all bibliographic references relevant for the present
and (for) future research. All references are organised thematically according to our research topics.

Qualitative Empirical Study

For our study on the attitudes, beliefs and practices regarding death and dying, we chose qualitative
empirical research as our methodology. Qualitative research is a suitable method for exploring opinions,
meaning and experience as well as for areas which have not been researched yet (Corbin & Strauss,
2015, p.5; De Baarda, De Goedele, Teunissen, 2006; Denzin & Lincoln, 2011; Mortelmans, 2008).
‘Qualitative’ refers to properties of research units and processes and meanings that arise or are attributed,
and not to measuring and representing in terms of quantities or frequencies. In qualitative empirical
research, much freedom is given to participants to determine the direction and outcome of the research
process within the confines of the research object. Through this inductive way, rich data are produced
that might result in hypothesising and theorising in the analyses process, but that are not expressed
numerically (Glaser & Strauss, 1967; De Baarda et al., 2006; Denzin & Lincoln, 2011).

We chose a qualitative research method that involves an inductive process as we were
particularly interested in the way middle-aged and elderly Moroccan Muslim women view and deal with
death and dying and the meanings they assign to it. By using this inductive method, we sought to draw
a broad and in-depth picture of the attitudes, beliefs and practices of Moroccan Muslim women regarding
death and dying, and more specifically to explore the role of religion in this matter. In contrast to a

deductive strategy where hypotheses, which are often deduced from existing theories, are drawn up and
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tested, this (more) inductive method is suitable as it involves a ‘theory’ that emerges from the data
(Corbin & Strauss, 2015; Mortelmans 2008, 2011).

Given the sensitivity of the issues we discussed, the limited or non-existing literacy of our
participants and their withdrawn way of life (first generation), quantitative methods were simply not an
option.

This research is descriptive and exploratory: it concerns descriptive research in the sense that
we seek to provide a detailed descriptive account of the attitudes, beliefs and practices of middle-aged
and elderly Moroccan Muslim women living in Antwerp regarding death and dying. In a descriptive
study, it is not only about identifying and describing, but also categorising our participants’ perspectives
and interpretations and reconstructing their way of thinking. Our empirical research is also exploratory
and fills an important gap: there are very few studies about death and dying among European Muslims.
Our study offers a comprehensive perspective on death and dying as perceived and experienced by

middle-aged and elderly Moroccan Muslim women and explores the role of religion.

In our study, we opted for a non-normative, descriptive and exploratory approach. This
dissertation has no explanatory ambitions and does not aim to formulate normative judgments on the
issue at hand. Our main goal is to reconstruct middle-aged and elderly Moroccan Muslims” ways of
thinking and practices and compare these with normative Islamic views while highlighting any

similarities and differences between both.
Design: Sample and Setting

In this research, semi-structured interviews were chosen because of the possibility to enquire about
meaning, opinions and motives for action in a differentiated and open way. This method is adequate to
map the experience and way of thinking of people, but also —because of its interactive character— to
capture non-verbal language. Our choice for semi-structured interviews was based on its promise to
provide the richest material necessary to answer our research questions. We chose face-to-face
interviews due to the specificity of the research group, in particular the elder Moroccan population in
Belgium, and due to the sensitivity of our research topics (Yong, 2001). As the majority of first
generation Moroccan women are poorly educated and illiterate, face-to-face interviews enabled the
participants to ask more information and were free to add something else they might feel relevant to the
discussion. This also enabled the interviewer to repeat the questions and to ask additional questions to
clarify certain points or to delve further into a topic (Corbin & Strauss, 2015, p.37). The choice for a
focus group would not be suitable for this research given the sensitive nature of the topics, the less
guaranteed anonymity and the existing social pressure within the Moroccan community, which would

likely result in a decline of participation and/or reinforcement of social desirable answers. A
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disadvantage of focus groups is indeed that the process can be undermined if some participants are

reluctant to contradict others or when the topic under discussion may cause embarassement (Sim, 1998)

In qualitative studies, the data collection method often consists of interviews with a relatively
small sample of individuals from a particular population. In contrast to quantitative research, qualitative
research does not aim to provide answers on research questions that are statistically representative and
which can be generalised to a population. The trustworthiness of a qualitative research involves the
discovery of recurring structures and patterns in empirical data and on abstracting these structures and
patterns resulting into theoretical substantive notions that can answer research questions (Beck, 1993;
Mortelmans, 2008; Leung, 2015; Noble & Smith, 2015; Rolfe, 2006).

In our empirical research we made use of purposive sampling which is a non-random selection
of participants. This involves identifying and selecting individuals or groups of individuals that are
especially knowledgeable about or experienced with a phenomenon of interest (Cresswell & Plano
Clark, 2011). The variables, according to which the sample is drawn up, are linked to the research
guestion. Purposive sampling aims to acquire profound insights into the topics studied and to find
answers to the research questions (Corbin & Strauss, 2015; Mortelmans, 2008). Purposive sampling
starts from a series of criteria set by the researcher to select units (Mortelmans, 2008). The sample
selection must also be done in such a way that maximum variation remains within the criteria set to
enable the research theme to be effectively explored in depth and breadth. This means that in our quest
for potential participants, we tried to achieve a maximum diversity and heterogeneity in the socio-

demographic background (e.g. education, socio-economic situation, marital situation, native language).

We have chosen to conduct our study on the attitudes, beliefs and practices regarding death
among middle-aged and elderly Moroccan Muslim women living in Antwerp (Belgium). Because of the
cultural characteristics of the research population —more specifically the common gender segregation in
traditional Muslim societies, in particular among first and second generation Moroccan Muslim
communities (Hoopman, 2009; Timmerman, 2001)— and the female gender of the interviewer, purposive
sampling for qualitative interviewing was limited to Moroccan Muslim women. We were, however,
(also) able to interview experts in the field, who were mainly second generation Moroccan Muslim male
professionals. Access to and interviewing ‘ordinary’ first and second generation Moroccan men would
probably have been more difficult. We chose women of Moroccan descent, as this population is one of
the largest Muslim communities in Belgium (Hertogen, 2016). Our choice for Antwerp is based on two
important reasons. First of all, this city has the largest Muslim population in Flanders. More specifically,
19.2 % of Antwerp’s population is Muslim (Hertogen, 2016). Second, Antwerp as a port city is

considered to be one of the most multicultural cities in the world.
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The key participants in this research were Moroccan women, who have spent their life in
Antwerp, and were 40+ and 60+. We chose elderly women as they are, given the increasing ageing of
this population, more confronted with end of life and health care needs. We have also included middle-
aged women as they have been mainly brought up or born in a Western context, in contrast to the first
generation who grew up in a traditional Islamic context, but also because they often function as ‘informal
carer’ providing family care for older persons/parents. We found it particularly interesting to focus on
these two groups as there is hardly any research that deals with both first and second generation
(Moroccan) Muslims, and in particular women, in Europe. This criterion is very closely linked with the
general framework of the study, which seeks to ascertain whether possible differences can be found
between first and second generation Moroccan Muslim women’s views and practices regarding death
and dying. We have chosen middle-aged women between 40 and 60 years and elderly participants above
60 years, as we wanted to interview both the existing first and second generation Moroccan Muslim
women in Belgium. The inclusion of people from the age of 60 — as elderly/older participants- was
based on research (Berdai, 2005; Cuyvers & Kavs, 2001; Schellingerhout, 2004; Yerden, 2013)
conducted among first generation Moroccan migrants, which suggest that they define a relatively young
age as old age and thus have a sense of ‘early’ ageing. ‘First generation’ is defined as persons who
migrated to Belgium at an adult age (over 18 years) in the context of labour migration (from the late
sixties) or marriage. ‘Second generation’ is defined as persons born in Belgium from first generation
parents or emigrated to Belgium before the age of 7 (Timmermans 2006). However, it is important to
take into account the continued influx of first generation persons among the Moroccan population as a
result of family reunification or marriage migration (Cuyvers & Kavs, 2001). The snowball method is
an appropriate method for collecting groups that are difficult to access or ‘hiding” groups and for a quick
and targeted finding of people who can provide accurate and reliable information. This is a type of
purpose sampling where existing participants recruit future subjects from among their acquaintances
who fit the selection criteria or might know people who fit these criteria. The sample group appears to
grow like a rolling snowball (Mortelmans, 2008). Later, we will further explain our own specific

snowball process.

Apart from interviews with women, we also conducted interviews with experts in the field in
order to place the key material more accurately within the wider spectrum of Muslims. We interrogated
experts to find out more about the way Moroccan Muslim women view and deal with death and dying.
The views of Moroccan Muslim women formed the main focus of this study, and not the personal views
of the experts in the field which by no means were seen as normative. We were only interested in their
observations and experience regarding Moroccan Muslim women. This method was useful, as it
provided rich background information, which enhanced sensitivity to subtle nuance in data and made
us more sensitive to what appeared in the data (‘theoretical sensitivity’, Corbin & Strauss 2015). In this

context, the method of ‘bracketing’ (Corbin & Strauss, 2015) was applied, i.e. a process of holding
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assumptions and presuppositions in suspension to improve the rigour of the research. Second, the data

of the interviews with experts were used as a comparative method to check the consistency and

trustworthiness and to limit biases of our findings of the interviews with Moroccan Muslim women. In

other words, the inclusion of experts enabled us to evaluate our data on the adequacy of the information

and its credibility. The selection of experts in the field was based on the technical knowledge that the

experts had on our research topics and their familiarity with the research population in their professional

capacity. In particular, we recruited experts in the field for each topic studied including Muslim

physicians, Muslim nurses, imams, burial undertakers, a palliative care consultant, a psychosocial

consultant, a specialised corpse washer, a hijama practitioner and elderly care consultants.

Name Gender Level of Education* Profession Ethnicity
Nora Female High Nurse Moroccan
Laila Female High Nurse Moroccan
Soumiya Female High Elderly care consultant Moroccan
Khawla Female Low Specialized corpse washer Moroccan
Farida Female High Physician Afghan
Myriam Female Low Palliative care consultant Moroccan
Fadila Female High Psychosocial care consultant Moroccan
Imane Female High Hijama practitioner Moroccan
Salima Female High Elderly care consultant Moroccan
Nourdin Male Low Imam Moroccan
Faysal Male Low Imam/Islamic teacher Moroccan
Kamal Male High Physician Moroccan
Zakaria Male Low Burial undertaker Moroccan
Rachid Male High Burial undertaker Moroccan
Daniel Male High Expertise in burial and policy | Dutch

* With regard to level of education, we define low level as having a maximum degree of secondary

education. High level is understood as having attained the degree of higher education.

Recruitment Process

The recruitment of experts and Moroccan Muslim women started in August 2014 and ended in July

2015. Different routes of recruitment were adopted to incorporate a diversity of profiles within the
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female Moroccan Muslim community through snowball sampling. To start, we wrote an invitation letter
to the experts in the field and to Muslim women which was sent via mail. This letter laid out the purpose
of our study, explained what participation in the research entailed and guaranteed the anonymous and
confidential processing of the data. This method was mainly fruitful for the recruitment of experts,
nevertheless this approach also resulted in a few responses of middle-aged Muslim women. A second
procedure was recruiting potential participants through our personal network. Third, several women
were also recruited via mosques, women’s associations and socio-cultural organisations and events of
religious or cultural organisations. Face-to-face contact was an important impetus for interlocutors to
gain their trust and to accept the invitation for an interview. A fourth method was through phone contact
with potential respondents. This method was mostly used in the snowball sampling phase, as | received
telephone numbers from key persons. A fifth fruitful method was the use of social media including

Facebook to recruit second-generation/middle-aged participants.

Overall, Moroccan Muslim women showed a great willingness to participate in this study. Only two
people | asked for an interview, refused. Although | am familiar with the Moroccan Muslim community,
| found that the recruitment of first generation elderly Moroccan women was more difficult than that of
second generation middle-aged women. Potential reasons not to participate were the sensitivity of the
research topics and the underestimation of their own knowledge and opinions. The latter was often
tackled by explaining why and how their involvement and voice was important to be heard. A second
reason was the lack of familiarity with the concept of interviewing and research and fear of a lack of
anonymity (e.g. assumption of ‘video-recording’). Lack of knowledge about research processes also
leads to a distrust of research (Gill et al., 2012). This was quite in contrast with our experience in
recruiting middle-aged women who were more familiar with the concept of an interview and research.
A third reason —also indicated by Waheed et al. (2015)— was the possible stigma for the family, and the
influence of the spouse could encourage the decision for non-participation in research. Once participants
agreed upon participating in the research, they were contacted again before the interview to confirm the
interview appointment, to ensure that they were still willing to be interviewed, and to provide

information (once again) about the aim and design of the study.
Interview guide

Face-to-face interviews were based on a semi-structured interview protocol covering the following
topics: demographic background (e.g. year of birth, residence, marital status); religion; care for the
elderly; health, illness and medicine; end-of-life ethics (e.g. active termination of life, palliative
treatment and symptom control, withholding and withdrawing treatment); death, dying and the afterlife;
burial; mourning and remembrance. We therefore made use of an interview protocol that comprised a
more elaborate and structured questionnaire, with the main topics already formulated in question form

(Mortelmans, 2008). The advantage of semi-structured interviews is that each participant is provided
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with similar topics and questions, as it is flexible and iterative and provides sufficient space and
opportunity for the participant to tell his/her story. This allows the research topic to be explored both in
depth and in breadth. As the interview guide does not have to be strictly adhered to, enough room
remains to go deeper into certain answers given by the persons concerned and to bring the researcher
new insights and perspectives. At the same time, the interviewer can follow a particular direction during
the interview on the basis of the interview guide and thus limit the possibility of straying (Mortelmans,
2008). A written questionnaire or protocol provides the guarantee that all participants, in a certain sense,
give a ‘pre-coded’ response to the same pre-arranged topics or questions, making the answers
comparable (Corbin & Strauss, 2015; De Baarda et al., 2006).

The interview guide was drawn up based on a literature study of normative/theoretical and
empirical studies on death and dying and the previous studies done by Van den Branden and Baeke.
Based on the literature study, we deduced sensitising concepts which functioned as the basis for our
guestionnaire to be able to ask detailed and broad questions on the topics studied. It is important to
mention that we only reviewed literature before and after the datacollection and data analysis (in the
context of writing the review articles and comparing the research findings after analysis). During
datacollection and analysis, we made use of the bracketing method which was strengthened by a time
break between reviewing literature (first and fourth year) and datacollection and analysis (second and
third year). Our questionnaire for the interviews with Moroccan Muslim women consisted of general
guestions and a few specific questions for elderly and for middle-aged participants. The questionnaire
was drawn up in Dutch, darija (Moroccan-Arabic dialect) and tarifit (a Berber dialect). An interview
questionnaire was made for the interviews with experts which consisted of general questions for all
experts, complemented with specific questions related to their expertise. It is important to mention that
the experts were not asked about their own personal views, but about their observations and experience
with Moroccan Muslim women in the context of death and dying. The interview guide was discussed
with and approved by the committee that guided this study and consisted of Prof. Bert Broeckaert & Dr.
Van den Branden.

The draft interview guide was pilot-tested on family members including my mother and
grandmother (not participating in the study) as they represented the group studied. This was done to
verify whether the questions were understandable — both in the Moroccan Arabic and in the Berber

language.
Conceptual Framework of Treatment Decisions in Advanced Disease

When addressing bio-ethical issues at the end of life, we made use of the conceptual framework of
treatment decisions in advanced disease. Attitudes towards treatment decisions at the end of life were

explored by making use of hypothetical cases that were formulated on the basis of the typology of
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Broeckaert (Broeckaert 2008, 2009a, b; Broeckaert and Flemish Palliative Care Federation 2006).
Broeckaert developed a typology of treatment decisions at the end of life in order to provide clarity
regarding ethical dilemmas in end-of-life care, which can be found in the box below. In this dissertation,
findings are presented according to the choices concerning (forgoing) curative and/or life-sustaining

treatment (1) and euthanasia and assisted suicide (3).
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(1) (Forgoing) curative and/or life-sustaining treatment

Initiating or continuing a curative or life-sustaining treatment

Non-treatment decision: “withdrawing or withholding a curative or life-sustaining treatment,
because in the given situation this treatment is deemed to be no longer meaningful or
effective”.

Refusal of treatment: “withdrawing or withholding a curative or life-sustaining treatment,

because the patient refuses this treatment”.

(2) Pain and symptom control

Pain control: “the intentional administration of analgesics and/or other drugs in dosages and
combinations required to adequately relieve pain.”

Palliative sedation: “the intentional administration of sedative drugs in dosages and
combinations required to reduce the consciousness of a terminal patient as much as necessary

to adequately relieve one or more refractory symptoms”.

(3) Euthanasia and assisted suicide

Voluntary euthanasia: “The administration of lethal drugs in order to painlessly terminate the
life of a patient suffering from an incurable condition deemed unbearable by the patient, at this
patient’s request”’.

Assisted suicide: “intentionally assisting a person, at this person’s request, to terminate his or
her life”.

Non-voluntary euthanasia: “The administration of lethal drugs in order to painlessly terminate
the life of a patient suffering from an incurable condition deemed unbearable, not at this

patient’s request”’.
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Interview procedure

The interviews with fifteen experts in the field took place between September 2014 and October 2015.
The interviews with Moroccan Muslim women took place between October 2014 and September 2015.
On average, each interview took 120 minutes, making up a total of 90 hours of interview time. Data
collection continued until theoretical saturation was reached. This was the case after 13 interviews with
middle-aged participants and after 12 interviews with elderly participants. These were followed by five
more interviews where no new themes emerged (resulting in fifteen interviews with middle-aged and

fifteen interviews with elderly Moroccan Muslim women).

The interviews were mostly conducted in the language chosen by the participant. With elderly
participants, mainly tarifit (a Berber language) or darija (Moroccan Arabic language) was spoken,
whereas with middle-aged participants mainly Dutch was spoken with occasional interruptions in darija
or tarifit. As the interviewer masters these languages, there was no need for the involvement of an
interpreter. To put the participants more at ease, they were given the choice where and when the
interview could take place, which gave them a certain amount of control. This required flexibility of the
interviewer in order to gain trust. The setting of the interviews varied and was dependent of the
participant’s preferences. This was an important condition, especially given that sensitive themes would
be addressed. Participants were interviewed one-on-one (e.g. in their own house, in a room made
available by a local non-profit organisation or in a quiet tea house). Although the researcher always
explicitly mentioned that the interview had to take place in private so that it was ensured that the
participant could not be distracted or influenced by a third person’s presence, in two interviews the
participant’s daughter joined the conversation for a while after which | politely requested and explained
the importance of a private conversation. In three interviews, interruption occurred by family visits or

an emergency call and therefore a second part for the interview had to be scheduled.

Overall, I felt that a fair basis of trust grounded most interviews and that most participants spoke
openly. Often, when elderly participants were shy/insecure or not quite talkative at the beginning of the
interview, | would talk about myself or family (e.g. background, migration history) to make the
participant feel comfortable and to gain trust. Nevertheless, when some participants (e.g. Khadija) did
not want to talk about a certain topic, after repeating the question for a second time, I did not insist.
Throughout my interviews, however, | tried to remain as open as possible to the rhythm and answers of
my participants. After each interview, | immediately wrote notes, including information about the
physical context of each interview, its ambience, significant non-verbal communication and the

impressions.

The interviews were audio-recorded on an iPhone. The benefit of this recording device was its
user-friendliness in the interviewing process as it was quick and easy to operate. Given its small and

compact nature, it took an unobtrusive place during the interview. More specifically, participants were
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less or not aware of its presence and therefore it made the conversation much less artificial. This choice
avoided ‘observer’s paradox’, in which participants are aware that everything they said was recorded.
Another reason for the choice of the iPhone was the excellent recording quality. After each interview,
the recording was transmitted to the computer. The only drawback was that the transition required a
special programme (CopyTrans from WindSolution) on my Windows PC, which made iPhone less user-
friendly. To ensure the sound storage, | also made backups of every original digital recording, which
were deleted after having transcribed all interviews — to ensure the anonymity of the participants.

The interviews were transcribed verbatim, which means literally typing out everything, word by
word, in order to achieve reliability and avoid bias (Silverman, 2005; Mortelmans 2008; De Baarda et
al., 2006). This process of transcribing took place between March 2015 and March 2016. This process
is the first step in the preparation of the data analysis (Mortelmans, 2008, 2011). The transcriptions were
made using the free Express Scribe software. This programme made it possible to control the digital
playback device using the soft keys on the computer keyboard from Microsoft Word. The software
offers extensive features such as playback, stop, forward, rewind the sound recording. The ability to
slow down sound recordings has proven its service in the transcription of pieces that were hard to
understand and to translate interviews accurately. To enhance accuracy of the transcript process, the
transcripts were also checked against field notes taken at the time of data collection. We have chosen to
translate the interviews in darija and tarifit into Dutch so that the guiding committee could check the
rigour and credibility of the coding and the analysis of the data (Malterud, 2001). Transcribing the
interviews varied between 12 and 18 hours depending on the length of the interview and the translation
required. Each interview consist of 35 to 50 pages, making a total of approximately 1900 pages. It is
also in this context that | sometimes relied upon family members for accurate translations and

understanding of certain proverbs in the different local dialects of darija or tarifit.
Participants’ (Socio-)Demographic Information & Health Situation

The group of middle-aged Moroccan Muslim women (n=15) were aged between 41 and 55 years old,
the group of elderly women (n=15) were aged between 61 and 86. Nearly half of our middle-aged
participants were born in Belgium, while the others came to Belgium at a very young age through family
reunification. All elderly participants were first generation migrants who came to Belgium between the
early 1960’s and early 1990’s, in the context of labour migration, family reunification or marriage

migration. Only one elderly participant came to Belgium via an employment visa.

Among our middle-aged participants, twelve were married, two were divorced and one was
widowed. Among our elderly participants, eight were married, six were widowed and one was divorced.
Our elderly participants had noticeably larger families (with up to 10 children) than our middle-aged

participants (up to 6 children).
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Among the middle-aged participants, the overwhelming majority was multilingual, mastering a
total of three to five languages. Worth noting is that these participants pointed out that they did not have
one but two mother tongues, namely Dutch and either Moroccan Arabic or a Moroccan Berber language.
Among the elderly participants, eight Moroccan Berber women spoke tarifit as their mother tongue,
while seven Moroccan Arabic women spoke darija. In contrast to the middle-aged participants, they had
no or a very limited knowledge of Dutch. Only a small minority of Moroccan Berber Muslim women
spoke Arabic, and only two Moroccan Arabic Muslim women had a good knowledge of French.

In Belgium, the majority of the elderly participants and a minority of the middle-aged
participants lived a rather isolated life, as most of them were uneducated and illiterate, doing the
housekeeping and taking care of their children. Only four elderly participants graduated from lower
secondary school and only one from secondary school. However, a minority of elderly participants has
become more socially active at an older age by going to the mosque, sports centre and taking Arabic

and/or Dutch language classes.

Regarding employment, only two elderly participants worked outside the home as labourers.
Much more diversity in socio-economic status was observed among our middle-aged participants.
Nearly half of them are highly educated. In contrast to elderly participants, ten of the fifteen middle-

aged participants are economically active (from labourers to officials).

Nearly all elderly participants are diagnosed with diabetes and illnesses related to old age,
including hyper- and hypotension, knee osteoarthritis and headache. The health issues of our middle-
aged participants are limited to knee problems and geriatric migraine. Three elderly participants and one
middle-aged respondent reported that they had breast or uterine cancer resulting in hysterectomy or
mastectomy. One middle-aged participant had heart problems and, as a result of a coma, reported a poor
health condition. In general, our middle-aged participants reported a better health condition than the
elderly participants did. Five middle-aged and four elderly participants reported that they have been
confronted with incurable and terminal illnesses within their immediate environment, including

Parkinson’s disease, dementia, several types of cancer and severe chronic disease.
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A) Description of characteristics of middle-aged participants

Name Year of Birth | Place of Birth Place of Marital Arrival in Nationality Level of Proficiency of Number of Number of
Residence Status Belgium Education Languages Children Grandchildren

Ikram 1971 Nador Hoboken Married 1971 MA + BE High BR, NL, FR, AR 4 0

Sabiha 1966 Temsamane Deurne Married 1968 MA + BE Low BR, NL, FR, AR 6 1

Louiza 1967 Imzouren Hoboken Married 1973 MA + BE Low BR, NI, AR, FR, 6 0
EN

Loubna 1965 Fes Kiel Widow 1967 MA + BE Low AR, NL, FR, EN 4 1

Kaltoum 1961 Nador Borgerhout Married 1972 MA + BE Low BR, AR, NL, FR, 5 2
EN

Sarah 1972 Rabat Hoboken Married 1986 MA + BE High AR, FR, NL, ENG, | 2 0
TR

Fawzia 1969 Turnhout Borgerhout Married / MA + BE High BR, AR, NL, FR, 3 0
ENG

Lamya 1973 Borgerhout Borgerhout Married / MA + BE High BR, NL, FR 2 0

Badria 1972 Nador Borgerhout Married / MA + BE High BR, AR, FR, EN 4 0

Hannan 1973 Berchem Berchem Married / MA + BE High BR, NL, FR, EN 4 0

Nihad 1973 Borgerhout Zemst Married / MA + BE High AR, NL, FR, EN 3 0

Halima 1969 Borgerhout Borgerhout Married / MA + BE High AR, NL, FR, ES, 1 0
DE

Radia 1972 Deurne Deurne Married / MA + BE Low NL, AR, EN 4 0

Warda 1975 Hoboken Hoboken Married / MA + BE Low AR, NL, BR, FR, 5 0
EN

Narima 1970 Hoboken Hoboken Divorced / MA + BE Low AR, NL, BR 5 2
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B) Description of characteristics of elderly participants
Name Year of Birth | Place of Birth Place of Marital Arrival in Nationality Level of Proficiency of Number of Number of
Residence Status Belgium Education Languages Children Grandchildren

Zoulikha 1955 Ouarzazate Kiel Married 1971 MA + BE Low AR/BR,NL, FR | 4 4

Naziha 1930 Nador Deurne Widow 1966 MA + BE / BR 5 ‘many’

Zohra 1955 Tetouan Kiel Married 1975 MA + BE Low AR/BR, NL 4 4

Laziza 1951 Temsamane Hoboken Married 1978 MA + BE / BR 9 10

Charifa 1956 Berkane Antwerp central | Divorced 1988 MA + BE Low AR/FR 1 0

Malika 1955 Oujda Deurne Widow 1980 MA + BE Low AR/FR, NL 4 2

Rahma 1935 Imzouren Antwerp central | Widow 1999 MA + BE / BR 5 15

Huda 1953 Tanger Hoboken Married 1978 MA + BE Low AR/NL 7 16

Fatma 1951 Al-Hoceima Berchem Widow 1972 MA / BR/AR 10 11

Aicha 1943 Oujda Borgerhout Married 1965 MA / AR/BR 7 13

Khadija 1950 Nador Hoboken Widow 1974 MA + BE / BR/AR, FR,NL | 6 8

Yamina 1949 Al-Hoceima Antwerp central | Widow 2005 MA / BR/AR 0 0

Alia 1953 Nador Berchem Married 1972 MA + BE / BR/AR 9 11

Nuria 1957 Casablanca Antwerp central | Married 1974 MA + BE Low AR/BR, FR, 5 0

NL, EN
Haddad 1947 Tanger Hoboken Widow 1972 MA + BE / AR 8 9
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Participant observation

Another methodological tool that was used in order to obtain the information necessary for analysis and
to evaluate the accuracy and trustworthiness of the information gathered during the interviews was
participant observation. In other words, participant observation served as a supplement to the interview
data or as a broad background against which the interview data gained their meaning. This approach
emphasises how people give meaning to different aspects of their life, which has enabled us to gain a
better understanding of how Muslims view and deal with death and dying. The key idea behind this
method is that a researcher should participate in the daily life of the population studied, observing things
that happen, listening to what is said and questioning people over time and thus exploring the social
reality of the research population (Mortelmans, 2008). Participant observation was conducted between
October 2014 and April 2017.

For this study, | adopted a participant role, given that | am a member of the Moroccan Muslim
community and thus embedded in the context studied. This facilitated me to participate and observe the
‘natural setting” of Moroccan Muslim women. | could engage in the setting as a total participant which
enabled me to gain information and access into difficultly accessible settings (Mortelmans 2008, p. 287).
An example is that | could easily join death prayers or attend mourning visits in the personal and direct
environment without the entourage being aware, which enhanced the rigour and credibility of my

observations and thus avoided bias.

Four sick visits were attended, among which two Moroccan Muslims who were diagnosed with
an incurable disease. Second, a kijama (‘cupping’)-consultation was attended. Third, | visited two dying
palliative Muslim patients in the hospital. The first palliative patient had lung cancer and was given pain
control. The second palliative patient was in a brain-dead state attached to a mechanical life-supporting
device. This enabled me to gain a deeper understanding of the farewell process among Moroccan
Muslims which includes asking forgiveness, reciting the Qur’an, pronouncing the Islamic creed and

prayers.

Fourth, six death prayers (salat al-janaza) were attended in Antwerp, Sint-Niklaas, Brussels and
in Trougout (Morocco). This participation was fruitful as it enabled us to gain insight into the way in
which Moroccan Muslims deal with a dead body. Fifth, I visited the Islamic Mortuary in Antwerp where
| received a private tour. | was informed and demonstrated how (a) the washing of the deceased is
performed (ghusl al-mayyit), (b) the body is wrapped in shrouds (kafan) and (c) the deceased is bid
farewell. | attended and participated in a personal farewell of a deceased relative after washing and
shrouding the deceased and before putting the body in a coffin. Sixth, I participated in a repatriation of
a dead body from Belgium to Morocco. Seventh, | attended a burial of a deceased relative in Trougout

(Morocco). Eighth, I visited a Muslim plot in Ghent (Scheldeakker-Zwijnaarde) and Antwerp
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(Schoonselhof-Hoboken) and a cemetery in Trougout (Morocco). This has led to a deeper understanding
of these cemeteries with regard to organisation and structure. Eighth, seven mourning visits
(ta ziyya/rehzeyyith) and four memorial ceremonies (sadagalsedgeth or tolba/tarba) were attended,
which led to a deeper understanding of the way in which a deceased is treated within the Moroccan
Muslim community. The participant observation provided us with rich and valuable data on the way
Moroccan Muslims deal with illness, death and dying and enabled me to assess the accuracy of the data
collected, to foster insights by other means and to include some elements in the study that initially were

not taken into account.

Besides participant observation, | also had several informal conversations related to the study
with members of the Moroccan Muslim communities. Many casual conversations were fruitful to the
research which enhanced a deeper understanding of the participants’ perspectives and practices and a
deeper analysis of the data. This method of participant observation also taught me to be sensitive and
well aware/conscious of what | saw and heard. Field notes were taken of the activities observed and

participated, capturing key verbal and nonverbal communication.
Ethical considerations

There is a broad agreement that ethical considerations must be taken into account when conducting
research. Researchers need to protect the interest of their participants in their study by ensuring
confidentiality of the information that is given to them (Mortelmans, 2008; Corbin & Strauss, 2015).
Before we started with our empirical research, we had submitted an application at The Social and
Societal Ethical Committee (KU Leuven, Belgium), which was positively evaluated. We obtained an
ethical review certificate confirming that our research was in accordance with the stipulated ethical

standards for scientific research (e.g. anonymity and informed consent).

We informed each of the participants before the interview that all the information would be kept
confidential. In order to guarantee the anonymity of our participants, we made use of pseudonyms. In
most cases, the explanation of the general goal of the research was sufficient to ensure the participants
of our credibility and the truthfulness of our intentions. In the context of the issue of illiteracy, obtaining
consent in a traditional manner was difficult especially among (first generation) elderly Moroccan
women. Nevertheless, audio-recorded methods of obtaining informed consent have been proven as an
acceptable alternative to written consent in study populations where literacy skills are variable (Lloyd

et al., 2008). For our participant observations, we have also asked the consent of the participants.

Data Analysis

The data analysis process is the ultimate phase of every scientific inquiry in which the research is

expected to combine theory and data to generate new knowledge (Mortelmans, 2008). The objective of
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the analysis of the different types of empirical material (interviews, participant observation) was to
answer the research questions central in this study and thus to explore and describe the attitudes, beliefs
and practices of Moroccan Muslim women regarding death and dying. In addition, the data analysis
aimed to explore the role of religion and to sketch the similarities and differences in attitudes, beliefs

and practices one may find between first and second generation Moroccan Muslim women.

In order to facilitate data analysis, a qualitative data analysis software package (NVivo, version
10) was used. The use of the software does not lead to automatic data analysis, but the data can be
organised so that the researcher's interpretative analysis and classification of data can occur faster and
more efficiently. NVivo offers the possibility to store interview transcripts and coded data and to consult
them easily (Mortelmans, 2011). During coding and analysis, | kept notes of decisions made and
analytical linking, by using NVivo’s memo tool or a notebook. Memos helped to analytically interpret
the data, such as emerging concepts and relationships. The data of the interviews with Muslim women
and with experts were analysed separately in an NVivo-project. Moreover, the findings of our interviews
with Muslim women were compared with those of the interviews with experts per concept and category

and subsequently compared with empirical studies (cf. see discussion part in empirical articles).

Grounded theory methodology (Corbin and Strauss, 2015; Glaser and Strauss, 1967; Strauss and
Corbin, 1998) was used to code and analyse the interview data. The specificity of the Grounded theory
methodology can be explained in that it aims at thoroughly capturing the worldview of the individual
respondent as a basis for constructing the worldview of the social group to which the respondent belongs.
The Grounded theory was a good fit for this study as it enabled us to explore areas that have not yet
been investigated through induction. Therefore, the methodology stresses the use of ‘taking the role of
the other’ and the ‘constant comparative method’ as basic research techniques (Glaser and Strauss,
1967). This comparative method should be evaluated based on the transparency of the methodological
process and the resulting conceptual framework. By adding codes to the data and through constant
comparisons, key concepts —generated inductively— were identified in the interviews and categories
were systematically generated and interrelated to grasp the real-world experiences and meaning systems
of our participants. An a priori coding framework or themes were not employed, as these might assume
the importance of particular factors before the analysis (Corbin & Strauss, 2015; Mortelmans, 2008,
2011; Strauss and Corbin, 1998). In other words, no themes and codes were appointed a priori, nor did
we fix our views by taking existing theories as starting points for the analyses (Mortelmans, 2011), but
themes and concepts were derived from the data during analysis (Corbin & Strauss, 2015). In other
words, our themes were not part of any a priori hypothesis. Our point of departure of Grounded theory
is that the analysis must happen inductively. Grounded theory emphasises that the primary purpose of
research is to generate theory and that the process of contemporaneously collecting, coding and

analysing data is controlled by the emerging theory (Corbin & Strauss, 2015). Our study does not aim
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to develop a theory, though, but seeks to provide a detailed reconstruction of our participants’ way of

thinking.

Process of Coding

Analysis was done concurrently with data collection, using an iterative analysis technique, so that future
interviews were shaped by the themes identified in prior interviews (Corbin & Strauss, 2015). This
process involves constant comparison, which means that data are broken down into manageable pieces
and each piece is compared for similarities and differences with the data already present (Corbin &
Strauss, 2015, p.47; Mortelmans, 2008). Theoretical sampling suggests that the gathering of data is
based on the analysis of previous data (Glaser & Straus, 1967; Corbin & Strauss, 2015, p.68). The core
of this technique is that data collection and sampling are interwoven; it thus decides which data are
essential to construct an in-depth and broad theory (Mortelmans, 2008; Corbin & Strauss, 2015). Corbin
& Strauss (2015) argue that if a main idea (concept) is repeated in subsequent data, we have some
validation of the original concept (Corbin & Strauss, 2015). Concepts are grouped together to form
categories and each category is developed in terms of its dimensions and properties (Corbin & Strauss,
2015). In practice, this means that we started the analysis with a limited selection of the research material
by selecting and coding a number of interviews, thus bringing it to a higher conceptual level. Although
we continuously compared our data after each interview, there were two main waves of data collection
and analysis to further develop and update the previous codes/findings. The first wave of coding and
analysis of the interviews with Moroccan Muslim women took place between July 2015 and August
2015. A second wave took place between May 2016 and September 2016. The stage of coding is
critically important to the whole analysis, since these codes form the building blocks of the further
analysis (Mortelmans, 2008). It is also exactly in this phase that the questionnaire protocol was adjusted
and further specified, for example by asking more specified questions about their views on dying and
death and the difference between the two. We repeated this until all the interviews were coded and no

new codes emerged or were detected.

