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ABSTRACT 

Using Yemen as a case study, this medical anthropological dissertation examines 

experiences of serious illnesses and injuries in developing countries that lack the financial 

and medical capabilities to treat them. Yemeni patients suffering from cancer and other 

complicated conditions must currently go abroad to pursue advanced medical care. 

Despite the great cost, medical travellers are from all social classes. The dissertation 

draws on multi-sited and multi-locale research to explore hardships that result M^hen 

medical possibilities, and awareness of them, surpass financial abilities. I situate the 

intemational medical travel of Yemeni patients and family members in a global context. 

This highlights both worldwide commonalities surrounding sophisticated medical 

technology, and specifics related to Yemen as a developing country with its particular 

historical and cultural context. 

In this study, I employed an array of methods: interviews with Yemeni medical 

travellers in India and Jordan, participant observation in Yemen's central hospital, 

scourings of Yemen's Arabic newspapers from the first half of the 20"' century, and 

open-ended surveys with doctors, religious scholars, and members of the Yemeni 

Parliament. Data sources are interwoven throughout the dissertation. Chapters parallel 

the various steps that patients and family members take throughout their medical 

joimieys. 

In the conclusion, I argue that medicine should not be viewed as a consumer good 

for the market to regulate. In pursuing and providing high-tech medicine, patients and 

their families fulfill moral, social, and familial obligations. 
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CHAPTER 1. TECHNOLOGICAL MEDICINE IN A GLOBAL WORLD 

Vignette: Aisha's Journey 

Returning home from school at five, 42-year-old teacher Aisha from Aden, 
Yemen liked to take hour-long walks near the sea with her husband. On the days when 
Aisha's husband, an engineer at the Aden Refinery, worked the night shift and was too 
tired to join her, she forced him anyway, saying, "No, it's good for you." Because she 
was so active and symptom-free, it was "like a severe shock to me" to learn she had 
breast cancer, Aisha told me in a hospital room in Amman, Jordan in 1997. "I wasn't 
feeling sick," she said. "I'm a teacher. I'm never absent from school. I run my house, 
cooking, cleaning, taking care of my kids, running about. Even when my friends came to 
see me, they were shocked. They said, 'You were never sick. What happened?' 
Because there was never any pain, no signs of anything, no weakness. Only sometimes I 
used to feel a bit dizzy. I said, I'm overworking, you know. Maybe I tire myself a lot. 
Sometimes I used to feel a bit of dizziness, heaviness in my head. But, I'm the type who 
avoids hospitals. I don't like to go. So, that's the only thing I used to feel. Otherwise, 
I'm very active. I never complained of anything. I never fall sick. I never had any 
fever." 

Regarding the heaviness in her ri^t breast, Aisha said: "I took it lightly. I was 
busy with school, running here and there. I wanted to go for a check-up. I kept telling 
my husband, 'See, I have a heaviness in my right breast.' He told me, 'I'll take you.' 
But at the same time, I was worried, I didn't want to go. So, I continued like that for 
maybe three months. I then found another lump under my armpit. Then I was very 
worried. I showed [my husband]. He said, 'Okay, I'm taking you by force.'" Aisha and 
her husband went to the refinery hospital. "The minute the doctor saw me, he said, 
'We'll admit you and take a biopsy.' So, I was really worried then. When he said 
'biopsy,' I was really shocked. It didn't occur to me in all these things. So, I was in a 
state of shock." 

Aisha described the anguish of waiting for the results of the biopsy: "I was 
hysterical, I didn't know what the results would be. I couldn't eat. I was in shock and I 
couldn't eat." When a positive result came back, the doctor said that Aisha would have 
to undergo an immediate operation. Aisha recounted: "They said I had to be operated on 
immediately. The doctor decided to do it there in the refinery hospital. That Sunday, 
they removed the whole breast. It was like a shock, like an earthquake, suddenly 
everything happens, you know." 

Aisha remained in a state of shock after the operation, amid the distress of her 
family. "Eat! Do this!" Aisha's husband told her. "Even my children were telling me, 
'Why don't you speak these days. Mummy? Why? What's wrong. Mummy? You're 
not like before, you don't laugh.' They could feel the change in me. I stayed in the 
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hospital nine days. Then the medical board at the hospital decided I have to come to 
Jordan for radiotherapy since they don't have it there." 

The suddenness of the cancer, the mastectomy, and the trip to Jordan 
overwhelmed Aisha. She recalled of her departure to Jordan: "They were telling us, 
'You have to leave immediately before it spreads to other places.' And, it's very scary, 
you know, 'You must do it, or you'll die.' 'Okay, do it! Save my life! I have kids, I 
don't want to die!' So, everything happened so suddenly, you know. When I came here, 
I didn't know what was happening to me. I was in a real great shock, you know. 
Because if you are sick from before, at least gradually you take things in. But when you 
are never sick and suddenly things happen to you, you can't believe it." 

Fortunately, the company where Aisha's husband worked paid for her medical 
care in Jordan, a rare occurrence for Yemenis. "We're grateful to this refinery company, 
really," Aisha told me, "because if we weren't working in this company, I mean, who 
will pay for you? I mean, it's shocking. If my husband were not there, who would send 
me abroad? His income and my income, it's nothing. We just live hand to mouth. It's 
very difficult. So, I really appreciate what this refinery has done for us. I'm very grateful 
to them. And I wish they could do for the others, ones who are not working in the 
refinery, the government should do something. When you want to go abroad, it's not 
easy. For the [governmental] medical committee, for one year you have to run. By the 
time you're dead, they'll send you." 

When Aisha arrived in Jordan, the oncologist told her, in Aisha's words: '"Okay, 
you don't need radiotherapy now, you have to have chemotherapy.' Then he said we 
should have done the operation here because he wanted to see the breast. But I told him 
it wasn't in our hands. Everything happened so suddenly." 

A mammography of Aisha's other breast worried her. Aisha recounted: "Then I 
went for the other breast. He said, 'We have to check the other breast just in case.' Oh, 
my God! Because, you know, now I can understand some of the medical terms. When I 
came back, I was dumb, I didn't speak, neither to the doctor nor to my husband. Like a 
statue I was. Because I was in shock. So, they took me to this mammography, they call 
it, for the other breast. I could hear the doctor telling the nurse, 'She has masses of 
cysts.' Tears started falling from my eyes. He asked, 'Why are you crying?' I said, 
'Nothing, nothing. Only that I'm remembering my children.' But, you know, the thing 
that was worrying me was when they said 'masses of cysts.' I went back to my room and 
was crying. My husband came in and asked, 'What's the matter?' I said, 'I heard the 
doctor telling the nurse, he said "masses of cysts." I know that cysts are something 
terrible.'" 

The doctor then went in to see Aisha. "He said, 'We have to remove some liquid 
from your breast.' They took three injections. It was painful, but I tolerated the three 
injections. He took some kind of liquid from it. Then he said, 'We'll just send it for 
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tests.'" Although it was negative, the surgeon told Aisha that, '"The cysts could develop 
into a tumor. You have a very high risk.' 'Very high risk? So, what can I do. Doctor?'" 
They decided to wait until after the chemotherapy before doing anything. 

Five days after her arrival in Amman, Aisha received her first dose of 
chemotherapy. "For three days," Aisha recalled, "I was in the hospital. I was vomiting 
and nauseous. These are the side effects of chemotherapy. But the doctor had told me 
beforehand, 'You'll feel like this.' They gave me some injection, you know, to stop the 
vomiting. It relieved me." 

Three weeks later - the day before I met her - Aisha had a second dose of 
chemotherapy. "I don't know what medication this is," Aisha told me, "I just see the 
cylinder coming. 'What's this?' God knows. It's through drips. And then, after that, 
it's a glucose thing they give me, they said." Aisha told me that she felt a bit shaky and 
nauseated after the second dose of chemotherapy, but she was not vomiting. In addition, 
her eyes burned. "And my hair," Aisha continued, "All bald now. I'm going bald. From 
last week it started. Each time I comb, the whole hair comes out. I feel so bad for my 
hair. I felt sorry for my breast, now my hair. I don't know what to do. Sometimes I sit 
and cry and cry and cry. Then I say it won't help. My husband is always saying, 'Don't 
worry, your hair will grow.' If he weren't here, I would collapse. At least when I see 
him, he's always smiling, you know. Have courage, there's nothing wrong with me." 
Altogether, Aisha said, she needed six doses of chemotherapy. "Six doses," Aisha said, 
"Now, this is the second dose. Imagine, there are still four left. Each time I say, 'I hope 
this is the last one.' And, after the six doses, I have to have radiotherapy." 

Aisha contrasted the hospital conditions in Jordan with those in Yemen: "Actually 
here, there's good treatment. You can't compare it with Yemen. The standard here, the 
quality of the treatment. The hospital itself Even up to the toilets. I mean, there in 
Yemen, it's horrible. If you're a patient there and you have to eat and stay in a hospital 
for a couple of days, you get sick. You need something tidy, clean. Here, at least, we 
have t.v. to take these things from our minds." 

Aisha missed her two children - a fourth- and six-grader - who had to remain in 
Yemen. She described how she needed to recover for their sake: "I have to struggle for 
health, because my children when I saw them, they were crying. They didn't want me to 
come, really. 'Mummy, we want to come with you. Please take us.' I said, 'Your 
grandmother is here. She'll take good care of you.' But, still, I miss them. There was no 
chance of them coming. We would have to pay for them. I came suddenly. I didn't 
think of bringing their photos or anything. But I call them once a week. Every Friday, 
my husband takes me. We call them for twenty minutes, a half an hour. I speak to them, 
'How are you? Are you fine?' They're happy. They say, 'We just want to see you 
happy and smiling like before and in good health.' But they don't tell me, 'Come soon.' 
Because at first, they were crying. I said, 'If you don't want my health, I'll stay with you. 
If you want a sick mother to be with you.' 'No, no, we want a healthy mother, so you go 
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with Dad.' But I miss them a lot. Because, you know, I wanted to take them with me, 
but it would be on our own expense and it's too much."' 

Aisha shared her worry about her other breast developing a tumor as well: "But, 
this thing is worrying me, the other breast. Because now our company might send us 
back. They might tell us to come back. Because my husband is working. He's on leave 
now. One month if you're here, they can't give him another month. I can't stay here 
alone either." Aisha was well aware of the physical and financial vulnerabilities arising 
from having cancer, and from having the treatment available only abroad. 

Introduction 

Aisha's experience contains elements common to many cancer sufferers 

worldwide - the suddenness and seriousness of the disease, the biopsies, surgeries, 

chemotherapy, radiotherapy, hair loss, nausea, emotional toll on the patient and family 

members, financial worries, and uncertain future because of the possibilities of the cancer 

spreading and/or returning. Often thought of as health problems taxing the resources of 

industrialized countries, cancer and other noncommunicable medical conditions - such as 

heart disease, kidney failure, and serious injuries - affect a growing number people in 

developing countries (Murray and Lopez 1996). Capital-poor countries such as Yemen 

lack the financial and medical capabilities to treat complicated medical problems, and are 

faced with difficult decisions about where scarce resources are best spent. On the one 

hand, such government leaders must respond to the appeals of their populace for high

tech medicine. On the other hand, they have to attend to the high priority primary health 

care needs of their country. The neoliberal policies of influential intemational 

organizations, such as the World Bank (1993), encourage governments in developing 

' My interview with Aisha was in English. Therefore, her use of "Mummy" and "Dad" are her exact 
words. Both Aisha and her husband were bom in a Yemeni community in Kenya, and later "retumed" to 
Aden. 
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countries to concentrate on treating and preventing the spread of communicable diseases, 

such as malaria, tuberculosis, diarrhea, and acute respiratory disease. High-tech 

treatments, such as those for cancer, heart disease, and complex neurological and 

orthopedic cases, states the World Bank, should be left to the private sector, which has 

the capital and incentive to obtain, and maintain, sophisticated medical skills and 

equipment. With the privatization of medicine, however, health care for those with 

noncoinmunicable diseases increasingly becomes a consumer good, available only to 

those with the necessary financial (and/or social) resources. 

Using Yemen as a case study, this dissertation examines ethical, emotional, and 

economic dilemmas experienced by populations exposed to the wonders of technological 

medicine, which exist only outside their country. Drawing on multi-sited and multi-

locale ethnographic research, I explore hardships that result when medical possibilities -

and awareness of them - surpass financial abilities. For Yemen, as Aisha's journey 

illustrates, patients and family members wishing to pursue fiirther treatment must go 

abroad since sophisticated medical capabilities are unavailable locally. Few families can 

readily afford the high costs involved; they often have to sell whatever assets are 

available and still borrow additional sums. Opting not to travel can produce much 

emotional turmoil, as families feel guilty that they failed to do everything possible for a 

suffering loved one. 

In examining Yemenis' international medical travel, I highlight many of the 

problems that countries face in trying to provide extensive health care for whole 

populations - the rich and poor, urban and rural, those just bom and those suffering the 



degenerative diseases of modem society and old age. While both are important, I focus 

on curative rather than preventative care. The dissertation stresses the need to recognize 

commonalities - and differences - as countries, governments, facilities, and families 

worldwide face pressure to provide the latest devices and procedures in order to match 

growing expectations that death be postponed, life be prolonged, and suffering be 

relieved. Medicine today cannot be neatly divided into First World (or wealthy) and 

Third World (or poor) diseases and treatments. Rather than facilely distinguishing 

between solutions for industrialized countries and those for developing ones, we need to 

consider how local worlds will respond to global medical possibilities. 

My objectives in this study are as follows: 1) to draw attention to experiences and 

realities of degenerative diseases and complicated injuries in low-income countries; 2) to 

detail the process of Yemenis' international medical travel (currently the only way that 

Yemenis can pursue high-tech medical care), since, to my knowledge, no ethnographic 

studies have explored in-depth this form of care-seeking. Research on care-seeking 

usually concentrates on local health services and behaviors. Studies of health care 

decision-making tend to focus either upon factors motivating care-seeking after an initial 

period of home care or upon the use of pluralistic healing modalities. These studies 

rarely consider people's use of treatment resources outside the coimtry^; 3) to critique -

• An exception is the rather extensive literature on pilgrimages to shrines for health purposes. In their 
analyses of Middle Eastern women's shrine visitations, for instance, Betteridge (1992), Early 1993:122-
130), Inhom (1994), Memissi (1977), and Tapper (1990) find the visits to be empowering as they provide 
women opportunities to bargain with and harangue saints. In visiting shrines, women are able to wield 
power not otherwise granted to them. For descriptions of women undergoing ritual healing in a North 
Indian Muslim shrine, see Pfleiderer (1988). 

Other examples of international medical travel include Italians seeking care in France (Guerrieri 
1985), Pacific Islanders in Australia (Simms 1992), Nigerians in Europe and the United States (Anonymous 



21 

on a global scale - medicine considered as largely a consumer good for the market to 

regulate; 4) to explore economic, ethical, and emotional issues common to all countries 

regarding the costly medical possibilities existing in today's interconnected world (the 

most pressing being inequities in access to sophisticated medical care); and 5) to examine 

sociocultural, economic, political, and historical factors influencing responses to these 

issues within Yemeni society. These micro- and macro-level objectives will be dealt with 

in varying degrees in each of the chapters that follow. 

A strength of the study is that individuals' stories - poignant accounts of cancer, 

heart disease, and complicated orthopedic and neurological conditions - appear 

consistently. These stories illustrate how people within a local, sociocultural, national, 

and historical context respond to global processes.^ In examining expectations of 

scientific medicine and its technology within Yemeni society, I raise questions about the 

politics of responsibility and care on multiple levels - individual, household, social, 

national, and global. 

1984; Stock 1985:482), and wealthy infertile couples seeking solutions in Europe and the United States 
(Inhom 2003). There is also material on Americans' use of alternative cancer therapies abroad (Wooddell 
and Hess 1998; Hess 1999). In addition, hospitals in the United States and China have begun efforts to 
attract foreign patients (e.g., Wagner 1993; Smith and Fan 1994:5,17). While research has been conducted 
on border-crossing for medical care (e.g., Casner and Guerra's [1992] and Guendelman's [1991] w^ork on 
the two-way flow of patients between Mexico and the United States), these studies do not involve assessing 
the processes pertaining to country-selection. The reason for this, of course, is that the selection is made 
according to proximity. 
^ The medical anthropology literature that has emerged from Yemen reflects a former tendency to focus 
upon specific illnesses and practices in primarily "isolated" rural areas (e.g., Kennedy 1987; Keimedy, 
Teague, and Fairbanks 1980; Myntti 1988, 1979; Scheepers 1991; Swagman 1989; Underwood and 
Margetts 1987a, 1987b; Underwood and Underwood 1980). 



Globalism, the Medical Imaginary, and Consumerism 

On a theoretical level, this study contributes to discussions of globalism, the 

spread of consumerism, and the place and politics of health. I situate Yemenis' 

international medical travel within the increasingly interconnected world that has resulted 

from technological innovations in telecommunications and transportation, and the 

growing influence of a global market economy. The widespread circulation of 

information within today's "shrinking" world - whether via the telephone, television, 

Web, or word of mouth - is shaping people's awareness and understandings of medical 

conditions and treatments. When they hear that additional diagnostic and therapeutic 

options - either "traditional" or "modem" - exist "somewhere out there," people are 

unlikely to settle for what is available locally (including pain and suffering). Demands 

will be made on local facilities, families, and/or governments to provide such options. 

Some people, and not only the moneyed or particularly mobile, will travel in order to 

pursue further care. The hope of a cure or relief from suffering occurs alongside ongoing 

medical innovations and possibilities; knowing when to stop trying is unclear. A danger 

is that the "one more thing to try" closely resembles the spreading ideology of 

consumerism, where there is always "one more thing to buy." While able to produce 

astounding results, medicine is also an industry requiring economic gain. I elaborate on 

globalism, the medical imaginary, and consumerism in the sections that follow. 

Globalism 

Today's world is characterized by "time-space compression" (Harvey 1990:240-

241) or "time-space distanciation" (Giddens 1990:64). It is a world filled with the "non-
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places" of "supermodemity" (Auge 1995), a chaotic "glocalized" world (Robertson 1995) 

that is difficult to conceptualize and study. The deterritorialization of production, 

consumption, communities, politics, and identities has complicated earlier categorizations 

of people and countries into consumers and producers, core-periphery, or First, Second, 

and Third Worlds. In analyzing globalization, some writers focus on homogenization, a 

McDonalization of the world (Ritzer 1998, 2000). Others focus on fragmentation, a "new 

world disorder" (Jowitt 1992). Still others attempt to reconcile these two paradoxical 

world trends, a conflict that Benjamin Barber (1995) irreverently calls "McWorld vs. 

jihad." Richard Falk (1993:39) distinguishes between "globalization-from-above" ("the 

collaboration between leading states and the main agents of capital formation... [which] 

disseminates a consumerist ethos and draws into its domain transnational business and 

political elites") and "globalization-from-below" ("an array of transnational social forces 

... [inclining] toward a one-world community... [and resting] upon the strengthening 

over time of the institutional forms and activities associated with global civil society)." 

A seminal framework for the new global cultural economy is Aijun Appadurai's 

(1990; 1996:27-47) chaotic, disjunctive flows of people, technology, capital, images and 

ideologies. This framework has been criticized for not acknowledging the global 

inequalities in access to the mobility and transnationalism that Appadurai delineates (e.g., 

Ong 1999:10-11, but see Appadurai 2000). Globalization has created a bifurcation and 

polarization between the "haves" and "have-nots" within and between countries (Bauman 

1998). Tsing (2000:351) urges anthropologists to maintain the same critical distance in 

studying globalization as they now do when examining the "dreams and schemes" of 



modernization. Without this critical distance, she contends, we can become so caught up 

in the exciting newness of increased transnational flows that we end up celebrating those 

participating in the new globalism, while dismissing "stagnant locals" (p. 346). 

To sort through the "globalbabble"^ that exists in the literature of globalization, I 

define the terms that I use in the dissertation. First, I try to avoid "globalization," except 

as a gloss for everything else. The word is overused, but also, therefore, the most 

common, and least precise. When I speak of "globalism" (and "global"/"globalized," 

"globality"), I refer not only to an increasingly interconnected world, but also an 

intensification of consciousness of the world as a whole (Robertson 1992:8; Tsing 2000). 

Viewing the world/globe as an interconnected whole is a common perspective of 

environmentalists and social justice activists. Regarding scientific medicine and its 

technology, we can speak of a "global medical commons" (Good 2001:407), and the 

global moral dilemmas that it generates. 

When using "transnationalism," I emphasize, not the globe in its entirety, but 

rather linkages and movements across national boundaries. The term is associated with 

Basch et al. (1994) and Schiller et al. (1992), who explored social relations extending 

beyond national borders. They define transnationalism as "the processes by which 

immigrants forge and sustain multi-stranded social relations that link together their 

societies of origin and settlement (Basch et al. 1994:7; Schiller et al. 1992:1)." 

Transmigrants, they continue, take actions, make decisions, feel concerns, and develop 

identities within social networks that connect them to two or more societies 

Richard R. Wilk, \vAvw.indiana.edu/--wanriTO/babble.htm. accessed November 25,2002. 
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simultaneously. The simultaneous connections that Yemeni medical travellers have to 

their treatment destinations and home country usually occur independently, not within 

social networks, although networks provide, in part, the impetus for the travel. 

Additional linkages between societies of origin and settlement can be included within 

medical transnationalism. These include transnational movements of medical knowledge 

(e.g., where were medical personnel trained? where do they end up practicing?)^ and 

medical technology (e.g., where was the equipment made? how and from where was it 

purchased? who services it?). 

The Medical Imaginary 

As Gill Walt (1998) discusses, the perceived challenges to health have changed 

dramatically over the last fifty years. Non-commimicable diseases now exist commonly 

alongside the commimicable ones of the 1950s. While limited in the 1950s, medical 

technology has become increasingly sophisticated, histead of the fairly limited ship and 

rail travel of the 1950s, people now come in greater contact through frequent car and air 

travel, thereby facilitating the spread of disease. Zielinski Gutierrez and Kendall (2000) 

delineate the consequences of globalization on disease and health. Here, I concentrate on 

the expanding "medical imaginary" and "technological embrace" of today's global 

medicine. 

Mary-Jo DelVecchio Good (2001) introduced the medical imaginary, 

technological embrace, and clinical narrative primarily from the context of American 

' Here, I am thinking of Egyptian and Iraqi doctors practicing in Yemen, Yemeni physicians receiving 
training in Egypt, Iraq, Eastern Europe, and the former Soviet Union, and nurses from developing countries 
being recruited to work in England and the United States (Laurance 2002 and George 2000, respectively). 



oncology. Enthusiasm for medicine's possibilities within the United States, Good states, 

"arises not necessarily from material products with therapeutic efficacy but through the 

production of ideas, with potential although not yet proven therapeutic efficacy (p. 397)." 

These popular and clinical ideas about the possibilities of medicine - the medical 

imaginary - which biotechnology enterprises promote, circulate in medical journalism, 

television advertisements, and popular television productions such as ER. Central to the 

medical imaginary is an "embrace" of technology, an enamourment of new 

biotechnologies and high-technology experimental treatments. While the misuses and 

failures of medicine are included in the medical imaginary. Good notes, they are "set in 

the larger optimistic story of the hope and the many-possibility science of medicine (p. 

398)." The emotional (and financial) investment in the "political economy of hope" are 

discemable in the clinical narrative, the "dynamics of clinical interactions that evolve 

over time between oncologists and their patients, through arduous and often lengthy 

therapeutic journeys (p. 399)." 

In her concluding remarks. Good (2001:407) raises a global moral dilemma, with 

particular concern for societies of scarcity: 

While the world's dominant economies invest private and public monies 
in the production of biotechnology and aggressively seek to integrate these 
advances into clinical practice - thereby reaping financial as well as 
scientific returns on capital investments - all societies are confronted with 
difficult questions about rationing biomedical interventions assumed 
central to competent clinical medicine. 

This study of Yemenis' intemational medical travel explores the political economy of 

hope within a "society of scarcity." The medical imaginary and technological embrace 

are very much present within Yemeni society, not in clinical narratives around 
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experimental therapies, but in social/moral narratives about the possibilities of the 

medicine that exists outside the country. 

As Appadurai (1986) and Kopytoff (1986) have noted, things - including medical 

things - have a "social life" and a "life history." As this study demonstrates, beyond 

producing treatments and diagnoses, biomedical items convey ideas about "modernity" 

and "care." In this study, medical technology refers to the myriad objects and 

procedures that comprise modem medicine, from the simple to the complex. These 

include everything from stethoscopes and blood pressure cuffs to x-ray machines and 

MRIs (magnetic resonance imaging), autoclaves, sterilized operating rooms, and 

specialized wards and personnel. These various instruments and processes are listed here 

in order to highlight the numerous things that are included in scientific medicine, many of 

which we may now take for granted. Providing and maintaining a full range of medical 

capabilities can be challenging, especially for low-income countries and communities 

that are doubly burdened with degenerative diseases (e.g., cancer and heart conditions) as 

well as communicable ones (e.g., malaria and tuberculosis). Moreover, continuous 

developments in medicine make it additionally difficult for these countries and 

communities to offer care that is up-to-date. 

Other technologies are considered as well. These include the airplanes that 

patients and their families board to transport them to and from their treatment 

destinations, the satellite dishes that bring images of the rest of the world and news of 

medical discoveries, the fax machines that facilitate preliminary consultations between 

foreign doctors and imminent travellers, and the telephones that medical travellers and 
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their families use to maintain contact and request additional financial resources to cover 

increasing treatment costs. Transportation and communication technology seemingly 

bring reliable care and possible cures - and the ensuing pressure to pursue them - closer 

to Yemenis.^ 

Consumerism 

Medicine provides a useful domain in which to explore consequences and 

perceptions of a technologically and economically integrated world. While uses and 

responses to biomedicine may differ within and between societies, certain commonalities 

exist. The expanding capabilities of biomedical care - with its potential to relieve 

suffering, reshape abnormalities, prolong lives, and postpone deaths - can make it 

difficult to discem what is essential, firom what is possible. Medicine holds the promise 

of offering ever more - often an additional procedure/treatment exists that may be 

capable of producing a desired change. Deciding not to pursue an option - because of the 

costs, or any other reason - can be anguishing. Although the full range of diagnostic and 

therapeutic options may not be available locally, people everywhere - including in 

remote villages of Yemen - are often aware of, and wish to obtain, the remarkable results 

that biomedicine can produce. 

In part, the continuous expansion in medical offerings resembles the perpetual 

product innovation often thought to be necessary for modem capitalist economies to 

succeed. In order to sustain interest in consuming, new and improved products are seen 

^ Ethnographies on Yemen have noted the impact of technology on various aspects of social life: television 
provided subject matter during women's socializing (Makhlouf 1979:61-63); the transistor radio helped 
shape ideas of nationalism (Bujra 1971:169-171); and the tape recorder affected performative dimensions 
of poetry recitation (Caton 1990:62-64, 218-220; Miller 2001). 
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as required. Without new/improved goods and services to buy, growth in consumption 

could slow down (unless demand is created elsewhere), which might lead to a slowdown 

in production and employment. Innovations in consumer goods - which leave existing 

goods undesired and/or obsolete - prevent satiation in consumption by creating "ever-

present unsatisfied demand" (Stewart 1998:275-276). Advances and developments in 

medicine help perpetuate the consumption of medical goods and services (as does the 

medicalizing of everyday phenomena, such as birth and death). 

In a global climate of consumption - promoted by advertising and expanded 

social awareness - the distinction between needs and desires becomes blurred. 

Consumers are seldom encouraged to contemplate whether something is necessary, 

enhancing, luxurious, or simply excessive. Similarly, some medical goods and 

procedures can appear vital, while they actually produce relatively little benefit (and can 

even harm). Medical offerings can seem essential because they are routine practices or 

because, socially, they are deemed valuable. The socially determined value of goods can 

result in consumption for the sake of keeping up with others (the Joneses, as we say in the 

United States), and even of surpassing them (when prestige comes from being one of the 

few individuals to own/use the good) (Schor 1998; Stewart 1998). Medical care as well 

can be sought for status. 

Within societies and on a global scale, individuals cannot equally afford the same 

consumer goods. An estimated 1.3 billion people live on incomes of less than a dollar a 

day (UNDP 2000:28). Globally, the richest 20 percent of the world's people account for 

86 percent of total private consumption expenditures, while the poorest fifth account for 



1.3 percent (UNDP 1998:2). Moreover, the gap between the rich and poor continues to 

widen; In 1950, the distance in income share between the richest and poorest country was 

about 35 to one. In 1973, it was 44 to one. And, in 1992, the income gap between the 

richest and poorest country was 72 to one (UNDP 2000:38). 

While not everyone can afford the same goods, people from all economic groups 

are increasingly influenced by the consumption styles of the wealthy, those in their ovm 

societies as well as globally (Schor 1998; Stewart 1998). The consimiption standards of 

the well-to-do can influence both the aspirations of lower income groups, and the goods 

and services available to them. As affluent lifestyles increasingly dominate aspirations, 

the aspirational gap - "the difference between the income required to sustain the 

consumption pattern to which one aspires and one's actual income" (Schor 1998:223) -

widens. In addition, the new/improved products introduced to sustain growth in 

consumption cater to middle- and upper-income groups, and were not designed to meet 

the needs of the poor (Stewart 1998:277). When "high-income" products and services 

displace low-income products, as Frances Stewart (1998:278) has noted, the position of 

the poor becomes absolutely, and not just relatively, worse, as they cannot afford what is 

available and have no access to alternatives. Furthermore, consumption for the sake of 

gaining status must focus on visible - rather than non-visible - goods. As Juliet Schor 

(1998:218) states, "consumers often reduce their expenditures on non-status products in 

order to keep up with status goods." When high-tech medicine is considered the standard 

for good, modem care, individuals, medical facilities, and governments may strive to 
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provide sophisticated services, whether or not they can afford them (or actually even need 

them). 

As the inequalities betw^een the rich and poor increase alongside the expanding 

influence of consumerism, the outlook for the medical needs of low-income groups dims. 

A focus on accumulating money discourages compassion. Furthermore, contrary to the 

emphasis on production of earlier centuries and decades, the current focus on 

consumption values a basically solitary and competitive activity (Bauman 2001). 

Satisfaction, we are told, comes not from a job well done, but from goods well purchased. 

In our insatiable desire to accumulate an ever increasing array of commodities, things 

become valued over people (and people tend to become things). In this climate, those 

"failed consumers" who earn less than a dollar a day - or even several dollars a day - are 

unlikely to receive the high-tech medical care that they will require when inflicted with 

the diseases of modemization (or even the low-cost care needed to treat/prevent basic 

health problems). 

Furthermore, ongoing advances and refinements in medicine - along with the 

competitive pressure for private medical facilities to acquire the latest technology -

further increase the gap between the offerings available to those with money and to those 

without. While some facilities/countries are struggling to maintain their x-ray machines, 

others are acquiring, for instance, the latest MRI innovation. What becomes standard 

care in one setting is not even attainable (but still desired) in another. Moreover, critics 

of the overuse of medical technology question its merits in relation to its (financial, 

emotional, and ethical) costs. For instance, ethicist Daniel Callahan (1993) suggests that 
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technological medicine - constantly struggling against mortality - has deprived people of 

a "peaceful" death. What is the gain, he wonders, of curing people of cancer at seventy-

five to have them later spend the rest of their years helpless, demented, and incontinent 

from Alzheimer's disease or severe fi-ailty? Edward Tenner (1996:54-55) notes that 

dramatic increases in the survival rate fi:om head injuries has actually meant prolonged 

suffering for forever dependent patients, who might not even recognize their 

overburdened family members. How much is enough, for whom, and how do we decide 

(and enforce it)? 

In its regulatory, and ideal, capacity, the nation-state has been seen as responsible 

for ensiuing that the rights of its citizens are upheld. The state, then, should look out for 

the health needs of the people. However, nation-states tied to the global market -

through the self-interests of the state, as well as through the international financial 

institutions of the International Monetary Fund (IMF) and World Bank - can do little to 

protect their citizens, particularly given the strength, pervasiveness, and amorphism of 

transnational corporations. Champions of globalization who celebrate an integrated 

global economy and have put their faith in the market - such as business consultant 

Kenichi Ohmae (1991,1995) - consider the diminishing role of the nation-state a positive 

development. Others are tuming to non-governmental organizations (NGOs) to do the 

work of caring and compassion, and to international activists to demand accountability 

and just practices (e.g.. Hertz 2001). Still others recognize that the nation-state has an 

ongoing role and influence (e.g., Curran and Park 2000 for nation-states' regulation of the 

media). 
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While I have thus far presented sophisticated medical care as largely a consumer 

good, I also question in this study the extent to which it is only a commodity. I explore 

the unique features of medicine that make it a different kind of consumer good. Faced 

with a life-altering medical condition, patients and family members generally relate 

initially to medical offerings on an emotional level. They are tools through which to 

effect a desired change and to carry out one's moral duty to a loved one. Diagnostic and 

therapeutic options offer the possibility of sustaining lives and relieving suffering. 

Viewing families and patients as only consumers of a for-profit good overlooks the 

personal and emotional turmoil that surrounds degenerative diseases and complicated 

injuries. It diminishes situations that are complex and ambiguous. This study of 

Yemenis' international medical travel portrays emotional, economic, and ethical aspects 

of the high-tech medicine with which societies around the world increasingly must deal. 

Yemen: Local Contexts and Conditions 

Yemen, located in the southwestem comer of the Arabian Peninsula (see Figure 

1.1), offers a rich case in which to examine emotional, economic, and ethical aspects of 

advanced medical care in today's global world. The country is currently on the low-rung 

of a hierarchy of medical travel. While many Yemeni patients go to Egypt and Jordan for 

care, Egyptian and Jordanian medical travellers go to Europe and the United States. 

Presumably, no one at this time travels to Yemen for medical care (although North 

Yemenis before unification used to utilize services in Aden in the former South). While 

patients in other countries do travel to facilities elsewhere, a disproportionate amount of 

people from Yemen seem to do so, including those who cannot readily afford it. 
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Moreover, the desirability of treatment outside the country affects Yemen's medical 

system as patients distrust the abilities of their own physicians and facilities in light of the 

seemingly miraculous cures that have transformed patients returning from abroad. 

Yemenis share the expectations of people in other countries for the results that scientific 

medicine can provide - they know about them, desire them, but can seldom acquire them 

locally. 

Figure 1.1. Location of Yemen in Arabian Peninsula 

The Republic of Yemen (which was created in May 1990 after the unification of 

North Yemen and South Yemen) has been characterized as a least developed country 

(LDC). The majority (77 percent) of the country's approximately 17 million people live 

in rural areas. As the World Food Programme Country Outline Strategy for Yemen noted 

(WFP 2001 '.5,1), the country was among the world's poorest, measured not only by its 

per capita Gross Domestic Product (GDP) - which decreased from S525 in 1990 to S350 
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in 2000 - but also by most measures of the quality of life. The UNDP Human 

Development Report for 1999 (UNDP 2000) ranked Yemen 148^'' out of 174 countries. 

Health care in Yemen for that year was limited to 16 percent of the population. The 

country had one of the highest maternal mortality rates in the world (1,400 per 100,000) 

and very high rates of infant and under-5 mortality (estimated at 76 per 1,000 and 105 per 

1,000 live births, respectively). According to the 1998 Household Budget Survey (CSO 

1999), poverty in Yemen almost doubled between 1992 and 1998, with the number of 

households below the "food poverty line" rising from 9 percent to 17 percent. By 

factoring food, clothes, housing, education, health and transport into an "upper poverty 

line," the percentage of households living in poverty rose from 19 percent to 33 percent 

over the same period. According to the Survey, the monthly expenditure per capita was 

YR 4,866 (S32.44) in tirban areas and YR 3,572 ($23.81) in rural areas, yielding a 

national average of YR 3,865 ($25.77). The total household expenditure of YR 28,138 

(SI 87.59) per family per month was less than the average income of YR 27,372 

($182.48). 

Given the country's economic constraints, pursuing medical care abroad would 

appear to be a privilege limited to the wealthy and well-connected, particularly when 

each patient is said to spend an average of US $3,000 for treatment abroad.' Precise 

figures on how many Yemenis - and from which socio-economic groups - have gone 

abroad each year for medical care are difficult to obtain, but estimates range from 40,000 

' According to the Household Budget Survey (CSO 1999), 16.43 percent of the population consumed or 
earned the top ten percent of the income/consumption in the country in 1998. 
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to 200,000 annually out of a population of approximately 17 million.^ Based on my 

interviews in 1997 with 71 Yemeni medical travellers in Bombay and Jordan, families 

without the ready financial means to do so, did, indeed, go abroad, often covering their 

expenses by selling whatever assets were available and borrowing the remaining 

amoimts. (See Appendices A and B for the various income sources that interviewees said 

they relied upon to cover their international medical travel. I also discuss this topic more 

fully in Chapter 5.) 

In addition, the Yemeni government has subsidized international medical travel 

for conditions that could not be treated inside the country. An official report quoted in 

al-Hayat newspaper stated that the government spent $200 million in treatment abroad 

subsidies in 1995.^ Although the overall amount of government spending on 

international medical travel was significant, it covered only a small percentage of what 

patients and family members needed. At the time of my interviews, only S525 was 

allotted for each medical case, the total care for which could end up costing over S3,000. 

Most of the medical travellers that I interviewed said that they had not tried to receive 

governmental assistance because of the long bureaucratic process involved to receive 

such a small amount of money to treat complicated, critical cases. Cancer cases in 

particular could not wait for this additional burden. 

® During my interview with the Jordanian medical attache in Yemen in 1995, he cited estimates of airport 
departures indicating that approximately 60,000 Yemenis in 1993 and 40,000 in 1994 went abroad for 
medical care. He also estimated that each patient spent an average of S3000. This amount is repeated in 
the first of the series in al-Thawra newspaper on treatment abroad (Al-Hamji 1998: 3) as being the 
minimum for very simple medical cases; more complicated cases were said to cost more than 510,000. The 
estimate of 200,000 Yemenis each year appeared in a 1994 article in the Yemen Times entitled "Rising 
Investments in the Health Sector", 24 October 1994, p. 4. 
^ Al-Hayat aewspapei, 11 April 1996. 
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Many Yemeni medical travellers with whom I spoke said that they resented 

having to travel for medical care. They wished the government would devote more 

interest and resources than they currently had to improving the medical capabilities inside 

Yemen. For example, a governmental employee in telecommunications from Aden (the 

former capital of South Yemen) who had borrowed money to treat his wife's cancer in 

Bombay since it was untreatable in Yemen lamented: "I'll be paying people back for five 

or six years. And, why? If only we had doctors and such in the beginning, during the 

first two years [of her illness]!" Many medical travellers said that they would prefer to 

use their money inside their own country rather than on high costs elsewhere. They also 

recognized discrepancies in the affordability of medical care abroad. For instance, an 

inventory clerk in a governmental hospital in the city of Shabwa, after spending S800 

during a week in Bombay and learning that the operation his daughter needed to treat her 

epilepsy would cost an impossible 54,200, commented; "For the financially able, they 

can be treated abroad. But for people like us, it's better to stay [in Yemen] and die." 

Terminology for Transnational Movements of Patients 

Yemenis' international medical travel shares characteristics with three other 

movements of people - migration, pilgrimages, and tourism. When undertaken for 

medical reasons, these movements become, "medical migration," "biomedical 

pilgrimages," and "health/medical tourism." However, as I will argue in this section, 

none of these is a suitable term for the processes that I describe in Yemen. Instead, I 

prefer to use "international medical travel," "medical care/treatment abroad," and 

"medical/therapeutic journeys," interchangeably. 
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Medical Migration 

Inspired by a 1985 article on Italian patients seeking medical care in France 

(Guerrieri 1985), I first referred to Yemenis' medical care abroad as "medical 

migration."'® Temporary health/medical migration was a nice parallel to Yemenis' 

significant experience with labor migration, where an estimated 40 percent of the male 

population was employed outside of Yemen - mainly in Gulf countries - in the mid-

1970s (Swagman 1988:47), and as many as 75 percent for some villages (Swanson 

1979:63). Because of Yemen's support of Iraq during the Gulf War, approximately 

800,000 migrants (UNICEF 1993:37) were expelled firom Saudi Arabia and other Gulf 

countries. Both labor and medical migrants left their country to fulfill a certain objective 

unobtainable in Yemen, with the intention of returning home once they had accomplished 

it. For labor migration, the objective was often to amass enough money to marry, build a 

house, or start a business. For medical migration, the goal was to receive a 

diagnosis/treatment. 

While "medical migration" highlighted the similarities shared with labor 

migration, I found myself constantly needing to explain to audiences my reasons for 

calling Yemenis' medical travel "medical migration." Therefore, I searched for a more 

self-explanatory term, one which would allow me to focus on the processes involved, 

rather than on the name to call them. 

For example, as part of a panel on "Gender, Health, and Healing in the Middle East" for the 1994 
annual meetings of the Middle East Studies Association and the American Anthropological Association, I 
gave a paper entitled "The Search for a Cure: Yemenis' Medical Migration to Jordan." 
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Biomedical Pilgrimages" 

In certain ways, Yemenis' international medical travel resembles pilgrimages. In 

these jovimeys, as Victor Turner (1974:195) noted of pilgrimages in general, travellers 

begin in a familiar place, go to a Far Place, and return, theoretically, to a Familiar Place 

somehow changed. Similar to pilgrims, medical travellers undertake journeys for wish-

fulfilment, anticipating "a future betterment" (Smith 1992:5), in the form of a clarifying 

diagnosis or alleviating treatment unprocurable in their own country. 

Destinations for medical care have derived what James Preston (1992) called 

"spiritual magnetism" - or the power of a pilgrimage center to attract devotees - because 

of their ability to benefit or cure. While miraculous cures are not registered as at Lourdes 

(e.g., Cranston 1988), they are certainly noted back home. As one medical traveller in 

Jordan explained, "People came here from our area. They were struggling with death, 

and returned healthy. Jordan became famous for its doctors... They are like marada, 

all-knowingy/nn" (Kangas 2002:57). In addition, each treatment destination has its own 

"catchment area" (Turner 1974) from which it draws medical travellers. Jordan, for 

example, attracts patients from Yemen, Sudan, Saudi Arabia, Syria, Iraq, Palestine, and 

Algeria. 

Similar to pilgrims, Yemeni patients and family members experience 

communitas, or a solidarity, as they journey through airports and airplanes, medical 

facilities, medical attache offices, and commonly referred hotels and rental apartments. 

'' I first presented these ideas in "Biomedical Pilgrimages in a Global World: Exploring Yemenis' 
International Medical Travel" for the Arizona Medical Anthropology conference, Department of 
Anthropology, University of Arizona, October 28,2000. 
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Yemeni medical travellers recognize each other. Recent arrivals pass on news from 

Yemen, while those who have been there longer recommend doctors/facilities and share 

advice. Details are exchanged about the medical conditions for which they travelled 

abroad. 

Many therapeutic journeys entail much sacrifice and tribulation. As we will see, 

few interviewed travellers had the disposable income to cover costs. Many borrowed 

and/or sold whatever they had - gold jewellery, a car, house, or land - to provide care. In 

addition to financial hardship, medical travellers face logistical difficulties along the way. 

The plane ride itself is uncomfortable for patients with heart conditions, spinal injuries, or 

badly broken legs. Arrivals in treatment destinations can be quite disorienting: the cities 

are bigger than any in primarily rural Yemen. Many medical travellers do not know 

English or German; some cannot read Arabic. 

After surviving all the uncertainty, discomfort, unexpectedly high costs, and 

lengthened stays, patients and their companions return home. Similar to returning 

pilgrims, medical travellers bring narratives and relics of their journeys (Coleman and 

Eisner 1995:6-9). Reaggregated, they spend several afternoons with family members, 

relatives, friends, and colleagues, recotmting details of their treatment abroad. The 

"charisma-bearing objects from distant places" (Coleman and Eisner 1995) with which 

medical travellers retum are mainly paper ones. Many returned patients carry cardboard 

files when seeking follow-up care in Yemen. These organized, sturdy files are signs of a 

credible medical system, available only outside the country and for which one must 

gamer resources, and travel. In addition, travellers who have been to Bombay, in 
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particular, carry bilingual cards from hotels and doctors. These they then pass on as 

orientation to imminently departing patients and companions, giving them an imaginative 

lirJc to a cherished goal. 

Truthfully, I refer to Yemenis' medical journeys as "pilgrimages" - and especially 

as "modem-day" pilgrimages - whenever I want to attract uninterested audiences to my 

research. The exoticness and ritual never fail to intrigue. My own reluctance to adopt the 

term is that, first, no Yemeni would call his or her treatment abroad a pilgrimage. It is 

certainly not the hajj, nor would it be considered a ziyara (a visit to a saint's shrine), even 

if appealing for a cure. Second, calling international medical travel a "pilgrimage" makes 

it sound distant and foreign, rather than recognizing it as one way to pursue sophisticated 

medical technologies in today's world. 

Health/Medical Tourism 

Although people have travelled for cures for centuries, today's "unbound" world 

(Basch, Schiller, and Blanc 1994) raises interesting questions and possibilities concerning 

therapeutic journeys. Fairly recently, such journeys have been referred to in scholarly 

works, the web, and the press as "health (or medical) tourism." Much of the existing 

health/medical tourism literature focuses on treatment destinations rather than the 

experiences of patients. As such, it provides data with which to consider "place-making" 

(Shields 1991; Tsing 2000:338): the meanings associated with certain places and ways in 

which these meanings develop and change over time. In addition to overly emphasizing 

leisure and vacationing, the term "medical/health tourism" does not capture all the 
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fascinating dimensions of global medicine - the patients, varied places, governmental 

policies, mobility, and technology involved. 

In a 1987 article, Goodrich and Goodrich (1987:221) define "health-care tourism" 

- and later "health tourism" (Goodrich 1993) - as "the attempt on the part of a tourist 

facility or destination to attract tourists by deliberately promoting its health 

services/facilities." With this definition, health tourism refers to a deliberate marketing 

strategy, where patients are mainly consumers to attract. Hall (1992) recognized five 

components of the health tourism market: 1) sun and fun activities; 2) healthy activities 

such as hiking and golf, but where health is not a central motive for travel; 3) travel 

mainly for health (such as travel to a different climate); 4) travel for sauna, massage, and 

other health activities (travel to a spa resort); and 5) travel specifically for medical 

treatment. 

In their marketing, health/medical tourism destinations often promote two types 

of therapeutic resources. The term "health tourism" usually refers to a destination's 

physical attributes, such as its mineral springs or salubrious climate.'^ "Medical tourism" 

usually refers to a destination's clinical capabilities and costs. These clinical treatments 

include essential (life-prolonging) ones, as well as those considered elective (based more 

on personal choice than medical reasons). As at least one author noted, while patients 

undergoing essential procedures might be attracted to the lower costs and greater 

accessibility of care in other countries, patients undergoing elective procedures, such as 

cosmetic surgery, might also welcome the opportunity to recover in peace and anonymity 

Kevan (1993) traces the history of physical movements for climate and health. 
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(Loftus 2000:18,20). Often, destinations for health and medical tourism invite visitors to 

combine their therapies and recuperations with vacations in pleasant environments. 

In their initial study of health tourism, Goodrich and Goodrich (1987) performed 

a content analysis of284 travel brochures of about 24 countries. With web sites 

becoming today's counterpart to brochures, I did Google searches for "health tourism" 

and "medical tourism." The world seemed contained within my computer screen, as I 

read (for health tourism) about mineral springs and more in Bulgaria, Croatia, Cuba, the 

Dead Sea, Greece, Romania, Spain, and Turkey, and "naturopathy" treatments in 

Rishikesh, India, as well as "health tourism" clinical sites for Costa Rica, Cuba, 

Malaysia, and South A&ica. These were in addition to "medical tourism" sites for Costa 

Rica (again), Greece, India, Panama, and Slovakia. 

Health tourism destinations often promoted their medicinal-spring waters, said to 

benefit respiratory diseases, chronic gynecological diseases, chronic rheumatism, 

neurological diseases, and much more. Destinations for medical tourism advertised good 

quality medical services at prices lower than in Western Europe or the United States. A 

few specifically mentioned opportunities to combine treatments and vacations. A web 

site for Greece, for example, was "addressed to all of you who, up until today, could not 

enjoy your vacation due to health problems." Patients could now "combine a pleasant 

staying [sic] with a possible therapeutical [sic] treatment or operation at the finest Greek 

hospitals."'^ A travel company for medical tourism in India appealed to patients wanting 

'' http://www.greek-holidays.net/niedical/, accessed September 2, 2001. 

http://www.greek-holidays.net/niedical/
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to undergo medical treatment at a "fraction of the cost in Europe or America," and visit 

"the Indian tourist and pilgrim destinations, as and when advised by the Doctors."''* 

"Medical tourism" recently became news in the British press. At the end of 

August 2001, the British Health Secretary announced that National Health Service (NHS) 

patients would be allowed to have operations in other European countries to reduce 

waiting lists at home.'^ Some patients on the long waiting lists had already sought care 

outside the national health system on their own expense, either in the private sector or 

abroad. Two British firms advertising on the web had begun facilitating patients' 

medical care outside the country, in Thailand and South Africa.'^ 

In my own study, I prefer to use "medical travel" instead of "medical/health 

tourism." Yemenis' medical care abroad does entail temporary journeys to places 

offering out-of-the-ordinary experiences, as John Urry (1990:2-4) defined for tourism. 

However, the patients and family members that I interviewed in Bombay and Jordan 

rarely undertook their journeys for a vacation/leisure. While some Yemenis do combine 

medical examinations with business or pleasure trips, referring to journeys for life-

prolonging treatments as tourism runs the risk of trivializing patients' health conditions, 

and making the travel seem fiivolous. 

My preferred term for what Yemenis call "treatment outside/abroad" [al-^alaj fi 

al-kharaj] would be "transnational therapeutic itineraries" (see Kangas 1996 and 2002), if 

it were not so unfamiliar and polysyllabic. Therapeutic itineraries, according to Marc 

http://www.thakurtours.com/Medical/, accessed September 2,2001. 
The Times, Monday August 27, 2001. Also, The Independent, December 4,2002. 
For Thailand; http://w\v\v.medplex.co.uk.''. For South Africa: http://w\\av.gardemoutemedicare.com/. 

accessed September 2, 2001. 

http://www.thakurtours.com/Medical/
http://w/v/v.medplex.co.uk.''
http://w//av.gardemoutemedicare.com/
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Auge (1985:10), involve movements from one therapist or treatment to another in search 

of healing. John Janzen (1992:86; 1978) referred to this process as the "quest for 

therapy." While the "itinerary" part fits very well with medical travel, the term is more 

familiar in French (e.g., Chiffoleau 1995) than in English. In this study, I use "treatment 

abroad," "international medical travel," and "medical/ therapeutic journeys" 

interchangeably. 

Methodologies'^ 

A summary of the various ways that I gathered information about Yemenis' 

international medical travel reads like an itinerary of numbers, times, places, people, and 

issues. I conducted the research during three phases (from 1993 to 1998), and examined 

two time periods (Imamate Yemen from 1918 to 1962, and unified Yemen since 1990). 

This "multi-sited" fieldwork (Marcus 1995) involved three countries (Yemen, India, and 

Jordan), and several locales within Sanaa. In Bombay and Jordan, I interviewed 71 

Yemeni medical travelers. In Yemen, I implemented three main surveys, examining: 1) 

the prevalence of treatment abroad; 2) whether or not doctors informed terminally ill 

patients about their diagnoses/prognoses; and 3) the responses of religious scholars to 

medical ethical issues conceming treatment abroad and high-tech care. I also did 

participant observation in the capital's central hospital. In addition, I gained insight into 

international medical travel when my husband broke his elbow in Sanaa [See Appendix 

A for a detailed description of this experience]. Each of these data sources will be 

elaborated upon in the sections that follow. 
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Quite often over the course of my three research periods in Yemen begiiming in 

1993, when they learned about my research topics, Yemenis would direct me to al-

Thawra Hospital's medical committee for my contemporary study on treatment abroad, 

and to a specific book for my historical study on the development of medical services in 

the time of the Imam. "Oh, you must read Claudie Fayein's Kuntu tabibah fi al-yaman" 

they would tell me, referring to the Arabic translation of a French doctor's description of 

her work in Yemen (al-'ayni 1985 [1962]; Fayein 1955 and 1957). 

Three Research Phases 

As I have described elsewhere (Kangas 1996 and 2002:39), I first discovered 

people's reliance on foreign medical services in Yemen in 1993 while conducting 

anthropological observations in the outpatient clinics of the capital's busiest hospital. 

Several of the many patients brought files with them when they consulted a doctor; others 

brought test results and former prescriptions scrunched up in plastic bags. Those with the 

cardboard files had been abroad for treatment. In 1995,1 returned to Yemen for five 

months and then spent a month in Jordan interviewing Yemeni medical travellers there. 

This research was the subject of my Master's thesis (Kangas 1996) and a Medical 

Anthropology article (Kangas 2002). In December 1996, my husband, Fadel, and I 

arrived in Sanaa once again for my dissertation research. In the summer of 1997, we 

spent a month in Bombay and one in Jordan to interview Yemeni patients and family 

members. After 22 months in and around Yemen, we left the country in August 1998. 

I first presented my methodologies at Sanaa University's Empirical Research and Women's Studies 
Center in June 1998. I thank "Abd al-Karim "Awj for organizing the lecture. 
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Two Time Periods 

As mentioned earlier, I collected information concerning medical services in 

unified Yemen (post-1990) and when former North Yemen was an Imamate (1918-1962). 

My contemporary research included medical traveller interviews, surveys, and participant 

observation. For the historical component, I scoured Imamate newspapers dating from 

1926 to 1960 for details on doctors, hospitals, and illnesses.^^ In a wonderfully colorful 

style, with constant references to the Imam, articles announced surgical operations 

performed, patients' arrivals in the capital for medical care, and deaths from illnesses 

unresponsive to treatment. These newspapers clearly intended to portray the Imam as 

committed to his people. Articles, for example, described the magnificence of a new, 

modem hospital, and the ruler who provided it. In letters of gratitude, patients rejoiced 

not only in their own recoveries, but also in the exaltedness of the Imam, who, they said, 

cared for each and every citizen. I have yet to do as thorough a search through the 

opposition newspaper, which describes, also with rhetoric, how the Imam was doing 

nothing for the health of the country. 

Interviews with Medical Travellers 

In the summer of 1997, Fadel and I travelled to Bombay and Amman to locate 

and interview Yemeni medical travellers. My interview questions focused on: 1) details 

of the illness/injury, and treatment sought in Yemen; 2) the decision to go abroad; 3) 

selection of a treatment destination; 4) logistics of the travel; 5) treatment costs, and ways 

of covering them; 6) impact of the journey on family and work; and 7) any previous 
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experience with international medical travel. [See Appendix B for a complete list of 

interview questions used in Bombay and Jordan.] The interviews, lasting 30-60 minutes, 

were tape-recorded, with the interviewees' permission. Transcribing and translating the 

full interviews proved too time-consuming; therefore, I translated only the substantive 

sections, often checking my comprehension with Fadel.'^ 

As I discuss in Chapter 5, most medical travellers that I interviewed in Bombay 

were from former South Yemen (the shaded area of Figure 1.2), while those in Amman 

tended to be from former North Yemen. The six medical travellers from Aden (the 

former capital of South Yemen) that I interviewed in Jordan had all been sent there by 

their employer, the Aden Refinery. The Refinery used to send patients to England, a 

country with which it had close ties, until the administration realized, in part out of 

econoniic necessity, that less expensive, good quality medical care was available in 

Jordan. Regarding the two Yemeni patients travelling from Saudi Arabia, one had 

retumed to Yemen to collect a relative to accompany him to Bombay; my interview with 

the other was well underway before I realized that he actually resided in Saudi Arabia, 

and was therefore not the main focus of my study. The "half medical traveller 

represents a family split between Sanaa and Amran (in the govemorate of Sanaa at the 

time of my research). 

" The Imamate newspapers I consulted are al-Nasr, Saba', and al-Iman. Issues were located at the 
national archives and Sanaa University. 
" A Yemeni friend helped with one interview where the patient spoke in a particularly strong Yemeni 
dialect. 
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Figure 1.2, Place of Residence of the 71 Medical Travellers 
Interviewed in Amman and Bombay 

Bombay 

In July 1997, Fadel and I travelled to Bombay, where we interviewed 25 Yemeni 

medical travellers. This was challenging, since we needed about a week to become 

oriented in a city with a population the same as all of Yemen. We located interviewees 

primarily in their hotel rooms near Muhammed Ali Road, the Muslim section of the 

city.^° When they were in their rooms convalescing or waiting for their next radiotherapy 

session, we interviewed patients; otherwise, we spoke with patients' companions. When 

Specifically, in Bombay, interviews took place in the following locations: Hotel Stars (off Muhammed 
Ali Road) [8 intcr.-iews]; Hotel Ashiana (off Muhammed Ali road) [6 interviews]; Aman Hotel (off 
Muhammed Ali Road) [2]; Hejaz Hotel (in Colaba) [2]; Hotel Shabnam (in Colaba) [2]; Saifee Hospital 
[2]; Dr. Ashok Gupta's private clinic [1]; the Yemeni consulate [1]; and a restaurant in Colaba [1], 
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both were available, we interviewed patients and companions together. [See Appendix C 

for summary information on Yemeni medical travellers interviewed in Bombay.] 

Our most productive interviews in Bombay occuired when a Yemeni medical 

traveller, there for his mother's radiotherapy, accompanied us on our hotel-room-to-hotel-

room visits since he introduced us and provided legitimacy. Meeting another Yemeni 

and exchanging treatment details was far more natural than having an American and Iraqi 

suddenly appear at their door.^' Fadel's participation helped soothe our interviews since 

he could provide the necessary sympathetic expressions in Arabic. Left on my own -

newly learning the questions in standard Arabic,^" hearing the range of poignant 

responses, and feeling helpless when faced with so much sadness -1 would probably 

have stumbled through a, "So, your relative is dying ... Okay, next question," while 

knowing there was much more to be said. Instead, Fadel jumped in with an appropriate 

reassuring reference to Allah's will. Slowly, I began to leam the consoling expressions, 

at first satisfactorily mumbling them for people's recognition, and then, in time, able to 

fully enunciate them myself. I lamented that I had so many opportunities to practice 

these comforting words. At the end of the month, I was ready to sensitively interview on 

my own, just in time for Jordan. 

Yemenis found such visits especially surprising because we were from the United States and Iraq, two 
adversarial covintries. 
~ Arabic is diglossic, where the written word (referred to in English as Modem Standard Arabic) differs 
from the spoken word (considered a dialect). I asked questions in standard Arabic. When people did not 
understand (those largely imeducated in this schooled language), I used words more common to Yemeni 
dialects. 
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Jordan 

In Jordan's capital in August 1997,1 interviewed 46 medical travellers, locating 

them mainly in their rooms in governmental and private hospitals. To gain access to 

patients and the hospitals, I relied on a letter of introduction and request for assistance 

from the medical attache in the Yemeni embassy, who had responded to a letter of 

introduction that I carried from the Yemen Centre for Studies and Research in Sanaa. 

Hospital administrators granted permission for me to conduct research in their hospitals, 

and the staff then helped me identify Yemeni patients. I remain grateful to everyone v^^ho 

facilitated my research. 

Since hospitals were in different parts of hilly Amman, I concentrated on, and 

returned often to, three hospitals in particular (Jordan, Bashir, and Islamic), where I was 

certain to find several Yemeni patients/companions to interview during each visit.^^ The 

number of Yemeni medical travellers present in the hospital (and available) was 

completely unpredictable from day to day. [See Appendix D for summaries on Yemeni 

medical travellers interviewed in Amman.] 

The most upsetting interviews for me were the cancer cases at the radiation 

department of Bashir Hospital, a governmental facility. I was troubled by people's 

experiences of the disease itself, and then their additional burden of having to go abroad 

for medical treatment. My ovra inability to do anything for them further saddened me. 

The following anecdote illustrates my reaction: 

^ In Jordan, interviews took place in the following locations: Jordan Hospital [9 interviews]; Islamic 
Hospital [8]; the radiation department of Bashir Hospital [8]; Khaladi Hospital [4]; University Hospital [4]; 
Arab Center for Heart and Special Surgery [3]; Lawzan Apartments [3]; King Hussein Medical Center [2]; 
an airplane flight from Sanaa to Amman [2]; our hotel in Amman [2]; and Ibn al-Haythm Hospital [1]. 
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Returning to the hotel room one afternoon, I found that Fadel was still out visiting 
friends. He usually returned early to receive the sorrowful details from my morning's 
research. I went out to sit on the balcony, to sit and be sad. An interview with a female 
patient with brain cancer that was not improving despite nearly a year abroad had deeply 
troubled me. As I sat and listened to the traffic, a young Iraqi woman from the 
neighboring room came out to become better acquainted. I began to talk out my grief, a 
stream of something like, "The patient is just not getting any better. What a waste to 
have been abroad for a year. I can do nothing for her. Her husband divorced her after an 
unsuccessful first effort at treatment abroad. I just don't know what I can do for her, or 
for anybody else." While I wanted to be comforted for my sadness and inability to do 
anything, instead the young woman said at intervals, "Wow, your Arabic is good. I wish 
I could speak English as well as you can speak Arabic." Ordinarily, these words would 
have pleased me, but they were so far from what I was feeling. They were so focused on 
the form instead of the content, while I cared only about the emotional outpour. 

