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Background: The Islamic community represents a recognisable
and growing minority group in the broader Australian context.
Some sectors of the international Muslim community have
voiced concerns about the ritual cleanliness of vaccines, and
seen subsequent lower levels of compliance. Anecdotal evidence
suggests Australian Muslims may hold similar concerns. Aim:
This study aims to evaluate the information and knowledge with
which Islamic parents and staff are equipped to make decisions
about immunisation. Methods: Parents and staff at an Islamic
primary school were recruited through survey forms sent home
for voluntary completion. These surveys were designed to assess
the sources of information and level of confidence regarding
immunisations as well as highlighting personal perspectives of the
participants and misapprehensions. All participants identified as
Muslim parents. Results: 40.7% (n = 64) of respondents were not
confident that they knew enough about vaccines to make good
decisions, while 73.3% (n=115) respondents stated a personal
desire for further education about vaccinations and vaccination
schedules, suggesting a significant degree of uncertainty associated
with the amount of information currently accessible to this cohort
of the community. Qualitative responses reflected concerns
associated with side effects and the halal nature of vaccines. As
these responses included a perceived information gap about
material risks, it raises the possibility of invalid consent. Parents
obtain information from a variety of sources, the most popular
being their general practitioner. However, our data suggested
that the public health nurses of the shire council facilitated better
knowledge outcomes than general practitioners. Conclusion: By
taking the time to communicate material risks to Muslim parents,
health professionals ensure confident, informed decision-making
and consent.

Introduction

The Islamic community presents a recognisable and growing minority
group in the broader Australian context. In light of the nature of their
religious fidelity, Islamic patients will bring different attitudes and
knowledge to the clinical setting, requiring sensitive and appropriate
medical attention. [1] A working knowledge of the core tenets of
Islam allows clinicians to provide culturally relevant information to
facilitate informed consent and decision-making. For example, the
prohibition in Islam against receiving pork and other unclean meat
products (“haram”), and the inclusion of derivatives from these in
some surgical and pharmacological interventions can be an important
consideration to convey, and potentially damaging omission to make in
a consultation. [2]

While there is a corpus of published information pertaining to Muslim
cultural considerations in medical and especially nursing practice in
Australia, we identified a gap in the literature in relation to attitudes
and behaviours towards immunisation. Some isolated voices in the
large religious grouping of Islam have voiced major concerns about
haram or unclean content in vaccines: Dr Abdul Majid Katme [3],
of the ‘Islamic Medical Association of Britain’ is reported as “urging
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British Muslims not to vaccinate their children against diseases such as
measles, mumps and rubella because they contain substances making
them unlawful for Muslims to take.”

Concerns have been raised in the broader medical fraternity in relation
to how statements such as this have influenced Islamic patient’s
compliance with immunisation, with data demonstrating a decrease
in immunisation rates in majority Muslim countries such as Nigeria [4]
and Pakistan [5], where leaders and clerics have made complex claims
against the safety of vaccines. The level of non-compliance that resulted
from these attitudes has set back efforts to eradicate polio worldwide.
[6] In response, Warraich [7] made calls for further study into Muslim
populations’ attitudes towards vaccination. In the Australian context,
Zwar [8] mentions that there is “anecdotal evidence that Australian
Muslims may share the concerns and fears about vaccination safety”
held by their brethren overseas.

Having identified the need for more data from the Muslim Australian
perspective on vaccines, we endeavoured to assess the information
sources and knowledge of the members of one diverse Islamic
community, a primary school. Focussing on the degree to which parents
are capable and confident to make informed consensual decisions
about their child’s immunisations, we endeavoured to determine the
extent to which the data reflects trends of unease, and to provide
some insight into what gives rise to such concerns.

Methods

This project received ethics approval from the Community Based
Placement Program conveners, mandated by the Monash University
Human Research Ethics Committee (MUHREC) to approve low impact
research.

A mixed methods design was employed. A survey, designed by
the authors, was used to collect qualitative and quantitative data
anonymously from participants, who were parents of the students who
attended the Australian International Academy King Khalid Campus
primary school, and members of staff who were parents (irrespective
of where their children attended school). Conducted as part of a
community based health promotion project, the school agreed to host
the researchers and provide supervision on the condition that sensitive
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questions pertaining to demographics or religious sensitivities were
not explicitly asked.