We started our empirical study with the interviews with experts (from September 2014 until
April 2015 + September 2015), followed by the interviews with women (from October 2014 until
September 2015). The interviews with experts in the field, as well as the literature study, were used as
background information to enhance sensitivity to subtle nuance in data and to what appeared in the data
(“sensitising concepts’) (Blumer, 1954; Corbin & Strauss, 2015, p. 50 & 339). Such sensitising concepts
alerted us to what is present in the empirical material and as a result often also emerged as codes during
(open) coding (Mortelmans, 2008), such as “vice-regency”, “lifespan”, “life as a test”. Before beginning
the project, we turned to the literature to formulate questions for initial interviews. After the analysis of
the empirical data, we also turned to literature to check the reliability of our data and to show how our

data support, add to or amend other theories dealing with the same topic (Mortelmans, 2011; Corbin &
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Strauss, 2015 p.371). In other words, a literature review was conducted prior to commencing this
empirical study and updated following our analysis. This way we compared our insights and conclusions
to established theories and were able to locate our interpretations within the larger body of professional
theoretical knowledge (see ‘Discussion’ section in every empirical chapter) (Corbin & Strauss, 2015, p.
60). In this context, the method of ‘bracketing’ (Corbin & Strauss, 2015) was applied, which is a process
of holding assumptions and presuppositions in suspension to improve the rigour of the research. Pre-
existing knowledge about the topic was deliberately withheld until initial data collection and analysis
are complete, in order to prevent it from influencing the research findings (Elliot & Jordan, 2010;
Mortelmans, 2008; Corbin & Strauss, 2015).

The data were coded using Grounded theory’s three major steps of coding: open, axial and
selective coding. The purpose of the open coding is attaching labels to transcription and identify
properties and dimensions in the form of a code/concept that may be relevant for answering the research
question (Corbin & Strauss, 2015; De Baarda et al, 2006; Strauss & Corbin, 1990). During open coding,
the data were broken down, examined and compared in order to identify similarities and differences
while categorising the data. An example of open coding is that participants mention viewing illness as
a test of God (“test of God”) and being predestined (“predestination”) and for which they should be
“patient” and “grateful”. In addition, also codes emerged from our own theoretical thinking which is
called theoretical sensitivity, which entails the researcher’s ability to have theoretical insight or
theoretical prior knowledge (sensitising concepts) (Corbin & Strauss, 2015). Examples are the

2 13 b5 (13

codes/concepts “euthanasia”, “autonomy”, “self-determination”. The result of open coding is an
extensive list with free codes (Strauss & Corbin, 1998). This process of open coding, which took about
450 hours, was performed in July 2015; from October 2015 until December 2015 and from April 2016
until August 2016. For each interview, a summary of the crucial codes/concepts was written down on

paper as well.

Axial coding, the second step in the coding process consists of going through the list of open
codes in which we bring a hierarchical structure by reducing codes on the one hand, and integrating
them on the other hand. This systematic and abstraction process involves exploring the relationship
between developed categories, constructing a code tree, building it up and re-arranging the codes that
are part of it. Placing the codes logically in the tree helped to clarify concepts and recognise their place
in the wider emerging framework and to see relations between the categories and subcategories. These
categories form the structure or are the building blocks of a ‘theory’ or theoretical insight (Corbin &
Strauss, 2015; De Baarda et al., 2006; Mortelmans 2008, 2011; Strauss & Corbin, 1990). In a concept
or category, open codes (“illness as a test from God”, “patient”, “grateful””) that refer to the same

underlying theme or the same aspect are put together, such as “understanding of illness”, “response to

illness” (see table 1 and 2 below). At the end of this phase, all codes are integrated into concepts or
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worked out in properties and dimensions. It is not only necessary to further refine the axial coding work,
but also to verify it. This was done by returning to the data and testing the coding paradigm to empirical
material. In this phase, concepts were reduced, merged and compared (Mortelmans, 2011). This process
of axial coding, which took about 450 hours, was conducted in August 2015 and from July 2016 until
September 2016.

Table 1: Coding frame — views on illness: understanding and reaction

= O Houding 0 0
(0 Antwoord 0 0
O Asnvaarden 16 23
(O Doodwens = haram 1 2
O Fisabillzh [de weg nr God) 2 3
O Geduld 13 16
O Hamada - alhamdoelilzh zegg 18 33
() Kritiek op fatalisme 3 3
O Miet klagen 7 10
(O Ongeduld = djahl 1 1
O Flicht op zoek gaan naar beha 15 159
() Richten tot God 2 42
O Wertrouwen leggen in God 26 M
O Zelf reflecteren over oorzazk ( 1 2
=-() Betekenis 1 1
O Aftakeling lichaam b g
() Beproeving van God 12 £y
O Bezoek van God & 7
() Boze oog 3 E
O Geen straf 4 4
() God gesft ziekte 72 EX]
O Hasanaat & &
O Herinnering om dankbaar te zij B
() Fiin liiden is zwaar g
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Table 2: Interview excerpts — understanding of illness as a test of God

Nodes

OE-EI:-FC-E‘.‘iFg van God [

=Inter nalsiiintery iews\ i rouw en van gev orderde leeftijdiil =- &1 reference coded [0,28%
Cowv erage]

Reference 1 - 0,38% Coverage

s Ja, ik zie dat alstesten/examens van God. Alhamdodiah, we moeten God dankbaar zijn en Hem lofprijzen. Ze
zeggen Moe'min minsab, het is de gelovige die ziek wordt. Het is God die hem test of hij dat (zigkte) zal
aarvaarden of nie.

=Inter nalsiiintery iews\\W rouw en van gev orderde |esftijd 1= -§ 1 reference coded
[0,60% Coverage]

Reference 1 - 0,60% Coverage

Dt is e en test komende van God. Dit & wat erwordt gezegd. Het is God die je beproeft meteen
hepaalde ziekte. God vergeeft hiermee de zonden met deze ziekte. Dus daarom moeten we God
prijzen voor dit. Daarom zeggen ze: het & de gelovige die zie kte krijet van god, hetiseen test van
God. Dat hoorterb i

=|nter nalsiintery iews\\W rouw en van gev orderde |esftijd =-§1 reference coded [0,19%
Coverage]

Reference 1- 0,19% Coverage

I:Ze zeggen dat het een test isen dat Hij de mensen beprodft. God beproeft zijn dienaars. 0:04:26 8

The final result of a codification process which relies on Grounded Theory is supposed to be the
creation of a theory, which is reached through selective coding. This third step in the coding process,
which often intertwined with the process of axial coding, is a process in which relationships between
the core category and other categories are systematically identified. In other words, it is a process of
integrating and refining a theory as an answer to the research question (Corbin and Strauss, 2015;
Mortelmans, 2011; Strauss and Corbin, 1990). As we did not aim to develop a substantial theory, we
sought to find theoretical insights into the way of thinking of Moroccan Muslim women towards death
and dying. A useful method in this process was the recorded memos in the previous phase on detected
crosslinks between concepts and categories. Analysing entails interpreting while seeking to understand
the perspective of the participant. It is clear that the coding process does start from the collected data,
but there is also a lot of reflection and interpretation on the part of the researcher (Mortelmans, 2008).
Reflection on the personal role happened in the form of note writing. This final process, which took
about 250 hours, took place in August 2015 and from August 2016 until October 2016, together with

the drafting of the report of our research findings.
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When key categories were well developed and the relation between categories were clear and
no new relevant data emerged, theoretical saturation (‘theorising’) was reached. This means that the key
categories are fully developed and that relations between different categories are clear and consistent
(Corbin & Strauss, 2015; Mortelmans, 2011). However, it is important to mention that stopping the
sampling involves judgment and is always tentative. Therefore, the theoretical sensitive judgment about
saturation is never precise (Glaser & Strauss, 1967, p.64).

At the heart of theorising lies the interplay between researcher and the data out of which
concepts are identified, developed in terms of their properties and dimensions and integrated around a
core category through statements denoting the relationships between them all (Corbin & Strauss, 2015;
p.63). In other words, the core of a theory is about abstracting theoretical concepts and relations (Strauss
& Glaser, 1998). However, our small-scale exploratory study did not aim to develop a substantial theory
or theoretical/conceptual model: via the codification process, we primarily aimed at entering into and

reconstructing the way of thinking of Moroccan Muslim women and thus to achieve theoretical insights.

In our exploration of the attitudes, beliefs and practices of Moroccan Muslim women regarding
death and dying, a tentative theorising/theoretical conclusion or insight was the clear relation between
religious beliefs and the attitudes and practices regarding ageing, illness, treatment decisions at the end
of life, death, burial and mourning (see table below). Religious beliefs and worldview seem to play a
crucial role in our participants’ attitudes and practices. The way one views the afterlife, whether having
a traditional/classical representation or not, has an impact on how one looks at treatment decisions at the
end of life and burial. Another tentative core concept was that personal confrontation with a palliative
situation or severe illness or high care needs might have an impact on how one views ethical dilemmas
(palliative sedation) and professional elderly care services. Throughout this study, we added interview
excerpts to exemplify the participants’ way of thinking. We do not intend to use our data as an illustration
of normative Islamic views, but we do confront our reconstruction of Muslims’ ways of thinking with

normative views and other empirical studies and highlight any similarities and differences between both.
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Personal and Research Experience of the Researcher

No one starts a research as a blank page. We do not separate who we are from the research and
analysis we do and we must be self-reflective about how we influence the research process and vice
versa. We always occupy a certain position (e.g. academic, female, Muslim) and this position colours
our vision. The ‘issue’ of researcher membership or insiderness is relevant to mention here as the
researcher plays a direct and intimate role in both data collection and analysis (Corbin & Strauss,
2015, p.14). Insider research or insiderness refers to when researchers conduct research with
populations of which they are also a member and share the knowledge of the studied group because
of their cultural linguistic, ethnic, national or religious association with it (Dwyer & Buckle, 2009;
Kanuha, 2000; Merton 1972). Postmodernism emphasizes the importance of understanding the
researcher’s context (e.g. gender, ethnicity etc.) as part of narrative interpretation (Dwyer & Buckle,

2009) and encourages the cultivation of self-reflexivity (Jootun et al. 2009; Nowicka & Ryan, 2015).

Being an insider is more complex and multifaceted than usually recognised (Ganga & Scot,
2006). According to Merton (1972), the outsider-insider distinction is a false dichotomy since
outsiders and insiders have to deal with similar methodological issues on positionality and (since)
the knowledge produced by researchers varies according to their position in the field. He suggests
that neither insiders nor outsiders have privileged or more valid knowledge about a group and that
neither of the positions occupies a higher status in terms of objectivity, subjectivity or authenticity.
The idea is that there is no neutrality, but only greater or less awareness of one’s biases. Insiderness
or outsiderness are not fixed or static positions (Wray & Bartholomew, 2010; Kirpitchenko & Volder,
2014).

However, being a member of the Moroccan Muslim community resulted in several
advantages. First, the insider position allowed me to gain easier access to the research population and
to be easily accepted by the participants. This again contributed to levels of trust and resulted in a
stronger rapport (Bhopal 2001, Kirpitchenko, 2014). By conducting fieldwork in familiar settings
and communities, | had easier access to informants and the opportunity to recruit informants in my
existing social networks (Bhopal, 2001; Kipitchenko & Volder, 2014; Mortelmans, 2008, p.256).
This closeness and familiarity to the group also provided a nuanced and unique insight about this
underrepresented group and into sensitive topics, resulting in a greater depth of the data gathered
(Chavez, 2008). Their openness and willingness to share their experience might be explained by the
assumption of understanding and of shared distinctiveness, which might have increased the
authenticity and trustworthiness of the study (Bhopal, 2001). Several participants explicitly
mentioned that they were happy to see a female Moroccan Muslim conducting the research, which

facilitated their willingness to participate.
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Second, being an insider also bridged the language and communication barrier by
understanding the spoken and unspoken language of the interview (Ganga & Scott, 2006;
Kirpitchenko, 2014; Nowicka & Ryan 2015). This means being familiar with the native language(s)
and sensitivities and having insight into the linguistic emotional principles of participants, but also
stimulating natural interaction and behavior, detecting nonverbal gestures of embarrassment and
discomfort (Chavez, 2008) or avoiding topics by saying (“God knows best”). Another example of
‘bonding’ through language among elderly participants was the respectful way of addressing them

as ‘aunt’ in Moroccan Arabic or Berber language.

Third, being an insider made it easier for me to immerse myself in the living world of
Moroccan Muslim women but without losing control over the interview or answering questions
which might entail loss of nuances the participants might have wished to add. As mentioned before,
when (elderly) participants were shy/insecure or not quite talkative at the beginning of an interview,
I would talk about myself or family (e.g. background, migration history) to make the participant feel
comfortable, but also by being emphatic (e.g. nodding and humming) and thus encouraging them to
continue narrating. | believe that sharing my own personal history helped me to gain the trust of the
research participants and that it enabled them to share in greater detail their views, experiences and
practices and thus was a potential opening-up for some elder participants. For example, when
participants found out that my roots lie in Morocco (Temsamane), this led to geographical
connections. This sharing of information worked surprisingly well to start the conversation and gain
trust. However, | acknowledge at the same time that this might have constructed a particular picture

of me as a person/researcher and might have influenced the interview process.

Fourth, being female might also have facilitated the willingness of women to participate.
According to Hoopman et al. (2009), gender of the researcher is important. They argue that women
are generally more acceptable because in many cultures, including the Moroccan culture, it is more
acceptable for a woman to interview a man than the other way around. No problems were found in
interviewing male Moroccan experts in the field, though, which might be explained by the fact that

| contacted them in their professional capacity.

Fifth, being female and of the third generation might also explain the often-given position of
‘daughter’ or ‘granddaughter’ among elderly participants during the interview. The openness and the
participation of participants might also be understood from within that perspective. My young age
and the fact that many of the participants interviewed had (grand)children of my age seem to have
been a benefit. This position of ‘daughter’ or ‘granddaughter’ sometimes made it difficult to request
the elderly participant to respond to the question as they often narrated a story or experience in detail
and thus strayed off topic. It is exactly here that | explicitly positioned myself as a researcher by

requesting in a friendly and respectful way to return to the question. Another example is that some
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elderly participants would made this ‘familiarised’ position clear by inviting me for a meal after the

interview or inviting me to come back for a coffee.

Despite the important benefit of being a member of the group studied, there were also
drawbacks that should be acknowledged (Dwyer & Bucke, 2009). First, my participants often took
my knowledge about their views and practices for granted and assumed that | knew what they meant
without delving into the topic. Often participants made assumptions of similarity and therefore
insufficiently explained their individual views or experiences by for example saying: “You know
what [ mean”, “You know how this goes among us Muslims/Moroccans”. I often felt it was difficult
not to succumb to the impression of being knowledgeable about my participants’ lives, views and
practices. To overcome this, I repeatedly asked them for elaboration (“I know what you mean, but
please tell me more” or “what do you mean” or “could your further explain™) also known as ‘waving
the red flag’ (Corbin & Strauss, 2015 p.98). It is exactly in this respect that | had to position myself
as an ‘outsider’ by requesting them to explain. This insider/outsider status changed at different points
in my research. In addition to this, my ‘insider’ status also constituted surprised reactions when
asking elderly participants whether they perform the prayer (salaf). As they considered this an
‘evidence’ — certainly at their age —, they felt offended, as | seemed to give them the impression of
putting that ‘evidence’ into question. As a result, posing this question often made me feel

uncomfortable.

A second confrontation was that often I was being ‘interviewed’ by (mainly elderly)
participants, which I refer to as ‘double interview’. Here [ made the distinction between answers to
questions that might influence the interview and harmless information. For example, elderly
participants would frequently ask me from where | originally am, or my (grand)parents, and whether
I am married or not. | considered this harmless information, but also a way of gaining trust by sharing
this information, as these questions were often posed at the beginning of an interview. When the
guestions contained content related to the study, | directly suggested that I would answer the question
after the interview. An example was a question of a middle-aged participant about my personal view

on palliative sedation.

Third, a risk of sharing the same background is the ‘(counter-effect in) reciprocity’ requests
from participants for support or services (Chavez, 2008), which result in struggle with this dual role
of insider/outsider. This familiarity also created certain unexpected expectations such as when an
elderly participant asked, before starting the interview, to quickly go shopping with her. Another
example is the request of an elderly participant to help her with administration or assist her

linguistically when contacting a lawyer.
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Fourth, belonging to the same community also raised issues about anonymity and
confidentiality. In the context of an elderly participant’s non-response, there was a concern that
information from the interview would not remain confidential and she was afraid that her
participation would be exposed in fear of reaction of the social environment. While on the one hand
being a member of the same community (e.g. female Moroccan Muslim) allowed the participants to
speak to me confidently in deep and detailed conversations, on the other hand this might also have
restrained the participants from giving views that might not seem in accordance with normative

Islamic views or hampered in providing ‘deviated’ answers out of fear of being judged.

Disciplined bracketing of the assumptions and detailed reflection on the subjective research
process, with a close awareness of one’s own personal biases and perspectives, is important to reduce
potential concerns/bias associated with insider membership (Jootun et al., 2009). My insider/outsider

status was not a fixed category, but was rather negotiated throughout the research process.

Not only have I influenced this study, but the study has also influenced me and assisted me
personally in understanding and dealing with death and dying. This study personally helped me in
dealing with the loss of my aunt in February 2017, as | was already well acquainted with the
perceptions, views, difficulties and practices of (Moroccan) Muslims with regard to death and dying.
I compared my experience and views on dealing with care for an elderly person with high needs,
withdrawing a life-sustaining treatment and loss of a loved one with the empirical data. This also
helped me to view the data from another perspective. In addition, this research also made me as a
person more sensitive to the topic studied in my personal life by being more aware of what ageing,

death and dying means.

Nevertheless, | was confronted with a difficulty during the writing process of the articles
(from withholding life-sustaining treatment until mourning), as at that moment I was simultaneously
experiencing the subject of the article in my personal life. | acknowledge that this might have
influenced the writing process of this dissertation. Another confrontation was the emotion and pain
expressed by my participants when dealing with the topics care for the elderly, dying, death,
mourning and remembrance. It was difficult to remain detached and unaffected when dealing with
human experiences, particularly those related to pain and loss. Rather than attending to ethical
concerns through arbitrary distance, in this context, | found it more important to empathise with them
and give them the space to express their emotions upon which | reacted by giving them a hug or by
saying “I’m sorry for your loss” or “May God have mercy upon him/her” when talking about a

deceased loved one.
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Control Strategies: Rigour and Credibility

The aim of rigour is to show the consistency of the study methods over time and provides an accurate
and faithful representation of the population studied (Beck, 1993; Guba & Lincoln, 1989; Rolfe 2006;
Thomas & Magilvy, 2011). To ensure the rigour and credibility of the study, several
strategies/techniques were adopted (Cyriaco et al 2017; Noble & Smith, 2015; Leung, 2015). First,
preoccupied ideas and assumptions, theoretical notions gained through the literature study and
interviews with experts were bracketed as much as possible (Jootun et. al. 2009; Mortelmans, 2008).
An effective strategy was to literally ignore as much as possible the literature of the area under study
during the analysis process, in order to assure that the emergence of categories will not be
contaminated by preconceived concepts (Glaser & Strauss, 1967). After the analysis of our empirical
data, the literature study and the data of the interviews with experts were compared with the data of

our interviews with Moroccan Muslim women to check their consistency and credibility.

A second technique was keeping a journal and taking notes during all phases of the study.
Memos are personal notes by the researcher, which he/she usually uses to keep track of and develop
his/her own thinking (Beck 1993; Koch, 2006). The writing of memos comes down to the notation
of ideas when they arise. My ideas arose while interviewing, after interviewing, while talking to my
(grand)mother, while transcribing and analysing interviews, while writing an article and especially
before sleeping. Memos were written down on my phone, in my notebook and in NVivo. This
technique is considered by qualitative research as a supportive tool for the researcher to guide the
analysis (Mortelmans, 2011). Memo writing is designed to ensure that we thoroughly familiarise
ourselves with our data. These memos often are reflections about data which have an interpretative
or analytical character (Mortelmans, 2008). | distinguish different memos or notes including
analytical/theoretical notes, reflexive notes, methodological notes and field notes. Analytical notes
were implicit links between pieces of the data which often give a start or building block of a theory
such as the relationship between body/life and the viceregency of the human being. They helped to
develop theoretical insights on the topics studied, certainly while coding and analysing the data (Beck
1993; Corbin & Strauss, 2015; Lincoln & Guba 1989; Mortelmans 2008; Strauss & Corbin, 1998).
In methodological notes, concerns about the method of data collection and analysis were kept. In this
way, they assisted in writing out the methodological accountability of the study, such as the choice
of audiotaped consent, choices with regard to the development of certain categories (e.g. making a
difference between normative ideas on certain practices and actual practices) and choice of journals.
During data collection, detailed notes were taken after each interview on the interview course,
impressions, setting and interruptions as well as during participant observation. Self-awareness by
writing frequent memos about my reactions and feelings during data collection and analysis can

helped me to recognise the influence that | had on the research and, just as importantly, that the
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research had on me (Corbin & Strauss, 2015, p. 348). Researchers are part of the social world under
study. It is thus vital to be aware of any pre-conceived ideas about the topic, and to bracket them as
much as possible and remain open to the data (Jootun et al. 2009). By writing everything down, |
was well aware of the personal views, perspectives, difficulties when collecting and analysing data.
At the same time, they were also used for comparative purposes against the views and perspectives
of the participants. An example is the story of a middle-aged participant who lost her two young
children, which had a great impact and occupied my thoughts for days. Another example is the story
of Khadija who lost her parents and husband and feels abandoned by her children. By keeping notes,
this fostered self-awareness such as the response to the data (e.g. difficult experience of advanced
iliness, loss of a loved one). At the same time, this promotes credibility and conformability of the
research findings (Koch 2006)

Third, through the usage of the triangulation of different data gathering procedures, this
research aspired to add breadth, complexity, richness, depth and comprehensiveness to the studied
phenomenon. Different methods were used to gather material for analysis to ensure that the
theoretical insights derived represent a comprehensive and accurate picture of the data based on the
combination of interviews with women and interviews with experts, participant observation (field
notes) and the literature study. The research topics and objects are thus investigated from different
perspectives by using different data sources (Mortelmans, 2008, p.435). This is important to assess
the validity of the data, but sometimes also to provide new insights. Triangulation is not a tool to
check the validity of data and labeling data as ‘true’ or ‘false’ but to ascertain validity of the

inferences derived from different sources (Hadi & Closs, 2016).

Fourth, the findings have been submitted to peer debriefing by the guiding committee,
consisting of the promotor and a post-doctoral researcher, to control and ensure the consistency and
credibility of the data collection and analysis (Corbin & Strauss, 2015; Mortelmans, 2008; Koch,
2006; Guba & Lincoln 1989). The guiding committee reviewed all phases of the study including data
collection, data analysis and dissemination. In order to increase the rigour and reliability of the
developed concepts and analysis, double coding was performed. A post-doctoral researcher
independently coded a few interview transcripts and subsequently compared these with my coded

transcripts. This way, ambiguities or blind spots in the analysis could be noticed and tackled.

A fifth strategy applied was data checking with members of Moroccan Muslim community
(also known as ‘member checking’) to verify whether the analysis by the researcher was considered
credible and recognisable (Baarda et al., 2006; Cyriaco et al 2017; Guba & Lincoln 1988;
Mortelmans, 2008; Long 2000; Koch 2006; Rolfe 2006). More specifically, findings were regularly
discussed with people in this setting to receive feedback of people who are in the setting. To check

the accuracy and interpretation of the data, | shared a draft of my articles with several members of
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the Moroccan Muslim community. | asked them to read my interpretations and conclusions and to
indicate whether they were consistent with their experience and their reflections.

Our final strategy was the detailed comparison of our data with the existing findings of the
larger research programme (cf. Van den Branden 2006; Baeke 2012) in which our doctorate is
embedded. This enabled us to check the rigour and credibility of our data.
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1. Institutional Elderly Care Services and Moroccan and Turkish Migrants in

Belgium

Introduction

In Belgium, Muslim migration began in the early sixties of the twentieth century. At that time, guest
workers from Muslim countries, more specifically from Turkey and Morocco, were recruited in large
numbers. Whereas there was hardly any Muslim presence in Belgium before the sixties, in a few
decades Islam has become the second largest religion in the country [1]. Today, Belgian Flemish
society is confronted with the ageing of this Muslim population [2-5]. Whereas the situation of
elderly migrants in the Netherlands is well documented, little information is available on this part of
the Belgian population. Until recently, migration and ageing were considered as separate and
different phenomena, each covered by a different policy. Only recently have Belgian policy makers
begun to realise that migrants too are part of a collective ageing that is taking place in this country

[6].

The aim of this literature review is threefold. Firstly, this article seeks to provide a review of
the available studies on accessibility and use of institutional care services among Moroccan and
Turkish migrants in Flanders and Brussels. Given the central role played by the regional authorities
in elderly care, we focus on the Flemish, Dutch-speaking part of the country. Secondly, this paper
aims to identify, using the available data, the specific needs of Moroccan and Turkish migrants
regarding elderly care services. Finally, it provides an overview of the way in which Belgian policies

have provided a response to these challenges.

Methods

For this review, we included primary and secondary studies from academic, grey and policy literature
relevant to the Belgian context and published between 1965 and 2014 in Dutch, English and French.
To locate academic, grey and policy literature, we searched PubMed, LIMO, JSTOR and Google
Scholar. Hand searching and reference list searching were also used to locate additional academic,
grey and policy literature. As academic studies on this topic are scarce, this literature review is
predominantly based upon grey and policy literature. By grey literature we mean documents or
materials outside formal academic publication channels, including reports, news articles, and
information guides. The main keywords guiding our search were: migrant, Muslim, Moroccan,
Turk*, ethnic* minority, cultural*, Islam*, religion. These terms were crossed with: ageing, Belg*,
elder*, older, senior, care, health, institutional services, residential, nursing home, access*,
use/utilisation, formal care, migration, policy, Federal*, province* and Flemish. In order to meet the
aims of the review, literature had to deal with the accessibility and the use of institutional elderly

care services by Moroccan and Turkish migrants and/or the subject of their needs regarding elderly
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care. Our search yielded 21 references which predominantly contain small scale qualitative empirical
studies. Eight empirical studies (2 quantitative and 6 qualitative studies), 5 policy documents, 3
theoretical studies, 3 news articles and 2 popularized reports have been included (Table 1 and 2). It
is worth mentioning that, firstly, no peer-reviewed articles have been found and, secondly, large scale
empirical studies on these topics are lacking to a great extent. The majority of the literature focused
on a description of ageing among elderly migrants; needs and wishes regarding their old age, and
subsequent initiatives undertaken. In the discussion section, we have compared the Belgian data with

the large available empirical studies in the Netherlands.
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1. Empirical and theoretical studies

39

Author (s), Year of Publication, Title

Purpose

Type + methodology

Results

Cuyvers G, Kavs J. (2001), De huidige en
toekomstige behoeften van allochtone
ouderen aan welzijns- en
gezondheidsvoorzieningen.

1. To determine needs of elderly migrants (Italian, Spanish,
Greek, Portuguese, Moroccan, Turkish and African elderly).
2. To identify solutions for quality improvement.

Qualitative research:

1. 4 focus groups with

Elderly (>50 years) Italian, Moroccan and Turkish
people from Flanders (n=5-12).

2. 3 focus groups and in depth-interviews with
privileged witnesses (n=10).

Mutual ignorance between elderly migrants and Flemish care
services. Care need of elderly migrants will increase and family care
will decrease. Several barriers: language barrier, financial constraint
and cultural barriers.

Janssens A, Timmerman C. (2003), Hoe elkaar
de hand reiken? De zoekende interactie
tussen de allochtone ouderen en het
zorgaanbod in de stad Antwerpen.

To explore the needs, wishes and expectations of elderly
migrants and the extent to which demand is made upon
professional care provision.

Qualitative research:

1. In depth-interviews with elderly (>50) Moroccan
(n=16) and Turkish migrants (n=13) from Antwerp.
2. 2 focus groups and in depth-interview with
privileged witnesses (n=9).

Little or no care need that cannot be taken by the children; very
limited appeal to care services; count upon family care; care and
return dilemmas, cultural and religious barriers (experience of
religion, gender relation).

Berdai S. (2005), Vergrijzing...een kleurrijk
gegeven!

1. To map health and social welfare needs of elderly
migrants.

2. To obtain an insight into the issues that elderly migrants
encounter when appealing to health and social welfare
services.

Qualitative research:

1. In depth-interviews with

30 elderly (>55 years; 19 women, 11 men) Moroccan,
Turkish, Italian, Spanish, and Black-African people
from Brussels.

2. In depth-interviews with privileged witnesses
(n=24) and family caregivers (n=6).

Situation of elderly migrants is comparable with that of
autochthonous elderly (80+) in a disadvantaged position. Little
knowledge of provision of care services and a number of thresholds
are observed, such as financial situation, language, culture and food.

Declercq A, Wellens N, Demaerschalk M, De
Coster I. (2006), De ontwikkeling van een
vormingsprogramma over de zorg voor
allochtone ouderen in rusthuizen en rust- en
verzorgingstehuizen.

1. To develop a training program on the demands and
needs of elderly migrants in residential care.

2. To map the perspective of provision (elderly care
services) and perspective of demand (elderly migrants).

Qualitative research:

1. Focus groups with elderly (>60) African people
(n=8) and intermediaries (n=8).

2. 28 survey of privileged witnesses in elderly care
services; staff (n=28) and directors (n= 10).

Training program is best embedded in existing training packages.
Elderly migrants are unknown in the sector of elderly care. An
increase of appeal upon care services is expected.

Levecque K, Lodewyckx |, Van den Eede S.
(2006), Gezondheid en gezondheidszorg bij
allochtonen in Vlaanderen.

1. To provide an overview of the health situation of
autochthonous and allochthonous population in Flanders.
2. To map the accessibility and utilisation of different
health care provisions among the two populations.

1. Literature study
2. Quantitative analyse of Health Interview Survey of
1997, 2001 and 2004.

Perception of subjective health differs significantly depending upon
the region of origin. Moroccan and Turkish people make less use of
preventive health care, curative care and medical consumption, but
rely more frequently upon traditional healers (cf. psychic, somatic
complaints).

Lodewijckx E. (2007), Ouderen van vreemde
herkomst in het Vlaamse Gewest: origine,
sociaal-demografische kenmerken en
samenstelling van hun huishouden.

1. Quantitative description of a few socio-demographic
characteristics of elderly people of foreign origin.

2. A thorough analysis of household types of elderly people
of foreign origin.

3. To explore expectancy pattern of elderly people of
foreign origin towards family care and formal care reflected
in the composition of their household.

Quantitative and qualitative research:

1. Population data of National register

2. Socio — Economic Survey 2001

3. Qualitative analyse of a focus group with
elderly migrants (>55) of West —Europe, South-
Europe, North-Africa, Turkey and Poland.

Moroccan and Turkish elderly people live much less on their own and
thus more with other people, compared with autochthonous elderly
population. The household structure is comparable with the
household structure in the country of origin. Moreover, children and
family take care of the elderly. Elderly Moroccan and Turkish people
can count upon family care. This population lives more in a multi-
generational household; compared with autochthonous Belgians.

Talloen D. (2007), Zorg voor allochtone
ouderen.

1.To explore the theme care for elderly migrants.
2. To provide possible solutions for quality care provision
for every person and in particular elderly migrants.

Literature study:

1. Results of project ‘Aging in Flanders’ (inventory of
needs and wishes of 1500 Italian, Spanish,
Portuguese, and Greek elderly people).

2. Theoretical case study of Moroccan and Turkish
elderly migrants.

There are specific points of interest among Moroccan and Turkish
elderly regarding care. The differences between the care need of
autochthonous and elderly migrants is the way in which it is
interpreted. Several barriers are mentioned: financial constraint, lack
of knowledge of health care system, cultural and religious barriers,
care and return dilemmas and low level of education.
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Vassart C. (2007), Migration et vieillissement:
la situation particulaire des personnes agées
d'origine étrangére en Belgique.

To describe the impact of the evolution of elderly migrants
in Belgium.

Qualitative research:

Focus group on the topic immigration and ageing of
the population with researchers from different
disciplines of social sciences and with fieldworkers.

Changing economic situation; there is no certitude that family care
can be assured with the same continuity. Immigration is a reinforcing
factor for issues that are inherent to old age (isolation, poverty,
dependence).

Derluyn I, Lorant V, Dauvrin M, Coune |,
Verrept H. (2011), Naar een interculturele
gezondheidszorg: aanbevelingen van de
ETHEALTH-groep voor een gelijkwaardige
gezondheid en gezondheidszorg voor
migranten en etnische minderheden.

To carry out recommendations that can promote a greater
equality in health care situation of migrants and ethnic
minorities by an expert panel.

Literature study

Developed 46 recommendations for the Belgian government which
can be summarised as following: (1) developing strategies to dispose
of adequate information regarding ethnicity and health differences
and realisation of culturally competent services and health care
providers; (2) Providing same health opportunities to MEM (migrants
and ethnic minorities); (3) Particular attention to certain vulnerable
groups; (4) Making health care accessible for MEM.

Lodewijckx E, Pelfrene E. (2012),
Huishoudensstructuur en solidariteit tussen de
generaties bij personen van vreemde afkomst:
in: Generaties en solidariteit in woord en
daad.

1. Comparison of household structure of Moroccan,
Turkish, Italian and Spanish population, with that of Belgian
population.

2. To compare care patterns that are common among
elderly migrants of Morocco and Turkey.

Quantitative research:
1. Population data of National register
2. Socio — Economic Survey 2001

The elderly population of foreign origin shows a younger age
structure than the Belgian population. Moroccan and Turkish
migrants have a more traditional view on elderly care. Their attitude
towards collective housing is rather negative.

Talloen D, Verstraete J, Chech J. (2012),
Allochtone ouderen, senioren van bij ons:
lessen uit de praktijk.

To provide an overview of the initiatives taken in order to
narrow the gap between elderly migrants and the existing
provision of services and social, cultural and other
activities.

Qualitative research:

Three intervision meetings in which project
supervisors exchange information on (a) the
methods applied, (b) the difficulties encountered
and (c) the responses to it.

Many efforts are needed to let elderly migrants participate fully in
society, such as, a further interculturalisation of provision,
sensitisation of target groups, more cooperation between care and
diversity sectors and strengthen competencies of providers working
with elderly migrants.

2. Other types of literature

Author (s), Year of Publication, Title

Type & description

Van der Sypt. (2015), Het belang van interculturaliseren van de ouderenzorg.

A popularized report on the importance of interculturalization of elderly care.

Bhutani S, Charkaoui B. (2005), Bouwsteen VIII: ouderenzorg voor iedereen.

A short popularized report of Minority Forum on the state of the art of the situation of elderly care among ethnic minority and migrants in
Belgium from a policy perspective.

Flemish Government. (2009), Residential decree of 13 March 2009.

Decree of Flemish department of Welfare, Public Health and Family.

Interdepartementale Commissie Etnisch-Culturele Minderheden. (2001), Het Vlaams beleid
naar etnisch-culturele minderheden: jaarrapport 2001.

Policy document:

Annual report on ethnic- cultural minorities and different fields including education, welfare, leisure.

Vandeurzen J. (2010), Vlaams ouderenbeleidsplan 2010-2014.

Policy plan towards elderly people of Flemish department of Welfare, Public Health and Family on residential care.

Vandeurzen J. (2012), Nota van de Vlaamse regering. Vlaams ouderenbeleidsplan 2010-2014:

Voortgangsrapport 2010-2011

Policy plan towards elderly people of Flemish department of Welfare, Public Health and Family.

Vervotte |. (2007), Vlaams Ouderenbeleidsplan 2006-2009.

Policy plan towards elderly people.

Binst JM. (2011), Gebrek aan ouderen-woonzorg voor allochtonen wordt nijpend " Steek ons
alsjeblieft niet in een rusthuis".

News article on the lack of elderly residential care for migrants in Brussels.

Hubo B. (2014), “Moslimkamers in rusthuis De Overbron”.

News article on Muslim chambers in nursing home De Overbron in Brussels.

Patrick Martens (2011). “Allochtone ouderen vinden weg naar zorg niet”.

News article on elderly migrants not finding their way to professional care.
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Research population

In this review, the research population consisted of elderly Moroccan and Turkish migrants.
Although, the Flemish residential care decree considers a person of 65 years and older as an elderly
person, in this review we have broadened the scope of those considered elderly to 50 years old, as
studies were found on this particular age group too. According to study of Cuyvers & Kavs [7],

Belgian elderly migrants consider old age from the age of 50.

In 2013, almost 1,2 million people of foreign origin lived in Flanders. This corresponds to
approximately 18% of the total population. In 2013, Jan Hertogen estimated that Muslims were 6,5%
of the Belgian population (22,6% in Brussels and 4,7% in Flanders), 46,4% were from Moroccan
and 25,8% from Turkish descent [8]. Statistics of the Federal Government (FOD) have shown that
in 2010 the Belgian population counted nearly 10 million people, of which 1.745.740 were 65 and
older (women: 1.015.151; men: 730.589). According to these statistics, there were 8.472 elderly
Moroccans (women: 4928; men: 3550) and 4.227 elderly Turks (women: 2549; men: 1678) of 65
years and older [9]. The share of elderly people of Moroccan and Turkish origin comprised 6%,

against 27% of the elderly Belgian population [11].

