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AbstrACt
Objectives The objective of this study is to explore the 
impact of workplace dress code policies and guidance 
that may influence inclusivity and opportunities in the 
workplace.
Design Quantitative, self-completion cross-sectional 
survey.
setting British Islamic Medical Association conference.
Participants Eighty-four female medical healthcare 
professionals with a range of ethnicities and wide 
geographical coverage.
Primary and secondary outcome measures The 
study reports on the experiences of female Muslim 
healthcare professions wearing the headscarf in theatre 
and their views of the bare below the elbows (BBE) policy. 
Percentage of positive answers and their respective 95% 
CIs are calculated.
results The majority of participants agreed that wearing 
the headscarf was important for themselves and their 
religious beliefs (94.1%), yet over half (51.5%) experienced 
problems trying to wear a headscarf in theatre; some 
women felt embarrassed (23.4%), anxious (37.1%) and 
bullied (36.5%). A variety of different methods in head 
covering in operating theatres were identified. The majority 
of respondents (56.3%) felt their religious requirement 
to cover their arms was not respected by their trust, 
with nearly three-quarters (74.1%) of respondents not 
happy with their trust’s BBE uniform policy alternative. 
Dissatisfaction with the current practice of headscarves 
in theatre and BBE policy was highlighted, with some 
respondents preferring to specialise as GPs rather than 
in hospital medicine because of dress code matters. 
The hijab prototype proposed by the research team also 
received a positive response (98.7%).
Conclusions Our study suggests that female Muslims 
working in the National Health Service (NHS) reported 
experiencing challenges when wearing the headscarf 
in theatre and with BBE policy. The NHS needs to make 
its position clear to avoid variations in individual trust 

interpretation of dress code policies. This illustrates a 
wider issue of how policies can be at odds with personal 
beliefs which may contribute to a reduction in workforce 
diversity.

IntrODuCtIOn  
New National Health Service (NHS) lead-
ership models centred on ‘compassionate 
leadership’ encourages wider representa-
tion at senior levels as this may improve 

strengths and limitations of this study

 ► The diversity of our sample which included health-
care professionals from across the country and at 
a range of grades and specialties. The data sug-
gest that these concerns are not limited to a single 
geographical area or clinical specialty. Our sam-
ple matched the demographic of interest, namely 
Muslim women who wear headscarf and would 
normally cover their forearms for religious reasons.

 ► Since the questions were not specific to a specialty, 
it related to anyone with experience working in the-
atre and hospital wards. Thus, the findings can be 
applied to Muslim female healthcare workers, who 
adhere to a specific religious attire and are working 
in health-based settings. This is a nuanced study 
that investigates the proportion of female medical 
healthcare professionals who wear a headscarf in 
the National Health Service, their experiences of 
wearing the headscarf in the workplace and of the 
bare below the elbows policy.

 ► By accessing respondents in a national ‘Muslim 
women in healthcare’ conference, this study was 
able to reach a population whose experiences have 
rarely been explored in published research before.
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patient safety and better productivity/innovation.1 
However, religious minority groups in the workplace 
may experience significant barriers due to work codes 
conflicting with closely held religious beliefs. In 2017, 
the Court of Justice of the European Union ruled that 
the prohibition of the visible wearing of any political, 
philosophical or religious sign does not constitute direct 
discrimination.2 By positing that preventing the wearing 
of an Islamic headscarf does not constitute prejudice, 
the Court has further brought into question the limits 
of religious freedom and human rights. How do these 
rules manifest within countries observing secularisa-
tion? The decision comes at a time when the role of 
Islam in public life is under scrutiny within sociopolit-
ical discourse. Media have reported narratives which 
discuss the banning Muslim religious attire in certain 
settings.3 4 These events, alongside broader concerns 
such as Brexit, have led to reports of minority commu-
nities in the workplace feeling progressively marginal-
ised.5 Muslim women appear to be particularly affected 
and under-represented in the workplace, with only 29% 
being employed compared with approximately half of 
the wider female population.6 Research indicates that 
there are ‘penalties’ for Muslim females regarding 
economic activity; a significant contributing factor could 
include the custom of wearing a hijab (head covering).7 
For many Muslim women, the headscarf is more than 
a personal choice, but rather a religious observance 
that has its origins in the Qur’an 24:31 (Islamic reli-
gious scripture). Most Muslim scholars agree that the 
hijab must cover the head and chest.8 For many Muslim 
women, the headscarf often symbolises their devotion 

to their religion with the intent to portray modesty. In 
practice, it forms part of a wider dress code intended to 
cover the whole body besides the hands and face.8 