Althou^ I introduced myself as an American researcher examining Yemenis' 

treatment abroad, many medical travellers that I interviewed thought that I was a 

journalist writing an article about the topic. Several people in Yemen believed my 

underlying objective was to open a private hospital in the country to make money. Even 

though he saw me scouring Imamate newspapers, the head of the national archives, for 

instance, remarked under his breath that I plarmed to build a hospital. I imagined he saw 

my historical work as part of an extremely thorough needs assessment! 

Treatment Abroad Survey 

After returning from interviewing in Bombay and Jordan in 1997,1 was curious 

how prevalent treatment abroad was in Yemeni society. I was concemed that my own 

impressions were skewed since everyone with whom I had been speaking was involved 

in international medical travel. I decided to survey groups that met regularly to see how 

many members from each had been abroad as patients, or had relatives who had left the 

country for medical care. A total of 340 people from four different groups responded to 

the survey that asked about their own medical travel, that of their family members, the 
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medical facilities they use in Yemen, and times when treatment abroad was needed but 

unattainable. [See Appendix E for a copy of this survey.] 

The first groups that I surveyed were the Parliament and the President's 

Consultative Council to test the common perception in Yemen that those with money or 

influence went abroad easily and jfrequently. Out of 298 Parliament members, 166 

completed the survey (55.7 percent), during a week where I requested their participation 

as they signed in each morning. Parliament staff remarked that this was a good turnout 

since not all members attended sessions regularly; the staff said that they often had to 

exert great efforts to contact members to make sure enough would be present to pass a 

bill. Out of a total of 59 Consultative Council members, 22 responded to the survey (37 

percent), although not all 59 members were present at the two meetings where I requested 

their participation. 

Employees of the Ministry of Public Health provided a contrast to the 

governmental higher-ups that I surveyed. Altogether, 145 employees completed surveys, 

during a two-morning period where I, and ministry staff members who kindly helped out, 

went firom office to office. Although the ministry employed thousands, only a small 

portion showed up to work regularly, according to the administrator at the ministry fi-om 

whom I received permission to do the survey. Reasons that employees did not appear at 

work, he said, included attending to (or protecting themselves from) tribal conflicts, 

helping out with wedding preparations, and taking family members to health facilities. 

Social needs often outweighed work obligations. 
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In addition to the Parliament, Consultative Council, and Ministry of Public 

Health, I also surveyed Yemen's top 58 businessmen. I contacted these individuals at 

their offices by fax, a communication method recommended to me by the Chamber of 

Commerce. Only seven individuals responded, however, despite my repeated efforts to 

contact them. In retrospect, personal visits to their offices would most likely have offered 

a richer understanding of the use of foreign medical services by the commercial elite, as 

well as their role in providing donations for others to be treated abroad. The complete 

surveying process (as with the other two surveys that I did) was extremely time- and 

energy-consuming for the limited results it produced. 

Infonning Patients Survev 

From February to June 1998,1 surveyed doctors at four governmental hospitals 

about whether they informed terminally ill patients of their conditions. [See Appendix F 

for a sample survey on informing patients.] Altogether, 205 physicians and residents at 

the four hospitals completed the survey, during the six to fourteen days that I spent in 

each hospital. At Jumhori Hospital, 42 doctors from the departments of internal medicine 

(men's and women's), pediatrics, and ob/gyn, as well as the Intensive Care Unit 

responded to short-answer questions. The doctors and I then discussed their reasons for 

not informing patients and cross-cultural differences. At Kuwait Hospital, where I 

passed out the surveys during department meetings and collected them the next day 

instead of waiting to talk with each respondent, I added four open-ended questions. 

Fifty-nine doctors and residents responded at Kuwait Hospital. For the Military Hospital, 

where 39 doctors completed the survey, I included eleven open-ended questions to 
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uncover the socio-cultural context of not informing terminally ill patients of their 

diagnoses/prognoses, and its relation to intemational medical travel. At al-Thawra 

Hospital, 65 doctors and residents responded to this last version of the survey. Doctors 

responded in either English or Arabic. 

After surveying doctors at Jumhori Hospital, I temporarily discontinued this 

research for several weeks. In February 1998, tensions between the United States and 

Iraq had escalated. The assistant director at Jumhori Hospital advised me not to try to 

survey at the Military Hospital at that time since people would suspect that my real 

objective was to ascertain the capacity and capabilities of tlie hospital. In addition, a 

Yemeni surgeon at Jumhori Hospital had been reluctant to answer the survey, saying that 

if he admitted he had studied at the University of Baghdad, I would bomb his house. 

Religious Scholars Survey 

In July and August 1998,1 elicited responses from religious scholars regarding 

ethical issues related to high-tech care and treatment abroad. [See Appendix G for 

questions asked of religious scholars.] I did so because many of the doctors gave 

religious reasons for not informing the patient, which I wanted to explore further. I 

collected nine separate sets of answers from: the mufti (the country's official expounder 

of Islamic law), deputy mufti, head of the appeals court, heads of three Islamic law 

courts, the head of the law and shari'a college, a group of three professors at the 

department of fiqh (Islamic jurisprudence) at the college, and an additional religious 

scholar. These responses were either written, written and stamped with an official seal. 
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tape-recorded, or faxed.^"* I detail my research with religious scholars - including my 

misperceptions and mistakes - in Appendix H. 

Participant Observation at al-Thawra Hospital 

Al-Thawra Hospital, the capital's central and most specialized hospital, provided 

me with much insight for my research. As mentioned, I first discovered the influence of 

treatment abroad on the local medical system during observations in the hospital's 

outpatient clinics in the summer of 1993. These daily visits to a different clinic provided 

a helpful overview of medical conditions, treatments, and doctor-patient interactions. 

After retuming from Bombay and Jordan in 1997,1 started to attend the weekly (and then 

bi-monthly) meetings of the medical committee that selected patients to receive 

governmental financial assistance for medical care outside the country. Each meeting, a 

tragic parade of patients presented themselves to the specialists, who authorized their 

need to go abroad and their destination choices. In November 1997,1 donned scrubs and 

was allowed into the operating theatres to watch an array of surgeries. These sessions 

furthered my understanding of the sheer demand on the hospital, and the obstacles to 

providing care. 

The responses from the mufti and group of fiqh professors were tape-recorded; the heads of the college 
and courts wrote their responses themselves; the head of the appeals court spoke his answers to a scribe; the 
deputy mufti stamped his written responses with the mufti's seal; and the final religious scholar faxed me 
his responses. 
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Layout of Dissertation 

The layout of the dissertation - after the historical background provided in 

Chapter 2 - parallels the steps that medical travelers undergo in their therapeutic 

journeys. In Chapter 3 (which describes the medical services existing in Yemen, and 

their constraints), I consider options available to patients and family members seeking 

medical care locally for traumas and illnesses. In Chapter 4,1 delineate the various 

"voices" within Yemeni society that urge medical travelers to go abroad for advanced 

medical capabilities. Chapter 5 discusses the logistics of medical travel. These logistics 

include gathering financial resources, selecting companions and treatment destinations, 

boarding airplanes, and locating medical facilities in foreign countries. Chapter 6 

explores the national, and physical, boundaries crossed in receiving and providing 

advanced medical care. In Chapter 7, which looks at the connectedness of medical 

travellers and family members back home, I suggest that households operate, in part, as a 

familial body. Unfortunately, as Chapter 8 discusses, sophisticated medical capabilities 

do not guarantee recoveries, and some patients do die abroad. Still, as medical travellers 

and others said, these journeys were often seen as worthwhile, since they reassured the 

family and others that everything possible was done for the patient, and the rest was up to 

Allah, or God. Chapter 9 discusses patients and their companions returning home, and 

prospects for the future. I conclude by arguing that today's technological medicine -

which should not be viewed simply as a consumer good - raises questions about the 

politics of responsibility and care on the global, national, state, society/community, 

household, and individual levels. 
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CHAPTER 2. AN ISOLATED - BUT MODERN - MEDICINE (1918-1962) 

Vignettes from Imamate Yemen; One Describing Travelling Technology, 
The Other Presenting a Grateful Patient 

In May 1952, an x-ray machine sailed from Germany to the Yemeni port of 
Hodaida. With its arrival, a Yemeni newspaper announced, the people of Hodaida and 
surrounding areas would no longer be burdened by the financial and physical hardship of 
seeking treatment abroad.^^ The credit for this, the newspaper stated, went to Imam 
Ahmad, the theocratic monarch who later travelled to Rome for his own medical care, 
and - just as the x-ray machine had done earlier - sailed to Hodaida on his return.^® 

The year 1952 was not the first time for x-ray machines to enter the country. In 
1936, at least, the governor of Dhimar went to Sanaa, the capital, to treat his wrist pain. 
After appearing before Imam Yahya (Lnam Ahmad's father), the Imamate newspaper 
reported, he had an x-ray, specifically a Roentgen x-ray. The righteous government, the 
article continued, had purchased it for the capital's hospital, having selected it from the 
latest and best brands and from the most thorough in caring for patients from among the 
people. With the x-ray, the newspaper said, the cause of the governor's pain became 
clear, and he was under treatment and care. May Allah grant the patient a recovery, 
concluded the article.^^ 

Throughout the 1950s, articles in the Imamate newspapers commended the 
country's hospitals for having the latest x-ray machines and newest kinds of medicines, 
all brought in at the highest prices. A 1953 article reiterated that rather than bearing the 
difficulties of going abroad for a cure, patients - staying among their family members 
and relatives - could now present themselves to highly skilled physicians within the 
country.^® With their equipment and specialists, a newspaper stated, Yemen's hospitals 
were becoming "like any modem hospital in any country of the world."^^ 

In 1954, a governmental financial officer published a letter of gratitude to Imam 
Ahmad in a Yemeni newspaper for rescuing him from the "claws of death."^° He had 
been suffering the pain of not one but three "dangerous diseases" of the time; 
hemorrhoids, a kidney stone, and diabetes. Any of these, he wrote, would be enough to 
kill even a healthy, strong-bodied individual. No hope of life remained for him. The 

saba' newspaper. May 25, 1952, Number 2. 
I am currently writing an article about Imam Ahmad's 1959 medical travel to Italy. 
"Arrival," al-iman newspaper, Jamadi al-Thani 1355 (August 1936), Number 120, Year 21, p. 4. 
"Speech of the Director of al-Nasri Hospital on the Third Day of the Victory Holiday," al-nasr 

newspaper, February 14,1953, Number 50, p. 5. 
See, for example, newspaper, December 17, 1959, Number 219. 
sabaYear 3, Number 1. 15 Ramadan 1373 [May 18, 1954], p. 4 
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Imam ordered the director of al-Ahmadi Hospital to do everything possible to save the 
patient. He stayed in the hospital for a month before exiting the diseases "like a sword 
jfrom its sheath." Health returned completely to his body, as though he had never been 
inflicted with disease or pain. 

The month-long stay gave the government official a chance to see, as he said, the 
dedication of the hospital staff, and the Imam, to all patients, rich, poor, big, and small. 
The appreciative patient praised the doctors for visiting patients day and night and 
distributing useful medicines when necessary. He applauded the attention that the 
hospital director bestowed on all incoming patients. The nurses, he observed, stayed 
awake continuously to provide comfort, and spared no effort to help patients, all without 
complaint or condescension. Foremost, of course, his gratitude was for the Imam, for 
extending the hospital's full capabilities and saving his life. The patient illustrated the 
extent of the care he received: When the patient needed medicine from an outside 
pharmacy, the hospital director requested it by phone. Not fifteen minutes later, the 
required medicine arrived in a special car in response to a noble order. The government 
official was surprised and embarrassed by this attention, until, as he said, he realized any 
patient would receive the same care. 

Introduction 

In the 1990s and into the 21®' century, Yemeni newspapers still reported on 

technology being brought in firom the outside to help keep patients inside. Local 

hospitals continued to rely on technology to achieve standards set by modem medicine. 

In June 1999, for example, the Minister of Health inaugurated a kidney lavage and 

endoscope in the capital's central hospital, as well as the hospital's fourth floor 

"fiimished to international scientific standards."^ ̂  The improvements in the hospital, 

stated an English-language newspaper, were "in hopes of matching the best hospitals in 

the middle east [sic]," and were to "encourage people to have themselves treated inside 

the country rather than traveling abroad."^^ Politically, socially, and economically, much 

Yemen Times, June 14-20,1999, Vol. 9. 
Yemen Times, June 14-20, 1999, Vol. 9. 



60 

had changed in the country since the Imam's time; some of the words, however, still 

sounded the same. 

In addition, in the 1990s, Yemeni newspapers carried articles about patients' 

medical care in the country. However, unless celebrating the accomplishments of the 

1962 revolution, few were commendatory. Instead, articles tended to criticize what 

writers saw as the country's insalubrious health services. Freedom of speech had entered 

Yemen as a republic. Many words were different now, as was the larger world to which 

Yemen belonged. New "dangerous" diseases threatened lives, and possible treatments 

often were available only outside the country. A global world, portrayed as vastly 

different from the Imam's, brought global opportunities, expectations, and challenges. 

As a contrast to the global medicine discussed in the rest of this study, this chapter 

explores scientific medicine in a so-called isolated Yemen. Former North Yemen from 

1918 to 1962 was depicted as cut off from the modem world under the strict isolationist 

policies of Imam Yahya (who ruled from 1918 until his assassination in 1948) and his 

son. Imam Ahmad (who ruled from 1948 until he died a natural death a few months 

before the 1962 revolution). The Yemeni opposition to the Imam referred - as did 

European and Arab sojourners in the country - to the lack of medical care for the citizens 

of Imamate Yemen as a way to illustrate the country's backwardness and the Imam's 

neglect of his country and people. Imamate newspapers, on the other hand, were full of 

details regarding foreign doctors brought in, patients treated, and hospitals well utilized. 

Westem medicine was used to support the Imam's rule: newspaper articles referred to 

biomedical objects and processes in order to demonstrate the extent of the Imam's care. 



This chapter examines ways in which medicine and modernity were linked in the so-

called isolated Yemen of the first half of the twentieth century, and argues that they 

helped both legitimate and contest the Imam's rule.^^ 

An "Isolated" Yemen 

In describing life before the 1962 revolution in former North Yemen, many 

writers have tended to focus on the country's isolation as an Imamate (1918-1962), a 

theocratic monarchy, rather than consider its varied contacts with the "outside world." 

For example, in a Middle East history text (Fisher and Ochsenwald 1990:585), the 

section on Yemen perpetuated the myth of an isolated country under the Imam, without 

recognizing its own contradictions. The section opened with "The Imamate of Yemen 

was one of the most remote and isolated spots in the world." The rest of the section, 

however, described border hostilities with Saudi Arabia, foreigners in the land, bi-

national treaties signed, Yemeni students receiving military training in Iraq and Egypt, 

and the country's admittance to the Arab League in 1945 and the United Nations in 

1947.^'' Interestingly, in the four pages devoted to the history of the country in the 20^^ 

century, Fisher and Ochsenwald include Imam Ahmad's medical travel to Italy in 1959 

and republican leader Sallal's medical treatment in Cairo in the 1960s. 

Yemen's rugged topography, with mountain peaks reaching 14,000 feet, led 

writers to liken it to two other remote countries, Afghanistan and Tibet.^^ The efforts of 

the Imam to preserve his country's independence and his own rule reinforced the image 

In this historical chapter, I focus on former North Yemen since its history, more than that of former 
South Yemen, has suffered from a myth of isolation. 
^ A member of the Yemen delegation to the United Nations, Adnan Tarcici, wrote a general introduction 
to Yemen at this time (Tarcici 1947). 

See Bishop (1989) for an analysis of historical representations of Tibet. 
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of Yemen as an isolated entity, one that colonialism did not "modemize."^^ The 

relatively few travellers and consultants who visited the country published descriptions of 

an exotic, backward land, perhaps to emphasize their own intrepidness. These texts 

became a key source for Western social scientists who failed to see the contradiction. 

The country also experienced an eight-year civil war following the 1962 revolution, 

which meant that Western research on Yemen has been a relatively recent endeavor. In 

addition, the current republican government has perpetuated the characterization of 

Imamate Yemen as cut off from the modem world in order to emphasize the many 

accomplishments of the revolution. 

Yemen's isolation was often conveyed through a metaphor, where the country 

was likened to a secured house. An American visitor to Yemen in 1953 wrote: "It would 

seem that Yemen opened one window, took a quick look at the modem world, and then 

closed the shutters" (Sanger 1954:279). Another American visitor in 1959 stated: "The 

old Imam Yahya and also the present Imam Ahmad, realizing that the forces of the new 

age would cause many changes in Yemen's accustomed way of life and would have 

serious repercussions, tried to keep the doors shut as tightly as possible" (Bethmann 

1960:71). In addition, an Egyptian consultant to the Ministry of Health following the 

1962 revolution described Yemen's seclusion as the Imamate government placing "a wall 

of darkness and isolation" around the people of Yemen, whereby "any connection with 

And so, said Messick (1993:9), "The clear and dramatic impacts of foreign rule in much of the 'Third 
World' - colonial architecture, colon populations, appropriations of land, foreign-owned enterprises, 
extensive missionary activity, impositions of Western law, colonial languages, and so forth - did not occur 
in highland Yemen." 
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the outside world came to a standstill" ('Ali 1971:12). Tightly closed shutters, doors, and 

encircling walls are not common metaphors used to describe countries in the world today. 

Closed up tightly against the outside world, Yemen was said to lack all signs of 

modernity. According to many writers, medical facilities were so few that they were seen 

as almost nonexistent. As with other modernizing elements, to these observers an 

insufficient presence was the same as none at all. For example, when a correspondent for 

the London Sunday Chronicle told a trader in 1937 that he would be travelling to Yemen, 

he received the following warning: 

On the door of the Yemen is written what Dante wrote on the door of Hell: 
.. Give up all hope!" The Yemen is the Tibet of the Near East. There 

are three million people living within her boundaries, but less than thirty 
of them have ever been outside. There is not a single inch of railway, no 
electric light, and there are only three doctors in the whole land. No great 
ships ever call at her ports; there are no hotels to shelter visitors. You 
can't smoke, and you can't drink once you set foot on Yemenite soil - and 
you can't look at the women. Don't expect comfort and kindness in this 
land of the Truest Believers (Farago 1938:14). 

One wonders from this description what actually did exist in the country and how 

significant the missing items were from the perspective of the local population. 

Two explanations have been given for the Imam's strict isolationist policies. One 

was to ensure that the rule of the Zeidis, the Islamic sect of the Imam, would not be upset 

(al-Rashid 1984:9,12,103). A second explanation is that the Imam wanted to maintain 

the country's independence and autonomy from foreign interests, especially regarding the 

use ofher natural resources (Farago 1938:155; Sanger 1954:245; Scott 1947:172). Imam 

Ahmad, it is said, once remarked after someone suggested the large amount of money 
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that the country could earn if they let Americans in to drill for oil: "Yes, but, then how 

much will it cost to remove them?" 

Sojoumers in Yemen over the years (by whom I mean Europeans, Americans, and 

Arabs who visited or worked in the Imamate) often stated that the Imam decided much of 

what took place in the country. Claudie Fayein, a well-known French doctor practicing 

in Yemen in the 1950s, remarked: "The Imam decides personally whether or not a 

school-teacher in a distant province needs ten extra inkwells for his class" (Fayein 

1957:48). A British journalist travelling to Yemen commented: 

Not an aircraft, a lorry, or a camel could move nor any man journey far 
without his consent. No-one might enter or depart the country without his 
fiat. Every legal appeal came to his office. Every Government purchase, 
from a roll of bandages to a shipload of Russian tanks, required his 
authority (Holden 1966:76). 

Regarding the Imam's control, the German traveller Hans Helfiitz, whom I discuss in 

detail, stated: "If a flea jumps in his country, he wants to know about it (Helfiitz 

1958:116)." 

As with most arenas of life, the Imam controlled many aspects of medical care as 

well. For example, a Lebanese advisor to the Yemeni government in the 1930s noted that 

the Imam's consent was needed before operations could be performed (Azid al-Din 

1990:87). A British entomologist visiting the country in the late 1940s recalled the Imam 

signing the death armouncement of a sick soldier in a hospital "with a formula tantamount 

to giving the already deceased warrior permission to die (Scott 1947:174-175)." A 

German doctor practicing in 1947 recounted: "The Imam insisted upon signing every 

prescription for a patient treated at the expense of the government and after a delay would 
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strike out the suggested injection and write; 'Tablets would be just as good' (Hoeck 

1962:80)." In the Imamate newspapers, such devoted attention demonstrated that the 

Imam cared for his citizens. 

Written and sealed permission from the Imam was needed for foreigners to enter, 

travel in, and depart from the country (Farago 1938:29). For example, the permit of the 

aforementioned British journalist read: "By the order of His Majesty the Commander of 

the Faithful, Seeker of God's Triumph, the Imam Ahmad bin Yayia [sic] bin Muhammad 

Hamid ud-din, this Englishman was invited to enter the Kingdom of Yemen" (Holden 

1966:69). Only a select few foreigners were said to be granted such invitations. 

However, individuals receiving permission did not always possess essential skills to 

better the country. At the end of 1937, for instance. Imam Yahya allowed an Italian 

linguist to make a second trip to gather information on various lexicons in the country 

(Rossi 1938) and two British entomologists to collect insects (Scott 1940). An 

observation of the Italian linguist could also be applied to the Imam: "Needless to say, 

people found this European mania of looking for and studying everything strange, as they 

found bizarre my habit of carefiilly taking note of every word (Rossi 1938:291)." 

However strange the Imam may have found the predilections and purposes of these 

researchers, he still allowed them to enter his country. 

To some travellers, the acquisition of knowledge was apparently more important 

than respecting sovereign borders. Gaining access to the "forbidden land" of Yemen 

particularly intrigued one German individual. After "knock[ing] on the door of the 

closed kingdom" in the 1930s to study the music of the country, Hans Helfritz (1958:16) 



- a composer, ethnomusicologist, and globetrotter - was permitted to visit the capital, 

Sanaa. However, the Imam denied his efforts to travel further inland. A year after his 

first trip, Helfritz tried again to "penetrate the forbidden land," only secretly this time. 

Helfritz entered from the "back door" (p. 76), by crossing over the northern desert. He 

was immediately arrested for traveling without the Imam's permission (and later 

released). 

In Helfritz's account, as with other sojourners, the local population was described 

on one hand as secluded from the outside world and, on the other, already familiar with 

Western medicine, its results, and its association with Europeans.^^ At one point, Helfritz 

informed readers: 

[People] naturally assume that every European is... a doctor and that 
refusal to give medical aid is prompted purely by malice. So the foreigner 
usually provides himself with innocuous medicines for his journey, which 
can at least do no harm. They are, in fact, often successful, because the 
patient believes absolutely in the efficacy of such nostrums (p. 53). 

Helfritz also suggested that people were selective in their acceptance of Western 

irmovations. While medicine may have been readily sought, other technological 

instruments were not. On at least one occasion (in the Hadhramaut in the former South 

before entering North Yemen), Helfntz took advantage of people's desire for Western 

medicine - and their ignorance of it - to help circumvent their "insuperable distrust" of 

another foreign object, "that box of tricks, my camera (p. 96)." Helfntz recounted: 

[A]n old Bedouin came rushing up as soon as he recognized me for a 
European and asked me for 'daua' (medicine), because his body was 

At least two European travellers in Hadhramuat in former South Yemen - Freya Stark (1936) and 
Daniel van der Meulen (1947) - also spoke of the people there having little contact with Western 
influences, yet being "firmly convinced that all travelling Westerners must be doctors." 
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hurting him. At first I looked down at the man from my camel and made 
him tell me what kinds of pains he had and where, while women and 
children pressed round and followed the course of the consultation with 
intense curiosity. What we call professional secrecy is unknown to them. 
Then I produced my Leica and held it in front of my eyes as if I had to 
examine the patient more closely through this instrument. After I had 
safely taken my snap, I explained that the nature of the malady was now 
quite clear to me and gave the old man the pills he wanted. Naturally I 
never prescribed anything but harmless drugs, but they generally helped 
because the patients believed firmly in their efficacy. But on this occasion 
both doctor and patient were content. In gratitude, they offered me a 
wooden beaker full of pure cold water, by far the finest and most valuable 
gift which can be offered in the desert (pp. 96-91)?^ 

Helfiritz reinforced the link between foreigners, medicine, and technology. 

According to Helfritz, however, the Imam himself "does not think much of 

European products. He does not believe in the efficacy of medicaments (p. 165)." 

Helfritz did not mention his source for this knowledge. The next sections of this chapter 

contradict Helfritz's statement, as they detail medical personnel and objects that both 

Imam Yahya and Imam Ahmad brought into the country, to benefit themselves and - as 

Imamate newspapers stated - their citizens. 

Deception was not altogether unique to Helfritz, or to "forbidden" Imamate Yemen. A Danish traveller 
to Hadhramaut, Jorgen Bisch (1962), described his physical, linguistic, and photographic access to people 
in Mukalla, Shibam, and Seiyun. He wore brown contact lenses to pass for an Arab instead of a blue-eyed 
foreigner. He had secret pockets sewn into his clothes for a Minox camera. "Finally, 1 set about increasing 
my Arab vocabulary to such a degree that I gave myself a sore throat and blistered my tongue. Which, for 
that matter, rendered my pronunciation more natural: there is something rather rasping about the Arab 
language anyway (pp. 129-131)." In addition to his disguised Minox, Bisch also concealed his larger 
Canon cameras in a basket of vegetables. He then photographed through a hole in the basket (p. 64). 
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Biomedicine Viewed from the Imamate Newspapers 

While both Imam Yahya and Imam Ahmad reportedly shunned other 

"modernizing" features of the "outside world," they did not prohibit Western biomedicine 

j&om entering the country. Indeed, modem medicine was used to support their rule. In 

this section, I discuss biomedicine as it appears in three Imamate newspapers: al-iman 

(the longest-running official newspaper, published in Sanaa, the capital, from 1926 to 

1957), al-nasr (an official newspaper pubHshed from 1950 to 1962 in the city of Taiz, 

Imam Ahmad's second capital), and saba' newspaper (a private newspaper published in 

•JA 

Taiz from 1952 to 1962). Here, I am interested in what was written in the newspapers 

rather than in the actual readership. What we find is that biomedical objects and 

processes were used as signs of efficaciousness (meaning that Westem medicine often 

did, indeed, cure the body), of care (meaning that, despite criticism to the contrary, the 

Imam reportedly did care about his citizens and their well-being), and of modernity 

(meaning that Yemen, or at least part of it, was, indeed, becoming modem). 

In part, the Imamate newspapers were addressing demands made by the 

opposition (based in Aden and, later, Cairo) to eradicate poverty, ignorance, and disease. 

Iti the 1940s, according to Obermeyer (1981) in his study of al-iman newspaper, when 

the oppositional Free Yemeni Movement emerged (and estabhshed a newspaper in Aden 

in 1946), the newspaper was placed on the defensive. During the 1940s, Obermeyer 

observed, the newspaper seemed to be genuinely struggling with the meaning of social 

change, and searching for ways to negotiate development and the Imamate. Many 

See Mutawvvakil (1983) for a history of these and contemporary Yemeni newspapers. 
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articles, he noted, focused on the technological superiority - but moral inferiority - of the 

West, and most notably of England (which occupied the land just south of the Imamate). 

Foreign sojourners in Yemen helped substantiate the opposition's criticism that 

the country lacked appropriate medical care, and that what was available primarily served 

the Royal family. Discussion of a 1946 visit to Yemen by the first female French doctor 

to enter the country to treat members of the Royal family illustrates how medical details 

can become rhetoric. After her month-long visit. Dr. Suzanne Serin presented her 

observations on Yemen's health situation to the French Academy of Medicine. Saut al-

yaman, the Yemeni opposition's newspaper published in Aden (then a British colony) 

carried an article from the Muslim Brotherhood newspaper out of Cairo emphasizing 

Serin's negative observations.''® 

According to the Academy of Medicine's Bulletin (Bemard 1946), Serin began 

her talk by saying: 

Yemen is still practically imknown. No country has any diplomatic 
representation. The Imam, who is the absolute sovereign, prohibits entry 
to all foreigners, as well as transit, airplanes, books, newspapers, and radio 
transmissions. 

Serin noted that while the four Italian doctors employed (rather than prohibited, as she 

initially suggested of foreigners) by the Yemeni government devoted most of their time 

to the health of the princes and their families, they also practiced a bit in the cities and 

countryside, travelling about on mules. The Bulletin went on to say that Serin noted that 

the sundry medicines available in Sanaa, Taiz, and Hodaida were reserved for the princes 

and their families. She also commented that while a few Arab and Hindu sorcerers and 

Mt/faZ-yaman. Number 10, Year 1. 16 Safar 1366, January 9,1947, p. 3. 
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healers did exist in the country, the Yemenis seemed to accord them no faith or 

significance. Saut al-yaman (the opposition newspaper), in turn, reported that since the 

doctors and pharmacy served only the Royal family, the population of four million was 

left as prey for superstitious healers. While Serin said they did not seem to grant these 

healers any significance, the opposition newspaper reported her as saying the population 

was left as prey for superstitious healers. 

Serin concluded by noting that Yemen's leaders were not hostile in principle to all 

progress coming from the West. They hoped for the arrival of French medical doctors, 

and particularly of women doctors. Together, Serin and these leaders laid the framework 

for a contract for active young doctors to go to Yemen, which would help spread France's 

influence in a country very much extending their interest and fiiendship. Saut al-yaman 

concluded, in turn, that Serin was trying to arrange a contract that would allow a French 

medical mission to visit Yemen in order to "bestow upon the populace of the country the 

goodness of civilization." Here, we see medicine as equated with civilization. 

The Imamate newspapers contained a different picture of Yemen's health 

situation. Within the first issues of al-iman [The Faith] in 1926, the hnam's official 

newspaper, we leam that biomedicine was present in the country. Obituaries, for 

example, announced that the deaths had occurred after months or years of suffering from 

diseases that doctors could not treat, implying that there were doctors and that people 

beyond the palace did seek treatment, although these treatments did not always succeed. 

In addition, in March 1927, for instance, the fifth issue of the newspaper announced that 
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an Italian surgeon had replaced a departing Italian doctor at Sanaa's hospital.'*' Italian 

medical missions had begun practicing in the country following a 1926 Treaty of 

Friendship and Commerce between Yemen and Italy 

If Imam Yahya was to be distrustful of outsiders, he certainly, to some, should 

have been suspicious of these Italian doctors. Several European and American writers 

accused the Italians of sending medical missions to North Yemen in order to expand their 

influence in the Red Sea region following their occupation of Eritrea and Ethiopia 

(Bethmann 1960; Farago 1938; al-Rashid 1984; Scott 1947). Italy, they said, was using 

political agents posing as doctors to collect information and to influence the local 

population.''^ For example, when Ladislas Farago (1938:12), a Hungarian "roving 

foreign correspondent" for the London Sunday Chronicle, visited the Imamate in 1937, 

he noticed that an Italian doctor avoided medical conversation when they met. Farago 

went on to say that if he had "asked him to produce a diploma, he would have evaded the 

question. As a matter of fact, he had none, but the Yemenis did not know the difference" 

(Farago 1938:159). Here, Farago not only portrayed the Italians as impostors, but 

Yemenis as ignorant of the need for medical certification. 

Words of suspicion towards the Italians, or other foreigners, did not appear in 

Imamate newspapers; rather, there were largely only expressions of gratitude and 

al-iman. Year 1, no. 5, Ramadan 1345 [March 1927], p. 4. 
The treaty was concluded when the Italian governor of Eritrea (on the other side of the Red Sea), Jacopo 

Gasparani visited Imamate Yemen. Rava (1927) describes his visit to Yemen with Gasparini. The text 
contains many photographs, including the motorcar and airplane that Gasparini presented to Imam Yahya 
as gifts from Mussolini. These gifts were also mentioned in The Times, September 6,1926, p. 1 If 

In his dissertation, Leonardo Rossi (1995/96) explored the Italian medical missions in Sanaa from 1934 
to 1944 as an instrument of Italian politics. Girolami (1952) contains the observations of an Italian doctor's 
visit to Yemen beginning in April 1952. 



72 

goodwill towards them. For example, in a 1936 issue of al-iman, the clerk of an 

orphanage school thanked a Russian doctor for the attention that she gave to his wife 

during her difficult delivery. In the same issue, an employee of the Ministry of Education 

thanked an Italian physician for the care that he extended to his brother following an 

attack by criminals.^ In February 1937, al-iman announced that "our resplendent 

government" had brought two British doctors in from Aden, "out of the need and desire 

for an increase in doctors in the Imamate's hospital" in Sanaa. These were the British 

doctor Patrick W. R. Petrie, an eye specialist, and his wife, "a doctor skilled in the art of 

deliveries and women's diseases." The newspaper referred to Petrie's good precedent as 

boding well for his future work: "Previously, praises for his medical skill, his care 

towards patients, and his way of welcoming them with gentleness and compassion were 

often heard pleasantly by the ear."^^ These desirable characteristics of the doctor 

resonate with the desires of many patients in the world today. 

The criticism of sojourners and the opposition that the royal family monopolized 

the few medical resources in the country was, of course, vmcorroborated by the Imamate 

newspapers. Medical treatment that the male members of the palace received (the female 

members were largely not discussed) was celebrated simply for restoring the once-ailing 

Imam or prince. For instance, a 1937 article reported that Prince Ahmad's health had 

al-iman. Number 116, Year 10, Safar 1355,1936, p. 4. 
al-iman newspaper, Number 126, Year 11, Dhu al-Hijjah 1355 [Febmary 1937], p. 3. Dr. Patrick W. R. 

Petrie wrote several articles about his time in Yemen, boA as Petrie (1932; 1939; 1949) and as William 
Robertson (1942; 1943a; 1943b; 1945). Regarding additional accounts by British medical personnel in 
Yemen, Eleanor Petrie's college friend, Sidney Elisabeth Croskery (1983), wrote about filling in for her 
during her home leave from February 1939 to April 1942. Dr. Bernard C. Walker wrote about filling in for 
P. W. R. Petrie (Anonymous 1941). Interestingly, a 1940 report concerning the visit to Yemen of a 
member of the British Council mentions the requests of the Imam to "replace Croskery, because she had 
lost the confidence of the people through several unsuccessful Caesarean operations, and Walker, because 
he was too young and inexperienced" (Ingrams and Ingrams 1993). 



deviated, whereupon the prince "withdrew into his auspicious house and deprived people 

from seeing his blessed appearance due to the attack of a headache." When he finally 

recovered, "the public rejoiced and the sadness that their hearts had suffered and the 

clouds that had covered them disappeared."^^ As another example from when Crown 

Prince Ahmad had become the Imam, a 1949 article reported that an Italian doctor, 

arriving by request from Asmara, had performed a surgical operation on the throat of His 

Royal Highness for the royal tonsils.'*^ In 1959, Imam Ahmad sought medical care in 

Italy. 

The Imamate newspapers recorded medical care that individuals beyond the 

palace received, either in reports on hospital statistics or articles from gratefril patients. 

For example, a 1938 article reported: 

The number of inpatients at the capital's hospital in the month of April 
was 199. The number of outpatients, after receiving a cure, was 166. Of 
these, four people had a hernia operation and four had a hemorrhoid 
operation. Many other operations were performed as well. All were 
cured. The number of deaths was only six people."^^ 

As we saw in the second vignette that opened this chapter, hemorrhoid and hemia 

treatments were almost always specified as significant in Imamate newspapers. Other 

medical cases commonly listed included kidney and bladder stones, dropsy, constipation, 

and appendicitis. 

Articles in the Imamate newspapers mentioned patients travelling to Cairo and 

Rome for medical care. In addition, the international medical travel of the royal family 

^ al-iman. Number 125, Year 11, Dhu al-Qa"da, January 1937, p. 2. 
al-iman. Numbers 221/222, Year 23,30 Jamadi al-aula 1368, March 30,1949, p. 8. 
al-iman. Number 142. Year 12. Rabi'a al-thani 1357, May 1938, p. 4. 
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and other officials was a source of criticism in opposition newspapers. For instance, in 

May 1947, saut cd-ycanon stated that; "Every year, tens of thousands do not find food, 

medicine, or shelter because the Islamic rule (as the country claims to be) forces itself not 

to make medicine available for disease or health facilities as long as the gentlemen who 

rule can travel by plane to internationally known doctors in a few hours. In the 1950s, 

Imam Ahmad undertook efforts to alleviate the need to seek medical care outside the 

country (but travelled abroad himself). 

Medicine in Imamate Yemen in the 1950s 

During Imam Ahmad's reign (which began in 1948), two additional newspapers 

were established. Similar to al-iman, the newspapers al-nasr [Victory] and saba' [Sheba, 

an ancient name for Yemen] also carried evidence that Western medicine existed inside 

the country, and was available to individuals beyond the Royal Palace. For example, 

advertisements for pharmacies and medicines indicated that the Imam did not prohibit 

biomedicine from entering the country. The first issue of saba' newspaper, in May 1952, 

contained, among others, the follovdng advertisement for both Cremaffin, made by the 

British company Boots, and for al-Ahliyya Pharmacy in Taiz (see Figure 2.1); 

al-iman. Number 142. Year 12. Rabi'a al-thani 1357, May 1938, p. 4. 
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"If you do not feel the pleasure of 
life, there is a reason, especially if 
you are advanced in age: 
constipation combined with acidity 
and digestive disorders. For this 
condition, Cremaffin offers you 
three treatments in one ..." 

-f jj^=»> ^ 

Figure 2.1. Advertisement for Cremaffin by Boots in saba' Newspaper, 1952 

Another advertisement in a later issue, for Boots' Epitone and for al-Sharq 

Pharmacy in Aden, was addressed to women, represented here by a European woman 

"springing" along with her groceries and handbag (see Figure 2.2): 
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EPITONE 

" . . .  T h e  m e d i c i n e  t h a t  m a k e s  
you forever like 'spring' -
active and strong." 

Figure 2.2. Advertisement for Epitone by Boots, 1956 

My favorite use of Europeans in advertisements were ones that came out later for 

detergents (the detergent Surf, especially). They showed men, women, and children 

saying that they had thought their own shirts were white until they saw the shirts of their 

friends (that had been washed with Surf). The two men, for example, sported tennis garb 

and racquets. 
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Additional advertisements included one for Deschiens syrup (with a picture of the 

bottle), which was available at a Hodeida pharmacy. The advertisement stated that the 

French medicine was used in Paris hospitals for many diseases, including anaemia. What 

was good for Paris was good for Yemen, the advertisement seemed to communicate to 

readers. As another example, the Arab Union Pharmacy in the town of Jibla stated that it 

"was supplied with various medicines from all international medical companies in Egypt, 

Syria, Germany, Italy and England." 

Pharmacies carried additional imported goods as well. Here, a 1956 

advertisement for El-Rifq Pharmacy in Taiz advertised its modem medical treatments, 

humanitarian service, and various canned goods^° (see Figure 2.3): 

,jA ^ ^ ijXi canned fruits, canned meats, fish, and 

"Ask for all your modem medical 

iaD*EH My ze: 
C'tKai). p:v6S>i^r:; * ctNcmi mutto 

treatment needs from this pharmacy 
that established itself for 
humanitarian service. This pharmacy 
is prepared to serve the whole Taiz 
population with all their requests of 

wjii ijj_a3i vegetables..." 

• kiLJij pjxUi liUjfj ^ <_JJ1 Jj 

Figure 2.3. Advertisement for El-Rifq Pharmacy in Taiz, 1956 

saba' newspaper. Number 119, Safar 21, 1376/September 27, 1956, p. 5. 
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A Russian doctor practicing in Sanaa just before the 1962 revolution noted that 

pharmacists were mainly businessmen. In addition to medicines, he said, pharmacies 

also sold furniture, cameras, radios, and electrical products (Galkin 1962). 

al-Ahmadi Hospital: Like Any Modem Medical Facility in the World 

As pharmaceutical ads spoke (both in words and images) of modem medicine and 

external connections, so did articles about the Imam's accomplishments in the field of 

health. As we shall see, this was particularly strong in descriptions about a marvellous 

hospital that Imam Ahmad built in Taiz in 1952. Al-Ahmadi hospital offered a rich site 

for demonstrating the modernizing of the country and the Imam's care for his people, 

during a time when, as the title of a 1952 National Geographic article indicated, Yemen -

long shuttered up tight - was beginning to "open the door to progress" (Hoogstraal 1952). 

Articles appearing in the Imamate newspapers in the 1950s spoke of (among other 

accomplishments): electricity lighting the houses, streets, and markets; water running 

through pipes into homes; paved roads easing transportation; and a salt factory exporting 

its production. Almost more than anything else, however, the new hospital helped 

demonstrate that Yemen was not the isolated country that others saw it as. It was neither 

isolated geographically (since outside objects, people, and processes did enter), nor 

temporally (since it could be said, in part, to resemble any other modem country, not the 

land firom the Middle Ages that people claimed it to be). 

A poem, which appeared in a 1953 issue of al-nasr newspaper, highlights the use 

of Western biomedicine to support the Imam (see Figure 2.4).^' The objective of the 

al-nasr. Number 69,25 Rabi'a al-awwal 1373/December 1, 1953, p. 6. 
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poem was to praise the country's leader (a panegyric, or madih, poem). One stanza in 

particular draws from another kind of poetry as well - 'almiyya, or scientific, poetry - in 

that it describes the wonders of specific aspects of the new hospital that the Imam 

provided for his citizens: 

J_J^1 cljJl 

( _ j p L j -  ^  J  ^ o J L u j  

<>— l_. 1 

Jj s>CJ ^ jljU» 

J— JJ  ̂JUl>-l life 

And what an x-ray that shows what is hidden under the veil of the disease in an obvious way 
Alterwaids, cleaning of the wound and the scalpel and then applying medicines that remove the agony 
And its tools for cutting and holding and then suture needles with thread spun of silk 
And what smooth color cotton with ointment on top whose usefulness has not changed 
And within all of this, there is a repeated welcoming and checking with complementing kindness 

Figure 2.4. Stanza from a 1953 Poem in al-nasr Praising the Imam's New Hospital 
[Translated by Fadel Jabr] 

The effectiveness and impressiveness of the x-ray that could reveal hidden causes of 

diseases, the steriUzing cleansing of the wound and scalpel, the suture needles with thread 

spun of silk, the anointed pure-colored cotton that had remained ever useful, and the kind 

caring that surrounded hospital encounters paralleled, according to the writer, the 

effectiveness and impressiveness of the Imam. The magnificence of the hospital - with 

everything from its suture thread and cotton to its x-rays and life-saving surgeries -

reflected the magnificence of the Imam. 

Admirers writing in Imamate newspapers noted how developments within 

Imamate Yemen helped raise it to the level of other countries. For instance, in 1952, one 



Yemeni visitor to Taiz from Sanaa remarked on the electricity and the lights he could see 

at night, saying: In entering Taiz, I felt "as though I had entered a European city."^^ 

Another writer returning in 1953 to Taiz after spending four years in Sanaa remarked that 

the new hospital resembled "the greatest hospitals in the southern Arabian Peninsula" 

(i.e. Aden, a British colony).^^ The hospital was also said to resemble a European 

hospital."'' One writer said in 1954, it was "like the newest hospitals in Cairo and 

Alexandria, even Canada and New York."^^ 

Standards were not the only thing coming from abroad; the hospital also relied on 

specialists from outside countries. Articles, as in one from 1953, remarked favorably on 

hospital doctors coming from Syria, Lebanon, Italy, and France.^® The equipment (all in 

the latest models) was also said to come from the outside.^^ With these specialists and 

equipment brought in from abroad, articles reported, patients could stay inside the 

country instead of having to go elsewhere for treatment.^^ 

The foreign physicians at the hospital were able to perform several amazing 

surgeries. In one of the most remarkable (performed in July 1953), a human eye was 

replaced with the eye of a monkey.^' "If you can imagine how medicine in Yemen has 

become," a 1954 newspaper article exclaimed, "the wonder of brilliant wonders as 

sufficient proof is the returning of sight to the blind. A surgical operation exchanged a 

" saba', Rabi'a 15, 1372 [December 2, 1952]. 
sabaYear 2, Number 2, Begimiing of Ramadan [May 15, 1953], 
al-nasr. Numbers 65/66, October 13,1953 and Number 89, October 6,1954. 
al-nasr. Numbers 84/85, July 29, 1954. 
aZ-Kflsr, Number 49, January 31, 1953. 

" ', Number 11,15 Rabi'a 1372 [December 2,1952]. 
al-nasr. Number 54, April 19,1953; saba', Year 2, Number 10, 14 Safar 1374 [October 12, 1954], 
sabaNumber 7, 20 al-Q'ada 1373 [July 21 1953], 
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blind man's eye with the eye of a monkey, and the human can see!"®° Interestingly, the 

French ophthahnologist who performed these transplantations later wrote in the French 

medical press that one of the patients returned two years later to have the eye removed. 

The man, the doctor explained, had been forbidden from entering the mosque with his 

impure monkey eye. The ophthalmologist remarked that the patient preferred to be 

completely blind, and able to perform his prayers in peace, than to see with the eye of a 

monkey.^' 

As articles reported, the fully equipped, stocked, and filled hospital had cost the 

caring Imam millions of riyals.^^ While he himself spent much money on the health of 

his people, the Imam reportedly did not expect his citizens to do the same. Numerous 

articles described how poor patients were treated for free.^^ The poor would appeal to the 

Imam who then ordered free medical care.®^ Such requests, along with other requests for 

assistance, could be made directly to the Imam during his public audiences each 

afternoon. 

Several sojourners described the Imam's audiences.^^ The petitioners of the 

poorest class, unable to read and write, employed scribes to compose their requests for 

sabaYear 2, Number 19,3 Jamad al-thani 1373 [February 6, 1954]. 
S. Golovine (1954, 1955,1957). 
al-nasr. Numbers 65/66, October 13,1953. 

" e.g., al-nasr. Number 52, March 12,1953; Numbers 84/85, July 29, 1954; Number 89, October 6,1954. 
Imamate newspapers also carried individual articles from grateful patients who were treated for free. 
" a/-nasr. Numbers 84/85, July 29, 1954. 

Regarding the audiences of Imam Yahya, Ameen Rihani, a Syrian-American Christian visiting in 1922, 
recounted that "a crowd of people of every rank and class, in turbans and shawls of all colors as well as in 
rags came to the audiences, waiting to be heard" (Rihani 1930:104). The German who snuck into Yemen, 
Hans Helfritz, recounted that the sick were often brought to Imam Yahya because of his miraculous 
reputation as a doctor: "Many are the stories of astonishing cures effected by the amulet which he lays on 
the sick person's chest (Helfritz 1958:118)." Rihani as well described the Imam's method of treatment. 
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them and then had them read the Imam's response (Hoeck 1962:57).®® Requests would 

often begin in the middle of the page in order to leave space above for the Imam's reply 

rather than have his majestic handwriting appear beneath that of his subjects (Fayein 

1957:42). A sample petition is shown in Figiire 2.5. In the petition, a woman, calling 

herself via a scribe "miserably poor," was (many signatures later) admitted into the 

hospital to be treated for free. Imam Ahmad's seal and instruction to admit her into the 

hospital appear in the uppermost left side. The French doctor Claudie Fayein also signed 

the petition (on the top right side under the Imam's signature), instructing the patient to 

be sent to the hospital. (An English translation of the petition and an analysis are given in 

Appendix I).®' 

common in the Muslim Middle East: He wrote a Qur'anic verse on a piece of paper, placing it in a cup of 
water, praying over it, and giving the Qur'anic potion to the patient to drink (Pihani 1930:133). 

Requests and messages were often written on scraps of paper due to the high cost of paper (Hoeck 
1962:57). Indeed, Imam Yahya was said to have benefited from the Turks' archives: "Books, coupons, 
petitions, documents of every sort," Rihani stated, "were all cut into scraps to be used in every department 
of the Government." Rihani, for example, received a telegram written on the back of a state tax coupon 
(Rihani 1930:224). 

As an interesting example of a text about a text, the director of the health information office from where 
I obtained copies of the Imamate petitions raised the possibility that the documents were fabrications. He 
suggested that they might actually have been written after the revolution to perpetuate a myth that 
conditions were oppressive under the Imam. 
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Figure 2.5. 1952 Petition to Imam Ahmad to be Admitted 
into the Hospital and Treated for Free 
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Patients at the hospital were reportedly all treated equally. On a surprise visit, the 

Imam not only greeted all of the patients personally and asked about their conditions and 

care, he also told the hospital director to "treat everyone the same, even members of the 

Royal family, and not to treat anyone before others."®® An earlier article reported how a 

visitor to the hospital was surprised to see a coin fastened onto the hospital entrance. A 

patient had tried to use the riyal in order to be seen by a specialist. After the patient's 

consultation, the hospital director affixed the riyal to the door of the hospital, telling him: 

"If you or anyone else tries to use bakhshish again, I will affix him to the door. Tell this 

news to everyone you know. The time of bakhshish is over."^^ Apparently, though, the 

time of bakhshish and preferential treatment continued a while longer, or returned shortly 

thereafter. In 1956, saba' newspaper discussed various changes occurring in the hospital 

under its new director. One of the changes was that bakhshish was gradually 

disappearing.^® 

saba'. Number 11, 1 Safar 1373 [October9, 1953]. 
sabaYear 2, Number 6,5 al-Q'ada 1373 [July 17, 1953]. 

™ saba', Number 115, August 2,1956. 
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Messages and Expectations for Medicine 

In the written texts of sojourners to Yemen, the Yemeni opposition, and Imamate 

supporters, elements of medicine were used to convey messages about the country and 

government. In order to receive the messages, readers needed to share understandings of 

what was desirable and appropriate in scientific medicine. Without these shared 

understandings, readers might fail to grasp - regarding the Imamate newspapers - that 

pharmacy shelves full of the latest medicines were synonymous with a righteous ruler, 

and that separate hospital wards devoted to specific ailments being treated by dedicated 

foreign speciahsts translated into a legitimate leader. Regarding the opposition's 

criticisms of the inadequacies of the Imam's rule, readers needed to know that a military 

hospital pharmacy should not sell its medicines to patients^ \ doctors should not have lice 

crawling on their neck^^; and one doctor was not enough for a population of one 

million.^^ 

At times, the Imamate newspapers seemed to provide lessons about standards for 

biomedicine. For instance, several articles entitled "harmful si^ts" listed, alongside 

non-medical items, "the doctor who cleans a needle with his clothes instead of with 

cotton,"'^' and "the man who visits patients with ragged shoes that harm them."^^ The 

newspapers encouraged the local population to strive for and demand antiseptic 

conditions and other healthy measures. In addition, a 1956 article described what ensued 

when an untrained individual "tried to do a good deed" by giving someone an injection, 

" saut al-yaman. Year 1, Number 6, December 12,1946, p. 2. 
saut al-yaman. Year 1, Number 31, June 5, 1947, p. 3. 
saut al-yaman. Year 1, Number 38, July 24, 1947, p. 2. 
al-nasr. Number 45, November 1952, p. 5. 
sabaNumber 17,29 Rabi'a al-thani 1373 [January 4, 1954], p. 6. 



while "not know[ing] the consequences of such an act." Unfortunately, this individual 

gave the injection in a blood vessel rather than in a muscle. The patient was now 

paralyzed, "under the care of fate," and on his way to Italy for treatment. As a result of 

this episode, authorities forbade anyone without a medical certificate fi"om giving 

injections. The newspaper then urged readers to inform authorities about anything 

occurring that "harms the health more than benefits it."'^ The population needed to learn 

that medical instruments and practices required specialized knowledge. 

Questioning "Isolated" Medicine 

While former North Yemen in the first half of the twentieth century was 

characterized as cut off firom the modem world, scientific medicine did, indeed, exist in 

the country. People in remote areas had learned of its efficacy, desirability, and 

association with Europeans. Both Imam Yahya and Imam Ahmad brought in foreign 

physicians to treat members of the royal family and, reportedly, the citizens of the 

country. Moreover, modem medicine, notably during Imam Ahmad's reign (and 

especially related to what was hailed as a marvelous new hospital in Taiz), helped 

demonstrate the ruler's dedication to his people and to the progress of the country. The 

expatriate specialists and imported equipment, Imamate newspapers stated, raised the 

hospital (and, by implication, the country itself) to the level of any modem medical 

facility in any advanced country. 

Although present in Imamate Yemen, biomedicine in many ways remained 

external to the country. Medicines, equipment, personnel, and standards all emanated 

saba', number 113, June 28,1956. 
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from the outside, never completely becoming "Yemeni." While Imam Ahmad did send 

delegations of Yemeni students to Egypt in the 1950s to leam medicine (and other 

technical skills), and established a school in Sanaa to train health workers, medicine was 

most often commended as something "brought in" rather than produced locally by 

Yemenis/' Moreover, practitioners of indigenous treatments (e.g., bloodletting, cupping, 

cauterization, and bone-setting) were rarely mentioned in the Imamate newspapers.'^ As 

I discuss in Chapter 3, in unified Yemen in the 1990s, health administrators and 

personnel faced the challenge of convincing their compatriots that local biomedical 

practitioners and facilities could, indeed, provide beneficial care. Further research is 

needed to determine the extent to which Yemenis' distrust of their own medical system 

has roots, in part, in the ways that medicine was admired as something foreign - and 

brought into - Imamate Yemen.'^ 

A listing of students sent to Egypt to study appeared in al-nasr (Number 56, May 14,1953) and saba' 
(Number 20, February 20,1954). The Imam's sending the students abroad for training was mentioned 
among his major accomplishments in al-nasr (Number 72, January 20, 1954). Mention was also made of 
students studying medicine in America {al-nasr. Number 129, July 5, 1956). In addition, an agreement was 
concluded in 1958 between Yemen and the Soviet Union to send Soviet medical missions to Yemen and 
Yemeni students to the Soviet Union for training [al-nasr, Nxmiber 188, November 6, 1958 and Nimiber 
221, January 14,1960). Students being trained in health at Sanaa's hospital is reported upon in al-nasr 
(Number 117, January 3, 1956; Nimiber 118, January 18,1956; Number 172, February 28,1958). A tea 
party for the first graduating class of the health school is described in al-nasr (Number 198, March 5, 
1959). A Yemeni doctor, who studied medicine with one of the Italian doctors for 16 years, was spoken of 
respectfiilly in saba' newspaper (Number 4, 5 Shawwal 1373 [June 17, 1953], Number 8, 5 al-Muharram 
1373 [September 14,1953]; and Number 19,10 Rajab 1374 [March 4, 1955]). al-nasr (Number 167, 
January 4, 1958) reported on the first female Yemeni doctor, who had been trained in Egypt. 

While traditional healers were rarely mentioned in the Imamate newspapers, the therapeutic baths 
existing in the country were. These were frequented by the royal family, especially for the Imam's 
rheumatism. See, for example, a description of one of the springs in al-nasr, (Number 132, August 23, 
1956). 
" There is one instance in the Imamate newspapers where a foreign doctor was criticized {saba', Number 
113, June 28, 1956). The doctor allegedly asked to be driven in a car to see a patient, rather than ride either 
the horse or the mule that the Yemeni government had provided for him. The author of the article stated: 
"What he did was a lesson, and gives you confidence in your work to become a doctor and have the 
government be satisfied with you instead of with these foreigners who use the high salaries that were meant 
to serve the people, when they actually do the opposite of that." However, the Yemeni director of the 
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Implications for Global Medicine 

The development of medical services in foraier North and South Yemen in the 

twentieth century deserves its own study. Here, I want to highlight two points, with 

implications for the study of global medicine: 1) Imamate Yemen was far more 

connected with the outside world than has often been depicted. This chapter's 

exploration of biomedicine in a so-called isolated Yemen encourages us to look critically 

at characterizations of isolation/globalization. 2) Biomedicine carries with it many 

associations, meanings, and expectations. When creating health policies at any level -

the local, national, regional, and for the whole world - we need to take these meanings 

and associations into account. I will elaborate on these two points below. 

An Interconnected Yemen 

The extent to which countries have been considered isolated/interconnected can 

differ according to what viewers choose to focus on, as Eric Wolfs (1982) influential 

RO 
work so ably illustrated. The Yemeni opposition and ArabAVestem sojourners 

discussed in this chapter emphasized ways in which they saw Imamate Yemen as cut off 

from the modem world. The Imamate newspapers, by contrast, described interactions 

Sanaa pharmacy responded in another issue (Number 116, August 17, 1956) that this surgeon had actually 
never failed to fulfill any day of his duties, worked tirelessly in the hospital according to the prevailing 
laws, and was unlikely to refiise to treat any patient in his clinic outside the hospital. 

Two anthropologists publishing in 1979 drew on material within their original ethnographies to counter 
the myth of Yemen being "the Tibet of the Arabian peninsula." Jon Swanson (1979) noted that Yemenis 
had been emigrating to other countries as early as 1839, when tribesnian found work as stevedores and 
sailors in the new British colony of Aden. Both Aden and the French port of Djibouti then became 
"jumping off places" for Yemeni emigrants, who eventually established colonies throughout the British and 
French empires, as well as in the United States. In addition, Tomas Gerholm (1979) underscored the 
movements of people that had occurred for decades in the Yemeni town where he did his fieldwork. In the 
time of Ottoman rule, Gerholm noted, several promising young men from Isma'ili villages were sent to 
Surat (India) to continue their education. Members of the Isma'ili community later migrated to Ethiopia. 
The other Muslims in the town later imitated these overseas commercial ventures. 
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with other nations, and suggested that innovations and goods from abroad did exist in the 

country. Treaties were signed with Italy, France, and Russia, whereby medical cadres 

from these countries began practicing in Yemen's hospitals. Treaties were also signed in 

1931 with Iraq, and with Egypt over a decade later. In addition, Yemen had constantly to 

contend with Britain - and British ways - on its southern border. 

For the sake of the present argument, the absence of medical services in Imamate 

Yemen is less important than their presence. While biomedicine may not have reached 

the far-flung general population of the country, it certainly existed rhetorically, at least 

within the newspapers. In the various issues of the three newspapers over the years, we 

see statistics detailing hospital activity, descriptions of patients who recovered with 

medical care (and obituaries of those whom medicine could not save), news of foreign 

doctors arriving to and departing from the country, and advertisements promoting 

pharmacies and medications (among those for canned foods, radios, and detergents). 

Intertwined with medicine is the constant presence of the Imam, the ultimate caregiver 

(after Allah). We have him to thank for whatever exists, is the implied message. 

Writing in The Cambridge Illustrated History of Medicine, Geoff Watts 

(1996:372) notes the ubiquity of scientific medicine, calling it (like the rest of science 

and technology) "the most international of all our practical and cultural achievements." 

This commonality - and the variances within it - merits investigation in a variety of 

contexts. Examining the medical objects and processes existing in Imamate Yemen helps 

uncover links that a country that has been characterized as isolated had with the 
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"modem" world, and provides background for our exploration of medicine in a global 

world. 

Biomedicine as a Gauge of Progress 

As this chapter has illustrated, scientific medicine has served as a gauge of a 

country's progress and a leader's performance. When deciding health policies on a 

regional or worldwide scale - as with the World Bank's (1993) health policy 

recommendations for developing countries - we need to be aware that the medical 

capabilities of countries can contribute to their image, both the image that countries have 

of themselves, as well as that held by outside observers. Many countries would likely 

desire technology that is "advanced" and "sophisticated," rather than be relegated simply 

to technology deemed "appropriate" for their "lesser developed" status. In addition, 

many people in the world might prefer that health care be considered a human need, 

provided for by the state, rather than a good for purchase in the marketplace. 

The following characterization of hnamate Yemen by Ameen Rihani, a Syrian-

American Christian who visited Yemen in the 1920s, illustrates the linking of medicine 

(and other irmovations) with historical time and the country's place in the world: 

[T]he people of Al-Yaman today are where their ancestors were a 
thousand years ago... Indeed, the Egyptian, the Syrian, even the Iraqi, 
travelling in Al-Yaman, will find himself carried back all of a sudden to 
the third century of the Hijrah. Not a school, not a newspaper, not a 
printing press, not a doctor, not a hospital anywhere in the country... I 
hope that the Imam will do something to help them out of that distant past 
... Arabia, free and independent, yes. But we want to see schools and 
printing presses and hospitals in the country. And sanitation in the cities, 
and cleanliness in the home (Rihani 1930:70,137, 142). 



Progress was needed, Rihani suggested, to renaedy the technological barrenness of the 

land, and help bring the country up to a (1920s) present-day level, recognizable to an 

Egyptian, Syrian, and even an Iraqi. Such commentaries no doubt continue to exist for 

countries seen as lacking the markers of the 2l" century, at the same time that they are 

criticized for any spending viewed as unsuited to their economic level. 