More specific details on this elderly migrant population were found in a study carried out
by Lodewijckx [5]. In 2004, almost 5% (62000) of all elderly people over 55 years old in Flanders
were from foreign origin, 1% (18000) were of non-western origin. Moroccans formed 9% and Turks
7% of the share of elderly people of foreign origin. Moroccan and Turkish elderly people formed
only a small share of the total population, among which the number of elderly people of 80+ was
extremely limited. An important note in this regard is that this population showed a young age
structure. As such, the majority of this group was younger than 65 years old. The size of this

population, as well as the average age, was increasing at the same time [5].

There are two important limitations regarding figures on this population in Belgium. Firstly,
the figures on Moroccan and Turkish migrants are not entirely reliable or representative for the
totality of elderly Moroccan and Turkish migrants, due to the fact that a part of this population have
naturalised. Since the 1990’s, the Belgian legislation on naturalisation has changed dramatically
which has led to a large number of immigrants obtaining Belgian nationality. Thus, figures on
migrants are based upon the criterion of nationality, as a result of which the naturalized population
are not taken into account. In reality, the number of Moroccan and Turkish elderly population is
higher [7, 12]. It is important to note that figures on elderly Moroccan and Turkish population include
Moroccan and Turkish migrants who came in the late 1960s and 1970s, and the continue influx of
elderly Moroccan and Turkish migrants as a result of family reunification [7, 12]. Secondly, no
official prognosis of the number of elderly migrant people exists at national or regional level.

However, a calculation has been found in a study of Cuyver & Kavs in 2001. According to this study,
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an increase is expected of the number of people over 60+ from Morocco and Turkey between 2001
and 2020. More specifically, whereas in 2001 Flanders' elderly population (60+) consisted of 22,7%
autochthonous, 6% Moroccans and Turks, and in Brussels 25,5% autochthonous compared with 8%
of Moroccan and Turkish elderly people, in 2020 the elderly Moroccan and Turkish population in
Flanders and Brussels will vary between 25% and 30% [7]. This calculation is in keeping with the
abovementioned figures of 2004 and 2010.

Results

Accessibility and Utilisation of Institutional Elderly Care Services by Elderly

Moroccan and Turkish Migrants in Flanders and Brussels.

According to Talloen [4], the first generation Moroccan and Turkish migrants fulfil a pioneering role
regarding ageing in the Belgian context. Indeed, they lack the experience of ageing in a foreign
country, as a result of which they do not find their way in the Flemish landscape of care services [7].
Though care services and providers themselves believe that migrants are familiar with the provision
of institutional elderly care services [4, 7, 10], this is not the case. As a result of the limited use of
care services by this migrant population, institutions are not stimulated to offer services tailored to
their needs [4, 7, 10]. Presently, no detailed figures exist on the number of elderly migrants in elderly
care facilities at national, Flemish or regional level. According to Declercq et al. [12], this lack of
data might be explained by the fact that very few Moroccan and Turkish migrants reside in residential

care facilities.

To this day, the demand for institutional elderly care by Moroccan and Turkish migrants is
very low [11]. Many studies have confirmed this observation based upon small scale qualitative
research [4, 5, 7, 11, 12]. However, according to these studies in Flanders, a high demand of
institutional care services by elderly Moroccan and Turkish people is to be expected in the near
future. This assumption is based upon the expected increase of this population as aforementioned, as
a result of which an increase of demand for care is simultaneously expected [2, 4, 5, 7, 11, 12]. Given
the expected increase of high age (80+) Moroccan and Turkish people, an increase of demand for
care on the one hand, and the decrease of willingness of the younger generation to take care
responsibility towards their parents, especially those in high need of care, on the other hand, is
expected. Consequently, there is a certainty that in the near future more appeal will be made upon
formal care [5, 7, 11, 12, 14]. Depending on the intensity of the care required, family caregiving

might come under pressure and might not be able to fully take responsibility for the care [5].

A study by Cuyvers & Kavs [7] pointed out that migrants in Flanders are more likely to make
a higher use of general practitioners services and a much lower use of physiotherapy and elderly care.

The explanation given for this difference is, firstly, that unlike the latter type of care, medical care is
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a well-known territory for them and secondly, that Moroccan and Turkish migrants assume that they
can rely upon the traditional family safety net and thus count upon family caregiving. According to
Berdai’s research, 76.6% of elderly migrants in Brussels prefer to be taken care of by their children
and nearly 90% refuse to reside in a retirement home [15]. Vera Jans, a member of Flemish
Parliament, carried out a survey among 740 recognised elderly care services in Flanders of which
133 were filled out. Only 19 elderly migrants, who were of German, Italian and Polish origin (no

Moroccan or Turkish migrants), were detected in 133 elderly care services [16].

Many studies in Belgium [4, 7, 8, 12-14] report a positive correlation between the extent of
integration and the accessibility and utilisation of elderly care services by migrants. Thus, the better
the socio-cultural integration, the more migrants make use of medical and care facilities. Moroccan
and Turkish migrants’ access to the available mainstream elderly care services in Flanders and
Brussels is hindered by a number of specific factors: the language barrier, a low level of education,
a lack of knowledge of the healthcare system, financial, cultural and religious barriers and the so-
called return and care dilemmas. In what follows, we briefly discuss each of these factors.

Language Barrier

Most of the elderly Moroccan and Turkish migrant population in Flanders have little knowledge of
the Dutch language, which hampers their access to and utilisation of elderly care services [4, 7, 10,
12, 13]. Concerning this, it is worth mentioning that Dutch language courses for migrants have only
been organized by the Belgian government since the late nineties. Additionally, studies [4, 12, 13]
have shown that classical information material such as folders and campaigns in Dutch hardly reach
this group. According to Cuyvers & Kavs [7], communication among autochthonous Belgians is also

more direct than among migrants, particularly when it concerns sensitive topics such as ageing.
Low Level of Education

According to research carried out by Levecque et al. [14], education determines not only health
condition, but also access to institutional care services. Many Belgian studies [2, 4, 7, 10, 12, 13]
report that the provision of information and administrative procedures including filling out forms are
hindered by a high illiteracy rate among elderly Moroccan and Turkish migrants in Flanders. Berdai’s
study pointed out that approximately 63% of elderly migrants in Brussels demand simplified
procedures and more coherence in administrative management. Lodewijckx observed in his study in
Flanders that nearly 70% of the elderly Moroccan male population (between 65 and 74 years old)
and 40% of Turkish male migrants have not enjoyed education compared with approximately 5% of
their autochthonous counterparts. The situation among women is much worse; respectively 82% of
Moroccan women and 70 % Turkish women are uneducated, compared with 6% of the autochthonous
elderly population [5]. According to Levecque et al. [14], a higher level of education leads to a better

assimilation in the host country and to a higher use of care services.
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Financial Barrier

The poor financial situation and low socio-economic position of many elderly migrants in Belgium
is a key barrier to the accessibility and utilisation of institutional care services. Several studies have
also reported that a low socio-economic position often seems to explain poorer health [4, 12, 15]. In
2006, approximately 57 % of the Moroccan and Turkish population versus 12,66 % of the totality of
the Belgian population lived in poverty [6].

Levecque et al.’s research [14] points out that people with insufficient income save on health
care. Moreover, six out of ten Moroccan and Turkish households report a low expenditure on health
care in comparison with one out of four households among the autochthonous population. The
explanation given is that these expenses are high and difficult in relation to their household budget.
In other words, one out of four households of Moroccan and Turkish origin postpone medical care
due to their financial situation. According to Berdai’s research, 83,3 % of elderly migrants mentioned
the financial aspect as a threshold for the utilisation of health care [15]. In sum, these economic
factors have an immense impact on the utilisation of care services by migrants in general, but also

specifically on the admission to nursing homes due to the huge costs involved [6].
Lack of Knowledge of Health Care System

There is a broad agreement in the literature that elderly migrants are not aware of elderly care
facilities due to a lack of familiarity with the existing care structures in Belgium [4, 10, 12, 13].
According to research of Janssens & Timmermans [2] and Talloen [4], the major obstacles for elderly
migrants are the complex administrative system, the bureaucracy and the lack of knowledge of care
services. The reason given for this lack of familiarity, is the fact that when care is needed, Moroccan
and Turkish migrants tend to rely upon oral information and upon informal family care [4, 12].
According to Lodewijckx’s research, 21% of all care-dependent elderly people are migrants. Over
10% of the elderly autochthonous population (75+) lives together with their children (in law) and/or
grandchildren, whereas seven out of ten Moroccan and Turkish 75+ persons live in a multi-

generational household [9].

With regard to formal care, this population cannot refer to a similar concept in their culture
or home country, which also explains their perceived negative image of this type of care [4, 12].
Formal care is a type of care that is typical for a modern individualistic western society, whereas in
traditional collective societies such as Morocco and Turkey, care responsibility lies in the hands of
the family and/or social network [5]. Whereas in their home country a wide social network exists

upon which they can rely, in Belgium this network is fragmented or missing to a large extent.

Cultural and Religious Barriers
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The access and use of institutional care services are also limited by a number of factors which have
a cultural and religious basis. According to several studies [4, 7, 15], care services have little
knowledge of the cultural and religious beliefs and practices of Moroccan and Turkish migrants
regarding ageing, health, illness and gender relations. Traditional explanatory models of illness and
illness behaviour coming from Morocco and Turkey keep existing in Belgium [14]. According to
Declercq et al., elderly Moroccan and Turkish people experience a different illness perception which
seems to be a bottleneck for access to residential and nursing homes [12]. Elderly migrants’ health
complaints have often a psychosomatic origin and are often connected to psychosocial issues. Iliness
is often seen as a test by God; the ‘evil eye’ is another explanatory factor for both illness and
misfortune, which is powered by jealousy [4]. This population attaches a great importance to customs
from the popular belief of their country of origin which are connected with religious therapy, and
thus for these issues, they often seem to rely upon traditional healers [12]. Formal elderly care does
not take into account the attitudes towards health and illness experience and treatments of this
migrant population and consequently, might be one of the reasons why they avoid these services
based upon the assumption that they would not be understood [4, 10]. This is also one of the reasons
why deployment of care providers with intercultural competences, particularly of the same
background, seems to be crucial to provide an environment that is familiar within their social world
[4, 7, 12, 14]. Besides, in traditional collective societies the use of formal care generates a loss of
face within a community that equates this with children not fulfilling the care responsibilities that
they hold towards their parents [4, 7, 12].

Return and Care Dilemmas

With regard to the utilisation of services, Cuyvers & Kavs, Janssens and Talloen [2, 4, 7] argued that
the so-called return dilemma plays a major role among Moroccan and Turkish migrants. This
dilemma implies that these migrants hold the assumption of getting old in their home country. In this
respect, Declercq et al. [12] refers to conflicting desires among this population. On the one hand, the
family, the climate and nostalgia make Moroccan and Turkish migrants want to return to their home
country. According to Berdai’s research, less than 40% of the Brussels elderly migrant population
definitely wants to return to their country of origin. On the other hand, this migrant population wishes
to reside in Belgium because of practical and emotional reasons including the presence of their
(grand)children and social and financial security. As a result, these elderly migrants feel disoriented
and alienated [15].

Cuyvers & Kavs, Talloen, and Janssens [2, 4, 7] also observed an important care dilemma
among Moroccan elderly people and less among their Turkish counterparts. Elderly Muslims rely
upon their children when care is needed. This care is seen as having a religious foundation; it is a

religious duty based upon the Qur’an. Despite the fact that children acknowledge this duty, they



46  PART 1: REVIEWS ON MUSLIMS, ELDERLY CARE, BURIAL & POLICY

seem, however, not always able to fulfil this wish. The assumption of parents and of care services
and providers that informal care through the family will remain a substantive part of care for migrants
coming from collectivistic societies has to be revised [4]. As a result of globalisation and
individualisation, the traditional structure of the extended family has changed into a more western
nuclear family model. This means that the focus is now on a family group consisting of a pair of
adults and their children [9]. The family solidarity that was central in Moroccan and Turkish culture
is less present among the second and third generation. Numerous factors have explained this change,
including adapting western norms and values, living less multi-generational, but also the changing
socio-economic context in which both men and women work outside the home. As a result, it is no
longer guaranteed that children will take care of their parents, which implies a fragmentation of the

traditional ideal of integral care provided by the family [7, 11].
Needs and Wishes of Moroccan and Turkish Muslim Migrants in Belgium

According to a study by Talloen et al. [10], there is essentially little difference between the needs of
autochthonous elderly people and migrants. In line with this statement, Vassart [6] stresses that the
literature tends to single out the differences rather than the similarities regarding their needs.
However, the needs arising from symptoms of ageing are little or no different from those of
autochthonous people, including help with housekeeping, personal hygiene and administration [7].
Nevertheless, Moroccan, Turkish and Italian migrants also have typical characteristics which have
to be taken into account including poorer conditions of health due to their lower socio-economic
status, a lower level of education, a particular lifestyle, their working conditions and the migration
context [2, 4, 7, 12, 15], which have led to premature ageing also known as the ‘Exhausted Migrant
Effect’ [6].

Several Flemish and Brussels studies [2, 4, 7, 15] indicated a number of specific needs among
Moroccan and Turkish migrants regarding institutional elderly care services, though till today no
detailed studies are available. First, this population prefers to be cared in their own language and by
care providers of the same cultural background. The native language of a person plays an important
role in realising a certain continuity in life, and it becomes a symbol for the idea of feeling at home
in one’s (new) environment [15]. Second, given that the elderly attach great importance to their food
culture, Moroccan and Turkish migrant elderly also wish to preserve their own cultural eating habits
and religious dietary requirements [4, 7, 12, 15]. Third, with regard to nursing homes, these migrants
stressed the importance of having their own room for privacy as well as for receiving their family
[15]. Fourth, religion plays a central role in every aspect of elderly Moroccan and Turkish migrants’
lives, including in the provision of care. In this regard, elderly Muslims have the need to experience
and practice their religion by praying, fasting and reading the Qur’an [12, 15]. Berdai [15] stated that

religion plays a major role in their lives as they mainly reflect on their present life and at the same
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time prepare themselves for the hereafter. Besides, religion also plays an important role for these
elderly migrants as it enables them to cope with difficult circumstances [15]. In this regard, elderly
Muslims want their cultural and religious background to be respected. In Belgium, however, more
detailed information regarding the specific views, needs and attitudes of elderly Muslims is lacking.

Belgian Policy Perspectives on Institutional Elderly Care and Migrants

Belgium is a federal state consisting of three communities and three regions [17]. The Communities
have the responsibility over the policy on the elderly and the recognition and programming of elderly
care facilities. Until recently, little attention had been devoted to the issue of ageing of Moroccan
and Turkish migrants and their access to institutional elderly care in Belgium’s policies. However, a

few initiatives have been taken at different policy levels that begin to address this issue.

As regards to the way in which Belgian policy approach Turkish and Moroccan Muslims in
their documents, three crucial points are worth mentioning here. First, Belgian policy conceives of
elderly Turkish and Moroccan Muslims simply as allochthonous (migrant) elderly. Belgian policy
prefers to use this more general, neutral term. However, and this is our second point, when the word
allochthonous is used, it is not used in a general way (including also the many other migrant groups
such as Spanish, Italian, Polish, French and Dutch), it is in fact most of the time used to refer to
Turkish and Moroccan people only. Third, although the totality of the Moroccan elderly population
as well as the vast majority of the Turkish population are Muslim, this element is remarkably not

specifically and directly addressed in these policy documents.
At the Federal Level

No explicit Federal policy is directed to the issue of migration and ageing. However, a number of
initiatives have been taken to address the issue of migrants’ access to healthcare. First, in the context
of the language barrier in health care, the Federal Public Service Health has financed the presence of
intercultural mediators since 1999. Second, at the order of the Federal Minister of Social Affairs and
Health, Laurette Onkelinx (1992-1993 and 2007-2014), and the Director-General of the Federal
Public Service Health, Food Chain Safety and Environment, Christiaan Decoster, research has been
carried out by a group of experts to assess health inequalities regarding the accessibility of health
care among ethnic minorities, but also seeking to develop recommendations for tailoring the Belgian
health care to the presence of migrants and ethnic minorities [18]. According to this study, an

improvement in this matter can only be achieved if all policy levels are involved.
At the Flemish level

The focus of Flemish policymakers and their policies has remained limited to improving access to

health care for “vulnerable groups” including poor people, lesbian and gay people, people with
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disabilities and elderly migrants. Particularly, the Flemish and Provincial policies on the elderly
shows a minimum of interest by stressing (1) the improvement of care access for elderly migrants,
(2) the interculturalisation of care and care providers by stimulating intercultural competences and
(3) informing and sensitising elderly migrants [2, 10, 18, 19].

At the Flemish level various initiatives have been taken to address the issue of the ageing of
migrants and ethnic minorities. In 2001, Flemish policy paid attention to the elderly members of
ethnic minorities for the first time. The Minister of Public Health, Welfare and Equal Opportunities,
Mieke Vogels (1999-2003), set up a study group of experts aiming to formulate recommendations to
the Belgian government [20, 21]. This project aimed to integrate the recommendations on migrants
and the subject of elderly care into a legal decree on the elderly, but unfortunately this has not been
realized [21]. Second, the Flemish Government supported projects in several regions of Flanders
under the umbrella of ‘Ageing in Flanders’ which also aimed to an interculturalisation of elderly care
and the sensitisation of elderly migrants at the local and regional level. Third, the Minister of Public
Health, Welfare and Equal Opportunities, Mieke Vogels, aimed to adapt and re-orientate the current
policy on the elderly towards the new future needs of elderly people in Flanders by initiating a study
conducted by psychologists Cuyvers and Kavs in 2001, aiming to assess the needs of elderly migrants
in Flanders. This study pointed out that care services have to be tailored to every elderly person and
suggested abandoning the idea of assimilation which assumes that all elderly persons should adapt
themselves to the standard care provided. Besides this, these researchers argued that
interculturalisation should be a standard of quality and recognition that has to be implied in every
institutional care service in Belgium [7]. Fourth, in 2004 the Minister of Welfare, Health and Family,
Inge Vervotte (2004-2007), pointed out in her policy document, in which she opted for an inclusive
policy on the elderly, that an interculturalisation process of elderly care and welfare had to be
achieved [22, 23]. Unfortunately, this plan has not been operationalised [21]. Fifth, commissioned
by Minister Inge Vervotte, Declercq (LUCAS, KU Leuven) has conducted a study on elderly
migrants in nursing homes, seeking to develop an education programme regarding the demands and
needs of elderly migrants in residential care [12]. Sixth, following the Flemish residential care decree
of 13 March 2009, the focus on migrants has been indirectly limited to the following points: (a) “the
accessibility to residential care has to be guaranteed without discrimination on the basis of
ideological, religious and philosophical beliefs or membership or on any other basis” (Art. 4, 1°); (b)
“particular attention has to be paid to diversity” (Art. 4, 11°); (c) “particular attention has to be paid
to specific target groups” (Art. 4, 12°); and (d) “a recognised local service centre has to pay attention
to the accessibility of care provision to ethnic minorities and newcomers” (Art. 19, 3°). “All
recognised elderly care services and associations have to take these operating principles into account”
(Art. 4, 1°) [24]. Seventh, in 2010 the Minister of Welfare, Health and Family, Jo Vandeurzen (2010-

! Flemish Residential Care decree, 13 Mars 2009: http://www.juriwel.be/ws/Export/1017896.html.
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2014), acknowledged in his policy on the elderly that elderly migrants have specific needs that have
to be met, though these were not specified or discussed in this policy document. Hence, he calls out
for person-centred care which will benefit every elderly individual [19].

At the Level of the Brussels Capital Region

In 2004, Ovallo (Consultation Platform for Elderly Migrants) conducted a study commissioned by
the Flemish Community Commission to gain insight into the gap between elderly migrants and
healthcare and welfare services in Brussels. This platform is a collaborative initiative of organisations
in Brussels that functions as a bridge between target groups and government institutions, seeking to
realise an inclusive policy that is based upon a model of society in which every culture is respected.
The purpose of this study was twofold. First, it sought to assess the needs of elderly migrants in
Brussels regarding health, welfare and wellbeing. Second, it sought to sensitise local policy and
health care institutions on the specific needs and problems of this population [15]. In 2014, with
grants by the Flemish and French Communities, a new multicultural senior housing project called
‘Maison Biloba’ has been set up in Brussels in collaboration with private organisations [23].
Recently, Senator Bert Anciaux proposed to provide a couple of rooms within the existing Flemish
nursing home ‘De Overbron’ in Brussels specifically for elderly Muslims. Within this nursing home,
Muslim residents will receive care with specific attention paid to their own culture and religion such
as appropriate food, care and entertainment. His main goal is to provide a pluralistic nursing home

that takes into account the needs of Muslims [26].

Discussion

In Belgium, a small number of initiatives aimed to increase awareness of the needs of elderly
migrants regarding care. Unfortunately, a lack of continuity, durability, coherence and structural
embedding has been noticed with regard to these initiatives [8]. Moreover, Van der Sypt [13] argued
that as a result of a lack of sense of urgency most short-term initiatives, often experimental projects,
reach an end when project funds are exhausted. Despite the fact that the Flemish policy on the elderly
acknowledged the specific needs of migrants, it did not yet succeed in tackling this issue at a
structural and institutional level [13]. According to Berdai [15], the government does not sufficiently

stimulate institutional care services to interculturalise.

The Flemish policy on the elderly emphasizes the inclusive character of care provision based
upon the idea that services should represent a faithful reflection of a society in which the idea of
living together with respect for cultural and religious diversity is stressed [6, 19]. As such, every
measure is supposed to embrace this inclusive policy, meaning that elderly care services have to be
accessible by and tailored to the needs of the totality of the population [18]. A categorical provision

can be created for a specific population when it is necessary, but should be limited in time. The
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ultimate goal is to eventually lead every elderly person to the regular care provisions [18, 25].
According to the Flemish policy plan for the elderly, categorical care services are not needed if
tailored care is provided [19].

As mentioned earlier, the Belgian policy documents use the general term allochthonous
elderly when actually referring to Moroccan and Turkish Muslims. It is not a coincidence that in this
way their religious and ethnic identity is sidestepped. The Belgian government seeks to maintain the
principle of neutrality by which every person is treated equally [27]. Belgium is also characterised
by a separation of Church and State. The assumption is held among many health professionals that
religion belongs to the private sphere. Therefore a categorical policy based upon nationality, ethnicity
and/or religion is avoided [4, 6, 19, 25, 28].

Similar to the Belgian studies, Dutch studies [29-33] report a positive correlation between
the extent of integration and access to and use of care services by Moroccan and Turkish migrants.
In other words, due to their lacking knowledge of the health care system, little use is made of care
services. Moreover, according to large scale research of Schellingerhout in 2004 on health and
wellbeing among elderly migrants at national level, 13 % of Moroccan and 18 % of Turkish elderly
people know people residing in a nursing home or have visited one once, in comparison with 81 %
of the autochthonous Dutch population. In reality, hardly 1% of Turkish and 0% of Moroccan elderly
population resides in a residential nursing home, compared with 5% of the autochthonous Dutch
population [33]. Regarding the utilisation of home care services, elderly Moroccan and Turkish
migrants use it rarely, respectively 7% and 1%, when compared with the autochthonous older persons
(16%). A study of 2012 confirms these data. The Turkish (3,6%) and particularly Moroccan (11,7%)
elderly population use home care services significantly less frequently, when compared with the

autochthonous elderly population (21,7%) [31].

Common barriers to accessibility and utilisation of elderly care services have been noted,
such as the preference for informal family care, the poorer socio-economic situation, the language,
return dilemma, financial and cultural and religious barriers [30, 33-38]. Concerning the preference
for informal care, Schellingerhout observed that 76% of Moroccan, 56% of Turkish and only 18%
of the elderly population in the Netherlands, agree that children should take care of their parents
when they have reached old age. In reality, 54% of Moroccan, 30% of Turkish and 10% of Dutch
people receive informal care. Regarding the level of education, 76% of Turks, 69% of Moroccans
and 24 % of the autochthonous Dutch population encounter difficulties with filling out forms. With
regard to their financial situation, the number of elderly with a low income is remarkably high among
the Moroccan (86%) and Turkish population (67%) in comparison with autochthonous people (11%)
[33]. Concerning the return dilemma, nearly 78% of Moroccan and approximately 72% of Turkish

elderly migrants wish to reside in the Netherlands because of their family [31]. Most importantly,
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studies show that issues relating to cultural and religious beliefs and practices (cf. gender relations,
halal food etc.) are the most fundamental reasons for the low use of institutional elderly care among
Muslim migrants [34, 36, 38]. Additionally, Meulenkamp et al. [36] observes a discrepancy between
what Muslim migrants find important and what care services deliver or can deliver, certainly in
intramural facilities, in the Netherlands. This discrepancy seems to increase when the need of care
becomes intensive and the elder has to be admitted into a care facility.

In contrast with Belgium, the Netherlands has taken more measures to address the specific
needs of elderly Muslim migrants of Moroccan and Turkish descent [18]. Remarkable, the
institutional care that is provided reflects the integration policy of the country involved. The
Netherlands seems to adopt the philosophy of multiculturalism in which the care provision takes into
account multicultural and individual differences in order to provide care that suits the social
environment of every person. In that way, people of other cultures can feel at home in the Dutch
society, but can also keep in touch with their own culture. Since the early 1990s, the Netherlands
started the interculturalisation of care services [37]. Moreover, the Netherlands has various faith-
based, multi- and mono-cultural care services tailored to the needs of Muslim migrants, which are
based upon the philosophy that the best care is given by taking background and culture into account
[39]. As such, the first department of nursing for Muslims, ‘De Rustenburg’ in Rotterdam, was
created in 2001 by the Council of Public Health and Care. Nowadays, in the Netherlands, cultural
and faith-based care organisations are common and present in large numbers [40]. In 2011 a nursing
home (Sefkat) funded by the Ministry of Public Health, Welfare and Sport and the Province of
Noord-Brabant was built especially for Turkish and Moroccan Muslim elderly people and provides
a level of care which is sensitive to culture and religion [41]. Another example is the organisation
AAZorg which takes a multicultural approach by matching the ethnic origin of the client with the
origin of the healthcare provider. By providing care in the own language this organisation hopes to
offer better care [42].

The United Kingdom too allows mono-cultural and faith-based care services. The policies
of the United Kingdom are characterised by significant allowance for cultural and religious diversity.
The State as a neutral body provides space for different forms of cultural and religious experiences.
Examples of categorical elderly care services are the Muslim day care centres ‘Care2Care’ in
Sheffield and ‘Muslim Elderly Day Care Centre’ in Glasgow. Providing categorical care in the
Netherlands and the United Kingdom is based upon the respect for the wish of every elderly person
to grow older in an environment that remains familiar (e.g. language, culture and religion) [43, 44].
Germany takes the same route as Belgium. Germany has espoused the idea of ‘open neutrality’ [45].
As such, the German State sees itself as neutral in matters of religious belief. However, the German
government does not prevent private initiatives such as the first nursing home ‘Turk Bakim Evi’ for

Turkish Muslims created in 2006 and a day care service ‘Kamil Day Care’ for Turkish and Moroccan
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elderly Muslims that provides religion-sensitive care [46]. By contrast, in France, where a stronger
assimilation model is emphasized, no specific measures are taken at policy level regarding the ageing
of migrants. Furthermore, this Republican model, which embraces laicité as the classic answer to
religious and cultural differences, assumes that every citizen can participate in society on the
condition that the language and culture of the host country is adopted [45].

5. Conclusion

An important limitation of this study is that the available data on elderly care and migrants which
was located during research covers only data on the situation of the Flemish Community in Flanders
and Brussels. This means that this data is not applicable to the French community in Brussels and

Wallonia.

The effective use of and access to the available care services among elderly Moroccan and
Turkish migrants in Belgium is hindered by a number of factors such as the language barrier, a low
level of education, financial barrier, a series of cultural and religious barriers, lack of knowledge of
health care system and the so-called return and care dilemmas. As a result, care facilities are not
easily accessible and they correspond insufficiently to their specific needs, which are mainly
religiously and culturally rooted (e.g. gender relations, kalal food etc.). As a result, Muslim migrants
from Turkey and Morocco seem to fall into the gap between the inaccessible provision of elderly

care services by the State and the fragmentation of traditional family caregiving.

The inclusive and neutral Belgian policy on the elderly seems to give insufficient attention
to the aforementioned issues. By using the general word allochthonous when in fact specifically
referring to Moroccan and Turkish people, ethnicity and nationality are given less emphasis and
religious beliefs and needs are ignored. Indeed, an important lacuna is observed in the literature
concerning the specific religious and cultural needs of this population. For this reason and in order
to provide and guarantee adequate and respectful elderly care, more research is needed that covers
a.0. the beliefs and attitudes of Moroccan and Turkish Muslims regarding illness and health; the role
of religious practice/contemplation when reaching old age; the impact of their eschatological beliefs
on their daily lives; the role of religion and worldview in palliative care and end of life decision

making.
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2. Muslim Burial Practices and Belgian Legislation and Regulations

1. Introduction

European countries are increasingly challenged by the integration and ageing of their Muslim
population. In Belgium Muslim migration began in the 1960s, with large scale settlement of guest
workers mainly from Morocco and Turkey. In a few decades, Islam has become the second largest
religion in Belgium and even the fastest growing religion in Europe (Shadid & van Koningsveld,
2008; Pew Center, 2015). In 2013, sociologist Jan Hertogen estimated that Muslims counted for 6,5%
of the Belgian population (Hertogen, 2013). Today, Belgian society is confronted with the ageing
and dying of its first generation of Muslim citizens. Given that Muslims as well as policymakers held
the assumption that their settlement in Belgium would only be temporary, policies consisted mainly
in providing suitable housing and payment. The establishment of Islamic cemeteries did not fall
within the scope of this policy (Kadrouch-Outmany, 2014). It’s only up till the 90’s, that discussion
on burial legislation and Muslim burial rituals emerged on the political agenda. This is a vast contrast
compared with neighbouring countries, including the Netherlands, Germany and France where as a
result of this early attention a significant amount of literature is available on Muslim burial practices,

which is not the case in Belgium.

The aim of this literature review is threefold. First, it seeks to provide an overview of Muslim
burial practices in Belgium. As this is a crucial issue and the (only) topic dealt with in the available
literature, our focus is primarily on Belgian Muslims’ choice of burial location and the underlying
reasons for this choice. Second, it aims to identify the way in which Belgian public policies have
dealt with the topic of Islamic burial. Third, it seeks to compare Belgian burial regulations and their

impact on Islamic burial with those of the neighbouring countries.

2. Methods

For this review, literature relevant to the Belgian context published between 1997 and 2016 in Dutch,
French and English has been included. Several databases including PubMed, LIMO, JSTOR and
Google scholar were consulted, though the majority of literature has been located through hand
searching and reference list searching. The main keywords guiding our search were: Muslim,
migrant, Islam*, religion, religious. This terms were crossed with: funeral, burial practices/rituals,
policy, legislation, law, regulation, Belgium, Flanders, Wallonia, Netherlands, France, United
Kingdom, Germany. Our search yielded 47 references of which 24 theoretical studies, 9 legal/policy
documents, 6 empirical studies, 5 reports/essays and 3 news articles. Large scale empirical or legal
studies are lacking to a great extent. Grey literature (reports etc.) proved to be an important source

of information.

3. Results
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3.1. Muslim burial practices in Belgium

Today only a very small minority of the Muslims in Belgium choose to be buried in Belgium. Indeed,
approximately 90% of Muslims prefer to be repatriated and buried in the country of origin — for the
vast majority this is Turkey or Morocco (Jonker, 2004; Kadrouch-Outmany, 2014; Seuntjens, 2012).
No detailed figures exist on the preferences of Muslims regarding choice for burial locations nor on
the effective number of Muslim burials in Belgium or repatriations at national, regional or local level.
According to the study of Kadrouch-Outmany (2014), the assumption of being repatriated at death
to the country of origin, is also shared by younger generation Muslims (75%). In the literature, the
following four aspects have been identified as the underlying reasons for repatriation: religious
barriers, financial constraints, a lack of knowledge of burial facilities and a sense of belonging. In

what follows, we briefly discuss each of these factors.
3.1.1. Religious barriers

Religious aspects of burial seem to be the key reason for the choice of being buried in the country of
origin where an Islamic burial is guaranteed. First, Muslims are traditionally buried in a separate
Islamic cemetery with each body in a separate grave facing Mecca. The construction of the grave
consists of a niche dug out at a side of the grave into which the body is placed (lahd) or of a deep
vertical grave in which a trench is dug out in the middle. According to Kadrouch-Outmany’s research
(2014, 2016), the use of lahd is not common in Belgium as the soil is not always stable enough.
Second, Muslims are buried in shrouds whereas in Belgium this is not allowed everywhere.
Kadrouch-Outmany (2014, 2016) observed that in Flanders, where burial in shrouds is permitted,
Muslims are often buried in a coffin given that the soil is often not stable enough. Third, deceased
Muslims are expected to lie undisturbed in the grave till the end of time. Precisely for this reason
many Muslims wish to be buried in the country of origin or ancestors (de Ley, 2004; Jonker, 2004;
Kadrouch-Outmany, 2014, 2016; Renaerts, 1997; Seuntjens, 2012). However, this idea of perpetuity
in the country of origin has to be nuanced, as graves are also cleared out in big cities after a long
amount of time (Kadrouch-Outmany, 2014, 2016). Nevertheless, graves in perpetuity seem to be
more assured in country of origin than in Belgium, where often graves are cleared out after a certain
amount of time. Consequently, many Muslims seek to be buried in their country of origin. Fourth,
burial takes place as soon as possible, preferably within 24 hours as recommended by the Islamic
tradition. However, this prescription seems also to be an issue with regard to repatriation, as a burial
within that amount of time cannot be met by legal and administrative formalities. Fifth, Muslims
themselves traditionally lower the deceased in the grave whereas in Belgium this is not possible
everywhere (Kadrouch-Outmany, 2014; Seuntjens, 2012). As a result of the aforementioned issues,
the Muslim ritual of burial had to adapt itself to the Belgian juridical rules (de Ley, 2004; Renaerts,

1997). For a large majority of Muslims repatriation is still the best answer.
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3.1.2. Financial constraints

Financial aspects too seem to have a deciding impact on burial practices of Muslims in Belgium.
Burial in Belgium involves high costs and a large majority of Muslims is already insured to be
repatriated (Jonker, 2004; Kadrouch-Outmany, 2014; Kanmaz & Zemni, 2005; Seuntjens, 2012).
Kadrouch-Outmany’s study (2014, 2016) highlighted that the majority of Muslims opt for
repatriation since they have been paying a small annual fee for decades, which assures them that all

burial costs are covered but also because of the idea that graves are practically free of cost.
3.1.3. Social aspects

According to Jonker (2004), Kadrouch-Outmany (2014, 2016) and Seuntjens (2012), Muslims have
a stronger sense of belonging to their country of origin in matter of burial, contrasting to a sense of
belonging to Belgium in everyday matters. Returning to one’s roots was frequently mentioned in
Kadrouch-Outmany’s study (2014, 2016), as an important element in Muslims’ choice of where they
wanted to be buried, even if they themselves were not born in the country of their ancestors.
According to this author, this choice seems also to be fuelled by the growing discussion about dual
nationality, the alleged lack of loyalty of Muslims and the failed integration of Muslims into Belgian
society (Kadrouch-Outmany, 2014, 2016). With regard to the latter, Kadrouch-Outmany (2014,
2016) and Kanmaz & Zemni (2005) argue that Belgian policy and policymakers have not given
sufficiently attention to enhancing the integration of Muslims as full Belgian citizens as they assumed

their settlement would only be temporary.
3.1.4. Lack of knowledge of burial facilities

The low rate of burial in Belgium among Muslims might be explained by the insufficient knowledge
Muslims have of existing burial facilities in Belgium. Studies (Kadrouch-Outmany, 2014; Seuntjens,
2012) pointed out that a majority of Muslims is not aware of the existence of Islamic or Mecca-
oriented plots. Furthermore, Kanmaz and Zemni (2005) argued that this lack of knowledge might be
explained by a lack of involvement and active efforts of the Muslim community itself, as well as of
the Muslim Executive of Belgium, the official Muslim interlocutor with the Belgian Federal
government. In line with this statement, Seuntjens study (2012) stated that mosques do not provide

information on existing burial facilities.

The fact that a majority of Muslims expect to be repatriated to the country of origin at death,
does not imply that this practice is not accompanied by a number of issues. First, dealing with grief
becomes more difficult for the bereaved due to the distance between the deceased and the bereaved
(de Ley, 2004; Kanmaz & Zemni, 2005; Seuntjens, 2012). Second, in any case the burial cannot take
place in a fast pace as recommended by the Islamic tradition (Kadrouch-Outmany, 2014). Third, high

costs are involved, though to a lesser extent when compared with the cost of concessions in Belgium,
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certainly when the deceased is not insured (Kanmaz & Zemni, 2005; Seuntjens, 2012). Fourth, this
option encompasses complex administrative formalities which seem to be time consuming (Jonker,
2004; Seuntjens, 2012).