Given the importance that many female Muslims 
attach to the headscarf,9 there is currently no nation-
ally agreed NHS dress code policy that addresses the 
wearing of the headscarf on wards or in theatres, but 
rather, local bespoke guidance is offered by trusts.10–17 
Some trusts appear to allow the observance of the hijab 
always but with certain restrictions.10–13 While some 
trusts prohibit their staff from wearing a hijab within 
operating theatres completely,18 others fail to mention 
the garment at all.15–17 The disparity in guidance has 
been shown to cause uncertainty, which is particularly 
evident to medical students or professionals starting at 
a new hospital.19 NHS employers’ position appears to 
advocate careful consideration of religious beliefs and to 
avoid discrimination for those who wear the headscarf.20 
However, there is little evidence on how this is presently 
managed in practice. The need to investigate the expe-
riences of Muslim women in the NHS and the influence 
religious beliefs have on career progression is therefore 
timely (although a snapshot view).

In addition to the headscarf, for many female Muslims 
working in the NHS is the ‘bare below the elbows’ (BBE) 
policy is of great significance.21 This policy initiative is 
designed to further encourage good hygiene through 
hand and wrist washing. In short, the policy excludes 
the wearing of white coats or outer garment that have 
cuffs, and that shirtsleeves must be rolled up, that can in 
theory become contaminated, increasing risk to patients. 
Despite there being limited evidence that being bare 
below the elbows reduces the spread of infection,22 23 
updated National Institute for Health and Clinical Excel-
lence guidelines24 for infection control, recommends 
healthcare workers should adopt this strategy when in 
direct contact with patients.25 In fact, one key article iden-
tified that ‘the NLH Library and the TRIP and Medline 
databases found no guidelines or studies in support of 
clinical healthcare staff adopting BBE policy’.26 Further-
more, within the Department of Health’s (DoH) working 
group on uniforms and laundry, it is demonstrated that 
‘there is no conclusive evidence that uniforms (or work 
clothes) pose a significant hazard in terms of spreading 
infection'.21 However, there has been little ongoing 
consultation with female Muslim professionals who, 
analogous to the issue of the hijab, see the BBE policy at 
odds with personally held religious views around main-
taining modesty.27 Given trust policies attempt to support 
diversity and aim to further recruit people from ethnic 
minority backgrounds,25 28 there is little research into how 
employment policies impact on Muslim women working 
within the NHS, or any other religious group. This shows 
a need to research policies and their impact on religious 
minorities so that informed policies can be developed 
founded on evidence-based research.

strengths and limitations of this study 

 ► The sample was opportunistic and relatively small. Where partici-
pants did not reply to certain questions, it was not known if this is 
because they overlooked the question, did not know the answer or 
were uninterested in completing it. Follow-up questions would have 
allowed to explore some of their experiences in more detail and fur-
ther the analysis. Most of the respondents (93.9%) ordinarily wore 
the headscarf out of work, so we are unable to comment on whether 
our findings and conclusions apply to those Muslim women who do 
not ordinarily wear the headscarf in their everyday life. Sampling 
from a Muslim healthcare workers conference may over-represent 
those who have experienced challenges, yet it represented a much 
more accessible means of reaching the target group than hospital 
visits or recruitment at other events, which also may have brought 
other such biases. The questionnaire used was not a validated in-
strument. It is unknown how accurate this tool captured views and 
experiences.

 ► This is a correlation research survey using a cross-sectional de-
sign that used self-reports and so the conclusions drawn should 
be viewed with caution. Over a third of respondents (36.5%) felt 
bullied while wearing the headscarf in theatre. Unfortunately, we did 
not explore if this bullying has subsequently extended outside the 
theatre, the effect on participants, coping mechanisms, reporting 
or line manager responses to reporting. Further qualitative work is 
recommended in the future to expand on this.
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MethODs
study design
A quantitative, correlation research survey using a 
cross-sectional design was chosen as an appropriate way 
(regarding both time and cost) of obtaining data on the 
specific sample. Additionally, it could be easily distrib-
uted to participants at a conference aimed at Muslim 
women in healthcare. A 28-item quantitative self-com-
pletion questionnaire was developed by the study team 
following a review of the literature. Views of its appropri-
ateness to capture opinions were also sought from the 
British Islamic Medical Association (BIMA) executive 
committee. The questionnaire sought to collect demo-
graphic information, experiences of wearing the head-
scarf in operating theatres and participant views on the 
BBE policy (figures 1–3).