This chapter provides a foundation for an examination of the contemporary 

medical journeys of Yemenis that are described over the next seven chapters. It 

highlights ways in which biomedicine and modernity have been intertwined. This 

exploration of medicine in Imamate Yemen also raises questions about the relations of 

what is outside/inside the country. For the rest of the dissertation as well, biomedical 

objects and processes are not only seen as efficacious for the physical body, but as 

effective ways to care for family members as well as citizens, and to be modem/global. 

Their uses, then, are multivocal, and merit a holistic study. 
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CHAPTER 3. MEDICAL CAPABILITIES IN YEMEN 

Vignettes: Three Beginnings 

Nabila's headaches intensified three months after she married. After visiting 
several doctors and hospitals in Yemen, she and her new husband went to Iraq on the 
government's expense. Doctors there told them that she had a shrinking in the brain and 
could not be treated. Nabila's husband found his bride to be unsuitable. "Her husband 
sought treatment for her without much interest," Nabila's older sister, Arwa, recounted to 
me in Amman, "and then returned her to her family's house as she was. This affected her 
badly." Arwa and Nabila then tried many hospitals and doctors in Taiz and Sanaa, and 
some herbal remedies as well. No one could find a diagnosis. Day by day, 23-year-old 
Nabila became worse. 

One day in 1995, Bilqis' father went to the market for vegetables and other items. 
When he retumed, he just laid on the bed, tired. His daughter, Bilqis, had never seen her 
65-year-old retired father like that in the time they lived alone together since her mother 
died and her sisters married. She tried to speak to him, but he could not respond clearly. 
As Bilqis told me in our 1998 interview at S^aa University where she was studying, "He 
didn't know what he was saying. He said, 'I'm tired,' and that's it." Bilqis called her 
sister to take their father to the hospital in her car. "There, they said he had a stroke and 
it's better if you take him to Jordan or wherever," Bilqis said. She continued: "I tried to 
give him hope, to say, 'You're going to Hve.' I told him he had a stroke, it didn't have a 
big effect, and he's going to get the important medicine, these things." 

In Jordan, the doctor sent Bilqis and her father to do tests on his brain. 
"Alhamdullilah [Praise be to Allah]," Bilqis said, "the stroke didn't affect him veiy 
much. But the doctor said he should do two things. He had to quit smoking, which he 
did, even though he had been smoking since he was about twelve years old. He also had 
to take medicine to improve his blood circulation. The doctor said, 'You are going to 
take this medicine forever.' He told me, of course, because I was the one communicating 
with the doctor." Bilqis and her father took back a year supply of medicines since they 
were unavailable in Yemen. Her father was fine for about nine months. Then he began 
suffering chest pain. 

Bilqis took her father to several doctors in Yemen for his chest pain. She 
recounted: "I took him to a doctor that people said was good. I told him that my father 
was really suffering, because he wasn't one to complain a lot. I could hear him suffering 
at night. I used to check on him every five to ten minutes. He told me, 'Go to sleep. I'm 
alright.' But still, sometimes I would check on him without him knowing. And I would 
see him suffering." Bilqis was not satisfied with the doctor's diagnosis. "The doctor said 
he was suffering from old age. I know my father. Even after he had the stroke, he was 
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still strong enough to do the shopping, to talk, to laugh, to have a social life, and not 
suffer from pain. Even if you get older, you don't have to live with pain." 

Bilqis took her father to another doctor, "someone else people told me was good." 
The doctor told Bilqis to take her father for an x-ray. "When we went back to the doctor, 
my father was downstairs and they brought his x-ray to the doctor. The doctor told me, 
'It's something serious. There's something the size of an apple in his chest. You have to 
take a very big step because it's getting big.' When I asked him what it was, he said 'It's 
cancer.' You know, when a person hears this, it's like hearing, 'He died.' It's the same. 
At that time, my father came in. I had started to cry, but I tried to hide my tears. I didn't 
want my father to see me crying. And I told the doctor, 'Please don't tell my father.'" 

a}: Sfc  ̂

Thirty-six-year-old Abdul Aziz from Sanaa was abroad when he first heard that his 
mother collapsed. The family did not tell him the severity immediately. Only gradually 
did he learn she had a kidney failure. Abdul Aziz reflected in our 1997 interview in a 
hospital room in Jordan; "At that time, it was like 'wow.' You hear things happening to 
other people, you know, but you never imagine it could happen to you until you face it. 
And this was quite shocking." Doctors found that over ten years ago one of his mother's 
kidneys had stopped working, and the remaining one was not functioning properly. The 
family took the mother to Gemiany, which they knew from previous trips and stays. She 
was given only medicine at first since doctors said that some patients could use medicine 
without dialysis. Back in Yemen, Abdul Aziz and his mother carefully monitored her 
condition, regularly visiting a kidney specialist. Nearly a year after they had returned, his 
mother's condition worsened. The family travelled to Germany once again. There, she 
started dialysis immediately and urgently. The family then realized the only option was a 
transplantation. 

Introduction 

As in many developing countries - and low-income communities in industrialized 

nations - the health system of Yemen is doubly burdened. In addition to widespread 

malnutrition and infectious diseases, it must also contend with the noncommunicable 

medical conditions of today's world - notably, cancer, heart disease, kidney failure, and 

trauma. In the few minutes that they have with each patient, doctors in overburdened 

government hospitals must be ready to respond to the commonplace, as well as the 
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complicated. Few specialized therapeutic options exist inside the country, and even basic 

services are often seen as inadequate. 

Patients reeling from the suddermess and severity of degenerative diseases -

which are rarely detected in Yemen in their early stages - are further burdened because of 

the need to seek advanced medical care outside the country. Moreover, treating chronic 

conditions and traimia cases can entail several medical journeys, each costing amounts 

far exceeding the disposable incomes of most Yemenis. Because of increased circulation 

of information, patients and family members have often heard that treatment possibilities 

exist abroad, and must, if at all possible, be pursued. Caught up in the urgency of 

prolonging a life, families often gather whatever resources they can and travel, waiting 

until later to sort out the financial consequences. 

Political and economic developments in the 1990s directly affected Yemen's 

medical system, and the access that patients had to medical care. The unification of 

former North and South Yemen in May 1990 had embittering results for people in former 

South Yemen, when the country's socialist system of medicine was replaced by the 

system of the North, based more in the private sector. Patients suddenly had to pay large 

sums of money for what had been free, including life-prolonging treatments outside the 

country. Shortly after unification, because Yemen supported Iraq instead of Saudi Arabia 

during the build-up to the Gulf War, approximately 800,000 Yemeni migrants (UNICEF 

1993:37) were expelled from Saudi Arabia and other Gulf countries, creating additional 

pressure on already strained health facilities. Furthermore, Gulf countries discontinued 

donor support to the capital's Kuwait Hospital and other health projects. Four years after 
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unification, a civil M'ar between former North and South Yemen produced additional 

economic turmoil. The government introduced economic reforms in April 1995, with 

ramifications for local health services and the amount of assistance available for 

treatment abroad. 

This chapter examines the curative medical services that were available in Yemen 

at the time of my research, and their utilization. Two factors contributing to international 

medical travel become apparent; One is that the sophisticated medical equipment and 

skills to treat cancer, heart disease, kidney failure, and complicated orthopedic and 

neurological cases did not exist in the country at the time of my research (and most likely 

still do not). Doctors inside Yemen - and family, friends, and acquaintances as well -

advised patients suffering from these conditions to pursue radiotherapy/intricate surgeries 

outside the country. Awareness in Yemen of symptoms and susceptibilities to 

degenerative diseases - if not their actual prevalence - has increased over the years, as 

has the knowledge that these conditions need to be treated abroad. This awareness and 

knowledge, in turn, has contributed to an increase in international medical travel. 

In addition, medical travellers with whom I spoke in Bombay and Jordan said that 

they had left because they doubted that Yemen's medical system could provide proper 

care, even if services were available. Several patients told me that they sought an 

accurate diagnosis abroad after collecting an assortment of them in each facility they 

visited in Yemen. Others said that they travelled to correct errors that had occurred in 

their own country. Along with an overview of Yemen's medical capabilities, this chapter 

explores the skepticism that Yemenis had regarding their ovm medical system. Gaining 
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and maintaining people's confidence in local medical services is a challenge beyond that 

of developing specialized medical services in the conntry. 

To describe the medical environment in Yemen, I draw mainly on the following 

sources: interviews with Yemeni medical travellers in Bombay and Jordan; my 

observations in the outpatient clinics of al-Thawra Hospital in 1993; the section of my 

treatment abroad survey that concerned local medical facilities; my survey of doctors in 

governmental hospitals; and published reports and newspaper articles. I focus on 

services available in Sanaa, since the capital - and particularly al-Thawra Hospital - was 

often the last stop in the domestic portion of patients' therapeutic itineraries, before they 

opted to seek medical care outside the country. I begin by describing the general 

economic and demographic conditions of Yemen. 

Economic and Demographic Characteristics of the Country 

Distribution of Wealth/Poverty 

Yemen has been categorized by the United Nations Development Programme 

(UNDP) as among the countries with low human development (UNDP 2000). The per 

capita income has fallen firom S525 in 1990 to $350 in 2001 (WFP 2001:3). 

Approximately 31.5 percent of the population (about 5 million people) live in poverty. 

Moreover, about 2.7 million people live below the food poverty line, consuming less than 

2,200 kcal per capita per day (WFP 2001:3). Female-headed households are 20 percent 

more likely to be poor than male-headed households.^' 

The Interim Poverty Reduction Strategy Paper (IPRSP), Republic of Yemen, Sanaa, December 2000, p.2. 
Available at http://wwvv.inif.ort;/extemal/np/prsp/2000/vem/01/123100.pdf. accessed November 30, 2002. 
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The level of poverty varies among, and within, the 17 goveraorates that existed 

during the time of my research. Poverty is more widespread in rural areas - where the 

majority of the population lives - than in cities. Indeed, 81 percent of all poor live in 

rural locations (World Bank 1996:5), and a rural household has a 50 percent higher risk 

83 of being poor. Figure 3.1 shows the distribution of poverty within the country (as well 

as the distribution of the population and of hospitals).^'* The total population of each 

govemorate, along with the total and percentage of the rural population, is indicated with 

a "{}." Here, we see that the four most populous govemorates are Taiz, Sanaa 

(excluding the city of Sanaa, which has the sixth largest population), Ibb, and Hodaida. 

The first three of these, as with the majority of the govemorates, are over 80 percent rural 

(three others are over 90 percent rural). 

In Figure 3.1, the poverty indicators are indicated with a "[ ]". Two poverty 

indices are used, a headcount index and a poverty gap index. The headcount index 

measures the number of individuals with expenditures equal to or below the poverty line 

(calculated as a percentage). The govemorates with the highest percentages of poor are 

Dhamar (33.6 percent), Bayda (33.2 percent), Mahwit (32 percent), Sanaa govemorate 

(26.2 percent), and Hadhramaut (21.9 percent). However, the headcount index does not 

distinguish how poor these individuals actually are. Therefore, the poverty gap index 

indicates the additional money that the average poor person would have to spend to reach 

the poverty line, expressed as a percentage of the poverty line (World Bank 1996:5). The 

Since my departure, new areas have been made into govemorates. 
IPRSP, see footnote 81. 
Data on poverty indices are from World Bank (1996:49). Data on population distribution and health 

facilities are from CSO (1997). 
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govemorates with the largest poverty gaps are Dhamar (13 percent), Mahwit (11.3 

percent), and Sanaa govemorate (8.7 percent), and Hadhramaut (8.1 percent). While the 

govemorate of Bayda has a large percentage of poor (again, 33.2 percent), they are 

slightly less poor (at a poverty gap of 7.5 percent) than the other govemorates mentioned 

above. The govemorates that are the least poor are al-Jawf (with a headcount index of 

0.3 percent, and a poverty gap index of 0.1) and Sa'ada (3.8 percent and 0.4 percent). 

The distribution of hospitals will be discussed below. 
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Figure 3.1. Distribution of Population, Hospitals, and Poverty, by Govemorate 
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Basic Indicators Compared 

Table 3.1 offers a comparison of Yemen's basic indicators with those of common 

treatment destinations (UNICEF 1997 and 1998)." Yemen had an under-5 mortality rank 

(UFMR) of 50; the highest rank (indicating the lowest UFMR) was 189. Only Iraq -

suffering under U.N. sanctions - and India had higher under-five mortality rates (a rank 

of 39 and 46, respectively). Yemen also has a high population annual growth rate (4.0 

percent) - comparable to Jordan (4.0 percent) - and surpassed only by Saudi Arabia (4.2 

percent). Of the ten countries listed in the table, Yemen had the lowest life expectancy 

(at 57 years) and the lowest adult literacy rate (at 33 percent). The level of access to 

health care in the country was also low. Additionally, Yemen had a low gross national 

product (GNP) per capita (US$260 in 1995). In light of Yemen's pressing health needs, 

health planners maintain that scarce government resources should go to primary, 

preventive health programs rather than to expensive, high-tech facilities that do little to 

serve the overall population. 

Figures for access to health services are from UNICEF 1997. All other data are from UNICEF 1998. 



Table 3.1. Statistical Profiles for Yemen and Common Treatment Destinations (1996) 

Undcr-5 Infant Total Annual no. Annual no. GNP per Total adult Life % of population with 
mortality mortality population of births of under-5 capita literacy expectancy access to health services 
rale 1996 rate (thousands) (thousands) deaths (US$) rate at birth (within 1 hour or less) 

(under 1) 1996 1996 (thousands) 1995 1995 (years) 1990-95 
1996 1996 1996 total urban rural 

Germany 6 5 81922 774 4 27510 N/A 76 N/A 
United Kingdom 7 6 58144 706 5 18700 N/A 77 N/A 
United States 8 8 269444 3827 32 26980 99x 76 N/A 
Jordan 25 21 5581 211 5 1510 87 69 97x 98x 95x 
Russian Fed. 25 20 148126 1427 36 2240 99 65 N/A 
Saudi Arabia 30 25 18836 657 20 7040 63 71 97x lOOx 88x 
Egypt 78 57 63271 1690 132 790 51 65 99 100 99 
India 111 73 944580 24381 2706 340 52 62 85 100 80 
Iraq 122 94 20607 770 94 1036x 58 61 93x 97x 78x 
Yemen 105 78 15678 756 79 260 33x 57 38 81 32 

Note: "x" indicates data that refer to years or periods other tiian those specified in the column heading, differ from the standard definition, or 
refer to only part of a country. 
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The Health Transition 

hifectious Diseases 

Deaths occurring in children under five are due mainly to diarrheal dehydration, 

malnutrition, birth-related problems, and parasitic infections (such as malaria). The most 

prevalent diseases in the country in 1996 were infectious diseases, not those requiring 

treatment abroad. The most commonly reported infectious diseases were malaria and 

enteritis, with over 400,000 reported cases of malaria and nearly 350,000 cases of 

enteritis, out of a population at the time of almost 16 million (CSO 1997:186-187). Other 

commonly reported infectious diseases were bilharzia (over 30,000 cases), infectious 

hepatitis (nearly 18,000), tuberculosis (close to 14,000), measles (close to 14,000), and 

whooping cough (nearly 12,000). These widespread illnesses - requiring relatively 

simple medical technology to treat - would best be cared for in primary health care units, 

based locally in villages and neighborhoods. However, as we will see, people tend to 

bypass rural health facilities - even when they are available - in favor of those in urban 

areas. 

Noncommunicable Medical Conditions 

Complicated injuries and illnesses often cannot be treated in Yemen. This section 

gives brief information on trauma, chronic renal failure, and cancer in the country. It 

illustrates how political, social, and economic developments can affect certain medical 

conditions. Qat, a domestically grown tree whose leaves are chewed and stored in the 

cheek for several hours each afternoon, appears to contribute to ill health (for articles on 
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general health effects of qat, see Drake 1988; Halbach 1972; Luqman and Danowski 

1976). 

As Table 3.2 shows, members of Yemeni society are susceptible to a range of 

injuries. For men, judging by the trauma cases seen at al-Thawra Hospital in 1996, stab 

wounds were a common injury. These were caused by the dagger that men traditionally 

wear at their waists. Abdallah, in the second vignette of Chapter 6, illustrates a case of a 

stab wound serious enough to warrant medical care abroad. In al-Thawra Hospital in 

1996, bullet wounds were also common, although not as prevalent as in a 1978-80 study 

of weapon injuries in Saada in northern Yemen (Gibson 1982). This earlier study 

attributed weapon injuries to personal disputes, armed robberies, or accidents. In the first 

vignette of Chapter 9, Yahya has to travel abroad three times to treat his injuries 

following a bullet wound. 

Table 3.2. Number and Type of Traumas Seen at al-Thawra Hospital, 1996 

Criminal 
(e.g., stab 
wound) 

Traffic Gunshot Fall from 
High 
Place 

Work-
Related 

Something Heavy 
Fell Upon/or Hit 

Bum Total 

Men 1,966 1,933 579 259 264 126 16 5,143 
Women 100 114 14 20 7 8 6 269 
Children 101 422 14 156 0 31 15 739 
Total 2,167 2,469 607 435 271 165 37 6,151 

Source: al-Thawra Hospital (1997) 

Traffic accidents were also a common cause of injury affecting men (and 

women), but also a large number of children. Fatima in Chapter 6 provides an example 

of the complex injuries that can occur. Several factors contribute to the large number of 
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traffic accidents, including poor conditions of the roads and little surveillance of drivers 

and cars. Political and economic developments in and around Yemen are also said to be 

a factor. Sanaa (at over 7000 feet) becoming the capital of unified Yemen in 1990 led to 

an increase in traffic - along narrov^', winding mountainous roads - between the city and 

other parts of the country (Nasher et al. 1996). In addition, the expulsion of nearly one 

million migrants firom Saudi Arabia increased the number of vehicles - by 70,000, 

according to Nasher et al. (1996:137) - the majority of which are in poor condition. 

Ameen and Naji (2001:560) suggest, however, that due to the astronomical price 

increases in private cars and spare parts, old vehicles were either taken off the roads or 

driven only for short journeys, leading to a drop in the number of fatalities. Both Nasher 

et al. (1996) and Ameen and Naji (2001) suggest that the use of qat might be a 

contributing factor, not only because of the stimulating effect, but also because the 

drivers may be distracted with drinking water, smoking cigarettes, and/or preparing and 

cleaning the qat leaves (Ameen and Naji 2001:561). 

Chronic renal failure is attributable to several causes. Among these are 

obstructive uropathy due to stone formations; kidney and other stones are prevalent due 

to the high mineral content of the water, and the mineral constituents of qat (Sheiban 

1988). Bilharzia is also a contributing factor (Sheiban 1988). Regarding care for kidney 

failure, in 1996, there were at least 36 hemodialysis machines in Sanaa, Hodaida, Taiz, 

and Aden. A hemodialysis center was also planned for Mukalla (Sheiban et al. 1996). 

The expulsion of Yemeni migrants created a hardship for kidney patients who were 

receiving regular dialysis treatments in Gulf countries, and for Yemen's already 
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overburdened dialysis capabilities. Transplantations were not performed in Yemen. 

However, a total of 327 patients in 1996 visited Yemen's medical facilities for care 

following a transplantation in India or Iraq (Sheiban 1996). 

At the time of my research, a national cancer registry did not exist in Yemen. 

While there appeared to be an increase in the number of cases in recent years, this 

increase could be attributable, in part, to increased awareness, and/or better detection 

techniques. Data on 685 patients obtained through the Treatment Abroad Register of the 

Aden Health Office for 1983 to 1989 found that the most common malignancies among 

males were gastrointestinal, lymphoma, head and neck, bone and soft tissue, and 

leukaemia. Among females, these were breast, female genital system, thyroid, 

gastrointestinal, and lymphoma (Bawazir et al. 1998). Early detection of cancers in 

women is challenging because of a low acceptance of periodical breast and cervical 

examinations (Al-Thobhani et al. 2001). Cancer of the head and neck have been 

attributed to the use of shamma [snuff], cigarettes, and qat (Nasr and Khatri 2000). The 

effect of qat could be from continuous irritation from the leaves that are stored in the 

cheek (Nasr and Khatri 2000; Soufi et al. 1991), and/or from the pesticides used on the 

qat. Currently, information on the effects of pesticides is only anecdotal (e.g., Kandela 

2000, Yemen Times 2002). As I note in Chapter 5, patients in the radiation department 

of a governmental hospital in Jordan were aware of the connection between the chemicals 

used on qat and cancer. 
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The Health Care Transition 

Yemen has a pluralistic medical system. Treatments/healers include: home 

remedies (e.g., tying strings or scarves aroimd the relevant body part to alleviate pain; 

consuming honey or habba sauda [black caraway] for their preventative and curative 

properties; and swallowing raw domestic eggs to heal broken bones); herbal - or "folk" -

doctors [tabib sha ^bi] and herbal remedies; cupping; cautery; bloodletting; traditional 

bonesetters [tabib ^arabi]; religious healers; diviners; and self-medication (with or 

without the instructions of pharmacists).^® Visits to doctors and hospitals - both 

governmental and private - were often one of several treatment modalities that patients 

tried in their search for something that would heal/work.^' Moreover, patients often 

consulted more than one doctor/medical facility in order to increase the likelihood of 

obtaining an accurate diagnosis and/or appropriate treatment plan. Most visits to local 

medical facilities occurred when patients were ill; regular annual/preventative check-ups 

go 
were uncommon. 

Governmental Spending on Health 

Over the past several decades, Yemen has experienced significant increases in the 

number of biomedical facilities and practitioners. However, in order to keep up with the 

full innovations and offerings of modem medicine - if that be the objective - further 

developments are needed. In recent years, the proportion allotted to health from Yemen's 

In this study, I examine biomedical care rather than traditional treatments. I refer readers interested in 
the latter to Mu'ammar (1999). 

Yemenis generally spoke of treatments having a benefit/use [fa 'ida] rather than as "working." 
However, as we shall see, when abroad for other purposes, many Yemenis did have check-ups. For 

instance, an administrator at an American-Middle East educational organization in Jordan in 1994 
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overall budget increased. Until 1992, from the total of YR 57 billion, the health budget 

represented only YR 2.3 billion. It increased to YR 3 billion (out of YR 69 billion) in 

1993. In 1995 and 1996, the health budget rose remarkably to YR 5.6 billion and YR 7.6 

billion, respectively. The proportion of total expenditures allotted to health shifted from 

4 percent in 1992, to 4.5 percent in 1995, to almost 4.9 percent in 1996 (UNDP 1996:17). 

Governmental Medical Facilities 

According to the World Health Organization, community health centers should be 

responsible for primary health care (common illnesses, family planning, and preventative 

medicine), district hospitals should perform basic surgeries, and tertiary medical facilities 

in major cities should concentrate on serious conditions requiring specialized equipment 

and skills. Patients should be referred to the next level of care as required. In this way, 

the level of procedures and technology available M'ould match the requirements of the 

medical condition, without overtaxing patients, practitioners, or facilities. Li practice, 

however, primary health centers in Yemen are often bypassed (if available at all) in favor 

of hospitals in urban areas. In addition, the country's main referral hospital - al-Thawra 

Hospital - routinely deals with both the simple and the complex. As I observed in 1993, 

the pediatrics clinic at al-Thawra Hospital, for instance, regularly saw patients with 

rickets and those with leukemia. While one patient at the hospital's internal medicine 

clinic might enter with hypertension or diabetes, the next had intestinal parasites (Kangas 

2002:54,56). 

remarked to me that, of course, the Yemeni participants attending an upcoming conference would all want 
to receive medical consultations during their stay. 
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The country's rugged topography makes it difficult to provide primary, 

preventative care to its predominantly rural population. The country has 35,000 villages 

and hamlets of fewer than 350 inhabitants (World Bank 1996). Providing a health 

facility in each hamlet is too costly to be viable. In addition, many rural Yemenis 

currently bypass the primary health care facilities that do exist as the centers are poorly 

staffed, suffer a chronic lack of drugs and supplies, and have a poor reputation (World 

Bank 1996). 

A national household survey of mother and child health found that only one-

quarter of children with diarrhea and one-third displaying symptoms of acute respiratory 

illness - the two leading causes of death in infants and children - received medical 

attention (CSO 1998:xxi). In addition, the majority of births - in a country with a fertility 

rate of 6.5 births per woman - occurred at home, without assistance jfrom trained medical 

personnel (only 22 percent of the births among the 10,414 surveyed women were assisted 

by doctors, nurses, or trained midwives, with 16 percent taking place in a health 

SO 
facility). Most mothers responding to the survey said that they considered home the 

best place for children to be bom. One-third of the respondents also said that they had 

not given birth at a health facility because services were not available, were too far away, 

or were too costly (CSO 1998:xix, xxi). 

The 1990 unification of former North and South Yemen combined the medical 

resources of the two countries. These resources continued to increase in subsequent 

years. In 1991, the new Republic of Yemen had 74 public hospitals, with 7,970 beds 

Cf. Scheepers (1991). 
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(CSO 1992:109). Five years later, in 1996, these increased to 83 hospitals, with a total of 

9,342 beds (CSO 1997:183). In 1996, there were 4,175 individuals per physician and 

1,404 per hospital bed, for a population of nearly 16 million (CSO 1997:182).®° As 

Figure 3.1 shows, the distribution of governmental hospitals varies among, and within, 

govemorates. The physical infrastructure of the health sector in southem govemorates 

was more developed than in northern ones to provide essential services to a large share of 

the population, because of former socialist South Yemen's emphasis on social 

development (World Bank 1996). However, unification decreased the capabilities of 

some hospitals in former South Yemen. During my 1993 visit to Republican Hospital in 

Aden, staff members described the difficulties that they faced since decisions were made 

in the new capital of Sanaa instead of in Aden itself For instance, they said, hiring a 

cleaner now required authorization from Sanaa, creating a bureaucratic delay. The staff -

repeating "Z? ^ad al-wahdd" ["after unity"] with each example - pointed out the un-

replaced and un-repaired equipment with which they had to perform their medical duties. 

The situation may have improved since my visit, as plans were underway to decentralize 

the health sector. 

Beds as a standard indicator of a hospital's capacity (and, by extension, the capacity of the health system 
of a country) needs to be problematized. A physical bed does not fully indicate how many patients a 
hospital can - or actually does - accommodate and to what level of care. For example, in 1993, while a 
nurse told me that the emergency room at al-Thawra Hospital had fifteen beds, she pointed to a several 
beds with two patients lying in them. In addition, two patients were lying on the floor on mattresses that 
they themselves had brought in. When admitting a patient, one of the doctors told the nurse to fmd any free 
space, even if someone was already in a bed. On our fast tour of the E.R., the same doctor called my 
attention to a moaning woman who had been waiting for three days for a free bed inside the hospital so that 
she could be treated for her chronic renal failure. The elderly companion who was attending to her asked 
me what the problem was. When I told them that there were no beds in the hospital for her, he laughingly 
said with a wink, "If that's the problem, I can go buy one!" Patients in emergency rooms in the United 
States are also often backed up on gumeys, cots, or stretchers, waiting for a free bed in the hospital. 
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In addition to differences between southern and northern govemorates, hospitals 

are unevenly distributed between urban and rural areas. While 81 percent of those living 

in urban areas in 1996 had access to health services within an hour or less, only 32 per 

cent of those living in rural areas did (UNICEF 1997). As Figure 3.1 indicates, the 

govemorate of Hajja, which was 91 percent rural and had the fourth largest population, 

had only 330 beds in a total of five hospitals. The govemorate of Sanaa - 94 percent 

rural and the second most populated govemorate - had three hospitals with a total of 

eighty beds. Sanaa city had eight governmental hospitals with a total of 1,758 beds. 

Traveling from distant rural areas to medical facilities in cities can involve 

complicated logistics that can further tire patients. For instance, a woman that I met in a 

private hospital in 1993 said that she had walked for two hours to reach the road to go to 

Sanaa, and then took a car the remaining five hours. Weak patients needed to be carried 

for the two hours. A doctor explained to me in 1993 that since few people could readily 

afford transportation to the hospital, they waited to determine that the condition was 

severe enough to warrant all the required arrangements. When patients and family 

members finally arrived at the hospital, he noted, they were often criticized for having 

waited too long for treatment. Examples of traumas that had occurred considerably prior 

to the patient's visit to the hospital that I observed in 1993 at al-Thawra Hospital's 

outpatient clinics, included: a ten-year-old girl who was burned along the right side of 

her body three months earlier; a girl with a clouded retina where a needle had struck her 

eye 18 months prior; a woman from a village who fractured her ankle one month earlier 

when a zebu cow stepped on it; and a 12-year-old boy who had fallen from a tree one 
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month earlier (Kangas 1994:26). The inclination to wait to assess the severity of illnesses 

and traumas was even greater for cases involving medical care outside the country. 

Physicians 

From the 1970s to the 1990s, the number of Yemeni physicians practicing in the 

country rose dramatically. In 1972, former North Yemen had 203 doctors; nearly half 

were expatriates. All Yemeni physicians were trained abroad (UNODP 1973:81). In 1993, 

unified Yemen had 3,132 doctors. Three-quarters of them were Yemenis (CSO 

1994:131). In 1996, out of a total of 3,812 doctors in the country, all but 304 (8 percent) 

were Yemeni (CSO 1997:184). Two medical schools had opened in the country (in Aden 

in 1975 and in Sanaa in 1983). In 1996, a total of 1,044 students (720 males and 324 

females) were registered in the six-year program at Sanaa University's faculty of 

medicine (CSO 1997:160). 

Table 3.3 lists the number of male and female graduates from the medical 

faculties of Sanaa and Aden Universities from 1992 to 1996. Sanaa University graduated 

three times as many physicians as Aden University did during the four-year period. Aden 

University experienced a decrease in graduates during 1994, the year of the civil war. 

While twice as many male physicians as females graduated from Sanaa University, the 

number of male and female physicians graduating from Aden University was ahnost 

equal. Up until 1994, more females than males graduated from Aden University's faculty 

of medicine. Women in former socialist South Yemen generally had more employment 

opportunities in all fields than did their counterparts in former North Yemen. 



Table 3.2. Numbers of Graduates from the Faculties of Medicine 
in Aden and Sanaa Universities by Academic Year (1992 to 1996) 

1992-1993 1993-1994 1994-1995 1995-1996 Total 
Male Female Total Male Female Total Male Female Total Male Female Total Male Female Total 

Aden 36 47 83 57 64 121 34 26 60 63 42 105 190 179 369 
Sanaa 108 58 166 115 86 201 187 84 271 210 78 288 620 306 926 
Total 144 105 249 172 150 322 221 110 331 273 120 393 810 485 1,295 

Sourcc; Statistical Year Book 1996 (CSO 1997:166-167) 
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In my 1998 survey of205 doctors practicing in four governmental hospitals, I was 

surprised that only 19 of them (9 percent) - and none in al-Thavioa Hospital - were from 

countries besides Yemen.®' When I j5rst conducted anthropological observations at al-

Thawra Hospital in 1993, many of the specialists came from Iraq and other Arab 

countries. Medical personnel explained to me that, following the 1994 civil war and 

subsequent economic reforms, the Yemeni government had less hard cuirency with 

which to pay expatriate specialists. In my survey, nearly one-quarter of the respondents 

(a total of 48, or 23 percent) - mainly medical students and residents practicing in 

Sanaa's two teaching hospitals (Kuwait and al-Thawra Hospitals) - were trained in 

Yemen, and had practiced less than two years. Two Yemeni physicians surveyed had 

been practicing medicine for over 30 years. Of the 129 (69 percent) that had studied 

abroad, 46 physicians had received their medical training in the former Soviet Union. 

Physicians wanting to specialize in a specific field of medicine still need to be trained 

abroad. 

Diagnostic Technology 

Various diagnostic devices and procedures were available in Yemen at the time of 

my research. These included endoscopy, sonograms, CT-scans, and cardiac 

catheterization labs. The next major piece of equipment to acquire, practitioners and 

medical travellers suggested, would be an MRI [magnetic resonance imaging device] -

" Ten of the physicians were from Iraq (all practicing in Kuwait Hospital), five from Cuba (in the Military 
Hospital), and four from Egypt (in Kuwait Hospital). 

Interestingly, many doctors and patients whom I observed in the outpatient clinics of al-Thawra Hospital 
in 1993 referred to a sonogram as a "tilifision [television]" and to a CT-scan as a ''"'kambutar [computer]." 
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for its increased imaging capabilities. However, even when complicated cases could be 

diagnosed in the country, patients still needed to go abroad to have them treated. 

The diagnostic equipment existing in the country needed constant maintenance to 

ensure that it was in working order. Such maintenance required technical know-how, as 

well as hard currency for spare parts, both challenging to acquire. Diagnostic machines 

that were either under-functioning because of a problem or out-of-order altogether added 

to the frustrations of patients and physicians in dealing with local medical services. For 

instance, in 1993, a doctor in the women's internal medicine clinic at al-Thawra Hospital 

told me that one must always say, "insh 'allah [God willing]," when patients asked if the 

hospital x-ray machine was working. 

Diagnostic technology was often seen as compensating for a variety of human 

inabilities. For instance, since they had minimal time to spend with patients - and often 

doubted the abilities of patients to accurately articulate their medical problems, even if 

there were time - doctors relied on laboratory tests and other diagnostic equipment to 

provide information that they could not elicit from the patients. Patients and their family 

members, doubting the capabilities of local medical personnel, also relied on technology, 

rather than the words of doctors alone, to provide a diagnosis. In addition, patients and 

their family members found the latest technology desirable, and applicable to their own 

medical conditions, even when doctors did not see its relevancy. In Sanaa in 1993, for 

instance, two elderly male companions from a rural area requested a CT-scan for a 

patient with high blood pressure; they wanted the patient to benefit from this new 
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technology, even though the doctor found that it did not relate to her problem (Kangas 

1994:24). 

Private Hospitals 

As in many countries in recent years, Yemen experienced a dramatic increase in 

private medical facilities, which were seen as attractive ventures for businessmen. 

Private sector investment in health services rose from YRIOO million in 1993 to almost 

YR15 billion in 1995 (UNDP 1996:17). Listings that I obtained from the Ministry of 

Public Health in 1997 indicated that during the five years prior, 24 private hospitals, 55 

polyclinics and five specialized centers had opened in Sanaa alone. 

Private facilities in Yemen were considered expensive - at 300-400 riyals [$2-$3] 

for a consultation - compared to governmental outpatient clinics that charged either half 

the price or offered services for free. General surgeries in private hospitals generally cost 

YR20-25,000 [$153-191], far more than in governmental hospitals. However, an 

advantage of having surgery at a private facility was that the wait-time was significantly 

shorter than in governmental hospitals. One family that I met in 1993 paid 3,000 riyals to 

have their son's tonsillectomy performed in a private hospital to take advantage of his 

summer break from school; they would have had to wait months to have the operation 

performed in a governmental hospital. For certain cases and individuals, time was more 

important than the money. 

Private hospitals in Yemen were often criticized for hiring unqualified foreign 

physicians and being more interested in making money than in treating patients. 

Newspaper articles described debilitating mistakes that occurred in private hospitals. In 
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our 1997 interview, the Minister of Public Health at the time recognized that private 

medical facilities needed further scrutiny as they had been allowed to exist with little 

supervision from the ministry. The quality of the physicians and services, he said, 

needed to be certified and regulated. Ensuring the quality of private hospitals was 

particularly important since, following a World Bank (1993) recommendation, the 

ministry of health planned to turn over the responsibility for expensive, hi^-tech 

treatments to the private sector, while the government would concentrate on primary 

health care.'^ 

Use of Local Medical Services 

An overwhehning majority (285, or 93 percent) of the 305 individuals responding 

to the relevant questions in my treatment abroad survey said they/their relatives did use 

medical facilities in Yemen. Of the 20 individuals (7 percent) who indicated that they did 

not use local facilities, several explained that they had no need for them because, as they 

said, "Alhamdullilah [Praise be to Allah], everyone is healthy." While almost all 

respondents used health facilities in Yemen, the kinds of services that they used differed 

among the various survey groups. The six individuals from the commercial elite listed 

only private facilities, no governmental ones. Parliament members listed several more 

private than governmental facilities. Employees of the Ministry of Public Health listed 

twice as many governmental facilities as private ones. Respondents from the President's 

The Minister of Health mentioned this intention during our interview in his office at the Ministry of 
Public Health, October 15,1997. It was also discussed in the second part of al-Thawra newspaper's series 
on treatment abroad (al-Haruji 1998:3). 
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Consultative Council listed an almost equal number of governmental and private 

facilities. 

The most frequently listed conditions for local medical care were those referred to 

as "ordinary" (48 responses). Other commonly listed conditions were ob/gyn-related (39 

responses), children's illnesses (36 responses), malaria (35 responses), and abdominal 

complsiints, most likely related to qat-chewing (34 responses). Using local medical 

facilities for these particular conditions is not surprising. With all the logistics, time, and 

costs involved, pursuing medical care abroad would be impractical for commonplace 

illnesses, short-term children's ailments, or repeated pregnancy check-ups/deliveries.^'^ 

However, occasionally, cases diagnosed in Yemen as common aihnents - and 

therefore not directly warranting medical care outside the country - could tum out to be 

complicated ones, when diagnosed abroad. For instance, a 19-year-old patient had been 

diagnosed in Yemen as having malaria. In a private hospital in Jordan, doctors found that 

he actually suffered from leukemia. After an extensive period in the intensive care unit, 

the young man died, leaving a bill of 16,000 Jordanian dinar [$22,500]. The patient's 

family members could not be located in Jordan in order to collect the money, or have the 

body released to them. The Yemeni embassy ended up paying 8,000 dinar towards the 

^ The Iraqi technician at a private hospital in Sanaa who performed my pregnancy sonogram offered an 
exception. He told us about a man who repeatedly brought his wife in to try to determine the sex of the 
fetus. The man finally explained that he was eager to find out because of what would follow. If it was a 
boy, the father would begin arranging for him to be bom in the United States, whereas if it was a girl, he 
planned for her to be bom in the Gulf. The father was already preparing his children's employment and 
marriage opportunities. 



118 

bill, according to both the medical attache and a hospital administrator, but it was 

uncertain at the time of my visit who would cover the additional SI 1,250.'^ 

Similarly, cases diagnosed in Yemen as urgently needing specialized care outside 

the coimtry could turn out to be something quite simple. Doctors in Jordan determined 

that the "far off and frightening" diagnosis of a possibly cancerous tumor in the spinal 

cord of a 40-year-old man (his younger brother told me in Amman) was actually a 

dislocated vertebra. At a cost of S3,000 (a sum that the family said they exhausted 

themselves to obtain), the patient had a successful spinal operation, and was able to return 

to his country. 

Lack of Confldence in Local Medical Services 

In describing their country's medical system, Yemenis were explicit about what 

they saw as its inadequacies. For instance, in our 1997 interview in Sanaa, a man 

described these inadequacies metaphorically: 

If you find a suitable doctor, you won't find the suitable laboratory, you 
won't find the suitable x-ray, you won't find the suitable medicines. It's 
like an electric circuit: the switch, wire, and lamp. If the electricity goes 
out in any part of the circuit, the light won't go on. If the doctor is not 
suitable, and the medicine, laboratory and x-ray are suitable, then the 
patient won't get what he wants because of a missing part. And I believe 
that not only one part is missing [in Yemen], it's more likely two or three 
(Kangas 2002:67). 

Another man, quoted in a national newspaper's two-part series on treatment abroad, 

complained: "I cannot have an operation done in a hospital where the smell of the 

bathroom fills my nose from ten meters away, nor where, in the ICU, the broken oxygen 

A small medical facility in Bombay remarked that they had become reluctant to accept Yemeni patients 
because, once cured, they tended to leave without pajang their bills. 



119 

bulb [of the respirator] has in its place a plastic water bottle, or where there are cats 

playing in the ICU (al-Haruji 1998a:3)." 

Furthermore, the newly appointed Minister of Health stated in a 2001 newspaper 

interview: 

Almost from its inception... the health system has suffered from 
nimierous structural and service delivery problems including poor quality 
of services, low staff morale, lack of essential dmgs, inadequate levels of 
nmning costs, low efficiency, underutilization, leakage of resources out of 
the system into private hands, lack of rationalization of service usage, and 
lack of equity in the distribution of facilities and manpower.'® 

Similarly, a UNICEF report attributed the lack of credibility in the country's medical 

system to shortages of funds, medicines, equipment, and qualified staff (UNICEF 

1993:61-62). 

Physicians were also dissatisfied about their current working environment. 

Yemeni doctors faced three challenges to their morale: 1) they were paid much less for 

doing the same work as their foreign counterparts in the country; 2) they were aware that 

Yemeni patients preferred foreign physicians and facilities; and 3) they often lacked the 

necessary diagnostic and therapeutic tools to help them care for their patients. An 

interaction that I observed at al-Thawra Hospital in 1993 highlighted the high regard that 

Yemeni patients had at the time for Iraqi physicians. As the morning shift in the 

outpatient clinics was ending one day, a man entered the pediatrics clinic in search of any 

remaining doctor to examine the problem he had in his foot. The Iraqi pediatrician. 

Interview with Dr. Abdulnasser Al-Munibari, Yemen Times, November 6-12, 2001, Volume 11, Issue 32, 
p.3. w\v\v.vementimes.com/01 /iss32/intrvie\v.htm [November 6, 2001] 
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explaining that he was a children's doctor, referred him to the orthopedics clinic. "But 

you're Iraqi," the man replied, "you can treat it." 

Doctors responding to my survey about whether they informed terminally ill 

patients recognized the lack of confidence that Yemenis had in their own medical system, 

and their preference for foreign medical practitioners. One doctor described the attitudes 

of his compatriots as follows: 

The majority of Yemenis believe that medicine and treatment in Yemen 
are very inadequate. The medical cadre in Yemen has a bad reputation. 
[People believe that] they don't have high qualifications or enou^ 
experience to treat [complicated] cases, and that the medical capabilities in 
Yemen are limited. 

Another doctor referred to the English adage, "Familiarity breeds contempt," to explain 

people's low perception of Yemeni doctors. Yemenis, he said, cannot believe that one of 

their own could excel in medicine. 

Doctors also stated that the limited diagnostic and therapeutic capabilities in the 

country contributed to people's skepticism of the local medical system. In our interview 

in 1997, the director general of medical services at the Ministry of Public Health 

expressed the frustration that doctors experienced in not having what they considered to 

be the necessities of medicine to treat patients: 

When a patient arrives in the emergency room and you don't have the 
available facilities to help him, to save him, the necessary drugs, 
emergency drugs, to save him or to help him, you are tied. You can't give 
him anything. When he comes to me, I have worked a lot at al-Thawra 
Hospital in the emergency room, and I have gone and seen hospitals and 
so on. The doctor knows, he wants to do something, but he can't. What to 
do? He's gazing at the patient. This is really, you know, it's a horrible 
situation. 
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Physicians knew that, while possible treatments existed in biomedicine, they personally 

could do little, given the constraints they faced. 

Doctors also commented on the difficulties in practicing medicine in the 

overcrowded, overburdened conditions that were common in governmental hospitals in 

Yemen. The 1992 activity report for al-Thawra Hospital described its overcrowdedness 

as follows: "People arriving in the [outpatient] clinics will think that every patient in the 

republic is in al-ThaAvra Modem General Hospital. Patients cannot find room to waUc or 

pass easily because the clinics are crowded with patients and their companions (al-

Thawra 1993:8)." A Yemeni doctor in the dermatology clinic in 1993 contrasted 

conditions in al-Thawra Hospital with those he had experienced in the Russian hospitals 

where he trained: "In the waiting rooms in Russia," he told me, "patients wait and read 

until they are called. They don't get up and knock on the doors like they do here. Here, 

there might be a patient on the bed, another on the chair, one standing over the desk 

speaking, and one knocking on the door." Because of the sheer number of patients 

waiting to be seen, another doctor in 1993 said that it was not possible to make an 

accurate diagnosis. In this situation, with only four or five minutes per patient, he said, 

he could simply prescribe a variety of drugs or tests that he knew would be ineffective 

(Kangas 2002:53-54). 

Given the limited capabilities of the local medical system, and the low opinion 

that people have of it, many individuals would prefer to pursue medical services 

elsewhere that they consider more advanced and more reliable. "If you take medical 

services as a 12-story building," a specialist practicing in al-Thawra Hospital commented 
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in my 1998 survey, "we are at the fifth or sixth floor. People would prefer to go to the 

top floor, anywhere they can afford it." However, while the medical services in other 

countries might be preferable to those available locally, relatively few people have ready 

access to the money required to benefit from them. 

Establishing Advanced and Reliable Medical Services Locally 

Most medical travelers with whom I spoke in Bombay and Jordan said that they 

would rather remain in their own country to be treated, if the medical cadres and 

equipment were comparable to those existing abroad. Treating patients inside the 

country would also reduce the tremendous amount of hard currency that households and 

the government spend on medical care elsewhere. Two main challenges confront 

Yemen's medical system: to significantly expand its treatment capabihties, and to gain 

people's trust in the services that are available locally. Both entail significant financial 

resources and logistical procedures. 

Medical specialists in Yemen have suggested that the hard currency being spent 

on medical care outside the country could be used instead to develop specialized services 

locally. A cancer specialist at al-Thawra Hospital pointed out that the state - through its 

various medical committees - spent two and one-half million dollars on cancer treatment 

abroad for 1,000 patients ($2,500 for each patient). This amount, he continued, was less 

than half the sum needed for each patient, since cancer treatment cost at least $5,000. 

Establishing a cancer center inside Yemen, he said, would cost less than two and one-half 

million dollars. The same savings would apply to opening kidney and heart centers 

inside Yemen. Specialists noted that establishing advanced medical services locally 
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would actually cost less annually than relying on medical facilities abroad; although the 

start-up costs would be considerable, they explained, expenditures of this magnitude 

would only be required the first year (al-Haruji 1998b:3). 

Opening specialized medical centers would not guarantee that patients would stay 

inside the country to be treated; people would need to believe that sophisticated - as well 

as basic - medical services and persormel in Yemen can provide trustworthy care. 

Maintaining equipment and keeping supplies well-stocked are also challenges. During 

the month of November 1997,1 visited the operating rooms of al-Thawra Hospital to 

learn which surgeries were performed there. My visits highlighted the many seemingly 

preventable delays and interruptions that could affect operations in Yemen's central 

hospital. For instance, an operation for an elderly man already waiting on the surgery 

table could not proceed until local anesthesia was located. Another operation was 

delayed until an anesthesiologist arrived. A brain shunt for a gowned 25-year-old woman 

was postponed due to a lack of sanitized drapings as the autoclave was not working. A 

brain tumor exploration was terminated midway because of an insufficient hospital blood 

supply. On another occasion, an operation was stalled when the man who had the key to 

the storage cabinet could not be located. While these delays and interruptions occurred 

over a month of visits - not all in one day - they stressed to me that maintenance, 

services and supplies were as pressing as high-tech equipment, radiotherapy, and cardiac 

care. 
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Efforts are needed to improve Yemen's overall health situation. The quantity, 

quality, and type of health services available in the country need to be expanded. Left 

untreated, relatively simple illnesses can lead to complicated conditions. For instance, 

many of the heart patients in Yemen who traveled for valve replacements suffered from 

rheiunatic heart disease. These cases could have been prevented through the early 

diagnosis and effective treatment of streptococcal pharyngitis ("strep throat") when they 

were children. In addition, liver cancer has been associated with hepatitis B virus 

infection and bladder cancer is related to the friction caused by the schistosomiasis worm. 

Individuals who survive the many communicable diseases targeted by public health 

programs are still susceptible to the diseases of modernization and the epidemiological 

transition (e.g., diabetes, heart disease, and cancer). 

Regarding therapeutic offerings for communicable and noncommunicable 

diseases, an oncologist in Bombay commented to me: 

The bilharzias guy may say, "Develop bilharzias, don't develop cancer." 
The oncologists and other people who are asking for the development of 
cancer [services] will never say, don't develop [those for] bilharzias. I can 
understand that today the problem is more of bilh^ias and malaria. But 
[cancer] is only going to grow. It is not going to go away in five years 
time. I think that no development can be tme development if it ignores the 
other part. 

Investing in services for degenerative diseases are investments for the future health 

situation as well as the present. 

In the next chapter, I examine motivations for Yemeni patients to pursue medical 

care outside their country. These include desires for care considered more advanced 

and/or more trustworthy than local services. We also see that seeking treatment abroad is 
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a way for family members to demonstrate their love, care, and hope for patients. I also 

discuss the nimiber of respondents to my treatment abroad survey who said that they/their 

relatives had sought medical care abroad. 
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CHAPTER 4. "VOICES" URGING ONE TO SEEK TREATMENT ABROAD 

Vignette: Abdu's Impending Journey 

Shortly after completing a computer course in 1997, but before being awarded his 
certificate, 25-year-old Abdu from the countryside of Yarim became sick with cancer. 
One night after eating in a restaurant as he usually did while living away from home, he 
later recounted to me in al-Thawra Hospital, he felt uncomfortable. He got up from 
watching the nightly news, went into the bathroom, and immediately vomited his whole 
dinner. He continued to vomit throughout the next day. He returned home immediately. 
He began alternating between his house and hospitals. Finally, he went to Sanaa, to al-
Thawra Hospital. There, he received two doses of chemotherapy and felt better. He left 
the hospital and stayed in a nearby hotel. He felt comfortable. He could go out walking, 
although not far or he would tire. He then started vomiting again and became weaker. 
Two friends had to carry him back to the hospital, where he was admitted with malaria. 
Abdu had been in al-Thawra Hospital seven days when I met him in the hospital room 
that he shared with five others. His eyesight had started to blur, he said, and he had been 
suffering from suppressed urine. "My body feels flabby," he added, "from seven days in 
bed without moving." "He eats only with this," his mother told me, pointing to the 
intravenous drip. Nothing was really working locally, they said. The chemotherapy was 
taking a long time. 

The family decided to treat Abdu abroad. Abdu explained: "Some people told us 
there is treatment abroad, machines that are better than chemotherapy. They work 
quickly. Within one or two weeks, [you improve] alhamdullilah. Many people advised 
us. They said, 'You have to go.' Because they went to Jordan, many of them. And here, 
there is no care, like people, you can't find anyone in the hospital at night. Except in the 
morning, the doctor comes in, decides the medicine, and then leaves. If any 
complications occur, there isn't anybody arovmd." Abdu and a close family fiiend were 
leaving that night for Jordan, "because many people went there and they came back frilly 
recovered. They have strong medicine and concentrated care. Many people went from 
among us, from our village. They stayed for two weeks and came back completely cured. 
One went and did a kidney operation, another for the eyes." 

The family had sold all their agricultural land, their livelihood, Abdu's mother 
told me, for Allah to provide a cure for their only remaining child. Nine others - five 
boys and four girls - had died long ago. "What to do?" Abdu said. "The circumstances 
decide [al dharuf tahkurn\. I'm forced. For me, being treated in Yemen is better because 
it's not expensive and it's with my family. But what to do? Here, they couldn't do 
anything for me. I'm forced to travel." 

My interview with Abdu and his mother was one of the hardest of the many 
interviews I conducted. Abdu's oncologist had told me just before I went in to meet 
Abdu and his mother that he had tried to discourage the family from sending their son 
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abroad. Abdu's cancer had spread throughout his body, the oncologist explained, with no 
hope of a cure. While expressing to the patient and family my wishes for his successful 
return, to myself I doubly grieved - for the likely loss of a beloved last-remaining son, as 
well as for the loss of the family's agricultural livelihood, their sustenance. 

Introduction 

While it is possible that Abdu recovered and returned home successfully from 

Jordan, I assume he did not. My own assumption - based on the oncologist's negative 

prognosis - contrasted sorrowfully with the hope of Abdu and his family that he, too, 

would return "completely cured," as others from his village had done. For this family -

and for many, as we will see - the results of others provided an impetus to travel. The 

cures that medical travelers brought back from abroad spoke much more convincingly of 

possibilities than the words of Yemeni doctors regarding the futility of traveling. The 

specific medical conditions were seldom considered; that the health of other people had 

been restored - those suffering from kidney and ophthalmology disorders, for instance -

meant that anyone could be healed, even someone who had cancer throughout his body. 

When patients did die abroad, Yemenis told me, then at least the family knew - and had 

demonstrated - that they had held nothing back when providing care for their loved one. 

Although different expectations existed religiously and socially for those with, and those 

without, financial capabilities, deciding to stay in the country and not to travel for 

financial reasons was unsettling for family members. 

This chapter examines reasons that Yemenis go abroad for medical care. As 

discussed in Chapter 3, Yemenis commonly give two reasons for why patients seek 

diagnoses and treatments outside the country. One is the lack of medical capabilities in 

Yemen to treat such diseases as cancer, heart disease, and kidney failure. The other is 
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people's lack of confidence in the medical services that do exist. Common responses to 

my treatment abroad survey illustrated the kinds of capabilities seen as lacking in the 

country - such as specialists, specialized equipment, and a suitable medical cadre that 

could better provide an accurate diagnosis and eventual improvement towards health (see 

Table 4.1). The responses could also reflect a lack of trust (e.g., the equipment that does 

exist is beheved to be unrehable). 

Table 4.1. Most Common Reasons Survey Respondents Gave 
for Why They Went Abroad for Medical Care 

Reason Total 
Capabilities 39 
Specialists 15 
Equipment 14 
No improvement 10 
Diagnosis 9 
Cadres 7 
Treatment 7 
Specialized hospitals/centers 6 
Level of medical care 6 
Care 5 
Trust 5 
Advice of treating doctor 4 
Doctors 3 
Critical nature of affliction 3 
Operation 3 
Other" 16 

In this chapter, I argue that, in addition to the explicit reasons given, Yemenis' 

international medical travel is consistent with the hope generated by the medical 

imaginary of today's global, technological medicine and the politics of care and 

" Single responses include: was abroad; desire to travel; preferred; was companion; lack of interest from 
state; medicines not available; case is incurable; scientific development; competence; quality; lack of 
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responsibility. I discuss the powerful influence of visible results, drawing mainly on 

interviews with medical travelers in Bombay and Jordan. Also using interview material, 

I describe how a lack of results from Yemen's medical system often motivates patients to 

seek care elsewhere. I then present opinions collected from physicians (in my survey 

concerning informing terminally ill patients) regarding why families - such as Abdu's in 

this chapter's vignette - might still opt to travel, even when doctors have advised them 

against it (see Table 4.2 for a complete list, which I then discuss as "voices"). A 

subsequent section discusses religious expectations and exemptions, based on 

judgments/opinions that I elicited from religious scholars. Finally, I look at the number 

of people who had - and had not - travelled outside the country for medical care from 

various groups I surveyed (including the Parliament, the Consultative Council, the 

Ministry of Public Health, and the commercial elite). 

experience; free from work; new scientific things; humanitarian sense; doctors are not developing their 
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Table 4.2. Reasons Doctors Gave for Why Families Would Still Take a Terminally HI 
Patient Abroad when Doctors Said There was No Use (96 doctors) 

Reason Total 
Reassurance for Family 

• To relieve family's conscience to know 
and show they did their duty towards the 
patient, and to be doing something 

50 

Belief that Patient's Life will be Prolonged 
" Because the capabilities abroad are better 

31 

Lack of Confldence in Local Services 29 
• In diagnosis and prognosis 

Psychological Comfort for Patient 
• To show patient that everything possible 

is being done 

21 

Lack of Capabilities in the Country 
• To diagnosis and treat patient 

18 

Hope 
• Of a miracle, a cure, a longer chance to 

live 

15 

Wealth 8 
• "The patient's family's money allows for 

that" 
Lack of Understanding of Condition 

• Because of low educational level 
7 

Others' Words 6 
• People telling family someone with the 

same condition was cured abroad and/or 
they should go abroad 

Other'" 5 
Note: Doctors often gave more than one reason. 

To convey to the reader a sense of the many messages to which people in Yemeni 

society might respond regarding the proper care of a loved one who was inflicted with a 

life-threatening medical condition, I borrow Mikhail Bakhtin's concept of the 

voices/words of others that can be found within our own utterances. Bakhtin noted: 

"Our practical everyday speech is full of other people's words; with some of them we 

knowledge; and qualifications. 
Responses classified as "other" include: to know the outside world [1]; to take advantage of government 

grants [1]; a "kind of enthusiasm" [1]; for religious and social reasons (unspecified) [1]; "to get away from 
the patient" [1]. 
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completely merge our own voice, forgetting whose they are; others, which we take as 

authoritative, we use them to reinforce our own words; still others, finally, we populate 

with our own aspirations, alien or hostile to them (1984:195)." 

The "voices" discussed in this chapter represent various ideals of good patient 

care that often lead people to seek medical treatment outside the country. Examples of 

these voices - which I have named in brackets - appear in one doctor's multifaceted 

written response as to why family members might, disregarding the advice of doctors, 

still send a terminally ill patient abroad: 

This happens when the time is prolonged and the pains increase and the 
family sees there might be a small hope [the voice of hope], 
and so as not to feel guilty later [the voice of one's conscience], 
and so that it is not said that they were stingy towards their patient [the 
voice of social criticism], 
or because of their lack of trust in doctors and capabilities in Yemen [the 
voice of skepticism towards local medical services], 
and because of the plenitude of people saying so-and-so had the same 
condition and was saved by the doctors in such-and-such a country 
[accounts of the wondrous possibilities abroad], 
and also the money of the patient's family to send him abroad allows for 
that; if this financial condition isn't available, the patient will stay in his 
country until he dies [the voice of the elite]. 

As we saw with Abdu and his family in the vignette of this chapter, the many 

voices defining proper care for a seriously ill family member are in dialogue with each 

other, some supporting, others contradicting. While Abdu's oncologist advised the 

family not to send him abroad in order to spare them the unnecessary expense, others 

commented to them on the lack of care inside the hospital, and inside the country in 

general, bringing them to doubt the doctor's words. People also described to them the 

machines that existed abroad, capable of providing more effective treatment than the 
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slowly working chemotherapy. The results of others - those, for instance, who stayed in 

Jordan two weeks and came back completely cured - also spoke loudly to Abdu and his 

family regarding the benefits of at least trying to be treated abroad. The voice of hope 

encouraged them to sell their livelihood in order for Abdu to pursue medical care outside 

the country. In addition to the voices of pain, sadness, and worry, a cacophony exists, 

urging the patient and his/her family members to search for the best care possible to help 

prolong a life and ease the suffering. 

Visible "Voices" 

The visible results that medical travelers attained from their journeys abroad often 

speak with more authority than do biomedical practitioners inside Yemen. These 

recoveries, restorations of bodily function, and current abilities convince many in Yemen 

that pursuing medical care outside the country is well worth the effort. A 40-year-old 

man said that he and his brother traveled to Jordan to treat the dislocation in his spine 

because, "Many friends and relatives went to Jordan. Their cases were bad. They 

returned, improved." Regarding what she would tell future medical travelers, a 27-year-

old woman in Bombay from Abyan who suffered from heart problems, a kidney stone, 

and an abscess on her leg said: "They will see me in a different condition from the one 

when I left them. This will make them eager [to travel]." 

Hoda and her husband provide an example of responding to the powerful 

influence of others' results: 

Twenty-eight-year-old Hoda from Shabwa govemorate and her husband had been 
married for three years without producing any children. They sought treatment in a 
number of cities in Yemen, but nothing worked. They then decided to visit an infertility 
specialist in Bombay whom someone from Shabwa recommended. In a hotel room in 



133 

Bombay, Hoda's husband told me about the results that occurred for the other couple: In 
their sixteen years of marriage, he said, "the wife had no children." However, after visits 
to the Bombay specialist - even though she needed Cesareans with each birth - she now 
had three children. 

The other woman's ability to produce three children - finally, after sixteen years of 

marriage - held the promise of similar results for Hoda and her husband. Nothing in 

Yemen was as promising. 

When people observe, and then recount, the remarkable results of others, they do 

not necessarily recognize differences in medical conditions that can affect the outcomes 

of treatments. A surgeon in a governmental hospital in Sanaa with many years of 

experience treating cancer stressed to me the importance of these differences: "Tme," he 

said, "with a heart condition, the patient might leave the country in a coma. After a valve 

replacement or an open-heart surgeiy that allows increased blood circulation, he then 

comes back looking fully healthy. Cancer cases, however, rarely experience similar 

recoveries." In a newspaper interview, a Yemeni cancer specialist remarked on the 

negative prognosis that cancer had, in general, anywhere in the world: "In the United 

States, a half a million patients die of cancer each year," he said, "and it's the 

fountainhead of knowledge. So what about in Yemen? (al-Hamji 1998b:3)." 

Several doctors responding to my survey on informing patients attributed people's 

misconceptions about the (in)curability of medical conditions to the low level of 

education existing in the country. One doctor, for instance, said that, because of their 

"belief that the possibility of treatment exists abroad," family members might still send 

an incurable patient to medical facilities outside the country, "especially if the 
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educational level of the family members is low, and they don't evaluate the nature of the 

disease." 