The practice of repatriation is certainly not a static fact. The scarce available literature suggests
that a shift is taking place in the burial landscape of Belgian Muslims. A minority of Muslims is
buried in Belgium including children, political refugees and Belgian converts (Kadrouch-Outmany,
2014, 2016; Kanmaz & Zemni, 2005). Additionally, in the future generations of Muslims, an increase
is expected in the number of burials (de Ley, 2004; Jonker, 2004; Kadrouch-Outmany, 2014; KMI,
2013; Renaerts, 1997; Seuntjens, 2012). Though no hard data are available on the effective burials
in Belgium as well as on the preferences of burial location among older and younger Muslim
generations. This assumption is based upon the expected increase of this population, alongside the
assumed weakening bond with the country of origin. Given the fact that later generations were born
and raised in Belgium, an increase in demand for burial in Belgium is expected (de Ley, 2004; Jonker,
2004; Kadrouch-Outmany, 2014; KMI, 2013; Renaerts, 1997; Seuntjens, 2012). According to Jonker
(2004), Kadrouch-Outmany (2014) and Seuntjens (2012) younger Muslim generations think about
burial in Belgium, but at the same time this idea generates a quandary of loneliness and not sharing
the same ground of ancestors.

3.2. Belgian regulations regarding cemeteries and corpse disposal

Actual Muslim burial practices cannot be seen separately from the existing legal and organisational
framework. Until recently, Belgian authorities devoted little attention to the issue of Islamic burial
in this country. It was the disappearance of the young Loubna Benaissa, or rather the subsequent
discovery of her remains in 1997 which brought the issue of Islamic burial under attention and led
to several legal proposals in this regard (de Ley, 2004; Kadrouch-Outmany, 2014, 2016; Kanmaz &
Zemni, 2005; Seuntjens, 2012). As a result, regulations have been revised at several policy levels in
order to meet Islamic burial requirements. In order to understand these revisions, some background

information regarding the history of cemeteries in Belgium is necessary.
3.2.1. Atfederal level

The strong emphasis on neutrality of Belgian law and policy and its reticence regarding the creation
of separate religious cemeteries and plots cannot be seen separately from the history of cemeteries in
Belgium (Kadrouch-Outmany, 2014). In the nineteenth century, the code of Napoleon was still in
force and more specifically, article 15 of the decree of Napoleon in 1804 (23 Prairal an xii) permitted
the establishment of separate cemeteries and plots for religious communities (Catholics, Protestants,
Jews) with different entrees (Christians, De Pooter, & Tilkin, 2011; Kadrouch-Outmany, 2014, 2016;
Lamberts, 1986; Morelli, 2008). However, this seemingly pluralistic approach did not cover or

include those who were not adhering to a specific church and those who were denied a Christian
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burial for canonical reasons (Kadrouch-Outmany, 2014; Lamberts, 1986; Morelli, 2008). At that
time, most of the cemeteries where Catholic, but fell under the authority and supervision of the
municipalities. Catholic cemeteries established many separate plots where those deemed ‘unworthy’
were buried. These were situated on the outskirts of the cemetery (Lamberts, 1986). In 1873 tensions
between Catholics and liberals led to ‘the cemetery war’ (Christians et al., 2011; Kadrouch-Outmany,
2014, 2016). Liberals advocated for a secularisation of cemeteries arguing that everyone should be
buried next to each other (Kadrouch-Outmany, 2014; Lamberts, 1986; Morelli, 2008). In 1879, the
decree of 1804 was revised. The further establishment of separate plots for the ‘unworthy’ was
prohibited; the property of cemeteries had to be reverted to the municipalities (Lamberts, 1984).
From then onwards people were buried on cemeteries without distinction upon the basis of religion
or faith (Christians et al., 2011; Kadrouch-Outmany, 2014, 2016; Morelli, 2008).

In 1971, the burial law was revised (Burial Law, 1971). This revised law stipulated the general
conditions for the organisation of burials and abolished three elements. First, the controversial article
15 was abolished meaning that cemeteries could no longer be submitted to confessional rules, but
had to be subject to the principle of neutrality (Christians et al., 2011). Second, the establishment of
new private cemeteries was no longer possible (de Ley, 2004; Kadrouch-Outmany, 2016). Burial is
only possible in municipal and intermunicipal cemeteries administered by local authorities (art.
1681). Therefore, cemeteries fall under the authority and supervision of the local municipality and
police (art. 4). Nonetheless, private cemeteries that already existed before this law was promulgated,
for instance monasteries, could be still maintained (Christians et al., 2011). Third, the eternal
concession was abolished. Concessions are only granted for a maximum term of fifty years (art. 7).
This decision was based upon the fact that less people were demanding an eternal concession, but
also the result of an increased shortage of space in the cemeteries (Kadrouch-Outmany, 2014, 2016;
Seuntjens, 2012).

The topic of Islamic burial emerged with the discovery, in the wake of the Dutroux affair, of the
remains of Loubna Benaissa in 1997. Loubna, a nine-year-old Moroccan Muslim girl from Brussels,
was kidnapped in 1992 and it was only after five years that her body was found in the basement of a
gas station, near her parental home. The bereaved family found out that it was not possible for Loubna
in Brussels to be buried according to Islamic burial rituals. Thus Loubna had to be repatriated to the
country of origin (de Ley, 2004; Kadrouch-Outmany, 2014; Kanmaz & Zemni, 2005; Seuntjens,
2012).

As a result of this public attention, in May 1997 the topic of Islamic burial was raised during
debates in the Belgian Senate. More specifically, issues related to Islamic burial facilities were
addressed including the question of separate cemeteries with graves facing towards Mecca, burial

without coffin and graves in perpetuity (Christians et al., 2011; Kadrouch-Outmany 2014, 2016;
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Kanmaz & Zemni, 2005; Renaerts, 1997). During this debate, the Minister of Interior, Vande Lanotte
(1994-1998), made it clear that the realisation of plots for Muslims, defined as graves elevated
towards Mecca, could be possible under certain conditions, however, no exception were to be made
to the legal articles of Burial law of 1971 regarding the obligation of burial in a coffin (art. 12) and
the abolition of graves in perpetuity (art. 7). The Minister went on to state that ‘an exception for
private cemetery only exists for monasteries. Some have thought mistakenly that a separate cemetery
for the Islamic community could be established based upon this exception’. (Senate, 1997). In other
words, the Islamic community was not allowed to set up private cemeteries; this right was reserved
to monasteries only. The discussion led to a circular issued by the Council of Ministers in 2000
dealing also with the setting up of Islamic plots in public cemeteries (Christians et al., 2011;
Kadrouch-Outmany, 2014, 2016). First of all, this circular strongly stressed that burials are only
possible on municipal and intermunicipal cemeteries. However, it was mentioned in the circular that
based upon article 1683 ‘an exception to the obligation of a burial in a municipal cemetery (art. 1681)
could me made upon religious and philosophical reasons. [...]. This possibility was created with the
aim to avoid extensive exhumations as burials in private places were once common among the
monastic orders. The establishment of private cemeteries can only be authorized by the Minister of
Public Health under certain conditions’. (Federal Ministerial Circular, 2000). An exception for the
Muslim community was thus not provided (Christians et al., 2011). Second, this circular also
emphasized three fundamental principles that should characterize cemeteries; (a) a municipal
character meaning that burial is only possible in public cemeteries (viii, 1); (b) a neutral character
meaning that no distinction is made based upon religion or philosophical belief (viii, 2); and (c) the
municipal authority should not decide who is and who is not to be buried in the cemetery (viii
3)(Federal Ministerial Circular, 2000). The circular stated that the earlier burial law (1971) did not
exclude the arrangement of separate plots for adherents of a specific religion or philosophical
conviction, by which graves with similar external characters can be grouped together. Nevertheless,
three conditions were linked to this provision. First, the plot must not be physically isolated from the
rest of the cemetery but may be separated by a hedgerow. Second, a separate access to the plot is
possible under the condition that it remains within the confines of the cemetery. Third, burials must
be in compliance with the regulations with regard to hygiene and public health (viii, 3) (Federal
Ministerial Circular, 2000). Despite the possibility of creating this space, it is mentioned explicitly

that municipalities are not obliged to provide this arrangement (Christians et al., 2011).

Another important development related to Islamic burial, was the revision of the burial law of
1971 in 2001 in what has become known as the Lambermont-agreement, i.e. the collective name for
three political agreements made in 2000-2001 on the further adjustment of the federal constitution.
Regarding our topic, this agreement stipulated that the authority responsible for cemeteries and

corpse disposal is not anymore the federal but the regional government (Christians et al., 2011; de
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Ley, 2004, Janssens, 2016). Therefore, the regional governments are authorized to develop their own

regulations.
3.2.2. Atregional level

A consequence of the fact that the regions now have the final authority over cemeteries and corpse
disposal is the fact that there are important differences between the regions (Flanders, Wallonia,
Brussels Capital) in the way they accommodate the burial needs of Muslims (Christians et al., 2011;
Kadrouch-Outmany, 2014).

In 2004, the Flemish region was the first to create its own rules regarding cemeteries and corpse
disposal that replaced the federal burial law (Christians et al., 2011; de Ley, 2004; Hudson, 2016;
Jonker, 2004; Kadrouch-Outmany, 2014; KMI, 2013). The Flemish decree of 2004 made two
important adjustments that had a direct impact on Muslim burials, i.e. the possibility of burial in
shrouds and the adjustment of the concession. This decree created the possibility to renew a
concession for a period of maximum 50 years (art. 781). Nevertheless, a renewal can be refused when
it is proved that the grave has been neglected (art. 782). The second adjustment is related to the
corpse disposal: it is no longer legal obliged to be buried in a coffin (art. 11) (Flemish Decree, 2004).
For the latter decision ecological and not religious reasons were given (Kanmaz & Zemni, 2005).

The Flemish ministerial circular (Flemish, Ministerial Circular, 2006) regarding the application
of the decree of 2004, which dealt with the corpse disposal of a deceased that followed a certain
religion or belief adopted the same three fundamental characters of cemeteries regarding Islamic

plots that were included in the federal circular of 2000.

In 2009, Wallonia issued a decree (L-1232-2&4) that replaced the federal law and went in force
in 2010 (Wallonian Decree, 2009). The content of the federal law as well as the three fundamental
characteristics of cemeteries that were included in the federal circular remained the same in the
decree of Wallonia. With regard to the use of shrouds, Wallonia still prescribes a coffin and does not
mention shrouds in her decree (art. L-1232- 17 & 18) nor in the circular of 23 November 2009 of the
Minister of Wallonia. Nor was any adjustment made regarding the duration of the concession
(Christians et al., 2011; Wallonian Ministerial Circular, 2009).

In contrast with Flanders and Wallonia, the region of Brussel-Capital has not issued yet an
ordinance that replaces the federal law nor did it decide upon the theme of confessional plots
(Christians et al., 2011; Kadrouch-Outmany, 2014). In an ordinance of 26 July 2013, this region has
accepted burial without a coffin (Brussels-Capital Ordinance, 2013), though this possibility has not
been operative yet (Hudson, 2016; Le Soir, 2015).

3.2.3. Atlocal level
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At local level, municipalities enjoy great freedom in the organisation and management of cemeteries
as no legal obligation exists (Hudson, 2016; Janssens, 2015; KMI, 2014). Nevertheless, policies must
be in accordance with Belgian law and constitution and with regional regulations. Due to the neutral
character of the government, municipalities are urged to treat everyone equally and to guarantee the
freedom of worship (Federal Ministerial Circular, 2000). Despite the existing legal apparatus,
Kanmaz & Zemni (2005) argue that Muslim communities feel dependent on the goodwill of the local
authorities. The terms of concession depend from municipality to municipality. Municipalities are
free to decide in their municipal acts the length of the period graves may be granted. According to
Kadrouch-Outmany’s research (2014, 2016), more than half of Belgian municipalities’ cemeteries
offer an extension period of 30 or 50 years for graves with concession. Another example is that in
Belgium permission of burial by the municipality can be granted only 24 hours after death, but since
no federal law is regulating this matter, several municipal acts offer an exemption to this rule,
allowing a speedy burial (Kadrouch-Outmany, 2014, 2016). Concerning Islamic mourning and grave
rituals, these can be implemented in all freedom in several municipalities. For example in Ghent,
Muslims can seal the grave themselves under the supervision of a municipal officer (Seuntjens,
2012).

From the literature a clear diversity can be identified among municipalities in the way they
arrange cemeteries to meet the needs of Muslims. This diversity can be divided in three groups.

The first group are municipalities who explicitly reject the establishment of an Islamic plot. A
few municipalities and politicians resisted vehemently against this provision emphasising its
contradiction to the principle of neutrality of cemeteries, while referring to ghettoising and
desecularisation of cemeteries (de Ley, 2004; Kadrouch-Outmany, 2014, 2016; Kanmaz & Zemni,
2005). Arguments of lack of space and the financial cost too have been brought up as
counterarguments to the establishment of Islamic plots (Kadrouch-Outmany, 2014).

The second group are municipalities who are not willing to create a plot for Muslims solely,
based upon the conviction that every person, regardless of nationality, race, and religious or
philosophical belief should be buried fraternally next to the other (KMI, 2007). Hence, they found a
solution in creating Mecca-oriented plots i.e. graves facing towards Mecca which are not reserved
for Muslims exclusively, but are individual graves for Muslims and non-Muslims. This is the case in
Mechelen and Ghent (Jonker, 2004; Kadrouch-Outmany, 2014; Seuntjens, 2012). In this respect, it
must be noted that although the discussion on a Mecca-oriented plot in Mechelen has been ongoing
since 2004, the effective implementation of this establishment has only been accepted in September
2016 by the council meeting of Mechelen (De Morgen, 2016; De Standaard, 2016). According to

Jonker (2004), these municipalities adopt the secular (laicistic) principle of neutrality. They want to
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meet the expectations of Muslims on the one hand and not take a step back in the liberalisation of

death in which equality and inclusion is guaranteed on the other hand.

The third group are municipalities that established Islamic plots to accommodate the needs of
Muslims. According to Kadrouch-Outmany’s research (2014), about 17% of the Belgian
municipalities included in the research (n=267) realised an Islamic plot in their cemetery in the
conviction that this establishment is in accordance with the neutrality and equity principle. Today,
there are 33 Islamic plots of which the majority are located in Flemish municipalities (Christians et
al., 2011; Hudson, 2016; KMI, 2014).

3.3. Islam and Burial legislation in Neighbouring Countries

Not only Belgium, but several European countries, including the Netherlands, the United Kingdom,
Germany and France are challenged by the issue of Islamic burial. In what follows, we briefly discuss
burial regulations and burial organisation and their impact on Muslim burial practices in the

neighbouring countries.
3.3.1. The Netherlands

The first law on burial and cremation of 1869 secured religious communities the right to
denominational cemeteries (art. 14), with own rules and regulations (art. 37), and to parts in public
cemeteries (art. 19) which made the creation of Islamic cemeteries and plots possible (Van den
Breemer & Maussen, 2012; Kadrouch-Outmany, 2016). In the beginning of twenty-first century the
representative body of Dutch Muslims (CMO) was created. It plays an advisory role in representing
the interests of Islamic communities in relation with the Dutch government (Szumigalska, 2015).
Several commissions were established to advise the Dutch government in matters related to the
integration of Muslims, including the facilitation of Islamic burial in the Netherlands such as
Platform Islamic Burial Amsterdam (2004) and the study group Islamic Cemeteries Brabant (2005)
(de Jong, 2012). In 1991, the law of 1869 was revised. The new Burial and Cremation Act of 1991
removed a number of obstacles for Muslims and adherents of other religions (Dessing, 2001; Shadid
& van Koningsveld, 2008; Szumigalska 2015). This act no longer requires the deceased to be buried
in a coffin and makes shrouds legally possible in all Dutch municipalities. In addition, burial within
36 h became possible as well as burial on Sundays and holidays (De Jong, 2012; Kadrouch-Outmany,
2014, 2016). In this respect, however, Szumigalska (2015) points out that a burial within 36h is not
automatically guaranteed, but can be made if permission is granted by both mayor and public
prosecutor. Despite the fact that the Netherlands accommodated several prescriptions of Islamic
burial, public cemeteries do not offer graves in perpetuity. Thus, public graves are only granted for
a maximum of 10 years contrary to a private grave which can be granted for a minimum of ten years
to an unlimited period (de Jong, 2012; Dessing, 2001; Kadrouch-Outmany, 2014, 2016). Two kinds

of cemeteries are distinguished in the burial law — the municipal and special cemeteries. Special
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cemeteries refer to cemeteries held by for example religious communities. The law does not explicitly
regulate the conditions of the establishment of Islamic cemeteries or delimited areas of municipal
cemeteries (Szumigalska, 2015).

Today there are 70 Islamic plots within public cemeteries — the first was established in The Hague
(1932) — and one private Islamic cemetery in Almere (2007). Some Dutch municipalities also even
take into account the existing diversity within the Islamic community and thus provide Islamic plots
for different religious denominations. For example, the Islamic plot of the municipal graveyard of
Westduin in The Hague, established in 1994, is internally divided into seven subplots separated by
hedgerows. It is divided among seven different Islamic organizations belonging to three different
Islamic denominations i.e. Sunni, Shia and Ahmadiyya Muslims (Dessing, 2001; Kadrouch-
Outmany, 2014, 2016).

3.3.2. The United Kingdom

The authorities respond more inclusively and more positively to the burial needs and demands of
Muslims (Ansari, 2007). Furthermore, Muslims have successfully negotiated accommodation of
religious practices in a range of public spheres and arenas of policy including burial arrangements
(Gilliat-Ray, 2015). The provision of Islamic plots and the allowing of Islamic cemeteries are based
upon the equity principle, which implies that Muslims are entitled to the same rights as others in
creating denominational structures based upon religious freedom. Additionally, burial with shrouds
has been made possible since the Burial in Wool Act of 1667 (Jonker, 2004). Moreover, additional
measures have been taken to accommodate the needs of Muslims by making weekend burials
possible (Wolfe, 2000). With regard to concession in public cemeteries, two general types of graves
are offered, on the one hand an unpurchased grave which is granted generally for maximum 14 years
and on the other hand, a purchased grave which can be rented for a maximum of 100 years.
Nevertheless, non-municipal burial grounds can make up their own rules and provide graves in
perpetuity (Home Office, 2004). A growth of British Muslim funeral services and burial grounds is
observed (Gilliat-Ray, 2015). Several Islamic plots in public cemeteries as well as private Islamic
cemeteries exist today in the UK, including in cemetery of Brookwood, the Muslim cemetery in
Glasgow, and Gardens of Peace in London (Hunter, 2015; Hussain, 2014; McLoughlin, 2012;
Mustapha, 2016). Also, a range of Islamic organisations has been established to facilitate an Islamic
way of dealing with life and death including the national Muslim Council of Britain and the Muslim

Burial Council of Leicester (Hussain, 2014).
3.3.3. Germany

In Germany, only churches and religious communities have the legal status of public law corporation

(Kaérperschaften des 6ffentlichen rechts) and can establish denominational cemeteries. However, this
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is difficult to obtain (Rohe, 2014). Germany is a federal state that consists of 16 states that are
responsible for their burial legislation. Laws thus vary from state to state. The role of religion in the
public sphere is slightly different between the states too. The German constitution provides that State
and religion are separate, even though this separation does not prevent cooperation between religious
communities and the State (Spielhaus, 2015). In Germany, several umbrella organisation have been
founded that control and support Muslim communities including the Koordinationsrat der Muslims
in Deutschland (Council of Muslims in Germany) and German Islam Konferenze (German Islam
Conference) (Ferrari & Bottoni, 2015; Rohe, 2012; Spielhaus, 2015). A few Islamic public and
private cemeteries exist; there are also more than 70 Islamic plots in cemeteries run by the state or
by Christian churches (Rohe, 2012). Till today, Islam is still not recognised as a corporation of public
law and thus cannot own any cemeteries. Muslim burial sites are in nearly all cases parts of municipal
cemeteries (Rohe, 2016). The state of North-Rhine Westphalia modified its funeral law code in 2014,
now allowing funerals without coffins — also permitted in Hesse since 2013 — burial 24 h after death
and facilitating the establishment of cemeteries by religious communities which no longer requires
the particular status of a corporation under public law (Jonker, 2004; Rohe 2014, 2016). The
possibility of a grave for more than the usually permitted period of 10-20 years are broadened but
are not assured in perpetuity (Rohe, 2014).

3.3.4. France

Today France embodies a system of strict separation between public authorities and religious groups
that would entail very limited if any relation between state and religion. The state does not recognise
any religious groups but they are submitted to a regime of private law. The French Council of Muslim
Faith (CFCM) — which is the representative body of Islam — has been established in order to address
and discuss aspects of Muslim religious practices (Fornerod, 2016). Cemeteries in France are
regarded as a neutral public space where French citizens are united and where individual freedom,
equality and neutral treatment for every person is guaranteed. Since 1804, the Napoleon Decree has
abandoned confessional cemeteries with the exception of some Jewish and Protestant cemeteries and
only in 1881 were separate confessional parcels legally prohibited (Van den Breemer & Maussen,
2012). Article 28 of the 1905 law on the separation of Church and State prohibits religious symbols
on the public parts of the cemetery, though symbols are permitted on individual graves (Fornerod,
2016; Van den Breemer & Maussen, 2012). Given the French principle of laicité, there is
theoretically no legal possibility of religious burial places in public cemeteries (Zwilling, 2016). The
laws of 1881 and 1884 prohibited the establishment of confessional divisions in municipal cemeteries
and stated that cemeteries, are public, mandatory and laic (Selby, 2015). In other words, managing
cemeteries and burials is a public service and falls under the authority and supervision of the
municipality. Although the courts have recognised the ability to maintain existing denominational

cemeteries, no new religious privately run cemetery can be created (Fornerod, 2016). Fornerod
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(2016) states that the regulation of denominational burial places is marked by uncertainty from a
legal point of view. Although it is constrained by laicité, France does have two Islamic cemeteries
(I’ile de Reunion in 1857 and Bobigny in 1937) as a result of historical circumstances as well as 75
Islamic plots (carré) on public cemeteries with the permission of the Ministry of Interior (Aggoun,
2006; Fregosi, 2012; Zwilling 2016). In 1975, 1991 and 2008 the Ministry of Interior Affairs
published a circular in which mayors were encouraged to create Islamic plots, but it did not oblige it
as it would be regarded as a rupture with the constitutional principle of laicité (Aggoun, 2006;
Fornerod, 2016; Van den Breemer & Maussen, 2012). The result is a plot without legal and formal
status described as a grouping of graves according to confessional lines as the sum outcome of
individual choices (Van den Breemer & Maussen, 2012). Burial without a coffin is still forbidden.
Inhumation within 24h is not possible nor are unlimited leases of graves provided. An exception is
this regard, is the region of Alsace — where the law on recognised religion is still applicable — that
inaugurated its first municipal Muslim cemetery in Strasbourg in 2012 (Fornerod, 2016; Frégosi,
2012; zZwilling, 2016). Although a strong laicité is emphasized, it does however not mean that no
cooperation exist. Indeed, the French State does subsidise for instance chaplaincy and does permit

private initiatives including Islamic schools (Fornerod, 2016; Zwilling, 2016).

In the following table, we offer an overview of the possibilities of Islamic burial according to the
regulations in Belgium and its neighbouring countries (Table 1).

Table 1. An overview of the possibilities of Islamic burial according to the regulations in Belgium
and its neighbouring countries

Burial Regulations | Islamic plotsin | Public Private Burial with | Graves in Renewal of
public Islamic Islamic shrouds perpetuity | concession
cemeteries cemeteries | cemeteries

Belgium v - - J* - J*

The Netherlands v v v v - -

The United v v v v - -

Kingdom

France V* - - - - -

Germany v J* J* J* - J*

*Variety within country (from region/state to region/state]

4. Discussion

In Belgium burial regulations have been revised several times in order to accommodate Islamic
burial. Importantly, this sensitive discussion seems to be inherently linked to the conception of the
relation between State and Church and the interpretations of neutrality but also of the principles of

equality and of religious freedom.
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The notions of neutrality and equality are, however, ambiguous and can and are interpreted
in different ways. Differences are observed between municipalities upon the basis of their
interpretation of neutrality. Basing itself on the equity principle the Belgian burial regulation
stipulates that every person has a right to a similar piece of ground in Belgian public cemeteries
(Federal Ministerial Circular, 2000). But this can be interpreted in two ways. On the one hand, every
person has the right to be buried in a municipal cemetery and is equal in death; no distinction is to
be made upon the basis of religion or faith, in order to counteract discrimination and ghettoisation in
cemetery and burial (de Ley, 2004; Seuntjens, 2012). Therefore, allowing Islamic burials and plots
is considered a regrettable backward step as far as the secular neutrality of public institutions is
concerned (Kanmaz & Zemni, 2005). According to this interpretation of neutrality, separation
between Church and State means that any religious concept must be relegated to the private sphere
and thus no adjustment can be made upon the basis of religion. According to de Ley (2004), this

interpretation of laicity harms the fundamental right of religious freedom.

On the other hand, neutrality in the cemetery can be interpreted as citizens buried in the same
burial area, but each with it owns characteristics in which religious freedom is respected. This more
‘open’ interpretation of neutrality implies a certain guarantee of religious freedom. In this respect,
Kanmaz & Zemni (2005) argue that the request for a separate burial ground is not a question of
apartheid but a question of religious sensitivity and equality. The integration of Muslims into Belgian
society as full citizens requires also the possibility of being buried according to their own rites in the
country where they have been living. If not, Muslims are expelled or obliged to send their deceased
loved ones to the country of origin or country that they have barely known, and thus are deprived of
the possibility to visit regularly the graves of their deceased loved ones (de Ley, 2004; Kanmaz &
Zemni, 2005). In conclusion, these different interpretations of neutrality were clearly remarkable

among municipalities in their decision (not) to establish Islamic or Mecca-oriented plots.

Burial regulations also seem to differ from region to region. Hence, it is remarkable that
Wallonia and Brussels-Capital have made less efforts to meet the burial needs of Muslims (e.g.
shrouds, graves in perpetuity) when compared to Flanders (Flemish Decree 2004). In contrast with
Flanders, Brussels-Capital has not yet issued its own burial regulation nor has this region and
Wallonia dealt extensively with the issue of Islamic burial. In Wallonia and Brussels burial in shrouds
and graves in perpetuity are still not possible. It is a striking observance that the region of Brussels-
Capital, though it has the largest Muslim population in Belgium, still has not succeeded in
accommodating the burial needs of Muslims. Nonetheless, the changes that were made in Flanders,
were only applied when they were beneficial for everyone. In other words, no adjustment were made
upon a religious or cultural basis. According to Kanmaz and Zemni (2005), the use of shrouds for
example has been permitted upon an ecological basis. The possibility of providing specific plots has

to be seen within a larger picture in which this option is not new but had already been provided for
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war veterans, children and the monastic community and subsequently for urn fields and columbaria
too. So it could be argued that no exception was made for Muslims. It is also worth mentioning, with
regard to this possibility of reserving plots for certain groups that unlike the federal document the
Flemish document did not mention the Islamic faith specifically but referred in general to ‘religious
and ideological groups’ (Christians et al., 2011). In other words, Flanders seems to avoid any specific
ideological or religious note in their regulations, which gives a glimpse of their rather strict

interpretation of neutrality.

Closely related to the Church and State relation, the integration and institutionalisation of
Islam seem also to affect the discussion on Islamic burial. Belgium adopts the system of ‘recognised
religions’ by which ecclesiastical administrations are responsible for the temporal needs of the
religious communities (Fadil, 2012). Islam was recognised in 1974 and only in 1999 the
representative organ of Islam (Muslim Executive of Belgium) was established (Janssens, 2016). The
representation issue and the lack of a hierarchically structured religious ecclesiastical administration
seems also to have dominated and impeded the discussion on Islamic burials (Kadrouch-Outmany,
2014).

Belgium and its neighbours all have established plots for Muslims in its public cemeteries,
though differences exist in status and form of these plots (cf. Islamic/Mecca-oriented plot, carré).
An Islamic plot is defined as a separate plot with graves into the direction of Mecca, exclusively for
Muslims, whereas in a Mecca-oriented plot, e.g. in Belgium, graves are faced towards Mecca, but
are considered individual graves meaning that Muslims and non-Muslims are buried next to each
other. In contrast, a carré, which exists in France, is not considered officially a Muslim section nor
as an official part of the cemetery. With regard to the establishment of Islamic public cemeteries, the
Netherlands, the United Kingdom and a few states in Germany —unlike Belgium and France— do

recognise and allow the establishment of confessional public cemeteries.

In contrast with Germany, the United Kingdom and the Netherlands, Belgium and France
seem not be in favour of the establishment of private Islamic cemeteries as this seems to intervene
with their interpretation of neutrality. In this regard, it seems that Belgium prefers an inclusive policy
in which every person is buried in public cemeteries without the creation of categorical structures.
However, it must be noted that this establishment is only possible in some states in Germany. Also,
a few exceptions exist in Belgium and France which are solely related to historical cemeteries and
which leave thus no room for private Islamic cemeteries. A few historical private (confessional)
cemeteries are still maintained after the amendment of the law stating that cemeteries are a municipal
matter. With regard to the use of shrouds, France is the only country who does not allow this practice
at all. However, it is important to mention that variety exist in the allowing of this practice among

regions or states within one country, including Belgium and Germany. Regarding graves in
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perpetuity, in none of these countries Muslims can find eternal peace. In contrast with France and
Belgium, Germany, the Netherlands and the United Kingdom do allow private Islamic cemeteries to
create their own regulations and thus enable them to provide graves in perpetuity. Belgium and
Germany sought to find a solution for this issue by providing the possibility of concession renewal.

Legal possibilities for Islamic burial thus differ considerably from country to country. In an
important way these differences reflect different approaches regarding State/Church relations. Of
course Belgium and it neighbours share the principle of religious freedom and of equality. However,
the precise way in which these principles are interpreted and applied to Islam depends largely on

historical traditions concerning the relation between State and religion.

In the Netherlands, the separation of Church and State was introduced in 1848 (Kadrouch-
Outmany, 2014). The Netherlands aims to achieve governmental neutrality by a principled pluralism
that welcomes and supports all religious and secular structures of belief (Berger, 2015; Van den
Breemer & Maussen, 2012). For the Dutch government, freedom of religion includes adapting laws
of burial in order to accommodate specific religious practices (Berger, 2015). Similar to the
Netherlands, the United Kingdom is shaped by an established Church and at the same time adopts
multiculturalism as the appropriate model regarding public sphere. There is no written constitution
governing the status of religion. The English legal tradition and Human Rights Act (1998) guarantee
religious freedom and religious practice within the limits of public order (McLoughlin, 2012). In
opposite, in France, under the separation regime established by the 1905 law, no religion is officially
recognised nor funded, as such all religious communities are to be treated equally. The Republican
citizenship model and laic separation of religion and politics significantly shape the lives of French
Muslims. Burial grounds have been a point of discussion given that laic laws dictate that there should
be no separate or specially marked plots areas. In contrast, the establishment of private Islamic
schools and institutes is, however, possible based upon the freedom of education (Fornerod, 2016;
Selby, 2015). Though, a notable exception exist in department of Alsace and Moselle, where the law
on secularism is applicable and thus where religions can be officially recognised and receive public
funding (Selby, 2015; Van den Breemer & Maussen, 2012). The French regime exemplifies a more
strict separation model with the constitution stipulating that France is a secular Republic (Van den
Breemer & Maussen, 2012). In contrast with the Netherlands and the United Kingdom and similar

to Belgium, Germany sees itself as neutral in religious belief (Rohe, 2012).

According to Fadil (2012) and Kanmaz & Zemni (2005), the Belgian Constitution of 1831
emphasizes equality, religious freedom and neutrality. Neutrality is often defined as religion that is
put into the private sphere and does not interfere with the public domain. The Belgian government
seeks to maintain the neutrality principle by which every person is treated equally without making

distinctions between people upon the basis of religious or ideological affiliation (de Ley, 2004;
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Kanmaz & Zemni, 2005). Yet, Belgian law does allow public authorities to recognise and finance

various religions (Fadil, 2014).

However, it is worth noting that though in Belgium this strict, exclusive and rather French
interpretation of neutrality may be present in the laws and regulations regarding cemeteries, this is
certainly not the case for many other domains. Not only in the Netherlands, but in Belgium too
(especially Flanders), the so-called pillarisation system has been known for creating powerful
denominational structures in many fields including health care, education, labour unions, finance etc.
This pillar system is defined as an establishment of (state-subsided) functions or structures based
upon philosophical or religious beliefs (Dobbelaere & Laermans, 1998). This comprehensive system
— in Flanders the Catholic ‘pillar’ was (and to a lesser degree still is) very powerful — does however

not cover cemeteries and inhumation.

How then to explain the rather exclusive neutrality regarding cemeteries if it was a more
inclusive understanding of neutrality, based upon the constitution, which has made the pillarisation
in most other domains possible? For an answer we have to look to the specific historical context of
the nineteenth century regarding cemeteries in which the power over cemeteries fell completely in
due course from the hands of the church into those of the municipalities which led to their
secularization as we discussed earlier. Lamberts (1986) argues that in that period Catholics did
succeed in establishing a net of Catholic schools, though a pillarisation of cemeteries was not
realised. Lamberts (1986) explains this development by stating that Catholics gave the priority to
education rather than cemeteries as it was from a legal point of view easier to establish schools based
upon the Constitution than to maintain cemeteries as article 17 of the Constitution (1831) explicitly

defined the freedom of education (“Education is free”).

We can thus basically distinguish three different interpretations of neutrality and religious
freedom in the public sphere. The first type are countries like the Netherlands and the United
Kingdom, which appears to be characterized by an active pluralism regarding the expression of
religion in the public sphere. Religious freedom and equity are guaranteed by meeting the needs of
the diverse groups and individuals in society and thus also by providing a burial that is in line with
the characteristics and identity of the deceased. In these countries, public and private Islamic
cemeteries are allowed. It seems that in these countries the institutionalisation of Islamic burial places
is the strongest in contrast with other countries. However, it must be noted that a stronger
institutionalisation of other domains (cf. media, education, chaplaincy) has been observed in
Belgium, France and Germany, whereas the domain of burial has received little attention till today
(Fornerod, 2016; Hudson, 2016; Rohe, 2014; Zwilling 2016). The second type is characterized by a
strict secular attitude towards any religious expression. The secular neutrality relegates religion out

of the public sphere as a way to guarantee equity. To this type belongs France, which guarantees
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religious freedom, but not at the expense of its laicistic principle. As such, France seeks to
accommodate the burial needs of Muslims without compromising or hazarding its strict secular
neutrality. Therefore, the establishment of private Islamic cemeteries nor burials in shroud seem to
be possible. The third type, to which Germany and Belgium seem to belong, takes up a middle
position between religious pluralism — embracing religious freedom — and strict secular neutrality.
According to De Pooter (2010), Belgium indeed fluctuates between the two dominant interpretations
of neutrality (inclusive vs exclusive). Nonetheless it is important to note that this typology cannot be
regarded as black-and-white, given also the fact that an important variety exists between states or

regions within these countries for example regarding to renewal of concession.

In sum, significant differences, linked to different interpretations of neutrality and religious
freedom in the public sphere, can be perceived between on the one hand the Netherlands and the
United Kingdom which have accommodated their regulations to meet the burial requirements of
Muslims in a larger extent and on the other hand France that only made minor adjustments for
Muslim burial practices, whilst Germany and Belgium take a position in between.

5. Conclusion

The studies found and discussed in this review focus mainly on repatriation to the country of origin
as a result of a number of factors including religious barriers (e.g. burial in shrouds, grave in
perpetuity etc.), financial constraints, lack of knowledge of the existing burial facilities and a sense
of belonging. Till today no Islamic burial is guaranteed in the Belgian context that is completely in
accordance with their religious and cultural beliefs. Only recently, several measures have been taken
at different policy levels to accommodate the Islamic burial practices such as the establishment of
Islamic plots, the permission of burial in shrouds and the renewal of concession. Nevertheless, the
current status differs from region to region and from municipality to municipality. The extent of
adapting regulation and arranging cemeteries is dependent of the adopted interpretation of neutrality
and religious freedom. Different interpretations have led to different options provided by Belgian
municipalities. This also true when we compare Belgium to its neighbours: differences in the way
countries deal with Islamic burial are closely related to different conceptions of Church/State

relations.