Patient and public involvement statement
No patients were not involved in this particular study.

The questionnaire was piloted on five female Muslim 
medical professionals who were personal contacts. It was 
explained that the pilot sought to ascertain how long it 
would take to complete the questionnaire, whether the 
questions were understood in the way that was intended, 
and to allow for any adjustments to be made to the 

questions to improve readability. Following minor adjust-
ments to the wording and structure, face validity was 
undertaken by a final review by the study team and by the 
conference organising committee.

Primary research objectives
 ► To estimate the proportion of Muslim women health-

care professionals who may feel it is important for 
them to wear a headscarf in theatre and what chal-
lenges they have faced with this.

 ► To estimate the proportion who have experienced 
problems with observing the hijab in their daily work 
practice and of the BBE policy.

secondary research objectives
 ► To ascertain whether a disposable theatre hijab 

would be an acceptable head covering in theatre for 
female healthcare professionals who ordinarily wear 
a headscarf.

setting
Data were collected at the second ‘Muslim Women 
Excelling in Islam and Medicine’ conference organised 
by BIMA held at the University of Nottingham Medical 
School in March 2016. BIMA is an independent not-for-
profit national organisation that aims to ‘unite, inspire 
and serve’ Muslim healthcare professionals in the UK, 
particularly those working in the NHS. The conference 
was advertised primarily at practising medical doctors 
but extended to medical students and other healthcare 
professionals across the country (UK). Advertisement of 
the conference was available on the BIMA website and 
emailed to members, and promoted through social media 
and via professional contacts. Consent was assumed from 
those who filled in the questionnaire. This acceptance 
consent is practised in research. In addition, although 
there was no written informed consent statement for 
participants to complete, a presentation informing the 
participants of the research was delivered.

sample size calculation
Using nQuery Advisor (V.6.01, nQuery Statistical Solution, 
USA), we computed that a sample size of approximately 
80 participants would provide sufficient precision (width 
of CI 10% either side) for our estimates of the proportion 
of female Muslim medical health professionals. These 

Figure 1 Excerpt of free-text comments left by respondents 
regarding the impact their experiences with headscarves in 
theatre have had on their career choice.

Figure 2 Excerpt of free-text comments left by respondents 
regarding how they felt when trying to wear the headscarf in 
theatre.

Figure 3 Theatre hijab prototype.
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consisted of those who agreed or strongly agreed that it 
was important for them based on their religious beliefs 
to be able to wear a headscarf in theatre and cover their 
forearms wherever possible, assuming that the propor-
tion was 0.7 or higher. The sample size was based on a 
precision of our proportions (ie, width of 95% CI), not 
power (as no statistical tests or measures of association 
were computed).

Distribution of the survey
The questionnaires were distributed during a plenary 
session. A short presentation was made explaining the 
aims of the study and information sheets (same as what 
was included in the presentation) about the study were 
available on request. To allow maximum uptake, the 
questionnaire was also available throughout the duration 
of the conference at stands and at the registration desk. 
There were 100 potentially eligible female Muslim health 
professionals for survey completion.

Our target population were female Muslim medical 
health professionals that worked in the NHS. This inclu-
sion criterion was determined by the research team. It 
was based on conference attendees, for instance, Muslim 
medical/healthcare professionals around the UK. The 
inclusion criteria were therefore: one, being a Muslim 
woman and two, working in the NHS as a medical health-
care professional. There were no reports of any indi-
vidual declining to take part in the study. We decided 
to look at a group of Muslim professional women holis-
tically, the commonality being that they ascribed to the 
faith of Islam. This group is heterogeneous in terms of 
identities, ethnicities, sects, that is, Shia and Sunni (and 
further within Sunni’s four main variations of jurispru-
dence),29 which makes our sample as diverse as possible. 
We remained preoccupied with understanding the 
macro and common concerns of the group. Thus, these 
data were not collected. We do acknowledge the diver-
sity within the grouping and thus did not presuppose a 
homogeneity of these respondents but rather were keen 
to identify patterns based on their commonalities they 
embodied.