A Lack of Results as Motivation to Travel 

As discussed in Chapter 3, people with medical conditions that could be treated 

inside the country might also opt for medical care outside Yemen. Several medical 

travellers with whom I spoke in Bombay and Jordan decided to travel out of frustration, 

after not receiving desirable results from local medical services. One case illustrates the 

exasperation that can occur when people try to be treated in Yemen, but do not receive 

beneficial results: 

The family of a retired 60-year-old butcher from Sanaa with stomach pain tried 
desperately to treat him in Yemen. At one hospital, doctors said that he had had a stroke; 
at another, they said it was cancer. After spending seven days in a private hospital at 
5,000 riyals [S38] a night, the patient left for Jordan. "He was about to die!" the wife 
kept shrieking during our interview. "They didn't know what was wrong," she said, "He 
would have died." In Jordan, doctors diagnosed the patient as suffering from 
appendicitis. Altogether, the family spent S4,500 for airplane tickets, an operation, a 
hospital stay at $55 a night, and accommodations for the patient's four companions. The 
wife remarked: "The money isn't important. His health is." 

An accurate diagnosis inside Yemen of the appendicitis would have saved the family 

much money and worry. From their experience, this family will likely help perpetuate 

the belief that medical care inside the country should be bypassed - even for relatively 

simple conditions - in favor of more reliable services abroad. 

Some Possible Negative Results are Worse than Others 

Even when treatments are available in Yemen, some people might shun them 

because they distrust their outcomes. For instance, patients might choose to have 

surgeries performed abroad rather than inside Yemen because they are afraid of the 
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complications that can occur. Patients inflicted with kidney failure - who could remain 

on dialysis inside their coimtry for the rest of their lives - might well opt to undergo a 

kidney transplantation abroad. While not particularly desirable in itself - and full of risks 

- this option appeared, to some, more suitable than exposing themselves to the potential 

problems of dialysis in Yemen. Abdul Aziz (whom we met in one of the vignettes of 

Chapter 3) explained: 

In Germany, they asked us, "What do you need a transplant for? Just go 
back to Yemen and go to a dialysis center for the rest of [your mother's] 
life." I thought, "Okay, that's fine, but what dialysis centers do we have 
as options?" In Sanaa, we have al-Thawra [Hospital]. But, there's a 
whole range of problems that can occur, and when you're on dialysis, 
you're really life dependent on it, which means either it's done properly 
every time, two or three times a week, or you can actually have side 
effects that are fatal. So, this is the reason why we went to the other 
option, which is transplant. 

Amal, a 36-year-old woman whom I met initially in Amman, expressed a similar 

opinion. Rather than pursuing dialysis in Sanaa, she decided to travel to Baghdad to 

receive a kidney transplantation from a non-related donor, a Palestinian woman that her 

brother located there. Wearing a surgical mask upon her return to Sanaa to protect 

herself from the germs and dust prevalent in the city, Amal repeated to me her lack of 

desire to pursue dialysis in Yemen. Even in her highly vulnerable state following a 

transplantation, she considered dialysis inside the country to be the greater risk. 

Voices within Social Gatherings 

Regularly occurring social gatherings within Yemeni society are an influential 

venue for defining ideals of proper patient care. I described these "qat sessions/chews" in 

an earlier article: "Almost every afternoon of every day, but especially on the weekend 
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(Thursday and Friday, in Yemen), men and women in Yemeni society gather for nearly 

four hours to chew qat (Catha edulis), the mildly stimulating leaves of a domestically 

grown tree. In these same-sex gatherings, which usually take place in someone's home, 

people sit together, comment on everyday life, and pursue more focused topics (Kangas 

2002:48-49)."'® Socializing - more than the qat - is the main objective of these 

gatherings (Varisco 1986:5; Weir 1985:149). Qat sessions - which allow information to 

be exchanged among diverse groups of people - play a key role in perpetuating 

international medical travel. People returning from abroad give a report of their journeys 

to the individuals gathered there. Details are exchanged about medical cases and 

treatments inside and outside the country. 

Accounts of the Wondrous Possibilities Abroad 

Doctors responding to my survey on informing terminally ill patients recognized 

the influence of talk occurring in qat sessions in persuading people to take even hopeless 

cases outside the country for treatment. One doctor in the survey stated; "People's 

words, especially in qat gatherings, about the capabilities abroad make the patient and 

non-patient think of going abroad, even if some cases don't require [it]." Another doctor 

noted family members' "belief from qat sessions that abroad, there is mythical medicine." 

From qat sessions, people see, hear, and generalize about the treatment possibilities 

existing elsewhere. 

QQ 
For studies of qat, see Kennedy (1987); Kennedy et al. (1980); Varisco (1986); Weir (1985). In May 

1999, the Yemeni president banned police and army personnel from chewing qat during work hours. He 
also announced that he would abstain from chewing qat. 
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The Voice of Social Criticism 

In qat sessions, the medical care provided to patients by family members, local 

services, and facilities outside the covintry is evaluated, and offered as testimony for what 

constitutes "good" care. Households with the financial capabilities to send a seriously 

ailing family member abroad who opt not to do so, open themselves up for social 

criticism. Although families without resources are excused, they still might feel that they 

should sacrifice to try everything possible. A doctor responding to my survey said that 

families might take an incurable case abroad, "under pressure from the society 

surrounding them that they fell short with their patient and should have traveled with him 

to remove any doubt." Should a patient die abroad, the family has reassured themselves, 

and others, that they held nothing back. 

Doctors: "You Must Go" 

The words of doctors inside Yemen can also motivate patients and their family 

members to leave the coxmtry for medical care. When they caimot be treated locally, 

doctors refer cases abroad. With severe cases, doctors stress to family members that they 

should travel immediately, lest dire consequences occur. Confronted with this grave 

recommendation, few families would knowingly want to deny their patient a chance at a 

life-saving treatment abroad. 

Only one doctor responding to my survey suggested that: "From the doctors' 

side, they send a patient abroad to escape bearing the responsibility for medical cases that 

have no hope of a cure." Several physicians in Bombay said that doctors in the United 

Arab Emirates referred incurable patients to Bombay in order to protect their reputations 
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from likely deaths. In referring terminal cases abroad, however, some doctors might see 

themselves as maintaining hope for the patient and family, rather than merely avoiding 

deaths. 

Doctors: "There is No Benefit in Going" 

When treating incurable medical cases, doctors will often recommend that family 

members avoid the desire to travel, so as not to waste their money. However, because of 

the generally low confidence in the skills of Yemeni doctors, accepting the opinion that 

nothing can be done for the patient abroad is hard for families. With all the other 

"voices" urging patients and family members to travel, they find it difficult to put their 

faith in a voice often considered unreliable, particularly when it means doing nothing to 

save a loved one. Accepting the words of doctors - who have been known to make 

mistakes on even basic medical conditions - and later learning that something could have 

been done would be extremely unsettling. 

The following case illustrates reasons to be hesitant in accepting the prognoses of 

doctors regarding the futility of seeking treatment abroad: 

When Ali was a child, he had rheumatic fever. "At that time," his older brother 
Ahmad told me outside the Islamic Hospital in Jordan, "we didn't know the importance 
of treating him immediately. Our people didn't know. They lived in the countryside and 
didn't know that much about medicine." When he was around fourteen, Ali developed a 
heart condition as a result of the rheumatic fever. He and their older brother went to 
Jordan for a valve replacement operation. They leamed, however, that the treatment 
would cost well over $5,000, while they had only $1,500 from a governmental medical 
committee in Sanaa to cover the costs. They returned to Yemen to begin collecting the 
required amount. 

Over the next six years of waiting, Ali became weaker. Another valve became 
affected and needed to be replaced as well. Doctors in Sanaa, including a Cuban heart 
specialist, told them it was too late to do anything for Ali. An operation had no chance of 
succeeding. The family decided to tiy surgery anyway. Anything would be better than 
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the life that Ah was currently living. He could not lie on his back. He could not sleep. 
He had high blood pressure jfrom the lack of circulation. He could not sit up. He became 
agitated firom being cooped up in the house. This was not the life for a 20-year-old. 
Going abroad would provide hope and psychological relief, if nothing else. The family 
would cover the costs with their salaries, savings, and sacrificing. The money set aside 
for Ali's wedding would be used instead for a life-prolonging surgery. 

In Jordan, contrary to the prognosis in Yemen, the doctor assured and reassured 
Ahmad that his brother's surgery had a 99 percent success rate. The five-hour operation 
and next few days in Intensive Care were fretfiil for Ahmad, who felt alone and anxious 
about his brother. With no phone in their own house in Sanaa, Ahmad had to call the 
neighbors to give updates on his progress. 

Several months later, my husband and I met Ahmad and Ali for a celebratory 
dirmer back in Sanaa. Ahmad repeated the doctors' words about the futility of going 
abroad since Ali was too far along. The young man, whose strep throat had not been 
treated so long ago, now had his life and only a scar. 

Accounts such as AU's convince people within Yemeni society of the advantages of 

sending an incurable patient abroad, rather than of listening to doctors who are trying to 

spare them the money unnecessarily spent on untreatable cases. 

Voice of Skepticism towards Local Medical Services 

In their responses to my survey, doctors recognized that people mistrusted the 

capabilities of local medical services, and fiilly trusted those abroad. One doctor referred 

to people's "big confidence in the doctors of other countries, and lack of confidence in 

Yemeni doctors." Another doctor noted: "Most people do not depend on what Yemeni 

doctors say about the critical care of the patient, but usually believe foreign doctors." 

Still another doctor stated that the majority of Yemenis believed: 

that medicine and treatment in Yemen are very incapable, and that the 
medical cadre in Yemen has a bad reputation, and that they don't have 
high qualifications or enough experience to treat such cases, and that the 
medical capabilities in Yemen are not available and not in a complete 
form. 
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Doctors work in a demoralizing environment, aware that their patients often lack 

confidence in their abilities. Several doctors in Yemen made the following contrast; 

"When a death occurs under the care of a Yemeni doctor, the family blames the doctor. 

When the doctor is a foreigner [in Yemen or abroad], the family blames the disease." 

Doctors in Yemen recognized that people believed that medical services abroad 

were capable of curing hfe-threatening diseases, and were worth traveling for. For 

instance, one doctor responding to my survey stated: "Most [people in Yemen] think that 

medical techniques in western countries can prolong or save the patient's life." Doctors 

in Jordan and Bombay lamented to me the Yemeni patients who arrived with conditions 

that were too advanced to be treated. They wished that these patients would either travel 

sooner, before their conditions deteriorated beyond treatment, or stay inside Yemen to 

live out their last days with their families. 

The Voice of One's Conscience 

Sending patients abroad for medical care - even when doctors recommended not 

to - reassures family members that they did everything possible to relieve their suffering. 

Their consciences are relieved to know that they fulfilled their duty towards their loved 

ones. In many cases, the moral cost of coming up short with their patient is greater than 

the financial costs of international medical travel. 

Doctors responding to my survey recognized that family members might send 

patients abroad in order to soothe their own consciences. One doctor said that families 

want "to relieve their consciences before [the patient] dies, so that they do not grieve 

much for him, or think they fell short with him in duty or sympathy." Another doctor 
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explained that, in sending a terminally ill patient abroad, family members will "be 

relieved of blame from their consciences. If something happens to him, they already did 

what they can do." Still another doctor stated: "There are those who say, 'I will do this 

to be relaxed psychologically, because I did my duty.'" 

The Voice of Caring 

Related to doing one's duty towards an ailing loved one is the desire of family 

members to reassure patients that they are important to them, and that they care deeply 

about them. Sending patients abroad, where diagnostic and therapeutic capabilities are 

believed to be more advanced (and more expensive), confirms to patients their worth in 

the eyes of their families. Doctors surveyed recognized that, by sending patients outside 

the country, family members can "show the patient that they did not withhold what is 

valuable and expensive for the sake of his recovery." One doctor said that the objective 

of such travel would be "to prove to their patient that they are sacrificing until the last 

moment." Still another doctor said that sending a terminally ill patient abroad, "relaxes 

the patient and makes him feel his importance and his family's love for him. This 

reduces his tragedy and lifts his morale and psychological condition." In Chapter 8,1 

elaborate upon the expectation and valorization of duty and sacrifice within families in 

Middle Eastern societies. 

The Voice of Hope 

Medical capabilities existing outside the country offer hope for patients and 

family members, for whom medical services inside Yemen can provide little. This hope 

of a cure or relief from suffering is reinforced through accounts of recoveries that have 
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occurred in other patients who went abroad. A doctor responding to my survey explained 

that families might send incurable cases abroad, "because hope does not die." Another 

doctor stated: "Although the case is incurable, there still remains some hope for the 

patient and his family. Even if it is very small, they search for it no matter where." Still 

another doctor referred to a proverb: "The perplexed holds onto any tree." 

The Voice of the Shari'a: Religious Expectations and Exemptions 

As religious scholars that I surveyed in Sanaa noted, the Islamic shari'a (code of 

law) offers two distinct, and sometimes conflicting, messages for people confronted with 

serious medical conditions. One compels patients and family members to search 

wherever they can for a cure. The other understands that people's financial constraints 

might not allow them to provide the care that patients need. If they are unable to offer 

ongoing care, families should not unduly burden themselves; they can stop trying, and 

allow patients to receive the fate that Allah decided for them. 

Effort is Commendable 

According to religious scholars, the Qur'an and the hadith (the recorded sayings 

and doings of Prophet Muhammad) support families' efforts. Prophet Muhammad said: 

"Be treated, Allah's servants, for Allah did not cause a disease without a remedy." 

Similarly, he said: "Every disease has a medicine." Effort should be made, then, to 

pursue remedies for diseases, even if they are outside the country. A further 

recommendation for travel is reflected in the hadith, "Seek knowledge even if it is in 

For background on Islamic legal interpretation, see Masud, Messick and Powers (1996). Additional 
articles in the same edited collection that are relevant to this study include Rispler-Chaim (1996) regarding 
the bioethical question of postmortem examinations in Egypt, and Messick (1996) regarding radio fatwas in 
Yemen. 
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China." In cases where doctors have said that there is no use in traveling, people might 

still decide to do so since, following the Qur'anic verse, {None in the heavens and the 

earth knows the ghaib [Unseen] except Allah} [S 7:65].'°' Only Allah - not the doctors 

- knows what is doubtful and what is certain. However, the deputy mufti [na 'ib al-mufti\ 

who quoted this verse did go on to say: "But, if the patient wants to be patient [inside the 

country], he has the right. And, if he wants to go abroad, he has the right." Flexibility 

exists within the shari'a. 

Effort Should Not Exceed One's Abilities 

While effort is commendable, according to the shari'a, it should not exceed one's 

abilities. Religious scholars recognized that capabilities - and therefore the obligations 

placed upon people - differed among members of society. They supported this 

understanding with verses from the Qur'an. One oft-quoted verse was, {Allah burdens 

not a person beyond his scope} [S 2:286]. Another was, {Let the rich man spend 

according to his means; and the man whose resources are restricted, let him spend 

according to what Allah has given him. Allah puts no burden on any one person beyond 

what He has given him. Allah will grant after hardship, ease} [S 65:7]. A professor in 

the Department of Fiqh al-muqarin [Comparative Jurisprudence] at Sanaa University 

explained: "We have in Islamic fiqh [jurisprudence], or in Islam, a/-faWz/[religious 

obligation], which is conditioned on ability. If outside the limit of ability, then the taklif 

The first number listed indicates the chapter [jura] of the Qur'an, the second lists the verse {ayd\. 
English translations of the original Arabic that are used in this study come from Khan and Al-Hilali (1997). 
For Muslims, the Qur'an [often misrepresented as "Koran"] is believed to be the word of Allah revealed to 
Prophet Muhammad. Allah speaks direcdy to believers (and non-believers) in the Qur'an. 
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is abolished. There is no responsibility, no obligation." Therefore, families who cannot 

afford to send a seriously ill patient abroad are not required to do so. 

Families are also not obliged to take an incurable case abroad. Professors in the 

Fiqh al-muqarin department stated that if families make certain that the diagnosis of the 

doctors is precise, and that the doctors are experienced, then spending money for 

hopeless cases is a waste. Instead, they said, the family could spend that money in 

another way, or in a way that better served the patient. One of the professors concluded: 

"[The family] did their duty. If it is not possible, then they have to surrender and be 

patient. Allah will reward them for this." 

Cooperation and Solidarity 

According to religious scholars, family members need not bear the complete costs 

for medical care themselves. The shari'a encourages cooperation and solidarity among 

all members of society, and including the state. A qadi O^dge] at the West Court 

described the obligations on the wealthy to assist the poor, as well as the governmental 

assistance in Yemen that is allotted to patients who cannot afford life-prolonging medical 

care abroad: 

The Islamic shari'a urged treatment because for every disease there 
is a medicine. Seeking treatment is a duty of the shari'a, whether it be 
inside or outside, according to the financial ability of the patient and his 
family. Those who are unable financially to bear the costs of treatment 
firom their own money, the Islamic shari'a urged cooperation and social 
solidarity. It is the duty of the wealthy in the society to extend a helping 
hand to the poor patient, by supporting him financially so that he is able to 
be treated. The state spends millions yearly as assistance for patients who 
are inflicted with advanced diseases that are difficult to be treated inside 
and whose condition requires travel abroad for treatment, and for whom it 
is difficult to travel because of their bad financial condition, and those 
who are unable to bear the cost of treatment abroad. And the ayat [verses] 
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of the Qur'an that encourage cooperation and spending money in charity 
are many. 

The sources of income and assistance upon which medical travelers relied to cover their 

expenses for medical care outside the country are discussed more fully in Chapter 5. 

The Voice of the Elite 

On several occasions when I have presented in the United States details of 

Yemenis' international medical travel, audience members have suggested that such travel 

should be seen as an elite pattern, which other members of society were emulating. 

Physicians in Sanaa also indicated that, to a limited degree, medical travel reflected, in 

the words of one doctor, "boastfulness between relatives and family, [who wanted to] 

exhibit a type of prestige sometimes." Another doctor stated that in pursuing medical 

care abroad, family members were "showing off to others that they are able to treat their 

patient in any place in the world and for any amount [of money]." 

My interviews in Sanaa, Bombay, and Jordan with Yemeni medical travelers 

highlight that "ordinary" Yemeni patients and family members do not travel for prestige 

alone (or to conspicuously consume, or to resemble their wealthy neighbors), unless the 

desire to prolong life is to be considered simply an elite pattern. The voice of the elite is 

certainly one of the voices in Yemeni society that motivate people to travel, but it is not 

the only one, or even a dominant one, for the people who are the focus of this study. 

However, in Yemen, a common impression exists that the wealthy and well-

connected continually travel outside the country for medical care, even for simple 

conditions - such as routine dentistry or influenza - that could be treated inside the 

coimtry. Their effortless travel, people believe, leaves no one of influence behind to 
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pressure the government to improve existing health services. Indeed, individuals with 

immense wealth available to them have little motivation to remain in the country to be 

treated in crowded facilities considered to be of dubious quality. 

I had difficulties in recognizing who in Yemeni society was wealthy. Individuals 

who were particularly well-to-do did not always take on the markers of wealth - fine 

clothing and education, for example - that are evident in many other societies. Famiers 

who had made their riches firom qat (which is grown largely in rural areas and sold in the 

cities), for instance, might maintain what could be considered a rural appearance. A 

Jordanian banker in Sanaa agreed with my difficulties. "Sometimes men come into the 

bank," he told me, "when you see them in their tattered clothes, you reach in your pocket 

to give them ten riyals. Instead, you leam that they have come to transfer hundreds of 

thousands of dollars into their bank accounts in Europe." Yemenis told me that they 

recognized the wealthy mainly from their names, even though members within a large 

family might have differing access to wealth. 

While wealthy members of society might opt to travel abroad for relatively minor 

medical conditions, and/or have check-ups whenever already abroad for other purposes, 

they are also susceptible - as less wealthy members of society are - to life-threatening, 

degenerative conditions for which no treatment exists in Yemen. One family, for 

instance, had traveled to Jordan for pleasure, when they decided to have various medical 

tests done. While the father and children (aged nine and 12) were found to be in good 

health, the family learned that the mother had a brain cyst. The father then called for 

their two older children to come from Sanaa; the daughter was to stay with the mother in 
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the hospital, the son to accompany the daughter, and both were to bring additional money 

from home. The day I met them in a private hospital in Amman, the mother had just had 

an eight-hour operation to remove the cyst, and the family was waiting for the results of 

her biopsy. 

The story of one man who had the social and financial resources to frequently 

pursue treatment outside of Yemen offers insight into the levels of medical care that 

patients might access abroad over the course of their lives. The man's youngest son, 

Mahmud, recounted this story to me in Sanaa in 1997; 

Until the mid-1990s, Mahmud's father, long holding responsible positions in the 
government, would write the President a request and receive airplane tickets and money 
for his medical travel. He would have medical check-ups whenever he was vacationing 
abroad. He had been examined in Germany, England, America, and Egypt. "The dollar 
was very low," Mahmud explained. "It was good. But now, the state doesn't give 
anything, or if it does, it's only $1,000 and the plane tickets, hardly anything." Rent 
collected from a house in coastal Hodaida helped cover the additional money that 
Mahmud's father needed for his foreign medical expenses. 

In 1995, when he was around 75 years old, Mahmud's father developed an 
inexplicable shortness of breath. He travelled to Germany specifically for that problem, 
which doctors found to be a blockage in his left ventricle. Mahmud's father was 
prescribed medicine, which he took as long as he was feeling ill. Contrary to the doctors' 
orders, he stopped taking the medicine when he felt strong again. 

Gradually, Mahmud's father became weaker. In June 1997, Mahmud and his 
parents returned to Germany. His father received a new prescription, which helped him 
feel better for several months. Aroimd mid-December, however, I met Mahmud by 
chance in the street. He told me that his father had died a month earlier. He was down in 
Hodaida at the time. The family brought his body back to Sanaa to be buried. The 
father, of whom his son spoke with admiration for his long, honest service in the 
goverrunent, had met his inevitable death. 

From check-ups at the state's expense to medical care for a specific heart condition, 

Mahmud's father used medical services abroad until his eventual death. Unfortunately, 
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not all members of Yemeni society had similar access to medical care outside the 

country, for screening or for treatment. 

How Many Actually Go 

In order to gain an understanding of who within Yemeni society travelled outside 

the country for medical care, I surveyed various groups about their experience with 

treatment abroad. While not conclusive, the results, not surprisingly, indicate that more 

people with, than without, financial and social resources allowing them to do so travelled 

for medical care. In addition, the medical conditions for which people sought care 

appeared to differ according to their economic/social group. As Table 4.3 illustrates, 

fewer respondents from the Ministry of Public Health said that they/their relatives had 

sought medical care abroad than those from the Parliament, the President's Consultative 

Council, and from among businessmen. Several respondents at the Ministry of Public 

Health suggested that if I had conducted the survey at an income-generating ministry, 

such as the petroleum ministry, I would have found that, because of assistance from their 

ministry, more people had been abroad there than in a service ministry. 

In addition, as Table 4.3 indicates, employees at the Ministry of Public Health 

were more likely than the other groups to only know someone who had sought treatment 

abroad, rather than to actually have gone abroad for treatment themselves. Only 15 

percent of respondents from the Ministry of Public Health said that they themselves had 

sought care outside the country, while one fourth (28 percent) said that a relative had 

been abroad. In the other groups, respondents themselves had often received medical 
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care outside of Yemen.^"^ Several respondents listed multiple medical journeys, for 

themselves and/or their relatives. For the Parliament, each respondent indicating he/she 

and/or a relative had traveled for medical care listed an average of two individuals 

undertaking a medical journey. While respondents from the Consultative Council and the 

Ministry of Public Health listed an average of 1.5 individuals, the businessmen listed an 

average of nearly four individuals seeking medical care outside the country. 

Table 4.3. Treatment Abroad Survey Responses 
Regarding Experience with Treatment Abroad 

Respondent Both Relative(s) Relative, Both 
Only Respondent Only with Relative(s) 

and Respondent and 
Relative(s) as Respondent 

Companion as 
Companion 

Parliament 25 34 30 13 0 102 64 
(166) 15% 20% 18% 8% 61% 39% 
Consultative 4 8 3 4 0 19 3 
Council (22) 18% 36% 14% 18% 86% 14% 
Ministry of 8 13 41 2 0 64 81 
Public 6% 9% 28% 1% 44% 56% 
Health (145) 
Business (7) 1 4 1 0 1 7 0 

14% 57% 14% 14% 100% 
Total (340) 38 59 75 19 1 192 148 

11% 17% 22% 6% 0.2% 56% 44% 

Total Total 
Travel No 

Travel 

The relatives mentioned were too varied to list here, but included brothers, sisters, mothers, fathers, 
sons, daughters, maternal and paternal uncles and aunts, n:iatemal and paternal cousins. More male than 
female relatives were mentioned, but this could be because the majority of the survey respondents were 
males. The two female Parliament members listed mainly females in the section about relatives, as did the 
female respondents at the Ministry of Public Health. 
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Well over half of the respondents who had experience with treatment abroad listed travel 

that occurred during the 1990s. An additional third of the 342 medical journeys took 

place in the 1980s. 

As Table 4.4 shows, respondents indicated that the medical conditions for which 

they themselves had sought medical care outside the country were less likely to be life-

threatening than those for which their relatives had sought care. Tests/check-ups were 

the most common medical condition for which respondents said they used medical 

services abroad, while cardiac cases were the medical condition that respondents listed 

for their relatives' medical care outside the country. Perhaps respondents were more apt 

to remember relatives' life-prolonging care abroad than any minor medical visits they 

may have had. 

Table 4.4. List of Most Common Medical Conditions 
for which Treatment Abroad was Sought 

Medical Condition Respondent Relative 
Tests/Check-up 25 12 
Kidney 7 10 
Blood Pressure 5 0 
Cardiac 5 29 
Internal Medicine 5 18 
Ophthalmology 5 12 
Urinary Tract 4 0 
Cancer 0 15 

Note: Several respondents listed more than one condition 

Needed Treatment Abroad. But Could Not Travel 

A total of 170 respondents to my treatment abroad survey indicated that they/their 

relatives had at some point needed medical care abroad, but were unable to pursue it. As 
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Table 4.5 shows, this was true of more respondents jfrom the Parliament and Ministry of 

Public Health than from the Consultative Covmcil and commercial elite. The differin? 

sizes of the groups responding could influence these totals; as the pool of respondents 

increases, so might the likelihood that someone needed treatment outside the country but 

could not obtain it. 

Table 4.5. Number of Respondents Indicating that They/Their Relatives 
had Needed Treatment Abroad, but Could Not Obtain It (322 responses) 

Ever Needed? 
Yes No 

Parliament (157) 92 65 
(59%) (41%) 

Consultative Council (21) 9 12 
(43%) (57%) 

Ministry of Public Health (137) 68 69 
(50%) (50%) 

Biisiness (7) 1 6 
(14%) (86%) 

Total (322) 170 152 
(53%) (47%) 

Note: Eighteen respondents did not answer this question. 

As indicated in Table 4.6, the most common reason given (80 percent of the 175 

responses) for why people did not travel to pursue necessary medical care was that they 

lacked the financial capabilities to do so. Of these 175 responses, four specified that this 

lack was a result of the increase that occurred in the Yemeni riyal-dollar exchange rate; 

these respondents noted that while, previously, the exchange rate was 4.5 to 7 riyals per 

dollar (and they might have traveled), at the time of the survey, the exchange rate was 

over 130 riyals per dollar. Several responses (nine out of the 175 responses, or 5 percent) 

said that the arrangements involved - such as the processes for obtaining either financial 
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assistance from the Yemeni government or a visa from Saudi Arabia - had hindered their 

travel. A small number (four responses, or two percent) said that they had been too busy 

at the time to leave the country for medical care.^°^ 

Table 4.6. Reasons Respondents/Relatives Needing Treatment 
Abroad Did Not Travel (175 responses) 

Reasons Did Not Travel 

Parliament (95) 81 6 2 6 
Consultative Council (9) 8 0 1 0 
Ministry of Public Health (70) 60 3 0 6 
Business (1) 0 0 1 0 
Total (175) 149 9 4 12 

Note; Several respondents listed more than one reason. 

Table 4.7 lists the most common consequences of not pursuing medical care 

abroad. Almost half of the responses stated that patients either: 1) remained in the same 

condition, still requiring treatment abroad (31 responses, or 17 percent; 2) ended up being 

treated in Yemen (29 responses, or 16 percent); or 3) died (28 responses, or 15 percent). 

Seventeen responses (9 percent) referred to Allah as either providing a cure, or helping 

them to bear their illnesses. While 13 of the responses (seven percent) stated that the 

patient suffered further complications from not pursuing medical care abroad, 12 of the 

Responses categorized as "other" include: 1) "no reason" (1 Parliament); 2) the patient died before 
completing the process (1 Parliament); 3) incurable (1 Parliament); 4) experienced a delay in receiving the 
right diagnosis for the disease (1 Parliament and 1 Ministry of Public Health); 5) now there is some modem 
equipment available (1 Parliament); 6) a lack of opportunity (1 Parliament); 7) a lack of agreement by 
doctors (2 Ministry of Public Health); 8) a lack of fair system in sending (1 Ministry of Public Health); 9) 
the patient died on the day of traveling (1 Ministry of Public Health); 10) negligence (1 Ministry of Public 
He£Qth); and 11) no treatment possible (1 Ministry of Public Health). 
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responses (also seven percent) indicated that patients experienced.no major consequences 

firom not travelling. 

Table 4.7. Most Common Consequences of Not Travelling Abroad Listed 
by Respondents to Treatment Abroad Survey (182 responses) 

Remained Treated Death Allah Complications Nothing 
in Same 

Condition 
in 

Yemen 
Parliament (98) 16 18 15 9 6 5 
Consultative Council (9) 1 4 0 1 0 1 
Ministry of Public 14 7 13 7 7 6 
Health (74) 
Business (1) 0 0 0 0 0 0 
Total (182) 31 29 28 17 13 12 

Note: Several respondents listed more than one consequence. 

While over half of the respondents to the treatment abroad survey stated that 

they/their relative(s) had traveled outside the country for medical care, nearly half also 

responded that they/their relative(s) had needed medical treatment abroad at some point, 

but were unable to pursue it. Of the 132 total responses regarding the consequences of 

not traveling for medical care (excluding those either referring to Allah, saying only that 

the patients did not travel, indicating that patients finally traveled, or those responses 

categorized as "other"), the majority (63 percent, or 84 responses) indicated that the 

medical conditions of the patients had either persisted, or w^orsened, as a result of not 

receiving the medical care that they required outside the country. The other 36 percent 

(48 responses) stated that patients had either been treated in Yemen, suffered no 

consequences, or improved. 
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Reasons to Travel 

Beyond the two explicit reasons that are already challenging to remedy (a lack of 

facilities and a lack of confidence in services that do exist), this chapter's exploration of 

the many voices within Yemeni society urging patients and their family members to 

pursue medical care outside the country adds even greater complexity to international 

medical travel. Sending patients abroad communicates - to the patients themselves, 

families, society, and Allah - the importance of the patient. It also demonstrates that 

people recognize, and are fulfilling, their duty towards ailing members of their 

households, society, and - as Chapter 5 will discuss for the state - the nation. 

The myriad voices speaking to patients and their families regarding ideals of 

proper care are in dialogue with each other, with some conflicting and others reinforcing 

each other. How people respond to these voices will depend on their commitment to, and 

trust in, each of them. In Kangas (2002:62-64), I discussed the case of a family who 

chose not to send their father abroad, having accepted the words of doctors in Yemen that 

his cancer had spread too far aroimd his stomach to remove it, without removing 

everything. Although the family had the financial resources to cover the costs of medical 

care outside the country, they recognized that such travel would bring more harm than 

good, to the patient and themselves. Few people outside the family knew about the 

father's disease, which allowed them to avoid the social pressure commonly applied 

when people learned a person was ailing. A year later, however, the family sought 

medical care in Jordan for their mother's oral cancer. Doctors had advised them that 

medical care abroad would help prolong her life. 
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Not all families within Yemen would follow the counsel of doctors to the same 

degree as this family did regarding their father's incurable cancer. Stories such as Ali's 

recovery from his critical heart condition, after doctors advised that seeking further 

treatment abroad would be futile, help perpetuate the belief that medical services in other 

countries - being more advanced and more reliable - hold the promise of a cure, and 

should be pursued. The results of others - which people both hear about and see for 

themselves - raise expectations, and maintain the hope, that modem medicine can do the 

same for them. Some families would prefer to travel to try the possibilities that 

biomedicine offers, rather than to live with the guilt-provoking question of, "What if we 

had only tried, would he/she still be aUve today?" As one doctor that I surveyed said, 

family members send a terminally ill patient to medical services outside the country to 

"cut the doubt with the truth." Only traveling to pursue the greater options abroad will 

reassure families that nothing more really could be done. 

However, as the results of my treatment abroad survey illustrate, not everybody 

travels outside the country for medical care, even when they need it. Not everyone from 

society - nor within a household - who needs it travels. However, many people deem 

local medical services inferior to that available abroad. This chapter highlights the 

importance of popular medical and ethical discourse in decision-making about the care of 

ailing family members (and society members/citizens). The social nan-atives about the 

possibilities of medicine are narratives of hope, responsibility, despair, self-worth, blame, 

effort, skepticism, and commitment, all potentially intertwined. 
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In the next chapter, I detail the numerous logistical arrangements that patients and 

their family members undergo, once they have decided to seek additional medical care 

outside the country. These can include everything jfrom financing their medical travel, to 

flying in an airplane on a stretcher, to locating interpreters who can help them receive the 

medical procedures that they require. While throughout the world some hospitals, such 

as those in the United States trying to attract an international clientele to fill their 

unoccupied beds, help patients and their companions settle into their treatment 

destination, Yemeni medical travelers must almost always make their various logistical 

arrangements themselves. 
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CHAPTER 5. THE LOGISTICS OF INTERNATIONAL MEDICAL TRAVEL 

Vignette: Ismail's Journey 

Ismail's was the kind that could only be called a "freak" accident. In August 
1996, the 23-year-old butcher from a town near coastal Hodaida went to buy qat for a 
wedding. As he was paying, the wall that he and a friend were sitting next to fell down 
on them. The other man died; Ismail ended up paralyzed. To treat his spinal fracture and 
broken leg, Ismail was first taken to a central hospit^ in Hodaida. Then, he was 
transported five hours by ambulance - winding gently through mountain passes - to 
Sanaa's al-Thawra Hospital for its greater treatment capabilities. Ismail stayed in al-
Thawra Hospital for three months. A Cuban orthopedics professor finally told the family 
that the necessary operation could not be performed there. The delay in treatment and 
waste of more than 500,000 riyals [over S3,800] angered the family. Ismail's elder 
brother, carpenter Hassan, complained to me in 1997 aboard our flight to Jordan: "They 
should have told us in the beginning that there was no hope there. We would have 
traveled right away. Better than wasting all that money." He then remarked: "The 
hospital is a cemetery. There is no care there." 

The family decided that Ismail should go to Iraq for the operation. They had 
heard Iraq had good surgeons, and the treatment would cost relatively little. True, Ismail 
- who lay across three rows on a stretcher as it was - would tire a little during the 18-
hour drive from Amman to Baghdad in whatever vehicle could accommodate a stretcher. 
However, as Hassan said, "It's better for him to tire a day than from a whole year without 
treatment [as he had been]." The family had initially hoped to go to Cuba since they 
knew orthopedic surgery to be advanced there, but the fli^t would have been especially 
difficult as a stretcher case. They were fairly certain that their local council or a 
businessman would have provided the tickets. They might have considered it further, 
Hassan told me, if they had not spent so much money unnecessarily at al-Thawra 
Hospital. 

Businessmen had provided much of the financial assistance that the family needed 
for their medical travel. To obtain these donations, the family relied on wasta 
["intermediaries"]. Hassan explained: "We knew people who knew people. Friends told 
businessmen about our case. If not, people would see the paper [the request for 
assistance] and give only 1000 riyals [less than SB]." With friends - and friends of 
friends - presenting the case directly on their behalf, the family was able to collect much 
more. Hassan listed off the businessmen and their donations: A businessman located in 
Hodaida and Taiz provided their airplane tickets; his brother donated S200. Other people 
gave 20,000 riyals [$153]. A dealer in spare parts gave 30,000 riyals [almost S230]. 
Hassan commented somewhat bitterly on the process; "Some were good, and some were 
not good. If every businessman or owner of a company that we asked had given money, 
we would have received even more. But, not everyone did, only a limited number." 
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Ismail had never been separated from his family and Hassan anticipated that the 
separation would be difficult. "Our family has not travelled much," he said, "Only I have 
travelled, and my mother briefly. I worked in Saudi Arabia for three years, and was also 
away in Taiz and Sanaa. But the patient prefers to stay at home. He doesn't like to go 
out." Everyone went to the Hodaida airport to see Ismail off, "the sisters, aunts, cousins, 
and sisters' husbands," Hassan said. Their elder brother could not join them on the trip 
since "that would leave no one at home, only our sisters." Instead, the brother was to stay 
in Yemen to continue collecting money. Their mother, who was very connected to her 
youngest son as he was to her, could not travel alone with Ismail, nor would she ever 
agree to have them travel without her. Regarding his own presence, Hassan explained: 
"He's my brother. He's apart of me. I wouldn't abandon him, no matter what 
happened." 

When Ismail, Hassan, and their mother arrived in Baghdad, Hassan told me, they 
knew only that they would go to a certain hotel - an "excellent" hotel that the mother 
knew from her 1994 trip to Iraq to treat her irregular menses. Her husband (who was no 
longer alive) and her brother (who was also seeking treatment at the time) had 
accompanied her on that trip. If she had the chance, the mother planned to pursue follow-
up care while in Iraq. Friends from Hodaida who were studying at a imiversity in 
Baghdad would help them select a suitable facility for Ismail's care. 

Although well aware of all the tiring arrangements that they had already endured 
to pursue medical care abroad - and that many more awaited them -Hassan repeated 
words common to Yemeni medical travelers: "The most important thing to me is that my 
brother get well and be treated." Any trouble along the way seemed insignificant by 
comparison. 

Introduction 

Many decisions and arrangements confront families, once they decide to seek 

medical care outside of Yemen. A major challenge is often how to collect enough money 

to pay for their airplane tickets, treatment costs, and lodging. Medical travelers often 

relied on several sources to help finance their journeys. In addition, families need to 

choose a coimtry in which to pursue medical care, and select someone to accompany 

patients. For some patients, the airplane travel can be particularly tiring. Locating 

reasonable accommodations in the treatment destination and becoming oriented takes 
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time away from patients' medical care. Despite all the tiring arrangements, most medical 

travelers said the well-being of the patient was their primary concern. 

In this chapter, I discuss the logistics involved in Yemenis' intemational medical 

travel, I examine in detail how medical travelers with whom I spoke in Bombay and 

Jordan financed their medical care abroad. Next, I look at factors that medical travelers 

considered when selecting a treatment destination, and those contributing to the choice of 

a travel companion/caretaker. I then note the special needs of certain patients when 

flying. Finally, I discuss various arrangements involved in medical travelers settling into 

their treatment destinations. In this chapter, I draw primarily on my interviews with 

medical travelers in Bombay and Jordan, treatment abroad survey, and survey of religious 

scholars. 

Financing Medical Travel 

A look at the approximate treatment costs listed in Appendix D for Yemeni 

patients in Jordan shows almost unfathomable amounts, especially when one compares 

them with the cost of medical care within Yemen, or with the cost of living in general. 

The smallest estimated amount spent was around $1,000; this was for a businessman's 

check-up in which, happily, everything was found to be fine. The second smallest 

amount listed was $1,700; this trio from al-Qatn (Hadhramaut) had sold their animals in 

order to treat the tumor behind the wife's eye. Unfortunately, because of the 

unanticipated high costs, they returned to Yemen after completing only the initial 

diagnostic tests. 
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Other amounts listed are tremendous: S5,000 to remove a 55-year-old woman's 

kidney that had stopped working and was likely to harm the remaining one (a procedure 

that could have been carried out in Yemen but had not been properly diagnosed); S6,000 

for a 65-year-old farmer's cardiac valve replacement. Abdul Aziz's family spent an 

almost unimaginable 550,000 - $60,000 in Germany, simply to begin the analyses to 

choose the related donor for his mother's kidney transplantation; they then went to Jordan 

to complete the process at much lower cost. While the medical expenses of patients in 

Bombay were generally less than in Jordan (see Appendix C), medical travelers in 

Bombay tended to have fewer financial resources of their own with which to cover costs. 

Treatment expenses and time needed for patients with cancer were particularly 

enormous: $7,800 to treat a 42-year-old high school director's cancer of the tongue over 

two months; $14,000 for two visits to treat a 55-year-old woman's breast cancer - $9,000 

for a five-month visit the first time and $5,000 for a three-and-a-half month visit two 

years later; and S40,000 for three treatment visits over four years for lymphoma cancer 

(this 40-year-old man, an artist, died later in Jordan at the radiation department of a 

governmental hospital where he had been receiving chemotherapy). 

Financing medical care outside the country is especially challenging because of 

the uncertainty about treatment durations and costs. The school director, for example, 

had travelled alone, thinking that his medical condition was simple, to be easily and 

quickly treated; only in Jordan did they discover that he had cancer, would need to stay 

away for several months, and would have to transfer additional money firom Yemen. 

Another family of four did not know how much time would be involved in treating their 
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11-year-old son's leg cancer; they travelled hastily in February - without any winter 

clothes - and ended up staying seven months. They spent altogether $12,000, and missed 

out on the earnings from their shop during the busy Eid [Muslim holiday] shopping 

season. 

Moreover, many of the amounts listed in Appendices C and D were incomplete 

estimates. Several patients and family members did not know at the time of our interview 

how much their costs would be, since they were only beginning their treatment or had not 

yet been required to pay their bills. Some gave estimates of how much they had spent so 

far, without knowing how much remained (including the possible need for return visits). 

Table 5.1 lists the various ways that the medical travellers whom I interviewed in 

Bombay and Jordan said that they financed their treatment abroad. Many interviewees 

mentioned more than one source for covering their expenses. (See Appendices C and D 

for individual listings of how medical travellers covered their costs.) In Yemen, while 

health (or life) insurance is uncommon, people's social "insurance" is very strong, 

consisting of family ties, kinship relations, and societal links."' 

The Interim Poverty Reduction Strategy Paper (IPRSP), Republic of Yemen, Sanaa, December 2000, 
p.2. Available at http://w\vw.imf.org/extenial/np/prsp/2000/vem/01/I2?100.pdf. accessed November 30, 
2002. 

http://w/vw.imf.org/extenial/np/prsp/2000/vem/01/I2?100.pdf
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Table 5.1. Ways that Medical Travelers Said They Were Covering the Expenses 
of Their Treatment Abroad (71 respondents) 

Jordan Bombay Total 
Source [46 medical [25 medical [71 medical 

travellers] travellers] travellersi 
No. % No. % No. % 

Household (Money Available) 21 46.0"* 8 32 29 41 
• From working in the Gulf 2 4.0 4 16 6 8 
• Work in commerce 5 ] ll.O 0 0 5 7 
• Savings 4 9.0 1 4 5 7 
* Salaries or earnings 4 9.0 1 4 5 7 
• Qat production 3 6.5 1 4 4 6 
• Money set aside for marriage 1 2.0 0 0 1 1 
• Inheritance 1 2.0 0 0 1 1 
• Life insurance beneficiary 1 2.0 0 0 1 1 
" "firom Allah" 0 0.0 1 4 1 1 

Household (Sold Assets) 6 : 13.0 11 44 17 24 
- Gold 3 6.5 6 24 9 13 
• House, car, store, land, animals. 3 6.5 5 20 8 11 

"things" 

Fanaily, Relatives, and Friends (Assistance, 7 15 10 40 17 24 
not borrowing) 

• Family, relatives, co-villagers in 5 11 6 24 11 15 
Yemen 

" Family and relatives in the Gulf 2 4 4 16 6 8 

Between Family/Relatives and Society 14 30 7 28 21 30 
• Borrowing 14 30 6 24 20 28 
• Gave use ofportion of house for 0 0 1 4 1 1 

money 

Society 9 19 4 16 13 18 
• Employer 7 15 0 0 7 10 
• Charitable donations 2 4 2 8 4 6 
" Cooperative savings organization 0 0 1 4 1 1 
• Gave use of land for money 0 0 1 4 1 1 

State 7 15 3 12 10 14 
• Medical committee (approx S500) 6 13 J 12 9 13 
• President's office 1 2 0 0 1 1 

Outside source 1 2 1 4 2 3 
• Treatment scholarship in treatment 

destination 

Note: Mediced travellers often listed more than one source. Altogether six medical travellers (eight 
percent) - five in Yemen and one in Bombay - did not specify a source. 

Numbers have been rounded off, so do not match the total percentage. 
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More medical travellers interviewed in Amman (who were mainly from former 

North Yemen) than in Bombay (mainly from former South Yemen) had money available 

of their own to spend on their medical travel (46 percent to 32 percent). Significantly 

more medical travellers interviewed in Bombay than in Amman sold household assets (44 

percent to 13 percent), and received assistance from relatives and friends (40 percent to 

15 percent), in order to provide necessary medical procedures abroad. A relatively equal 

proportion of medical travellers borrowed money (30 percent in Amman, 24 percent in 

Bombay). Ties with laborers in Gulf countries appeared to be stronger among medical 

travellers from southern govemorates than from northern ones; 32 percent of medical 

travellers in Bombay (and only eight percent in Amman) said that they used money that 

either they or their relatives had earned from working in the Gulf. 

For comparison, Table 5.2 lists the ways that the respondents to the treatment 

abroad survey who had left the country for medical care themselves said that they 

financed their medical travel. More members of the Parliament (61 percent), the 

President's Consultative Council (44 percent), and the businessmen (83 percent) had 

money available to cover their medical care outside the country than did employees of the 

Ministry of Public Health (9 percent). Similar to medical travelers interviewed in 

Bombay, employees of the Ministry of Public Health were more likely than the other 

three groups surveyed to either sell household assets (26 percent) or rely on assistance 

from family and friends (26 percent) to afford treatment abroad. A slightly larger 

percentage of respondents from the Ministry of Public Health received financial 

assistance from the government than did members of Parliament or the Consultative 
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Council, although Parliament members had access to a special Parliament fund set aside 

to help cover medical care abroad. 
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Table 5.2. Ways that Survey Participants Covered Treatment Expenses 

Parliament Consultative Ministry of Business Total 
Source (71 cases) Coimcil Health (6 cases) (98 cases) 

(16 cases) (5 cases) 
No. % No. % No. % No. % No. % 

Household (Money Available) 43 61 7 44 2 9 5 83 57 49 
Work in commerce 
Qat production 
Rent from buildings 
From work in Gulf 
Savings 
Real estate 
Earnings 
Unspecified 

Household (Sold Assets) 2 3 2 13 6 26 0 0 10 9 
• Gold, car, shop, 

property, "things" 

Household (Unspecified) 12 17 2 13 5 22 1 17 20 17 
• Could be money 

available or through 
selling an asset 

Family, Relatives and Friends 2 3 2 13 6 26 0 0 10 9 
• Assistance, not 

borrowing 
• Family and relatives 

in the Gulf 

Between Relatives and Society 710 213 313 00 1210 
• Borrowing 

Society 68 00 27 00 87 
• Charity 
• Cooperative savings 
• Employer 
• Cooperative 
" Local council 
• Loan from bank 
• Political party 

State 20 28 4 25 7 30 0 0 31 27 
• Medical committee 
" President's office 
• Parliament fund 

Outside Source 11 00 14 00 22 
• Saudi government 

Note: Several respondents listed more than one source. One respondent received only partial treatment. 
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Levels of Responsibility 

In the tables, I have categorized the various financial resources that medical 

travellers and survey respondents listed according to levels of responsibility that Yemeni 

rehgious scholars and others suggested existed within the society. Degrees of financial 

responsibility can be seen as concentric circles moving outward fi:om patients. First, 

religious scholars and other Yemenis told me, patients and family members should draw 

on their own resources (including both money that is readily available and that obtained 

through selling assets); they then should appeal to their relatives, then to society 

members, and finally to the state. However, the medical travellers with whom I spoke 

tended to draw on a variety of sources and levels to help cover their costs. (In Table 5.1, 

I distinguished between money that relatives and friends gave patients and money that 

they lent them; borrowing implies some distance and an obligation to pay back the 

money, while contributions do not.) 

As noted in Chapter 4, solidarity and cooperation are important elements of 

Islamic societies. A hadith (saying of the Prophet) tells believers that they should view 

themselves within society as a collective body, taking care of the various parts. Rather 

than acting alone, looking out only for their own interests, individual members should 

demonstrate their mercifulness, love, and kindness towards each other. If one member is 

not well, the hadith states, then the whole society experiences the illness, and, by 

implication, should take responsibility for the person's recovery. Specifically, the 

hadith reads: 

You see the believers as regards their being merciful among themselves 
and showing love among themselves and being kind, resembling one 
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body, so that, if any part of the body is not well, then the whole body 
shares the sleeplessness and fever with it."^ 

People are prepared, then, to contribute to the well-being of others, well beyond their 

own families. (In Chapter 7,1 examine the collective body at the level of the household, 

and suggest that family members operate as a familial body.) 

The social hierarchy of responsibility that I discuss here emerged jfrom the 

responses of the nine religious scholars that I surveyed, mainly through one case I 

presented them. I asked the nine religious scholars to comment on a case concerning a 

man in a deep coma abroad who was considered brain dead, but was being kept alive by a 

respirator; the family back in Yemen had already initially sold land and borrowed much 

money to send him outside the country for treatment. According to the shari'a, I asked, 

what is the family's responsibility to this patient, his treatment, his life, and their own 

financial situation? In their responses, the scholars generally agreed that the family 

should exhaust all possible sources to pay for the costs of keeping the patient alive. If, 

after trying all sources of assistance and payment, the family still did not have the 

financial resources to continue the care, they could stop it, and allow the patient to 

receive the fate that Allah decided for him.'^° 

One shaykh [learned scholar] responded: "If the family has money, they should 

continue to pay. If the family doesn't have money, they should appeal to relatives, and 

then to ahl al-khair [charitable people], and after that to the state. If they are unable to 

This translation of Sahih Bukhari (Volume 8, Book 73, Number 40) comes from 
wvw.usc.edu/ciept/MSA/fundamentals/liadithsunnah/bukharL'073.sbt.html (2/23/02). 

Interestingly, in this multi-layered case, only one religious scholars discussed the issue of brain-death 
(or a definition of when death takes place); the others concentrated mainly on the financial issues involved. 
In subsequent research on bioethics in Yemeni society, I would examine brain-death in more detail. 
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get enough money to cover the costs, they can then remove him jfrom the machine." The 

Head of the Appeals Court in Sanaa noted similar levels of responsibility (stopping short 

of the state): "If a person does not have money, his relatives are obliged to spend on him. 

If he does not have relatives, it is on the Islamic society to fiilfil his needs and expenses." 

Later, although he tended to merge the levels at times, this same qadi included practical 

details regarding the processes of obtaining financial assistance (including the role of the 

state); 

[Providing the care] is the family's responsibility. The family 
must give all of the expensive and the cheap for their patient's treatment, 
even if they must sell the last of what they own. Then they present a 
report about this person's condition to the specialized court to have them 
give a judgment, certifying that this person and his family are poor and do 
not have what they can pay for their patient's treatment. Then the family 
will take this report to the governmental offices, such as the cabinet or 
others, to give what they can give, and they ask for help through the media 
where maybe someone can help, and that is good under Allah. They also 
have to go to businessmen for help and this is considered by the shari'a as 
eligible for help, from the state or relatives or businessmen and others. 
And if they are unable after all that, they have to take him off life-support 
to receive the fate that Allah decided for him.^^' 

In his response, a qadi at the Southwest Court acknowledged the difficulties that 

can confi"ont seriously ill patients and their family members in Yemen, and criticized the 

government for not doing enough to fulfill its duty regarding the health of its citizens: 

The family in Islamic society is a duty, as a religion and a belief in 
Allah. According to the kinship ties that Allah ordered be connected, [the 
family] must offer complete health care of treatment and doctors fees to an 
ailing individual, if they are able to bear the costs jfrom their financial 
savings, or selling their acquisitions or land that they own. These things 
occur in Yemeni society. The family sells everything they own in order to 

Receiving verification from the court of one's abject situation is similar to the process in the petition to 
the Imam for free medical care that we saw in Chapter 2, where the woman needed several witnesses to 
testify to her "poor and miserable" condition. 
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treat their patient. Then if they are unable, they will go to the state for 
help, even though the state does not give more than $600 and two airplane 
tickets. Also, the poor families, sometimes they seek help from 
businessmen and charities and charitable associations. Sometimes they 
put an announcement in the newspaper with the name of the patient, 
addressing the charitable people or the state leadership. Because even 
though the guarantee of health care for the poor citizen is a duty from the 
treasury of the Islamic state, this principle does not take its right in 
practice, in reality. And what m^es matters worse at the level of needy 
families is that the system of health insurance, which exists in most 
countries of the world, does not exist in our society. 

Laypeople highlighted socioeconomic differences existing within Yemeni society 

regarding how people financed their medical care abroad. One man waiting for his wife 

to be seen by al-Thawra Hospital's medical committee for her heart condition told me: 

"He who is wealthy will treat his patient [abroad] himself; he who is a high-ranking 

government employee will travel at the government's expense; and he who is from a low 

social background has to depend on social solidarity - someone gives a thousand dollars, 

someone else gives five hundred dollars, from among the mughtarabin [migrants] for 

instance. [We rely on] social mercy." He did note, however, that relying on social mercy 

alone was rarely enough to cover the costs. 

One man was particularly blunt regarding the levels of responsibility within 

society: While waiting to meet the judge of one of the courts, I asked the other 

individuals sitting in the judge's office their opinions about the preceding case. One man 

said: "If the family doesn't have the money, then the state should bear the 

responsibility." When I pointed out that obtaining assistance from the government took a 

long time, he then remarked; "In this case, Khuzayma [naming the capital's main 

cemetery] will bear the costs." 
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Household - Money Available 

As specified in Appendices C and D, one-third (32 percent, or eight altogether) of 

the 25 medical travellers with whom I spoke in Bombay and one-fourth (28 percent, or 13 

altogether) of the 46 in Jordan indicated that they were paying for the expenses for their 

medical journeys with available household income (i.e. not from savings or governmental 

salaries). Two patients stand out as having significant sums of money available to them 

for their medical care abroad. One was the wife of a prominent businessman in Sanaa 

who had traveled to Jordan for a check-up; the other was a man who ended up staying 

eight months in Bombay to ensure that he received proper care for his slipped disk. Their 

details are as follows: 

Naima, the wife of a prominent businessman from Sanaa, was in Jordan for a 
complete check-up. She was visiting a different doctor for each part of her body. She 
arrived in Amman with $8,000; her husband told her that he would send more if she 
needed it. In addition to several businesses, Naima said, they owned houses in Morocco, 
Italy, and London. She said that she had check-ups almost every year in Italy, when she 
accompanied her husband on his business trips there. This time, Naima traveled with her 
son and her husband's sister (who was also seeking treatment) since her husband had 
work to do in Yemen. Her niece, who was studying in Jordan, was advising them on 
which medical facilities to use. With three related families living together in their one 
house in Sanaa, Naima said, the only "faragh" [void] she left was with her husband, who 
telephoned her everyday to check on her. 

The money spent on Naima's medical check-up did not appear to leave a void in the 

overall income of the household. 

Abdul Rahman, 33 years old and from the countryside of Sanaa, traveled with his 
father and brother to Bombay to treat his slipped disk. His brother stayed with them for 
three months, but then needed to return to Yemen to his job as a governmental employee. 
Two companions had been needed initially to help Abdul Rahman stand, something he 
could not do on his own. For six years, he had been suffering pain in his spine. He had 
tried to be treated in Iraq, Jordan, and Syria, but did not improve. Finally, people told 
them that Bombay had good medical care. Abdul Rahman and his father said, "Okay, 
let's give India a try." Each of the five doctors that they visited told them the same 
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diagnosis. They opted to have an operation with the most expensive surgeon, paying 
20,000 rupees [$560] more than the others requested in the hopes that the extra money 
would provide the best care possible. 

After Abdul Rahman's operation and two-month recovery period, the doctor told 
them that they could leave for Yemen and return in six months for follow-up care. Abdul 
Rahman and his father were afraid of possible side effects since, as they said, "there are 
no capabilities in Yemen." They decided to spend the six months in Bombay. Eight 
months into his medical journey, Abdul Rahman was satisfied with his care: "Now, I 
walk, go up and down stairs, I can go to the market alone." They had spent $15,000-
$16,000 on the medical care and accommodations. Abdul Rahman explained: "We had 
money. We were forced [to spend it]. I couldn't move. If we didn't have money from 
the qat and from before [Abdul Rahman and his father worked 17 years together in Saudi 
Arabia], I would have remained as I was. If I were a /wawa/Aq/" [governmental employee] 
with a salary of 7,000 or 8,000 riyals [$53 or $61], it would not have been enough, 
especially since I have five children. Even if the government gave me $700 or $800 
assistance, it's not enough. Even [if it were] $2,000 or $5,000, which they don't give." 

As with other medical travellers who were fortunate to have resources available to cover 

their medical expenses, Abdul Rahman and his father recognized that many in Yemeni 

society were less fortunate, and were not taken care of by the government. 

Among the fortunate - in some ways - were those with access to income from 

their qat production. However, a self-consciousness existed among Yemenis at the 

Radiation Department of Bashir Hospital in Amman when discussing any connection 

they had to qat. When I asked what their land produced, they would begin with wheat 

and coffee, and mention qat only if I asked specifically. Cancer patients seemed to have 

been made aware of the deleterious effect on one's health of the chemicals used in qat 

production. Cardiac patients, for instance, did not have the same hesitancy to discuss the 

qat grown on their land. A young man accompanying his father to Amman to receive 

radiotherapy for his throat cancer displayed his awareness about qat through humor, 

quipping: "We use our money from the qat to pay for the diseases of the qat." 
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Household - Sold Assets 

More than one-third (36 percent, or nine out of 25) of the medical travellers with 

whom I spoke in Bombay and 15 percent (seven out of 46) of those m Jordan said that 

they sold household assets to cover the costs of their medical journeys. Selling assets 

required deliberations, which were lengthy for some families and quite short for others. 

A few medical travellers expressed their resentment and bitterness over having to sell 

their assets for something that they felt the government should provide, and preferably 

inside the country rather than abroad. 

Bilqis (whom we met in the opening of Chapter 3) described the arrangements 

that she made - and her willingness to do so - in order to obtain the money that they 

needed for her father's medical travel: 

The doctor had said, "[The tumor's] going to get bigger." I just wanted to 
stop the pain. I took a step and went to Jordan. It wasn't easy for me. I 
had to sell my gold and I had to borrow money. I heard [the treatment] 
would take six months or a year. I took the most money I could with me. 
And in my mind, I was thinking, "If it goes on, if there's hope, I'll come 
here and sell the house." We have a nice villa [house] and I would sell it, 
for my father. I wouldn't mind it. I wouldn't mind doing anything, you 
know? 

In a total of nine households in both Bombay and Amman, women had sold their 

gold jewellery to provide medical care. Gold is a common investment in Middle Eastern 

societies, where people may be reluctant to deposit their money in banks that they 

consider unreliable. Three households had sold their cars (with one family selling two 

cars, plus their gold jewellery). One family in Jordan had sold their animals. Another 

family in Bombay had sold their house (and their gold). One man, who had spent 

540,000 for three visits over four years for his lymphoma cancer, said that they had sold 
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"things" in order to obtain the money for his treatment, in addition to using their savings 

and receiving airplane tickets from the government. 

In Bombay, a bitter 50-year-old man from Hodaida v^^ho was inflicted with cancer 

said that he was forced to sell his store, "which was very important to me. It had a 

telephone and electricity. But I was forced to sell it," when his request for assistance 

from the prime minister - made through his political party - was refused. Throughout 

our interview, this man shouted insults at the prime minister into my tape recorder and 

then asked me to send the tape to the prime minister's house. 

Three medical travelers with whom I spoke in Bombay and Amman said that they 

had sold their land to pursue medical care outside of Yemen. One medical traveler 

explained that in order to sell their land - the best of which has water - families first offer 

it to their neighbors. If they do not have the money, they then ask businessmen. Buyers, 

knowing of the family's need for money, he said, would most likely offer a price much 

below the real value of the land. 