In our review, we observed a great lacuna in the literature regarding the specific burial
practices of Muslims in Belgium. For this reason and in order to provide and guarantee a dignified
burial, more research is needed. Research that covers a.o. the beliefs, attitudes of Muslims regarding
death, dying and the afterlife is needed in order to understand its impact on the attitudes and practices
of Muslims regarding burial, but also exploring actively the needs and wishes of Muslims regarding

the existing funeral infrastructure in the Belgian context.
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“Seek ye counsel of the aged for their eyes have looked on the faces of the years and their
ears have hardened to the voices of life. Even if their counsel is displeasing to you, pay
heed to them.”
—Khalil Jibran
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1. “What Goes Around Comes Around”. Attitudes and Practices regarding

Ageing and Care for the Elderly among Moroccan Muslim Women

Introduction

Today, Belgium and several other European countries are confronted with the ageing of its Muslim
population. In Belgium, Muslim mass-migration began in the 1960s, with large-scale settlement of
guest workers mainly from Morocco and Turkey. Subsequent generations have been born and grew
up in Belgium. In a few decades, Islam has become the second largest religion in Belgium and even
the fastest growing religion in Europe (Shadid & van Koningsveld, 2008; Pew Research Center,
2015). The Moroccan community is considered one of the largest Muslim communities in Belgium.
In 2016, sociologist Jan Hertogen estimated that Muslims counted for 7,2% of the Belgian
population. Nearly half of the Muslim population in Belgium is of Moroccan descent (Hertogen,
2016). The Muslim migrant population is still younger on average than the non-migrant population
(Lodewijckx & Pelfrene, 2012). In 2011, the share of elderly people of Moroccan and Turkish origin
comprised 6%, against 27% of the elder native population (Lodewijckx & Pelfrene, 2012). The
importance of adequate and dignified professional elderly care gains it importance because of
demographic population developments and the assumed fragmentation of traditional family care

giving among this population (Ahaddour, Van den Branden, & Broeckaert, 2015).

To date, little empirical data exist on the attitudes and practices of Muslims living in Belgium
regarding care for the elderly as most studies focus on migrants of different ethnicities (Berdai, 2005;
Cuyvers & Kavs, 2001; Declercq, Wellens, Demaerschalk, & De Coster, 2006) and only a few
concentrate on Muslims (Khan & Ahmad, 2014; McLaughlin, Elahi, Ciesielski, & Pomerantz, 2016;
Zokaei & Philips, 2000). The studies of Ajrouch (2005) among Arab-American migrants and of
Yerden (2013) among Turkish migrants in the Netherlands show that care for the elderly is viewed
as a religious duty of the children and that Muslims have care-expectations towards their children.
Several studies also report barriers to access and utilisation of professional elderly care including
language, culture and religion such as the study of Cuyvers & Kavs (2001) among elderly migrants
in Belgium and the study of Mclaughlin et al. (2016) among Muslims in the United States. Ahaddour
et al. (2015) conducted a review of the available literature on Moroccan and Turkish migrants in
Belgium and care for the elderly, in which they compared the Belgian situation with a number of
other European countries. This review shows that till far little attention has been given to this topic
and more specifically to Muslims in Belgium. The effective use of and access to the available care
services among elderly Moroccan and Turkish migrants in Belgium is hindered by a number of
factors such as the language barrier, a low level of education, a financial barrier, a series of cultural
and religious barriers, lack of knowledge of the health care system and the so-called return and care

dilemmas. Elderly care facilities are not easily accessible and they correspond insufficiently to their
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specific needs, which are mainly religiously and culturally rooted. Despite the existence of both
theory and data that support the influence of religion on care-expectations and on care needs, hardly
any study has systematically examined how religion shapes the attitudes, behaviour and wishes
regarding ageing and care for the elderly. The existing body of research often lacks an encompassing
account of the (religious) way of thinking of Muslims as well as a comparative perspective
highlighting similarities and differences between first and second generation (Moroccan) Muslims

in an European context.

The aim of this article is threefold. First, we seek to elicit the attitudes and practices of
middle-aged and elderly Moroccan Muslim women toward ageing and care for the elderly. Second,
we aim to identify possible differences between middle-aged and elderly women’s attitudes and
practices. In contrast to the first generation elderly Moroccan Muslim women in Belgium, who are
mainly illiterate and lack formal education, the group of middle-aged women shows much more
educational and socio-economic diversityThey often function as ‘informal carer’ providing family
care for older persons/parents. Moreover, they have not been raised in a homogenous, rural,
traditional Islamic environment and live less isolated from the broader Belgian society than the
previous generation. Our main point of focus is whether a shift towards a more secular approach may
be observed in their views and practices when compared to elderly Moroccan Muslim women. Third,
we seek to explore which role religion plays in the attitudes and practices of these two generations

of Muslim women.
Methods

Design

Between October 2014 and September 2015, thirty semi-structured interviews were conducted with
a sampling of middle-aged and elderly women in the Moroccan community in Antwerp (Belgium)
who self-identify as Muslim. This was conducted by the interviewer (first author) who herself is a
member of the Moroccan Muslim community. Because of the cultural characteristics of the research
population —more specifically the common gender segregation in traditional Muslim societies, in
particular among first and second generation Moroccan Muslim communities (Hoopman, 2009;
Timmerman, 2001)- and the female gender of the interviewer, purposive sampling for qualitative
interviewing was limited to Moroccan Muslim women. We have chosen middle-aged women
between 40 and 60 years and elderly participants above 60 years, as we wanted to interview both the
existing first and second generation Moroccan Muslim women in Belgium. Whereas the first
generation has passed the age of 60 years old, the second generation today consist of persons between
the age of 40 and 58 years. ‘First generation’ is defined as persons who migrated to Belgium at an
adult age (over 18 years) in the context of labour migration (from the late sixties) or marriage.

‘Second generation’ is defined as persons born in our country from first generation parents or
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emigrated to our country before the age of 7 (Timmermans, 2006). We have chosen Antwerp for two
important reasons. First, this city has the largest Muslim population in Flanders: 19,2 % of Antwerp’s
population is Muslim (Hertogen, 2016). Second, Antwerp as an international port city is considered

to be among the most multicultural cities in the world.

Different routes of recruitment (e.g. mosques, women’s association, social media) were
adopted to incorporate a diversity of profiles within the female Moroccan Muslim community
through snowball sampling. Face-to-face interviews were based on a semi-structured topic list
covering the following topics: demographic background, religion, care for the elderly, illness, end-
of-life issues, death and dying, mourning, remembrance and burial. The interviewer (first author)
conducted the interviews in darija (Moroccan Arabic), tarifit (a Berber language) and Dutch.
Participants were interviewed one-on-one (e.g. in their own house, in a room made available by a
local non-profit organization or in a quiet tea house). To help us with the interpretation of our data,
the interviewer (first author) also interviewed 15 experts in the field (e.g. elderly care consultants,
Muslim physicians, Muslim nurses, imams etc.) about particular topics of our study between
September 2014 and September 2015. This method was, firstly, helpful as it provided rich
background information. Secondly, it helped us to be more sensitive towards the data from our
interviews with Moroccan Muslim women. Thirdly, the data of the interviews with experts were used
in a comparative method to limit biases and ascertain the reliability of our interpretation of the

findings from the interviews with the Moroccan Muslim women.

Apart from interviewing, the first author also conducted participant observation between
December 2014 and April 2017. Several visits of the sick, a hijama-consultation, death prayers, ritual
washings of the dead body, repatriation of a deceased, burial, mourning gatherings were attended

and several Islamic cemetery plots were visited.

This study is part of a research programme initiated in 2002. Van den Branden (2006) carried
out a study on end-of-life ethics among first generation Moroccan Muslim men from Antwerp
(Belgium) in which he addressed the topic ageing, though in a limited extent. The present study is
part of a larger research on the attitudes, beliefs and practices regarding death and dying among
middle-aged and elderly Moroccan Muslim women in Belgium (Antwerp). In this research, themes
such as health, illness, medicine, end-of-life issues (e.g. active termination of life; palliative treatment
and symptom control; withholding and withdrawing treatment), death and dying, the afterlife,
mourning and remembrance and burial practices were also addressed. (Ahaddour & Broeckaert,
2016, 2017; Ahaddour et al. 2015, 2017a, 2017b, 2017c; Ahaddour et al., forthcoming-a,
forthcoming-b). Based on our review on Muslims/Moroccan and Turkish migrants in Belgium
(Ahaddour et al. 2015), we observed an important lacuna in the literature concerning the specific

religious and cultural needs of this population. The present study aimed to fill this gap by describing
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the actual attitudes, beliefs and practices of Moroccan Muslim women and identifying the
relationship between the religious beliefs and the perception of ageing and care of the elderly.

In this study, we opted for a non-normative, descriptive, exploratory approach. This study
was approved by the Social and Societal Ethics Committee (KU Leuven, Belgium). In order to
guarantee the anonymity of our participants, we made use of pseudonyms.

On average, each interview took 120 minutes, making up for a total of 90 hours of interview
time. Data collection continued until theoretical saturation was reached. The interviews were audio
recorded and transcribed verbatim, using Express Scribe. Grounded theory methodology (Corbin &
Strauss, 2015; Glaser & Strauss, 1967; Strauss & Corbin, 1998) was used to code and analyse the
interview data. By adding codes to the data and through constant comparisons, key concepts were
identified in the interviews and categories were systematically generated and interrelated to grasp
the real-world experiences and meaning systems of our participants. In order to facilitate data
analysis, a qualitative data analysis software package (NVivo 10) was used. Findings of the interviews
with Muslim women were compared with those of the interviews with experts and subsequently
compared with normative and empirical studies (cf. discussion). Our research findings were regularly
discussed with our guiding committee and with several members of the Moroccan Muslim

community.
Results

Participants’ (Socio-)Demographic Information & Health Situation

Our group of middle-aged Moroccan Muslim women (n=15) was between 41 and 55 years
old; our group of elderly women (n=15) was aged between 61 and 86. Nearly half of our middle-
aged participants were born in Belgium, while the others came to Belgium at a very young age
through family reunification. All elderly participants were first generation migrants who came to
Belgium between the early 1960’s and early 1990’s, in the context of labor migration, family
reunification or marriage migration. Only one elderly participant came to Belgium via an

employment visa.

Twelve middle-aged participants were married, two were divorced and one was widowed.
Among our elderly participants, eight were married, six were widowed and one was divorced. Our
elderly participants had noticeably larger families (up to 10 children) than our middle-aged

participants (up to 6 children).

Among the middle-aged participants, the overwhelming majority was multilingual,
mastering a total of between three to five languages. Noteworthy is that these participants pointed
out that they did not have one but two mother tongues, namely Dutch and either Moroccan Arabic

or a Moroccan Berber language. Among the elderly participants, eight Moroccan Berber women
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spoke tarifit as their mother tongue, while seven Moroccan Arabic women spoke darija. They had
no or a very limited knowledge of Dutch. Only a small minority of Moroccan Berber participants
spoke Arabic and only two Moroccan Arabic participants had a good knowledge of French.

In Belgium, the majority of the elderly participants and a minority of the middle-aged
participants lived a rather isolated life, as most of them were illiterate and lacked formal education,
doing the housekeeping and taking care of their children. Only four elderly participants graduated
from lower secondary school and only one from secondary school. However, a minority of elderly
participants had become more socially active at an older age by going to the mosque, sports centre
and taking Arabic and/or Dutch language classes. Regarding employment, only two elderly
participants worked outside the home as labourers. Much more diversity in socio-economic status
was observed among our middle-aged participants. Nearly half of them were highly educated. Ten

of the fifteen middle-aged participants were economically active (from labourers to officials).

With regard to living arrangements, more than half of our participants lived in an apartment,

while others lived in a house. None of our participants lived in a multigenerational household.

The health issues of our middle-aged participants were limited to knee problems and
migraine. Nearly all elderly participants were diagnosed with diabetes and illnesses related to old
age, including hyper- and hypotension, knee osteoarthritis and headache. Three elderly participants
and one middle-aged participant reported that they had breast or uterine cancer resulting in
hysterectomy or mastectomy. One middle-aged participant had heart problems and, as a result of a
coma, reported a bad health condition. Five middle-aged and four elderly participants reported that
they had been confronted with incurable and terminal illnesses within their immediate environment,
including Parkinson’s disease, dementia, several types of cancer and severe chronic disease. In
general, our middle-aged participants reported a better health condition compared to elderly

participants.

Attitudes and Practices Regarding Ageing and Care for the Elderly
i.  Understanding of Ageing
Our participants immediately and spontaneously interpret ageing from a religious framework. All
participants argue that ageing is a normal process in one’s lifecycle (sunnat al-kayat), created by
God, the ultimate author of life and death. They explain that ageing and death are inevitable; for
either of them no medicine exists.
“I live my time, we can’t change anything. I see this with my parents, with my mother. It’s part of life. We are

also ageing and our kids will also become grandparents. We can’t choose.” Loubna — middle-aged — poor health

condition

“It’s God who gave us old age. You get old after being young. It’s obvious. Age follows us and so is death. It’s

part of life.” Rahima — elderly — poor health condition
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All participants unconditionally believe in an omnipotent God, who is the ultimate author of
illness and cure, of life and death. Based upon their firm belief in predestination (al-gadr), mainly
elderly participants emphasize that ageing is predestined (maktab or maktiib) by God and is thus part
of God’s plan. In this respect, a few participants explicitly add that they accept everything that comes
from God. Several participants underline the importance to accept and show gratitude for their age
given by God. All this is confirmed by our experts.

“And if God has written it, then it’s welcome. We have nothing to say about it. We are not like the unbelievers

who complain like ‘Oh my birthday, I hate that day’. They just want to stay young. We know that old age
comes from God. It’s destined.” Malika — elderly — good health condition

“All age has its beauty. When you’re young, then you always feel good and strong, you have your health and
for this you’re grateful to God. That’s nature. People need to be grateful to God in all circumstances and at all
times. People need to be satisfied with what God has given them. You can’t be scared or have fear to become

old. People can’t run away from ageing. It’s predestined.” Nuria — elderly — good health condition

“I think they just accept their fate, they don’t actually think about it too much. Sometimes they do say like ‘I

get tired too fast’, but they still accept that aging comes from God. They’re actually grateful and know that it’s

a part of life.” Laila — Muslim nurse

Reaching old age is also understood by our participants from within an eschatological
perspective. Indeed, they mention the importance of preparing for the afterlife by practicing more
intensely their faith as death is more imminent. Life, given by God as a test, is understood as a
preparation for the afterlife. This is also shared by our experts

“Yes, when you’re getting older, you think more of death. You think about it and I think that it’s important that
you’re prepared. Of course, when it’s time, it’s time.” Nihad — middle-aged — good health condition

“The older you’re getting, the closer you’re to death. You know you’re going down that road, so you must be

prepared by turning to God, focusing on your prayers.” Naziha — elderly — fair health condition

“Especially the older generation, as they grow older, you see that they become more pious. You also see that

they practice more deeply into their religion, because they become more aware of death that’s approaching and

of life in the hereafter.” Nourdin — imam

Many participants also define old age from a biological and psychological perspective. First,
half of our participants associates ageing with reaching a certain age. Indeed, they mention that old
age starts from the age of 60, whereas a few participants ascribe this to the age of 80. Moroccan
people often consider themselves as ‘elderly’ once they become a grandparent. Interestingly, two
elderly participants refer in this respect to the age of the prophet Muhammad as the standard for old
age and for expecting death.

“You have a person of 40 years old, who says ‘Yes, I’'m old, I’'m tired.” And you have people who are 60 years

old but so alive. That’s really surprising. I don’t know, but in my eyes, being old is if you are 80 years old I

think.” Warda — middle-aged — good health condition
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“If you are 50 or 60 years old then your health weakens. It's no longer the same as when you were 20 or 30 or

40 years old. Then you have a strong health, but above 50 not anymore. The prophet said: “My community will

live between the age of 60 and 70 years. Those who exceeds it, we call it ‘ard al ‘umur’ (old age).” Haddad —

elderly — poor health condition

Second, half of our participants considers being care-dependent or having a weak physical
or mental health condition (e.g. physical detoriation, forgetfullness) as a sign of reaching old age.
Noteworthy, several participants also equate reaching old age with experiencing loneliness and
having high care needs.

“I associate being old with being sick and not being able to help yourself, if he/she can’t walk anymore. So if

his/her health is bad. If a person can walk and can talk, than he’s not old. Being old is like being sick or bedridden.
Somebody who needs help.” Halima — middle-aged — good health condition

“Someone is old, if his/her mind is declining, or if he/she’s alone and has no children. Someone who has nobody

around him/her to take care of him/her or if he/she doesn’t find food, no clothes, nobody who can take care of

her/him.” Laziza — elderly — poor health condition

Noteworthy, one third of our participants —mainly elderly women— experiences a dilemma
with regard to the idea of a permanent return to the country of origin. On the one hand they would
like to return to Morocco due to the presence of family, property and the climate and on the other
hand they prefer Belgium due to the presence of (grand)children and well-organised health care. For
most of these participants, the solution is to commute between these two countries. In addition,
several participants also refer to the political tension, racism and discrimination they experience in
Belgium nourishing the wish to return to the country of origin. On the other hand, a few participants
mention that their wish to return is also inhibited by still having unmarried children at home and
therefore feeling the responsibility to take care of them.

“No I was born here, but however, I have those moments when I think of going back to Morocco, yes. When

everything is going normal then I don’t think about it, no. But when there’s, racism, something like that, then

you think ‘Look, I’'m going back’. But you know fully well that it’s actually not real, but you keep pretending

like ‘I can’. When I’m tired of it, then I think ‘I can do this’, but when I’m there I think ‘I can’t do it. I really

can’t live here’.” Halima — middle-aged — good health condition

“I wish to return to Morocco, but the problem is that I still have children at home and we can’t leave them behind.
You can’t split yourself in two. Now, when all my children are married, they all have their home, then it’s easy.

I will commute. But if all my children are still at home, then I can’t do it.” Fatma — elderly — poor health condition

“Most of them still think of heading back. They’ve built a house over there, but they find it difficult to leave

their children here. It’s a dilemma.” Fadila — Psychosocial consultant

Only one sixth of our participants still cherishes the wish to return back to their country of
origin permanently due to the presence of their family and the strong bonds they feel with their
country of birth, but also because of the wish to die there. They strongly experience a feeling of

nostalgia toward the country where they were born and have spent their youth. Nevertheless, a few
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participants have indicated that it is in the hands of God whether they will return or not. They explain
that if God has predestined this for them, than they shall return.
“If my kids leave the house, then I would like to return to my country. It’s better. I have my family there, my

sisters. First of all, when you die there, you get buried immediately. Here you have to stay for I don’t know how

long, in a cold storage. Each person wishes to die in his/her country.” Malika — elderly — good health condition

“Yes, I was born in Morocco. I’ve spent my entire youth in Morocco, my first love [laughs]. You see?[...] I've

seen beautiful things and I’ve had my youth there. I’ve a nostalgic feeling towards Morocco. Ah it’s really my

biggest dream.” Charifa — elderly — poor health condition

Half of our participants —mainly middle-aged women— does not express the wish to return to
their country of origin when reaching old age. They mention they felt more connected to Belgium as
they were born or mainly brought up there or because that they have spent more than half of their
life in this country. Other reasons are the presence of their children and grandchildren in Belgium
and the absence of living family in the country of origin. This is also confirmed by our experts.

“No, because I don’t feel connected to Morocco. I want to see my children and my grandchildren, and so forth.

I want to go for a while to Morocco, but mostly | want to live here. Since | was born here, I think it’s more

logical.” Radia — middle-aged — poor health condition

“I’ve almost no one in Morocco. My parents died and the rest of my family is spread throughout Morocco and in
the Netherlands. I’d rather stay here than return to Morocco. I do have family in Morocco, but here | have my
kids. I built my life here. I was young when I came to Belgium, so I spent my entire life in Belgium.” Zohra —

elderly — poor health condition

“The second and third generation won’t return because of the weakening bond with the country of origin.” Fadila

— Psychosocial consultant

ii.  Attitudes and Practices Regarding Care for the Elderly
a. Informal Family Care-Giving
The majority of our participants have strong traditional care-expectations towards their children. First
of all, this preference of care is clearly religiously framed: care for the parents is a religious duty of

the children based upon the Qur’an. This too is confirmed by our experts.

“Yes, that’s true. Care for the parents is a duty of the children. That’s just how it is. I have this opinion and God
also said it. It doesn’t come from a human that you need to take care of your parents, it comes from God.”

Hannan — middle-aged — good health condition

“Yes, It’s written down in the Qur’an. You have to take care of your parents, You’re obliged to that. I expect

care of my child.” Charifa — elderly — poor health condition

“Yes, it’s really in our culture and actually in our religion too. You’re actually obliged to take care of your

parents and everyone knows it.” Nora — Muslim nurse

The majority of our participants explicitly refers to the high position assigned in Islam to

parents, and in particular the mother. They are of the opinion that children are religiously obliged to
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show mercy and respect towards their parents (birr al-walidin/ardat al-walidin). They also
emphasize that as long children satisfy their parents, they will be blessed in their life and receive
eschatological good marks (hasandt). Thus, pleasing parents is equated with pleasing God. They are
of opinion that people who are pious and have a good heart spontaneously take care of their parents.

“Parents, they are important and you can’t even say ‘ugh’ to them.[...] That’s why God tells us that we need to
respect our parents.[...] Those who want ardat al-walidin, they’ll take care of us. They say that paradise lies

under your mother’s feet.” Kaltoum — middle-aged — poor health condition

“Yes, in our religion it is mandatory for the children to take care. In our religion the son has to take care of his
mother. Children with good faith take care of their parents. And if you abandon them, and you hurt your parents
or you made your parents mad, God will be mad at you. That’s how it is in our religion.[...] They need to show
respect towards their parents. Paradise lies under their parents’ feet. If you do injustice to your parents, God

will judge you for that.” Haddad — elderly — poor health condition

Interestingly, several participants strongly emphasize the implications of one’s action.
Indeed if children do (not) take care of their parents, their children will do the same articulating it as
kama tudin tudan (‘what goes around comes around’). This idea of repercussion is strongly framed
in a religious context: God will give you what you have given to others. This is also strongly related
to the idea of reciprocity in the care-relation. This is also confirmed by our experts.

“They say kama tudin tudan. If you put your parents in an elderly home, then your kids will do the same to you.

God said what you do, they [children] will do to you too.” Kaltoum — middle-aged — poor health condition

“A woman who has good children, expects that her kids will take care of her as she took care of them. What
you did to your parents, that’s what your children will do to you. Kama tudin tudan. | hope that children will

show mercy and kindness towards their parents.” Yamina — elderly — fair health condition

“They’re like ‘if you’ve not been able to realize it yourself, what example have you given to your child
concerning treatment of parents? Kama tudin tudan. Well, you reap what you sow’.” Soumiya — Elderly care

consultant

A second perspective is that mainly elderly participants are of the opinion that taking care of
the parents is traditionally done and should be done by the children and more specifically by the son
and daughter in law. They emphasize that this is a tradition (‘ada) that must be kept alive and
continued. Interestingly, several participants —mainly elderly— mention to have followed the tradition

of giving birth to many children as a safety net to ensure care in their old days.

“Normally it’s the daughter in law who takes care of the parents, because the son is the closest to his mother.
It’s kind of the son’s duty to take care of the parents. But also you have brought many children into the world
based on the idea that the day | need my children, they will be there for me. That’s one of the reasons why we

and our parents have given birth to many children.” Sabiha — middle-aged — fair health condition
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“We have this custom of children taking care of their parents. They can’t throw out their parents. Your children
need to be by your side. They should help you. They understand you best. But if they don’t take care of you,
then why did I bring so many to the world? I want for them to come, so I won’t get bored. So I don’t feel

neglected.” Aicha — elderly — fair health condition

Third, our participants strongly emphasize the importance of reciprocity in care-relations.
They state that they would like to be taken care of by people who are closest to them. Here, a strong
link is made between the education of children and care for the elderly. As such, they explain that
they expect care of their children when they are care-dependent as they also gave care to their
children when they were dependent. In contrast to the majority of elderly participants who assigns
this care duty to a son, middle-aged participants have much less expectations towards their sons and
daughter in law, but count more on their daughters. Indeed, they explain that as they have not given
care to the daughter in law, they do not assign a care-duty to her. This too is confirmed by our experts.
We observed that as daughters nowadays tend to live closer to their parents (when compared to sons),
especially when parents in law live abroad, they often take up this care-responsibility.

“I want to be cared for by my daughter and not by my son. First of all, he’s a man, and his wife must do it then
and I really don’t want that, because she’s not my child. I didn’t take care of her and therefore she does not
have to take care of me. Do you see?[...] She’s a daughter of an outsider. I wouldn’t feel at ease. I’d love to get
it from my daughter. She would take care of me as I did with her.” Hannan — middle-aged — good health
condition

“I want to be taken care of by my children. I also took care of them and took care of everything, so when I’m old,

my kids will have to take care of me.” Zohra — elderly — poor health condition

“I think they rather think like ‘If I become care-dependent, then | hope my kids will take care of me. After all, |
raised my children, so | hope they’ll help me, take care of me till death.” Nora — Muslim nurse

Interestingly, a few participants state that they do not have care-expectations towards their
children, but expect their partner to take up this care-responsibility as they have promised to take

care of one another.

“It’s his duty. You married each other to be together and to take care of each other. It’s in a two direction.”

Nihad — middle-aged — good health condition

“My kids have their own life, they work, they have their kids. I hope my kids are happy in their home. If | would
stay with them, I would be a burden to them. They would neglect their husband. That’s why I’m counting on my

husband. I’m there for him and he’s there for me.” Huda — elderly — fair health condition

In reality, the majority of our participants (eleven elderly participants and nine middle-aged
participants) took care of or are still taking care of their parents (in law). Often care is distributed
among the children. None of my elderly participants lives with their children, except for two elderly

participants who living with their unmarried daughter. Interestingly, nearly half of our elderly
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participants states that due to the geographical distance they could only help their parents (in law) in

the country of origin on a financial level.

b. Care Uncertainties and Tensions

In relation to the fragmentation of the traditional ideal of integral care provided by the family,
one third of our participants’ attitudes and care-expectations are strongly marked by uncertainties
with regard to care in their old days. This was strongly present among participants who are childless,
widowed or do not have daughters. Although the majority of our participants expects to receive care
of their children, mainly middle-aged participants indicate that they have less expectations toward
their children because their children are more independent when compared to previous generations.
The most important explanation given for the care uncertainty by many participants is the
socioeconomic change which resulted in both men and women leaving home for work. As a result,
the younger generation lacks the time to take care of their parents. This is also confirmed by our

experts.

“I think everyone expects and hopes that children will take care of them. But we’ve come to a time where we
think, ‘I don’t want to burden them’. You love your parents, but you can’t. So I think today parents now think

realistic like ‘everyone works’.” Halima — middle-aged — good health condition

“Yes, if you’re no longer care-independent, then it’s more than normal that you count on your children. Who else
is going to take care of you? But in reality, we don’t find our children. They all work. They all have their own

family. They’re too busy.” Fatma — elderly — poor health condition

“In the Moroccan community, well, the elderly assume that the children will be there for them. What do we see
in reality? They’re not there, because they all have their own family, they all work.” Fadila — Psychosocial
consultant

Second, several participants explain this decline of family caregiving by the adoption of
western norms and values among younger Muslim generations. They are of the opinion that Muslims
today have a more western mentality in which individualism takes the lead and the collectivistic way

of thinking, including the traditional idea of care giving, declines.

“Yes. We are really adapting to the western lifestyle.[...] I suppose we are a bit western I think. I think even I do
not want to burden my kids, because they need to move on, on their own. We’ve taken over this individualism.”

Badria — middle-aged — good health condition

“I have this feeling that we became more western and the children also took over this Belgian mentality.[...]
Uhm, we became more distant for a part and western on all levels. We don’t see much Belgians taking care of

their parents and yes, we adopt this too.” Radia — middle-aged — poor health condition

Third, two participants explain this development by referring to the changing family
structure. They explain that as young Muslims opt to have less children they have a smaller safety

net to rely on, in contrast to the older generation. This is also shared by our experts.



92 PART 2: EMPIRICAL STUDY ON DEATH AND DYING

“She [her mother] actually counts on us to give care. She has many children and if you distribute the tasks, it’s
doable. If everyone takes one day in the week. But if you have fewer kids, then it’s heavier and practically more

difficult.” Nihad — middle-aged — good health condition

“Now it’s difficult. Back in the days, we didn’t go outside to work. We beared many children and we did the
household, but now the daughters in law work, they have their job. Nowadays, they don’t bear a lot of children.
Only two or three and they already say they’re tired (laughs).” Aicha — elderly — good health condition

“They can’t keep expecting. The first generation had six to seven kids. They think there’ll be someone who’ll
take care of them’. But now among the current generation, large families do not exist. Three to four children max

so the chance of being cared for is really small.” Imane — hijama practitioner

Fourth, mainly elderly participants indicate that the daughter in law often acts as a barrier
and thus stands in the way of the son as family caregiver. Because people live less in a
multigenerational or extended house and more in nuclear family houses, taking care of the older
generation has become more difficult. According to our participants this is also the case in Morocco.
Participants mention that the son and daughter in law do not take up the care responsibility anymore,
but that daughters nowadays take care of their parents. This entails that mainly middle-aged women

provide care to older people.

“It’s very good if you find one of your children who wants to do that. My own mother had beared three sons, of
which one is still alive, well my mother couldn’t even find him. Why? The wives of my brothers don’t want to

take care of her nor take her into their home.” Laziza — elderly— poor health condition

“The daughters in law accept their own family but not their husbands’. Once the in-laws are old, they’ll no longer
accept them. They do not take in their in-laws. They only take care of themselves and their kids][...]. It’s no longer
as it used to be, all living in one house, they ate together with daughters in law, sons and parents. It changed
everywhere, in Morocco as well. It no longer exist, everyone has their own place.” Rahima — elderly — poor health

condition

Fifth, several participants mention that providing family care often brings a lot of tension
and pressure, mainly when taking care of elderly with high care needs (cf. dementia, Parkinson).
When children are not able to fully take responsibility for this care, this seems to generate feelings
of guilt and of failure as a result of not meeting the expectations of their parents and/or community.
This was mainly brought forward by participants who are confronted themselves or in their

immediate environment with advanced illness and/or high care needs.

“It’s difficult, because yes, sometimes it can be difficult. I tell you, it’s not that easy to take care of an older
person, because sometimes it’s physically not feasible, because it’s heavy. And sometimes it’s mentally not
feasible. And often you would feel guilty if you don’t provide care.” Sabiha — middle-aged — fair health

condition

“It’s really not that easy. I see this with my dad. It’s all easier said, but if you have one at home than you know
what that is. Yes, taking care of a demented is difficult.[...] My mom took care of him for 15 years. Now she

can’t anymore. She deteriorates. She’s tired.” Loubna — middle-aged — poor health condition
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Noteworthy, a few elderly participants put their trust in God as response to their future care
needs, as God is al-Razig (the Provider). They explicitly mention to count on God when care is
needed. This way they avoid the discussion about this sensitive topic which reflects the uncertainties
they face with regard to care in their old days.

“No but God is there [laughs]. There’s God, one should not count on someone, but on God. No, you count on
God. Why would you say like “When I’m old, how am I going to do it?” Why would you say such a thing? Put

your trust in God.” Alia — elderly — poor health condition

“Yes, I count on God [avoids topic].” Naziha — elderly — fair health condition

Given that many are not sure whether their children will take care of them, they hope it will
eventually not be needed. Noteworthy, mainly elderly participants explicitely mention to request God
to end their life before becoming care-dependent or having a bad health (‘qad saha qad la‘mar’). In
other words they hope to live as long as they have a good health and thus are (care) independent so
that they would not become a burden for their children/family. This is also confirmed by our experts.

I ask God to not abandon us or fall into someone’s hands. I ask God that we die with good health. [ hope to leave
to God when I’'m not care-dependent, without burdening our children nor ourselves or daughters in law, no one.”

Malika — elderly — good health condition

“I have no one and that’s why I ask God ‘Oh Lord of the worlds, I hope you’ll take my soul before I deteriorate’.
Because who’ll take care of me? My parents are dead, my sisters have their hands full with their children. Who
will take me? Who will carry me? | hope God will take my soul sooner, before | become care-dependent.” Yamina

— elderly — fair health condition

“They want to be cared for preferably by their own children, although a few don’t want to burden them, they’ll
explicitly say like ‘I want to be able to handle myself for so long before I burden my children.” Actually, they ask
God to let them die before they are dependent of their children. I heard that a lot.” Salima — Elderly care consultant
c. Professional Care
o Barriers
The majority of our participants is thankful for the existence of professional health care including
elderly care. In this respect, they refer to the well-organised and equal access to health care in contrast
to the situation in their country of origin. However, the overwhelming majority does not make use
of elderly care services and this because of several barriers. First, our participants —mainly elderly—
have little knowledge of the existing elderly facilities. The foremost known facilities are elderly
homes, home care and service flats. The last two types were mainly mentioned by middle-aged
participants. Only two middle-aged participants mention the existence of day care centers and health

services.

“No, only health service. I don’t think other services exist. Yes, of course you have service flats to live as
independently as possible and that’s also the main point of care. And an elderly home of course.” Nihad — middle-

aged — good health condition
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“I can’t really say honestly. I only know elderly home.” Haddad — elderly — poor health condition

On the other hand, from a religious perspective, several participants have a rather negative
picture of elderly care facilities and particularly elderly homes based on an assumed lack of respect
for the patient’s religious background. They state that elderly homes devote insufficient attention to
religious observances (e.g. halal food, prayer, gender segregation) and thus is not tailored to
Muslim’s needs. Several participants state that often abuse is made of the weak position of elderly
Muslims with high need of care (e.g. dementia) by not respecting his/her religious needs or wishes

including halal food and intimacy norms.

“Care provision is not tailored to Muslims. Once, | checked with an elderly home who had a Muslim woman. |
had said ‘“What about her prayer and food?’. They said ‘Yes, she can pray in her room and the food is adjusted’.
But it’s not true, it’s not adjusted, because I checked with the care services. They say ‘on the day pork is being
served, they give her vegetarian food, a dish without meat’. And it costs as much as others.[...] But imagine if
you’re demented, then it’s another story of old age. So even if they give you pork, you’ll eat it without knowing
it.” Sarah — middle-aged — good health condition

“They don’t take Muslims into account. I know a Moroccan demented woman in a nursing home who’s being
washed by men as well as women and that’s bad for her. She has worn a veil for so long and always covered
herself. And if you see her, she’s just a typical Moroccan traditional woman with a jallaba [Moroccan dress] and
now suddenly they cut her hair and left her like that without her veil. I really feel sorry for her.” Hannan — middle-
aged — good health condition

Third, cultural barriers also play a role. Several respondents show a strong dismissive attitude
towards residential care as they equate admitting into an elderly home with abandonment by the
children and abuse by health care providers as they take the situation in their country of origin as
frame of reference. For our participants, this generates a loss of face within a community that equates
it with children not fulfilling the care responsibilities that they hold towards their parents and

therefore often express this as ‘b (e.g. shame/disgrace). This is also shared by our experts.

“I wouldn’t bear the thought of sending my parents to an institution, while I’m still in good health. Even if I
would be falling down, I think I would still take care of them. How difficult it may be.[...] It’s shameful to bring

them to an institution. It’s a shame.” Narima — middle-aged — good health condition

“An elderly home? No no no [tears falling], Allah yistar (may God protect us). Children should not neglect
their parents. It’s a shame and a great injustice. I hope I’ll never end up there. I’d rather die before they put me

there.” Rahima — elderly — poor health condition

“It’s taboo. A retirement home or a nursing home, they see it as a place where you drop your parents and that’s
it. That you’ll also be forgotten, so they compare it to what is happening in Morocco. So the retirement homes,
these are places where you abandon people where people are abused.” Fadila — Psychosocial consultant

Many participants also equate an elderly home with having a lack of freedom and

experiencing loneliness. In this respect, they mention the great importance of spending their old days
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in a familiar environment with their family. Several elderly participants even mentioned that they
would rather die by asking God to not to reach a very old age than to be placed in a nursing home,
as they do not want to fall into the hands outsiders (e.g. health care providers).

“Everything needs to be adjusted, because you’re not free. You’re not allowed to drink as much coffee as you
like. You may drink one or two cups a day. That’s no life. You’ve worked your entire life, you’ve taken care of
your kids your entire life and in the end your children put you in an elderly home? No, No.” Zoulikha — elderly

— good health condition

“Elderly home is really tough. You have no freedom and also when you die you’ll die alone. They only get one

room. Nothing else. It’s like putting you in jail. They’re neglected.” Laziza — elderly — poor health condition

The fourth barrier mentioned by the majority of our participants is that the use of and access
to elderly care services is hampered by the fact that elderly Muslims have a limited knowledge of the
Dutch language. They say that elderly Muslims prefer to be cared for in their own language and
preferable by care providers of the same cultural and religious background for a better
communication. All this would help them to feel more at ease/at home. This too is confirmed by our

experts.

“They want to experience their religion, it’s part of their identity. It’s important that they feel good of course,
that they can speak the language. Feeling at home as much as possible, that makes a difference.” Nihad —
middle-aged — good health condition

“The problem is that they don’t speak the language. My mother can’t speak Dutch. If there are care providers
who speak the language, then they’ll [elderly Muslims] take the step faster. If it were Muslims, than yes. They

will understand you better.” Lamya — middle-aged — good health condition

“They don’t know the language and this fosters a huge stress. If they’re taken care of, then they’d want it by

someone who speaks the same language, so if they want a nurse, then it must be someone who speaks Arabic or

Berber language, because they would feel at ease.” Laila — Muslim Nurse

Finally, several participants also indicate the high financial costs involved when relying
upon professional elderly care as a barrier. They mention that they receive a low salary and
therefore are not able to pay for it. Several elderly participants mention that they need to be more
financially supported and request lowering the costs of medication. This was mainly mentioned by

participants whose relative is in high need of care (e.g. dementia, Parkinson).