Analysis plan
Data were inputted into SPSS Statistics V.23 (IBM, Armonk, 
New York, USA) and any free-text responses themati-
cally categorised into groups for analysis. Following data 
entry and cleaning by H-AR, 20% of the questionnaires 
were checked for accuracy by two other members of the 
research team. The demographics were then summarised 
using frequencies and proportions of the categorical vari-
ables. The only continuous variable was age, which was 
not normally distributed and was therefore contextual-
ised using the median and range.

The distribution of each variable was summarised by 
computing the frequency and percentage of responses in 
each category. The proportion of 95% CIs was computed 
around the proportion responding positively to the ques-
tion asked.

ethical considerations
This was an optional self-completion questionnaire and 
there were few ethical issues that arose. Completion of the 
questionnaire was taken as implied consent to participate 
in this study. Following enquiries with the Health Research 
Authority (HRA), we were informed that HRA or ethics 
approval was not deemed necessary, and that approval 
from the BIMA conference organising committee was all 
that was required. All questionnaires were deidentified, 
labelled with a unique identifier and confidentiality main-
tained. Subjects were provided a unique identifier by a 
person not involved in survey administration. No partic-
ipant names and identifiers were collected, although 
surveys were kept in a secure location. Patient and public 
were not involved in this study.

results
Demographic profile of respondents
A total of 100 females were registered at the conference, 
with 85 questionnaires returned and 1 deemed to be 
invalid (response rate 84.0%). An adequate response rate 
was defined as 60%. Table 1 shows the characteristics of 
participants. A complete survey was defined as anything 
more than the demographic profiles of participants 
being completed, anything less was deemed as partial 
completion.

The median age of respondents was reported to be 
26.5 years (range 18.0–56.0 years), with most respondents 
being Asian/Asian British (61.9%). There were varying 
ethnicities of respondents. However, the reason for 0% 
white respondents is not known, possibly because of our 
small sample size and the fact that only 2.7% of British 
Muslims are white according to 2011 census data.6 Most 
respondents reported they worked in the East Midlands 
(27.4%) and London (21.4%). The highest proportion of 
respondents were core trainees/GPVTSs/SHOs, making 
up 23% of respondents. Other healthcare professions 
participated, included GPs, consultants, pharmacists and 
operating department practitioners (12.2%). Specialties 
included dermatology, ophthalmology, dentistry, gastro-
enterology, psychiatry, pharmacy and clinical sciences.

experiences of the surgical hijab in theatre
The substantial portion of the questionnaire focused on 
respondent’s views and experiences of wearing the head-
scarf in theatre (table 2). A high proportion (93.9%) 
of participants reportedly wore the headscarf outside 
their workplace environment, with most participants 
(94.1%) strongly agreeing that wearing the headscarf was 
important for themselves and their religious beliefs. Only 
40.7% of respondents were aware of their trust having 
a uniform policy specifically for wearing a headscarf in 
the operating theatre. When respondents were asked 
whether their ‘religious requirements were met by their 
trust’, 54.3% reported their trust was meeting their reli-
gious requirements, however only 24 out of 84 (28.6%) of 
respondents had chosen to answer this question, possibly 
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because people were not aware of their trust uniform 
policy.

When respondents were asked whether they ‘were 
happy with their trust’s uniform policy’, again a substan-
tial proportion chose not to answer (22 out of 84; 26.2%). 
We do not know the reason for this, but it is likely to be 
due to people not being familiar with their trust's uniform 
policy. Of the respondents who did respond, 54.6% were 
happy with their trust’s uniform policy. Forty-seven out of 
84 respondents, 55.95% felt their religious requirements 
were respected by their theatre managers.

The most common method many of the Muslim females 
used for head covering in theatre were wearing the same 
headscarf outside of theatre covered with a theatre cap 
(28.6%). A further 8.6% of women again wore the same 
headscarf outside of theatre, but without the theatre cap. 
Further analysis revealed that 96.9% of the respondents 
that were able to wear the same headscarf they wore 
outside of theatre, in theatre, had felt that this met their 
religious requirements. Twenty per cent of Muslim female 
healthcare professionals reported having to remove their 
headscarf completely and exchanging for a theatre cap 
alone. Of those respondents that exchanged their head-
scarf for a theatre cap alone, 80.6% felt their religious 
requirements for head covering were not being met. It 
was found that 31.5% of respondents were not happy with 
their methods of head covering within theatre.