Participants were recruited through one of two methods: the first
being hand delivery of surveys to staff with children of their own
(thereby parents themselves), and the second through the bi-monthly
newsletter received by every family within the school community.
Surveys were accompanied by corresponding consent documents
and explanatory statements. Consent forms were received before
inclusion of data. A total of 300 surveys were distributed to potential
participants.

Key measures of interest were the information sources and knowledge
with which these parents are equipped to make decisions surrounding
vaccinations for their children and themselves. Thirteen survey
questions were organised into three domains: “Obtaining Information”
asking about where their knowledge about vaccines was sourced,
“Concerns” which assessed for misapprehensions and misinformation
about vaccines, and “Vaccines” which invited them to indicate how
confident they felt in the process and their level of understanding,
and their desire for more education on vaccines. At the end of those
questions a single space was given where respondents could write any
comments or questions sparked by the survey. Additionally, individuals
surveyed were asked to include the year level of their eldest child in
order to allow comparison of data across a spectrum of child age as an
indicator of length of parent exposure to the immunisation process.
No other demographic data was collected at the request of the school.

Descriptive statistics were used to analyse responses, with bivariate
analysis of statistics to assess correlations between sources of
information, age of eldest child and degree of confidence and
knowledge about vaccinations. The narrative provided as feedback was
also analysed for themes.

Data were analysed using Microsoft® Excel 2003. Qualitative responses
were examined for recurring themes and considered in conjunction
with statistical evidence as a means of determining study results.

Results

The researchers received a total of 157 validly completed survey forms
out of the 300 distributed to the parents and staff of the school, a
52.3% response rate. No differentiation was made between parent
or staff member status within the school as all participants were
Muslim parents. In accordance with state legislation, all children
of respondents were fully immunised at the time of enrolment. 15
respondents chose to use the space provided in the survey to give
qualitative feedback, comments from which are interspersed below
into the relevant domains.

Obtaining information

Participants of the study indicated that knowledge and guidance
regarding immunisation were gained through a multitude of sources.
The research confirmed that all participants had undertaken
information seeking regarding childhood vaccination.

Surveys illustrated that 80.9% (127/157) of participants had used
more than one source to assist in the decision-making process; while
only 19.1% (30/157) had relied solely upon a single source. Of the 30
who had based their perspectives upon one source of information,
90.0% (27 out of 30) had consulted a healthcare professional - general
practitioner (GP) or nurse, while the remaining 10% (3 out of 30) all
received input from the local council. Flyers, (3.2%), friends (20.4%),
internet (22.9%) and media (26.1%) were all used, in conjunction
with other resources, to aid in the enhancement of their vaccination
knowledge. Results indicated that 86.0% of all participants had sought
education from GPs making them the most commonly accessed source.
“I go with what my local doctor tells me to do, which | assume was the
best thing to follow,” was the feedback received from one participant.

Concerns
One respondent commented: “/ don’t believe enough information

is provided to families about each vaccination, what it does and the
side effects.” When asked about possible health concerns associated
with vaccinations, 50.0% of all respondents (78 out of 157) were not
aware of the possible side effects of vaccinations. In fact, 75.8% (119 of
157) of participants stated that they were concerned that vaccinations
would have adverse outcomes on their children’s health.

Vaccines

“I wish there was more information about it as we took it as it is a must
and the government encourages it,” remarked one respondent. Only
60.3% (93 of 157) of parents were sufficiently comfortable with their
level of knowledge to make an informed decision pertaining to their
child’s immunisations. This suggested that almost 40.0% (64 parents
and staff) were not confident in their ability to make an informed
decision for themselves or their family. Furthermore, 73.3% (115 of
157) stated a personal desire for more information about vaccinations
and vaccination schedules.

When comparing knowledge confidence between those who received
information from a GP versus those who received their information from
the shire, council nurses, the latter group had slightly better outcomes
than GPs (73.5% to 71.1%). The value of increased engagement with
council nurses was highlighted in our report recommendations.