“I hope the care becomes more affordable, that they’ll give more subsidies, for example, to nursing homes.
Because for instance, a couple, if a person goes to a nursing home, the spouse will have to pay 1500 or 1600 euro
per month.[...] And now he [her father] has Alzheimer. So we pay, with my brothers and sisters. We all help to
pay, because my father doesn’t have enough. [Professional] care is expensive.” Loubna — middle-aged — poor

health condition
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“When I had surgery, I needed someone to come and help me, but for free. For example, I earn 1000 euro, how
much would be left of it? Do you understand? If I’ve to pay for external care, how much will remain? I find

[professional] care expensive.” Charifa — elderly — poor health condition

= Open Attitude

Taking into account the abovementioned barriers, several participants argue that they would only
rely on professional elderly care such as an elderly home as a last resort. They believe this is,
nevertheless, a good option for Muslims who are childless or for elderly with high care needs.

“It’s good and important for those who have nothing and don’t have children, it’s needed. It’s mandatory, there’s
nothing to do about it. If there were no options, then I would do it. It’s normal.” Nuria — elderly — good health

condition

“For those who have no children it’s important that they receive help, that they can maintain themselves.[...]

Then it’s not a bad thing if he calls on it. Poor thing, he has no one.” Haddad — elderly — poor health condition

Our participants show a more open attitude towards home care than towards an elderly home
based upon the idea that with the first type of care they remain within their own familiar environment.
This is also confirmed by our experts. Noteworthy, mainly middle-aged and elderly participants who
are personally or in their direct environment confronted with severe illness/palliative situation and/or
high care needs show much more openness towards professional elderly care services in general.
Participants who do not have a daughter indicate that they would rely upon professional elderly care
not to burden their children: they refer to home care, service flats or even an elderly home if the latter
takes into account their cultural and religious needs. Nearly one third of our participants states that
they or a relative (e.g. husband) relied upon elderly care services including home care or cleaning
service. Only one middle-aged participant, Loubna, mentions that her demented father has been

admitted into a nursing home.

“I will do as much of my household chores as possible. So as much as I can and if I can’t I’ll let someone help
me. So to start with home care and if that doesn’t work, then a service flat.” Lamya — middle-aged — good

health condition

“I would rely on home care,. because they come and wash you, by the evening your children and grandchildren
are present, but not admitting in an elderly home. That life, the warmth of my children. Seeing my
grandchildren grow and staying at home, that’s actually my wish.” Kaltoum — middle-aged — poor health

condition

“But eventually I think that, for example, that they would rather choose home care than residential services, and
the second generation | certainly see them going to a service flat, because it would still be their own house and
you have a certain freedom. You don’t have that with an elderly home.” Laila — Muslim Nurse

Our participants find it of utmost importance to preserve their own cultural eating habits and

religious dietary requirements, religious practices including praying and fasting, reading the Qur’an
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and their physical integrity being respected. This entails that women are washed by female health
care providers and men by male health care providers. Many participants firmly emphasize the
importance of ageing in a familiar context and of elderly care services respecting Muslims’ cultural
and religious background in realizing a certain continuity in life. This is related to the feeling of being
welcome and feeling at home. Some participants show openness towards pluralistic elderly care
services, whereas other prefer Muslim/Islamic professional elderly care services. They believe that
the latter type would be more appealing and beneficial for Muslims as all their needs would be met
and thus are more reassured of a dignified ageing and care.
“We want the rituals, obligations, food, the prayer to be taken into account. Basically like how they’ve lived at
home. Men and women in separate rooms. It’s important that they can be who they are, just to be who you are.
How they can practice their religion as they do at home. If T go to an elderly home, than I’ve to live there as | did
before, in a trusted environment where you can be yourself. Getting older in a trusted environment. That’s what

I want to strive to. And that at the end of their life, they lived on the path to God.” Louiza — middle-aged — good
health condition

“My wish is that in the future, there will be a place where Muslims could go. These people need to feel good in
their last years, not lonely, halal food, care by same gender, being able to pray, leisure activities adjusted to
Muslims, providing Qur’an lessons and Muslim caregivers. They’d have to feel at home. That’s my wish. To be

free as if you’re at home.” Kaltoum — middle-aged — poor health condition

Interestingly, all participants are of opinion that future Muslim generations will rely even
more upon professional elderly care due to a stronger expected fragmentation of family caregiving.
Another explanation given is that due to the stronger integration of younger generations, a higher
demand of professional elderly care is expected as younger Muslims generations will demand
professional care that meets their needs as they are also part of Belgium’s population and thus are
entitled to it. A few participants associate the fragmentation of informal care with a ‘decline of
religiosity’ among young Muslims generations among whom respect and mercy towards parents is

lacking.

“I don’t know if the future generations will take care of their parents. I don’t know, but there are many children
of this generation who don’t give the same amount of respect as we did. Their softness is gone. The next
generation won’t have a choice but to call for professional care. We’re having a hard time, let alone the next

generations.” Narima — middle-aged — good health condition

“Yes, I think they [younger generation] will rely more in the future. They have also paid for their rights.Yes, if
you have rights, you can demand things. Young people will demand things they are entitled to.” Khadija —

elderly — poor health condition

Discussion

Our study shows that ageing and care for the elderly are strongly perceived within a religious

framework by both middle-aged and elderly Moroccan Muslim women. The findings of our
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interviews with middle-aged and elderly Moroccan Muslim women are (nearly) identical to those of
the interviews with our experts in the field. Moreover, no differences were observed between the
religious views and attitudes of our elderly and middle-aged participants. Both groups understood
ageing as evidently and essentially linked to God. Both strongly emphasized theological and
eschatological notions in their answers (e.g. old age given by God; family caregiving as a religious
duty; heavenly reward for taking care of parents). Our participants also attach a great importance to
practicing their religion at the end of life (e.g. turning to God, prayers). Our findings show that despite
being embedded in the western context, the Islamic frame of reference remains vividly among

Moroccan Muslim women living in Antwerp (Belgium).

In contrast to elderly participants, the idea of a permanent return to the country of origin or
a return dilemma was lacking to a great extent among middle-aged participants. This might be
explained by their stronger attachment to Belgium as they were mainly brought up or born there, but
also by the simple fact that their family and especially their children and grandchildren are living

there.

Nearly all our participants holds traditional views on care for the elderly, based on religious
and cultural arguments (e.g. duty of children to take care of their parents). Whereas mainly elderly
participants give this care responsibility to the son, middle-aged participants prefer to be cared for
by their daughters instead of their daughters in law with whom they have no reciprocity-relation.
Interestingly is that we observed a clear shift in the traditional care-expectations of the son to the
daughter. This might be explained as daughters live more nearby their parents, but also that
multigenerational housing is less common. In other words, the daughter in law tend to take less a
carer role in the husband’s family, and take instead (more) care of their own parents. This preference
is also based on the idea that women wish to be cared for by people for which they cared for. At the
same time middle-aged participants have less traditional care-expectations towards their children.
This shift in attitude and expectations can be explained by the fact that middle-aged participants
themselves experience the pressure of combining work with taking care of their children as well as
their parents in the Belgian context. In contrast to middle-aged participants, elderly participants
strongly underline the idea of repercussion when children do not fulfil the care responsibilities that

they hold towards their parents.

Among both middle-aged and elderly participants we observed a strong discrepancy between
expectations and reality as a result of socio-economic developments (both men and women work
outside the home; changing family structure). Care uncertainties were mainly found among
participants who are widow and/or childless and tensions among participants who take care of
relatives with high needs of care. When asking our participants about their care-expectations in their

old days, we noticed that this still remains a sensitive topic. On the one hand, mainly elderly
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participants indicated that only God has knowledge over the future, whereas middle-aged participants
often stated they had not thought about it yet. On the other hand, both elderly and middle-age
participants do not wish to become a burden for their children and hope to maintain their
independence as long as possible. Elderly participants firmly emphasize the wish to live as long as
they are independent and hope that God takes away their life before becoming care-dependant. This
was not explicitly mentioned by our middle-aged participants. By contrast, their response lies in their
willingness to rely upon professional elderly care services. In contrast to middle-aged participants,
elderly participants hold a strong negative image toward professional elderly care and in particular
residential homes. This might be explained by their reference to elderly homes in the country of
origin which are often viewed as places of abandonment. Therefore this type of care is viewed as a

last option only for people who are childless or have high care needs.

We found a more western understanding of care of the elderly among middle-aged
participants resulting in a tolerant attitude towards professional elderly care. The more positive
attitude towards professional elderly care services that was found among middle-aged participants
could be linked to the decline of the traditional extended family care giving. This openness might be
also explained by a better knowledge of health care facilities (linked to their higher literacy and
education, resulting in a better access to information), but also as aforementioned because of their
difficult experience (of pressure) of the combination of work and taking care of the family. We also
observed that middle-aged participants are more adapting to western norms and values with regard
to care for the elderly as well as a Western lifestyle including the shift from an extended to a nuclear
family. A similar tolerant attitude towards professional care was found among participants who have
been confronted with a palliative situation or severe illness themselves or in their direct environment.
Indeed, they showed more openness towards the use of professional elderly care as they have
experienced that taking care of a person with incurable/advanced illness and high care needs is
difficult.

Both elderly and middle-aged participants show a greater acceptance of home care services
than residential care. The main barriers found had a linguistic —mainly for elderly participants—
cultural and religious basis. All participants recognize the importance of providing dignified and
tailor-made professional elderly care for vulnerable groups including elderly who are widow,
childless and/or in need of high care (e.g. dementia, Parkinson). They underline the importance of
maintaining one’s lifestyle in residential care facilities. In this respect, many of our participants
prefers Islamic elderly care services which would meet all the religious and cultural wishes of

Muslims.
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Comparison with Normative Islamic Views

Considerable attention has been given to old age and the position of elderly/parents in Qur’anic,
hadith and exegesis literature (Bensaid & Grine, 2014). Our participants’ line of reasoning was
strongly similar to the line of thought in normative Islamic literature on ageing and care for the
elderly. In both our interviewees and normative Islamic literature, we find an unconditional belief in
God’s omnipotence and omniscience concerning life and death and in predestination (Al-Jeilani,
1987; Atighetchi, 2007; Bensaid & Grine, 2014; Rahman, 1998).

In line with our findings, Bensaid and Grine (2014) found that in the Islamic tradition old
age (shaykhitkha) is defined as a stage of weakness, forgetfulness and physical feebleness. On the
other hand, like our findings, scholars (Atighetchi, 2014; Bensaid & Grine, 2014) mention that Islam
describes ageing as growing wisdom and more specifically defining the age of forty as a time of
maturity and wisdom. Scholars (Bensaid & Grine, 2014; Rahman, 1998) confirm our finding that old
age is rather viewed as an undesirable episode of human life based on the sadith in which the prophet
Muhammad sought refuge in God from geriatric old age. However, even when one is sick of one’s
life, one should ask God to keep him/her alive as long as life is good for him/her and if not to end
his/her life. This line of thought was also found among our participants. Both normative Islamic
literature and interviewees support the idea that old age provides the individual with purification and
reform through spiritual and moral refinement increasing performance of good deeds as people move
closer to the end of life.

Both our interviewees and scholars argue that the Islamic faith emphasizes the importance
of kindness, compassion and gentleness towards parents as a fundamental religious duty based upon
the Qur’an (Q17:23-24) and hadith (Abdullah, 2016; Atighetchi, 2014; Bensaid & Grine, 2014;
Dhami & Sheikh, 2000; Elsaman & 'Arafa, 2012; Khan & Ahmad, 2014). Al-Heeti (2007) also
mentions that parents and in particular the mother receives a high position in Islam. This filial piety
is a religious edict that requires children to love and respect their parents; speaking with grace and
respect, especially parents in old age. Similar to our findings, several scholars (Al-Heeti, 2007;
Bensaid & Grine, 2014) state that the Qur’an strongly encourages children to grant high esteem to
their parents and not show unrest, anger or discomfort. They mention that causing sadness or unrest

to parents causes God’s anger. This line of reasoning was also found among our participants.

Like our findings, Bensaid and Grine (2014) argue that the Islamic faith advances a
reciprocal relationship of spirituality and mutual benefit between honouring the elderly and one’s
future wellbeing. Both our interviewees and scholars (Al-Heeti, 2007; Atighetchi, 2014; Elsaman &
'Arafa, 2012) state that the Islamic tradition views parental satisfaction as a genuine indicator for
divine satisfaction: gratitude to parents is equated with obedience and respecting God and blessing

of parents equivalent to being blessed by God.
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In keeping with our findings, Bensaid and Grine (2014) state that care for parents is also
understood as birr al-walidm (‘righteousness to parents’). Similarly, scholars (Al-Heeti, 2007;
Begum & Seppénen, 2017; Bensaid & Grine, 2014; Dhami & Sheikh, 2000; Khan & Ahmad, 2014)
argue that Islam strongly requires Muslims to take care of their ageing parents based on the Qur’an,
more specifically verses 17:23-25. These verses express the relationship of mutual kinship care
through various injunctions that command children to take care of their parents in an
acknowledgement of the reciprocal care between them. The Islamic faith prescribes Muslims to care
of their parents as their parents cared for them when they were younger (Abdullah, 2016; Al-Heeti,
2007; Elsaman & 'Arafa, 2012). This line of thought was also present among our participants. Like
our findings, Al-Heeti (2007) indicates that the strain of caring for one’s parents in this most difficult
time of their lives is considered in Islam a honourous duty and blessing and an opportunity for great

spiritual growth as it is viewed as a means of receiving great reward in paradise.

Comparison with the Empirical Literature

To date, only a few empirical studies exist on the attitudes and practices of migrants/Muslims living
in Belgium regarding ageing and care for the elderly. Most studies found focus on different migrant
populations in Europe (Berdai, 2005; Cuyvers & Kavs, 2001; Meulenkamp, van Beek, & Gerritsen,
2010; Talloen, 2007; Zokaei & Philips, 2000) or focus on Muslims in Australia, United States, Asia
and Middle-East (Aytag, 1998; Hasnain & Rana, 2010; Islam & Nath, 2012; Khan & Ahmad, 2014;
McLaughlin et al., 2016; Shah, Hanan, Yount, & Shah, 2011; Sinunu, Yount, & EI Afify, 2009).
There is almost no documentation on the actual attitudes and practices of (Moroccan) Muslims
regarding old age and care for the elderly; no studies are comparing first and second generation
women in a European context in this regard. In contrast to the abovementioned studies that deal with
perspectives on ageing and care for the elderly in a fragmented way, our study offers an
encompassing, comprehensive and detailed perspective on attitudes and practices of Moroccan

Muslim women living in Belgium.

The findings of our study show, nevertheless, several similarities with the results found in
abovementioned empirical studies including: defining ageing as a decline of health, high position of
the elderly, care for the elderly as a religious duty for the children, fragmentation of family care,
barriers to access and utilisation of professional elderly care services, specific needs and wishes of
Muslim populations. In contrast to these studies, our study yielded innovative and more detailed
information on the views of both first and second generation Muslims towards ageing; the religious
perspectives on ageing and care for the elderly (theological and eschatological considerations); lack
of return dilemma among middle-aged Moroccan Muslim women due to the weakening bond with
the country of origin; the specific problems of vulnerable groups (strong care uncertainties among

older people who are widow, childless, in high need of care or have no daughters);the changing care-
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expectations among second generation Muslims (less care-expectations towards their son; no
reciprocity care relation with daughter in law; openness towards professional elderly care) and the
strong approval of Islamic professional elderly care.

In keeping with our findings, several studies (Berdai, 2005; Cuyvers & Kavs, 2001;
Schellingerhout, 2004; Yerden, 2013) conducted among (Moroccan) migrants in Belgium and the
Netherlands report that elderly Moroccan migrants define a relatively young age as old age (from the
age of 50). As in our study, Van den Branden (2006) found that Moroccan Muslim men strongly link

ageing with a weakening health and/or physical detoriation.

In line with our findings, Khan and Ahmad (2014) and Van den Branden (2006) support our
finding that with ageing Muslims think (more) about the inevitable death and therefore turn to God
by performing good deeds, but also to find solace. The ageing process often leads to a search for
meaning in life which in turn leads people to seek comfort in religion and spirituality. In contrast to
other studies, our participants provided more religious considerations with regard to their attitude
towards ageing (e.g. ageing given by God who is omnipotent; ageing as part of God’s plan). Several
studies (Berdai, 2005; Cuyvers & Kavs, 2001; Declercq et al., 2006; VVan den Branden, 2006) confirm
that a return dilemma exists among elderly Moroccan migrants between the desire to return
permanently to the country of origin and the wish to stay in the adopted homecountry and therefore
many opt to commute. In our study we found that this return dilemma is completely lacking among
middle-aged Moroccan Muslims.

Several studies conducted among (Moroccan) migrants and Muslims in the Netherlands and
Belgium (McLaughlin et al., 2016; Schellingerhout, 2004; Suurmond, Rosenméller, EI Mesbahi,
Lamkaddem, & Essink-Bot, 2016; van Wezel et al., 2016; Yerden, 2013) show that older persons
from Moroccan descent prefer and use family caregiving more often and more intensively than native
elderly people. Moreover, they view this task primarily as a task for women. McLaughlin et al. (2016)
found —as in our study— that 62% of American Muslims aged 40 and older would prefer care at home
by family and friends. Similar to our findings, many studies among (Moroccan) migrants and
Muslims (Ajrouch, 2005, 2016; Cuyvers & Kavs, 2001; Sinunu et al., 2009; van Wezel et al., 2016;
Yerden, 2013; Zokaei & Philips, 2000) found that caring of older persons is considered a moral and
religious obligation and that care and respect towards parents are viewed as an important part of
Muslim’s expression of faith. In keeping with our finding, research of van Wezel et al. (2016) and
of Sinunu et al. (2009) shows that Muslims understand providing care for the elderly as a test from
God and an important way to earn heavenly reward. Nevertheless, eschatological considerations in
Muslims’ perspective on ageing and care for the elderly —as found te be of central importance in our

study- are not mentioned by any other research.

Several studies (Ajrouch, 2005; Cuyvers & Kavs, 2001; Sinunu et al., 2009; van Wezel et
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al., 2016; Yerden, 2013) confirm that caring for parents is viewed in terms of reciprocity: children
are repaying the elderly parent for the care that they received as a child. In contrast to our findings,
van Wezel et al. (2016) found that this reciprocity was also present for the care of elderly parents by
the daughter in law for the care the spouse received as a child. This was, however, not mentioned by
our participants. Like our findings, several studies (Ajrouch, 2005; Cuyvers & Kavs, 2001; Yerden,
2013) also indicated a difficulty among older adults in talking openly about their desires and needs
regarding care in their old days and a lack of communication on care expectations between first and
second generation. As in our study, Yerden (2013) found that first generation Turkish people in the
Netherlands assign the care responsibility to sons and that women also have care-expectations of

their daughters as they tend to live more nearby.

Similar to our findings, many studies (Cuyvers & Kavs, 2001; Hossain, 2013; Khan &
Ahmad, 2014; Lodewijckx & Pelfrene, 2012; Schellingerhout, 2004; Talloen, 2007) observed care
uncertainties among (Moroccan) migrant and Muslim communities in the West and noticed a shift
among younger generation Muslims/migrants regarding the traditional landscape of family care.
Indeed they also found that it is no longer guaranteed that children will take care of their parents.
Providing family care comes under pressure as a result of the changing lifestyle, socio-economic
situation and values of the younger generations in the West. As in our study, research (Hasnain &
Rana, 2010; Islam & Nath, 2012; Khan & Ahmad, 2014; Lodewijckx & Pelfrene, 2012; Sinunu et
al., 2009; Yerden, 2013) found that this shift regarding the provision of family care can be explained
by the changing socio-economic context as women enjoy (a higher) education and both men and
women work outside the home. This shift contributed to the fragmentation of the traditional extended
family household structures and to changing gender roles. Similar to our findings, a study by Yerden
(2013) indicates that Turkish people, particularly in the migrant context, live in a smaller housing

and therefore family caregiving became less evident.

Research (Ajrouch, 2016; Aytag, 1998; Khan & Ahmad, 2014; Shah et al., 2011; Talloen,
2007; Yerden, 2013; Zokaei & Philips, 2000) confirms that changing values and adapting to western
norms and values are driving forces in the decline of family caregiving among younger generation
Muslims. Younger generations have less traditional views on care for the elderly and are putting
emphasis on individuality and freedom. Ajrouch (2016) confirms our findings that first generation
Muslims fear to become a burden on their children should they need care in later life, but also that
second generation Muslims have less care-expectations towards their children. Similarly, her second
generation participants had no preference to live with their children when they reached old age and
were not averse to living in a nursing home based on the desire to shield their children from the
challenges of providing care for their parents. Yerden (2013) found that these concerns were most
present among elderly people who are childless or have no sons. This was not entirely the case in our

study as we found that especially (middle-aged) participants who have no daughters were more
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confronted with this problem. Though Hossain (2013) does confirm our finding that that women who

are childless or widowed and older persons with illness requiring intensive care are at greater risk.

In line with our findings, many studies (Cuyvers & Kavs, 2001; Declercq et al., 2006;
Denktas, 2012; Schellingerhout, 2004; Suurmond et al., 2016; Talloen, 2007; van Wezel et al., 2016)
indicate a low frequency and intensity of professional elderly care services use among Moroccan
migrants in Belgium and the Netherlands. A study by McLaughlin et al. (2016) among elder Arab-
American Muslims shows that 65,7% would want their loved one cared for at home by elderly care

services and only 12,7% would wish to be taken care of in a nursing home.

Research confirms that (Moroccan) migrants/Muslims have a limited knowledge of existing
professional elderly care services (Cuyvers & Kavs, 2001; Declercq et al., 2006; Khan & Ahmad,
2014; Schellingerhout, 2004; Suurmond et al., 2016; Talloen, 2007). Several studies confirm the
correlation between the extent of integration and the accessibility and willingness to utilize elderly
care services (Cuyvers & Kavs, 2001; Declercq et al., 2006; Levecque, Lodewyckx, & Van den Eede,
2006; Talloen, 2007). This was also observed in our study as middle-aged participants show more
willingness to rely upon professional elderly care services. Yerden (2013) found that both first and
second generation have little or no knowledge of care facilities in the Netherlands. This was,
however, not entirely the case in our study as we observed that middle-aged participants were clearly
better informed.

Similar to our findings, several scholars (Al-Heeti, 2007; Berdai, 2005; Cuyvers & Kavs,
2001; Denktas, 2012; Schellingerhout, 2004; Talloen, 2007) also indicate that the low socio-
economic position and the poor financial situation are a barrier referring to the high costs involved
of professional (elderly) care services care for (Moroccan) migrants/Muslims. Studies (Cuyvers &
Kavs, 2001; Declercq et al., 2006; Schellingerhout, 2004; Talloen, 2007) support our finding that
elderly (Moroccan) migrants’ low utilization of elderly care services is due to a language and
communication barrier. Ajrouch (2016) and Khan and Ahmad (2014) also found that formal care in
which caregivers relate and have cultural commonalities make it more desirable for the older adults
to be taken care of by other Muslims. A study of Suurmond et al. (2016) shows that for elderly
Moroccan migrants in the Netherlands the language barrier is the main cause of impeded access to
professional home care services. This is also found in our study, however, cultural and religious

barriers seem also to have a great impact.

Like our findings, many studies (Ajrouch, 2016; Al-Heeti, 2007; Berdai, 2005; Cuyvers &
Kavs, 2001; Declercq et al., 2006; Hasnain & Rana, 2010; Khan & Ahmad, 2014; McLaughlin et al.,
2016; Schellingerhout, 2004) found an averse towards professional care services and in particular
residential care as people fear that their religious and cultural needs will not be met (e.g. halal food,

number and frequency of family visit, a prayer room, care by the same gender). In line with our
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findings, Khan and Ahmad (2014) found in their study that the critical aspect of faith or religion is
not taken into account in the existing professional elderly care services and therefore deprives
Muslims of a viable choice amidst the array of services to mainstream receivers. They also found —
as in our study— that residential care becomes a complex issue for those who try to observe their faith
which is very important to them and to be able to continue a lifestyle that follows the tenets of Islam.

In keeping with our findings, many studies (Berdai, 2005; Cuyvers & Kavs, 2001; Declercq et al.,
2006; Khan & Ahmad, 2014; Talloen, 2007) found a negative image of professional care and mainly
residential care associating it negatively with abandonment and neglecting one’s care duties. Scholars
(Ajrouch, 2005; Al-Heeti, 2007; Berdai, 2005; Hasnain & Rana, 2010; Khan & Ahmad, 2014;
McLaughlin et al., 2016; van Wezel et al., 2016; Yerden, 2013) confirm our finding that there is a
stigma and a sense of shame or failure and fear for negative response by the community associated
with utilising aged care services such as a nursing home and therefore is seen as taboo. As in our
study, several scholars (Berdai, 2005; Cuyvers & Kavs, 2001; Yerden, 2013) found that residential
care service is only perceived as a last resort. Several studies (Ajrouch, 2016; Berdai, 2005; Sinunu
et al., 2009; van Wezel et al., 2016) show that admission to residential care is understandable or
inevitable if care becomes too burdened, for example with demented people creating unsafe
situations and requiring continuous care. In line with our findings, several studies (Berdai, 2005;
Cuyvers & Kavs, 2001; Elsaman & 'Arafa, 2012; Sinunu et al., 2009) indicated to have found a
certain open attitude among migrants/Muslims towards professional care services, more specifically
for older persons in need such as a person who has no children (or whose children live far away).
Furthermore, similar to our findings, van Wezel et al. (2016) also observed a more tolerant attitude

towards professional care among the younger Muslim generation in the Netherlands.

Many studies (Berdai, 2005; Khan & Ahmad, 2014; Yerden, 2013) support our finding that
a more tolerant attitude and greater willingness to use home care services can be found as the older
person thus remains in his/her safe and familiar environment. This entails a degree of freedom in
continuing with one’s life patterns. In keeping with our findings, Yerden (2013) also found a positive
attitude among second generations toward professional care, mainly home care and to a lesser extent
elderly home, when they become care-dependant as they do not want to become completely

dependent from children nor care services.

Khan and Ahmad (2014) confirm our participants’ line of thinking that accommodating the
provision to the needs of Muslims would be essential, e.g. providing appropriate facilities to engage
in religious activities and considering dietary needs, separation of sexes and care by the same gender.
Al-Heeti (2007) confirms our participants’ preference of creating a Muslim nursing home as it would
avoid the issues Muslims face such as language barriers, isolation from other Muslims, dietary
restrictions and modesty concerns. Like our findings, a study of McLaughlin et al. (2016) shows that

78,3% of Arab-American Muslims would consider using a nursing home designed for Muslims. In
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keeping with our findings, studies (Cuyvers & Kavs, 2001; Declercq et al., 2006; Khan & Ahmad,
2014; McLaughlin et al., 2016; Talloen, 2007) predict that future generations (Moroccan)
migrants/Muslims will demand and rely more upon professional elderly care services and that the
need to establish a Muslim nursing home would become stronger as the Muslim population ages and
their families become more integrated with the Western culture and society.

Our exploratory findings should be interpreted with several limitations in mind. First, given
the nature of our data (specific group; small sample sizes), we are prudent in generalizing our
findings, and we acknowledge that further in-depth investigations of the matter are necessary. The
specificity of Moroccan Muslims in Belgium have to be taken into account including the quite
problematic socio-economic position. Mainly elderly or first generation Moroccan women are
illiterate and lack formal education, and are living quite isolated from Belgian society. Second, given
the fact that we only interviewed (mainly) a healthy population —although we found great similarities
between our participants who nevertheless were confronted with ageing symptoms or with severe
iliness (e.g. cancer, dementia) themselves or in their immediate environment— it would still be
interesting to do an in-depth investigation of Muslim patients personally confronted with high care
needs on their views and practices regarding ageing and caring for the elderly. Further studies could
explore whether the impact of religion on views and practices regarding ageing and care for the
elderly differs among younger generations of (Moroccan) Muslims who have been brought up in a
Western environment and thus have a strong connection with Western society through language,

education and work and who in this context experience and construct their own (religious) identity.

The organisation of adequate care for the elderly is of the utmost importance. Providing
dignified elderly care entails meeting the cultural and religious needs of patients. Considerable
attention should be given to the provision of holistic care where physical, mental, social and spiritual
dimensions in care practices are taking into account. By offering insights into the actual attitudes and
practices regarding ageing and care for the elderly, this study aims to offer tangible leads to health
care professionals for a more adequate tailor-made care for Muslim patients both in home care and
residential elderly care services. An effective approach must incorporate the diversity of Muslims to
avoid a homogenizing framework. Providing training in cultural competences is of utmost
importance. The future inevitable aging problem needs proper attention to the policy makers for
taking sustainable aging policies. Sensitization of elderly care services among Muslims through

different channels (e.g. word of mouth, mosques etc.) is of great importance.
Conclusion

Our study reveals that religious beliefs play a crucial role in how Moroccan Muslim women perceive
and deal with ageing and care for the elderly. Religious beliefs seem to be an important framework

through which Muslims understand life, ageing and death. We observed strong care uncertainties and
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tensions among our participants and a shift in traditional care expectations of the son towards the
daughter. Access and utilisation of professional elderly care is impeded by religious, cultural,
financial and language barriers and by a lack of knowledge of professional elderly care facilities. We
found a more open attitude towards professional elderly care among middle-aged Moroccan women

than among elderly women.
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“We must accept finite disappointment, but never lose infinite hope.”
— Martin Luther King Jr.
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2. “For Every Illness There Is A Cure”. Attitudes and Beliefs of Moroccan

Muslim Women regarding Health, Iliness and Medicine

Introduction

In European debates on elderly care and end-of-life care, hardly any attention is paid to the views
and attitudes of ethnic and religious minorities, including Moroccan Muslims. To this day, these
discussions are still deeply influenced by contemporary secular-Western and/or Christian
approaches, overshadowing other traditions (Gielen et al. 2009). As they grow older, Muslims in
Belgium and other European countries increasingly seek Western health care, as the need for more
health care routinely rises. Belgium is becoming more multicultural and multireligious. Therefore,
providing adequate and dignified care is crucial. Today, Belgium and several other European
countries are confronted with the ageing of its Muslim population. In Belgium, Muslim mass-
migration began in the 1960s, with large-scale settlement of guest workers, mainly from Morocco
and Turkey. In a few decades, Islam has become the second largest religion in Belgium and even the
fastest growing religion in Europe (Shadid & van Koningsveld 2008; Pew Research Center 2015).
In 2015, sociologist Jan Hertogen estimated that Muslims counted for 7% of the Belgian population.

Nearly half of the Muslim population in Belgium is from Moroccan descent (Hertogen, 2015).

The way people view and deal with health and illness may relate to and be influenced by
their religion (Ahmad et al. 2011; Baeke et al. 2012; Salman 2012; Van den Branden & Broeckaert
2008; Ypinazar & Margolis 2006; Zeilani & Seymour 2010). Muslim patients might have distinctive
health needs that are related to their religious and cultural beliefs. Western understanding of illness
and health is strongly based upon a biomedical model in which a separation of body and mind is the
main feature, while Islam adopts a holistic view where body, mind and spirit are considered as a
whole (Levecque et al. 2006). Several empirical studies report that religious beliefs and the
perception of health and illness were closely interwoven and brought forward theological elements,
such as the study of Ypinazar and Margolis (2006) among older Arabian Gulf Muslims and the study
of Van den Branden and Broeckaert (2008), who interviewed elderly Moroccan Muslim men living
in Belgium (Antwerp). The studies of Padela et al. (2016) among American Muslim women (40+),
and of Salman (2012) among young Arab Muslim women, both focusing on health behaviour, found
that religion-related beliefs, including ideas about duty to God and about vice-regency, might

influence decisions in seeking treatment.

Despite the existence of both theory and data that support the influence of religion on the
perception of health and illness, little research has systematically examined how religion shapes the
attitudes and behaviour towards health, illness and medicine. The role of religion is often briefly

mentioned as an explaining factor in a fragmented way and often lacks an encompassing descriptive
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account of the (religious) line of reasoning among Muslims. As such, a descriptive, encompassing
and comprehensive account of Muslim’s attitudes and beliefs on health, illness and medicine in a
European setting, and more specifically in the Belgian context, is lacking to a great extent. We also
seek to verify whether a shift can be observed between first and second generation Moroccan Muslim

women.

This study is part of a larger research programme initiated in 2002. Van den Branden (2006)
conducted a qualitative empirical research on religion and end of life ethics among first generation
elderly Moroccan Muslim men (n=10) in Antwerp (Belgium), as well as among experts (n=5) (cf.
imams and physicians). Baeke (2012) conducted a similar empirical research among first generation
elderly Moroccan (n=15) and Turkish (n=15) Muslim women living in Antwerp (Belgium). This
study provides a broader perspective on health, illness and medicine among both middle-aged (40+)
and elderly (60+) Moroccan Muslim women. To help us with the interpretation of our data, we also
interrogated 15 experts in the field (e.g. Muslim physicians, Muslim nurses, imams, palliative care
consultant etc.) about particular topics of the study, including the views of Moroccan Muslim women
on health, illness and medicine. These interviews functioned as background information that the
empirical data of our interviews with Moroccan Muslim women were projected upon and compared
with. This study is part of a larger research on the attitudes, beliefs and practices regarding death and
dying among middle-aged and elderly Moroccan Muslim women in Belgium (Antwerp). In this
research, themes such as care for the elderly, end-of-life issues (e.g. active termination of life;
palliative treatment and syptom control), death and dying, the afterlife, mourning and remembrance
and burial practices were also addressed. Based on the wider study, seven empirical articles have
currently been submitted to a journal and are under review (Ahaddour, Van den Branden, &
Broeckaert, Forthcoming-a, Forthcoming-b, Forthcoming-c, Forthcoming-d, Forthcoming-e,
Forthcoming-f, Forthcoming-g). Two literature reviews have already been published (Ahaddour &
Broeckaert 2016; Ahaddour et al. 2015). The present study was performed in order to discover and
describe the relation between the perception of health, iliness and medicine and medical decisions at
the end of life.

The aim of this article is twofold. First, we seek to bring forward the attitudes and beliefs of
middle-aged and elderly Moroccan Muslim women living in Antwerp (Belgium) towards health,
iliness and medicine. We also included the middle-aged population, mainly from the second
generation, as this group shows much more socio-economic diversity, in contrast to first generation
elderly Moroccan Muslim women, who are mainly uneducated and illiterate, but also because of the
assumed stronger influence of the West they have experienced, as they have been brought up in the
West. This second generation is no longer raised in a homogenous, rural, traditional Islamic
environment and lives much less isolated from the broader Belgian society. We are mainly interested

whether a shift may be observed in their beliefs and attitudes compared to those of the first generation
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elderly Moroccan Muslim women. Second, we seek to explore the role of religion in the attitudes of

these two groups of Muslim women.

Methods
Design
Sample and Setting

From October 2014 until September 2015, 30 semi-structured interviews were conducted with a
snowball sample of middle-aged and elderly self-perceived Muslim women in the Moroccan
community in Antwerp (Belgium). This was conducted by the interviewer (first author) who herself
is a member of the Moroccan Muslim community. We have chosen the city of Antwerp for two
important reasons. First of all, this city has the largest Muslim population in Flanders. Nearly 19 %
of Antwerp’s population is Muslim (Hertogen 2015). Second, Antwerp as a port city is considered

to be one of the most multicultural cities in the world.

Different routes of recruitment (e.g. mosques, women’s association, social media) were
adopted to incorporate a diversity of profiles within the female Moroccan Muslim community
through snowball sampling. Face-to-face interviews were based on a semi-structured topic list
covering the following topics: demographic background, religion, care for the elderly, illness, end-
of-life issues, death and dying, mourning, remembrance and burial. The interviewer (first author)
conducted the interviews in darija (Moroccan Arabic), tarifit (a Berber language) and Dutch.
Participants were interviewed one-on-one (e.g. in their own house, in a room made available by a
local non-profit organization or in a quiet tea house). To help us with the interpretation of our data,
the interviewer (first author) also interviewed 15 experts in the field (e.g. Muslim physicians, Muslim
nurses, imams, palliative care consultant etc.) about particular topics of our study between September
2014 and September 2015. These interviews functioned as background information that the empirical
data of our interviews with Moroccan Muslim women -as they are the main focus in our study- were
projected upon and compared with. In the present study, experts were interrogated to find out more
about the views of Moroccan Muslims on health, illness and medicine. This also functioned as a way
to ensure the reliability and validity of our data. Apart from the interviews, the first author also
conducted participant observations between December 2014 and February 2017. Several visits of the
sick, a hijama consultation, death prayers, ritual washings of the dead body, repatriation of a
deceased, burial and mourning gatherings were attended and several Islamic cemetery plots were

visited.