Over half (51.5%) of respondents had experienced 
problems when trying to wear the headscarf in theatre. 
Situations included: being questioned several times, 
having no orthopaedic hoods available and even resulting 
in not going into theatre. It was found that 31.5% of 
respondents had avoided attending theatre because of 
concerns related to wearing a headscarf. Under 14.3% of 
respondents expressed their experiences had impacted 
their career choice, stating a general theme of avoiding 
theatre/surgical specialties completely, even if they did 
have an initial interest. However, we did not collect data 
on which career they chose instead or ask if they were 
happier in this career. Figure 1 shows the comments 
respondents made on the questionnaires, which confirm 
barriers faced by some of the Muslim women pursuing 
careers in surgical (or theatre) environments, that is, 
anaesthetics and scrub nurses.

Most respondents agreed that when wearing a headscarf 
in theatre they felt accepted (57.6%), content (68.8%) 

Table 1 Demographic profiles of participants

Variable
n=85 (%) (unless 
otherwise stated)

Q1. Median age of respondents (range) 18–56 years

Median: 26.5 years

Q2. Ethic group

  Asian/Asian British 52 (61.9)

  Arab 14 (16.7)

  Black/Black British 6 (7.1)

  Malay 3 (3.6)

  White 0 (0)

  Other 9 (10.7)

  Total 84 (100)

Q3. Geographical place of work

  East Midlands 23 (27.4)

  London 18 (21.4)

  North West 14 (16.7)

  Yorkshire and the Humber 11 (13.1)

  Wales 2 (2.4)

  West Midlands 7 (8.3)

  East Anglia 3 (3.6)

  North East 1 (1.2)

  Other 5 (6.0)

  Total 84 (100)

Q4. Occupational role

  Core trainee/General Practice 
Vocational Training Scheme 
(GPVTS)/Senior House Officer (SHO)

20 (24.4)

  Medical student (started clinical 
attachment)

14 (17.1)

  Medical student (yet to start clinical 
attachment)

5 (6.1)

  Foundation doctor 14 (17.1)

  Specialty trainee/specialist registrar 6 (7.3)

  Trust doctor 5 (6.1)

  Consultant 4 (4.9)

  General practitioner 4 (4.9)

  Other student 6 (7.3)

  Associate specialist 2 (2.4)

  Pharmacist 1 (1.2)

  Operating department practitioner 1 (1.2)

  Total 82 (100)

Q5. Work specialty

  Medical student 18 (22.2)

  Medicine 15 (18.5)

  General practice 15 (18.5)

  Surgery 9 (11.1)

  Paediatrics 4 (4.9)

Continued

Variable
n=85 (%) (unless 
otherwise stated)

  Anaesthetist/intensive care 3 (3.7)

  Emergency medicine 3 (3.7)

  Obstetrics/gynaecology 2 (2.5)

  Other 12 (14.8)

  Total 81 (100)

Table 1 Continued 
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and positive (59.7%). Negative feelings included respon-
dents feeling embarrassed (23.4%) and anxious (37.1%) 
when in theatre. Over a third of respondents (36.5%) felt 
bullied while wearing the headscarf in theatre. Figure 2 
shows the other emotions respondents felt, which further 
supports the difficulties some of the Muslim women faced 
when trying to wear the headscarf in theatre.

hijab prototype
When respondents were offered an image of an alternative 
disposable headscarf that could be worn in the operating 
theatre environment (figure 3), 98.7% of participants 
had expressed they would consider wearing the garment, 
if made available by their trust. While 17.2% would only 

consider an alternative if certain requirements were met 
such as the garment such as being long enough to cover 
neck and chest area; comfortable, opaque and ensuring 
a secure fit.

bare below the elbows
The latter part of the questionnaire focused on respon-
dent’s views and experiences of the BBE policy at their 
trust (table 3). Most participants (82.7%) usually cover 
their forearms for religious reasons outside of work. We 
found that three-quarters (74.7%) of participants either 
strongly agreed or agreed that keeping their forearms 
covered was a matter of religious importance. A high 
proportion of the respondents were BBE in wards only 

Table 2 Table of results showing experiences of wearing the headscarf

Variable
Total 
number (N)

Missing 
data (N)