Borrowing 

Almost one-third (30 percent, or 14 out of 46) of the medical travelers 

interviewed in Amman, and one-quarter (24 percent, or 6 out of 25) of those interviewed 

in Bombay said that they borrowed money to pursue medical care abroad. However, only 

two medical travelers specified the sources of these loans: A government employee in 

telecommunications received an advance from his salary to treat his 15-year-old sister's 

incontinence in Bombay following a car accident. A 35-year-old postal worker received 

a loan from his maternal uncle to treat his cancer in Amman. 
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In subsequent research, I would further explore preferences and practices within 

Yemen society regarding borrowing money. In particular, I would examine: 1) from 

whom people usually borrow money; 2) how soon they are expected to pay the money 

back; 3) the terms of the loan, including whether interest - which Islam prohibits - is 

charged; and 4) the consequences of not repaying a loan. As will be discussed in Chapter 

8, the shari'a stresses the importance of settling debts. I am interested in how this 

expectation plays out in society, given the economic constraints that many families face, 

both as medical travelers and in general. 

Charitable Donations 

As religious scholars noted, the wealthy have a responsibility to provide for the 

poor. The mufti [official expounder of Islamic law], for instance, stated: "Duty, this is a 

duty. Whoever has capabilities helps the poor, whether it be firom the government or the 

families and businessmen, it is a duty." The deputy mufti referred to a hadith: "Treat 

your patients with charity [sadaqd\, and protect your money by zakat [ahns-giving], and 

push away the waves of calamity with prayer." Other religious scholars affirmed that the 

money of the wealthy should be distributed among the poor and needy, for which Allah 

will reward them. In a chance meeting, the head of the Hadhramaut Chamber of 

Commerce remarked to me that businessmen gave to the poor because they recognized 

that their wealth was not theirs, but rather had been entmsted to them by Allah, along 

with a duty to provide for others. 

In Islam, people with financial resources have two ways to contribute to the poor. 

One is zakat - specified proportions from one's income that should go to those in need -
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which is one of the five pillars of Islam. According to the director of the Ministry of 

Finance office overseeing zakat, the Yemeni government (as in many Islamic countries) 

does not enforce zakat, seeing it as a responsibility between an individual and Allah: in 

the same way that people could lie about praying five times a day, the director told me in 

1998, they could misrepresent their fulfillment of zakat; Allah, however, knows and will 

reward/punish accordingly. The other way to contribute to the poor/needy is through 

sadaqa, voluntary personal charity. Donations made to medical travelers would be 

considered sadaqat. As the Qur'an advised, such donations were best performed 

privately, not for public show: {If you disclose your sadaqat, it is well; but if you conceal 

them and give them to the poor, that is better for you} [S 2:271]. 

Four medical travelers with whom I spoke received charitable donations to help 

cover their medical care outside of Yemen. Ismail, from the opening of this chapter, 

relied on the charity of businessmen, in addition to the money that the family borrowed. 

One woman (who also sold her land and gold) received a $2,000 donation from a 

businessman towards the SI4,000 that she needed for her trips to Jordan to treat her 

breast cancer. Another man, seeking treatment in Bombay for his paralysis, received 

charitable donations, and let his neighbors use part of his house in exchange for money 

(an unusual charitable arrangement, said his companion, the son of the neighbors). 

Another woman received donations collected at the mosque during several Friday 

prayers, in addition to the money received from her daughters selling their gold and her 

nephews sending $3,000 from Saudi Arabia. 

The other four pillars are: the testimony/witnessing that "There is no god but Allah and Muhammad is 
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At busy intersections in Sanaa on several occasions, beggars - who have become 

more prevalent over the past years of economic hardship - approached the public 

transportation van that I was taking to ask the passengers to assist a patient needing 

medical care abroad. To attest that the need for treatment outside the country was 

legitimate, requesters often showed the medical report granted from a hospital medical 

committee. In this way, the bureaucratic process of reaching a medical committee could 

be more worthwhile than the initial S500 - S900 that they would receive. At a weekly 

meeting of the medical committee at al-Thawra Hospital, one of the doctors said that 

once at an intersection a woman approached his car and held her medical committee 

report up to him to ask for assistance. "I signed your report that's all you're getting!" he 

said he told the woman. 

Emplover 

Six of the 46 medical travelers that I interviewed in Jordan (and none in Bombay) 

had their medical journeys completely paid for by their employers (although one couple 

relied on family assistance to cover their children's airfare, as they did not want to leave 

them behind in Yemen). The Aden Refinery - which sent five of these medical travelers 

to Amman - was particularly generous to its employees and their family members. In 

1997, for example, the Refinery spent 5500,000 on medical treatment abroad (a/-

Tajammu' newspaper, 5 January 1998). For these patients, almost everything was taken 

care of; they were met at the airport, taken to an apartment, provided with money for 

lodging, taken to a hospital chosen by the Refinery's representative in Jordan, and 

his messenger," prayer five times a day, fasting during Ramadan, and the hajj [pilgrimage]. 
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treated, without ever seeing the bills. When I suggested to Refinery patients that 

someone could opt to stay in a very simple hotel and pocket the extra money that they 

received automatically for accommodations, they replied: "Yes, but we came here to be 

treated, not to make money. People are unlikely to jeopardize their recoveries by staying 

in a less than adequate place just to make money." 

Governmental Assistance 

Since shortly after the 1962 revolution in former North Yemen, the state has made 

a commitment to sending needy patients, though not all, abroad for medical care.'^^ In 

former South Yemen, with its socialist system of medicine, this commitment was even 

greater.^^"^ However, in the 1990s and particularly after the 1995 reforms, government 

treatment subsidies decreased - both in total number of individual subsidies and in the 

overall amount granted. Table 5.3 lists the number of the numbers of subsidies granted 

by month and year, based on statistics that I obtained in 1997 from the Central Bank. 

However, these figures should be seen as only suggestive since the Central Bank's 

original objective in compiling them was to ensure that recipients did not receive more 

than one subsidy, rather than to derive an exact number of total subsidies allotted. 

A president's decision concerning "Rules for treatment outside the Yemen Arab Republic" was 
published in the Official Gazette, Number 8, issued on 3 July 1963, pp. 85-6. A 1975 decree appeared in 
the publication of the Legislation of the Yemen Arab Republic 1975, Office of Legal Affairs of the 
Supreme Council and the Cabinet, p. 370. A 1991 decree was published in the Official Gazette of the 
Ministry of Legal Affairs, no. 17, 15 September 1991, pp. 17-21. A new decree was expected to be 
published in the Official Gazette during 1998. 

I have yet to locate official documents concerning the former South Yemen's provision of resources for 
medical treatment abroad. 



178 

Table 5.3. Number of Recipients of Subsidies for Medical 
Treatment Abroad (Central Bank, 1993-96) 

1993 1994 1995 1996 Total 

January 236 133 304 16 689 
February 151 186 317 16 670 
March 273 179 193 58 703 
April 250 382 68 59 759 
May 470 53.25 48 45 616 
June 187 352 42 98 679 
July 410 366 43 31 850 
August 445 392 61 32 930 
September 359 326 48 28 761 
October 418 384 66 24 892 
November 339 350 92 8 789 
December 457 356 67 11 891 
Total 3,995 3,459 1,349 426 9,229 

Figure 5.1 shows the decreases in the numbers of subsidies granted from 1993 to 1996 

(the two darkest lines of the graph). 
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Figure 5.1. Change in Number of Subsidy Recipients 
(Central Bank, 1993-96) 

In May 1994, former North and former South Yemen were engaged in a civil war, which accounts for 
the significant decrease in treatment subsidies granted that month. 
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As Figure 5.1 indicates, the number of people receiving allotted funds decreased 

dramatically fi:om 1993 (shown with a solid line and filled square) to 1996 (shown here 

with a solid line and filled circle). A total of 3,995 subsidies were granted in 1993, while 

only 426 were granted in 1996. The decreases began most markedly with the economic 

reforms of April 1995. 

The amount of the subsidies provided to each person was significantly reduced as 

well. Until mid-January of 1993, government employees received S2,500 in U.S. dollars, 

while non-governmental employees received $2,000 (in addition to two return airplane 

tickets); these amounts were then reduced to $1,750 and $1,400, where they remained 

during 1994. In 1995, patients continued to receive these amounts until mid-April's 

economic reforms reduced them to $850 and $700. In August 1996, recipients began to 

receive only $525. At the beginning of 1998, the amounts were due to increase to about 

$900 for government employees, and a little over $600 for non-governmental employees; 

however, the number of recipients was to be reduced. For additional visits abroad for 

further treatment, qualifying patients were eligible for half the money allotted per case. 

While substantial in itself, the financial assistance provided by the government for 

medical care abroad was much less than patients actually needed. According to a 

national newspaper's inquiry into treatment abroad, if the government allotted treatment 

subsidies to 2,400 patients a year,'^^ it would spend approximately YR200,000 ($1,500) 

per person, or altogether YR480,000,000 ($3,636,364). Subsidies included two 

roundtrip tickets and either YR120,000 (around $900) or YR80,000 (around $600) 
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depending on the person's work status. The amount of money that the government 

allotted for medical care outside the countiy - albeit large - was not even enough to 

cover ten percent of what patients and family members would end up spending abroad 

(al-Haruji 1998). 

The Role of the Medical Committees 

In order to receive one of the designated subsidies jfrom the government for 

medical care abroad, patients needed to be selected by a medical committee in one of five 

govemorates in unified Yemen.A1991 governmental decree regarding treatment 

abroad stated that medical committees in the central hospital of five govemorates in 

Yemen - Sanaa, Aden, Taiz, Hadhramaut and Hodaida - would assess the need for 

treatment outside the country in light of the large number of requests for governmental 

assistance. These committees were to include the department heads of surgery, 

pediatrics, internal medicine, and obstetrics/gynecology. 

At the time of my research, Sanaa's medical committee - which was based at al-

Thawra Hospital - met once or twice a month to review patients needing treatment 

abroad; the patients themselves - no matter how weak - had to appear before the 

committee.' At the time of my departure in August 1998, plans were being made to 

move Sanaa's medical committee out of al-Thawra Hospital and into a separate office, 

where specialists firom several medical facilities would meet to review patients' cases. 

This total may appear to be more than the 426 recipients listed in the Central Bank statistics. However, 
as will be seen, the 426 figure is most likely inaccurately small. 

Separate assistance was available to some people - such as Mahmud's father from Chapter 4 - through 
direct requests to the Presidential Office. 



181 

The objective was to relieve an already overburdened al-Thawra Hospital of the time and 

responsibility involved in administering the committee. 

A discrepancy exists between the number of subsidy recipients (426 recipients) 

listed by the Central Bank for 1996, and the total number of patients listed as selected by 

Sanaa's medical committee to receive money from the Finance Ministry in the same year 

(1,018 patients - See Table 5.4). While there was often a delay of several months 

between presenting a case to the main medical committee and receiving money from the 

Central Bank through the Ministry of Finance, this alone is unlikely to account for the 

600 extra cases due to receive assistance that did not show up in the Central Bank figures. 

Further verification is needed, particularly as Sanaa's medical committee is only one of 

five committees in the country; this would bring the number of recipients to a much 

higher total. I doubt the complete accuracy of the Central Bank numbers (except for the 

decreases that they illustrate). As another partial explanation, the medical committees are 

likely to accept additional patients onto their rosters, whereas the Ministry of Finance 

would only grant the subsidies when the money was available. 

When I began sitting in to observe the medical committee in September 1997, it met twice a month. 
Around May 1998, because of reduced numbers of patients to be selected for assistance, the committee 
began to meet once a month. 
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Table 5.4. Cases Selected by al-Thawra Hospital Medical Committee to Receive 
Financial Assistance for Medical Care Abroad, 1996 

Department Finance Ministry Employer'"' Total 
Other Cancer 

130 
Total Other Cancer Total Other Cancer Total 

Heart 442 — 442 47 — 47 489 — 489 
Neurosurgery 88 24 112 22 1 23 110 25 135 
Kidney 115 2 117 10 ~ 10 125 2 127 
General surgery 21 50 71 1 — 1 22 50 72 
Internal medicine 21 37 57 4 6 10 24 43 67 
Eye surgery 47 6 53 8 — 8 55 6 61 
Orthopaedic surgery 25 17 42 4 — 4 29 17 46 
Urinary Tract 31 7 38 3 — 3 34 7 41 
Ear Nose Throat (ENT) 5 33 38 2 ~ 2 7 33 40 
Obstetrics/Gynecology 5 14 19 -n :> 6 9 8 20 28 
Maxo-facial 4 20 24 1 3 4 5 23 28 
PsychiatryNneurology 1 - 1 2 - 2 3 -

*> J) 
Dermatology/STD 1 1 2 - -- - 1 1 2 
Others 2 — 2 — — — 2 — 2 
TOTAL 807 211 1,018 107 16 123 914 227 1,141 

Source: al-Thawra Hospital (1997) 

When trying to estimate the amount of money that Yemenis (whether the 

government or individuals) spent each year on medical care outside the country, it is 

important to remember that most of the 71 medical travellers with whom I spoke in 

Bombay and Amman had not received money either from the medical committee in their 

govemorate, or from the government in general. Most said they had not applied for 

assistance because of the long bureaucratic process involved only to receive two airplane 

tickets and about $500, which would in no way cover their medical costs. At the time of 

my research, the medical committee at al-Thawra Hospital in Sanaa was limited to 

selecting 60 cases a month for financial assistance through the Finance Ministry, divided 

al-Thawra Hospital's medical committee often verified the need for medical care abroad for patients 
requesting financial assistance firom their employer. 

In 1996, the hospital was particularly interested in learning the number of cancer cases needing medical 
care abroad. 
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among cancer patients, heart cases, pediatrics, kidney failure, and perhaps a maxo-facial, 

ENT, neurological, orthopaedic, obstetric/gynecological, or ophthahnology case. Severe 

cases such as cancer simply could not wait to receive assistance, especially when the 

amount received would be insufficient to cover even the beginning of their medical care 

abroad. The director general of medical services at the Ministry of Public Health 

recognized the obstacles that cancer patients faced in trying to receive financial assistance 

fi-om the government. In our 1997 interview, he commented: "People are fighting enemy 

cells, and they also have to fight bureaucratic [routines]." 

Spending When Abroad 

Occasionally, medical travelers indicated that, while they were quite concerned 

about their increasing expenditures, they felt, in some ways, less constrained financially 

than if they had stayed in Yemen. In undertaking a journey, they expected to have to 

spend in excess of what they normally would, and were therefore more openhanded. 

Moreover, this travel was for the sake of a patient's health; his/her well-being took 

priority over their usual thriftiness. The general sentiment appeared to be, "We'll take 

care of the patient now, and we'll work it out somehow later on." Generally, when I 

asked medical travelers how they covered the costs of their treatment abroad, they 

responded simply, "Dabbarna [We managed]." Only when asked for specifics would 

they mention particular financial sources for their medical journeys. 

Mahmud, whom we met in Chapter 4 regarding the elite, noted that although his 

father was conscious of each riyal expended in Yemen, he spent freely when abroad. 

Mahmud said: "[When abroad,] money doesn't matter to him at all. He says, 'It's the 
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end of my life, I want to relax a little.'" Commenting on the high cost of his father 

calling home every day during his three- or four-week stays in Germany, Mahmud said, 

"Yes, it's expensive. But it's a journey, so -we should spend the money." 

Fulfilling Responsibilities 

While the shari'a encourages members of society to act as one body - with the 

hardship of one member affecting all - people criticized the way that some, including the 

state, were fulfilling their responsibilities towards those in need. Hassan, in the story that 

opens this chapter, remarked that the business community could have done more to 

facilitate his brother's medical travel. Not everyone they asked gave money, and those 

that did, gave generously because of wasta [intermediaries]. In a published collection of 

fatawa [religious judgements] firom a radio program in Yemen, a scholar drew on various 

religious teachings - such as, "Allah apportioned in the money of the rich the 

nourishment of the poor" - to illustrate the role of zakat [ahns-giving]. From its 

inception, the religious scholar went on to say, Islam established as an obligation what 

modem societies have begun to speak of as health and other insurances. If practiced as 

prescribed, he stated, the obligation of zakat would alleviate poverty and need, two 

causes - Prophet Muhammad recognized - of unbelieCinfidelity. The hunger of the poor, 

he said, resulted firom the indigestion of the rich. 

Many Yemenis with whom I spoke - fi-om a religious scholar, to individuals in 

Yemen, to medical travelers in Bombay and Jordan - criticized the inadequate amount of 

government assistance available for patients imable to afford life-prolonging medical care 

abroad. A well-known hadith set up an expectation for care, which disgruntled subjects 
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quote to express their dissatisfaction with their rulers: "Everyone of you is a guardian, 

and responsible for what is in his custody. The ruler is a guardian of his subjects and 

responsible for them; a husband is a guardian of his family and is responsible for it; a 

lady is a guardian of her husband's house and is responsible for it, and a servant is a 

guardian of his master's property and is responsible for it." As noted earlier, the financial 

assistance that the Yemeni government provides to needy patients - a significant amount 

as a total - does not cover the treatment costs for individual patients. Turning high-tech 

medical care over to the private sector in order for the government to concentrate on 

infectious diseases and social programs - as the World Bank proposed and the Ministry 

of Public Health plans to implement - is unlikely to be viewed as rulers properly tending 

to those in their custody. 

Selecting a Treatment Destination 

Once patients and family members in Yemen decide to pursue diagnostic and 

therapeutic options outside their country, they must select a treatment destination. 

Yemeni medical travellers do not simply go to bordering countries. They must choose 

firom an array of countries, based on their different needs and abilities. For instance, a 

driver who had taken a leave firom his work in Saudi Arabia to collect his family fi-om 

Yemen in order to treat his son's eye condition in Bombay recounted: "The doctor told 

us, 'Travel to any country, Jordan, Iraq, Egypt, or any country you choose.' We chose 

India because it had the lowest costs. We couldn't go to Iraq because Saudi Arabia 

would then refiise to let me in." For this man, costs and political consequences of his 

selection helped determine his treatment destination. 
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In Kangas (2002:44-47), I presented a historical overview illustrating how local 

and international political and economic developments in the twentieth century have 

affected the treatment destinations available to Yemenis over the years. I also noted that 

while the countries in which Yemenis seek medical care need to be politically and 

economically accessible, they must also be associated with the ability to cure (Kangas 

2002:57). 

A clear economic and social hierarchy exists in the choice of treatment 

destinations for Yemeni patients. At the time of my research, Bombay and sanctioned 

Iraq offered the least expensive care. Jordan and Egypt were more expensive, but also 

more popular. Germany was seen as providing excellent care, but at a high price. Britain 

and the United States were desired, but accessible only to a few wealthy businessmen or 

high-level government officials. Although Saudi Arabia was said to offer good care at 

costs comparable to Jordan and Egypt, ever since Yemeni-Saudi relations became 

strained when Yemen sided with Iraq during events leading up to the Gulf War, only 

those with the right social/political coimections could obtain visas. 

Many Yemenis indicated to me that the preferred destinations of medical travelers 

have changed over time, with one country always dominating (cf. Kangas 2002:48-49). 

In addition, certain medical conditions have been associated with specific countries. In 

our 1997 interview, the director general of medical services at the Ministry of Public 

Health described various factors influencing where Yemenis go for medical care: 

The choice of Jordan began in the 90s, recently, not long. First, 
they went to Germany, they went to India, Germany, Egypt, and Saudi 
Arabia. Britain is so rare. Of course, U.S. A. is so far, only these high 
people. Kidney transplantations go to India because there are donors, you 
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know, they sell, not everyone has relatives to donate their kidney. There 
are some, so they might go to Egypt, they might go to Jordan. But those 
who don't have donors have to go there to search for a kidney anywhere. 
Jordan has gained a good reputation, because of that many citizens prefer 
to go to Jordan. They have a good reputation, also there is a good medical 
standard. They're good, so they go there. Also there is the Arabic 
language, and close, three hours. Those that have the money go to 
Germany. But those who don't have a lot of capability go to India, it's 
cheaper, Jordan is more expensive. The ones that go to Bombay, the main 
thing is cancer. There is Tata Hospital in Bombay for cancer. And they 
go for kidney transplant. 

For some medical travellers, where to seek medical care abroad was obvious: they 

chose a country where they (or people close to them) were successfully treated before. 

Other medical travellers followed people's suggestions, especially the advice received in 

qat sessions. Still others - based on my observations in medical committee meetings -

knew only that they wanted to go "abroad." When committee members asked where they 

wanted to go (in order for the appropriate airplane tickets to be issued), they replied, 

"Anywhere," and left the final decision up to the doctors. 

When patients visiting the medical committee had no preference, the doctors 

usually chose Jordan as a general, all-purpose, and trustworthy treatment destination. 

Because of difficulties that patients would encounter in trying to obtain a visa to Saudi 

Arabia, the medical committee encouraged patients to go instead to Jordan, where they 

would not require a visa. The medical committee also tried to persuade patients to 

choose Jordan over Germany to avoid the high costs that they would encounter there.'^' 

Finally, doctors also tried to dissuade ophthalmology patients from going to Moscow -

At one meeting, since I had recently returned from Amman, doctors asked me to give one patient 
examples of the lower costs he could find in Jordan than in Germany. When the committee stressed to him 
that an American was advising him to have the microsurgery for his brain aneurysm performed in Jordan 
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formerly the most popular destination for eye care - since, doctors said, Russia's recent 

difficult economic times had left the city an unsafe and unreliable place to pursue medical 

care. 

Interestingly, while most Yemeni medical travelers with whom I spoke in 

Bombay said that they had selected their treatment destination not only for its relatively 

low costs, but also because it was close, the Yemenis with whom I spoke in Jordan said 

that they had not chosen India because it was far. Although the actual flight times to 

Jordan and Bombay were almost comparable, people's degree of familiarity with 

Bombay influenced its perceived proximity. Historically, former South Yemen - the 

govemorates where the majority of Yemeni medical travelers in Bombay reside - had far 

more contact with Bombay/India than former North Yemen did. After Aden was 

captured by the British in 1839, it was administered fi-om India until 1937. Even after the 

British withdrew from Aden in 1967, Indians remained in Aden, including as doctors in 

hospitals. 

Table 5.5 lists all treatment destinations named by the 192 respondents to my 

treatment abroad survey who had either travelled abroad for medical care themselves 

and/or at least one relative had, a total of 365 joumeys. 

instead of Germany, he attributed my advice to political problems between the United States and Germany. 
I thought his brain was working quite well to produce that interpretation so spontaneously! 

For more details on historical links between Aden and India^ombay, see Reilly (1941). 
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Table 5.5. Therapeutic Destinations Listed by Respondents 
to Treatment Abroad Survey 

Regarding Regarding Total 
Self Relative(s) 
(95 (97 (192 

respondents) respondents) respondents) 
Jordan 34 51 85 
Egypt 33 52 85 
Saudi Arabia 14 30 44 
Germany 17 22 39 
England 12 13 25 
Iraq 9 11 20 
USA 7 8 15 
Syria 8 6 14 
Bombay 3 6 9 
Moscow 2 2 4 
France 3 0 3 
Pakistan 2 1 3 
Italy 1 2 3 
Czech Republic 1 1 2 
Ethiopia 0 1 1 
Falklands 1 0 1 
Hungary 0 1 1 
Korea 1 0 1 
Kuwait 1 0 1 
Lebanon 0 1 1 
Netherlands 0 1 1 
Spain 0 1 1 
Switzerland 1 0 1 
(Missing) 0 5 5 
Total Journeys 150 215 365 

Note: Respondents could list more than one destination. 

The nine most common destinations that survey respondents listed, and the 

proportion of total journeys for each destination, are illustrated in Figure 5.2. Jordan and 

Egypt were the most commonly listed treatment destinations (each was listed 85 times). 

Saudi Arabia and Germany together made up an additional one-quarter of the responses. 

The remaining quarter of the countries that respondents frequently mentioned were 

England, Iraq, the United States, Syria, and Bombay. 
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Figure 5.2. Common Destinations Listed by Respondents 
to Treatment Abroad Survey, by Number of Journeys 

Examining the first medical trips that respondents listed to the nine most common 

countries - a total of 127 joumeys - highlights changes within common treatment 

destinations. As Table 5.6 indicates, during the past decade, Jordan became popular; 

respondents indicated that while 54 patients traveled to Jordan in the 1990s, only eight 

did in the 1980s. Although many Yemenis told me that Egypt was becoming notorious 

for dishonest care, respondents indicated that slightly more patients traveled to Egypt in 

the 1990s than in the prior decade. The number of medical joumeys that respondents 

listed to Saudi Arabia in the 1990s (four respondents and 12 relatives) compared to the 

1980s (5 relatives and seven relatives) does not reflect the recent difficulties in procuring 

a visa, unless, as is possible, respondents inaccurately remembered the decade in which 

their relatives traveled. Survey responses illustrate the significant decrease in travel to 
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Germany in the 1990s from the 1980s (from eight respondents and ten relatives in the 

1980s, to two respondents and three relatives in the 1990s), most likely because of the 

declining Yemeni riyal. Finally, all medical travel to Iraq that respondents listed 

occurred in the 1990s, following the completion of the Iraq-Iran war that preoccupied the 

country throughout the 1980s, and as a result of economic conditions under the sanctions 

which made specialized medical care relatively inexpensive. 

Table 5.6. Number of Medical Journeys Occurring to Nine Most Common 
Treatment Destinations, by Decade (127 Medical Journeys) 

Jordan Egypt Saudi 
Arabia 

Germany Iraq England USA Bombay Syria 

90s 54 30 16 5 9 6 4 0 3 
Self 21 13 4 2 3 2 0 0 1 
Relative(s) 33 17 12 3 6 4 4 0 2 

80s 8 23 12 18 0 5 2 3 0 
Self 2 9 5 8 0 3 1 2 0 
Relative(s) 6 14 7 10 0 2 1 1 0 

Note: Mulriple decades/countries were not calculated, rather only the first decades/countries 
that respondents listed were considered. 

Regarding the treatment destinations of specific groups, the medical travel of the 

commercial elite - presumably the most moneyed and mobile group - reflects the 

hierarchy in where to go for medical care. A slightly smaller proportion of the 

commercial elite than the other groups sought care in Jordan and Egypt. Businessmen 

were equally likely to receive medical care in the USA (19 percent) and England (15 

percent) as in Jordan (19 percent) and Egypt (15 percent); only three percent of medical 

journeys listed by respondents from the Ministry of Public Health - presumably the least 

moneyed and mobile group - were to these high cost/prestigious destinations. While 15 
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percent of the medical journeys that respondents at the Ministry of Public Health listed 

were to Iraq and Bombay, none of the commercial elite visited these destinations for 

medical care. The commercial elite experienced more medical travel than the other 

groups, and to more costly/prestigious destinations. 

Germany, as an Example 

Exploring Germany as a treatment destination highlights some of the factors 

influencing the popularity of specific coimtries for Yemeni medical travelers. Patients 

started traveling to Germany in large numbers in 1985 when Yemenia Airlines began 

direct flights to Frankfurt, which made the country more accessible geographically than 

ever before.For instance, fi-om 1985 on, Germany became the yearly check-up site for 

Mahmud's father, whom we first met in Chapter 4. Mahmud said that his father advised 

others: "In Germany, the medicine and doctors are excellent. You get a result. You 

know exactly what you have. Heart, lungs, nose. Any problem you have, you can treat." 

In the 1990s, however, a declining riyal-dollar rate - with the exchange rate going 

from 84 riyals to a dollar in 1994, to 136 riyals to a dollar in 1998'^"* - made Germany 

less accessible financially for many Yemenis, who were required to demonstrate financial 

ability when applying for a visa. Medical travelers who might have previously traveled 

to Germany for medical care began to consider Jordan instead. Other people had 

additional reasons for preferring Jordan over Germany. Abdul Aziz (firom Chapter 3), 

whose mother needed a kidney transplantation, explained why his family decided to leave 

Germany to continue the transplantation process in Jordan: 

al-thawra (newspaper), September 17,1985, p. 3. 
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The family realized that the selection process for a donor was becoming too costly 
in Germany. Between each test, the family had to wait three weeks for another 
appointment, and pay for their stay during the extra weeks. "Just imagine how many 
tests had to be done," Abdul Aziz said. The family decided to go to Jordan instead, 
which they heard had good facilities. "It was probably a mistake we didn't come here 
immediately," Abdul Aziz said in a private hospital in Amman, "In Germany, we spent 
much more than what it would have cost us as a whole here, with the operation. Can you 
imagine, about $30,000 just in Germany, for the accommodations, dialysis, hospital stay, 
and for one test?" Abdul Aziz continued, "[In Jordan] it's done quite efficiently. They 
have almost a routine. You are checked in and get all the tests done in two days. And, 
the doctors here understand the whole thing better. In Germany, they asked, 'Why are 
you going to donate [your kidney to your mother]? Search for other solutions [i.e. 
dialysis].' You had to fight for something before you got the ideas across, even though 
we have no problems with the language. Imagine how it is for other Yemenis with a 
translator." 

Stories similar to Abdul Aziz's - describing the care in Jordan as more 

accommodating, and less costly, than in Germany - could encourage medical travelers to 

go directly to Jordan instead of spending imnecessary amounts of time and money first in 

Germany. For many patients, however, Germany was still seen as having better - and 

certainly more prestigious - care than Jordan. In addition, as I observed in the medical 

committee meetings, when patients failed to recover after being treated in Jordan, they 

then hoped to go on to Germany in order to achieve desirable results. 

Choosing a Companion 

Patients and family members must also select a caretaker to accompany patients. 

Female patients would never travel alone; male patients are generally accompanied as 

well, particularly when they need an operation. Only one male patient with whom I 

spoke in Bombay had traveled without a companion. He had been to Bombay many 

times before for medical care, and said he would only travel with someone if he needed 

Central Bank of Yemen web site: vvww.centralbank.gov.ve. accessed February 23, 2002) 



194 

an operation. On this trip, he was simply seeking follow-up care for his kidney disorder 

and slipped disk. 

Out of the 26 adult male patients in Jordan about whom I collected information, 

only four had traveled unaccompanied. Two men said that they had thought in Yemen 

that their conditions were not serious enough to warrant the extra disruption and cost of 

bringing a companion. Unfortunately, one of them learned in Jordan that he had cancer 

of the mouth, ended up spending two months in Amman for an operation and 

radiotherapy, and wished that he did have someone along with him. The other patient 

also regretted not having a companion; he had been in Amman 40 days for his liver 

condition when I spoke with him. The employer of a third man, the Aden Refinery, who 

was covering the costs, determined that, since he did not need an operation, he should 

travel alone. Another man had traveled unaccompanied from Saudi Arabia for a hip 

replacement; as he was already away from his family in Yemen, he probably did not have 

anyone available to accompany him. 

Several medical travelers indicated that possible companions for male patients 

were somewhat interchangeable. One brother told me: "I came, but it could have been 

anyone." Students were common companions as they had the fewest responsibilities in 

the summer. In addition, at least four medical travelers told me that a particular male 

relative was chosen because he was educated, while other family members were not. In 

Yemen in 2000, for instance, the illiteracy rate for those 25 and older was 57.4 percent 

for males and 91.8 percent for females.People with a high school education could 

http://unstats.un.org/unsd/demoaraphic/social/iUiter3cv.htm. accessed November 28, 2002. 

http://unstats.un.org/unsd/demoaraphic/social/iUiter3cv.htm
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help read the taxi meters to ensure more accurate charges and were perceived to be able 

to deal more effectively with medical personnel (as well as anthropologists - two fathers 

told me to wait for their sons to return before interviewing them). 

A male relative, at least, accompanied a female patient (Nabila, with brain cancer, 

and her sister Arwa from the opening of Chapter 3 were an exception). A full range of 

male companions travelled with the female patients about whom I gathered information 

in Bombay and Jordan: husbands, brothers, sons, fathers, grandsons, and husband's son 

from a different mother. The male relatives accompanying female patients - their 

maharim (singular, mahram) - were consistent with the men delineated in the Qur'an to 

whom women could reveal their "adornment": {... their husbands, or their fathers, or 

their husband's fathers, or their sons, or their husband's sons, or their brothers, or their 

brother's sons, or their sister's sons}[S 24:31]. The degree of consanguinity between 

women and these males (except, of course, their husbands) made them unmarriageable. 

Husbands' brothers, for instance, are not included, because they are eligible to become 

spouses, should the husband die. 

Many Yemeni medical travelers told me that, ideally, in addition to a male 

relative, a woman should travel with a woman. Women, they said, were better able than 

men to attend to the needs of other women, especially when a hospital stay was required. 

However, while some households might want to send another woman as well, the costs 

involved were prohibitive. A few mothers - traveling as either patients or companions -

brought their children along, as they were too young to leave behind (other medical 

travelers did leave their children with relatives in Yemen). When the patients were 
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children, often both their mother and father accompanied them - and, indeed, the 

government provided tv^^o companion tickets when subsidized patients were children. 

Occasionally, however, the mother remained in Yemen, either because she needed to stay 

with her young children, or because, as medical travelers told me, having her child 

undergo an operation was too distressing for her to be nearby. In families where the 

father was deceased, a brother often took the responsibility of accompanying his ailing 

sibling. 

Occasionally, medical travelers chose to travel at a particular time in order to join 

someone with experience in other countries who planned to pursue medical care abroad. 

For instance, a businessman from Yarim said that, while "sitting together" (chewing qat), 

he and two other businessmen from his area decided to join a fourth businessman on his 

medical travel because he knew Jordan well. In addition, when a man from Mukalla, 

who was home from Saudi Arabia, decided to take his wife to Jordan to treat the lump in 

her throat, four others - an uncle, the uncle's wife, the patient's father, and her brother -

all decided to go with them to seek medical care. 

Patients' Air Travel 

While enabling medical journeys, air travel can also aggravate some medical 

conditions. Cramped seats restrict orthopedic cases from extending their legs. More 

critically, decreased atmospheric pressure in the cabin - leading to low blood-oxygen 

levels - can trigger heart attacks. Yemenia Airlines (and others as well), recognizing its 

humanitarian duty, try to accommodate patients, as long as their routes are not altered. 

Flights to Jordan, Royal Jordanian Airlines flight attendants told me, routinely service 
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stretcher cases. On our flight from Sanaa to Amman, both Ismail (whose story begins 

this chapter) and an unconscious, paralyzed 65-year-old woman traveled on stretchers. 

In a 1997 interview, a sales manager for Yemenia Airlines discussed the airline's 

provisions for the numerous patients going abroad, particularly critical cases. First, 

patients with medical conditions that air travel could exacerbate need to obtain medical 

authorization certifying their fitness for travel. Occasionally, patients had to remain in 

hospitals in Yemen vintil their conditions stabilized enough to endure a flight. The airline 

required certification in order to avoid the cost and disruption of either returning to the 

originating airport in Yemen or diverting to another country to administer emergency 

medical care. 

The Yemenia Airlines manager delineated three levels of care that patients 

required. First were patients needing relatively simple arrangements, such as a 

wheelchair in order to move between the airport and airplane. For less mobile patients, 

the airline positioned stretchers across three seats where they could recline, and requested 

that the arrival airport ready an ambulance to greet them. At the third level of care, the 

airline provided not only oxygen, but an isolated section that both allowed an 

accompanying doctor to monitor the patient's condition and administer necessary 

medication, and shielded the other passengers from disturbing medical conditions. The 

manager hoped that, rather than criticizing the airline, passengers upset by moaning 

patients or unsightly injuries would imagine their own brothers, fathers, or mothers in 

these situations, and commend the airline for helping them reach their treatment 

destination. 
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An oncologist in Bombay with long experience in treating Yemeni patients 

remarked: "Every planeload [from Yemen to Bombay] consists not of tourists, but 

patients. Isn't that sad? Every planeload consists of patients, not tourists. It's sad. It is 

sad." Airlines were doing what they could to assist patients whose country's medical 

services were unable to help them. However, they could only do so much. "In Yemeni 

society," a religious scholar told me, people "travel and sometimes die in the airport, and 

sometimes arrive and then die." A 55-year-old woman receiving medical care for her 

advanced stage of cancer remarked of her compatriots in Bombay: "Everyone is being 

treated. Some get treatment, some leave without treatment... and some die in the 

plane." 

Arriving in a Treatment Destination 

Upon arriving in their treatment destination, medical travelers took various forms 

of transportation from the airport to a hospital, hotel, or apartment. Some incapacitated 

patients had an ambulance waiting at the airport to take them directly to a hospital. In 

Bombay, the medical attache of the Yemeni consulate collected the small number of 

patients who had contacted the consulate prior to their departure. In Amman, medical 

travelers who were knowledgeable and able took a public bus into the city from the 

distant airport. From the drop-off point in the city, they could then board a public taxi or 

bus if continuing on to Baghdad, or take a taxi to a hospital or apartment in Amman. 

Medical travellers in Bombay and Amman also relied on taxis to take them from the 

airport to their local destinations, and on the drivers to recommend suitable lodging 

and/or medical facilities (which they were said to do for a commission). The Yemeni 
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medical attaches in both Amman and Bombay mentioned that an embassy/consulate bus 

to collect medical travelers from the airport would greatly help patients settle into their 

treatment destinations. 

Selecting a Doctor/Medical Facility 

In choosing where patients would receive their medical care, many medical 

travelers either returned to where they (or relatives) had been successfully treated before, 

followed specific recommendations of doctors and/or previous medical travelers in 

Yemen (or of current medical travelers in their treatment destinations), or went to a 

facility/practitioner with a well-respected name within Yemen. In Jordan, the Islamic 

Hospital had a good reputation among Yemeni medical travelers (some attributed its 

popularity among Yemenis to the name of the hospital alone). In addition, between my 

visits to Amman in 1995 and 1997, Jordan Hospital, a new private hospital, had become a 

popular destination. Most cancer patients needing radiotherapy sought care at Bashir 

Hospital, a government facility where Yemeni patients received a 50 percent discount for 

this treatment, based on an agreement between the Yemeni and Jordanian Ministries of 

Health. 

In Bombay, as I mentioned in Chapter 1, many of the medical travelers with 

whom I spoke carried business cards (often vmtten in both English and Arabic) of 

hospitals, doctors, and hotels that they received from previous medical travelers prior to 

their departures. After they returned to Yemen, these patients and their companions 

would, in turn, pass out similar business cards to future medical travelers. In this way, an 

enduring and replenishing paper link connected patients and treatment destinations. 
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In addition, in Bombay, one doctor. Dr. Sultan Pradhan (an oncologist on staff at 

Tata Memorial Hospital, but whom most Yemeni patients visited at the less expensive 

Prince Aly Khan Hospital), had an excellent reputation for being, as one medical traveler 

said, "very helpful with Yemenis." This companion, in Bombay to treat the tumor in his 

wife's uterus explained: "Every night in his clinic, he has seven to eight Yemenis. He is 

excellent. If only we had doctors that greeted you with such a good spirit, took care of 

the patient, and probed." The husband recoxmted the story of a woman who had traveled 

to Bombay for cancer surgery. "Because of all she had heard of Dr. Sultan," he said, 

"she wanted him to do the anesthesia as well, even though he was the surgeon. She said, 

'I want Sultan, I want Sultan."' Indeed, because of his strong reputation (particularly in 

former South Yemen, which had longer experience with Bombay and Dr. Sultan than the 

former North did), several Yemeni patients with conditions other than cancer began their 

medical care with a visit to Dr. Sultan, who then referred them elsewhere. 

Even with all the information circulating within Yemen, and among patients and 

companions currently involved in medical treatment abroad, locating a suitable 

practitioner/ facility could be a time-consuming process for medical travelers. Some 

people visited several doctors/hospitals in order to compare diagnoses, treatment plans, 

and costs before deciding. Still other medical travelers missed out on additional details, 

and knew only that they should go, say, to Jordan. Once there, they had to learn the 

specifics of where to go next. 
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Locating Accommodations for Companions and Patients 

To locate lodging for patients and companions in their treatment destination, 

medical travelers relied on information sources similar to those they used to select a 

medical practitioner/facility. In Bombay, patients awaiting medical care/recovering from 

it, and companions not staying in the hospital with the patient, tended to stay in relatively 

inexpensive hotels in the Muslim section of the city (along Muhammad Ali Road). In 

Amman, they tended to rent apartments of varying prices. Several medical travelers in 

Jordan told me that they had made their arrangements for accommodations in advance 

from Yemen by fax. Lodging and food were additional costs of medical care abroad, as 

were the taxis that medical travelers used to move between their hotels/apartments and 

medical facilities. 

Finding Interpreters 

In Bombay (and Germany/Moscow), the need for an interpreter also added to the 

costs and arrangements of treatment abroad. As we will see in the stories that open the 

next chapter, interpreters are essential in non-Arab countries in order to commimicate 

medical information between patients and doctors. The perceived effectiveness of their 

interpreters differed among the medical travelers with whom I spoke in Bombay. Some 

people expressed their gratitude to their interpreters, others recognized that their 

interpreter was mainly interested in money, and still others said that, while their 

interpreter was probably most interested in the money that he would make, they were still 

grateful to him. One father in Bombay to treat his son said: "The hotel told us about a 

translator, the translator told us about the doctor. No doubt, if the doctor says the price is 



202 

10, then the translator says, 'Make it 25."' Overall, however, he was impressed by the 

medical care that his son received, saying, 'The medicine in India is good, it's developed. 

The equipment convinces you." The interpreter was secondary in his assessment. 

Attending to the Logistical Needs of Medical Travelers 

Whoever the patient, intemational medical travel involves similar logistical needs. 

Patients and their companions must arrange payment for the various consultations and 

procedures that they undergo while abroad. They must select a particular country and 

medical facility/practitioner. Air travel can aggravate the medical conditions of certain 

patients, who require special provisions. Once they arrive, patients and their companions 

must travel from the airport to a local hotel, apartment, or hospital. Companions (whose 

selection is another consideration for the family) require food and lodging. Finally, if the 

medical personnel and patient/companions do not share the same language, an interpreter 

is needed to facilitate communication. 

Despite several offices opening recently in Sanaa and Amman to facilitate the 

journeys of Yemeni patients, the majority of medical travelers from Yemen make their 

own arrangements. Patients and their family members vary in their knowledge of what 

they will experience abroad. For instance, the husband of the woman who traveled to 

Bombay to have a biopsy of the tumor in her uterus said: "We knew India before we saw 

it. We knew everything, how to take a taxi, how to speak to them, how to deal with them. 

We had that information because of the large number of patients who go to India. We 

knew the price of water, we knew the price of a taxi." Although this couple anticipated 

the costs and arrangements that they would encounter in Bombay, they were unprepared 
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for the amount of time they would end up staying there. Instead of simply doing the 

"test" and retuming soon after to Yemen as they had planned, they were in their seventh 

week in Bombay when I met them. While all medical travelers shared general logistical 

requirements, their differing medical conditions produced divergent lengths of stay, 

treatment costs, and outcomes. 

The numerous logistical arrangements that Yemenis undertake by themselves to 

receive medical care abroad contrast with the services extended to international patients 

in hospitals in the United States. International patients - who often pay their bills in full, 

and with cash - have become an attractive clientele for U.S. hospitals often constrained 

by low reimbursements from Medicare and HMOs. To accommodate the linguistic and 

cultural needs of patients and their families (and compete with their rivals in the U.S.), 

hospitals - including the Mayo Clinic in Minnesota, the Texas Medical Center in 

Houston, and the Baptist Hospital in Miami - have established international patient 

centers. The staff at the Cleveland Clinic International Center, for instance, includes 60 

fiilly trained, bilingual and multilingual professionals who not only interpret, but also 

arrange hotel reservations or long-term housing for companions, teach patients and their 

family members how to make telephone calls, and help find equivalent medications in 

their home country after their treatment. St. Luke's in Houston offers everything from 

discounted rates through Continental Airlines, to the use of the center's fax, photocopier. 
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and email, to laundry and dry cleaning information, and to counseling should a family 

crisis arise. 

Oncologist Dr. Sultan contrasted the services that U.S. hospitals provided for 

intemational patients to those at Tata Memorial Hospital in Bombay: 

In the United States, everything is so professionalized and it's all done. 
So often people from East Africa send a fax to me, "I'm coming on such-
and-such a date, and would you arrange hotel accommodations somewhere 
in the vicinity of your hospital?" Ah, I can't do that. So I tell the 
administrators that I think we should do something, but nobody does. I 
could tell them that such-and-such a patient is coming, and arrange for 
pick-up from the airport. I can't do it myself It might be expected of me, 
but don't tell me to do that. 

As intemational patients - and the revenue they generate - become more significant and 

coveted, Tata Memorial Hospital and other advanced medical facilities will no doubt 

ensure that their service is as competitive as their medical capabilities. 

In the next chapter, I examine the medical care that Yemeni patients receive while 

abroad. I explore experiences with specific medical conditions that Yemeni medical 

travelers confront. I then look at the place of medical technology and intemational 

patients in the medical systems of Jordan and Bombay. 

Cleveland Clinic Intemational Center, wvw.clevelandclinic.ora/ic/news/latest.htm. February 8, 2002; 
St. Luke's http://www.slehxom/sleh/Section004/index.cfiii, May 17, 2002. Doctors' Marketing Service 
(DMS), an advertising agency with "25 years of experience in the Arab healthcare market," offers its 
services to help U.S. hospitals attract affluent Arab patients 
fhttD://vv\vw.i'eocities.com/docsmarketingsvc/index.html. May 17, 2002). Since the terrorist attacks of 
September 11, 2001, U.S. hospitals that commonly treat Middle Eastern patients have experienced sharp 
declines in their admissions. Finding it difficult to obtain U.S. travel visas and transfer money by wire to 
pay their bills. Middle Easterners are turning instead to hospitals in Europe (Jaklevic 2002; Mezger and 
Solov 2001). Regarding another region of the world, the intemational patient liaison center at the National 
University Hospital in Singapore caters to the needs of patients from Indonesia, Malaysia, and Bangladesh 
(Khalik2002). 

http://www.slehxom/sleh/Section004/index.cfiii
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CHAPTER 6. RECEIVING AND PROVIDING MEDICAL CARE ABROAD 

Vignettes: The Journeys of Malik and Abdallah 

When Malik was 11he began to experience dizziness, falls, and convulsions. 
He and his family consulted a doctor, who referred them to a neurologist. The 
neurologist gave Malik tablets and told him to return in a month or two. Malik ended up 
taking the medicine for two years altogether. Then, his hand began shaking. He returned 
to the neurologist, who told them that the shaking was from the medicine; if he stopped 
taking it, he said, the shaking would go away. However, when Malik stopped taking the 
medicine, he began to fall down again. The condition - which turned out to be a 
blockage in the left side of his brain - continued for four years altogether. The family 
then decided to try to treat Malik in Bombay. Once there, Malik and his father visited 
several doctors and hospitals. Although each said he needed an operation, their projected 
outcomes differed. One doctor told them that Malik could lose his vision, another said he 
could lose his speech. A doctor at a large governmental hospital gave them great hope 
when he said that, as long as the blockage was not malignant, Malik would stand up 
immediately following the operation. 

The night before Malik's surgery, his father returned to his hotel before the next 
day's operating roster was prepared. "When I arrived at the hospital at five the next 
morning," Malik's father recounted in his Bombay hotel room several weeks later, "I saw 
that my son's head was already shaved. I didn't know what was happening. Then they 
took him away to the operating room. I went crazy. I immediately called the translator, 
but his wife said he had gone out. 'Gone out? Where to?' I demanded. But she's Indian 
and didn't understand Arabic. I didn't know where to go. I needed to find somebody to 
help me ask them what they were doing, when the operation would finish. I got in a taxi 
and went anywhere. I spent 800 rupees [$22] going back and forth between the hospital 
and the hotel." Altogether, the operation took twelve hours, during which time Malik's 
father said he paced the floor. "I was deaf and dumb," he said. "I didn't know how to 
speak to anybody. I don't know Hindi or English, only Arabic, and there was no one to 
speak to. I didn't eat or drink. I have a little diabetes, which increased my pressure, but I 
just wanted to see my son." The translator finally came. "He told me, 'Speak, speak.'" 
The father and translator went in to see Malik after the operation. "The doctor showed 
me something bloody and said this is what they took out of my son's head. I thought, 
'That's it, he's gone.' But then I saw the doctor was happy. They were clutching me 
with happiness. My son started to speak right away. They asked him, 'Who's this?' 
'My father,' he said. 'And this?' 'The translator.' 'And this?' 'The doctor.' I started 
crying and shouting. I didn't know what to say." The day after Malik left the ICU, his 
father called Yemen. "I said he's fine. He recognizes me. He can speak. He's out of the 
ICU, but still sleeping." 

Malik's father uncontainable emotion and gratitude were still very much evident 
when he related his experience to us several weeks later. During our interview, he asked 
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his son to raise his arm for us, something which Malik could not do before the operation. 
The father was exuberant. The further amazing detail was that the brain surgery was free. 
By an agreement with the consulate, the Indian government extended its free medical 
services to Yemeni patients, although many of them opted to use the private sector 
instead. Malik's beaming father, however, looked as though he would gladly have paid 
any amount of money they asked for the spectacular resuhs that they had produced in his 
son. 

9̂ : 

When an argument between two men escalated to the point of each unsheathing 
the dagger that he traditionally wore at the middle of his waist, Abdallah, a 42-year-old 
farmer from Bayda, stepped in to separate them. However, he himself was accidentally 
stabbed. Abdallah's brachial plexus was injured, leaving his arm immobile. Treatment 
in Yemen consisted of pills, needles, and physical therapy. Nothing helped him to regain 
movement in his arm. When a doctor recommended cutting the nerves, Abdallah refused. 
He then decided to travel to Bombay for what he imagined would be more effective 
results. 

In Bombay, Abdallah underwent microsurgery for a nerve graft, which the 
surgeon described to me as, "a very special type of tricky surgery. It's not something 
where you just give an anesthesia injection and the patient sleeps. If the patient is very 
deep and I put a low current, the muscle will not tighten. On the other hand, the 
anesthesia level can't be too low. If the patient feels any pain, he won't cooperate." The 
surgery, consisting of four operations, took thirteen and one-half hours and involved the 
neck, upper arm, shoulder, and lower leg. 

When Abdallah finally awoke in the ICU and found bandages here and there and 
equipment around him, he told himself, and us later, "That's it. I'd better say my prayers, 
I'm about to die." He then noticed his leg bandaged as well. He quickly called a doctor 
and translator over. "What is this? I came here to treat my arm. Why is my leg 
bandaged?!" The doctor told him to relax, and later explained that he used nerves from 
his leg to repair his arm, as nothing else was available. 

After several weeks of rehabilitation, Abdallah was pronounced, "fit to travel to 
his native place," as long as he pursued physiotherapy and wore pressure garments for six 
months. After that time, he needed to return to Bombay for a second stage of surgical 
reconstruction, where they will put "something plastic and steel in my arm." Details of 
his intricate restorative treatment continued to be vague for Abdallah. 
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Introduction 

Medical care abroad often produces amazing results for Yemeni patients who lack 

effective options in their own country. Movement is regained, bodily functions are 

restored, lives are prolonged. Hoping that their joumeys will prove worthwhile, Yemeni 

medical travelers xmdergo various diagnostic and therapeutic procedures. Alongside their 

hopes are their concerns about their lengths of stay, rising costs, and - for some treatment 

destinations - communication barriers. This chapter examines experiences of Yemeni 

medical travelers in two treatment destinations, Jordan and Bombay. I describe 

emotional/social aspects of complicated medical conditions and care. I also discuss 

approaches to providing sophisticated medical care in each locale, particularly in the 

private sector. 

As this chapter highlights, we can discover in scientific medicine at the end of the 

20^"^ and beginning of the 21" centuries - and on a global scale - interplays between 

boundaries and mobility. In biomedicine today (and more so in the future, I predict), the 

local, national, regional, and global levels interact, as patients move about, with or 

without state sponsorship. In Jordan and India, the state is held accountable for the basic 

health needs of its citizens and is responsible for training a range of medical experts. The 

private medical sector treats the local population, and attempts to attract patients from 

other countries who can pay a fee for services. Meanwhile, governments of other 

countries (in the Gulf, for instance) that lack medical facilities and expertise refer 

complicated cases beyond their borders to medical facilities in, say, Jordan and 

Bombay/India. 
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At the level of the body as well, scientific medicine disregards physical 

boundaries in an attempt to heal. In the opening vignettes, a blockage was removed from 

Malik's brain (and held up to his father to celebrate), while a nerve was extracted from 

Abdallah's leg and grafted along his shoulder muscle to restore the movement in his arm. 

As further examples in this chapter, Najiba's thigh muscle was reshaped around her anus 

to help her regain control of her stool, and Abdul Aziz offered his kidney for 

transplantation to save his mother's life. In biomedicine, pieces of the body are moved 

in, out, and around as needed in order to - ironically - preserve/restore the integrity of the 

rest of the body and its flmctions. 

Sophisticated medical equipment and procedures have the potential to do much to 

enhance the lives of many sufferers. Treatments, however, are costly. Several solutions 

for supplying specialized medical care have been proposed. One option is to concentrate 

expensive specialized medical care in regional/global centers of excellence. Patients with 

complicated conditions, taking advantage of developments in transportation and 

telecommunications, would travel to these centers, while less technology intensive 

procedures would be performed locally. Other options involve regulating the types and 

quantities of medical technology purchased, and the patients who have access to them. 

Telemedicine - where medical records can be digitized and transmitted to specialists 

anywhere in the world for consultation - can enhance links between local patients and 

practitioners and global medical knowledge; however, this borderless medicine also 

generates concerns regarding the ability to regulate the services performed. 



209 

To examine issues related to receiving and providing transnational medical care, I 

draw heavily on my interviews with medical travelers in Jordan and Bombay. I also 

present information from interviews with four physicians in Bombay experienced in 

treating Yemeni patients. To describe the provision of high-tech medicine in Jordan, I 

rely mainly on reports, rather than interviews with doctors. Yemeni medical travelers in 

Amman tended to speak about medical facihties rather than particular physicians. 

Experiencing Sophisticated Medical Care 

The astounding capabilities of modem medicine often overshadow its limitations. 

Medicine's ability to pinpoint a physiological problem, recreate body parts and functions, 

and postpone imminent deaths makes it seem almost able to guarantee ongoing lives free 

of suffering. However, while precise diagnoses can replace chaos with clarity, the 

diseases that they uncover might still be imtreatable. While therapeutic procedures might 

extend lives, they can also debilitate the body along the way. While medicine might 

return people from the brink of death, the lives that await them might be agonizing to 

live. Because medicine can do so much, we want it to do even more. 

As the next sections illustrate, kidney failure, cancer, neurological disorders, and 

devastating injuries are no longer - if they ever were - limited to the First World/wealthy. 

Treatments as well should not, in good conscience, be limited to the moneyed and/or the 

mobile. Ethical, economical, and emotional questions concerning how to equitably 

provide high-tech medical care - as well as where to draw the lines - need to be 

addressed at the local, national, and global levels. Medicine alone cannot answer these 

questions, nor should the market by itself be allowed to do so. 
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Clarifying and Reassuring Diagnoses 

Illnesses can generate much confusion, as patients and family members try to 

understand the source, and ramifications, of odd physical occiarrences or unrecognizable 

behavior. People seek, and create, meanings for these otherwise inexplicable changes. 

At times, biomedicine offers explanations more reassuring than other possible etiologies. 

Fatima's case provides an example: 

At about fourteen, Fatima from Shabwa suddenly began having strong 
convulsions and a fiery psychological condition, her father told us in their Bombay hotel 
room. She started running away during the day and at night. At times, she could not 
recognize people. She lashed out at everyone, "the big and the small," her father said. 
For twelve years, the family sought treatment. "There was no place we didn't try," her 
father told us. They visited psychiatrists who took x-rays, herbalists, diviners, Qur'anic 
healers, and hospitals in Hadhramaut, Aden, and Sanaa. Finally in 1996, Fatima and her 
father travelled to Saudi Arabia. There, they did an MRI, which "discovered the disease, 
the precise diagnosis," her father recounted. The doctor assured them that the disease 
was in her brain and had nothing to do with jinn [spirits]. Fatima began treatment 
"appropriate for that condition." With only a two-week visa, however, she had to return 
to Yemen before completing the treatment. A year later, Fatima, her father, and mother 
traveled to Bombay in hopes of a cure for her epilepsy. 

After a twelve-year search among a range of healers for an explanation for her 

inappropriate and uncontrollable behavior, Fatima and her family learned that her actions 

were not a result of spirits as it otherwise appeared, but a neurological disorder, detected 

by an MRI. A treatment then became the challenge, as bureaucracies prohibited Fatima 

firom continuing a possible cure. In Bombay, high costs then prevented her from 

undergoing an operation that a neurosurgeon suggested would help. Finally, the family 

resigned themselves to the fact that there was no real cure for Fatima's condition, only 

medications - which may or may not be available in Yemen - to calm its effects. 
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Reconstructive Surgery 

Road traffic accidents and other traumas are an often overlooked cause of ill-

health and premature death worldwide (Munay and Lopez 1996; Nantulya and Reich 

2002). While reconstructive surgery can do much to coixect non-fatal injuries (as we saw 

with Abdallah in one of the vignettes of the chapter), the treatment process can be a 

lengthy and costly commitment, made especially difficult when procedures are only 

available outside one's country. The case of young Najiba illustrates both the capabilities 

of reconstructive surgery and the time involved; 

At age 11, in 1992, Najiba from Aden was hit by a truck. The accident "totally 
destroyed" her pelvis, her Bombay doctor told me in 1997. "She could control neither 
her feces nor her urine," her brother later said in our interview. Najiba spent six months 
in the Aden Refinery Hospital, where they could do nothing for her beyond stopping the 
bleeding. An Indian physician at the Refinery hospital referred her to doctors in Bombay. 
Shortly thereafter, on a stretcher, Najiba and her eldest brother (a governmental employee 
in telecommunications) left for Bombay. Carrying a letter of introduction, they headed to 
Dr. Sultan in Bombay's Prince Aly Khan Hospital. Being an oncologist. Dr. Sultan 
referred them to a group of orthopedic specialists. Najiba imderwent an operation on her 
pelvis and urinary tract in order to be able to control her urine. Altogether, she was in the 
hospital for three months. Finally, after surgery and physical therapy, she was able to 
move, and to control her urine. 

In 1994, Najiba returned to Bombay to undergo plastic surgery. She received a 
skin graft and had the "female place" filled in with tissue where nothing had been, her 
older brother said. The grafting took three months. In 1997, Najiba, now 15 years old, 
travelled again to Bombay, along with her brother and mother. A plastic surgeon 
repaired the vagina, since, as he told me, "she's going to have a married life and 
everything." He then shaped a muscle from Najiba's thigh around the anus for her to 
regain control of her stool. 

For her first medical journey, Najiba received 52,000 from Aden's medical 
committee. The second time, she received 51,000, while the third time the family 
travelled on their own expense. The medical committee had denied their request, 
directing them instead to a plastic surgeon at a private hospital in Sanaa. Unfortunately, 
the surgeon had left the country by the time the family visited the hospital. They spent 
54,000 during the first trip, 52,000 the second time, and 53,000 the third time. To cover 
the medical expenses, Najiba's eldest brother sold his car. He also received a loan from 
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his employer, which he would repay from his salary in installments. In addition, "this 
brother and that brother" helped out, Najiba's brother said. 

At the end of our interview, after Najiba and her mother left the room, her brother 
told us that Najiba had to return in a year or two for cosmetic surgery to refill the area of 
her stomach from which skin had been removed to use in another part of her body. The 
brother spared Najiba this news for now, he told us, in order to help keep up her morale. 

Despite her debilitating injiuies, the wonders of plastic surgery helped to return Najiba 

almost to "normal" - where she could control her urine and feces, and go on to have a 

married life. While rewarding, the process tested Najiba's stamina. The split-second in 

which the accident occurred caused years of recovering. 

Plastic surgery requires a fascinating perspective on the body - constant 

assessments of which functions and parts are essential and need recreating, and which are 

replenishing/supplementary and can offer the raw material for the reconstruction. Dr. 

Gupta, the surgeon who performed Najiba's third remolding, described the case of 

another Yemeni woman who suffered from a large fistula between her bladder and uterus 

that caused her to continuously pass urine. In a surgery involving a general surgeon and 

urologist as well, they opened up the urinary bladder. Dr. Gupta then used part of the 

vagina to create the wall of the bladder, which they strengthened with a muscle. The 

woman will undergo two more operations, one to gain control of her urine, and another to 

increase the size of her bladder. Dr. Gupta commented: 

It is very important for patients to understand that this is a long process. 
This is not something which is an overnight affair. But these patients, 
they have suffered over a period of time so they understand and are 
willing to cooperate. This lady who used to continuously dribble urine, 
she could not sit with anyone for even one minute. So now, if she can 
have a dry period of ten minutes, fifteen minutes, I think that is a big 
achievement for her. 
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While the woman, a divorcee, would be able to control her urine, she could never have 

children; in the labor. Dr. Gupta said, "she'll get totally fouled, everything will be 

finished." Again, the field of plastic surgery requires evaluations of which bodily process 

to keep, and which to forfeit. 