Data Analysis

On average, each interview took 120 minutes, making up for a total of 90 hours of interview time.

Data collection continued until theoretical saturation was reached. The interviews were audio
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recorded and transcribed verbatim, using Express Scribe. Grounded theory methodology (Corbin &
Strauss 2015; Glaser and Strauss 1967; Strauss and Corbin 1998) was used to code and analyse the
interview data. By adding codes to the data and through constant comparisons, key concepts were
identified in the interviews and categories were systematically generated and interrelated to grasp
the real-world experiences and meaning systems of our participants. In order to facilitate data
analysis, a qualitative data analysis software package (NVivo 10) was used. The data of the interviews
with Muslim women and with experts were analysed separately in a NVivo-project. Moreover, the
findings of our interviews with Muslim women were compared with those of the interviews with
experts per code and categories and subsequently compared with empirical studies (cf. discussion).
Our research findings were regularly discussed with our guiding committee and with several

members of the Moroccan Muslim community.

Ethical Considerations

In our study we opted for a non-normative, descriptive, exploratory approach. The design and
conduct of our study were approved by the Social and Societal Ethics Committee (KU Leuven,
Belgium). Given the existing illiteracy among elderly Moroccan Muslim women, on some occasions
the informed consent was recorded orally in the sound-recording; other Muslim women gave a
written consent. In order to guarantee the anonymity of our participants, we made use of pseudonyms.

Results
Participants’ (Socio-)Demographic Information & Health Situation

The group of middle-aged Moroccan Muslim women (n=15) were aged between 41 and 55, the group
of elderly women (n=15) were aged between 61 and 86. When the ages are split into 10-year age
groups, nine women were in their forties, six in their fifties, ten in their sixties, three in their seventies
and two in their eighties. Nearly half of our middle-aged participants were born in Belgium, while
the others came to Belgium at a very young age through family reunification. All elderly participants
were first generation migrants who came to Belgium between the early 1960’s and early 1990’s, in
the context of labour migration, family reunification or marriage migration. Only one elderly

participant came to Belgium via an employment visa.

Twelve middle-aged participants were married, two were divorced and one was widowed.
Among our elderly participants, eight were married, six were widowed and one was divorced. Our
elderly participants had noticeably larger families (up to 10 children) than our middle-aged

participants (up to 6 children).

Among the middle-aged participants, the overwhelming majority was multilingual,
mastering a total of three to five languages. Worth noting is that these participants pointed out that
they did not have one but two mother tongues, namely Dutch and either Moroccan Arabic or a

Moroccan Berber language. Among the elderly participants, eight Moroccan Berber women spoke
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tarifit as their mother tongue, while seven Moroccan Arabic women spoke darija. They had no or a
very limited knowledge of Dutch. Only a small minority of Moroccan Berber participants spoke
Arabic and only two Moroccan Arabic participants had a good knowledge of French.

In Belgium, the majority of the elderly participants and a minority of the middle-aged
participants lived a rather isolated life, as most of them were uneducated and illiterate, doing the
housekeeping and taking care of their children. Only four elderly participants graduated from lower
secondary school and only one from secondary school. However, a minority of elderly participants
had become more socially active at an older age by going to the mosque, sports centre and taking

Arabic and/or Dutch language classes.

Regarding employment, only two elderly participants worked outside the home as labourers.
Much more diversity in socio-economic status was observed among our middle-aged participants.
Nearly half of them were highly educated. Ten of the fifteen middle-aged participants were

economically active (from labourers to officials).

Nearly all elderly participants were diagnosed with diabetes and illnesses related to old age,
including hyper- and hypotension, knee osteoarthritis and headache. The health issues of our middle-
aged participants were limited to knee problems and migraine. Three elderly participants and one
middle-aged participant reported that they had breast or uterine cancer resulting in hysterectomy or
mastectomy. One middle-aged participant had heart problems and, as a result of a coma, reported a
poor health condition. Nine participants reported that they have been confronted with incurable and
terminal illnesses within their immediate environment, including dementia, Parkinson, several types
of cancer and severe chronic disease. In general, our middle-aged participants reported a better health
condition (three: poor; one: fair and eleven: good) than our elderly participants did (eight: poor; three:
fair; four: good). This self-reported health condition is provided throughout this article for every

interviewee.

Attitudes towards Health and IlIness

Health

Our participants immediately and spontaneously interpret health from a religious framework: health
is a trust ("amana) and blessing (ni ‘ma) from God. God is seen as the ultimate steward/manager of
life and body, but also as the creator of health. Several participants underline the importance of

gratitude for this health given by God.
“A blessing, a huge blessing. And something you can immediately lose, if you lose time and health, you can hope

to get your money back and win it back, but losing your health weakens you. It’s a huge blessing, a responsibility.”

Halima — middle-aged — good health condition

“Yes al-hamdulillah (all praise to God), you keep on thanking Allah for what you have. So you keep on thanking
Allah, every time you get up you say; ‘al-hamdulillah today is a bit better [a better day]’. Even if your day is
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worse, you keep on thanking God with the idea of: ‘al-hamdulillah, I'm better’. I always think that there’s always
much worse. So my motivation is: although | have what I have, it could always be worse.” Haddad — elderly —

poor health condition

Cause of illness

Not only health, but illness too is seen by all participants, whether middle-aged or elderly, from a
religious perspective. All participants are convinced that God is the creator of all illnesses. This
perception has to be viewed against the background of their unconditional belief in God’s

omnipotence, who governs life, death, and both illness and cure.

“Illness comes from God, God is the One that gave this to us. [...]. This illness is from God. Only God knows
who will be affected by an illness. [...]. It’s an illness from God and He’s the One who heals us. It is God who

gives it [illness] and takes it way.” Kaltoum — middle-aged — poor health condition

“Everything is in God’s hands. Everything is in the hands of God. It is God who gives illness and it is God who
heals. [...]. If God wants to, He takes away your soul. If God wants to, He will heal you and you will still live.
He is All-Seeing (al-Shafi), He is the Guardian (al-Wali), He is capable of anything (al-Qadir). Everything is in
His hands. We have no control over anything.” Fatma — elderly — poor health condition

IlIness is predestined (maktab or maktiib) by God and is to be ascribed to God’s will (al-
gadr). A few participants emphasize that God is the only One who possesses knowledge (Allahu
a ‘lam) of the cause of illness, pointing to God’s inscrutable plans for humankind. Yet our participants

firmly believe that God only gives things that have benefits for the human being.

“Being ill happens with a reason, because otherwise people wouldn’t get sick, | think. It is destined, but only God
knows why we get ill.” Narima — middle-aged — good health condition

“It is God who gives it. Everything happens with gadr of God, for instance someone who is in a wheelchair and

suffers. Everything comes from God, but it happens for a reason.” Zohra — elderly — fair health condition

A few, mainly elderly, participants mentioned other metaphysical explanations for illness,
referring to the evil eye (al- ‘ayn) - generated by human jealousy (al-kasad) and sorcery (sikr). These
findings are in keeping with our interviews with experts, who state that especially elderly Moroccan
Muslim women often tend to give such a cultural-religious explanation for illness, which our experts
refer to as folk belief and superstition. Most of the time, these explanations are offered for mental

illnesses, which are still perceived as taboo.

“What I do feel is the evil eye. [...]. I feel it like ‘That woman has educated children etc.” You know? Our
Moroccan people doesn’t say salat ‘ala al-nabi or something [pray for blessing]. They don’t know it. My oldest
daughter also suffers from it, she also has a very big house. It’s all jealousy. You see? Then they say ‘Gosh, you
have two children and your daughter this and your daughter that.” So she has two children, of which the eldest is
autistic. [...] And where do you think this comes from? This is due to the [evil] eye of the human being.” Malika

— elderly — good health condition
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“The folk belief plays a huge role in illness and you see that especially when people get sick. Especially the
elderly, and the elderly people who then say ‘[...] he or she is possessed, or that is not cancer, that is possession.’

So they look for an explanation beyond the illness.” Fadila — Psychosocial consultant

Only four middle-aged participants also express a natural explanation for illness, referring to
human responsibility as a cause of illness, although they believe that only with God’s consent (bi-

‘idhni Allah) illness is created: a person’s will and ability do not operate outside the will of God.

“So, I know it’s from God. [...] But it can also be explained by, for example, yeah, if you have a cold, then it was
because you went outside and you’ve caught a cold. Right? That’s not it... you won’t say ‘It’s God who gave me

this.” No, sometimes we’ve, [...] we’ve done it ourselves.” Sabiha — middle-aged — fair health condition

“To me it... it happens, al-hamdulillah. 1t happens to you, but Allah tells us that a lot comes from your own
hands. There is a lot that comes from ourselves, a lot. Sometimes people cause the illness themselves, but it does
happen solely with the permission of God (bi- idhni Allah).” Halima — middle-aged — good health condition

Understanding of Iliness

Different understandings of illness are offered by our participants. First of all, all participants firmly
share the belief that illness is a test (’ibtila’) from God. For example, participants believe that God
gives an illness to put the person to the test, in order to verify to which extent the ill person will show
acceptance (or patience or gratitude). Participants who were confronted with severe illness or who
had a difficult life believe that God puts those whom He loves to the test the most. In our participants’
answers, however, we noticed a difference between the justification of the majority of the elderly
participants who enjoyed no or little religious education and other middle-aged and elderly
participants who show a higher religious literacy (cf. following religious classes; mosque). The latter
group tends to provide a more elaborated and stronger theological justification in their answers,

though in essence their answer remains the same.

“It’s from God. With illness, God is testing you. It’s a test from God.” Huda — elderly — religious illiterate — fair

health condition

“Illness is a test, an exam in this world. God sees if you have patience for what He has given you. And if you
don’t have patience, He will give you even more. If God is pleased with you, then He gives you an illness. [...]
God loves his servants/people and gives illness to those He loves. Think of the prophet *Ayyiib, peace be upon
him.” Zoulikha — elderly — religious literate — good health condition

Second, all participants unanimously state that illness is a means of purifying one’s sins
(maghfirat al-dhunib), which is perceived as a mercy of God (rasma). This expiation of sins or
cleansing effect is frequently linked to the eschatological belief that life and illness are part of God’s
test for entering the eternal life in paradise. Therefore, several participants mention the preference of
being tested or afflicted in this worldly life rather than in the grave or afterlife. Several participants
believe that people who are suffering from a severe illness die as a martyr and thus enter directly into

paradise as a pure and sinless human being. Again, as far as the strength of their argumentation is
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concerned (but not the essence of their answer), we noticed a difference between participants who

are religious illiterate and participants who show a higher religious literacy.

“The human being is purified from his sins.” Naziha — elderly — religious illiterate — fair health condition

“That is the earthly world. With illness your sins will be forgiven. God is al-Rahim (Merciful). The 'imam says
that if you die with cancer, you are a shahid (martyr). If you die of it, then you are a shahid, you immediately

enter paradise.” Yamina — elderly — religious literate — fair health condition

“They think ‘It’s a test, and it is in the afterlife we get our reward.” So they know that it’s a purification. Therefore,
they prefer to suffer here than in the hereafter.” Laila — Muslim nurse
Third, one third of our participants share the notion of illness as a visit from God. These
participants express this visit as God thinking of them, but also reminding them of being grateful,
since health is an evidence of God’s blessing (ni ‘ma).
To me, illness means that Allah thinks of me. I always say that. [...] If I haven’t been sick for a while, then I

think that Allah has forgotten me. (laughs). Seriously, and whenever I’'m sick I always say: al-hamdulillah, He
thought about me. Really.” Radia — middle-aged — poor health condition

“Illness is a visit from God. God gives illness so that people realize the blessings (ni ‘mat) they have received

from God. We only realize that when we are ill.” Naziha — elderly — fair health condition

Fourth, only a small minority formulate illness as a reflection on one’s life, behaviour and
conduct towards oneself, others and God. Illness reminds them of the purpose and temporality of
life, of the importance of being modest, and thus helps them to restore their relationship with God.
In cases of severe/incurable illness, participants highlight that reflection is not only intended for the
ill person, but also for other healthy people. Here, we noticed a difference between the justification
of the elderly participants who are illiterate and other middle-aged and elderly participants who show
a higher educational level. The latter group tends to provide a more extensive theological justification

in their answers, though again in essence their answer remains the same.

“And I think that it is also necessary that a person becomes ill, just as a reminder. [...]. It reminds you that you
need each other, you need other people. That you have to help each other. [...]. And also, then you think of God
more. If all is well, then you don’t really think about it. And if you need help, then you turn to God more.” Louiza

— middle-aged — low educated — good health condition

“IlIness is a visit from God, the Exalted. It is a moment to reflect upon our lives.” Huda — elderly — illiterate —

fair health condition

Though all aforementioned understandings of illness are also shared by the experts, only one
explanation seems not to correspond with our interviews. According to a few experts, a small
minority of — mainly elderly — Moroccan Muslim women ascribe illness to God in a negative way.
As such, they view illness as a punishment by God as a result of wrongdoing. In contrast, several of
our participants vehemently oppose this idea by explaining that it is not consistent with the Islamic

belief, referring to the purifying effect of illness, but also to the ‘special’ status ascribed to an ill
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person: supplications (du ‘@’) of an ill person are more likely to be answered by God (mustajaba) due

to his pure state and closeness to God.

“Some say that it is a punishment. I don’t see it like that. Because if it was a punishment, Allah would never say
that the angels are with him [the ill person]. If illness is a punishment, Allah would never say that the supplication
of an ill person is answered. If illness is a punishment, then Allah would never say ‘Go visit them, because then

70.000 angels will do du ‘@’ for you.” Halima — middle-aged — good health condition

“I think the majority says that it is a test from Allah, so they might see that as something they have done wrong
in the past and maybe now are being purified for, and that is something positive, and other women will say,
among others things, ‘No, God punished her.” So that perception also exists.” Faysal — “imam/islamic teacher

Responses to Illness and Suffering

Interplay Between God and the Human Being/Physician

All participants are strongly convinced that cure is only in the hands of God. They unconditionally
believe in predestination and in an almighty God who is the author of life, death, illness and cure.

Similar to illness, cure is ascribed to the will of God (al-gadr).

“We always say: God knows everything and everything is in God’s hands. If it’s meant to be, if God wants it,
then the person will heal.” Sabiha — middle-aged — fair health condition

“He is the One who grants health, who gives illness, everything comes from God. He is the One that does
everything, and He cures as well. Iliness comes from God and cure comes from God.” Aicha — elderly — fair

health condition

Nevertheless, the participants strongly stress that illness should be fought. Actively seeking
treatment is considered a religious duty and therefore all participants heavily emphasize the
importance of ‘sabab’ (also called ‘wasila’ or ‘niyya’), which is understood by our participants, in
this context, as undertaking efforts to heal, as they believe that God has created a cure for every
illness. Life and body are perceived as a trust (‘amana) which has to be taken care of. Our
participants’ answers reflect a holistic framework in seeking a cure, in which both medicine and
relying upon God are central. We observed here too a difference between our participants regarding

the extensiveness of their answers based upon their educational level.

“Shifa’ (cure) always comes from God. You must do sabab. If you do nothing, then nothing will happen. God
wants to help you. Perform sabab. If you say ‘Yeah, I do this as sabab’, to me, it’s God who has given us a body.
Yes? So we have to take care of it. We have to do everything to be healthy. This means that even when the
physician says “You’re terminally ill,” you still must do everything to be healthy.” Lamya — middle-aged — highly

educated — good health condition

“But God does say that we must see a physician when we’re ill.” Rahima — elderly — illiterate — poor health

condition

“I have the impression that women of the Moroccan community, of the Muslim community, actively seek

treatment. [...] they’re not alienated from the health care system.” Kamal — Muslim physician
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Nearly all participants seek treatment by relying on biomedical medicine and thus on a
physician. Physicians and medicine are perceived as means (sabab), instruments of God which are
put at the disposal of mankind. They argue that the physician and medicine are created by God and
thus it is God who provided knowledge and science for humanity.

“God also said that we have to do something about it.[...]. God, the Exalted, did say ‘I have given you physicians
to help you further’.” Louiza — middle-aged — good health condition

“God created the physicians to help people. It’s an instrument from God. It’s God who gave them the knowledge
to help people. So people have to perform sabab whenever they’re ill, they have to look for a treatment and thus

go to a physician.” Aicha — elderly — fair health condition

“Well, because they also think ‘Okay, I’m ill and in the Qur’an it is written that when you’re ill, you have to see

a physician.” As I said, they see it as a means to heal.” Farida — Muslim physician

Most participants express trust in medicine and physicians, linking this with the strong belief
that cure only comes from God. Cure lies in the hands of God and cannot be effected by physicians
only. They share the opinion that despite doctors’ efforts, in the end cure is made effective by Allah,
meaning that God can grant cure by means of physicians and medication. Whether physicians’
prescriptions and medication will be effective, depends completely on God’s will. In this respect,
participants highlight the contrast between God’s omnipotence and omniscience and the human
limitation of the physician. This impotency of physicians is strongly emphasized in the case of
terminal illness and end-of-life issues. In this respect too, we found a difference in the elaborateness
of our elderly participants’ argumentations on the basis of their educational level and the extent of

their religious literacy.

“No, it is not the physician who heals a human being. It is God who cures.” Naziha — elderly — illiterate — religious

illiterate — fair health condition

“The physician gives you medication and you’re going to heal, but only with God’s permission (bi idhni Allah).
Cure comes from God. It’s God who created the physician and gave him knowledge to treat ill people, but it’s

God who cures.” Zohra — elderly — low educated — religious literate — fair health condition

Only a minority of participants seem to mistrust bio-medication and this for two reasons.
First, due to the perceived side-effects of Western medication, they tend to rely upon alternative
natural medication. Second, two participants refused the prescription for a psychological treatment
based upon their total trust in God and the belief that cure is dependent on God’s will, irrespective
of physicians or medicine. Nonetheless, they did rely upon religious healers (e.g. 'imam). Mental
issues are still perceived as taboo and are often attributed to metaphysical explanations (like sorcery

Or possession).

Although a few experts mention that a fatalistic attitude can be found among a small minority
of elderly Moroccan Muslim women, this perception was lacking among our participants. A passive

attitude was only considered acceptable when a person is declared terminal. Indeed, a few
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participants explicitly criticize a fatalistic attitude and emphasize that trusting God goes hand in hand

with seeking remedy.

“When I’'m sick, who do I turn to? To God? That’s true, but that doesn’t mean we only have to look at God: ‘yeah
look, God will cure us. We don’t have to do anything.” That’s not the case! We have to do what is necessary.

That means you have to see a physician. You must seek treatment.” Haddad — elderly — poor health condition

“Many, especially the older generation, see it as something separate. ‘What I ask God is separate and this
medication is also something else.” The first generation often says ‘Oh you know, if it is meant to be [to be cured]

then I will cure. That little pill won’t make a lot of difference’.” Laila — Muslim nurse

Besides bio-medical treatment, our participants also formulate other forms of performing
sabab. Only a small minority of women mentions to frequently rely upon traditional health methods
existing in Morocco such as baghar (also called dwa’ as-semith), i.e. driving cold out of the body
through warm smoke, and dwa’ an-nukhri’, i.e. dispelling fear/shock by a wise woman. But also
prophetic and religion-based medicine (ruqiyya, kijama, natural remedies) seem to be frequently
called upon by a minority of our middle-aged and elderly participants. These alternative healing
methods are especially relied upon in case of mental problems, as these are often attributed to sorcery
(sifr) and possession (jinn).

Virtues

In addition to the great emphasis on the religious duty of seeking remedy, all participants strongly
emphasize four virtues in coping with illness, which result in becoming closer to God. The
importance of these virtues is also confirmed by our experts. Especially participants who were
confronted with a severe illness themselves or within their immediate environment, heavily stress
the centralities of these virtues when dealing with illness. It must be noted that these four virtues are

strongly intertwined.

The first and most important virtue is having full trust in God (tawakkul). Muslims do not
only put trust in medicine, they first and foremost rely upon the almighty God who governs over all
matter. As mentioned before, here again, we observed a difference in the justification of our

participants’ answers on the basis of their educational level and the extent of their religious literacy.

“If I’m sick, I put my trust in God.” Laziza — elderly — illiterate — religious illiterate — poor health condition

“Recently with my illness, too, and then I think: ‘Subhdanallah, because of my faith and trust in God I'm very
positive and so I healed very quickly.” Because I have put my trust in God. It was my fate. He chose to test me
and made sure that I returned to him. I’ve always been concerned with my faith, but because of my illness I came
even closer to God, Glory to Him the Exalted, and that has really helped me well.” Kaltoum — middle-aged — low

educated — religious literate — poor health condition

Second, patience is perceived as an extremely important virtue in coping with illness, as it is

a sign of trust in God. In this respect, almost all participants emphasize that the ultimate attitude
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towards illness, which is seen as a test, is being patient, as God is always with those who are patient

(Vinna Allaha ma ‘a al-sabirin). Enduring patiently is considered a gift from God.
“When you have patience, God will reward you.” Radia — middle-aged — poor health condition

“Yes, suffering is difficult. It’s difficult. When you’re suffering, you shout and scream. But it’s important to
have patience. That entails the test. Suffering is difficult, but in the meantime your sins are forgiven. It is

important to have patience and to turn to God.” Aicha — elderly — fair health condition

“I think that’s their perception: ‘You should just be patient and it will come to an end.” So you just have to endure

it and you’ll be rewarded.” Imane — Hijama practitioner

A third important attitude is accepting God’s will and decree (al-gadr). All participants
accept illness because of the divine decree, but also welcome anything that comes from God on the
ground that God only offers good things for His servants. However, one older participant, Zoulikha,
makes a distinction between suffering coming from God and coming from a human being. Moreover,
she points out that suffering that comes from God is bearable and is acceptable, whereas for suffering

that comes from a human being, no medication exists.

“When you are ill, you have to persevere and rely upon God. If God has predestined something for you, then you
have to endure it and persevere. You can’t say ‘If | had gone that way, this wouldn’t have happened.’ No, if God
gives you something, you have to accept it. Everything that comes from God is welcome.” Fatma — elderly — poor

health condition

“Suffering comes from God and I accept that, even if I’'m suffering. But the real suffering is the suffering that
comes from a human being. But if the suffering comes from God, we will have patience. It is God who gave it.

But the most difficult is when the suffering comes from a human being. And especially when you haven’t done

i

anything. Suffering is hard and it doesn’t have any medication. The suffering of God does have a medication.”

Zoulikha — elderly — good health condition

“The first thing they always say is ‘al-hamdulillah it’s from God.’ [...]. ‘Okay, I accept it, al-hamdulillah’ [...].
Even if it’s just a cold or the worst that can happen, which currently is having cancer. [...]. If you believe in
God, then you always say ‘al-hamdulillah’. There’s a time to come and there’s a time to go.” Myriam —

Palliative care consultant

A final virtue is the virtue of gratitude (kamd). Nearly all participants stressed the importance
of pronouncing al-hamdulillah (praise be to God) when dealing with illness. This utterance seems to
remind participants of the importance of being modest and fosters a relativizing of one’s own
situation. Almost one third of the participants vehemently denounce complaining as a sign of
ingratitude and of mistrusting God. This is in keeping with our interviews with experts, who equated
despair with a low faith (‘iman).

“I have also experienced that with my illness, you have to say al-hamdulillah. That’s our religion, you have to

say al-hamdulillah, thank God for all that He has given you.” Loubna — middle-aged — poor health condition

“You praise God (thamdath rabbi). You praise God because you got the illness from God. Do you know the story

of the Prophet ' Ayytib? He healed him. He gave back his children. He gave back his property. If you praise God,
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you will get double of what you get from hasanat (good marks). He gives you paradise if you praise Him. You
cannot always say ‘Oh no, I’'m ssick.” No, you cannot say that! You must not complain. No, no! You have to praise

Him!” Alia — elderly — good health condition

“Women are grateful for being ill because their sins are forgiven and they come closer to God. People who are
less strong in practicing their faith or have less faith, will say: ‘Yeah, and why me? Why am I sick? And yeah, it

is taking long. It’s been going on for so long’.” Soumiya — Elderly care consultant

These abovementioned views strongly reflect an essentially eschatological perspective,
where participants believe that by adopting these virtues good points (kasanat) are earned, which
leads to a better position in the afterlife (al- ‘akhira). These virtues are also accompanied by religious
practices such as performing voluntary prayers (salar), pronouncing supplications (du‘a’) and
reciting the Qur’an, which are believed to be ways of turning to God. These practices are perceived
as important healing powers and important ways of reaching God.

Discussion

The findings of our interviews with middle-aged and elderly Moroccan Muslim women are nearly
identical to those of the interviews with our experts in the field. However, one difference was found.
We noticed that a few experts made a distinction in the perception of and the way of dealing with
illness between elderly and middle-aged Moroccan Muslim women in terms of religiosity. According
to these experts, the elderly Moroccan Muslim women’s religious belief seems to be characterized
by a mixture of religion and Moroccan culture (folk religion). Furthermore, the experts attribute the
limited knowledge of Islamic faith among elderly Moroccan Muslims to their illiteracy, in contrast
to middle-aged women, who are assumed to have a higher knowledge of Islam due to a higher

literacy.

However, this distinction was not confirmed in our sample of middle-aged and elderly
participants, as both a minority of middle-aged and elderly participants referred to folk beliefs like
the evil eye. Nor did our study show that the second generation of Muslim women, who grew up in
Western society and were educated in the West — as secularisation theories might suggest — had
developed a different, more secularised understanding of the relationship between God and the world,
and God and health/illness.

Our study showed on the contrary that religion takes a central role in the answers of both
groups. Moreover, no differences were observed between the religious views and attitudes of our
elderly and middle-aged participants. Both groups understood health and illness as evidently and
essentially linked to God. Both strongly emphasized theological and eschatological notions in their

answers (cf. illness given by God as a test).

We did, however, notice one difference, though not a difference between first and second

generation as such or between elderly and middle aged women as such. Nor was it a difference
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regarding the essence of one’s belief. We found that both elderly participants who are socially
engaged in following religious and Arabic language courses in mosques and middle-aged participants
tend to provide more elaborate, more ‘sophisticated’ religious argumentations and justifications for
their beliefs and attitudes (e.g. referring to hadith, 'imam, stories on the prophets including *Ayyib).
This might be explained by two independent factors i.e. the educational factor and the extent of
(access to) religious knowledge (cf. mosques, satellites, internet, books) among the youngest part of
the elderly group and the majority of the middle-aged group. As such, we noticed a difference in the
strength of their argumentation between illiterate and higher educated participants. In other words, a
higher literacy seems to result in a higher accessibility to religious sources (e.g. internet, books).
Consequently, we noticed that elderly and middle-aged participants with a similar low educational
profile and a rather withdrawn lifestyle tend to provide similar, less extensive arguments. We must
be cautious not to generalize, though. A second difference was observed among participants who
were religious illiterate and participants who show a higher religious literacy (cf. following religious
courses, mosques etc.). In this respect, no differences were found between uneducated and educated
participants. It must be said, however, that their beliefs are fundamentally not different at all and that
the abovementioned difference regarding the depth of their justification was more strongly present
in the participants’ argumentations when dealing with the topic of death, dying and the afterlife. It
must be noted that we also observed a more elaborate (though again not different) religious
argumentation among participants who were confronted with illness, either personally or in their

immediate environment.

Although there are essentially no differences in the views and attitudes of our middle-aged
and elderly participants, we did observe a critical rejection of certain cultural practices (e.g.
traditional healing practices; mourning practices) among the first group. Among middle-aged
participants more emphasis is put on purifying oneself, in order to strive towards a total submission
to God through what are now considered more ‘authentic’ and ‘true’ interpretations of Islam. These
findings are in keeping with a study of Rozario (2011) among Bangladeshi young women in UK.
She discovered a combination of a strong commitment to Islam with a rejection of the traditional
Bangladeshi forms of Islamic observance and understanding of Islam among their parents’
generation. The tendency of a quest for a real Islam that has been ‘purified’ of cultural specific
practices and thus of the ethnic culture of the parental generation — which is often rejected as un-
Islamic— is common in the West among young Muslims (Roy 2002; Voas & Fleischmann 2012).
Second generation, middle-aged Moroccan Muslim women could probably be situated at a turning

point between a “traditional” and a more diverse and “pure” interpretation and experience of Islam.

Our participants’ line of reasoning was similar to the line of thought found in normative Islamic and
scholarly literature on health, illness and medicine (Al-Jeilani 1987; Brockopp 2004; Fitzpatrick et
al. 2016; Rassool 2000; Sachedina 2009; Sheikh and Gatrad 2008). In contrast to earlier empirical
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studies that dealt with perspectives on health and illness among Muslims in a fragmented way, our
study offers an encompassing, comprehensive perspective of how Moroccan Muslim women
perceive and deal with health, illness and medicine. As such, our study corroborates more
fragmentary findings from others studies.

The findings of our study are strongly consistent with the results of earlier studies of our own
research group (Van den Branden 2006; Baeke 2012). Comparable to our findings, empirical studies
among Muslims (Ahmad et al. 2011; Baeke 2012; Harandy et al. 2010; Nabolsi and Carson 2011;
Padela 2007; Van den Branden 2006; Zeilani and Seymour 2010) confirm the interweaving of
religion and illness and health perceptions. Similar theological elements came forward, including the
centrality of God’s almightiness and omniscience, God as the creator of life and death, health and
illness as part of Allah’s immutable decree and the strong belief in predestination studies conducted
among both Muslim women (Al-Azri et al. 2014; Arabiat et al. 2013; Baeke et al. 2012; Harandy et
al. 2010; Ypinazar and Margolis 2006) and Muslim men (Nabolsi and Carson 2011; Van den Branden
2006).

Similar to our study, research conducted among both healthy and ill Muslims (Al-Azri et al.
2014; Arabiat et al. 2013; Baeke et al. 2012; Harandy et al. 2010; Nabolsi and Carson 2011; Van den
Branden 2006; Zeilani and Seymour 2010) emphasized the central role of theological arguments in
their perception of illness, including illness perceived as a test of God which results in the purification
of one’s sins (cleansing effect). Our participants strongly emphasized illness as a blessing from God
which only benefits the human being and thus happens for a good reason, referring to the cleansing
effect, the rapprochement of God and the reception of illness out of God’s love. This latter notion
was also found in a study among Malaysian Muslim women (Ahmad et al. 2011) who were dealing
with a critical illness. They also perceived their illness as a gift from God, an expression of God’s

love and mercy.

Several studies among healthy and ill Muslims (Ahmad et al. 2011; Al-Azri et al. 2014;
Baeke et al. 2012; Harandy et al. 2010; Jafari et al. 2013; Salman 2012) suggest the central
significance of religion as a positive coping mechanism in the confrontation with illness.
Furthermore, in a study among female Iranian Muslims who are diagnosed with breast cancer (Jafari
et al. 2013) and a study among Omani Muslim women (Al-Azri et al. 2014) similar theological
virtues in coping with illness came forward: acceptance of God’s decree, trusting God, being patient
and being grateful. Cultivating a faithful relationship with God and being patient guarantees reward
(hasanat) in this life or in the world to come. Worth noting with regard to the virtue of acceptance is
that only one participant (Zoulikha) in our study experienced difficulties in accepting pain caused by
a human being. As such, she made a distinction between pain coming from God and pain caused by

a human being. This exceptional perception can be explained by her difficult life situation, in
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particular her negative marital relationship and her feeling of abandonment by her children. In
addition to the abovementioned virtues, the importance of religious practices that embody the turning
to God (cf. supplication, prayers) when coping with illness is confirmed by several studies (Al-Azri
et al. 2014; Nabolsi and Carson 2011; Padela et al. 2016; Zeilani & Seymour 2010).

The abovementioned meanings of illness and virtues are strongly linked to the belief in the
afterlife. A study of Ahmad et al. (2011) endorses our finding that Muslim women perceive
incurable/terminal illnesses as a means of total purification of a person who is promised entrance
into paradise by God. The notion of earning hasanat by trusting God and being patient in the light of
the belief in the afterlife, which is perceived as the greatest motivator in following God’s will, is
confirmed by several studies (Ahmad et al. 2011; Baeke et al. 2012; Nabolsi and Carson 2011; Van
den Branden 2006). In other words, eschatological beliefs and a teleological perspective (cf. life as
a test; day of judgement etc.) seem to have a great impact on how Muslims perceive and deal with
illness. In sum, for our participants and for many Muslims religion seems to be a powerful source of

strength and hope.

Although it is suggested that a fatalistic attitude might result from the unconditional belief
that God rules over all matters, the belief in predestination and the importance of surrendering to
God’s will, this was not the case among our participants. On the contrary, all participants stressed
the importance of actively seeking medical treatment, which is not considered to be in conflict with
trusting God (tawakkul). Similar to our findings, several studies (Ahmad et al. 2011; Baeke et al.
2012; Harandy et al. 2010; Nabolsi & Carson 2011; Padela et al. 2016; Van den Branden 2006;
Ypinazar & Margolis 2006) confirmed that seeking treatment is considered a religious duty. In line
with our findings, a recent study of Padela et al. (2016) among American Muslim women (40+), as
well as a study among Afghan Muslim women (Shirazi, Bloom, Shirazi, & Popal, 2013) and young
Arab Muslim women (Salman, 2012), saw ideas about the duty to God and about stewardship as the
religious references for seeking treatment. A study of Ypinazar & Margolis (2006) among older
Arabian Gulf Muslims and a study of Rozario (2009) among British Bangladesh Muslims resonate
with our findings that physicians and traditional healers are perceived as mediums through whom
God might decide to cure and thus decides the outcome of a treatment. It is in this respect that the
physician’s limitation in contrast to God’s almightiness and omniscience is stressed (Van den
Branden 2006, 2010; Baeke 2012).

Our exploratory findings should be interpreted with several limitations in mind. First, given
the nature of our data (specific groups; small sample sizes), we are prudent in generalizing our
findings, and we acknowledge that further in-depth investigations of the matter are necessary.
However, our results were confirmed by earlier studies of our research group as well as the other

available empirical studies. Second, given the fact that we only interviewed a healthy population —
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although we found great similarities between our participants who nevertheless were confronted with
aging symptoms or with severe illness (e.g. cancer) themselves or in their immediate environment
on the one hand and situational qualitative studies on the other hand — it would still be interesting to
do an in-depth investigation of Muslim patients personally confronted with terminal illness on the
meanings they attribute to illness and suffering and the practices involved. Third, taking into account
the specific situation of first generation Moroccan Muslims in Belgium characterized by a
homogenous socio-economic situation and a more diverse socio-demographic background among
second generation Muslims, it would be interesting to explore the views and practices among third
generation Muslims who embody a stronger diversity socio-economically as well as religiously.
Further studies could explore whether the impact of religion on coping with illness would differ
among younger generations of (Moroccan) Muslims that have been brought up in a Western
environment and thus have a strong connection with Western society through language, education

and work and that in this context experience and construct their own (religious) identity.

Given the fact that contemporary Western societies are becoming increasingly multicultural
and multi-religious, it is of great importance to provide adequate and respectful health care. As such,
offering religious and cultural-sensitive care is of the utmost importance. This implies an adequate
training of health care professionals in order to provide holistic care, where considerable attention is
given to the patients’ religious, ideological and cultural background. By offering insights into the
actual attitudes and beliefs of Muslims towards health, illness and medicine, this study aims to offer
tangible leads to health care professionals for a more adequate tailor-made care for Muslim patients.
Our study shows that spiritual and religious resources can provide an important support for
effectively coping with illness. Being acquainted with patients’ ways of coping with meanings they

attribute to illness may provide insights into patients’ very concrete medical choices.

Conclusion

Our study reveals that religion is the most important and dominant framework through which health,
iliness and medicine are viewed among Muslim women. Theological and more specifically
teleological considerations that centre on God’s almightiness and the belief in the afterlife seem to
be very crucial for Muslims. Illness is a test, influencing one’s eternal fate, that must be patiently

endured.

Rather surprisingly, no differences were found between the views and attitudes of middle-
aged and elderly Moroccan Muslim women, despite their often very different socio-economic
position, educational level and integration in Western society. We did, however, note a difference in
the strength and depth of the participants’ theological justification of their views and attitudes,
probably influenced by their educational level and the extent of their religious knowledge and

education.
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Religion seems to offer Muslims a strong coping mechanism from which strength and hope
are drawn. At the same time, Muslims seem to opt for a holistic approach, as relying on medicine
and on God go hand in hand. In any case, religious beliefs and worldviews seem to have a strong

impact on their attitudes concerning illness and medicine.
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"Whoever kills an innocent person it is as if he has killed all of humanity."