Sample 
proportion (%) 95% CI

Q6. Wear headscarf 82 3 77 (93.90) 88.72 to 99.08

Q7. Agreement that wearing headscarf is important to religious 
beliefs

84 1 79 (94.05) 88.99 to 99.11

Q8. Trust holds a theatre headscarf policy 32 53 13 (40.66) 23.64 to 57.68

Q9. Religious requirements met by the policy 24 61 13 (54.17) 34.24 to 74.10

Q10. Respondent happy with the policy 22 63 12 (54.55) 33.75 to 75.35

Q11. Religious requirements respected by the theatre manager 47 38 43 (91.49) 83.51 to 99.47

Q12. Method of head covering 70 15

  I. Exchange headscarf for theatre cap 14 (20.00) 10.63 to 29.37

  II. Orthopaedic hood provided by hospital 15 (21.43) 11.82 to 31.04

  III. Theatre headscarves provided by hospital disposable 7 (10.00) 2.97 to 17.03

  IV. Theatre headscarves provided by hospital reusable 1 (1.43) 0.00 to 4.21

  V. Wear the same headscarf I wear outside of theatre 6 (8.57) 2.01 to 15.13

  VI. Same headscarf covered with theatre cap 20 (28.57) 17.99 to 39.15

  VII. Change into reusable headscarf I bring 7 (10.00) 2.97 to 17.03

  VIII. Change into reusable headscarf I bring and cover with 
theatre cap

15 (21.43) 11.82 to 31.04

  IX. Change into own disposable theatre headscarves 1 (1.43) 0.00 to 4.21

Q13. Religious requirements are not met by the method of head 
covering

72 13 58 (80.56) 71.42 to 89.70

Q14. Respondent is happy with method of head covering 73 12 50 (68.49) 57.84 to 79.14

Q15. Experienced problems when trying to wear a headscarf 66 19 34 (51.52) 39.47 to 63.57

Q16. Avoided theatre because of concerns 73 12 23 (31.51) 20.86 to 42.16

Q17. Impact on career choice 70 15 10 (14.29) 6.09 to 22.49

Q18. Emotions felt when wearing headscarf

  Accepted 66 19 38 (57.58) 45.66 to 69.50

  Content 64 21 44 (68.75) 57.40 to 80.10

  Positive 62 23 37 (59.68) 47.47 to 71.89

  Indifferent 60 25 14 (23.34) 12.64 to 34.04

  Embarrassed 64 21 15 (23.43) 13.06 to 33.80

  Anxious 62 23 23 (37.10) 25.08 to 49.12

  Bullied 63 22 23 (36.51) 24.62 to 48.40

Consider wearing an alternative 78 7 77 (98.72) 96.23 to 101.21
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(59.7%), with just one respondent recognising that BBE 
was only necessary during direct patient contact. A small 
proportion (3.9%) wore disposable sleeves of their own.

When participants were asked whether they were 
aware of any alternative rules for BBE at their trust, the 
majority (92.7%) were not aware of any alternatives for 
BBE existing at their trust with 82.4% reporting their 
religious requirements were not met by their trust’s 
BBE uniform policy alternative. Nearly three-quarters 
(74.1%) of respondents were not happy with their trust’s 
BBE uniform policy alternative. Participants expressed 
concerns of being unable to cover forearms in clinical 
areas, wanting disposable sleeves, the impracticality of 
changing disposable sleeves between patients, colleagues 
being unaware of the issue, having multiple arguments 
and being referred to the medical director. Over half of 
the respondents (56.3%) felt that their religious require-
ment to cover their arms was not respected by their trust.

A further 16.2% of respondents felt that the BBE policy 
had an impact on their career choice. Figure 4 shows the 
comments collated, which expresses a theme of dissatis-
faction with the current practice of BBE policy and some 
respondents preferring to specialise as a GP rather than 
hospital medicine. A high proportion of respondents 
(91.2%) felt their experience with BBE had no impact on 
their choice of hospital or trust. However, some comments 
from the respondents included: certain trusts being more 
accepting, being nervous working at a trust or ward for 
fear of humiliation and even completely avoiding trusts 
that have had problems with the BBE policy.