The constituents of vaccines were also highlighted as a concern in the
qualitative responses: “I wanted to know what the vaccines were made
of.” In particular, the halal status of vaccines was brought up in this
comment and others: “Hopefully you could work on making a vaccine
that will be significant with our religion background which is Halal
Vaccine (without pork products).”

Discussion

This research represents a sizable study into the Australian Muslim
community’s approach to immunisation: the largest published study
involved only 22 informants belonging to one ethnic group. [9]
We valued the opportunity to undertake our fieldwork in a school
environment, because it provided a snapshot of the broad cross-
section of individuals who make up this community, and the attitudes
and knowledge of those who make decisions on vaccinations. In the
future, it would be useful to explore how patient-centred factors, such
as education and language impact on decision-making.

Education and side effects

The emergent theme was that the greatest concerns could be traced
back to accessing relevant information about vaccination, with 73.3%
of respondents having stated a personal desire for further education
about vaccinations and vaccination schedules. This suggests some
dissatisfaction with respect to their own levels of knowledge around
vaccines and the education provided about vaccines as part of their
decision-making. As a result of this disparity our research saw a
startlingly high proportion of respondents (75.8%) concede concerns
that vaccinations would have adverse outcomes on their children’s
health. Half of all respondents also admitted ignorance with regards to
potential vaccine side effects in the survey.

Side effects are not uncommon with vaccines, and a sure cause for
concern amongst parents. The degree to which the study findings
illuminated participant’s limited existing knowledge pertaining to side
effects involved with vaccination, both qualitatively and quantitatively,
indicates a dereliction of duty on the behalf of the general practitioners
administering vaccines. This is an example of a process-centred barrier
to informed consent. [10]

One of the consequences of this lack of knowledge by decision-makers
is evidenced by the 40.76% of respondents who did not feel well
equipped to make good decisions for their families. This reflected in
comments such as this from one respondent: “I go with what my local
doctor tells me to do, which | assume was the best thing to follow,”
sentiments echoed across the world. [11] We propose that this lack
of confidence, combined with a suggested sense of a culture of



paternalism, remains prevalent in the doctor-patient interaction with
regards to vaccine decision-making in this community, hampering the
quality of consent given.

Analysis of the levels of confidence in participants’ knowledge showed
that those participants who had received information from council
nurses had more confidence in their decision making about vaccines
than those whose main source was their general practitioner. This
highlights a need for patients and general practitioners to partner with
these valuable community nurses to enhance patient education and
confident decision-making.

Material risks with respect to immunisation in Islam

As Young states: “In a health-care setting, when a patient exercises
her autonomy, she decides which of the options for dealing with her
health-care problem (including having no treatment at all) will be best
for her, given her particular values, concerns and goals.” [12] Practicing
Muslim patients place great value on the consumption only of those
things deemed “halal” (ritually clean) and avoiding those things which
may be unclean (“haram”). Pork is considered ritually unclean in Islam;
and if a particular intervention contained pork-derived materials, this
could reasonably constitute a material risk to a Muslim patient. [13]
For example, in the British context, in a study of Muslim patients, 42%
indicated that they would not take any medical interventions unless
they were sure it was halal. [14]

Various vaccines, including MMR and the Hib vaccines, compulsory for
Muslim pilgrims undertaking the Hajj [15] contain or involve porcine
products in their manufacture, and are thus technically unclean.
However, Islamic judicial and medical bodies embracing the value
of beneficence have created an exemption for such products in the
interests of public health. [16] The British statistics, as well as the
findings of our study demonstrate that practicing Muslim patients
harbour concerns about the halal nature of vaccines, and as such
doctors need to be aware of concerns surrounding the prohibition and
be able to effectively communicate the facts and exemptions of vaccine
composition and manufacturing. This should include the referral of a
patient on to more comprehensive sources should the need arise.

Conclusion

This investigation was undertaken to explore decision-making
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around immunisation. Our study of this Islamic school community
clearly demonstrated a perceived information gap with the
information presented surrounding vaccinations and a consequent
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data and provide a basis for enhanced vaccine provider education.
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well as identifying the desire of some Muslim parents for education
on and confirmation of the ritual cleanliness of vaccines. By taking the
time to inquire about and educate parents on all material risks, health
professionals ensure confident, informed decision-making on the part
of parents and a safe, healthy future for our children.
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