—Q5:32
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3. “God is the Giver and Taker of Life”. Muslim Beliefs and Attitudes

regarding Assisted Suicide and Euthanasia

Introduction

A number of Western countries have actively debated euthanasia over the last 30 years. The debate
has centered on a right to die based on the principles of autonomy, individuality, and the right to self-
determination (Cohen et al. 2006a, b). More recently a number of publications have included
discussions of contemporary bioethical issues including euthanasia from a normative Islamic point
of view (Al-Bar and Chamsi-Pasha 2015; Arda and Rispler-Chaim 2012; Atighetchi 2007; Brockopp
2004; Brockopp and Eich 2008; Ghaly 2016; Rispler-Chaim 1993; Sachedina 2005, 2009;
Shanawani and Khalil 2008) and a large number of legal opinions (fatawa/fatwas) have been issued
by Islamic scholars through different media (cf. Islamic organisation of Medical Sciences, Islamic
Figh Academy, International Islamic Figh Academy, European Council for Fatwa and Research)
(Al-Bar and Chamsi-Pasha 2015; Van den Branden and Broeckaert 2009, 2010a, b). However, the
number of empirical studies that deal with the views of the rapidly growing number of Muslims
living in the West on specific ethical dilemmas at the end of life is very limited (Ahaddour, Van den
Branden and Broeckaert 2017a; Baeke 2012; Van den Branden 2006). Given the fact that Europe,
and more specifically Belgium, are becoming more multicultural and —religious, care can no longer
be provided solely from Christian or Western secular framework. Additionally, it is of great

importance to provide adequate and dignified end-of-life care.

In this article we ask what the relationship is between normative Islamic views on assisted
suicide and voluntary euthanasia on the one hand and real-world views and attitudes of Muslims
living in a western, European society on the other hand. Is there a wide gap between normative
Islamic viewpoints and what ordinary Muslims believe and think? And can we observe a shift in
views and attitudes when we compare first and second generation Muslims in Belgium, given that in
Belgium this second generation shows much more socio-economic diversity and has presumably

been more strongly influenced by the Western society they live in and have been brought up in?
Normative Islamic Views on Assisted Suicide and Euthanasia

Islam has no central religious authority. Muslim scholars deploy a variety of approaches to ethics
often resulting in a variety of opinions (fatawa/fatwas) within Islamic jurisprudence (figh) (Al-Bar
and Chamsi-Pasha 2015; Arda and Rispler-Chaim 2012; Atighetchi 2007; Rispler-Chaim 1993;
Sachedina 2012). However, regarding the active termination of life a univocal negative answer is
found within normative Islamic and international scholarly literature (see fatwas issued by Islamic
organisation of Medical Sciences, Islamic Figh Academy, International Islamic Figh Academy,

European Council for Fatwa and Research) (Al-Bar and Chamsi-Pasha 2015; Van den Branden and
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Broeckaert 2009, 2010a, b). Any active form of life termination is radically rejected and prohibited
on the basis of a number of theological arguments and convictions. First, Islam does not recognise
the right to die voluntarily. Deliberately ending one’s life is considered suicide and is equated with
murder when there is a physician involved. Both murder and suicide are perceived as grave sins (Al-
Shahri 2016; Atighetchi 2007; Ayuba 2016; Brockopp 2008; Choong 2015; Rahman 1998; Rispler-
Chaim 1993; Sarhill et al. 2001; Van den Branden and Broeckaert 2010b). Yousuf and Fauzi (2012)
and Al-Bar and Chamsi-Pasha (2015) explain that from a Quranic point of view, saving a person’s
life is equated with saving the lives of the whole of mankind and taking one’s life unjustly is
tantamount to the killing of mankind in its entirety. Rahman (1998) and Al-Jahdali et al. (2013)
explicitly state that, in Islam, the concept of a life not worth living is unacceptable. On the other
hand, Padela and Qureshi (2016, p.11) state that “one could argue that judgements about when a
certain type of life need not be brought into this world and when a certain type of life can be allowed
to expire are two sides of the same coin as they attend to a moral vision for what constitutes a life
worth living (or a life worth preserving medically).” Indeed, withdrawal of life support when patients
are not expected to recover, are terminally ill, or are declared brain dead is permitted by some Islamic
scholars and judicial bodies (Ebrahim 2001; Padela & Qureshi 2016; Sachedina 2009). In the context
of abortion, different perspectives exist within the Islamic legal schools and among the Islamic
scholars (e.g. based on the idea of ensoulment) about when and in which (strict) circumstances an
abortion can be initiated (Athar 2016; Atighetchi 2007; Brockopp 2004). According to Al-Bar &
Chamsi-Pasha (2015) and Atighetchi (2007), in Islam, abortion is allowed for certain medical reasons
including a serious disease of the expectant mother that makes continuation of the pregnancy
hazardous to her health or even to her life. The mother is recognised as having a greater value than
the foetus as a form of life that has already been developed and is possibly the source of a new life.
According to the Islamic Figh Council (Saudi Arabia), in case of a severe congenital anomaly,
abortion can be allowed if agreed upon by a committee of experts (Albar, 2007; Al-Bar & Chamsi-
Pasha 2015; Al-Matary & Ali 2014).

The normative Islamic literature also upholds the notion of God’s omnipotence and
omniscience concerning life and death. God is the giver and taker of life (Al-Jeilani 1987; Atighetchi
2007; Brockopp 2008; Fitzpatrick et al. 2016), which implies human limitedness and the human
impossibility of predicting one’s moment of death (Al-Jeilani 1987; Lapidus 1996; Rahman 1998).
In normative Islam we find an unconditional belief in predestination; the occurrence of death is
attributed to the will of God (al-gadr) (Al-Bar and Chamsi-Pasha 2015; Al-Shahri 2016; Atighetchi
2007; Baider 2012; Rispler-Chaim 1993; Sachedina 2005, 2012; VVan den Branden and Broeckaert
2010a). Several scholars (Al-Bar and Chamsi-Pasha 2015; Al-Shahri 2016; Atighetchi 2007; Rispler-
Chaim 1993; Sachedina 2005, 2012) argue that God is the creator of everything and the determiner

of a person’s life span (ajl). These arguments are in conflict with a secular right-to-die discourse.
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Moreover, Atighetchi (2007) states that where the West emphasizes self-determination as a right,
from an Islamic perspective autonomy is rather limited, as only God has the right to decide upon a
person’s life. From this perspective performing or requesting euthanasia or assisted suicide is
perceived as denying God’s rights over lives and is seen as an act of blasphemy (Sachedina 2005;
Van den Branden and Broeckaert 2010a).

Regarding euthanasia and assisted suicide, normative Islamic and scholarly literature clearly
emphasizes a teleological perspective. According to Brockopp (2004) and Van den Branden and
Broeckaert (2010a) death, in the Islamic tradition, is merely seen as a transitory element in the larger
eschatological scheme, i.e. what the soul is awaiting in the hereafter (e.g. paradise; hell). Badawi
(2011) and Sachedina (2012) explain that in Islam the purpose of the worldly life is only to prepare
a person for the eternal life in the hereafter, as life and illness are viewed as merely a test of God.
The future perspective of judgement in the hereafter qualifies a person’s action in this world. In
Islam, each person has a free will and is thus responsible for his or her own actions (Al-Bar and
Chamsi-Pasha 2015; Atighetchi 2007; Rispler-Chaim 1993; Sachedina 2005). Intention (niyya) is
strongly emphasized in this respect. Atighetchi (2007) and Al-Bar and Chamsi-Pasha (2015) explain
that each action will be judged according to the person’s intention. Committing suicide would thus
result in an eternal punishment in hell (Brockopp 2004; Rispler-Chaim 1993; Sachedina 2012; Van
den Branden and Broeckaert 2010a). Through confrontation with illness and suffering Muslims are
recommended to be aware of the earning of good marks (hasanat), which pave the road to paradise
(Al-Shahri 2016; Brockopp 2004; Rispler-Chaim 1993). In other words, the rejection of active
termination of life is to be understood within a broader teleology, within the purposefulness of life
and illness. From an Islamic perspective, cultivating a faithful relationship with God and being
patient guarantees rewards (kasanat) in this life or in the world to come (Al-Bar and Chamsi-Pasha
2015). Baider (2012) also affirms this Islamic perspective by stating that the belief in predestination
and the afterlife helps Muslims to cope with severe illnesses. In this teleological and eschatological

framework, euthanasia and assisted suicide are not acceptable options.

A final conviction that constitutes an argument against euthanasia and assisted suicide can
be found in the sanctity of human life. The Qur ar affirms that all human life is holy (surm) and
dignified (karama) as God has created it (Al-Bar and Chamsi-Pasha 2015; Al-Shahri 2016; Ghaly
2015). Islam attributes a great value to the preservation of human life. This is one of the five higher
objectives of Islamic law (magasid al-Sharia), which entails preservation of faith, life, mind, progeny
and property (Al-Bar and Chamsi-Pasha 2015; Atighetchi 2007; Rispler-Chaim 1993; Sachedina
2009). In Islam high importance is given to taking care of body and life, as they are a trust (‘amana)
of God (Al-Bar and Chamsi-Pasha 2015; Al-Shahri 2016; Ghaly 2015). Several scholars (Al-Bar and
Chamsi-Pasha 2015; Atighetchi 2007; Badawi 2011; Brockopp 2004; Ghaly 2015; Rispler-Chaim
1993; Sachedina 2009; Van den Branden and Broeckaert 2010b) corroborate that in Islam the
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relationship with the body is framed in terms of vicegerency: a human being does not own his or her
body, but only has it in loan until death. Life and body are thus considered gifts from God. Therefore,
seeking treatment is often considered important. In general, nearly all (Sunni) legal schools
(madhahib) are of the opinion that seeking remedy is obligatory (fard) in certain lifesaving situations
and in treatable and curable illnesses. A treatment is considered optional or permissible (mubah)
when the overall benefit is not proven or even doubtful and when the effect of a therapy is uncertain.
A therapy is discouraged (makrith) when therapy is futile, unlikely to bring benefit, and when harm
or even inconvenience from therapy may follow (Al-Bar and Chamsi-Pasha 2015; Al-Jahdali et al.
2013; Padela and Qureshi 2016; Padela and Mohiuddin 2015; Qureshi and Padela 2016; Saiyad
2009). However, the dominant classical position of the Hanbali legal school is that seeking medical
treatment is permissible, but not obligatory and that abstaining is superior. Preference is given for
placing trust (tawakkul) over seeking medical treatment and thus refraining from therapy is seen as
praiseworthy (Padela & Qureshi 2016; Qureshi & Padela 2016). Euthanasia and assisted suicide, on

the other hand, are not an option.

Empirical study

Data collection

We used an exploratory approach to describe the attitudes and beliefs of Moroccan Muslim women
regarding euthanasia and assisted suicide. Our goal was to reconstruct Moroccan Muslim’s women
way of thinking, not to formulate normative judgments about them. From October 2014 to September
2015, 30 semi-structured interviews were conducted with a snowball sample of middle-aged and
elderly self-identified Muslim women in the Moroccan community in Antwerp (Belgium). This was
conducted by the interviewer (first author) who herself is a member of the Moroccan Muslim
community. Because of the cultural characteristics of the research population, more specifically the
common gender segregation in traditional Muslim societies, in particular among first and second
generation Moroccan Muslim communities (Timmerman 2001), and the female gender of the
interviewer (first author), purposive sampling for qualitative interviewing was limited to Moroccan
Muslim women. The views of first generation Moroccan Muslim men in Belgium (Antwerp) have
been addressed by Van den Branden (2006), who additionally conducted a theoretical analysis of
Islamic sources on end-of-life-issues (Van den Branden & Broeckaert, 2008). In other words, we
chose women of Moroccan descent as this population is one of the largest Muslim communities in
Belgium (Hertogen, 2016). Our choice for Antwerp was based on two important reasons. First of all,
this city has the largest Muslim population in Flanders: 19.2 % of Antwerp’s population is Muslim
(Hertogen 2016). Second, Antwerp as a port city is considered to be one of the most multicultural
cities in the world. We chose elderly (first generation) women, as they are, given the aging of this

population, confronted with more end of life and health care needs. We also included middle-aged
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participants as they have been brought up in a Western context, in contrast to the first generation who

grew up in a traditional Islamic context.

Different routes of recruitment (e.g. mosques, women’s association, social media) were
adopted to incorporate a diversity of profiles within the female Moroccan Muslim community
through snowball sampling. Face-to-face interviews were based on a semi-structured interview
protocol covering the following topics: demographic background, religion, care for the elderly,
iliness, end-of-life issues, death and dying, mourning, remembrance and burial. The interviewer (first
author) conducted the interviews in darija (Moroccan Arabic), tarifit (a Berber language) and Dutch.
Participants were interviewed one-on-one (e.g. in their own house, in a room made available by a
local non-profit organization, or in a quiet tea house). To help us with the interpretation of our data,
the interviewer (first author) also consulted with 15 experts in the field (e.g. Muslim physicians,
Muslim nurses, palliative care consultants, a kijama [“cupping” a body therapy that purifies that
purifies blood by means of a vacuum] practitioneretc.)) about euthanasia and assisted suicide
between September 2014 and September 2015. The information collected from these interviews
provided context within which the data from our interviews could be considered. The data of our
interviews with experts are not perceived as normative, but only as a description of their observations
and experience with Moroccan Muslims. Experts were interrogated on the same topics as the
Moroccan Muslim women via outlined semi-structured interview protocols. This approach was
helpful as a comparative method to ensure reliability of the data and helped us to be more sensitive

towards the data from our interviews.

The present study is part of a larger research project on the attitudes, beliefs, and practices
regarding death and dying among middle-aged and elderly Moroccan Muslim women in Belgium

(Antwerp).

Ethics Review

Our study was approved by the Social and Societal Ethics Committee (KU Leuven, Belgium).
Informed consent was gathered from each participant. In order to guarantee the anonymity of our

participants, we made use of pseudonyms.
Data analysis

On average, each interview took 120 minutes (range: 90 minutes to 150 minutes). Data collection
continued until theoretical saturation was reached. This occurred after 13 interviews with middle-
aged participants and after 12 interviews with elderly participants. Nevertheless, we conducted extra
interviews to ensure the validity and reliability of our data. The interviews were audio recorded and

transcribed verbatim, using Express Scribe.
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Grounded theory methodology (Corbin and Strauss 2015; Glaser and Strauss 1967; Strauss
and Corbin 1998) was used to code and analyse the interview data. Grounded theory methodology
aims at thoroughly capturing the worldview of the individual respondent as a basis for constructing
the world view of the social group to which the respondent belongs. Therefore, the methodology
stresses the use of “taking the role of the other” and the “constant comparative method” as basic
research techniques (Glaser and Strauss 1967). By adding codes to the data and through constant
comparisons, key concepts —generated inductively— were identified in the interviews and categories
were systematically generated and interrelated to grasp the real-world experiences and meaning

systems of our participants.

The data were coded using grounded theory’s three major steps of coding: open, axial, and
selective coding. During open coding, the data were broken down, examined, and compared in order
to identify similarities and differences while categorizing the data. Axial coding, the second step in
the coding process, reflected the systematic process we used for grouping data, linking categories
based on associative relationships and deriving conclusions from analysis and re-synthesis of data.
The third step of coding was selective coding—a process in which relationships between the core
category and other categories were systematically identified. This was a process of integrating and
refining a theory as an answer to the research question (Corbin and Strauss 2015; Strauss and Corbin
1990). In our exploration of the attitudes and beliefs of Moroccan Muslim women towards euthanasia
and assisted suicide, our coding frame consisted of notions against euthanasia and assisted suicide
and notions of dilemma. For example, concepts describing the arguments against euthanasia were
“God as author of death,” “life as a trust,” “blasphemy,” “suicide,” and “hell.” These concepts were

99 ¢

subsumed under categories including “theological considerations,” “eschatological considerations,”
which were subsumed under the category label “contra euthanasia.” The data collection was based
on constant iterative analysis of each new interview (“theoretical sampling”) which often involved
the adaptation and further specification of interview guides. When certain categories were well
developed and the relationship between categories was clear, theoretical saturation (“theorizing”)
was reached (Glaser and Strauss 1967; Strauss and Corbin 1998). A tentative theoretical conclusion
was that there was a clear relation between religious beliefs and attitudes towards euthanasia and

assisted suicide.

In order to facilitate data analysis, a qualitative data analysis software package (NVivo 10)
was used. The data from the interviews with Muslim women and with experts were analysed
separately in an NVivo project. The findings from our interviews with Muslim women were
compared with those from the interviews with experts by concept and category and subsequently
compared with other empirical studies (cf. discussion). Several control measures were taken to ensure

reliability and validity of our data and to limit bias. First, all interviews were recorded and transcribed
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ad verbum. Second, the interviewer made use of memos when collecting data, and analysing the data.
Third, peer debriefing was performed by the guiding committee, consisting of researchers with an
expertise in religious ethics and end-of-life issues. The guiding committee guided and reviewed all
phases of the project from interview guide and research question development, to data collection,
data analysis and dissemination. Double coding was also performed, in which interviews were coded
independently by the interviewer and a member of the guiding committee and subsequently
compared. Fourth, findings were regularly discussed with several members of the Moroccan Muslim
community. Fifth, the data from the interviews with experts in the field as well as the literature were

used to verify the reliability of our data.

Conceptual framework of Treatment Decisions in Advanced Disease

Attitudes towards treatment decisions at the end of life were explored by making use of hypothetical
cases (Table 1) that were formulated on the basis of the typology of Broeckaert (Broeckaert 2008,
20094, b; Broeckaert and Flemish Palliative Care Federation 2006). Broeckaert developed a typology
of treatment decisions at the end of life in order to provide clarity regarding ethical dilemmas in end
of life care. In this typology, choices with regard to euthanasia and assisted suicide constitute one
category of treatment decisions (apart from choices with regard to curative/life-sustaining treatment
and pain/symptom control). Broeckaert (2009a) distinguishes three kinds of acts belonging to this
category: (1) assisted suicide, which means “intentionally assisting a person, at this person’s request,
to terminate his or her life”; (2) voluntary euthanasia, which is “the intentional administration of
lethal drugs in order to painlessly terminate the life of a patient suffering from an incurable condition
deemed unbearable by the patient, at this patient’s request”; (3) non-voluntary euthanasia, which is
“the intentional administration of lethal drugs in order to painlessly terminate the life of a patient
suffering from an incurable condition deemed unbearable, not at this patient’s request”. This article

is limited to the discussion of assisted suicide and voluntary euthanasia.
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Case 1: Assisted Suicide

A terminal patient, having only a few more weeks to live, is in severe physical pain. The
treating physician has been unable to adequately relieve his/her pain. That patient requests
medication to end his/her life. Should the physician be allowed to provide drugs so that the
patient can end his/her life?

Case 2: Voluntary euthanasia
A terminal patient, having only a few more weeks to live, is in severe physical pain. The
treating physician has been unable to adequately relieve his/her pain. That patient requests

his/her life to be ended. Should the physician be allowed to administer a lethal injection?

Results

Participants’ (socio-)demographic information & health situation

The group of middle-aged Moroccan Muslim women (n=15) were between 41 and 55 years old, and
the group of elderly women (n=15) were between 61 and 86. Nearly half of our middle-aged
participants were born in Belgium, while the others came to Belgium at a very young age through
family reunification. All elderly participants were first generation migrants who came to Belgium
between the early 1960’s and early 1990’s, in the context of labour migration, family reunification,

or marriage migration. Only one elderly participant came to Belgium via an employment visa.

Among our middle-aged participants, twelve were married, two were divorced, and one was
widowed. Among our elderly participants, eight were married, six were widowed, and one was
divorced. Our elderly participants had noticeably larger families (with up to 10 children) than our

middle-aged participants (up to 6 children).

Among the middle-aged participants, the overwhelming majority were multilingual,
mastering a total of three to five languages. Worth noting is that these participants pointed out that
they did not have one, but two mother tongues, namely Dutch and either Moroccan Arabic or a
Moroccan Berber language. Among the elderly participants, eight Moroccan Berber women spoke
tarifit as their mother tongue, while seven Moroccan Arabic women spoke darija. In contrast to the
middle-aged participants, they had no or a very limited knowledge of Dutch. Only a small minority
of Moroccan Berber Muslim women spoke Arabic, and only two Moroccan Arabic Muslim women

had a good knowledge of French.

In Belgium, the majority of the elderly participants and a minority of the middle-aged

participants lived a rather isolated life, as most of them had not had the opportunity for education
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and were illiterate, doing the housekeeping and taking care of their children. Only four elderly
participants graduated from lower secondary school and only one from secondary school. However,
a minority of elderly participants had become more socially active at an older age by going to the
mosque or sports center and taking Arabic and/or Dutch language classes.

Regarding employment, only two elderly participants worked outside the home as laborers.
Much more diversity in socio-economic status was observed among our middle-aged participants.
Nearly half had a high level of education. In contrast to elderly participants, ten of the fifteen middle-

aged participants were economically active (from laborers to officials).

Nearly all elderly participants were diagnosed with diabetes and illnesses related to old age,
including hyper- and hypotension, knee osteoarthritis, and geriatric migraines. The health issues of
our middle-aged participants were limited to knee problems and migraine. Three elderly participants
and one middle-aged respondent reported that they had breast or uterine cancer resulting in
hysterectomy or mastectomy. One middle-aged participant had heart problems and, as a result of a
previous coma, reported a poor health condition. In general, our middle-aged participants reported
better health conditions than the elderly participants did. Five middle-aged and four elderly
participants reported that they had been confronted with incurable and terminal illnesses within their
immediate environment, including Parkinson’s disease, dementia, several types of cancer, and severe

chronic disease.
Attitudes towards Assisted Suicide and Euthanasia

Case 1: Assisted Suicide

Our participants immediately interpreted termination of life from a religious perspective. They all
strongly condemned the idea of ending one’s suffering in an active and direct way with the assistance
of a physician, except for Nuria and lkram (pseudonyms), who held rather intermediate positions.
Nearly all participants unanimously argued that this act is unlawful (haram) and is in fact in conflict
and irreconcilable with being a believer, a Muslim, and for these reasons it is absolutely

unacceptable.

“No, that’s suicide. No, that’s saram. You may not end your life. No. Being a Christian, a Muslim, or a Jew

plays arole. A real Jew, Christian, or Muslim doesn’t do that.” Hannan — middle-aged — low level of education

“If it’s a non-Muslim, then the physician will give it. It’s saram! It’s not allowed for the soul! [...] That’s not

an Islamic conduct. No, a Muslim may not do that.” Yamina — elderly — illiterate

Nearly all participants equated this act with suicide (intizar), and considered the physician
an accomplice. In their opinion, the physician’s task was to take care of the patient and not to help

the patient with ending his or her life. In this respect, they highlighted that a Muslim is not allowed



PART 2: EMPIRICAL STUDY ON DEATH AND DYING

to express a wish to die. These findings are in keeping with the results of the interviews with our

experts.

“It’s still a sort of euthanasia. As a Muslim, I don’t accept this, it’s euthanasia, it’s suicide. It’s forbidden to hasten

death. You may not wish that.” Sarah — middle-aged — high level of education

“No, they may not give him that. No no, because then he commits suicide. That’s intizar [suicide]. It’s not as if
someone else gave it to him, but if he does it himself, then it’s suicide. It’s also not good if a physician does it.

The physician is supposed to help a patient and not end his life.” Aicha — elderly — illiterate

“No no, they see it as euthanasia, because you asked for it. No, it’s suicide for both the first and second generation

Muslim women.” Fadila — Psychosocial consultant

A minority of —mainly elderly - participants considered ending one’s life prematurely a sign
of ignorance (jahl), blasphemy (shirk), and even disbelief/heresy (kufr/kfa). Indeed, throughout the
interviews it was argued that a person who commits suicide turns away from God, is ungrateful, and

an unbeliever (kafir).

“No no, that’s not good, that’s jahl [ignorance]. That’s shirk [blasphemy]. You may not end your life.” Zohra —
elderly — low level of education

“No no, then he stepped out of his religion [kfa]. Then he turned away [kfa] from God. Someone who does such
a thing is not a Muslim, he’s a kafir [unbeliever]. It does happen to non-Muslims, for them it’s nothing, but for

us, this is impossible.” Laziza — elderly — illiterate

The strong denouncement of this type of life termination by all our participants is based upon
the belief, again shared by all, that only God has the right to end a person’s life. This perception has
to be viewed against the backdrop of their unconditional belief in the omnipotence of God, who
governs over life and death, and predestination. Participants mentioned that only God determines a
person’s time of death (ajl), which is already predetermined. In other words, death is ascribed to
God’s will (al-gadr). They explained that a human being does not have any right to take (any) action
to end his or her life, but rather must wait patiently until his or her time of death comes. In this way,

humans can score good marks (hasanat), which will be counted up after death.

“That’s also not allowed! Not at all. [...] God decides about your death, your ending. We don’t know what God

has destined for her. Everything is predestined.” Radia — middle-aged — low level of education

“T don’t want anything to do with it. This is not ok. He ended his life before his ajl. Like | said, it’s God who

gives and takes away life. We have no business with that.” Malika — elderly — low level of education

Against this backdrop, two participants referred explicitly to the vicegerency of the human being in
this worldly life. They explained that life and body have to be taken care of as they are a gift and a

trust (‘amana) from God.
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“Yes, it’s forbidden in my religion, so I’'m also against it. And as you can see, a body is a gift and if you’re sick,

it’s a part of it. You need to take care of it.” Lamya — middle-aged — high level of education

“Life is an ‘amana. 1t’s only God who can take back his ‘amana.” Zohra — elderly — low level of education

In their rejection of assisted suicide (and euthanasia) most participants explicitly referred to
their belief in the afterlife, which seems to form a strong barrier against terminating one’s life. Indeed,
our participants believed in an eternal afterlife and that life and illness are merely part of God’s test
for entering the eternal life in paradise. In their opinion, assisted suicide (and euthanasia) entails
severe implications in the hereafter. They argued that assisted suicide is merely a relief in this worldly
life, but a greater punishment and extreme suffering are awaiting in the hereafter. Moreover, after
death, God will judge human beings based on their actions and this action of taking your own life
would lead to an eternal stay in hell, erasing all good deeds that were performed. Therefore, the focus
is more on the purposefulness of pain, which is understood as a way of purifying one’s sins. This is

also confirmed by our experts.

“We believe in life after death, which is eternal. You know, you’re going there and you would want to do
everything that’s in your power to get there in a right way. Then you’re not going to commit suicide. Even if the

pain would be really painful.” Nihad — middle-aged — high level of education

“No, that is haram. God says: ‘the person who commits suicide is destined for hell.’[...] And what if you killed

yourself in this world, but the hereafter is worse, you’ll suffer more in hell? One who commits suicide goes to
hell. It’s not good. That’s my opinion, the one who commits suicide goes to hell, that’s what I hear in the Qur’an.”

Alia — elderly - illiterate

“I think this almost never happens among us. Because they know you’ll be punished severely in the hereafter.”

Laila — Muslim nurse

Only a few participants nuanced this idea of severe eschatological implications and
emphasized that a person cannot pass judgement on another human being’s actions. Only God has
the knowledge of intentions and can pass moral judgment on a person’s actions. Thus, only God

possesses knowledge (All@hu a ‘lam) and therefore knows a human being’s destiny.

“God says that if you commit suicide or jump out of a window or kill someone or take drugs to die, then you’ll
experience a rough path to God. Where you will go in the hereafter depends upon your deeds. But in this case,

it’s only God who knows.” Khadija — elderly — low level of education

“If they do that, they’ll think they’ll have found peace, but they’ll not find it. If you commit suicide, you’ll go as
an unbeliever, as jahl to the hereafter. But God knows best [4llahu a’lam].” Fatma — elderly — illiterate

Although we found a strong disapproval of assisted euthanasia among our participants, two
participants expressed a more “understanding” attitude towards this case, though they still shared the
dismissive attitude toward active termination of life. One elderly participant (Nuria) emphasized the

right to self-determination, explaining that a human being has the right to decide for him- or herself,
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though she still acknowledged that the soul is from God and therefore only God has the authority and
power to take away a person’s life. Besides Nuria, several elderly and middle-aged participants who
did not approve of assisted suicide could actually “understand” the difficulty of dealing with
unbearable pain. Our participants also mentioned that they could “understand” that human beings
who do not have a faith or do not believe in a God would request assisted suicide. Among them,
however, Ikram took an exceptional position. Her answer clearly illustrates a difficult dilemma
between the removal of unbearable pain and God’s ultimate role in matters of life and death. The
notion of compassion fostering a dilemma is also confirmed by our experts. The exceptional answers

of Nuria and Ikram will be explained later in the Discussion section.

“Oh [silence]. If the patient decides it, so be it. If he decides it himself. It’s his choice. Normally this is not
permitted. Like I said before, the soul is from God. Normally we should die naturally.” Nuria — elderly — low
level of education

“Yeah, that’s terrible. For example, with labor pain I think ‘God please!’. You would do anything in that moment.
But only God can actually take life. I find it difficult. I don’t know what I would do. I really find these extremely
difficult situations.” Tkram — middle-aged — high level of education

“There is that emotional aspect on the one hand. They [the family] will have compassion with the patient. And
on the other hand, they know we are not allowed to end our lives. So it will be a dilemma either way. But if the

pain is unbearable, if you hear a person, constantly screaming in pain, they’ll not be able to bear that anymore

and it’1l be a sort of peace and relief. These are really difficult issues.” Nourdin — "Tmam

Case 2: Voluntary Euthanasia

The participants’ opinions on voluntary euthanasia were similar to their views on assisted suicide.
All of our participants, except for two (Nuria and lkram), declared themselves to be absolute
opponents of euthanasia, referring to it as a forbidden act (zaram) and considering it ethically on par
with suicide and murder. This was again perceived as contrary to being a Muslim. They believed that
Muslims would never commit such an act, and that a Muslim physician would never help terminating
a person’s life. In their opinion, requesting euthanasia was considered turning one’s back on their
faith, namely turning away from God (kufr). They believed that a Muslim should not wish for death.
It is worth mentioning that compared with the former case, the physician in this case is not merely

viewed as an accomplice, but rather as a murderer.

“No, a Muslim may not do that. That’s haram.[...] We may not kill ourselves. Because then you have committed

suicide.[...] God says that you may not kill yourself.” Hannan — middle-aged — low level of education

“Yeah, non-Muslims do that, but we Muslims don’t. We may not ask for death. [...] That lethal injection is
haram. The physician should help the patient to live and not to end a life. The physician then killed a soul. We

Muslims don’t approve of that.” Laziza — elderly — illiterate
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“No, absolutely not. There’s no one who would approve of that. Because according to Islam it’s haram, because

it’s suicide. And I really do not see any difference between those generations.” Nora — Muslim nurse

Several participants viewed this act from within an eschatological framework, referring to
the encounter with God, paradise and hell. Here, again, they mentioned eschatological implications
when performing euthanasia and explained that it would lead to a severe punishment in the hereafter
and thus would only offer a temporary worldly relief. This idea is also confirmed by our experts.
Here, too, a few participants nuanced this idea of severe implications, referring to God as the only
one possessing all knowledge.

“It has also to do with religion. No matter how difficult it may be, how unbearable the pain can be, you say ‘there
comes an end.’” But euthanasia as a Muslim remains difficult because how far is that a liberation? [...] If you’re
a Muslim and you believe that when you die, we’ll have an encounter with God, and we’ll have paradise and so

on.” Sarah — middle-aged — high level of education

“All@dhu a’lam [God knows best] but they say that you’ll go to hell. But if you do that, I don’t know what will
happen. Only God knows that.” Haddad — elderly — illiterate

“I think that euthanasia is a step too far. That’s suicide. They immediate link it with hell.” Soumiya — Elderly

care consultant

Nearly all participants strongly highlighted that only God has the right to take a person’s life,
as He is the creator of heaven and earth as well as life and death. Here, too, participants stressed that
God determines a person’s time of death (ajl) and that death only occurs with God’s decree. In this
respect, participants described God as the ultimate steward of life and body and pointed out the
importance of patiently waiting until the time of death comes. In other words, the patient does not

have a right-to-die.

“Well, no, God has given you a life and He is the only One who may take it away. It’s just that Islamic concept
of ‘God has given you a life, God created you.” You cannot decide when you will be born. You cannot decide

when you’ll die.” Badria — middle-aged — high level of education

“No no, you’ll have to wait patiently until your times comes. [...] The moment of death [ajl] comes from God.
It’s God who decides when you’ll die, when you’ll live. He created us. A human being may not take away his or

her life, only God has the right.” Zoulikha — elderly —low educated

“They [Moroccan Muslim women] don’t do that. They are radically against it. They also believe that death comes

from God and that we shouldn’t rush into it.” Myriam — Palliative care consultant

Based upon the belief in an omnipotent God, who has everything in His hands (shared by
all), half of our participants also explained their stance against active termination of life on the
grounds that God is capable of everything (al-gadir). Hence, they believed that God has the power to
cure a person who is declared terminally ill, which as a result fosters hope and the belief in a miracle.

This perspective is also closely related to the belief in God’s decree (al-gadr).
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“That’s why I’m against it. And if God doesn’t allow it, then there’s always a reason why. You know? So that
means that there’s still a chance of you healing. God is capable of everything.” Lamya — middle-aged — high level

of education

“If God wants you to heal, you’ll heal. Everything is in God’s hands. There’s a family member in France who
had stomach cancer and the physicians said that they needed to remove his stomach, otherwise he would die. But
he refused [...]. He’s still alive to this day. [...] You must have sabr [patience] and believe in the gadr of Allah

and perform your prayers.” Yamina — elderly — illiterate

Noteworthy is that two participants explicitly pointed out that requesting and performing
euthanasia are in fact sacrilege. To them, either the physician (cf. Loubna) or the patient (cf. Alia)

was adopting the role of God. In their opinion, God’s role as Creator of life and death was denied.

“I’m against it. I think the physicians are playing God. And | find that sad, because God created us.” Loubna —

middle-aged — low level of education

“People don’t have a voice in that matter. It’s God who’ll end his life. If you do that, you’re playing God.
That’s forbidden!” Alia — elderly — illiterate

Two middle-aged participants referred to a tendency in Western societies where aging and
incurable illness are equated with a loss of dignity that results in the request for the termination of

one’s life. They actually feared a “normalisation” of euthanasia.

“Now they tell everyone ‘when you have Alzheimer, your life is worthless.” It’s like ‘oh, no, you don’t have a
life. You don’t know anything anymore’. [...] And then the patient will also say ‘my life is no life, it’s worthless.’
[...] That’s what you’re told and it’s frightening. Now it’s even allowed for children, where do we draw the line?

That’s frightening.” Halima — middle-aged — high level of education

“Now it’s only allowed for severe cases such as terminal illness, but in the long run it’ll be for nothing. If they
can’t handle it anymore, they’ll ask to end their life. In the long run it will be seen as a normal act.” Narima —

middle-aged — low level of education

Here, too, Nuria and Ikram had a different perspective. Similar to the former case, Nuria
stressed that every person has the right to decide for oneself (self-determination), but at the same
time referred to God’s role in death. Ikram’s answer reflected doubtfulness/incertitude. She was again
in a clear dilemma between the difficulty of suffering unbearable pain and the belief in God as the
ultimate author of creation and death. Here too Ikram argued that she would not know what to do in
this situation and stated that a human being may not pass judgement on another human being’s
actions. Several other middle-aged and elderly participants shared their “understanding” for this
situation, while at the same time acknowledging that this act is absolutely forbidden. This double
perspective is also confirmed by our experts.

“I find this difficult. In the end we can’t judge about it, only God can. So I really don’t know, I really have no

clue. It would be a nightmare. Imagine that it’s your own child or your husband and they can’t bear it anymore

and they say that they want to die, well, then it’s like I end their life. [...] But actually, it’s God who created him.
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God will take away his life as He wants. Uhm, I find that difficult. No, I don’t think I would do it. I don’t know.”

Ikram — middle-aged — high level of education

“The decision I make depends on my situation. It depends on what the patient wants. If the patient wants it
[euthanasia], he’s sick of it and he can’t bear it anymore, poor guy, so be it. It’s hard. It’s God who gives and

takes away the soul. Normally we can’t interfere in that.” Nuria — elderly — low level of education

“It might be that there are people who suffer so much pain, that they express things that are not allowed. When
the pain is so unbearable, they might say ‘end it now’. But I think that only max 2% would consider that” Imane

— Hijama practitioner
Discussion

Cohen et al. (2006a, 2006b) argue that the acceptance of euthanasia tends to increase with the level
of education, and tends to decrease with age. However, this was not observed in our study. Although
there are differences in age, but also in level of education and socio-economic status between the
first and second generation, surprisingly no differences were observed between our middle-aged and
elderly participants in their attitudes towards active termination of life, nor between participants who
were or were not confronted with severe illness, either personally or in their immediate environment.
Although it could be assumed that second generation Muslim women, who were born or raised in
Belgium, are more likely to be influenced by Western ideas, which might result in the decline of a
theological understanding and in the development of a more secular, autonomy-oriented approach,
this was not the case in our study. On the contrary, middle-aged women emphasized theological and
eschatological notions to an equal degree as the generation above them. Indeed, no differences in
attitudes were noted between our participants on the basis of age nor educational level. The findings
of our interviews with middle-aged and elderly Moroccan Muslim women were also identical to

those of the interviews with our experts in the field.

Our study showed that our participants are vehemently opposed to both assisted suicide and
voluntary euthanasia based upon four arguments, which are strongly consistent with the lines of
reasoning found in normative Islamic views and in earlier empirical studies (Van den Br