DIsCussIOn
There is increasing evidence that a diverse workforce 
contributes to good patient care28 and that discrimi-
nation against staff is strongly linked to poorer patient 
outcomes.30 Hence, an inclusive and representative NHS 
Trust Board is also more likely to benefit the communities 
it serves.27 31 Unfortunately, recent research demonstrates 
that very little progress has been made in the past 20 years 
to address the issue of discrimination against black, Asian, 
minority and ethnic staff in the NHS.32 33 People from 
varying religions, working within the NHS have reported 
discrimination based on faith but evidence suggests the 
highest are among Muslims even when other factors are 
controlled.33

Surgical institutions have been keen to tackle the issue 
of under-representation of women in surgery34 and others 
have raised concerns over recruitment processes, which 
reveal disproportionately white applicants in leadership 
positions within the NHS.35 However, in medicine, there 

Table 3 Table of results showing experiences of bare below the elbows (BBE) policy

Variable
Total 
number (N)

Missing 
data (N)

Sample 
proportion (%) 95% CI

Q20. Usually cover forearms for religious reasons 81 4 67 (82.72) 74.49 to 90.95

Q21. Agreement that it is important to cover forearms because 
of religious beliefs

79 6 59 (74.68) 65.09 to 84.27

Q22. Respondents’ BBE practice 77 8

  I. I am BBE at all times in hospital 19 (24.68) 15.05 to 34.31

  II. I am BBE in wards only 46 (59.74) 48.79 to 70.69

  III. I wear disposable sleeves (my own) 3 (3.90) 0.00 to 8.22

  IV. I wear disposable sleeves (supplied to me) 0 (0.00) 0.00 to 0.00

  V. Other 9 (11.69) 4.52 to 18.86

Q23. Trust suggest an alternative BBE rule in light of religious 
beliefs

41 44 3 (7.32) 0.00 to 15.29

Q24. Religious requirements met by the alternative 17 68 3 (17.65) 0.00 to 35.77

Q25. Respondent happy with alternative 27 58 7 (25.93) 9.4 to 42.46

Q26. Religious requirement respected by trust 48 37 21 (43.75) 29.72 to 57.78

Q27. Experience of BBE influenced career 68 17 11 (16.18) 7.43 to 24.93

Q28. Experience of BBE influenced place of work 68 17 6 (8.82) 2.08 to 15.56

Figure 4 Excerpt of free-text comments left by respondents 
regarding the impact of their experiences with ‘bare below 
the elbows (BBE)’ policy has had on their career choice.



8 Malik A, et al. BMJ Open 2019;9:e019954. doi:10.1136/bmjopen-2017-019954

Open access 

is already considerable evidence to suggest that people 
from minority ethnic groups are discriminated against 
during stages of their medical careers.36 This can appear 
as early in the educational setting,37 38 through to various 
forms of abuse, harassment and bullying in workplace 
environments.39–43

There have been few previous studies that have specifi-
cally explored the experiences of diverse Muslim women 
working in the NHS. This is a pioneering study which 
collects data on the experiences of Muslim healthcare 
professionals who chose to wear hijab in theatre and have 
diverging views on the BBE policy. Most respondents felt 
their trust respected their religious obligations, in practice 
half experienced problems with the headscarf including 
feeling anxious, embarrassed and bullied. One-third of 
participants were unhappy with their method of head 
covering and over half had to make their own provisions 
for a head covering. Strategies to avoid compromising 
on religious belief and deter negative feelings included 
evading attending theatre and choosing not to pursue 
a surgical career. Other findings indicated that some 
Muslim women considered leaving their post over these 
issues. Orthopaedic hoods, which have been described as 
‘hijab substitutes’ were not perceived as a viable alterna-
tive. Another significant finding was the breadth of expe-
riences and variation in head coverings that women had 
used, indicating a lack of consistency in what was allowed 
by their theatre manager. This suggests a need for regu-
lation across trusts and greater clarity to prevent women 
being asked to remove their headscarf ‘on the spot’, 
possibly leading to those feelings of anxiety, embarrass-
ment and feelings of being bullied.