Cancer Treatment 

In 1990, cancer caused about six million deaths worldwide. Sixty percent (3.6 

million) of the deaths occurred in less developed countries (Murray and Lopez 

1996:183). Cancers can be particularly horrible for patients in poor countries and 

communities, because of the relatively young ages at which they occur, and the advanced 

stages at which treatment is sought. Oncologist Dr. Suhan in Bombay explained: 

One more thing that I think is very important. Like in India, even 
in Yemen, breast cancer occurs at a very earlier age. Breast cancer is a 
really treacherous disease. Most cancers are worst when they occur at a 
younger age. If you have colon cancer, it's a good cancer to have. They 
live, you know, with colon cancer. But if you have a colon cancer at age 
30, then it's bad. Same way, if you have breast cancer at an early age, 
then it's really bad. The majority of the breast cancers in the United States 
are after the age of 45,50, 55. And the majority of the breast cancers in 
India are in the 30s. And so many occur in their 20s. And so many of 
Yemeni girls I see come in their 20s with breast cancer. Probably more 
than even in India. I see so many young women in their 20s come with 
breast cancer. And it's a treacherous cancer. 

Dr. Sultan went on to remark; "As I have always said, the combination of cancer and 

poverty is a tragedy beyond comprehension. And you see it all around in Bombay, you 

see it all around in India. The combination of cancer and poverty. Each is bad, the 

combination is just..." 

Table 6.1 indicates the most common cancers occurring in Yemeni patients 

treated at Bashir Hospital in Jordan from 1992 to 1996. Breast cancer was the most 
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common type of cancer in females, while cancer of the nasopharynx was the most 

common in males. 

Table 6.1. Most Common Cancers in Yemeni Patients 
Treated at Bashir Hospital, Jordan (1992-1996) 

1992 1993 1994 1995 1996 Total 
Breast 32 8 16 11 20 87 
Nasopharynx 19 10 14 12 11 66 
Brain/CNS 12 15 12 14 9 62 
Cervix 11 3 5 11 11 41 
Non-Hodgkins Lymphoma 15 8 1 4 9 37 
Thyroid 6 6 9 4 4 33 
Urinary Bladder 6 8 6 1 9 30 
Lung 2 3 7 9 7 28 
Hodgkins 7 8 3 2 5 25 
Bone 5 3 5 2 6 21 
Soft Tissue 8 4 3 3 2 20 

With little access to financial resources, families can often do little when the 

cancer is advanced and untreatable, beyond waiting for the patient's death. Dr. Sultan 

described his experience with Yemeni family members in these situations: 

So those that are untreatable, you try and explain to them that there is 
nothing that can be done, except pain medications and symptomatic 
treatment. That, they understand. And they're so poor that they can't 
afford the luxury of just psychological treatment and keeping [the relatives 
and patient] believing that things are being done. So, they accept it and 
take the patient back. 

After all the hardship that these patients and family members endured to pursue medical 

care abroad, they could do no more than return to Yemen. No cure, nor any palliative 

care, was available for them. 

Patients with cancers that can be treated undergo some combination of surgery, 

radiation therapy, and chemotherapy. Patients requiring surgery must then wait for their 
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wounds to heal before having the common six-week course of radiation therapy. 

Altogether, these patients might be abroad, then, for ten weeks. Dr. Sultan explained: 

"And sometimes only because the patient can't afford to stay for that long, he has to go 

back and not take radiation therapy. Instead, we give them chemotherapy, but you know 

that's not the idea." Patients undergoing radiotherapy and chemotherapy experienced 

similar side effects; losing their sense of taste jfrom radiotherapy, and their hair from 

chemotherapy, were two that medical travelers mentioned to me. 

The case of Jamal illustrates the complexity within diseases of modernization. 

After all the dread, hope, effort, and relief of experiencing and recovering from cancer -

after the arduous process of leaving one's country to benefit from more advanced care -

the cancer can retum, and the turmoil begins again: 

Jamal, a 42-year-old high school director from Beni Hashash, traveled alone to 
Jordan. He thought his simple condition did not warrant spending money on an extra 
ticket. This simple condition turned out to be cancer of the mouth and kept him in 
Amman for two months. Once the tumor was removed, Jamal began a course of 
radiotherapy at a governmental hospital, during which time he lost his sense of taste. 
"Everything tastes like dirt," he remarked, "but they said it will return in a month or so." 

Jamal had a second biopsy. His cancer had gone away, doctors told him, but he 
should have another eight sessions of radiotherapy as a precaution. Jamal worried that he 
would not make it back in time for school starting in September. Ten days later, I ran 
into Jamal again when he was about to retum to Yemen. He was relieved and joyous. 
We joked about him getting a job for my husband in his high school, and began talk of a 
visit to his village. In both our minds, I think, we imagined him as already having taken 
up his life again in Yemen. 

The next time I saw Jamal, however, was not in his village and not settled back 
into life. As I was coming out of the weekly medical committee meeting at al-Thawra 
Hospital, I looked up and noticed Jamal standing by the door. He was appealing to the 
guard for a chance to be seen by the committee. When I walked over to him, my pleasure 
tumed to sorrow. "Look," he cried in horror, opening his mouth and gesturing towards 
the back of his tongue, "the cancer came back! It came back!" "Oh, no, Jamal, no!" I 
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said, as my eyes welled up over the white lump that shattered our earlier celebration. "I 
looked in the mirror one morning and there it was!" he said fearfully. 

The following week at the committee meeting, Jamal presented his case. The 
committee urged him to travel to Jordan since it would be less expensive than Germany. 
"No, I've been to Jordan. It didn't take care of the problem. Now, I want to go to 
Germany," Jamal said unresignedly. His request granted, Jamal was to receive two 
airplane tickets and $450 to cover the exorbitant expenses for a second attempt at curing 
his cancer. 

Medicine holds such promise - and has cured so many - that accepting a disease 

can seem defeatist. Instead, many patients and family members believe that a cure must 

be sought, again and again. For Jamal, treatment in Germany could well produce a long-

lasting recovery; the sophisticated medical capabilities might be able to do what medical 

knowledge and services in Yemen and Jordan could not. If not, Jamal might travel on to 

the United States. The ambiguity about when to stop trying for a cure or prolonged life 

(when so much is at stake) is but one of the emotional, ethical, and economic issues 

generated by high-tech medicine. The diverse cultures and societies in the world are 

likely to respond to these issues differently, but responses will seldom be straightforward. 

Kidney Transplantation 

Medicine's ability to take a kidney from one body and transplant it into another 

has generated - rightly so - many dilenmias and debates. Deciding to donate one's 

kidney in order to prolong the life of a family member is a highly emotional decision. 

The ability to give one's kidney to someone that he/she may or may not know in return 

for money turns an emotional decision into an ethical one as well. While the physical 

outcome for the donor is the same in either case - that he/she then resumes life in a more 

vulnerable state from having only one kidney - we are generally troubled by organ 
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donations made for money because of the potential for exploitation and commodification. 

The physical vulnerabilities that ensue, many believe, should not be a result of financial 

or other vulnerabilities, where someone in a weak economic or social position is taken 

advantage of by someone in a more powerfiil/wealthy position. Nor, many would argue, 

should parts of the body that are viewed as essential (non-replenishing) become simply a 

thing to be sold for money. 

Abdul Aziz, whose story began in one of the vignettes of Chapter 3, describes 

how he decided to donate his kidney to his mother, as neither of hers was functioning 

properly and the dialysis available in Yemen was imreliable: 

"We decided within the family," Abdul Aziz explained, "that it would be most 
appropriate to go with a relative because we didn't want our mother to go through an 
experiment, trying out a kidney, you know." In Jordan, tests found Abdul Aziz to be the 
most suitable donor for his mother's kidney transplantation. "In the end, you say this is 
what has to be done, you know. And there's no other choice. And for me, my mother is 
a priority in that sense. Later on, I will probably have to live a little more carefully. But, 
this is the choice I've taken. I imagine if we had alternatives, we would probably choose 
the alternatives. But, given the facts, given the problem you are facing, given the 
realities, the possibilities, we choose, or I choose, the one that is the best, or the best of 
the worst. Another factor that strengthened my decision is my wife. She actually loves 
my mother very much, which is very rare that you have good relations between your wife 
and your mother. For her, it was something I had to do. When you're going through the 
decision process, you think about the future. But, I then came to the realization you don't 
know what will happen in the far future. And sometimes you just have to go with the 
very short term." 

Many months later, I ran into Abdul Aziz back in Sanaa. He and his mother were doing 

well. Abdul Aziz reflected on the importance of researching Yemenis' treatment abroad 

in order to uncover the many hardships that people suffer. 

When donors are not available firom within the family, Yemeni patients go abroad 

- previously to India, but more recently to Iraq - to purchase one. The economic 
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sacrifices that Yemenis make in order to receive kidney transplantations abroad from 

non-related donors upset the facile binary opposition often presented in the literature of 

poor countries/poor people (i.e., the donors) versus rich coimtries/wealthy individuals 

(i.e., the recipients). The recent writings of Nancy Scheper-Hughes (2000a; 2000b) on 

the global organ market are an example of such "moralistic 'good guysV'bad guys'" 

contrasts (cf. Marshall 2000:216). 

In this study of Yemenis' intemational medical travel, we also gain a sense of 

organ recipients as the loved ones of concerned family members who want them to live 

longer rather than die. I can still see Amal's mother sitting next to her after she returned 

from Baghdad with a kidney from a Palestinian woman asking me for confirmation: 

"Amal does look better now than before she left, doesn't she? She does look better than 

before, right?" I remembered 36-year-old Amal telling me in Amman that her mother 

was crying when Amal left for the airport in her weak condition. Her mother continued 

to cry when Amal and her brother called home the first day from Jordan. Amal's father 

had died a year earlier from prostate cancer; perhaps her mother wanted confirmation that 

another death was unlikely. 

Kidney transplantation has the potential to prolong lives, but not to cure. Kidney 

recipients are forever dependent on anti-rejection medication. This dependency is 

worrisome in a coimtry where the medicines may not always be available. The case of 

Latifa who no longer had access to thyroid replacement medication suggests what could 

happen to kidney recipients as well: 
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Seven years earlier, 40-year-old Latifa from Hodaida had her thyroid gland 
removed as treatment for cancer. She, her carpenter husband, four sons, and two 
daughters were living in Saudi Arabia at the time. The Saudi government covered the 
costs of her treatment. In 1990, when nearly one million Yemenis were expelled from 
Saudi Arabia because of Yemen's support of Iraq during the build-up to the Gulf War, 
Latifa no longer had access to her thyroid replacement medicine. She became weak, 
"grossly hypothyroid," in the words of Dr. Sultan's medical report. "She was dizzy, she 
couldn't waUc," her husband said in their Bombay hotel room, "she dropped things she 
was carrying. If she laid down on the bed, she couldn't move, she was like a dead 
person." Latifa and her husband tried to retiuxi to Saudi Arabia for more treatment, but 
were denied a visa. They decided to go to India instead. They had no idea what the 
treatment costs would be; "We came with Allah," Latifa's husband said. Fortunately, the 
medical consultation, tests, and medication were not much more than the S525 that they 
received from the governmental medical committee in Hodaida. 

Throughout our interview, I had thought that I was bothering Latifa; she looked so 
unresponsive. When we finished, a pregnant Latifa asked for my photograph and said 
that, if a girl, she would name the child that she was carrying after me. The extreme 
weakness that she experienced without thyroid replacement medication belied her 
enthusiasm and warmth. 

Patients dependent on medications could not anticipate political or economic 

developments that might occur, and the ramifications for their health. 

The previous sections illustrate the sophisticated medical care that Yemeni 

patients received abroad, and the ilhiesses and injuries that they tried to amend. The 

procedures that patients imdergo are costly, and currently not available for everyone, 

particularly not the very poor. While patients need specialized care, it does not exist in 

Yemen. We will now look at the provision of high-tech medicine in other settings, as a 

way to consider options within global medicine. 

Jordan: Possible Regional Center of Excellence 

One strategy for providing expensive sophisticated medical care is to rely on 

regional/global tertiary centers of excellence. While medical conditions not requiring 

specialized equipment and skills would be treated locally, more complicated cases would 
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be referred to regional/global centers dedicated to these cases (i.e. no maternity or other 

basic services). Jordan has the potential to become - and, indeed, has begun marketing 

itself as - a regional center for advanced medical care. The country's current 

technological/therapeutic offerings exceed the needs of its small population. Private 

hospitals - which compete with each other over having the latest technology - need 

patients from other countries to fill their beds (and defray their high medical expenses). 

Jordan is a small, lower middle-income country, with a population of five million. 

The government has made strong commitments to education - the literacy rate is of over 

80 percent - health, and other social programs. In 1994, pubHc expenditures on health 

made up ten percent of the government budget (World Bank 1997:12); by comparison, 

the proportion that the Yemeni government spent was less than half of that. Per thousand 

population, the country has 1.6 inpatient beds, 1.6 physicians, 0.93 nurses, and 0.75 

pharmacists. One-third of Jordan's physicians are specialists (World Bank 1997:4). 

Similar to Yemen and other countries, Jordan has experienced a remarkable 

growth in private hospitals. There were 43 private hospitals in 1997 when I conducted 

research in Jordan; this number has since increased to 52 (Arafat 2002:6). Sixty percent 

of the country's hospitals - and 39 percent of the hospital beds - are private (Arafat 

2002:6,7). Most private facilities - 74 percent of total private hospital beds - are located 

in Amman. Eight of the hospitals in Amman are deluxe hospitals, which are extremely 

competitive in size, services, and medical treatments (Arafat 2002:6). To compete with 

the others, deluxe hospitals must ensure that their offerings remain state-of-the-art. The 

acquisition of sophisticated medical technology, then, is based on status rather than on 
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the efficient use of resources. Most hospitals had MRIs, for instance, although perhaps 

only a small percentage of Jordan's population of five million have medical conditions 

requiring this advanced level of imaging. During my visit to Amman in 1997, the newly 

opened Ibn Alhaytham Hospital distinguished itself with its Gamma Knife, which focuses 

beams of radiation on a brain tumor or other abnormality of the brain. However, only 2.2 

percent of deaths of males in Jordan in 1991 and 3.1 percent of females were caused by 

malignant neoplasm (cancer) (World Bank 1997:8). Colon cancer, the most frequently 

occurring type of cancer in Jordan, represented only 0.9 percent of the overall disease 

burden. Brain cancer was not listed among the 14 causes of death and disability (World 

Bank 1997:10). To pay for the sophisticated medical equipment in Jordan's private 

hospitals, costs need to be spread out to all patients, thereby raising overall medical care 

expenses. 

While government facilities were overbiu-dened, private hospitals - with their 

oversupply and high medical expenses - have operated below capacity (Arafat 2002:7). 

To be sustainable, Jordan's private facilities - and the government - have sought to 

attract patients from the region, promoting the country's good reputation for trustworthy 

and quality care, and costs lower than in the United States and Europe. The total number 

of foreign inpatients was 24,800 in 2000 and 15,371 for the first six months of 2001 

(Arafat 2002:6). In a newspaper interview, the health minister stated - seemingly in 

exaggeration - that Jordan had received 100,000 patients from various countries in 2001, 

bringing around half a billion dollars into the country (A1 Wakeel 2002). This one-half 
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restaurants, hotels, and elsewhere (A1 Wakeel 2002:3). 

Table 6.2 indicates the numbers and nationalities of Arab patients treated in the 

1990s in three medical facilities in Amman for which I was able to obtain the relevant 

statistical information. The years and intervals of the totals for each facility differ: The 

totals for the Arab Centre are for a four-year period (1994-1997). The totals for the 

Radiation Department of Bashir Hospital - a governmental facility - are also for a four-

year period (but, 1993-1996). The totals for Ibn Alhaytham Hospital are for a period of 

less than a year (October 1996-August 1997). Although the totals and time periods are 

not comparable, the nimibers do indicate the proportion of patients from various Arab 

countries that are served by Jordan's medical facilities. 

Table 6.2. Total Numbers Available for Patients Treated in Hospitals 
in Amman in the 1990s, by Nationality 

Arab Centre Bashir (Radiation) Ibn Alhaytham Total 
Jordan 13,103 5,411 3,228 21,742 
Palestine 1,778 162 153 2,093 
Yemen 1,275 485 193 1,953 
Saudi Arabia 762 14 143 919 
Iraq 570 159 148 877 
Syria 761 50 64 875 
Sudan 433 59 32 524 
Libya 250 15 34 299 
Total 18,932 6,355 3,955 29,282 

Yemeni patients are one of the largest groups of non-nationals treated in Jordanian 

hospitals. 
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Table 6.3 specifies the numbers available for Yemeni patients treated in Amman's 

major medical facilities in the 1990s. These numbers do not indicate the number of 

Yemeni patients who visit small, private clinics in Jordan. 

Table 6.3. Numbers of Yemeni Patients Treated 
at Amman's Major Facilities in the 1990s 

1992 1993 1994 1995 1996 
137 

1997'^" 
(incomplete) 

Total 

University Hospital' - - — — — — — 

Khalidi Hospital 868 575 514 671 986 697 4,311 
Islamic Hospital — — 958 924 829 476 3,187 
King Hussein Medical Center — 388 223 190 121 72 994 
Bashir Hospital (Radiation Dept.) -- 115 122 114 134 — 485 
Arab Center — 61 448 294 803 
Jordan Hospital 237 433 670 
Ibn Alhaytham Hospital 47 146 193 
Available Totals 868 1078 1817 1960 2802 2118 10,643 

In the preceding table. King Hussein Medical Center - a military medical facility 

requiring special permission to be treated there - and Bashir Hospital are governmental 

facilities. The Arab Center, Jordan Hospital, and Ibn Alhaytham Hospital all opened in 

the second half of the 1990s. I was surprised by how quickly Jordan Hospital had gained 

familiarity among Yemeni patients in the short time it had been opened since my prior 

visit to Amman in 1995. Somebody suggested that this was because many of the 

specialists who had worked at Khalidi Hospital now practiced at Jordan Hospital, but I 

have yet to confirm this as the main reason for its popularity among Yemenis. 

The total number of patients for Jordan Hospital is from August 1996; the total number for Ibn 
Alhaytham Hospital is from October 1996. 

The numbers for 1997 go only through August, shortly before my departure. 
The director at Jordan University Hospital told me that a separate record was not kept for Yemeni 

patients as they were not distinguished from Jordanians. 1 include University Hospital in the table even 
without any numbers to note that it is also one of the major medical facilities that Yemeni patients visit. 
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Yemeni medical travellers receiving radiotherapy at Bashir Hospital, a 

government hospital, remarked somewhat disparagingly on the facility's resemblance to 

Yemeni hospitals. The general consensus appeared to be, as one medical traveller 

commented; "When you go abroad, you want the best, not something that looks like 

where you came from." 

The pressure on Jordan's private hospitals to acquire the latest costly medical 

technology raises questions about competition and regulation. Here, competition by itself 

has proven insufficient to produce lower prices, as proponents of free enterprise have 

stated would happen. Regulation is needed to curtail the acquisition of duplicate medical 

equipment in order to reduce overall medical costs. In response to my question about 

how Yemen could develop sophisticated medical services. Dr. Sultan of Bombay 

recommended that medical equipment be regulated in order to maximize the resources 

available: 

There are a lot of ways by which [Yemen] can optimally utilize 
resources. For example, they should not end up having a cancer center 
and next to it a cardiac center, and the cancer center has its own MRI and 
the cardiac center has its own MRI. A kind of sharing of resources ought 
to be there. As a matter of fact, it is very strongly debated whether you 
should have a dedicated specialized center for one disease, a Sloan 
Kettering [Cancer Center], or a Mass[achusetts] General for all diseases. 
They should be able to have the Mass General which is all specialties. 
And then the same CT-scan would service all patients, the same MRI 
would service all patients. If they find that insufficient, they will have 
two. They won't have one idle and one heavily used. We, either we'll 
have a Memorial Sloan-Kettering Cancer Center, or it's better to have a 
Mass General. High technology is xmavoidable, you have to have it. Now 
when it is unavoidable, it is best to see that things are optimally utilized. 
That is where the administrator and the politician should use his vision and 
dedication to see that people don't build their own empires and let others 
be deprived. 
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Bombay: Providing Medical Care for the Poor and "Aliens" 

One way to make sophisticated medical equipment accessible to patients who 

cannot afford the high costs set by the market is to link the poor with the technology. 

The Indian government has allowed private hospitals to import medical equipment duty 

free, as long as they allot a percentage of their beds to poor patients who are not charged 

for their medical care. Dr. Ashok Gupta, the plastic and microsurgeon that I discussed in 

the section on reconstmctive surgery, explained to me how Bombay Hospital - a 950-bed 

private hospital that catered to patients from all over India and neighboring coimtries -

implemented this policy: 

Out of these 950 beds, as per the rule of the government, 30 percent of the 
beds are  total ly  free,  their  pat ients  are  not  charged even for  the food. . .  
All of us including me and [other] senior consultants of the hospital serve 
these patients free of charge without taking a single penny from them, 
only with the idea that we are serving the poor, as well as we also get the 
benefit of highly prized and most advanced equipment coming to the 
hospital. 

Dr. Gupta then explained how free care for the poor was offset by deluxe care for 

the wealthy: 

Now these 30 percent of beds are being compensated by a higher class of 
patients. When they go into deluxe rooms - where there is a patient's 
room, an anteroom, a kitchenette, separate toilet - they pay double the 
amount of what a single room would be. If a single room is paying 1,000 
rupees per day, they would pay 2,000 rupees per day. And 
proportionately, every other item - whether it is a blood test, whether it is 
a medicine, whether it is an operation theatre charge - are proportionately 

Dr. Gupta went on to distinguish between patients whose care was completely free and those who paid 
for their meals: "They started a system where they accept charity but [patients] will still pay for their food. 
. So they have made a system where out of this 30 percent of beds, half of the beds are totally firee, and half 
of the beds [patients] pay only for the diet, which is 25 rupees, less than a dollar. That 25 rupees also is not 
one meal. T^at 25 rupees includes morning milk, snacks, lunch, afternoon snacks, dinner, and then night 
milk." 
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charged more for these deluxe class patients and compensate for the free 
patients. 

Although a good strategy in theory, this exemption has proven to be susceptible to 

corruption (e.g., Bam et al. 2000; Kumar 1996; Sen 2001). Hospitals received the 

exemption without fulfilling their duty to the poor. 

Because of the ability to import, oncologist Dr. Sultan commented, "India has 

never really not had the latest technology. It might not be the very latest technology, but 

it's equal." Dr. Gupta as well remarked that all the equipment he needed was available to 

him in India: 

You name the thing and it's available. In fact, when I went to the U.S. in 
'91,1 worked in Virginia, Norfolk. Every time the chief used to say to 
me, "Ashok, have you seen this particular [instrument]?" I said, "I have 
been using it for the last five years." I mean, not a single instmment 
which I saw there was not available here, which I had not used. Maybe, 
they have ten microscopes, I have two microscopes. They have the latest 
version, I have something which is five years old. But, the drills, 
everything [is available]. 

While recognizing that medical equipment might exist elsewhere in greater quantity or in 

updated versions, both Doctors Sultan and Gupta were satisfied with the technology that 

they had available. 

Treating "Alien" Patients 

Free beds for poor patients in private hospitals, according to the law, could only 

be used for domestic patients. International patients (or "alien" patients, as they were 
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classif ied) in  private  hospi ta ls  in  Bombay -  even those of  l imited economic means -

could only be charged as first-class patients, at much higher rates. 

A problem for Yemenis in Bombay is the influence of wealthy patients from the 

Gulf countries.'"'^ Because these patients tended to overextend their stays in private 

hospitals, which they found to be less costly and more convenient than hotels, private 

hospitals placed a hefty surcharge on all "alien" patients. Dr. Gandhi, a kidney specialist 

at Breach Candy Hospital (where the Prime Minister of India had knee surgery in 2000 

and 2001) explained the surcharge as follows: 

Breach Candy Hospital began charging a 150 percent surcharge for 
foreign - essentially Arab - patients to prevent them from occupying beds 
unnecessarily. These patients used to stay in the hospital as it was cheaper 
than staying in a hotel. [Rooms were 400 rupees (SI 1) with meals 
included; there was a small additional charge for a companion.] They 
would stay eight days for a three-day hernia, three months for something 
else, often even going out at night or during the day. Donors of the 
hospital - and it's all donor-run - became angry because they couldn't get 
a bed, hence the surcharge, which is now 100 percent. Jaslok Hospital 
then also began charging a surcharge. 

Dr. Gandhi then remarked: "No Yemenis would be treated at Breach Candy; they 

couldn't afford it." 

Indeed, the surcharges made it nearly impossible for Yemeni patients to stay in 

the large, well-equipped hospitals. Dr. Undre, a specialist who worked at Jaslok Hospital 

The classification of international patients as "aliens" without specifying their countries of origins made 
it difficult to obtain statistical information regarding the number of Yemeni patients treated at private 
hospitals in Bombay. Non-Indian patients were marked, but not distinguished. 

At Bombay Hospital, however, according to Dr. Gupta, international patients could choose between 
deluxe rooms (an anteroom with a kitchenette) and rooms without air conditioning wath attached toilet that 
were almost half the price of the deluxe room. 

In this section on Bombay, I focus on Yemeni patients, and do not intend to describe the efficacy of 
India's health system for Indian patients. For an examination of the health and healt'^ care transitions in 
India, see Nichter (2002). 
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and at the more economical Saifee Hospital where he treated Yemeni patients, noted the 

discrimination that Yemeni patients faced: 

Because they're alien, they are charged only "A" class, they cannot get 
admitted in a sharing room or anything like that. So that way, they're 
being discriminated, you understand? It doesn't mean that somebody 
who's coming from an Arab land is all rich. He's not. He's the poorest of 
the lot. Not to look down upon them, but they really need consideration. 
So I have given them consideration, so they come to me. Others say, "No, 
no, no, it's going to cost you 20,000." Or, "this whole operation is going 
to go one million.' So, we don't do that. 

While the deluxe private hospitals in Bombay recognized the "alien" status of 

Yemeni patients over their weak financial conditions, the large public hospitals - by 

agreement with the Yemeni consulate - acknowledged their financial constraints and 

extended their free medical services to them. As we saw in one of the vignettes of this 

chapter, Abdallah's brain surgeiy was free. Most Yemeni medical travellers in Bombay, 

however, were treated in private hospitals and clinics. Many either may not have known 

about the agreement, or they preferred the care of private hospitals (even if they were not 

the deluxe ones). 

Yemeni Patients: "Aliens." but Poor 

Bombay specialists remarked that Yemeni patients resembled the poor Indian 

patients that they see more than they do their clientele from the Gulf Yemenis were 

poorer and less savvy than their Gulf counterparts, and suffered from medical conditions 

that were much more advanced. For instance. Dr. Soonawala, a kidney specialist with 

whom I spoke in his private clinic said: "Yemenis, being poor people, are usually treated 

for complicated cases, not common ones - hernias and so forth - as Dubai patients are, 

where the government pays." Dr. Surya, a neurologist who treated Yemeni patients at a 
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small private hospital (a "nursing home," as they are called in India) remarked regarding 

the medical documents of Yemeni patients: 

They carry the papers folded roxmd and one rubber band around them. 
And, how detailed? Absolutely none. Many times - this morning a 
patient has come, she doesn't even know what medicine she's taking. Of 
course, they have brought the MRI which was done in Saudi, so I have 
seen the MRI. But otherwise they just walk in like that. It's terrible. 
They have no concept of keeping the medical records, I don't think. The 
U.A.E. is absolutely perfect. Their records come beautiful. 

Regarding the late stage in which Yemeni patients seek medical care, neurologist 

Dr. Surya said: 

It's like the patients we're seeing in the rural areas of Maharastra or 
anywhere in India. The patients are sick, lying there for two years, three 
years, and then they come see the doctor. And then we can do very little 
to help them out. It's very imfortxmate. If they come early, maybe we'll 
be able to help them much better. But, I would say that's characteristic of 
any coimtry which is relatively poor and people are not educated and 
they're staying in a scattered rural area. It's the same, it's not very 
different. I don't see any difference in that. 

Oncologist Dr. Sultan commented: "If they don't come in this country, in this city... 

patients coming from the city itself to the Tata Memorial, 70 percent come in [cancer] 

stages three and four. So, I can't blame the Yemenis." 

Yemeni patients - with their financial constraints yet advanced level of 

disease/injury - challenge these specialists to provide the best care possible for the worst 

medical conditions, all with minimal cost. Neurologist Dr. Surya explained: 

Usually they come with specialized problems, which are quite advanced. 
It is challenging. We have to minimize their expenses, and at the same 
time give them the best. And then have them have faith in you, and not be 
able to explain to them in their language, so there are a lot of [problems] 
which I have to face, particularly when things are complicated and we 
need a surgery or something. 
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Dr. Gupta also reflected on the difficulties that he had in providing the medical 

care that Yemeni patients needed, while keeping the costs low; 

The first and most important [difficulty] is the finances. They all are very 
short. They have to be given all possible help. Many times, I have not 
charged anything for my services, I have looked after only the hospital 
bills. It is hard because everything is so expensive. If I have to arrange 
for two bottles of blood, that will cost them money. If I have to arrange 
for medicine, that will cost them 15- or 20,000 rupees [$420-S560]. An 
operation theatre for thirteen hours, if I'm using their operation theatre, the 
hospital bill runs to 50,000 rupees [SI,400]. They have to be in ICU, they 
have to be... so, they're all very hard for money. As opposed to other 
Arabic countries. By choice I can put them in Bombay Hospital, I can 
operate on them in Breach Candy Hospital, which are fairly well-equipped 
hospitals. Patients coming form Yemen I have to, because these are very 
expensive hospitals, I have to put them in a hospital which is not so 
expensive. 

Dr. Gupta added that the costs were also high because of the long lengths of time that 

patients had to stay in Bombay - a minimum of three to four weeks, and at least six 

weeks for patients needing a nerve repaired. 

Linking "Here" and "There" 

An alternative to patients pursuing high-tech medical care outside their country is 

to bring the specialists and equipment to them. Several medical missions have visited 

public hospitals in Yemen; private hospitals have also announced the arrival of individual 

consultants in newspapers and on television. As an approach to bringing both specialists 

and equipment to needy communities - albeit one that has yet to visit Yemen - an 

airplane has been refitted into a state-of-the-art hospital, where medical and support staff 

volunteer their time to deliver free medical care to the "poorest of the poor." Boats and 
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trains have also been used to bring health care to remote areas of the world, although I 

have not heard of any equipped beyond the basic level. 

A way to benefit from advanced medical knowledge - with or without the patient 

leaving the country - is to have information circulate between local medical practitioners 

and specialists abroad through telemedicine. As Dr. Sultan remarked to me: "You don't 

need to move patients as much as you need to move information." Dr. Sultan was 

referring to sending medical records via fax machines so that specialists could advise 

which part of the treatment could be done locally (e.g., a modified radical mastectomy), 

and which needed to be done outside the country (the radiotherapy), in order to minimize 

the time and money that patients spent abroad. Dr. Sultan's remark is an apt slogan for 

telemedicine as well. 

Doctors Gupta and Sultan both commented on how a shortage of information 

could interfere with their work. Dr. Gupta said of Yemeni patients; 

Most of them have some sort of medical records. But it is never complete. 
We have to draw between the lines, we have to examine the patient, go 
between the record and the examination of the patient, and then presume 
what must have been done. 

Dr. Sultan explained; 

Also, they don't come with proper records. So often they come with a 
biopsy performed, and they will not bring the slides. And the standard 
practice here is that unless and vmtil you have definite proof of cancer, you 
can't start the treatment. Secondly, sometimes, they have the reports, and 
they will not show it because they don't trust their own reports. They say, 
"You do it again." But there's nothing to do again. I mean if a lump has 

For details on The Flying Hospital, see, for example, mvv.v.istat.org/iettrader/sept 2001 /paueG.html 
(June 25, 2002). Chevron Nigeria launched a mobile clinic on a boat for use in the river estuary near its 
western operations, \vvy\v.chevronextaco.com/social responsbilitv/communirv/nevv ailicle 011026 (June 
25,2002). A mobile train clinic is featured in the video, "An Act of Faith: The Phelophepa Health Train," 
distributed by Bullfrog Films, as part of the Life program. 
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been removed and sent for biopsy, what will I remove now? So, I explain 
to them that it's most vital that we get those slides and those reports. Then 
they believe it. Then on the next flight somebody will bring it. 

Telemedicine - where medical records are digitized and transmitted for consultation -

could play a valuable role in building links between local practitioners and experts 

outside the country, with information circulating between them. 

During my November 1997 visit to the telemedicine office in Sanaa, Dr. Abdul 

Rahman Ishaq proposed that regional centers be established in Yemen where patients 

could bring their diagnostic materials (or have them done there). These digitized x-rays, 

ECG recordings, urine and blood samples would then be transmitted to, say, 

Massachusetts General for consultation. He added that all available technology, at 

whatever level, should be at the service of medicine - everything from telephones to 

computers to satellites. Until more technologically sophisticated pieces are in place, Dr. 

Ishaq said, countries should begin with what they have; an attentive observer skilled at 

describing what he/she sees in the patient/condition over the telephone (or in a note 

delivered on a donkey) is a good start to begin establishing the process of information 

transmittal. Few in Yemen had used telemedicine services at the time of my research, 

perhaps unaware that the service existed or that it could benefit them enough to make the 

cost worthwhile. 

Telemedicine epitomizes global medicine. A geographical separation between 

patient and expert is closed by medical and communication technology. Imagine an 

endoscopy performed on a patient in the northernmost region of Yemen, with the 

specialist "peering" down the tube in Boston, all made possible with the help of a camera 
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and communication technology. Representations of body parts and functions - not 

individuals - circulate almost instantaneously across continents. This is the mobility and 

borderlessness of today's world. However, telemedicine has also raised concerns about 

the ability to regulate practices and outcomes. For instance, were a mistake to occur in 

the consultation, where and how would the medical practitioner be held accountable, in 

Yemen or Massachusetts? And by what authority? A regulatory body (nation-states?) is 

still needed in borderless medicine. 

In the next chapter, I discuss connections between medical travelers and family 

members back in Yemen (as well as residing elsewhere). "Here" and "there" are also 

linked for these individuals. I also examine spousal obligations when confronted with 

illness. Foremost, I suggest that, in general, households operated as a familial body, 

making decisions for the whole as well as for the individual parts. 
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CHAPTER?. THE FAMILIAL BODY 

Vignettes: The Journeys of Husayn and Zaynab 

On August 4,1997, around ten in the morning, a 26-year-old carpenter, Husayn, 
was working on top of a high building in Sanaa. Not realizing it was wet, Husayn lifted 
up a three-meter board, and accidentally knocked it on the central electrical box. Electric 
shocks ran through him, paralyzing his right side and burning his body. He was taken to 
a nearby luxurious, private hospital, where he stayed only a day. "They said they wanted 
to cut off his arm and both his legs," his younger brother, Salah, told me in Jordan. "We 
refused. We took him to the Military Hospital. He stayed there a week. We saw that his 
condition was still critical, so we prepared the money and everything, and left for 
Jordan." Salah accompanied Husayn since he had a summer break from the university. 
Their elder brother - the head of the family ever since their father died - stayed in Yemen 
to work. Salah explained: "He said, 'You go and if you need any money, I'll send it.' It 
was better he stay in Yemen. I'm free and don't have anything to do." 

Salah described their flight: "We reserved three seats for [Husayn] and he lay 
across them. His condition was dangerous. It still is, but insh'allah [God-willing], he'll 
be abight." Husayn received immediate treatment in Amman. "We arrived and they did 
an operation on his legs to prevent further arteriosclerosis. And then his right arm was 
gangrenous. They quickly cut it off a little below his shoulder, so it wouldn't spread to 
the rest of his body." To most of the family back in Yemen, Salah reported in tiieir 
telephone calls "the exact situation" of Husayn's care. As for their mother, however, 
Salah said: "We have hidden everything from her. So far she doesn't know anything. 
She asks, 'Is your brother's arm cut off?' I've told her, 'No, it's not cut off.' Because it 
would be a shock for her. But, insh'allah, she'll understand things in time." 

Much additional treatment awaited Husayn. "When his condition settles," Salah 
said, "they want to do plastic surgery. He needs several operations. But now, he can't 
even stretch his leg or anything. His leg is semi-wrapped because the nerve in his knee is 
almost exposed. They want to cover it by cutting and moving skin from the left leg to the 
other leg." 

Husayn and Salah had already been in Amman a month when I met Salah. Their 
separation greatly affected the family. "It is really a difficult situation," remarked Salah, 
"I'm not just exaggerating. Everyone is waiting for the answer. Our mother, the 
patient's wife. He has small children." None of their lives would ever be the same since 
that August morning at ten. 

:(c :ie ^ ^ 
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The tumor in Zaynab's brain caused very bad headaches. To treat the headaches, 
which she did not realize were from a tumor, the 44-year-old housewife went to the 
private clinic of a doctor in Sanaa and received a prescription for medicine, which she 
took for eight months. After that, the pain returned. Then a different pain began. She 
did a CT-scan in Sanaa's Military Hospital. Doctors recommended that she do an MRI, 
which was not available in Yemen. Ten days later, in August 1997, Zaynab left for 
Jordan with her brother and his daughter, Mona. In addition to being very close to her 
aunt, Mona was also a doctor and could provide medical advice. Zaynab's husband and 
their 12 children - ages nine through 27 - stayed home in Yemen to await the results. 

With the astounding clarity of the MRI (especially compared with the CT-scan 
from Yemen, both of which Mona held up on the window to show me), the tumor 
appeared as benign, a four-centimeter meningitis. "Then," Mona said to me in their 
rented apartment in Amman, "they opened her brain and took out the tumor." The doctor 
invited Mona to watch the operation. Already sufficiently impressed with the equipment, 
nurses, and specialists, Mona decided that observing her aunt's actuzil surgery would be 
too emotionally difficult for her. The operation lasted from eight in the morning until six 
in the evening. Meanwhile in Yemen, Zaynab's husband and tiheir 12 children spent the 
ten hours of the operation praying and reading the Qur'an. Mona and her father called 
the family the next day. Zaynab was still in the ICU. Zaynab frilly recovered from the 
surgery. She suffered none of the possible complications about which the doctor had 
warned them (primarily, losing her ability to either see or walk). During our interview, I 
asked Zaynab if she understood the medical details that Mona and I had been discussing. 
"Let me not understand, it's better," she replied. 

A few days after her operation, Zaynab called her family. The 12 children each 
lined up for a turn to hear their mother's voice and celebrate her recovery. Although 
separated by over a thousand miles, they were all very much connected. 

Introduction 

Complicated diseases and injuries - and international medical travel - affect not 

only the patient, but family members as well. This reminder is necessary as western 

biomedicine tends to focus on the individual. In the United States, adult patients often 

deal with medical practitioners directly, going alone to appointments, or at least into the 

examination room by themselves. Patients are seen as having the right to know about 

their medical conditions, and the right to decide whom to tell. Hospitals request consent 

for medical procedures and living wills from the (coherent, adult) patient, over family 
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members. The need to eUcit decisions from someone other than the patient - referred to 

as a proxy/suiTCgate — can trouble medical personnel, as well as ethicists (e.g., Buchanan 

and Brock 1989; Devettere 1995:105-137). 

Studies in medicine and the social sciences have questioned the extent to which 

patient autonomy is a universal value (e.g.. Blackball et al 1995), and if it accurately 

represents health behavior, given the importance of the patient's social context. Arthur 

Kleirunan (1995:47) critically links the focus on the individual in bioethical discussions 

with consumerism and globalization; 

The idea of the primacy of the individual is ... the unexamined cultiiral 
presumption of Westemization. Spread throughout the globe first by the 
military successes of colonialism and later by the even deeper forces of 
postindustrial capitalism, whose commercialism is built so intimately 
around individual desires, the imagery of individualism has become the 
international order's central value orientation of "rights"... International 
trade, international peace and security negotiations, international 
development policies, and international health programs prioritize this 
value commitment of personal entitlements or consumer preference as 
fundamental to the enterprise of globalization [emphasis in original]. 

Social science studies of the household production of health emphasize the 

importance of viewing individual patients as part of a household, where members 

cooperate and compete for health resources (Berman et al. 1989). Illness affects the 

whole family/household (e.g., Baider et al 1996; Litman 1974), and the household 

influences illness behaviors. In addition, not patients alone but a whole therapy 

management group - including family, friends, neighbors, and medical practitioners -

evaluate possible diagnoses, treatments to be sought, and their effectiveness (Janzen 

1987). Furthermore, the entitlement of various household members to collective 
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resources needs to be constantly negotiated, given the constraints and ambiguity resulting 

from social, political, and economic changes affecting households (Nichter 2002). 

As this chapter underscores, in Yemeni society (and in much of the Middle East), 

the patient must be considered within the context of the family. Patients rarely visit 

medical practitioners alone, and may not even be the ones to describe their symptoms to 

the doctors.In the interest of protecting their health, doctors and family members are 

likely to keep information about the gravity of patients' cases from them. Family 

members would not see themselves as proxies/surrogates for the patient, but dutiful 

fathers, mothers, sons, daughters, or siblings providing the patient with proper care. 

Family members operate - at certain levels and in varying degrees of social power - as 

one body, rather than primarily as individuals. 

To explore the familial body 2ind the consequences of international medical travel 

(and critical medical conditions), I draw on my interviews with medical travellers, and 

surveys with religious scholars and doctors. I first define what I am calling the familial 

body. I then explore household characteristics related to caregiving. A discussion 

follows of how doctors viewed the various family members of patients. The next section 

describes experiences of families being separated through intemational medical travel. 

During my observations in the outpatient chnics of al-Thawra Hospital in 1993,1 was intrigued by how 
many people other than the patient presented the symptoms to doctors. General rules appeared to be: older 
individuals for younger ones, but younger for the elderly, and males for females (although, if 
accompanying them, women presented the symptoms of their elderly male kin). Presenters of information 
generally had a greater familiarity with the system operating in the hospital than patients did. An 
administrator at the Parliament commented to me in 1997 that he always presented his mother's symptoms 
to the doctor for her. While he might not have directly experienced the actual pain, he said, he knew how 
to communicate with the doctor to order to help treat his mother. 
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Finally, I examine provisions of the shari'a should spouses decide to discontinue 

mairiages when life-altering medical conditions are involved. 

The Familial Body Defined 

In their examination of three ways of conceptionalizing the body - the individual 

body-self, the social body, and the body politic - Nancy Scheper-Hughes and Margaret 

Lock (1987:14-15) observe that individuation (the gradual estrangement from parents and 

other family members seen in western psychology as necessary for human maturation) is 

a culture-bound notion of human development. They note that in Japan, for instance, "it 

is still the family which is considered the most 'natural,' fundamental unit of society, not 

the individual" (p. 14). Similarly, in Yemen (and much of the Middle East), the family is 

the central social unit. At times, individual members act almost as one body, rather than 

as individual selves. 

Suad Joseph (1993,1999) has termed the relationality among individuals in Arab 

families "patriarchal connectivity." She defines connectivity as, "relationships in which a 

person's boundaries are relatively fluid (1993:467)." Individuals in the Arab World, says 

Joseph, see intimate others as extensions of themselves; they anticipate each other's 

needs (and expect others to do the same), and shape their likes/dislikes in accordance 

with each other. She qualifies that for the Arab families in Beimt, Lebanon among whom 

she conducted fieldwork, "jostling for desired positions, affirmations, and resources was 

as ongoing [in familial relationships] as cooperation and deference (1993:467)." Joseph 

further observes that the connectivity of Arab families is intertwined with patriarchy - the 

privileging of males and seniors - which entitled "males and elders to see others as 
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extensions as themselves and socialized females and juniors to see themselves as 

extensions of others (1993:469)." Over time, as juniors became seniors, Joseph notes, 

one's relative position of power often changes, within relations that remained connective. 

According to the religious scholars that I surveyed, principles of the shari'a 

reinforce patriarchal connectivity, which can be extended to society as a whole. One of 

the principles guiding family relations is that the family (and society) is one body. As 

discussed in Chapter 5, the whole body shares the sleeplessness and fever of one of its 

parts (and responsibility for the recovery). In addition, interactions between 

family/society members should be based on takaful (mutual or joint responsibility, 

solidarity, mutual agreement), and tardhum (showing human understanding for one 

another, loving and respecting each other). Individuals should look after the needs and 

feelings of others. 

The attention that family members regularly extend to each other in daily life -

the feeling of responsibility [takaful] and compassion [tarahum] - are heightened when 

someone is sick. Family members, religious scholars said, should participate, according 

to their capabilities, in all aspects of the patient's care, the personal, psychological, and 

financial. An independent religious scholar explained: 

Islam was built on tarahum and takaful. Muslims are like one body. They 
are bound, each to the other. As for the family, it is an obligation on all its 
members to offer all that they can to take care of the patient, whether it be 
personal care, or paying the treatment expenses. 

The qadi at Sanaa's west court elaborated: 

The family in Yemeni society is an interconnected social structure. Their 
members follow the exalted path {manhaj al-sami], which has been 
decided by the Islamic shari'a, by performing takaful [mutual/joint 
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responsibility] and tarahum [showing human understanding for one 
another]. If one of the family members becomes ill, they offer him the 
complete health care. Every member of the family will give whatever he 
can afford, according to his financial abihty, to guarantee sufficient health 
care to the patient. Not only this, the patient will be surrounded with 
psychological care. The family might spend the most valuable of 
whatever they own in order to guarantee the sufficient treatment for their 
patient. 

Ideally, caring for the patient medically and psychologically is shared among the familial 

body, with everyone offering what he/she can. 

In providing care for the patient, believers fulfill not only their duty to the patient 

but also to Allah, who will reward them in the hereafter. In Chapter 8,1 discuss the 

importance of good deeds and intentions in the test of life that Allah has set for all 

believers. Here, I stress that, within the familial body, effort exerted for a patient's 

treatment in this temporary life on earth is also effort rewarded in the permanent life that 

follows. Family members gain not only a possibly prolonged life for the patient, but a 

greater chance at an eternal hfe for themselves. As we saw in Chapter 4, the willingness 

of families to sacrifice in order to provide medical care outside the country relates both to 

their love for the patient and their moral duty unto Allah. If they are lax in one, then they 

will be judged as lax in the other. 

Age and Gender Hierarchies 

The shari'a also recognizes the age and gender hierarchies that Suad Joseph 

described for patriarchal connectivity. Younger individuals should respect their elders, 

while elders should be tender towards the young. The Qur'an teaches; 

{And your Lord has decreed that you worship none but Him. And that 
you be dutiful to your parents. If one of them or both of them attain old 
age in your life, say not to them a word of disrespect, nor shout at them 
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but address them in terms of honor. And lower unto them the wing of 
submission and humility through mercy, and say: "My Lord! Bestow on 
them Your Mercy as they did bring me up when I was yoimg"} [S 17:23-
24]. 

The important place of parents in Islam is demonstrated by the decree first for believers 

to worship none but Allah (monotheism), and then to be dutiful to their parents. Parents 

have an important position in the verse, as they do in life. 

According to the shari'a, the father - as the head of the family - is responsible to 

provide for the daily needs of his wife and children. The head of the appeals court 

detailed the father's responsibilities in the case of illness: 

The head of the family - who is the father - is obliged to pay for the 
treatment expenses for his wife and children. The duty according to 
shari'a and law is that their expenses are upon him, whether the treatment 
be inside the country, or abroad. It is an obligation for the head of the 
family to bear the costs of treatment. This is according to the nafaqa 
[adequate support]; even if the wife is wealthy, her treatment is upon the 
husband. If the head of the family is the patient, the treatment expenses 
come from his own money. As for the companion, he travels on the 
patient's account. For example, if the father travels, and has a son who is 
15 years old, the expense is on the father. If one of his relatives travels, 
such as his brother or paternal cousin, if the patient has money, he is 
obliged with the costs of the companion. If he does not have money, and 
one of his relatives has money, [the relative] will bear the costs himself as 
good will, and not by force. 

While the father has great authority, he also bears much responsibility. He alone must 

provide for his wife and children; according to the shari'a, any wealth that the wife brings 

to a marriage (or later earns) remains her own. More research is needed in order to 

explore the extent to which this ideal is maintained within economic constraints. 

In everyday life, gender and age hierarchies influence the allocation of household 

resources. As medical anthropology studies in Middle Eastern societies have found, a 
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person's access to health care is often influenced by his/her position within a household. 

For instance, Doan and Bisharat (1990) found that in Amman, Jordan, a mother who was 

co-head of her household, rather than under the authority of her husband's parents, could 

more easily take health initiatives on behalf of her children than those who were not. 

Morsy (1993:179-186; 1981; 1978) observed that in rural Egypt, while male household 

heads received highly valued and expensive medical services, households were reluctant 

to invest valued resources for the treatment of female affines. Lane and Millar (1987) 

reported a similar finding for eye disease patients in an Egyptian village; females tended 

to receive only home remedies, while males - and particularly adults - were usually 

treated by a high status biomedical physician. In order to gain access to health care, 

women often have to prove to their male relations just how dangerously ill they are (Lane 

andMeleis 1991:1205). 

As my own study indicates, costly international medical travel was extended to 

children and junior women, although they were fewer in number than male patients. 

More research is needed into household decision-making concerning the provision of 

medical care abroad. Such research needs to consider the prevalence of serious medical 

conditions by age and sex in relation to the number of patients receiving the sophisticated 

medical care that they require. One also needs to examine the social and moral capital 

that male household heads acquire (and the social pressure exerted) by sending female 

and young family members abroad. Finally, one needs to explore the differing treatment 

destinations that are available to family members. 
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Household Characteristics Related to Caretaking 

Much more microlevel research is needed regarding the impact of serious illness 

and injuries on Yemeni households, including the need to go abroad.''^' Such research 

would help capture household conflicts and negotiations around one's entitlement to 

costly medical care. Such decision-making is likely to be particularly difficult when a 

patient requires repeated trips abroad, or when a second family member needs medical 

care outside the country. Microlevel research would also uncover the shifting household 

roles and responsibilities, and the burdens that caretakers perceive. 

Given differences in the familial body versus the individual body-self that is 

valued in the United States, responses to serious medical conditions among Yemeni 

families are likely to differ from what is recorded in much of the existing literature. 

Research conducted primarily among Anglo-Americans in the United States on the 

impact of adult cancer and other life-threatening conditions often focuses on the spouse 

as the primarily caretaker (e.g., Benson Stanley and Frantz 1988; Bultz et al, 2000; Gray 

et al. 1999; Laverly and Clarke 1999; also the articles in Baider et al. 1996). When the 

effects on additional family members are considered, we learn of adult daughters who 

have role conflicts because of responsibilities to their own families (e.g., Germino and 

Funk 1993:104; Siegel et al. 1991), and adolescents conflicted over becoming 

independent from their parents while at the same time needing to care for them (Germino 

and Funk 1993:103; see also Gates and Lackey 1998). Research that includes other 

Stevenson (1997) notes that in Yemeni Arabic, there is no term for household. His informants used the 
teims for family when describing a residence and its inhabitants. I also use household and family 
somewhat interchangeably. 
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ethnic groups than only whites suggests that caregiver strain is influenced by expectations 

associated with caretaking and the resources available for it. For instance, Mui (1992) 

found that black daughter caregivers reported less role strain than did their white 

counterparts, possibly in part because of stronger kinship ties and filial obligations. 

The support of extended family and respect for elders that helped reduce the strain 

on black caregivers in the United States (Mui 1992) might also help alleviate caregiver 

burden among Yemeni families. Large, often extended households meant that various 

individuals were often available to share household duties and responsibilities, as well as 

patient care. According to a national survey on demographics and maternal and child 

health, 75 percent of the 10,414 ever-married female respondents said that their 

households consisted of five or more members. Nearly one-third (30 percent) of 

households had more than eight members (CSO 1998:13). Half of the household 

members were under the age of 15, foiu- percent were over 65, and the rest were between 

the ages of 15 and 64 (CSO 1998:12).''^^ 

While Yemeni households had many members to participate in household and 

caregiving activities, there were also many people affected by a serious illness or injury. 

Illness and injury could affect several households at a time, either because of polygynous 

marriage, or because of the ties that women maintained with their natal homes. 

According to the shari'a, a Muslim man can have up to four wives, as long as he treats 

each equally. Ideally, each wife should have her owm house, although this does not 

However, fertility levels in Yemen are dropping. In 1991-1992, the dependency ratio (the nnmber of 
individuals under 15 and over 65 for every 100 individuals between the ages of 15-64) was 130. In 1994, it 
was 116, and in 1997, the ratio was 112 (CSO 1998:12). 
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always occur in practice. A wife must also give her consent before the husband 

marries again (this, too, may not always happen). Seven percent of the married women 

responding to the national survey said that they lived in a polygynous marriage (four 

percent had one co-wife, three percent had two co-wives) (CSO 1998:72). The case of 

Amina illustrates how a son might take responsibility for the medical care of his mother's 

co-wife; 

The two times that 55-year-old Amina from outside of Sanaa needed to be treated 
abroad for her breast cancer, her husband's son from a different mother accompanied her. 
The son explained to me in the Islamic Hospital in Jordan: "She doesn't have any 
relatives. I'm the closest one to her. She needs a "^shabb^ [young man] who knows." On 
the first trip, the two stayed in Jordan five months; the second time, it was three and one-
half months. The son told me that his absence did not leave a big effect on his family 
back in Yemen: his wife still had access to his salary from his job as a teacher, and he 
was able to telephone home to his wife, son, and daughter. 

Despite that his own wife and two children were left without him in Yemen, the son of 

Amina's husband felt that could spend five, and then - four months later - another three 

and one-half months away in order to care for his father's second wife. 

Additionally, several households may be affected by a serious medical condition 

because of the interweaving of families through consanguineous marriage. In Yemen (as 

in much of the Middle East), the preferred marriage partner is a first cousin. For a male, 

the ideal wife is his father's brother's daughter. Forty percent of women responding to 

the national health survey married a blood relative. One-quarter of them married their 

first cousin on their father's side, 10 percent married first cousins on their mother's side. 

In 1993, for instance, I met a family with a husband, two wives, and 18 children (11 from one mother, 
and seven from the other), all of whom lived in one house. One of the wives remarked to me, "It's like a 
school at our house!" 
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and six percent married other relatives on either side (CSO 1998:73).'^° Ideally, the 

intermarrying of close relatives should increase the willingness and obligation to 

participate in caregiving. In addition, women commonly maintained strong ties with their 

natal homes. Therefore, women's companions on their medical journeys - such as in the 

case of Zaynab in one of this chapter's vignettes - might well be their brothers rather than 

their husbands. 

Several other household characteristics influence the impact of serious 

illness/injuries on Yemeni families. Typically, a large age gap exists between a husband 

and wife. In the national survey on maternal and child health, over half (57 percent) of 

married women were married to men much older than they were (for 33 percent of 

currently married women, the husbands were 5-9 years older, for another 14 percent they 

were 10-14 years older, for five percent the age gap was 15-19 years, and for five 

percent, the husbands were over 19 years older than their wives) (CSO 1998:76). In a 

polygynous marriage, the age gap between the husband and wife differed according to the 

rank of the wife. While the first wife might be seven years younger than her husband, the 

second wife was likely to be 16 years younger (CSO 1998:77). Elderly fathers may still 

be producing young children, who will be directly affected by the degenerative diseases 

associated with advanced years. The eldest son might have to assume responsibility for 

the family while his siblings are still relatively young. 

The survey found indications that consanguineous marriages were becoming more common in Yemen. 
Thirty percent of women age 45-49 years had married a blood relative, while 44 percent of women age 20-
24 had, which was an increase of almost 50 percent (CSO 1998:72). 
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In addition, the marriage age in Yemen is quite low, thereby expanding the years 

of childbearing. Ninety percent of all women in the national survey were married by the 

age of 25 (CSO 1998:75).'^' The survey fovmd that, by the time she reached 25, a woman 

bore about two (1.9) children. Between the ages of 25 and 34, she had three more 

children. When she reached the age of 40, she had had an average of 5.7 births. By the 

age of 50, she had had a total of 6.5 births (CSO 1998:35). As adults enter the age of 

degenerative diseases, their children are likely to have children already (and possibly 

grandchildren), all of whom would be impacted by the illness. 

Finally, most households in the national survey (90.5 percent) were headed by 

males (CSO 1998:13). Several medical travellers indicated their concern that female 

family members not be left alone in their absences. During labor migration as well, 

women in Yemen were generally left in the care of a male kinsman or neighbor, unlike in 

Egypt and other Arab countries where they assumed male decision-making roles (Myntti 

1979,1984). Responsibilities need to be shifted as males from one household look after 

the members of another. 

Doctors; Not All Family Members are Equally Capable of Receiving Bad News 

According to many doctors that I surveyed in Sanaa, not all family members were 

viewed as equally effective in dealing with their patient's serious medical conditions. As 

I discuss in Chapter 8, in dealing with terminally ill patients, doctors rarely inform the 

patients themselves. Instead, in order to protect patients from the potentially detrimental 

The survey found a slow but steady increase in the age of furst marriage. In the 45-49 group, the age of 
first marriage was 15.7 years. In the 25-29 group, it was 16.6 years, and in the 20-24 group, it was 18.2 
years (CSO 1998:75). 
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effects of the news, they report diagnoses and prognoses to the families. Doctors then 

ask that family members also keep the news from the patients so that they can live out 

their last days without worry. Doctors responding to my survey said that they preferred 

to inform the family members that they saw as wise and understanding - ones that could 

handle the news themselves, hide the information from the patient, sensitively inform 

otlier family members, and carry out decisions. Generally, doctors said, these individuals 

were the head of the family and/or the person closest to the patient - the father, mother, 

husband, wife, brothers, or eldest son. 

A newly practicing doctor in a surgery ward (al-Thawra Hospital, 1 year, 

Yemen)of fe red  one  of  the  mos t  de ta i led  explana t ions  as  to  whom he  prefe r red  to  

inform. He said this was: 

the person [who is] the most understanding, knowledgeable and aware [in 
general], and the most knowledgeable about the patient's case. [This is] 
so that he will receive the news reasonably and with awareness in order to 
be able to pass on to the patient's family [information about] the patient's 
condition gradually in all its dimensions, and in an aware and wise way, so 
that the effect of the shock on the rest of the relatives is minor and will not 
have a great neurological and psychological effect. 

Learning about a terminal illness could distress family members as well as patients; both 

needed to be protected from the shock of the news. A surgeon with long experience in 

medicine (Military Hospital, 24 years, Soviet Union) said that when he disclosed 

upsetting information to "the wise person among [the family members] who has good 

The information in the parentheses indicates the hospital where the doctor practiced, the number of 
years practicing medicine, and the country where he/she was trained. Unless stated otherwise, all doctors 
quoted here and in Chapter 8 were from Yemen. 
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health," he did so gradually: "I will first inform him that this case is very dangerous, 

even if [the patient] has died. Then after a while, I'll tell them that he died." 

Presenting information in small, manageable pieces in order to allow the person 

time to adjust to emotionally - and therefore physically - upsetting news is common 

outside of medicine as well. Salah in the first vignette of this chapter did not tell his 

mother immediately about her son's amputated arm. In time, he said, as she became 

better able to handle the news, she would come to understand the grave situation. The 

guiding principles of tarahum (human imderstanding) and takaful (joint responsibility) in 

human relations mandate that a person with upsetting information tell it in stages, even if 

it entails "lying" about events that have already transpired. Sensitivity towards, and 

responsibility for, the feelings and health of another person outweigh any need for the 

truth to be told immediately. Prioritizing truth over the emotional and physical well-

being of individuals in these situations appears callous. 

In addition to being able to handle the news of a terminal condition themselves 

and knowing how to present it to (or hide it from) others, the person that doctors 

preferred to inform needed to have the authority and responsibility to make and 

implement decisions. One doctor (Military Hospital, 3 years, Soviet Union) said that this 

individual should be "the closest to [the patient] from among the elders, because the 

young ones here listen to the words of the elders and obey them." Another doctor 

(Military Hospital, 8 years, Germany) said simply that he preferred to inform, "the most 

influential one inside the family." A doctor of internal medicine (al-Thawra Hospital, 11 
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years, Germany) specified that he liked to tell, "the person who takes [physical] care of 

the patient and his family, for example, the brother or eldest son, sometimes his wife." 

Interestingly, in light of the discnssion to follow in Chapter 8 regarding the 

acceptance of whatever Allah has decreed in life, few doctors specified that they selected 

the person to inform based on his/her religiosity. Doctors responding in this way tended 

to be younger, with less experience in medicine. For instance, a newly practicing doctor 

in a surgical ward (al-Thawra Hospital, 1 and one-half years, Yemen) said that he would 

inform, "the most faithful and believing that death and life are in the hand of Allah, 

because the faithful believer will be satisfied and content about what happens to him of 

fates." Other doctors may have been referring to the acceptance of a divine decree when 

they mentioned individuals who were wise, knowledgeable, or understanding. For some 

doctors, individuals developed these traits through schooling - or becoming "cultured" 

(muthaqqaf)\ other doctors valued the knowledge, wisdom, and understanding that one 

gained fiom experiencing life. Therefore, while one specialist (Military Hospital, 13 

years, Syria) said that he preferred to inform "the most educated person," an oncologist 

(al-Thawra Hospital, 14 years, Romania) said that he disclosed information about a 

terminal condition to, "the father, the brother, the husband, or the wife, because the head 

of the family is always wise and understands." For the oncologist, wisdom and 

understanding need not come fi-om education. 