There is Department of Health guidance24 on faith 
exemptions to BBE policy, however the very high number 
of respondents who were unaware of alternatives to BBE 
rule at their trust (92.7%) is noteworthy. A national audit 
conducted by BIMA43 demonstrated that only 9 out of 
33 (30%) trusts had incorporated this national guidance 
into their local dress code policies. This may explain 
some of the lack of awareness at HCP level, however it is 
possible that even where trusts have clear local guidance 
the message may not be reaching affected staff, and this 
may further contribute to a sense of isolation and chal-
lenge. BIMA has produced toolkits for female healthcare 
professionals to raise awareness of existing national BBE 
policy, launched these at their national conference, via 
webinar and via social media networks. NHS Employers 
also held a national roundtable in response to these find-
ings and has made some recommendations which will 
include national awareness raising campaigns. It remains 
unclear whether education alone will enable the neces-
sary change. A multilevel, multipronged British strategy 
may be required.

As the standards of theatre and uniform policy tend 
to be similar in Western countries, it is may be possible 
to apply the results of this study to other examples. In 
addition, explore the practices in other majority Muslim-
based countries in which healthcare professionals 

observe the headscarf. Thus, it would be beneficial for 
an international survey incorporating current workplace 
policies regarding uniform work wear in hospitals and 
theatre, and employee satisfaction to further enhance the 
external validity of our results.

In traditional Muslim countries, it seems a variety of 
long-sleeved clothing is employed from overcoats and 
undersleeves to long-sleeved scrubs or tunics. More 
specifically, Malaysia addresses a need for enhancing 
doctor-patient relationship and so dressing modestly is 
their paramount interest.44 Furthermore, a recent article 
by Markel et al,45 identified that the use of long sleeves 
and gloves decreased particulate and microbial shedding 
in several of the operating rooms tested. This suggests a 
possible counterargument to the current BBE policy.

Implications
Research suggests tackling discrimination and promoting 
diversity requires ‘multilevel, multistrategy, mutually 
reinforcing action’.27 Research from a range of contexts 
indicate that mandated policy interventions to promote 
diversity that have legal or funding consequences are 
associated with better outcomes than non-mandated 
polices.27 31 Considering the findings from this study, it 
would be prudent for trusts to review their theatre uniform 
policies to ensure these are both clear, non-discrimina-
tory and are sensitive to the religious needs of Muslim 
women, and there is consistency in their enforcement.

It is beyond the scope of this paper to review the effec-
tiveness of the BBE policy and whether this should be 
maintained considering the lack of evidence. However, 
there should be more awareness of the Department of 
Health uniforms guidance (2010) on this issue suggesting 
disposable oversleeves as an alternative to BBE.24 Over-
sleeves are a viable option that Muslim women may not 
be aware of. Those trusts that mandate ‘BBE’ on the ward 
always should be aware of the new guidance that this prac-
tice is only applied during direct patient contact.

All staff should be trained in strategies to reduce 
conscious and unconscious biases, stereotypes and 
discriminatory behaviour. Theatre managers need to be 
made aware of the importance of headscarf provision 
for Muslim women, so they do not feel uncomfortable or 
questioned about its use. Trusts may enquire whether the 
disposable headscarf designed by the research team can 
be taken forward. Another acceptable solution has been 
adopted by Worcestershire and Leicester trust, who allow 
Muslim female healthcare professionals to wear their own 
‘clean, washed and brought in daily’ headscarves, which 
are brought in specifically for theatre wear.

Muslim women should be empowered to negotiate solu-
tions and work openly with trusts. As our findings show, 
they may be deterred from a career in surgery simply due 
to having to compromise their faith by wearing attire 
which insufficiently covers them. Ali and Bowbrick32 
affirm that 'there needs to be greater awareness among 
staff on such flexibility in uniform policy'; however, there 
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was a lack of desire to create provision for theatre dress 
that is sensitive to religious tradition.

COnClusIOn
The overall aim of the study was to investigate Muslim 
women’s experiences of wearing the headscarf and 
explore responses to the BBE policy to demonstrate how 
policies can be sometimes counterproductive, leading 
to unintended consequences. Understanding these 
views is vital to encourage recruitment from this reli-
gious minority and to implement measures to avoid the 
possible danger of them feeling alienated from the NHS 
workforce. It appears that trusts have not put in place a 
national policy leaving dress codes open to interpretation 
in individual trusts. This has led to Muslim professionals 
experiencing problems with the headscarf in theatre and 
not being able to cover their arms on the wards when in 
direct patient contact. In conclusion, there is indirect 
discrimination occurring, a violation of the human rights 
to practice one’s religion, due to inadequate provision 
and guidance on how some Muslim women who choose 
to wear a headscarf, can do so in theatre and cover their 
arms on the wards in line with religious sensitivities.46 47
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