Several doctors - and some disparagingly - specified that female family members 

should not be told the distressing news of a terminal condition since, being emotional, 

they could neither handle the news themselves, nor hide it firom the patient. For instance. 
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a specialist with many years of experience in medicine (Military Hospital, 23 years, 

Soviet Union) said that he informed, "the eldest man so that he can hide the secret from 

the patient, because women cannot hide the secret. If the news reaches the women, then 

there is no secret, that is their nature." A pediatric surgeon (al-Thawra Hospital, 13 

years, Iraq and Russia) said that he usually told, "the father or oldest brother because they 

will bear the responsibility. I don't inform the women because you can't depend on 

them." A recent graduate in medicine (al-Thawra Hospital, 1 year, Yemen) responded: 

"If the patient is female, then [I would inform] her husband. If the patient is male, then 

his brothers, because females usually cause troubles more than males." 

While several doctors expressed annoyance over interference from family 

members (particularly the females), other doctors expressed responsibility and concern 

for the health of their patient, and his/her family. A surgeon (Military Hospital, 5 years, 

Georgia [Republic]) specified that he informed, "brothers or sons, because they are more 

stable than emotional women." Here, the surgeon appears to be concemed about female 

family members, not because they might divulge deleterious news to patients, but 

because they might not be able to bear it themselves. The head of the pediatrics 

department (al-Thawra Hospital, 20 years, Czechoslovakia) said he told, "the child's 

father, because he is the patient's caretaker and can handle the news more than the 

mother [can]." In a lengthy response, a surgeon (Military Hospital, 20 years, Romania) 

expressed his concern that the person receiving the news be able to handle it. He said 

that he preferred to tell: 

an adult, wise, quiet person, and a believer in al-qada' wa al-qadar [the 
Divine Decree]. It is better that it not be the patient's mother, if the 
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patient is the son or daughter. If the patient is the head of the family or the 
mother, I will inform the eldest son, if he is the wisest and quietest, and is 
an adult. I will keep asking always about the closest person to the patient. 
I will know through the family who is the wise and quiet one, and who is 
trusted by the family. 

Wisdom and calmness - often derived from religious faith, life experience, and/or 

education - were seen as enabling individuals to bear difficult information. 

At least one respondent stated that he iisually did not discuss patients' conditions 

with women because of their low level of education. Specially, the neurosurgeon (al-

Thawra Hospital, 4 years, Russia) said: "Explaining the case will be to the head of the 

family or, otherwise, any individual from among the men, especially if he is 

cultured/educated, because women in general are not able to understand the doctor's 

explanation." In Yemen, males are twice as likely as females to be educated. In 1996, 

the national illiteracy rate was 37 percent for males, and 76 percent for females. The 

illiteracy rate was much higher in rural than urban areas (while 23 percent of males and 

48 percent of females in urban areas were illiterate, in rural areas the rates were 42 

percent of males and 85 percent of females) (CSO 1997:13). According to a national 

survey on maternal and child health, two-thirds (67 percent) of the female population 

over the age of five said that they had no education, and less than 21 percent had not 

completed their primary education. Only 12 percent of all females had finished their 

primary education or higher (CSO 1998:14-15). 

The individuals with whom doctors preferred to interact regarding a patient's 

condition are often, but not always, the family members who accompany patients on their 

medical journeys. At times - in the case of Husayn and Salah from one of this chapter's 
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vignettes, for instance - a younger brother who is free might travel with a patient, if the 

eldest brother has responsibilities keeping him in Yemen. The several relatively young 

companions with whom I spoke in Bombay and Jordan appeared to accept their 

responsibilities - and have confidence in their readiness - to make important treatment 

decisions for the patient while abroad. Being socialized in notions of a familial body -

where their own boundaries merge with those of others - and having a strong sense of 

responsibility and caring for their kin has prepared these individuals for the important 

role of caretaker. 

The Family as a Body, in Speech 

People's speech supports the perception of the family as a body, where its 

individual members form various parts. In Arabic, parts of the body - and, indeed, one's 

whole life - are often used as terms of endearment, within the family as well as in 

romance. "You are... my eyes (^ayuni), my heart (galbi), my spirit (ruhi), my life 

{hayatirumri)." Children are referred to as "'jildha kabidi [a piece of my liver]." 

Medical travellers used body parts to describe their love and devotion towards 

their family member(s). A man who travelled to Bombay in order to have his wife's 

tumor analyzed said: "I have my eyes here, the mother of my children. I left [Yemen] 

because of her. Otherwise, I wouldn't go out [of the country]." A man (whose father had 

died several years earlier) spoke of the difficulty of having his mother ill, and away from 

the rest of her six children: "It's hard when the head of the family is gone. We consider 

her the backbone." In addition, a 65-year-old Aden Refinery retiree who had travelled to 

Jordan to treat his eye problem said, "[My family is] inside me. If you took a knife and 
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opened me up, you would find them sitting here inside." Hassan fi-om the vignette of 

Chapter 5 remarked: "He's my brother. He's a part of me. I wouldn't abandon him, no 

matter what happened." People expressed the emotional bonds connecting family 

members as physical assimilation. Caring for one part helped restore the complete 

familial body. 

The Familial Body, Separated 

Given the interconnectedness of families, physical separation can be very 

distressing, particular when the outcome of a medical journey is uncertain. The 

caretaking that should be occurring within a household is taking place instead with one 

part of the familial body in Yemen and another in a faraway treatment destination. 

Although separations also occur when rural patients seek medical care in urban areas of 

Yemen, the lengths of time spent abroad, the logistics needed to leave the country, and 

the gravity of the medical conditions make separations from international medical travel 

much more difficult. Moreover, several medical travellers mentioned that they as a 

family had little experience with separation, despite Yemen's decades of widespread 

outmigration to the Gulf 

The telephone - although helpful in allowing Zaynab's 12 children to remain in 

touch with their mother in this chapter's second vignette - often offered a poor substitute 

for proximity. Several medical travellers remarked that they could not communicate 

through their family members' crying. Other medical travellers said that their homes had 

no telephone; they had to call their neighbors, or write letters instead (asking anyone 

returning to Yemen to mail them in the country). One man's attempts to keep his family 
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informed and to relieve their worries involved international logistics. A retired employee 

of the Aden airport who had travelled to Jordan to treat his dislocated shoulder explained: 

"We're not accustomed to traveling abroad. The family back home are worried. There is 

no telephone in our home in Yafaa. Instead, I call my son in Saudi Arabia, who then 

writes a letter to the family for someone to carry with him [to Yemen]." 

The case of Maha further illustrates the separation and emotional connections 

between medical travellers and their family members back in Yemen: 

"The disease in your vagina," doctors in Yemen told Maha, a 56-year-old woman 
from Aden, "is cancer." Wherever there was to be treated in Aden, Maha tried, 
unsuccessfully. She was so weak when she finally left for Bombay, she told us in her 
Bombay hotel room, that she thought her health would never be restored. "If I die," 
Maha told her accompanying son, "bury me here. Don't take me home. Don't waste 
money on the coffin and who knows what else. Islam says wherever you die, be buried." 

In Bombay, doctors found that Maha suffered, not from cancer, but from a foreign 
object lodged inside her. A doctor did four different x-rays to fmd the problem, "unlike 
Yemeni doctors who do only one and then either say you're okay, or not," contrasted 
Maha. During the operation to remove the object, the mother of five and grandmother of 
many more recounted: "I called to my family one by one. 'So-and-so, come to me,' I 
said. It was the first time in my life to be separated from them. My daughters telephoned 
and only cried. You couldn't understand anything they said through the crying. This is 
what happens when the elders of the family travel, the house becomes empty. We have a 
proverb: 'Sell your property and buy an elder.'" 

Finally, after a month in Bombay, Maha regained her health and strength, and was 
ready to rejoin her family. She gave her wish for her country: "I want Yemen to learn 
medicine. I love Yemen. Why would we want a faraway country to treat us for 
everything? It's better to spend money inside the country, not outside. However, I do 
want to live, not die." 

In her initial weakness - and feeling directed towards death - Maha suggested what 

would be a permanent geographical disconnection from her family (although connected 

through Allah's land), when she told her son to bury her in Bombay. In the operating 

room - and directed towards life - she called to each family member by name, one-by-
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one, to come to give her strength. Back in Aden, the house was empty, as each child 

busied him-/herself until their elder returned, proving more valuable than any property. 

The telephone did little to quell the longing. Finally, Maha was able to return from the 

faraway country that extended her life, and be with her family once again. 

Dr. Sultan, the oncologist in Bombay, remarked that, although he was aware that 

seeking medical care abroad involved many trying logistics for his Yemeni patients and 

their families, dwelling on these could impair his ability to treat them. He explained: 

Sometimes, probably, they leave their kids back home. But I really 
don't ask all that because then it becomes too, too, too, too tragic. And 
then I would just feel... The whole time where, as the patient is being 
induced and I tell the anesthetist, "You know what is her problem? You 
know that they have left her six-month-old baby at home, and they have 
left her to an older child or an older nephew? Some nine-year-old, some 
nine-year-old is looking after her six-month-old baby." And it seems too 
very tragic, you know. 

While he sympathized with his Yemeni patients. Dr. Sultan could not let their personal 

details interfere with the therapeutic work of his surgical team.'^^ 

Families were not always separated during medical joumeys. Occasionally, 

whole families travelled together. Even so, some longed to be back in Yemen. For 

instance, 11-year-old Mohsin spent seven months in Jordan to treat his bone cancer, 

accompanied by his father, mother, and younger sister. During their time abroad, 

Mohsin's mother and sister also had medical work done for their less critical conditions. 

Their story is as follows: 

Indeed, as I watched surgical operations at al-Thawra Hospital, I realized that I could not think of the 
draped body in front of me as belonging to an individual. No person should have his/her skin cut and 
inners exposed. Whereas I was fascinated by what existed and was occurring in the small undraped work 
area, I could not let myself relate that portion to a whole person, with a family and life that existed beyond 
that moment. 
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In 1996, 11-year-old Mohsin from Bayda developed a lump on his leg. Thinking 
it was a break or a problem in his veins, Mohsin and his family went first to an 
"excellent" traditional bonesetter in Aden, who "is famous throughout the Middle East," 
Mohsin's father told me at the radiation department of Bashir Hospital in Amman. The 
bonesetter prepared an ointment for Mohsin, who improved during the month that the 
family stayed in Aden. Mohsin then visited an orthopedic specialist, who did a sonogram 
that showed an unclear defect. The doctor advised them to do a CT-scan - a "computer 
picture," Mohsin's father called it - at al-Thawra Hospital in Sanaa. Mohsin and his 
family went to Azal Hospital, a luxurious private hospital in Sanaa. "We carried 
Mohsin," his father told me, "His leg was swollen [all the way] to his stomach. [It] was 
very big. He couldn't move very much." After examining the CT-scan, the Russian 
orthopedic surgeon said that the disease was very dangerous and that they should travel. 
"Of course," Mohsin's father recounted, "when we're talking about my son, I said I'm 
ready to sell whatever is under me and over me to go." 

In March 1997, Mohsin, leaving directly from the hospital to the airplane, 
travelled to Amman. His father, mother, and younger sister accompanied him. Departing 
quickly, they brought no extra clothes with them, and had to buy winter apparel in 
Jordan. They took along $10,500, which they collected from their shop earnings and 
from borrowing. They knew that medical care would be expensive in Jordan, and that 
"each disease has its costs." Altogether, their freatment costs amounted to SI2,000. A 
friend carried an additional $1,000 with him. The family then fransferred $500 and later 
another $1,000 from Yemen. Back in Bayda, Mohsin's paternal uncle was in charge of 
the family's 50-meter clothing shop, but "not like if we were there," Mohsin's father said. 
The family missed the two Eids [holidays], the busiest times for clothing purchases. 

Altogether, the family stayed in Jordan for seven months. Mohsin's treatment 
included chemotherapy, and radiotherapy, for his "tumor, a cancerous tumor," young 
Mohsin told me directly. During their time in Jordan, Mohsin's mother and sister had 
treatment as well. His mother had a "cleaning" following a miscarriage, which cost 400 
dinar [$560]. His sister had an operation to even out her eyes. Mohsin's mother sold her 
gold jewelry in Jordan for S500 to help cover the additional costs. 

Mohsin would still need chemotherapy in Sanaa for a year and a half after they 
returned. However, he had dramatically improved while away. "At first," his father 
described, "he couldn't walk, sleep, or eat. Now he can run." Mohsin - who was very 
smart and always first in his class, his father said - missed a semester of school. The 
whole family missed Yemen. "We don't like being far from our country," Mohsin's 
father told me. The father also added that from his time in Jordan, even though the 
medical persormel treated him as a son, Mohsin had "learned the meaning of longing." 
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Even if a family is together, they still can experience longing for their country, and the 

desire to be handling their own business affairs back at home. However, as his father 

said: "For Mohsin, I left everything and came." 

Still other families tried to manage both their duties in Yemen and care for the 

patient abroad by having several caretakers take turns staying with the patient. The case 

of Amira provides an example: 

Amira, a 20-year-old assistant instructor at Sanaa University, spent four months in 
Jordan to receive chemotherapy for the tumor in her liver. Initially, her mother and father 
accompanied her. Their six young daughters stayed at home in Yemen with the extended 
family members that shared their house. When Amira's father had to return to his work 
in a business association in Sanaa, her brother took the father's place in Jordan. Then, 
when the brother had to return to Yemen in order to take his university exams, Amira's 
paternal uncle replaced him for the duration of the exams. The brother then returned to 
Jordan (where I interviewed him). Amira's mother stayed with her the whole time, 
missing her other daughters, the son told me, but knowing that other women in the house 
could attend to them. 

Families varied in their perceptions of the hardships associated with international medical 

travel. Some seemed adjusted to absence; others found it agonizing. 

Decision-Making is Not Always Harmonious 

In our interviews, medical travelers spoke little, if at all, about household conflicts 

around their medical care abroad, nor did I press them for such details. Having already 

made the decision to pursue medical care, medical travelers tended to focus more on the 

treatment - and emotions - that were underway, rather than reflecting on disagreements 

that may have occurred prior to their decisions to travel. When I asked about the impact 

of their medical journeys on their families, patients and their companions usually 

described their own longing for their families and country [referred to as "ghorba," 

absence firom the homeland], and the worry of their families for the patient. They also 
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mentioned their concern about their increasing treatment expenses. Several medical 

travelers suggested that their journeys were not particularly disruptive, as other family 

members were available in Yemen to fulfill their roles. 

In addition, I did not interview families in Yemen that were negotiating among 

themselves whether to have the patient travel, mainly since my research was based in 

medical facilities rather than in a community. Most of the patients that I met had begun 

the arrangements to travel abroad. However, one case that I chanced upon suggests that 

such decision-making is much less harmonious than my data would suggest. In the 

process of collecting general information about Yemenis' international medical travel, I 

met a man who was actively conflicted over whether his wife should undergo a surgical 

operation abroad. While his wife's family was fully committed to the possibility of a 

cure, he was skeptical about possible debilitating consequences. Samir's details are as 

follows; 

Samir had recently learned that his wife had a brain tumor. An operation, which 
could only be performed outside the country, doctors in Sanaa told Samir, would either 
cure his wife completely, or leave her blind/paralyzed. Samir faced two dilemmas: one 
was whether his wife should have an operation at all; the other was how to pay for the 
procedure abroad, if she were to undergo it. Samir was considering selling his car. If he 
did, he told me, he would probably never be able to purchase another one, since he was 
not in the same financial situation as when he first bought it. Moreover, a blind or 
paralyzed mother would not be best for their eight-year-old son. However, Samir's 
wife's family, he told me, were adamant that they at least try the operation. To them, the 
possibility of a cure outweighed any harmful consequences. Samir's wife had already 
left to Germany with her parents; Samir - still uncertain - was to join them later that 
week. 

While sophisticated medical care can inspire hope for a recovery, it cannot fully 

guarantee that harm will not occur along the way. Family members might differ in their 

degree of commitment to possible benefits, or caution about the risks. In Samir's case. 
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when I saw him several months later, he told me that the outcome was not good. His 

incapacitated wife now lived in her natal home. 

Cases such as Samir's raise questions about expectations regarding the care of a 

seriously ill or disabled spouse. These cases also relate to a recent study in the United 

States from the University of Massachusetts that found that the divorce rate was 

dramatically higher than the national norm for women with brain tumors, multiple 

sclerosis, and systemic cancer, while the divorce rate for men with the same illnesses was 

below the national norm, suggesting that wives remained more dedicated than husbands 

did to the care of their ailing spouses (Anonymous 2001).'^^^ As Anne Meneley 

(1996:115) observed in her study of women's afternoon social gatherings in the Yemeni 

town of Zabid, a husband may pubhcly demonstrate his affection for his wife in two 

sanctioned ways: through gifts of gold and through the time and money that he spent on 

her medical care. Expensive foreign medical care proclaims vast affection, to the patient 

and to those around her. No care - or care that then ceases - raises concerns (Kangas 

2002:49). I took my questions to religious scholars to leam the perspective of the shari'a 

on divorces occurring as a result of a spouse's degenerative medical condition. I present 

my findings in the next section. 

In a study in the Netherlands, Hagedoom et al. (2000) found that women are ahnost equally distressed if 
they are the patient or the healthy spouse in a couple dealing with cancer. Men, however, perceived a 
lower quality of life and more psychological distress than male controls only when they were the patients, 
not the partners of patients. The authors suggest that this is consistent with women being more 
relationship-oriented, and, therefore, more strongly influenced by the condition of their partner than men 
tended to be. 
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Religious Provisions Concerning Illness and Divorce 

As part of my survey eliciting opinions/judgments on matters related to medicine 

and the shari'a, I asked religious scholars whether it would be acceptable for a husband to 

divorce his wife if she was inflicted with either cancer or kidney failure, and the husband 

did not want to bear the costs of treatment, or the bother and work involved. I also 

presented two cases of wives who asked their husbands for a divorce because, in the first 

case, the wife did not want the bother of her husband being on dialysis for the rest of his 

life; and, in the second, the wife learned that her paralyzed husband would be unable to 

continue practicing their marital life. These were rare situations that I heard about from 

doctors in governmental hospitals in Sanaa and Yemeni medical travelers in Bombay and 

Jordan. 

Most religious scholars stated that such divorces - although clearly deviations 

from the ideals of "love and mercy" within a marriage that are set out by the shari'a -

would be permissible. Only the mufti [official expounder of Islamic law] said, in 

response to the case regarding the husband who divorced his wife because he did not 

want to bear the costs/bother of her ongoing dialysis: "It is a duty for the husband to treat 

his wife, as it is his duty to spend on her and treat her well, even if the time is prolonged. 

It is a duty for him." However, regarding the case of a man who divorced his wife 

because he did not want to bear the costs of her cancer treatment, especially when there 

was no hope of a cure, the mufti responded; "No objection, but he has to take care of his 

wife for the sake of what was between them of companionship, and he has no right to 

lose [contact with] her." I am not sure the extent to which the mufti's differing responses 
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reveal a lack of commitment to my questions, rather than a clear distinction between a 

case requiring ongoing dialysis and one where the treatment for cancer might have no 

hope of a cure. The mufti also stated that there was no objection in the two cases where 

wives requested a divorce because of their husband's medical conditions. 

The remaining eight religious scholars that I surveyed said that divorce in all four 

cases would be acceptable, although, again, a deviation from the ideal set out by the 

shari'a, and an uncommon occurrence in their courts. Divorce, while undesired, was 

permitted so as not to force anybody to stay married. Spouses who were loving and 

merciful towards their incapacitated husbands/wives, several scholars added, would be 

rewarded. If a divorce should take place, scholars stated, the husband and wife should 

then follow the general divorce procedures established by the shari'a. In marriage, the 

husband is obliged to financially provide for his wife's daily needs (according to his 

financial ability), even if she herself is wealthy; the wife is obliged to obey her 

husband.'^^ According to the shariX a husband can divorce \yiitallaq\ his wife at will, 

whereby he compensates her financially. A wife has the right to seek an annulment 

Ifaskh], or ask her husband to divorce her {khuV] if she is adversely affected in a 

marriage (while the husband can divorce his wife directly, the wife can only request an 

Specifically, Article 40 of Yemen's Personal Status Laws stipulates that the responsibilities of the wife 
are: 1) to move to her husband's house; 2) to allow her husband to have sexual intercourse; 3) to do her 
household duties and obey her husband; and 4) to not leave the house of her husband \vithout his 
permission (her husband cannot ban her from leaving if she is going out to work, to attend to her fmancial 
affairs, or to look after her disabled parents). The responsibilities of the husband are: 1) to provide an 
appropriate abode; 2) to provide an adequate financial allowance and clothing; 3) to be fair in treating all 
his wives, if he is married to more than one wife; 4) not to infidnge on his wife's private property; and 5) not 
to harm his wife, morally or fmancially (Haddash 1998). 
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annulment or divorce). If a wife is, indeed, negatively affected by her husband's chronic 

ilhiess or inability to move, the religious scholars reasoned, she can ask for a divorce. 

The various responses of the religious scholars to the case where the husband 

divorced his wife needing ongoing dialysis differed in how much of their personal 

opinion they included. Several mentioned only procedural issues. Others criticized the 

husband for being callous. For instance, a qadi [judge] at Sanaa's north court was rather 

straightforward in a legal assessment: 

The Islamic shari'a put the duty on the husband for treatment and nafaqa 
[adequate support], according to his ability. If he deviates by divorcing 
because of an illness, he has to compensate. This can be found in the civil 
rights law that refers to this point, which is taken from the Islamic shari'a. 

The head of the appeals court also mentioned only procedural issues related to 

divorce in general, as well as financial obligations for care (similar to those mentioned in 

Chapter 5): 

Divorce in the Islamic shari'a in this situation is rightful. A woman will 
wait three months and ten days {al- Hdda\. After the divorce, the husband 
will be responsible for her treatment, whatever it costs for 100 days after 
the divorce. After that, he is not responsible for her treatment. After the 
'idda, her treatment will be from her own money. If she does not have 
money, then it will be from her blood relatives - father, son, brother. If 
they do not have [money], then [it will come] from ahl al-khair [charitable 
people] from among the wealthy, with their consent. 

After a divorce for any reason (or a husband's death), the legally prescribed waiting 

period before the woman is allowed to remarry {al-^iddd\ is the equivalent of three 

menstrual periods (three months and ten days, as the qadi says here). In this way, the 

For a historical study of fatawa [judgments] related to marriage and divorce in Ottoman Syria and 
Palestine, see Tucker (1998). For a contemporary comparative study of family law courts in Iran and 
Morocco, see Mir-Hosseini (1993). 
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woman can ensure that she is not pregnant with a child conceived with her former 

husband, so as not to complicate issues of paternity. The husband must pay the nafaqa 

[maintenance, based on his ability] during the waiting period. Within the shari'a, if the 

woman is pregnant, in the case of a divorce, then the husband is responsible for the 

maintenance of the child for nine years if a son and 12 years if a daughter, while the child 

lives with the mother. After this time, the child's custody is transferred to the father, as 

they belong to his lineage. If a woman remarries while the children are in her custody, 

she loses the right to keep them. 

In his response, the deputy mufti also refers to the 'idda and the nafaqa. He 

specifies that the amount of the nafaqa is based on the husband's financial ability, 

supporting this with the relevant verse from the Qur'an (the verse to which religious 

scholars referred to indicate that the effort exerted to provide medical care should not 

exceed a family's ability, as discussed in Chapter 4). He also notes that, while not 

obliged, if the husband helps pay for his former wife's medical treatment, Allah will 

reward him. Specifically, the deputy mufti states: 

If he divorces his wife, he is obliged to give nafaqa [adequate support] for 
al- Hdda [the waiting period] until she has three menstrual periods. The 
wealthy has his obligation and the poor has his obligation. {Allah puts no 
burden on any one person beyond what He has given him. Allah will 
grant after hardship, ease} [S 65:7] And if he donates whatever he likes 
for her treatment, he will receive the reward, and he is not obliged to do 
so. 

The qadi at the southwest court expands the period during which the husband 

must pay the nafaqa firom 40 days to one year, and specifies a role for the courts. He also 

gives his opinion of ilhiess as a reason for divorce: 
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If the husband deviates, then he must spend on her for one year. This is 
for her personal needs, not on her treatment. If she goes to the court, the 
court will force him to pay for part of her treatment, if she can prove that 
her illness is the reason for the divorce. However, we have not heard in 
court of a man divorcing his wife for this reason because it is shameful for 
him and his family, and it is against the bond of love and mercy between a 
husband and a wife, which is ordered by Islamic law. 

The head of the shari'a and law college was even more disparaging of the husband: 

Islam allows divorce when it is necessary. There is the relationship 
between the husband and wife, which is the relationship of love and 
mercy, which does not allow divorce in this case, except for some 
heartless souls who are exceptions in Muslim society, which builds its 
relationships according to love and mutual mercy. If a divorce occurs 
from this kind of people who have no mercy, then the divorce will occur, 
but this individual committed a great offense. He deserves a punishment 
from Allah for that. 

With its flexibility, the shari'a allows for divorce when necessary. However, Allah 

knows the circumstances around the illness, and will reward or punish as appropriate. 

Members of society will also make their own judgments, and praise or criticize the 

husband accordingly. Some religious scholars as well will be more explicitly critical than 

others. 

Regarding the wife who requests a divorce because she does not want to bear the 

burden of her husband's dialysis, the religious scholars said that, while remaining with 

her husband is preferred - and far more common - the wife can request a divorce if she 

feels she is adversely affected. The qadi at the north court said simply; "The noble 

shari'a obliged a wife to obey her husband, and if she suffers damageAoss, she has the 

right to ask for a divorce and break the contract." Both the head of the appeals court and 

the head of the shari'a and law college detailed the reasoning and procedures for a 

woman to request a divorce (and the involvement of the courts, if necessary), and what 
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they saw as the more common responses within Yemeni society. The head of the appeals 

courts stated: 

If the man has a kidney failure and it makes him unable to practice a 
marital life in a normal way, it affects the wife. It is her right to request a 
divorce. If he refuses to divorce her, she can go to the court to break her 
marriage contract. However, what happens in the society for the majority 
in this case, is that the wife will be loyal to her ailing husband without 
showing any complaints from his medical condition. It did not happen 
that a wife requested a divorce because her husband has a kidney failure or 
any terminal disease, except madness and impotence. 

The head of the shari'a and law college stated: 

Islam allowed a woman to ask for a divorce from her husband if the 
marital life becomes purposeless, and the wife is affected in her life with 
him. Islam was strict that women not request a divorce unless forced by 
necessity to do so. Islam forbade that she request a divorce without a 
reason or necessity. The best thing for her to do in this case is to be 
patient. However, if she insists on requesting a divorce, then it is possible 
for her to disagree, and to return the mahr [bridal money] that he paid her, 
or money that she negotiates with her husband. It is rare that the wife asks 
for a divorce because of her husband's illness. Generally, she is patient. 
However, if she asks for a divorce, she will be answered according to the 
rules of khuF [divorce at the instance of the wife, who must pay a 
compensation]. 

In the marriage contract, the husband and wife (or rather, usually the male family 

members representing the bride) specify the amounts of money and other goods that the 

husband will pay the wife [mahr]. The mahr [bridal money] consists of two parts, the 

muqaddam - which is paid at the time of the signing of the marriage contract - and the 

mu 'akhkhar - which is paid at the end of a marriage, should it be terminated. If a woman 

requests a divorce, she gives up her right to the mu'akhkhar, and must pay back the 

muqaddam (or any compensating sum that she negotiates with her husband). 
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The qadi at the southwest court suggested that Yemeni social/tribal law would 

likely prevent a woman from asking for a divorce, even though the shari'a would grant 

her request, hi the case of the paralyzed husband, the qadi responded: 

The wife who is affected by her husband's paralysis could not ask for a 
divorce because it would be a shame according to the '^//[customary 
law/convention] in front of her family and tribe. However, as for her right 
according to the shari'a, she has a right to ask for a divorce, if she feels 
she has been affected by her husband's chronic illness and inability to 
move. However, no woman has brought before a court a request for 
divorce. 

Tribal law - which governs honor and shame - might prevent a woman (as well as a 

man) from seeking the rights that the more flexible shari'a allows.'^' 

An independent religious scholar added an observation. If the woman fears that 

she might be tempted to have sexual intercourse outside of her marriage because of her 

husband's disabling medical condition, she may ask for a divorce. He states: 

If she is patient, it is better and she will have praise and a reward. If she is 
affected and is afraid for herself from fitna [temptation], she can request a 
divorce. If he does not bless her, she will t^e her case to the court to 
request a separation. 

The scholar continued this reasoning in the case of the wife requesting a divorce from her 

paralyzed husband: 

Patience and loyalty are preferable. Sadiq ^and al-diq [Friendship within 
hardship, a rhyming proverb]. However, if the woman finds herself in a 

In my work with Afghan refiigees in Pakistan (1988-1991), Pmhtun Afghans told me that they generally 
select between their tribal code (pushtunwali) and Islam, according to whichever best suited their interests 
and desires. For example, while Islam might forbid a killing for revenge, they said, the pushtunwali makes 
it a requirement. In this particular case, they told me, they would probably follow their tribal code of 
honor. Yemen reminded me a great deal of Afghan society because of the strong influence of tribal 
conventions (and because both Afghanistan and former North Yemen - two mountainous countries - were 
never colonized). For more on tribes in Yemen, see Dresch (1993). Adra (1985:281), however, found that 
personal contexts were not govemed by tribal law. In these contexts - which included the management of 
property, the behavior of closely related kin toward each other, issues of love and affection, fnendship, 
personal health, and play - behavior was determined largely by motivations of profit or personal pleasure. 
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critical situation and she is afraid of falling in zina [adultery], or if she is 
unable to be patient, then she will take her case to the court requesting 
separation. This is in the case of negotiation between them. 

According to the shari'a, adultery is a forbidden act, while divorce is a lawful, but hated, 

one. 

As indicated, the judges that I surveyed remarked that they had not seen any cases 

of divorce for reasons of illness presented in their courts, regarding either a husband or a 

wife. For instance, in response to the wife who wanted a divorce from her husband 

needing dialysis, the qadi at the southwest court stated: "A woman in Yemeni society has 

to take care of her husband the best she can and to be patient in his bother, and bear the 

tiredness of his consequences of sleeplessness and pains. It has not happened that a wife 

requests a divorce for this reason." In response to the case of a husband divorcing his 

wife who is inflicted with cancer, the head of the appeals court said: 

Divorce is the man's right here and there is nothing wrong. However, this 
rarely happens, because the husband usually becomes more loving to his 
wife in this case and more caring. 

Responding to the same case, the qadi at the southwest court said: 

The husband might marry another woman, but he never divorces his wife 
who has cancer. Rather, he waits for Allah's will for her recovery or her 
death. And also a wife waits for her husband's recovery or death. 
However, neither should abandon the other. But this does not mean that 
exceptions do not occur, but we did not notice. 

Divorces, however, need not take place in the court. A man can divorce his wife, 

or grant her request for a divorce, without them availing themselves of the court. In 

1996, for instance, only 2,312 divorces for the whole country were registered at the civil 

registration (including 1,382 in Aden, 579 in Lajej, and 162 in the city Sanaa) (CSO 
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1997:271). An International Monetary Fund (IMF) source on Yemen notes that while 

divorce statistics are obtained annually from the Civil Registration and Features, the 

statistics "suffer several under-coverage problems."^ More research is needed to 

ascertain the extent to which marriages end in divorce for reasons related to serious 

illnesses and injuries. Doctors mentioned the dialysis and paralysis cases to me as rare 

incidents where spouses were less devoted than expected. 

Caring for the Familial Body 

Complicated injuries and ilhiesses affect families worldwide. Cultural and social 

factors influence how families respond. This chapter has argued that sociocultural and 

household characteristics affect the impact of serious medical conditions among Yemeni 

families. A major feature is that family members in Yemen (as in many Middle Eastern 

societies) often operate as one body, rather than a collection of independent selves. 

Individual family members commonly anticipate the needs of others (and expect others to 

do the same for them), and share responsibility for fulfilling them. More precisely, 

females and juniors tend to see themselves as extensions of others, while males and 

seniors generally see the others as extensions of themselves. According to Islamic 

teachings, social interactions should be governed by responsibility and consideration. 

Parents (and elders, in general) hold a special position of respect. Dealings between a 

husband and wife should be based on love and mercy. Caretaking, then, is expected, in a 

context where individual members focus, not on their own needs and inconveniences, but 

General Data Dissemination System Site (GDDS), 
httD://dsbb.imf.oru/gddsweb/counti'v/vem/vemsocdcr)opc0.htm (July 11, 2002). Out of the 10,414 female 
respondents to the maternal and child health survey, 94 percent were currently married, three percent were 
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on the health of the familial body. More research is needed to see how social ideals play 

out in everyday life, particularly given social transformation and economic constraints, in 

order to imderstand caregiver burden in a Yemeni context. 

Within a general orientation outward - rather than inward on one's own identity 

and boundaries - access to costly medical care must still be negotiated. Deliberations are 

especially necessary when the treatment capabilities exist only outside the country. 

Families must assess the seriousness of the medical condition, the possible benefits of 

treatment abroad, and the financial ramifications. Previous, or repeated, experience with 

medical journeys will also influence decisions. For instance, the father of Amira (whose 

male family members were taking tums in order to oversee her chemotherapy in Jordan 

for her liver tumor) underwent open-heart surgery in Jordan six years prior. The family 

mentioned in Chapter 4 who had been vacationing in Jordan when they discovered a 

possibly malignant tumor in the mother's brain had travelled to Jordan a year earlier in 

order to treat the eldest daughter's heart condition. The daughter died a month later. 

Najiba, the girl who had been hit by a truck, Amina the co-wife who had breast cancer, 

and several other medical travellers with whom I spoke had gone abroad twice, or even 

more, to pursue medical care. 

When confronted with a serious medical condition, some family members will 

send a patient abroad no matter what, and sort out the financial details later. Others will 

weigh all possible outcomes. Some will realize that they lack the means of seeking 

further medical care. Still others will decide that the patient would experience greater 

widowed, and three percent were divorced (CSO 1998:21). However, while 91 percent of respondents had 
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comfort staying inside the country than in tiring him-/herself abroad. A few might decide 

that being married to an incapacitated person is not desirable. Each of these positions 

could possibly be held by a different member within a household, and need to be 

negotiated. 

In examining household decision-making around sophisticated medical care - and 

particularly when the care is only available elsewhere - the issue is not just a matter of 

entitlement to costly treatments. Rather, we need to ask, entitlement to how much 

treatment, for how long, and towards what ends? Increasing medical possibilities make 

these questions difficult to answer. The issue is confounded by the fact that medicine can 

only do so much for so long, since death is inevitable. 

The next chapter furthers the discussion of the interrelations of life, death, and 

high-tech medical care, as I explore - within a Yemeni context - practical and moral 

issues aroimd dying. I begin by examining the belief and acceptance of a divine decree 

governing all aspects of life, including illness and death, and the belief that life on this 

earth is a test for one's place in the afterlife. In addition, I elaborate on disclosure 

practices, where the preference of doctors is to infomi family members, not the 

vulnerable patient, of a terminal illness. As I also discuss, the final stage of life involves 

preparing a patient for death, burying the body, and mouming the loss. International 

medical travel, in separating family members, can alter how these are performed. 

married only once, nine percent had married more than once (CSO 1998:72). 
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CHAPTERS. MORAL AND PRACTICAL ISSUES AROUND DYING 

Vignette: The Completed Journey of Bilqis' Father 

Iq Jordan at the governmental hospital, Bilqis' father (whose story began in 
Chapter 3) underwent a biopsy to confirm the cancer that was diagnosed in Yemen. 
Bilqis recalled during our interview in 1998 at Sanaa University; "[At first,] they didn't 
allow me to go in the room to watch when they were taking the sample. But then they let 
me in since they were having difficulty talking to him because of the dialect. When I saw 
him, I mean, lots of pipes and blood, I fainted." When Bilqis regained consciousness, she 
found herself lying on a bench outside the room with her feet up and her purse - with 
about 55,000 inside - under her head. She said that she knew Aen that Jordan was a safe 
place. 

When they finished the biopsy, the doctors told Bilqis that her father must stay in 
the hospital instead of returning to their apartment. Bilqis recounted: "I said, 'Okay, if 
he's going to stay in the hospital, I'm going to stay with him at night.' They said I 
couldn't because he didn't have a private room and there were other male patients there. 
I told them: 'I'm not going to sleep. I'll take a chair and stay in the corridor. In the 
morning, I'll go back to the apartment to sleep because there will be nvirses and doctors 
around then.'" 

Bilqis prepared herself for spending the night in the hospital. She decided to 
return to their rented apartment to take a shower, change her clothes, and pick up two 
blankets to cover her father. She took a taxi the thirty minutes back to the apartment. 
When she arrived, the telephone rang. A Yemeni doctor interning at the governmental 
hospital told her: "'Come, it's important. You have to come to the hospital.' I said, 'Did 
he die?' He told me, 'No.' I collected the two blankets and telephoned some Yemenis 
staying in the same building. We ran into another Yemeni who said he would drive us to 
the hospital. It took a half an hour to go there. I felt that half-hoiir was longer than a 
century for me." 

When Bilqis was about to enter her father's room, a Jordanian man came out and 
gave her father's jacket to her. "He said, 'Here you are. That's what you have.' It was 
so insulting. My father had died. I went into his room. But I couldn't find him. I 
insisted on seeing him. I screamed and cried. They took me down to where he was. I 
saw him, I saw him." The Yemeni doctor and her neighbors from the apartment 
comforted Bilqis. 

Bilqis then had to decide what to do with her father's body. "I said, 'Oh, what am 
I going to do?' The Yemeni doctor told me, 'Don't do anything, just let them bury him 
here. All the land belongs to Allah.' I said: 'No, he died alone. I wasn't with him when 
he died. I would have to leave him.'" Because he had died alone, Bilqis did not want her 
father left to be buried alone. 
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The Yemeni who drove Bilqis to the hospital organized everything. "I told him: 
'I have enough money. Don't worry about anything. I'll let him go back to Yemen.' I 
was lucky that it was arranged very quickly. He died, and there was a flight the next day. 
They had to do the burying license and the report from the hospital, you know, official 
papers. And, they had to go to ministries in Jordan to let him leave. All of these 
procedures that I just couldn't concentrate on at the time. They did all these things for 
me. There is a company that does all the procedures, you just pay money. The Yemeni 
person did everything for me." Bilqis went back to the apartment that night, but "I was in 
a daze." 

Jordanian friends of her father drove Bilqis to the airport. "After they washed my 
father and did the kaffan [shroud] for him, they took him to the airport. But, I arrived 
before him. I said: 'I'm not going to Yemen until I make sure my father is on the same 
plane.' I completely refused. So, I asked people working at the airport, 'What about the 
dead person?' And I didn't get on the plane until I saw them put the coffin in the plane in 
front of me. Then I left." 

Before Bilqis left the hospital in Amman, she asked the Yemeni doctor to send 
her the results of her father's biopsy, which were to come from the lab three days later. 
Bilqis explained: "Before I left the hospital, even though I wzs shocked by his death and 
everything, I was conscious that I wanted to collect all his check-up [papers] and these 
things because I wanted to make sure whether it was cancer or not." The doctor sent her 
the results when she was back in Yemen. "And, unfortunately, it wasn't cancer. It was 
something really very simple. There was bleeding from a valve or vein in his chest that 
caused an infection. And it was the infection that was the size of an apple. My father 
was in a lot of pain because of that very simple infection that they didn't know what it 
was in Yemen and said it was cancer. They let us travel and tire ourselves, and finally it 
tums out to be something very simple." 

As Bilqis said, a death from cancer would not have upset her: "If it were cancer, 
it's something from Allah. We wouldn't say anything. But if it's something simple that 
could be treated here in Yemen and doctors depend only on one physician and they never 
send the patient to different ones, it's something stupid of them. You know, I had a doubt 
at the begirming, maybe it is cancer because he was a smoker. But it wasn't cancer. And 
that's it." Regarding trying to obtain a second opinion, Bilqis said: "The problem here is 
that a doctor builds his results on a previous one. He doesn't ignore everything about it 
and start checking on his own. They depend on each other. And all of them depended on 
one doctor. And, actually, there was no time. I went to three doctors. The first one told 
me he was suffering from old age. Then people told me there was a good doctor, the one 
who told me it was cancer. And, I went to another, who built his results on what the 
second doctor said. I don't know if he was his fnend, or what the benefit was." 

Bilqis continued: "But, yah, he died. I'm against Yemeni doctors not because my 
father died. Of course, his death affects me because I miss him and I miss my previous 
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life. But it's destiny and it's what God wants. Even when I heard he died, when I was 
about to go into his room, I said, 'Thank God.' I'm not against that at all. But, I'm 
against what happened to my father, the pain that happened to him. I know a person's 
destiny, that he will die. I know that nobody can resist death. But maybe I could have let 
him live the remaining months of his life without pain. And, so, if anything happens to a 
person close to me, I would give them advice. I would not let them go to doctors in 
Yemen. Of course, I could not say to another person who has the opposite opinion that 
he's wrong. Maybe he has his own experience, that he found his treatment in Yemen and 
not abroad." Bilqis' father, however, did not benefit fi-om treatment, either in Yemen or 
abroad. 

Introduction 

The medical journeys of some patients - such as Bilqis' father - end in death. 

After the effort, hope, and sacrifice of trying to prolong a patient's life through advanced 

medical care that is only available abroad, the patient receives the fate that Allah decided 

for him/her. While a belief and acceptance of fate and destiny (al-qada' wa al-qadar) are 

fundamental in Islam, they should not lead to fatalism, where individuals wait passively 

for Allah to provide, or for their fates to unfold. According to Islam, Allah knows the 

effort that individuals exert - as well as the constraints upon them - and will reward 

accordingly. Also in Islam, individuals should be prepared for death to occur at any time, 

as many of the religious scholars that I surveyed said, for death is a fact (haqq) that 

everyone shall taste [S 3:185, S 21:35, S 29:57].^^^ 

Death transfers the soul (al-ruh) fi-om the mundane world {hayah al-dunya) to the 

world of the hereafter {hayah al-dkhira). Death is the appointed time (ajal) decreed by 

Allah to end the period of an individual's testing in this world. Nobody can know one's 

appointed time except Allah; healthy people are taken suddenly, while the critically ill 

The citation refers to a verse, {Everyone shall taste death}, that appears at least three times in the 
Qur'an. 



275 

miraculously recover. As the religious scholars and doctors that I surveyed stated, 

because of the inability to determine when a death will occur - and the possibility of a 

miracle - doctors and family members should not inform terminally ill patients of their 

conditions. Instead, they should give the patient hope. Telling patients of an imminent 

death - when they could recover - could so harm them psychologically that they do, 

indeed, die. 

When patients die abroad, the immediate practical question for their companions 

is, what to do with the body? Families with the financial means to do so most likely 

return the body to Yemen to be buried. Those without the financial resources will bury 

the body in the treatment destination. The responses of surveyed religious scholars 

tended to concur with the Yemeni doctor's advice to Bilqis that all land is Allah's land. 

While some scholars stated that the person should be buried next to other Muslims, most 

agreed that following the Islamic procedures for burial was more important than the 

actual burial place. In this world, what is all Allah's land has been divided into nation-

states and other regulatory bodies. While in death the final, eternal destination of the soul 

is determined by the one divine authority, bureaucratic authorities in the mundane world 

control the movement, placement, and paperwork associated with the corpse. As we saw 

in the vignette, Bilqis had to obtain a death certificate, as well as authorization for her 

father's body to leave Jordan. 

The death of a patient while seeking medical care abroad can cause other medical 

travellers to rethink their own treatment. Into the hope of a cure enters the very real 

possibility of death. The desire to return to family in Yemen can surpass that of 
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continuing medical care that may be producing little noticeable improvement. Although 

life was in the domain of medicine, death becomes a matter for family to attend to. 

Providing a good end of life meant seeking the most advanced medical care possible; 

providing a good death entails ensuring that the patient die surrounded by family, not 

alone. 

To examine moral and practical issues around dying, I draw on my interviews 

with medical travellers, and my surveys with religious scholars and doctors. At the end 

of the chapter, I comment briefly on my own experience conducting research when death 

was involved. Because of my unease in leaming about the subsequent deaths of patients 

that I had interviewed, I contacted few of the medical travellers - particularly the very ill 

- with whom I had spoken in Bombay and Jordan. Perhaps now, with a greater 

appreciation for the place of death within a life, I could. 

Fate and Destiny: The Decree of Allah 

A core principle of Islam - indeed, the very meaning of the word "islam" - is 

submission to the will of Allah. Believers are instructed to accept, with the help of Allah, 

that everything occurring in this world and to them is by Allah's decree. As a verse of 

the Qur'an (which is believed to be the direct words of Allah) states; 

{No calamity befalls but by the Leave of Allah, and whosoever believes in 
Allah, He guides his heart. And Allah is the All-Knower of everything} 
[S 64:11]. 

Furthermore, everything that Allah decrees has already been decided. The Qur'an tells 

believers, {No calamity befalls on earth or in yourselves but is inscribed in the Book of 
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Decrees before We bring it into existence} [S 57:22]. Everything that happens on earth 

and to individuals, then, occurs with the prior knowledge and will of Allah. 

However, rather than leading people to simply wait for what has been 

predetermined - unable to act on their own - an acceptance of the Divine Decree 

(referred to as al-qada' wa al-qadar, often translated as "fate and destiny") inspires 

believers to strive throughout the course of their lives to do good, and avoid evil, for their 

place in the hereafter has not been decided.'®® Life in the present, transitory world {dar 

al-fana"), as the shari^a instructs, is as a constant test to determine one's place in the 

"abode of everlasting existence" {dar al-baqa"). On the Day of Judgment, Allah will 

reward - or punish - individuals based on their deeds and efforts. {... We shall try you 

with evil and with good. And unto Us you will be returned (for judgment)} [S 21:35]. 

While Allah has laid out the path, individuals must continually strive to choose between 

right and wrong. As one verse in the Qur'an states: 

{To each among you, We have prescribed a law and a clear way. Had 
Allah willed. He could have made you one Ummat (obeying community). 
But that He may try you by that which He has given you (He hath made 
you as you are)...} [S 5:48]. 

A belief in the Divine Decree provides great comfort in its clarity: everything on 

earth and in ourselves occurs with the knowledge and will of Allah, and therefore for a 

reason (however obscure the reason may seem at the time). However, the choice whether 

to follow the guidance of Allah is up to individual beUevers. {Verily, We have shown 

him the way, whether he be grateful or disbelieving} [S 76:3]. Allah will judge the 

The extent of predetermination and free will in Islam has been debated among Islamic philosophers -
referred to in this case as "Qadariyya" - for centuries. Here, I briefly present a generally held perspective, 
without entering the debate. 
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choices that believers make. {And verily we shall try you till we know those of you who 

strive hard and the steadfast, and till we test your record} [S 47:31]. While comforted, 

believers must constantly strive in righteousness and piety. 

Acceptance of What Allah has Decreed of Disease 

When confronted with disease, believers are to both accept that it has occurred 

with the foreknowledge and will of Allah, and endeavor to overcome it as a test of their 

faith. Allah, it is believed, will reward the acceptance of patients (and their family 

members), as well as their exertion. While fated to be inflicted with disease, patients 

might not be destined to die from it. Should the patient die, however, the death was the 

will of Allah. As in this chapter's vignette, individuals might still question the extent to 

which the particular means surrounding a death could have been avoided. This is 

particularly true in a context of mistrust of local medical capabilities. 

Yemeni society is characterized by a high level of faith and religiosity, which 

influences individuals' reactions to serious illness. I have discussed already in this study 

the effort that Yemenis exert to prolong the lives of ailing loved ones as a way to fulfill 

their duties to Allah. Here, I describe their acceptance. Six of the 14 Iraqi and Egyptian 

physicians that I surveyed at Kuwait Hospital observed that family members in Yemen 

displayed less distress and appeared more accepting of the news of a terminal condition 

than were families in the doctors' home countries (also predominately Muslim societies). 

The doctors attributed Yemenis' mild reactions to their strong belief and acceptance of 

al-qada' wa al-qadar (fate and destiny/Divine Decree). For instance, an Egyptian 

pediatrician who had been practicing medicine for 14 years, when comparing the 
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reactions of Yemeni patients to those of his own compatriots, said: "I believe, in Yemen, 

the reaction will be reasonable because there is faith in Allah and in al-qadar. 

Everything is decided and vmtten." Another Egyptian pediatrician who had been 

practicing medicine for 15 years stated: 

I noticed that most of the families of patients are more flexible and 
understanding and more accepting of the gada' of Allah, even if the 
medical condition is difficult and serious. Only a few show a lack of 
acceptance of the given situation. 

In addition, an Iraqi cardiologist of 29 years commented: 

Yemeni people's religious faith is large. So the majority have a natural 
acceptance of the news, according to their religious faith that death is a 
fact. What I noticed is that, as much as the religious faith of the patient 
and family increases, is as good as their acceptance or reaction to the 
news, without psychological tension or a bad reaction, unlike what 
happens in my country, Iraq. 

An Iraqi obstetrician of 13 years noted that Yemeni family members distinguished 

between the will of Allah and what they saw as medical errors of serious consequence: 

Yemenis, and I mean the patient's family, are quieter in accepting the bad 
news, and usually they repeat a sentence that means that nothing will stop 
Allah's decision. But they do not accept at all that the bad conditions of 
their patients are simply a result of the side effects of a surgical operation. 
In my country, the patient and his family acknowledges that a certain rate 
of postoperative complications is out of the control of the surgeon and the 
anesthesiologist. But the Yemeni patient does not believe and 
acknowledge that. 

The words of this last specialist remind us of the reaction of Bilqis to her father's 

death. While Bilqis said that she did not oppose her father's death since it was the will of 

Allah, she objected to his unnecessary suffering as a result of a Yemeni doctor's 

misdiagnosis. Instead of Bilqis tiring her father by taking him abroad, they could have 

stayed in Yemen, treated his infection, and waited for a peaceful death to occur. Bilqis 
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acknowledges that while death itself is a fact, the details surrounding it are not as rigid. 

Herein lies a distinction within the paired al-qada' wa al-qadar. The word "al-qada 

refers to the general decree of Allah, while '''al-qadar'"'' specifies the details, over which 

individuals can have influence. The difference between the two terms is illustrated with a 

well-known story of caliph 'Umar'^^ which I take from the Encyclopedia of Islam. 

When the caliph 'Umar on his way to Damascus turned back for fear of plague, he was 

asked: "Are you running away from the qada'?" The caliph answered; "I am fleeing 

from Almighty Allah's qada' to His qadar'' (Kaldy Nagy ???:365). While the qada' was 

written, it could also be averted. A low degree of confidence in Yemen's medical 

offerings leads Yemenis to wonder if a patient's predicament - his/her qada' - could 

have been forestalled, resulting in a qadar of a different outcome. When a more desired 

result was possible in medicine, why did the particular medical practitioner that they 

happened to visit not do his/her utmost to achieve it? 

Death: From This World to the Next 

The place of death within life - and life within death - merits elaborating. Islam 

teaches that believers should live each moment with awareness and acknowledgement 

that they will die, and that the world that follows is the etemal one. Death and life are 

intertwined. The purpose of life is to worship Allah by obeying the path that He laid out; 

in doing so, believers will be rewarded in the hereafter. In the transient world of life, a 

qadi (judge) at the West Court said, a Muslim "is like a passerby," on the way to the 

everlasting world. What he/she does in this world, however, is recorded and judged. 

the second leader of the Islamic nation after the death of Muhammad and the first caliph, Abu Bakx 
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Every intention and deed that believers undertake in this v^rorld should be directed 

towards that which will occur after their inevitable death. The head of the appeals court 

stated the interconnectedness of death with life succinctly: "Death is the purpose of life." 

Believers live life, not for life itself, but for what comes after it.'®^ 

As religious scholars explained, life is a test; what follows is the reward (or 

punishment) of one's efforts. The head of the appeals court stated: 

Life is what Allah made for the person in order to worship and perform his 
obligations towards his God, society, and family. This is a test from Allah 
for His servants. Because Allah says: {Who has created death and life that 
He may test you, which of you is best in deed} [S 67:2]. 

A qadi at Sanaa's west court quoted the same verse of the Qur'an [S 67:2], and then 

explained: 

al-hayah al-dunya [the life of this world] is dar ibtila' [the abode of trial] 
and akhtibar [of a test] from the Creator, Exalted is He, for His servants 
and sons of maa Whosoever does good deeds, these are for him; and who 
did evil things, these are against him... The purpose of life, after all, is to 
worship Allah, Exalted is He, who says in His noble book: {I did not 
create jirm and human beings except to worship me} [S 51:56].'^^ 

Worship, the qadi then specified, "includes performing the religious rites [to^jws], causing 

the land to thrive [ ̂ amarat al-ard\, spreading peace, and making its territories {rabu^ahd\ 

secure." Believers worship Allah in their every deed and intention. 

When the test of life ends, and the Day of Judgment is upon us, Islam teaches, 

those who chose to follow what Allah commanded will go to Paradise. Hell awaits those 

who did not. The head of the appeals court explained the two possibilities: 

Smith and Haddad (1981) examine Islamic understandings of death and resurrection. 
As in this verse, the Qur'an specifically mentions the existence of jinn ["invisible beings, either harmful 

or helpful, that interfere with the lives of mortals," the Hans Wehr Arabic-English dictionary defines]. 



282 

The purpose of death is for the person to enter the hereafter to be 
welcomed by the angels of the Merciful and His judgment of what he has 
done of the good or the evil. If he has done good and fulfilled what he 
was commanded to do by Allah, he will go to Paradise. And if it is the 
opposite, he will go to Hell. This day is inescapable. Death is a fact 
[haqq\ of every person. 

The deputy mufti, quoting from the Qur'an, illustrates how one's actions in the mimdane 

world could lead to a judgment of Hell in the eternal world: 

Whosoever obeys Allah, Allah will bless him and He will let him enter 
Paradise, and whosoever disobeys, his future is Hell. In the word of the 
Sublime: {"What has caused you to enter Hell?" They will say: "We 
were not of those who used to offer the prayers nor we used to 
feed the poor {al-misldn\. And we used to talk falsehood (all that which 
Allah hated) with vain talkers. And we used to belie the Day of 
Recompense, Until there came to us (the death) that is certain." So no 
intercession of intercessors will be of any use to them} [S 74:42-48]. 

Believers should live every minute of their lives knowing that they will die and a 

judgment of Paradise or Hell awaits them. Death is a certainty, "an order written on 

every living one," in the words of the qadi at the west court, who then quoted from the 

Qur'an; {Everyone shall taste death} [S 3:185,21:35, 29:57], {Whatever is on it (the 

earth) will perish.} [S 55:26]. Since the judgment that follows is for a life that is etemal, 

believers should strive to do good and avoid evil. The qadi at the west court explained: 

If [the certainty of death] is known, it will be an obligation on every 
Muslim to fear Allah in his stillness and his movements. So he will do the 
goodness, and avoid the wicked and forbidden things and multiply 
repenting, and return to Allah, Exalted is He, with praying and asking for 
forgiveness. 

One's faith and actions in the mundane world can also determine the ease with 

which dying occurs. Dying, the qadi at the north court said, "is the proximity of the ajal 

[appointed time] of himians, and the departure of the soul from its body to its Creator. 
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And, it is the last moment before death." The qadi at the west court noted that dying, the 

"taking of the soul from the body, varies in severity and lightness, depending on the 

degree of the person's faith and what he did in his life of good deeds and forbidden 

deeds." Life, dying, and death are all interconnected with the every deed and intention of 

believers. 

Preparing for Death 

According to the shari'a, believers should be prepared for death to occur at any 

moment. One's appointed time is knowable only to Allah. Believers prepare themselves 

for death by directing their lives toward it, and following the obligations of the shari'a. 

Allah will judge the actions and intentions of believers throughout their lives, not only 

those that they perform at the end when they know that they are about to meet Him. 

The religious scholars that I surveyed stressed that the way that believers choose 

to live their lives is their preparation for death. For instance, the deputy mufti stated: 

The believer remembers hadim al-lathat [death, the destroyer of pleasure] 
always, and prepares to meet Allah with sincere faith through prayer 
[salah], zika [ahnsgiving], sawm [fasting], hajj, and demanding goodness 
and forbidding the bad, and following Allah's orders and obeying his 
prohibitions. And this is the benefit of remembering death. 

Believers remember the inevitability that pleasures will end, that everyone will die. In so 

doing, they will follow all that Allah has commanded of the good, and avoid all that is 

evil. The qadi at the west court explained: 

A Muslim prepares for his death by doing good deeds and performing his 
religious duties that he was commanded to do by the shari'a in all his 
affairs, avoiding what the Islamic shari'a forbade. He works for his life 
[dunya] as though he will live forever, and works for his hereafter as if he 
will die tomorrow. 
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The qadi's last statement, a quote from Imam 'Ali, emphasizes the intertwining of 

life and death. One should live as though life will continue forever, and at the same time 

prepare oneself for a death that could occur tomorrow. A yoimg court employee with 

whom I spoke while waiting for a qadi to return, expressed a similar idea through a 

hadith [a saying of Prophet Muhammad]: "If the Hour of Resurrection comes and in one 

of your hands is a palm seedling, plant it." Even when faced with death, one should 

proceed as though life will continue indefinitely, an important point for my subsequent 

discussion of disclosure practices regarding terminal illnesses. Since believers do not 

know their appointed time, they should not give up, even when death appears imminent. 

However, they should not wait until the end to begin preparing for their death. 

The Writing of a Will 

Aware that they could die tomorrow, believers should not leave any debts or 

special wishes unrecorded for future confusion. While shari'a has specifically delineated 

how inheritance should be distributed among family members, a person can - and should 

- still write a will. As illustrated in a hadith, wills must be kept up-to-date; "It is the duty 

of a Muslim who has something that is to be given as a bequest not to have it for two 

nights without having his will written down regarding it." The qadi at the west court 

explained the importance of maintaining a will since, "the person does not know the hour 

of his death, so he does not rely on the prolonging of his life and delaying of his death." 

Patients about to undergo surgery, or people about to travel, often make sure to write 

their will. 
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The writing of the will (which is not an involved legal procedure) is referred to as 

"tabri'a al-dhimma" relieving one's conscience. The word ^'dhimma" refers not only to 

the conscience, but also to custody, safeguard, and debt. Before dying, an individual 

should return all entrusted items, and either pay/collect any outstanding debts, or at least 

record them in a will. In a context where bank loans and security deposit boxes are 

uncommon, individuals are likely to have loans and important items in the possession of 

others that would need to be returned. As the Qur'an teaches: {Verily, Allah commands 

that you should render back the trusts to those to whom they are due; and that when you 

judge between men, you judge with justice} [S 4:58]. The qadi at the north court defined 

tabri 'a al-dhimma as follows: 

The patient will either return what he as of others, if he is able, and take 
what he has coming from them, or he writes a will of what he owns and 
owes, and gives this to his family to pay for him after he dies. And with 
this, his dhimma will be fi-ee from any debt and/or dues of others. 

In a will, a person should record the debts that he/she owes, as well as the debts owed to 

that person. People can also record any special wishes that they might have [wasiya 

mayt, directive of death]. These requests might include having someone go on hajj on 

their behalf if they were not able in to go in their lifetime, or spending their tirka [legacy] 

on the poor if they are rich. Men, the qadi at the north court added, should also appoint a 

legal guardian [wa^^y] for their family, if they have children. 

In helping prepare patients for death, family members (and other individuals) 

should try to elicit any special wishes and debts. The qadi at the north court said: "It is a 

matter of courteousness that the family tries to know if the patient has any dues or debts 

over him or coming to him." The deputy mufti detailed: 
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If death becomes close to the patient, we whisper to him, "/a illah ilia 
allah muhammad rasul allah" [There is no god but Allah, and Muhammad 
is His messenger] - may Allah bless him [Muhammad] and his family-
then he recommends what he likes from sadaqa [charity] or tilawa al-
qur 'an [reciting the Qur'an] or a beneficial building for people. Then we 
direct him to al-qibla - bait allah [the Kaaba, the House of Allah]. {Allah 
will keep firm those who believe, with the word that stands firm in this 
world and in the Hereafter} [S 14:27].^^ 

Because of the necessity of tabri 'a al-dhimma (relieving one's conscience), the deputy 

director at Jumhori Hospital stated that terminally ill patients should be told of their 

imminent deaths in order to be able to perform this important task. However, almost all 

other doctors and religious scholars said that patients should not be told in order to 

sustain their morale. The next section explores this topic in detail. 

Disclosure Practices 

Acceptance of the Divine Decree, along with the assumption of constant readiness 

for death, guide common practices conceming dealings with critically ill patients. 

According to doctors, religious scholars, and several medical travelers, patients should be 

presented the hope of a recovery rather than harmful news about their conditions. 

Doctors that I surveyed differed in how much they thought that patients actually knew 

about their prognoses, with some saying that patients did sense their imminent deaths, 

and others saying that patients actually never knew. Doctors also had different opinions 

about what would occur if patients leamed the news abroad, where disclosure practices 

might be different. Most patients that I interviewed in Jordan and Bombay were aware of 

their serious medical conditions. Several even mentioned that they had been told in 

Testifying la illah ilia allah muhammad rasul allah [There is no god but Allah and Muhammad is His 
messenger] is the first pillar of Islam. These should be fte first and last words that believers hear (the first 
at their birth, and the last at their death), al-qibla is the direction of worship for Muslims, towards the 
Kaaba in Makkah (also spelled "Mecca"). 
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Yemen that they were about to die. At least one patient did not know about her cancer, 

and another had not been given full details regarding the severity of his metastasized 

cancer. 

Uncommon to Inform Patients 

Doctors that I surveyed in four governmental hospitals in Sanaa said that they 

generally did not inform patients directly about their terminal conditions. Instead, as 

discussed in Chapter 7, they imparted the information to family members. An ob/gyn 

doctor at Jumhori Hospital asked rhetorically, "If I myself as a doctor couldn't handle 

hearing a terminal diagnosis, so what about patients?" She continued: "We don't tell 

them. Even if they are gasping an hour from death, we don't tell them."'^^ After I 

described the need to inform teminally ill patients in the United States in order for them 

to prepare for their deaths, a doctor at Jumhori Hospital responded that everything for 

them as Muslims had been prepared already; Islam has determined inheritance, the 

patient's last words ("There is no god but Allah and Muhammad is His messenger"), and 

the meaning of life. "Besides," he said, "Yemenis never plan for anything, they just live 

day by day. So, why would they suddenly plan for death?!" 

Specifically, 165 out of the 205 doctors (or 80 percent) said they would n^ tell a 

patient if he/she was almost certain to die within a short time. Eighty-four percent said 

that, in the same situation, they would, indeed, inform the family. If the patient had a 50 

percent chance of dying shortly, almost 90 percent of the doctors said that they would not 

However, an Iraqi surgeon at Kuwait Hospital told me that informing doctors of their terminal 
conditions was emotionally much harder than the already difficult task of dealing with terminally ill 
patients. Unlike patients (and their family members), he said, doctors understand the dismal disease 
courses that await them. 
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inform him/her, while three-quarters of the doctors (77 percent) said they would inform 

the family. The approximately 10 percent greater unlikelihood of informing either the 

patient or the family in the case of a 50 percent chance of dying is probably due to the 

possibility of a wrong prognosis, which would unnecessarily upset the family and hurt the 

doctor's reputation. 

In a follow-up question concerning what occurs if the patient specifically asked 

about his/her condition, the number of "yes" and "it depends" responses increased in both 

the almost certain and 50 percent chance of dying cases. Doctors said that they would be 

more likely to tell an inquiring patient if he/she demonstrated the ability to understand the 

disease and prognosis, or had complete faith in fate and destiny (al-qada' wa al-qadar). 

One doctor, however, said that in Yemen patients did not usually ask, making the added 

survey question somewhat hypothetical. 

Readers familiar with Middle Eastern societies will recognize a general 

preference for not telling someone bad news outright, especially when the recipient lacks 

the necessary social support in order to help hin^her cope with the distressing 

information. For example, a Yemeni or Iraqi or Afghan living in the United States whose 

father has just died back in their home country might be first told he is sick, then 

worsening, then close to death, and then recently deceased. Informing the person is a 

gradual process, whereas the death may actually have occurred well over a year prior. In 

this way, the person far firom home is protected firom a shock, or fija \ believed to lead to 

ill health,'^® and fi^om the desire to join the grieving family when circumstances prohibit 

cf. Swagman (1989) and Good and Good (1982). 
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this. If people are reluctant to tell even healthy individuals disturbing news for fear of its 

deleterious effect on their psychological and physical well being, why would they tell the 

patient, who is just barely holding on to life as it is? 

Informing family members rather than patients has also been reported as common 

in, for instance, other Middle Eastern countries (El-Ghazali 1997; Ghavamzadah and 

Bahar 1997; Harrison et al. 1997; Malik and Qureshi 1997), southern Europe (Thomsen 

et al. 1993), and among Korean-Americans and Mexican-Americans (Blackball et al. 

1995). Interestingly, doctors in the United States were once more similar to their 

counterparts in Yemen and elsewhere: a 1961 study of physicians (Oken 1961) found that 

90 percent preferred not to tell patients that they had cancer. However, when the study 

was replicated in 1977 (Novack et al. 1979), researchers foimd that 97 percent of the 

doctors surveyed preferred to tell a cancer patient his/her diagnosis. In less than two 

decades, a complete reversal in attitude had occurred. The reversal was due, in part, to 

greater treatment opportunities for cancer, a higher visibility of individuals with cancer 

(Betty Ford, for instance), and the establishment of awareness/advocacy associations. 

However, in his contemporary study of disclosure practices among doctors in the United 

States, Nicholas Christakis (1999) found that many doctors avoided telling patients their 

terminal prognoses, or did it insensitively because of their discomfort. 

Reasons Not to Inform Terminally 111 Patients 

Doctors often listed more than one reason for not informing patients of their 

terminal conditions. The three most common reasons that they gave were: 1) the likely 

decline in the patient's psychological condition; 2) the belief that life and death are in the 
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hand of Allah; and 3) an ensuing lack of incentive for patients to continue treatment. 

Doctors said that patients' reactions would depend on their level of culture/education. 

Several doctors commented that, because of their low educational level, patients were 

unable to comprehend the medical details of their conditions. 

Overall, medical students and recent graduates generally wrote lengthy responses 

(perhaps making up in words what they lacked in experience!). For instance, a newly 

practicing doctor in a surgical ward (al-Thav^n:a Hospital, 1 year, Yemen) listed the 

following five reasons not to disclose information directly to the patient: 

1) psychological reasons, especially to avoid an occurrence of a 
neurological and psychological decline; 2) to raise the patient's morale to 
avoid any quick decline in his medical condition; 3) reasons connected to 
medical and occupational ethics; 4) also the habit here in Yemen not to 
inform the patient that he is about to die; and 5) also for social and 
religious reasons so that the patient can spend his remaining days quietly 
and peacefully. 

The answers of doctors with longer experience tended to be brief. A few 

experienced doctors also gave thorough responses. One doctor (Military Hospital, 15 

years, Soviet Union) replied as follows: 

1) to avoid the psychological effect on the patient in order to resist the 
disease; 2) the obligation of the patient to follow the treatment and the 
doctor's instructions; 3) the right of every human to live quietly, even for a 
day; 4) the complete faith that life and death are in none other than the 
hand of Allah. 

In addition, a professor of medicine (al-Thawra Hospital, 24 years, Iraq and United 

Kingdom) observed: 

Our Yemeni patients are: 1) easily upset by bad news; 2) were not brought 
up this way; 3) optimistic to live long; 4) optimistic to be cured of their 
disease; 5) not well aware of the sequel of many serious diseases; and 6) 
not used to such forms of information. 
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Despite the differences in the length of the responses, three main reasons emerged for not 

disclosing detailed information to critically ill patients. I explore each of these in more 

detail. 

To Avoid Psychological Decline 

Telling patients about their critical cases, doctors indicated, takes away their hope 

of a recovery. The shock of the news would harm patients psychologically, they said, 

which would, in tum, lead to their physical demise. Harming patients rather than healing 

them is, of course, coimter to the goals of medicine. At all times, doctors said, patients 

should be given hope, rather than have it shattered. In his study of disclosizre among 

doctors in the United States, Christakis (1999:132) found that doctors were often 

ambiguous when telling patients their prognosis, as a way to preserve hope. He notes 

that; "medical interactions are predicated on hope, on an optimistic vision of the future, 

on the belief that physicians will be able in some way to help patients, to relieve their 

suffering, to improve their condition (p. 132)." Avoiding discussion of the future, he 

states, suggests a fear of disappointment. In a Yemeni context, promoting hope is also 

consistent with a belief in the Divine Decree and in life as a test for one's place in the 

Hereafter. 

Both Yemeni doctors with many and few years practicing medicine recognized 

that a patient's psychological and physical states were interconnected. For instance, the 

head of an obstetrics department (al-Thawra Hospital, 14 years, Romania) said that he did 

not disclose the news about the patient's case, "for purely humanitarian reasons - if I 

inform the patient about her case and the closeness of her death, no doubt her 
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psychological condition will be affected severely, and it will reflect itself on the medical 

condition." The head of an orthopedics department (Military Hospital, 11 years, Soviet 

Union) explained that he did not tell the patient, "so as not to shock [him] 

psychologically, which would affect his neurological system, which reflects its effect on 

the majority of the living functions of the body." A female doctor (Kuwait Hospital, 1 

and one-half years, Yemen) said: 

The patient's psychological condition endangers his health condition 
more. When he knows he will die soon, his condition will become worse. 
If it is possible that he will live for a certain time, it would be better for 
him to live without worry or the feeling that death is hovering arovind him. 

As I discussed regarding Islamic teachings about life, death, and the Divine Decree, death 

is always hovering, of course. Believers live life in preparation for their deaths. Yet, 

they should also approach death itself as though they will live forever. A miracle could 

still occur. 

Several doctors said that they are cautious in telling patients about their critical 

medical conditions because they could have arrived at a diagnosis/prognosis based on 

inaccurate information. Mistakes can occur anywhere, but are perceived to be more 

likely in a medical environment with limited capabilities. For instance, a neurosurgeon 

(al-Thawra Hospital, 2 and one-half years, Russia) noted: 

It's not possible to determine the patient's death with the current situation 
of tests because large mistakes occur. If a decision is made based on 
them, the result will be like a death sentence. 

The cases of Bilqis' father in this chapter's vignette and several medical travellers 

presented throughout this study illustrate that misdiagnoses can occur. What was 

diagnosed in Yemen as cancer turned out to be something relatively simple to treat. In 
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other cases, conditions that were diagnosed as simple turned out to be something much 

worse when additional diagnostic tests were performed. 

Life and Death are in the Hand of Allah 

Doctors stated that, even if a medical condition indicated that death was close, a 

miraculous recovery could still occur. Life and death are, after all, in the hand of Allah. 

No one but He can know one's appointed time. As a chest specialist (Kuwait Hospital, 

25 years, Romania and France) said: "We believe as Muslims that death can come 

anytime. Nobody can determine it except Allah." Indeed, when reviewing an initial draft 

of my survey, one doctor recommended that I change the original "a patient is ahnost 

certain to die within six months" to "a patient is almost certain to die within a short time" 

since only Allah can specify a time. Moreover, he said, most patients come to the 

hospital at the final stage of their illnesses, generally implying a prognosis for life 

expectancy much shorter than six months. 

Because of the uncertainty of when one's death will actually take place, and what 

the exact cause of death will be, doctors stated that they would not inform patients of a 

terminal condition that may not, in fact, cause their death. This was particularly true 

because the shock of learning the harsh news could, instead, prove fatal. The reader is 

reminded of the distinction between al-qada', the general decree, and al-qadar, the 

details over which humans have influence. Patients may not die fi:om the disease, but 

from the (avoidable) shock of the doctor's words. 
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Doctors explained their inclination not to inform acutely ill patients because of the 

faith of patients, as well as doctors, in the Divine Decree. For instance, a doctor (Kuwait 

Hospital, 2 years, Yemen) said that he would not disclose information because of: 

our belief as Muslims that different reasons may cause a death. Because 
of that, a doctor or anyone else cannot specify the time. Even if the 
percentage of the likelihood of death is large, still first and last, it is just an 
approximation. Besides it was noticed that the period of death was 
specified by somebody, and, if the date passed, the situation will be 
difficult. [This is] besides taking into account the psychological and social 
conditions, and what would happen if we told the patient. 

In addition, a doctor of intemal medicine (Military Hospital, 8 years, Germany) said that 

he did not inform patients because of, "the patient's faith, and also my faith, in al-qada' 

wa al-qadar. And because there are no guarantees in medicine of [an imminent death] or 

not, even if the medical facts indicate this." 

In the United States as well, Christakis (1999:82-83,93-94) found that doctors -

having seen dramatic turnabouts - were hesitant to make predictions about the future 

because, "God is seen as being responsible for outcomes (p. 82)." One doctor in his 

study suggested that, "whereas therapy and diagnosis were rightly his province, prognosis 

was 'God's alone' (p. 93)." Doctors stated that prognostication was "playing God," or 

"being God-like," a likening Muslims (with their understanding of the exaltedness and 

supremacy of Allah and their own humility) would not even attempt to state in those 

words. 

Patients Must Continue Their Medical Care 

If terminally ill patients learned of their condition, doctors said, they would most 

likely discontinue treatment, leaving the doctors even more ineffective than they would 
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be otherwise. An orthopedic surgeon (al-Thawa Hospital, 8 years, Russia) said that he 

would not disclose information in order to "protect the efforts of the medical cadre to do 

the necessary work to save the patient." Rather than giving up, patients needed to 

comply with the efforts of the medical cadre, who might be able to effect (with the will of 

Allah) a recovery. Such efforts might include additional tests, medication, or surgery, all 

of which required the patient's agreement and participation. A general practitioner (al-

Thawra Hospital, 1 year, Yemen) said he would not present details of a terminal illness to 

patients for three reasons: 

so it doesn't affect his psychological condition and worsen his health; so 
that he continues to take the treatment and do the tests; and if it's 
necessary to perform an operation, he might refuse if he knows he is close 
to death. 

Medical practitioners require patients to trust medical care that they provide them. 

Informing patients that they can do nothing for them because their disease is incurable 

can break this trust between Yemeni patients and their doctors. This might lead patients 

to visit other medical facilities in Yemen, or abroad, in search of more hopeful treatment. 

A surgeon (Military Hospital, 7 years, Russia) explained the situation as follows: 

1) informing [the patient] leads to a lack of the patient's trust in the 
treating physician; 2) the patient falls into a psychological condition 
besides his original medical condition; and 3) he will change the hospital, 
and might travel abroad, and this causes an unnecessary loss for him and 
his family. 
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With a patient is likely to die within a short time, many Yemeni doctors encouraged 

compliance with potentially curative - or at least palliative - care, as a way of protecting 

family members from imnecessary financial losses associated with travelling abroad.'®' 

Religious Scholars Re: Disclosure 

Several religious scholars agreed that doctors should not tell patients about their 

terminal conditions because of the uncertainty of one's appointed time, and the harmful 

effects of leaming the news. The deputy mufti was the most explicit in his response. He 

stated: "The doctor should not frighten the patient. It is better to tell him, 'Insh'allah 

[God-willing], we hope for your recovery and health,' so he comforts him and does not 

frighten him." He then elaborated, drawing on religious texts and practical experience: 

It is from al-sunna [the ways of the Prophet] that a person gives the patient 
good news so as not to frighten him. How many very sick patients have 
received their cure from Allah, and how many healthy people has death 
taken suddenly? And how many dead persons have come back to us from 
London, or Germany, or India, or Amman, where the patient had travelled 
for a cure but only his corpse retumed. This matter is mentioned by our 
Almighty God: {If Allah touch thee with affliction, none can remove it but 
He} [S 6:17,10:107]. Also, {And when I am ill, it is He who cures me} 
[S 26:80]. 

As the doctors indicated as well, it is Allah who ultimately decides who lives and dies. 

Informing patients of a terminal illness could cause a shock that proves more detrimental 

than the disease itself Doctors and family members should reaffirm the possibility of a 

cure rather than speak perhaps urmecessary words of doom. 

Similar to the deputy director of Jumhori Hospital, the head of the shari'a and law 

college said that doctors may inform patients so that they could prepare for their deaths, 

Christakis (1999:135-162) discusses the perceptions of doctors in the United States regarding self-
fulfilling prophecies. 
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particularly in releasing themselves from the debts and entrusted items of others. 

However, he said, informing patients should be done sensitively. The final matter of life 

and death should then be turned over to Allah. Specifically, the head of the college said: 

The doctor can inform the patient if he is afflicted with an incurable 
disease so that he can prepare for this event that struck him and be free of 
the rights of others. However, this must be done in the best way of 
wisdom, and he can inform him of the severity of his disease. And, after 
all this, he must turn the matter over to Allah, first and last. 

The beUef and acceptance that patients have in the Divine Decree and in life as a 

test, the qadi at the west court said, will help them accept the news of an imminent death. 

Doctors, therefore, can tell patients the truth of their conditions. Patients, he said, will 

bear the news and their conditions as a test from Allah. Specifically, the qadi stated: 

The Muslim patient does not fear death; rather he believes deeply that 
death is a fact and that {Everyone shall taste death} [S 3:185, S 21:35, S 
29:57]. The Islamic shari'a encourages telling the truth, imless there is a 
reason to hide it, and it does not harm the patient or others. The Muslim 
patient does not fear the truth, whatever it is, because of his infinite faith 
in al-qada' and al-qadar of Allah, and that whatever he experiences in life 
of good and evil is a trial from Allah, Exalted is He, and he will be 
rewarded for bearing it and being patient. 

Religious scholars differed in their stances on doctors informing patients of their critical 

medical conditions, depending on which aspects of the shari'a they chose to stress, and 

what they perceived would be most helpful to the patient. 

Words for the Patient Words for the Familv 

In the interest of protecting vulnerable patients, what doctors say to patients can 

differ quite dramatically from what they say to the family. Patients need to be given 

hope, while family members need to be forewarned of their patient's grave situation. 

Doctors generally communicated to the patient: "Everything is fine. You are getting 



298 

better. Insh'allah [God-willing], you will recover soon." They then told the 

accompanying family: "The patient's condition is very bad. You better prepare yourself 

for the worst." The family needed to know about the patient's critical condition, doctors 

said, so that their death does not surprise them, and so that they do not blame the doctor 

instead of the disease. For instance, a surgeon (Military Hospital, 7 years, Ukraine) who 

indicated that that he had dealt with more than ten critically ill patients in the past year 

explained: 

In these cases, we inform the patient that his case is difficult, and that the 
doctors are giving their efforts in order to save the patient. And, we give 
him a simple hope. Our Islamic society believes strongly in al-qada' wa 
al-qadar. We inform the patient's family that his case is very sick and 
tired, and the likelihood of death is strong because, for example, the 
cancer has spread, and that it is incurable in any country abroad in the 
world. We inform the patient's family that death is a possibility in order 
to protect ourselves from complications, and so that they know that the 
reason of the death is the danger of the disease, not the doctor. 

In speaking to the patient, doctors fostered the hope that Allah will provide a cure. 

The words to the family could be quite startling by contrast. For instance, an orthopedic 

specialist (al-Thawra Hospital, 14 years, Ukraine) who indicated that he had dealt with 

between five and nine terminal cases in the past year gave the following examples of 

what he told the patient and the family: 

To the patient: "Allah will cure you." We revive his strength in order to 
resist the disease. To the family: "The patient's condition is terminal, and 
there is no benefit in treating it." 

Similarly, a surgeon (Kuwait Hospital, 3 years, Russia) with comparable experience 

dealing with seriously ill patients (five to nine cases in the past year) said: 

To the patient: "Your medical condition needs special care because of its 
difficulty. Allah will cure you. And we will do everything we can." To 
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the family: "The medical condition is a lost cause, and he may die within 
a short time, and life is in the hand of Allah." 

Confronted with a life-threatening ilkiess, religion can comfort. A sixth-year 

medical student at Kuwait Hospital, who said that she had never managed a teminal 

case, indicated the comforting words that she would use with the patient, and the practical 

ones with the family: 

Regarding the patient, I try to give him hope that his condition will 
improve and to raise his morale that his condition is simple, insh'allah. I 
tell him that Allah tests believers with a disease and, insh'allah, he will get 
the reward and be cured. Regarding the patient's family, I try to inform 
them of the patient's health condition with all frankness and explain his 
condition and the likelihood of a cure, because they are the closest people 
to the patient, and they can help him and raise his morale, and offer him 
help after the doctor. They have to know his condition frankly. 

An ob/gyn physician at Jumhori Hospital contrasted two cases, where religion 

comforted the first woman, but could do nothing for the second: The first woman went to 

Jordan, the doctor recounted, where they told her that she had cancer. She was religious. 

She said, "That's fine," and returned to Yemen. She read the Qur'an, prayed, and was 

surrounded by her children. The second patient was a 14-year-old girl in the hospital 

with ovarian cancer. She was in great pain. When the doctor told her to pray, she said, 

"I'm in pain, what is praying?" She was too young still, the doctor told me, to find 

strength in her religion. 

Doctors Re: Family 

Family members, most doctors suggested, were also inclined not to inform the 

patient. Indeed, an orthopedic specialist (al-Thawra Hospital, 14 years, Syria and India) 

said emphatically: "From my practicing medicine for 14 years, it is rare or nonexistent 
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that the patient's relatives tell him about the closeness of his death. This is a 

comprehensive Islamic principle." In this chapter's vignette, for instance, Bilqis asked 

the doctor not to tell her father that he had cancer. Along with physicians, family 

members try to raise the patient's morale by hiding the truth and speaking only words of 

encouragement. 

However, several doctors indicated that some family members might want to give 

the patient a chance to repent for his sins, return any entrusted items, or write a will. For 

instance, one specialist (Military Hospital, 15 years, former Soviet Union) responded: 

In fact, as I believe, there are family members who want to inform the 
patient of what he suffers. The purpose is not to harm him, but there are 
people who have amanat [things entrusted to him], secrets, and other 
rights of others. In this case, when the patient knows about his imminent 
fate, he starts to finish with what he has of debts and rights and tabri 'a al-
dhimma [relieve his conscience], and calm his mind. 

A few doctors thought that some family members might try, in a roundabout way, to 

suggest to the patient the need to write a will. For instance, a recent graduate in a surgery 

department (al-Thawra Hospital, 7 months, Ukraine) said: 

Most family members are inclined not to tell the patient about his 
condition in order to protect his feelings and psychological condition so as 
not to worsen. But, some try zigzaggedly and indirectly to point out that 
death is a fact, especially for the elderly, in case they have inheritance to 
leave behind in order to write his will. 

Keeping information from patients about their critical conditions did not strike 

doctors as particularly trying for family members. Indeed, most misunderstood my 

question regarding possible negative effects on family members from hiding the 

information. The few who understood said that the effects were minimal, if felt at all. A 

resident (al-Thawra Hospital, 1 year, Yemen) said: "They, for sure, are sad for their 
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patient, but at the same time, they don't want to show their sadness for the patient." A 

physician in a pediatrics department (al-Thawra Hospital, 5 years, Yemen) said: "There is 

no effect in hiding the information from the patient, rather that it is the right thing to do." 

A professor of medicine (al-Thawra Hospital, 24 years, Iraq and United Kingdom) asked 

me in his response: "I do not think there is any effect on them, or on the patient. Do you 

think there is one? Our culture is different. People are not used to it, as you are." 

As discussed in Chapter 7 regarding the familial body, family members are 

accustomed to protecting each other's feelings and health. For instance, the head of the 

pediatrics department of Kuwait Hospital told me about his own experience caring for his 

wife who died from cancer. She never knew the real diagnosis, he said, rather they told 

her only that she had an infection. She died in comfort, the doctor told me. Following 

her death, the husband lost his hair, he said, and all the grief came out. He had kept his 

feelings from her because: "She was the patient, not I. It was enough that she had to cope 

with the illness, why burden her with anything else?" In the United States (where family 

members were likely to tell patients about their medical conditions), he said, "there's 

selfishness; here, family members are connected." 

If patients learned about their terminal medical conditions abroad - and learned 

that their family members had kept the information from them - they would probably not 

be upset with their families, a few doctors suggested, although the actual reactions of 

patients would differ from individual to individual. For instance, the head of a 

neurosurgery department (al-Thawra Hospital, 11 years, Egypt) said: 

If [a patient] is informed [abroad], the family will tell him that they knew 
that, and hiding the information from him was only to protect his feelings 
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from the deep effect of the news. The reaction will differ from person to 
person. 

A recent graduate practicing in a surgery department (al-Thawra Hospital, 1 year, 

Yemen) said: 

Certainly there will be an effect, but he will accept the fact due to his faith 
that fate is in the hand of Allah. And, he will be affected by his family 
hiding the truth, or maybe he will love them because they did not want to 
disappoint him. 

I elaborate on possible reactions of patients learning about their serious medical 

conditions abroad in a later section. 

Whether Patients Know the Seriousness of Their Conditions 

Doctors' opinions differed widely on whether patients suspected the true nature of 

their diseases. Some doctors believed that patients never know that they are about to die. 

A doctor of internal medicine (al-Thawra Hospital, 10 years, Egypt) said: "There is not 

one patient that has an idea about death, even if he is taking his last breath." The head of 

an orthopedics department (al-Thawra Hospital, 12 years, Romania and Cuba) said: "I 

don't think the patient has any idea that he is about to die within a short time. And a 

human being always holds on to life, even if he knows he has a dangerous disease." 

Other doctors said that patients do sense the proximity of their deaths (from 

overheard conversations, looks of worry and grief from their family members, and a lack 

of physical improvement). An oncologist (al-Thawra Hospital, 14 years, Romania) said 

that most patients do usually know, "from other patients or neighbors, or from the media, 

or t.v. speaking about similar diseases." A pediatrician (al-Thawra Hospital, 5 years, 

Yemen) said: 
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If [the patient] is old and understands [what's going on], then no doubt, 
the patient inflicted with any disease must have in his mind the idea of 
death. [He knows from:] 1) his internal pains and the deterioration of his 
health; 2) his precise observations of the doctor's behavior and his facial 
expressions; 3) and through the overdone feelings and kindness from the 
family. 

The head of a surgery department (MiHtary Hospital, 20 years, Romania) responded: 

[The patient] will observe the reactions of those around him and listen to 
their comments, if he is awake and not in a coma or imconscious. If the 
patient is in a light coma, he feels the activities taking place around him. 
If he is not unconscious or in a coma, he will see how his family gathers 
quickly around him whenever he has a certain attack or his pains increase 
and are stronger. 

Even if some patients do sense the proximity of their deaths, a doctor of intemal 

medicine (al-Thawra Hospital, 2 and one-half years, Syria) said, because of their 

religious beliefs, they do not give up on living. A miraculous recovery could still take 

place. Specifically, he said: 

Sometimes the patient, according to what he sees of the symptoms of his 
disease, feels that death is coming. Still, Islam forbids this kind of 
thinking because death takes both the healthy and the ill, not only the ill 
ones. "How many healthy ones died without a disease, and how many ill 
ones lived for a long time." 

The classical poem that the doctor quoted at the end of his response resembles the words 

of the deputy mufti regarding why patients should not be informed of their terminal. 

conditions ("How many very sick patients have received their cure from Allah, and how 

many healthy people has death taken suddenly?"), 

Bilqis, from this chapter's vignette, said that her father may have sensed that he 

was going to die. The day before, he insisted on telephoning Bilqis' sisters back in 
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Yemen. Bilqis described how she tried to protect her father jfrom the news of his serious 

condition, and how he may have suspected it anyway: 

[I tried to] give him some kind of support. I told him: "We're just here to 
have a check-up. It must be something simple because you're not eating 
very well. This thing has affected you, and you have to eat." Because 
during the last few months, he ate nothing. I mean, his appetite went to 
zero, which is bad. So, I told him, "You have to eat, and they will take 
care of you, and we will go back home. It's just a check-up, like the first 
time. Remember last year we came here and you had your treatment, and 
we went back home? This time, we'll do the same." [However], my 
father was a little bit worried about death, and may have feU its proximity. 
The day before he died, he told me he wanted to talk to my sisters, and he 
insisted. 

Bilqis' father telephoned his daughters for what would be the last time. 

What if Patients Learn the News Abroad 

Doctors were divided on the consequences of patients learning their diagnosis and 

prognosis in a foreign country, where disclosure practices might be different. Some said 

that the news would be devastating; others said that the patient would accept it from a 

foreign physician; a few indicated that patients most likely already knew about their 

conditions before they left Yemen. Still others responded that the reactions of patients 

would differ, according to the individual. Few medical practitioners gave responses as 

optimistic as the following doctor (Military Hospital, 3 years, Soviet Union): 

The Yemeni patient and every Muslim knows that death is coming 
inevitably. Usually, there are no problems if the patient knows that he is 
going to die, or his case is incurable. He returns and says, "/a hawla wa la 
quwwata ilia billah al- 'ali al- 'athim [There is no power and no strength 
save in Allah, the Supreme and the Glorious]." Rather, some of them 
become happy to know in advance to be able to reform their life affairs to 
meet Allah clean and clear of all sins. 
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According to some doctors, learning the news abroad would be as demoralizing as 

learning it in Yemen. For instance, a surgeon (Military Hospital, 24 years, Soviet Union) 

said; "When the patient has cancer and is sent abroad for radiation therapy, then he leams 

what he has. His life becomes miserable, always waiting for death." In addition, a 

surgical consultant (Military Hospital, 24 years, Soviet Union) said; "The effect is that 

the patient returns to Yemen with a psychological condition, and this is the reason for an 

accelerated death." 

Other doctors said that patients would accept the reality of their grave conditions 

when hearing it from a foreign physician, whom they tended to trust more than a Yemeni 

one. For instance, a surgeon (Military Hospital, 7 years, Ukraine) said; "When the 

[Yemeni] doctor informs the patient of his case, he doesn't trust it. But when he hears 

from a foreign doctor, he is satisfied with that." A doctor of internal medicine (Military 

Hospital, 8 years, Germany) stated; 

The Yemeni patient believes in and is convinced by everything foreign, 
including foreign doctors. If an opinion came from one of my German 
students, they will believe him more than they will believe me. 

Several other doctors suggested that patients would accept the news abroad, not 

necessarily because they trusted foreign physicians more than Yemeni ones, but because 

the medical capabilities were seen as better. For instance, a general practitioner in an 

orthopedics department (al-Thawra Hospital, 2 years, Russia) said; "[The patient] will be 

satisfied with what they say to him because of his belief that abroad there are better 

doctors and skills, and modem therapeutic and diagnostic equipment." 
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Still other doctors suggested a range of possible responses. One doctor in an 

orthopedics department (al-Thawra Hospital, 2 years, Hungary and Yemen) detailed: 

When patients hear the news of their disease abroad, some of them believe 
it completely. Then they will trust the Yemeni doctors upon their return, 
because they received the same diagnosis [from them]. Some are not 
convinced, and will travel to another country - maybe they will find there 
what they want to hear. And some of them, after they travel, retum 
unhappy, and insist that they will be cured naturally, and will be 
convinced that everything is from Allah, Exalted is He. In other words, it 
depends on the person's personality. As for in general, [the patient's] 
psychological condition will worsen from [hearing] the news of his 
disease from people that he believes are more capable of diagnosing and 
treating. 

Although the reactions of patients might differ, according to the doctor, most would 

probably despair. The hope of a recovery that medical capabilities abroad had once held 

was now lost. 

Finally, a few doctors suggested that hearing the news abroad would not be 

distressing because most seriously ill patients knew their conditions already. For 

instance, the head of an orthopedics department (al-Thawra Hospital, 12 years, Russia 

and Cuba) said: "Of course, most of the cases that are sent abroad are well-knowoi -

cancer, heart disease, and kidney failure. Most know about their conditions." Indeed, a 

clear indication of the seriousness of patients' conditions is the need to go abroad. Most 

Yemenis know that life-threatening illnesses must be treated outside the country. When 

doctors and family members tell patients that they must go abroad for "more tests," they 

are alerted to the complexity of their cases. 
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What Medical Travelers Knew 

Many patients with whom I spoke in Bombay and Jordan said unhesitatingly that 

they had cancer. This was especially true at the radiation department of Bashir Hospital 

in Jordan. Progressing through a course of radiotherapy alongside their compatriots no 

doubt sustained their hopes of a recovery. For instance, 11-year-old Mohsin, whose story 

appeared in Chapter 7, answered directly that he had, "a tumor, a cancerous tiunor." In 

addition, companions spoke openly in front of patients about their conditions. 

Several patients with whom I spoke abroad said that they had been told in Yemen 

that they had cancer. Whether doctors had informed the patient directly, or they learned 

the details later on, was not clear to me. For instance, Maha, whose story of an 

inaccurate cancer diagnosis appeared in Chapter 7, recounted that doctors had told her 

that she had cancer. I did not realize at the time that I should explore specifically how 

she learned the diagnosis (and a prognosis), as well as her reactions to the news. 

One patient stands out as having been told in Yemen directly (apparently), not 

only that he had cancer, but also that he was going to die. When I met Taha, a 45-year-

old former driver with Yemen Petroleum Company from Mokha (and father of six 

children), the experience of learning the news two years prior was still raw for him. 

Lying in his bed in a private hospital in Amman, eyes tearing and his voice shaking, Taha 

recalled: "An Iraqi doctor at [a private hospital in Sanaa] said, 'That's it, you're going to 

die.'" Taha left for Jordan on a stretcher, despite that the doctor told him, "You will die 

in the plane." In Amman, he vmderwent an operation. "Alhamdullilah [Praise be to 

Allah]," Taha told me, "things returned to normal." 
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Taha expressed his gratitude to the Jordanian doctor who treated him on his first 

trip to Jordan, and who was treating him again. "May Allah bless him and protect him," 

Taha said. However, the doctor appeared not to have told Taha the full extent of his 

current condition: that his testicular (or prostate) cancer had spread throughout his body, 

making it incurable. An excerpt from my interview with Taha and his son, a university 

student, suggests that Taha and the son had been told different information about the 

severity of his case. 

Son: [asking me] Is there a treatment for cancer? 
Taha: Here in Jordan, they said there is no cancer. 
Son: They said there's a little in the stomach. 
Taha: Who told you? 
Son: [turning to me] He can't handle chemotherapy or radiotherapy. 

Taha then asked me my name and told me his. After our interview, Taha's son joined me 

in the hospital corridor in order to see if I knew anywhere a cure could be found for his 

father, in Germany or anywhere else. Regrettably, I knew of nothing. 

The son and daughter of another patient were keeping the information about her 

cancer from her. Fowzia was a 55-year-old mother of six children from Lahej, who cried 

about having to sell their house to seek treatment for her tumor. In Bombay, her son and 

daughter were providing radiotherapy for her terminal cancer, only as palliative care. 

Ours was an abbreviated interview since her son requested that I not ask his mother any 

particularities of her condition. That is the difficulty in research on patients' perspectives 

on disclosure of terminal ilhiesses. I carmot very well say, "So, what's it like to have 

cancer and not know about it?" 
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Another's Death as Loss of Hope 

While remarkable recoveries motivate Yemenis to pursue treatment abroad, the 

deaths of medical travelers can inspire others to return home. A journey xmdertaken in 

hope of a recovery can then become a disservice to deteriorating patients. The case of 

Nabila (whom we first met in Chapter 3) illustrates the possible effect on the morale of 

others when a fellow medical traveller dies, especially if a patient's treatment is 

producing no improvement: 

After 23-year-old Nabila tried unsuccessfully to be treated in Iraq with her 
husband - who then returned her to her family - and in Yemen with her sister Aiwa, the 
two sisters traveled to Jordan to try to find an explanation for Kabila's headaches. A CT-
scan and MRI helped diagnose Nabila's brain cancer. Doctors did an operation, but, as 
Arwa told me in Jordan, "for business they took out only part of the tumor, so they would 
have to do a second operation." Nabila and Arwa visited several other doctors, but did 
not have money for a second operation. 

Nabila then received a treatment grant for radiotherapy at a governmental 
hospital. The radiotherapy brought no improvement, however. "She is in the same 
condition, as if they hadn't done anything," Arwa remarked. Instead, Nabila suffered 
side effects. "It was like she entered an oven and burned," said Arwa. Nabila lost her 
hearing in both ears. She had a bit of a Iimg infection. She was supposed to stop the 
radiotherapy temporarily if she experienced any side effects, but the doctor was on 
vacation. Nabila spent all her time lying on her hospital bed, barely able to lift her head 
or utter words. 

Nabila's morale was very low, Arwa told me. She had spent nine months in 
Jordan (and SI 1,500), with one disappointment after another. She first lost hope, Arwa 
recounted, after the operation did nothing, and then when the radiotherapy produced no 
results. "Going to Jordan to get a result had held such great hope for us," Arwa said. 

One event suddenly made Arwa realize that she must take Nabila back to Yemen 
as soon as possible. Adnan, another patient in the hospital's radiation department who 
was from their area of Taiz, died one evening, after suffering from lymphoma for over 
three years. He had undergone 15 sessions of chemotherapy, with two months remaining. 
Altogether, he had traveled abroad three times for treatment, twice to Iraq and once to 
Jordan. Arwa and Adnan's brother came to my hotel to make a copy of my interview 
with Adnan as a memory. I wished that it contained more details of his life and family. I 
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remembered wanting to ask him to speak more loudly during our interview, but was 
afraid to strain him. 

Adnan was buried in a cemetery in Amman since his family did not have the 
money to send his body home. Arwa told me that she would soon take Nabila back to 
Yemen. She wanted her to be with their family, not to die in Jordan. I spoke with Arwa 
later in Yemen. She said Nabila was doing alright, visiting a doctor regularly, and still 
searching for improvement. I had been reluctant to call for fear of hearing that she had 
died. 

No longer committed to pursuing a prolonged life for Nabila, Arwa had begun 

contemplating the kind of death that she should have, given Adnan's experience. Being 

home with family (and giving up the medical capabilities abroad) seemed preferable to 

her possibly dying alone in Jordan. 

Practical Issues around Burials 

Deaths occurring abroad, rather than in Yemen, can complicate burial 

airangements. Alternatives may be needed to the prescribed way of washing a corpse, as 

well as the preferred place for burying it. The shari'a allows flexibility, particularly when 

the time (and the place) of one's death is unknowable. As the qadi at Sanaa's north court 

stated: "al-qada' wa al-qadar [fate and destiny] are essential in the Islamic religion. 

Death will occur, whether inside [the country] or abroad." Several religious scholars 

stated that the decision whether to return the body from abroad or bury it where it was, 

depended on the family's financial ability. However, if a person had specifically 

requested in his/her will to be buried in Yemen, the head of the shari'a and law college 

noted, the request must be fulfilled. 

A modification in the shari'a procedures for preparing a corpse for burial when 

abroad was raised in a collection of fatawa [judgments] from a Yemeni radio program. 
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where 'ulama [religious scholars] responded to listeners' questions on matters of the 

shari'a. A listener asked for a judgment on a woman who dies abroad on a trip, or in a 

coma, and does not have a female relative to wash her and put her in the grave (since, 

according to the shari'a, a person of the same sex should wash the body in preparation for 

burial). As mentioned in Chapter 5, while a "woman with a woman" is an ideal 

companion (along with a male relative to tend to matters outside the immediate care of 

the patient), not all families can spare the expense of the extra traveller. A woman could 

very well die abroad with only a male relative accompanying her, as the elderly comatose 

woman did in Jordan, whose grandson I had interviewed on our flight to Amman. 

In the collection of fatawa, the shaikh [here, religious scholar] responded that the 

religious obligation to wash the body was not excused simply because a woman was 

unavailable. Instead, the responsibility fell to a man that was present (preferably from 

among her maharam, close male relatives). The shaikh explained that, according to the 

'ulama [religious scholars], certain restrictions could be suspended, if necessary. The 

'ulama had expressed this, the shaikh said, as: "Necessity knows no laws." The 'ulama 

also determined in this same matter that it was not forbidden for someone of the opposite 

sex, or even a foreigner, to do the washing. Indeed, it was not only permitted by the 

shari'a, it was an obligation to do so. However, the shaikh added, what was "not 

permitted to be seen" must be covered. The person should perform the washing with a 

barrier [e.g., a glove or cloth]. If washing was difficult for the person, the shaikh 

When Fadel and I met the woman's two grandsons and accompanying male relative (a doctor) by chance 
later in a Yemeni restaurant in Amman, I did not have the opportunity to leam how they handled the matter 
of washing the body in the absence of a female relative. 
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continued, the person could simply rub with something else. If rubbing was difficult, the 

person could simply pour water over the body. If pouring was difficult, the shaikh 

continued, then the obligation was excused (Taqi n.d.:247-248). The shaikh's response 

illustrates the flexibility that the shari'a allows, given the various circumstances occurring 

within life. 

Regarding the actual burial, most religious scholars that I surveyed echoed the 

advice that the Yemeni doctor in Jordan gave Bilqis: A believer can be buried anywhere; 

it is all Allah's land. Only the deputy mufti stated: "Believers should be buried among 

believing brothers, and not among infidels and unbelievers." The other religious scholars 

generally agreed that following the shari'a procedures for burial was more important than 

the actual place. The head of the appeals court said: "The most important thing is to 

bury him in the way that Muslims are buried. There is no difference in burying a Muslim 

beside a non-Muslim, when there is no cemetery for Muslims." The mufli noted that 

Muslim minorities existed throughout the world; therefore, Muslims could find, if not a 

designated cemetery - as in Britain, he said - then at least people who could bury the 

person in the Islamic way.'^' 

For details on the Islamic procedures for burial, see, for example, Gilansha (1993), Jonker (1997), and 
Smith (1991). Briefly, the body is washed and shrouded in a clean white cloth, unclothed. The shrouded 
body is placed in the ground, with the face turned toward al-qibla [the direction of worship, toward 
Makkah]. For burial procedures in a Bangladeshi community in East London, see Gardner (1998). 
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Mourning 

According to the shari'a, people should not mourn excessively for those who have 

died. To do so suggests a lack of acceptance of the Divine Decree. Believers should 

accept that the person's death was Allah's decision, and be comforted by this fact.''° 

Bilqis in this chapter's vignette recounted that when she learned of her father's death, she 

said, '"'"alhamdullilah [Praise be to Allah]." As indicated earlier, Yemenis (or perhaps 

those in Sanaa and the highlands) appear to readily accept deaths that occur. However, 

individuals with whom I spoke in Sanaa said that the inner core of family members - not 

necessarily all those attending a fiineral - would, indeed, be filled with grief 

In describing the proper behavior of family members after a death, the head of the 

appeals court said: 

They have to be patient and read the Qur'an, the Holy Book of Allah, 
because in remembering Allah, hearts will be calmed. They can ciy. As 
for wailing and shredding clothing and slapping the face, that is forbidden 
by the shari'a. As for the relatives of the deceased and his neighbors, they 
have to make food for the deceased's family because, no doubt, the 
deceased's family in these circumstances will be busy with the death and 
funeral, and grieving for him. There is not a specified period, but it does 
not usually exceed three days. As for the consolation of the deceased's 
family, this is called caring for the deceased's family. There is not a 
specified time, but is a maximum of forty days. 

Several Iraqi friends (all males) often remarked on how the funerals that they 

attended in Sanaa were far firom somber. Rather than sitting silently and reflecting on the 

individual and his death, they said, or even grieving outwardly, the men around them 

(since funerals are sex-segregated) were laughing, discussing politics, and speculating 

Lila Abu-Lughod (1993) sees a contradiction between accepting a death as the will of Allah and 
assigning blame to someone for that death. I have discussed how both can be acceptable as "Islamic" with 
the distinction between al-qada' (the general decree) and al-qadar (the details, which humans can 
influence). 
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about the dollar. In addition, a doctor originally from Aden also commented to me on the 

differences that he found between funerals in Aden and Sanaa. In Aden, he said, "people 

have to moum during a funeral." 

When I asked Yemenis from Sanaa about these comments, they said that the grief 

of the family was not necessarily reflected in the behavior of the ftmeral attendees. "If 

you saw the families," one doctor told me, "then you would see their grief." A young 

court employee responded with an Arabic proverb: "The hired (female) mourner is not 

like the one (f) bereaved."^^' If a neighbor attends a funeral, then, the grief that she feels 

does not resemble that of the wife or family of the deceased.Furthermore, he said, 

many people attend a funeral as "mujdmala" an act of social courtesy, which is why they 

might discuss politics or business; the solidarity of their presence is more important than 

their words. 

More research is needed on mourning in Yemeni contexts. Of interest are the 

similarities and differences when a death happens abroad rather than inside the country. 

Does the narrative around a death (and burial) abroad differ from narratives about deaths 

(and burials) occurring inside the country? How much is said about the family's efforts 

to provide the best care possible? Are some deaths talked about as better than others? 

To my knowledge, Yemenis do not hire (female) mourners, as some Iraqi families might. The mourner 
is responsible for setting an atmosphere that encourages women to lament. Fadel described to me the long 
history that mourning had in Iraq; In Babylonia, Ishtar mourned for Tammuz all year until spring; shi'a still 
moum Hussayn's death at Karbala; and many are mourned who died during the eight-year war with Iran in 
the 1980s. 

Yemenis attending funerals apparently do not moum for their own loved ones who have died, as Abu-
Lughod (1993:195) found among a bedouin community in Egypt, although more research is needed on 
mourning practices among males and females in Yemen. 
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Conducting Research on Death and Dying 

My own unfamiliarity and discomfort with death inhibited my full exploration of 

the topic at the time of my research. While I often discussed death in the abstract, I 

seldom took advantage of opportxmities that might have provided insight on the lived 

experiences of dying and grieving. I avoided contacting patients in Yemen that I met 

abroad who had appeared close to death, particularly after one attempt to do so. Now 

(through writing this chapter), having developed a broader perspective on death as a part 

of life - rather than something to be avoided -1 welcome the chance to respond more 

sensitively to all aspects of the lives of patients and their family members. 

Uncomfortable when hearing about deaths, I was reluctant to contact severely ill 

patients in Yemen that I had met in Jordan and Bombay. One experience stands out as 

reinforcing my hesitancies: 

In Jordan in the Arab Centre's intensive care unit, I met a Yemeni man sitting up 
cross-legged on his bed. He asked me for news of Yemen, his longing obvious. He 
worked in Saudi Arabia, but had gone to Jordan for his heart condition. Unfortxmately, I 
had no specific news of the country, but mentioned a tandoor-baked fish I had been 
missing. He gave me the address of his brothers' shop in Sanaa where to send his 
greetings. Months after we had returned from Jordan, Fadel and I finally tried to locate 
the shop off the city's main street for clothing, fabric, and gold jewelry. Ironically, the 
man had died only one day earlier. He had called home from Saudi Arabia in the 
morning, the neighboring shopkeepers told us, and then, in the afternoon, some of his 
fiiends called the family saying he had died. The timing stunned me: He had months to 
die - and I had months to visit - between the time I saw him in Jordan and the day we 
visited the shop. I could have gone there earlier, passed on his greetings, and left, 
believing all was well and everlasting. After that, I became even more reluctant to call up 
other patients that I had met over the summer. 

In a discussion with a young Austrian doctor inteming at Kuwait Hospital, I 

contrasted my ovm distance firom death with the closeness that I sensed it had for 

Yemenis. The day prior to our discussion, the doctor had seen a patient with 
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metastasized cancer. The Yemeni doctors had told him not to tell the patient; he 

responded that she had a right to know. The doctor asked me rhetorically: "But, could 

patients actually cope with the news? We have evidence jfrom the West that patients can 

handle it. Man [sic] is basically the same everywhere - yes, there are cultural and 

religious influences - but, basically, he searches for meaning." 

1 responded to the doctor's assumption that humans everywhere needed to search 

for meaning (and needed warning before their deaths in order to do so): "When you grow 

up hearing that everything is in God's hands, that we're all going to die, and you grow up 

experiencing the deaths of family members and relatives, and you see funeral processions 

where the body is carried through the streets, perhaps then you have a greater, or easier, 

acceptance of death. This is unlike in the United States, where we avoid the topic of 

death, are often separated from dying relatives because of geographical distance, and 

believe that medicine can, and should, perform miracles." In generalizing to the United 

States, I was expressing my own separation from the topic of death. 

Providing a "Good" Death 

While providing a good death for a patient, family members also attain merits 

towards their own deaths that they hope Allah will judge as good. As the mufti said: 

"The family should do their best efforts in treating [a patient], then in burying him, and in 

his death." Such deeds, however, cannot be undertaken simply for one's own gain, for 

Allah judges intentions as well as actions. The efforts of family members have a mutual 

benefit: a patient is eased towards his/her judgment, and family members work towards 
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theirs.According to the shari'a, a good death is based on the life that one chooses to 

lead. In the test of life in the mundane world, following the obligations of the shari'a will 

lead to an eternal life in Paradise; not doing so will lead to an everlasting life in Hell. 

Although Allah knows and wills everything that happens in the world and to individuals, 

people can - and should - still influence what actually occurs. Confronted with a serious 

disease, believers should both accept the affliction and work towards bearing and 

overcoming it, as a test from Allah. 

Families will find support in the shari'a for all aspects related to pursuing life-

prolonging medical care abroad. For famiHes who want to provide sophisticated medical 

care outside the country. Prophet Muhammad said; "Be treated, Allah's servants, for 

Allah did not cause a disease without a remedy." However, if families cannot afford to 

send their patient abroad, the Qur'an teaches: {Allah burdens not a person beyond his 

scope} [S 2:286]. In practice, families may or may not accept this provision; some will 

still sacrifice to travel, drawing on all possible sources for money. The Qur'an 

encoiurages their efforts: {And whosoever desires the Hereafter and strives for it, with the 

necessary effort due for it, while he is a believer, then such are the ones whose striving 

shall be appreciated} [S 17:19]. Even if patients undergo complicated medical 

procedures, medical care is only a tool through which Allah provides a cure, as stated in 

the Qur'an: {If Allah touch thee with affliction, none can remove it but He} [S 6:17, 

10:107]. Should the patient die, death is a fact that everyone shall taste [S 3:185; S 

In Middle Eastern societies, where hospitality is highly valued, a similar mutuality exists between a 
guest and host: a guest's needs are well served, and, at the same time, the host attains merits through 
serving others. 
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21:35, S 29:57]. The only action not supported is one seen as miserly, for {We will make 

smooth for him (the miserly) the path for evil} [S 92:10]. 

Of course, patients and family members in Yemeni society will vary in their 

degree of religiosity, and in the comfort and motivation that they take from the shari'a. 

However, in Yemen, along with a tribal code, the shari'a is part of the culture. Whether 

or not they choose to follow the obligations of the shari'a, individuals will know that they 

should, and that the Day of Judgment awaits them. In addition, people around them -

who join them in making up the one social body - will encourage them to do good deeds, 

both out of concern for those who have gone astray, and because of their own sense of 

duty to Allah, their families, and society. The Qur'an teaches that Allah accepts sincere 

repentance for past deeds: {Allah wishes to make clear (what is lawful and what is 

unlawful) to you, and to show you the ways of those before you, and accept your 

repentance, and Allah is All-Knower, All-Wise} [S 4:26]. However, individuals must not 

wait until death is upon them to repent: 

{Allah accepts the repentance of those who do evil in ignorance and 
repent soon afterwards; to them will Allah turn in mercy: For Allah is full 
of knowledge and wisdom. Of no effect is the repentance of those who 
continue to do evil, imtil death faces one of them, and he says, "Now have 
I repented indeed;" nor of those who die rejecting Faith: for them have We 
prepared a punishment most grievous} [S 4:17-18]. 

Individuals should also not expect to be given a second chance, once the test of life is 

finished, and all deeds and intentions recorded: 

{Say: "O my Servants who have transgressed against their souls! Despair 
not of the Mercy of Allah: for Allah forgives all sins: for He is Oft-
Forgiving, Most Merciful. And turn to your Lord (in repentance) and 
submit to Him before the punishment comes to you, then you shall not be 
helped... Lest the soul should say: '0 woe is me! In that I neglected (my 
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duty) towards Allah, and was but among those who mocked!'... "Or 
(lest) it should say when it (actually) sees the penalty: 'If only I had 
another chance, I should certainly be among those who do good!'..."} [S 
39:53-54, 56, 58]. 

Believers must accept that life is a test as an act of faith, not because they have seen that 

the punishment is real. The prospect of one's death can prove very frightening. 

In the next chapter, I conclude both my analysis of the process of intemational 

medical travel, and my exploration of medical issues in a global world. I begin by 

presenting several concerns of Yemeni patients regarding their return trips home. These 

include the lack of follow-up care in the country, and the possibility that they will need 

additional treatment abroad. I then highlight issues related to the politics of care and 

responsibility within global medicine. 
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CHAPTER 9. RETURNING TO YEMEN, AND THE FUTURE 

Vignettes; The Journeys of Yahya and Fuad 

When Yahya, a 39-year-old teacher from Shibam, was shot in his upper leg, the 
bullet shredded the muscle and shattered the bone. His treatment required three trips 
abroad, two to Jordan and one to Bombay. At the Islamic Hospital in Amman in 1993, 
Yahya received successful bone grafts, spending $4,000 altogether. For three months 
after the surgery, he walked with crutches, and then without them for two months. Then 
he broke his leg again. Residual bullet shards had infected the soft, newly grafted bone. 
He stayed in Yemen, in Seiyun, for a second bone graft. They put a metal skewer in the 
middle of the bone from the pelvis to the knee. Yahya stayed in the Seiyun hospital for 
two months, during which time the incision continued bleeding because of the lingering 
infection. Doctors suggested that Yahya have another operation to clean out the "dirt" 
inside. He had another operation and stayed in the hospital for five months "without any 
use," he told us in his Bombay hotel room in 1997, four years after the initial trauma had 
occurred. 

Yahya decided to go abroad again to treat his leg. He tried to go to Saudi Arabia, 
but was denied a visa. He made a second trip to Jordan in 1994, at which time he spent 
$2,000. He then decided to go abroad a third time since his leg had still not improved. 
He opted to go to India, thinking it would be advanced in orthopedics and better able to 
help him. 

In 1997, Yahya and his younger brother travelled to Bombay. Yahya explained 
the choice of his brother as a travel companion: "A brother has to stand by a brother in 
these cases. Anyone besides a relative would only agree to accompany a patient for 
money. But a brother can leave and go with me at any second." The brother's absence 
was not inconsequential, however; being self-employed, he earned no money while 
abroad. In addition - with only two sons in the family and their father deceased - their 
absence meant that the women were left alone at home. The male relatives filling in for 
them, Yahya said, could never replace them. Still, he concluded: "Health is the pillar of 
human life, and one has to do anything to obtain it." 

In Bombay, Yahya had an operation - for over $3,000 - to replace the old skewer. 
When we spoke, he was readying to return to Yemen, having spent a month and a half in 
Bombay. Although the doctor recommended that he return in a year to have the bone 
lengthened (as it was now nine centimeters shorter than the other leg), because of the 
high costs, Yahya doubted that he would travel again. For his current expenses, he had 
received money from fiiends, and borrowed the rest. 

Yahya contrasted the medical services in Yemen with those in India. "There's no 
comparison," he said. "For example, the operating room in Yemen looked like a bicycle 
repair shop or a carpenter's workshop with all the drills, hammers, and other gadgetry. In 
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addition, the anesthesia was weak. I feU pain. When they cut the bone, I felt everything. 
Severe pain. There's a huge difference between here and Seiyun Hospital." 

Because of his prior experiences, Yahya worried about what might happen to his 
leg after he returned to Yemen. He reflected; "What's hard about being treated in a 
faraway country is if anything simple happens back home, like an infection or something 
simple like that, there's no ongoing follow-up care. If something simple happened, you 
should be able to go to check on it, and take care of it before it becomes incurable. You 
might do an operation abroad for a large amount of money and have it be successful, but 
then for a simple reason, for the lack of follow-up care back in Yemen, it turns out 
poorly." A recovery abroad did not guarantee a ftill recovery. 

^ ^ ^ 

The driver of the car that 35-year-old Fuad (jfrom outside Yafaa) was trying to 
pass was simply not letting him do so. Suddenly, Fuad looked up. Another car was 
coming head-on. Fuad braked quickly. The car rolled five times. While his three 
passengers were only minimally injured, Fuad dislocated his spine. Fuad was first taken 
to the closest hospital, and then to al-Razi Hospital in Aden. He stayed in al-Razi 
Hospital for seven days, during which time - Fuad told us later in his Bombay hotel room 
- "they did nothing." Doctors disagreed on whether he needed an operation. People told 
Fuad to go abroad instead. His relatives visiting him in the hospital prepared the money 
for the trip, each giving what he could. 

The female family members back in the village were distraught over Fuad's 
accident, and his absence in Aden. Fuad's wife, children, mother, mother's mother, and 
others heard conflicting reports about his condition. Some told them that he was in Aden. 
Others said he was on his way to India. Suspecting the worse, they insisted on talking to 
Fuad directly. With no phones in the valley, they travelled three hours at eleven o'clock 
at night to ascend a mountain where they could find the nearest telephone. Because of 
the complicated logistics, the women did not talk to Fuad again until he returned fi-om 
Bombay. 

During his time in Aden and on the way to Bombay, Fuad remained in immense 
pain. His details about the trip were hazy. His brother and a merchant firiend who was 
familiar with Bombay accompanied him. He was on a stretcher in the airplane. From the 
Bombay aiiport, he took an ambulance directly to a hospital for which he had a business 
card firom someone in his village. There, the doctor told Fuad that it was best to let the 
spine realign naturally rather than have an operation. He stayed in the hospital fourteen 
days. His spine began to improve. They gave him a metal contraption to wear for three 
months to keep the spine aligned. He was ready to go home. 

Fuad's biggest concern now was how to reach his faraway village while 
maintaining a newly realigned spine. The joumey from Aden to Yafaa would take five 
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hours, he said, three of which would be on a bumpy, unpaved road. He wished a 
helicopter could simply place him down in his home. Instead, he said, he would probably 
stretch out on two mattresses in the back of a station wagon taxi and hope for the best. 
Unfortunately, recuperating in Aden was not an option: lodging would be prohibitively 
expensive. Even if he knew people there to stay with, he said, their houses would be too 
small to accommodate him. Fuad's treatment in Bombay was only half the effort towards 
recovery. 

Introduction 

Many medical travellers returned to Yemen satisfied with the medical care that 

they received abroad. Generally, they experienced satisfying results - a precise 

diagnosis, reassuring check-up, or noticeable recovery - that were often unachievable in 

their own coimtry. While content (and even elated) with their recoveries, some medical 

travellers were apprehensive about returning to Yemen. Having improved, they worried 

that their health would once again deteriorate. They were concerned about a lack of 

medications and follow-up care, as well as geographical obstacles to returning to faraway 

villages while maintaining the results that they had achieved abroad. Having endured 

much hardship to pursue medical care outside the country, they were concemed that all 

the improvement would be lost once back in Yemen. Medical care is an ongoing process 

that requires continuity between "here" and "there." 

Additionally disturbing were patients whose medical conditions returned, 

especially those with cancer. The initial relief that patients and family members felt from 

having survived cancer then turned to distress as they realized that the ordeal had started 

over again. Moreover, even though one patient might fully recover from a serious 

medical condition after treatment abroad, another critically ill or injured person from the 
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same household might also need to travel later on. Relying on advanced medical services 

outside the country is a demanding solution for families. 

Even with the hardship involved, the results that intemational medical travellers 

attain motivate others to go abroad for medical care. Their visible improvements hold the 

promise of the same occurring for others. Remaining inside the country when a cure 

(even if "mythical," as one doctor called it) could exist abroad settles poorly on the 

consciences of families. Family members carmot easily accept denying a loved one the 

chance of a recovery or improved life because of the cost. 

Of course, not everyone in Yemen who could benefit from advanced medical care 

goes abroad. In my survey regarding experience with intemational medical travel, half of 

the 322 respondents indicated that they or their relatives had required treatment abroad, 

but, mainly for financial reasons, could not pursue it. Respondents indicated that the 

medical conditions of the majority of these individuals (63 percent, or 84 responses) 

either persisted or worsened from not receiving the necessary medical care abroad. 

Twenty-eight respondents said that the patient died. More research is needed to learn if 

such deaths, while accepted, are considered premature - or somehow less "good" - since 

they might have been averted with greater medical efforts. 

Not surprisingly, individuals with financial resources and/or social cormections 

are more likely to pursue medical care abroad than those without. While respondents 

from the Ministry of Public Health listed an average of one medical journey for 

themselves/their relatives, those from the commercial elite listed an average of four 

medical journeys. The commercial elite not only traveled more for medical care than the 
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other groups surveyed, they also traveled to more costly and prestigious destinations. 

They were as likely to receive medical care in the U.S.A. and England as in Jordan and 

Egypt (respondents from the Ministry of Public Health rarely listed these high cost and 

prestigious destinations). None of the seven businessmen listed relatively low-cost Iraq 

and Bombay as treatment destinations. 

Yemenis' intemational medical travel can be divided into three categories of 

severity. The first is the simplest: some medical travelers undergo check-ups or treat 

mild conditions when abroad for other purposes. The medical care is an aside to journeys 

undertaken for business or vacation (this can also apply to patients' companions who use 

medical services of a treatment destination). Individuals need to be mobile already (and 

fairly moneyed) in order to pursue this category of medical care abroad. While this first 

category of medical care might be considered optional or elective (or even relatively 

luxurious), check-ups can also catch potentially serious medical conditions in their early 

stages. This was the situation of the family mentioned in Chapter 4 where the mother's 

brain cyst was detected during their vacation in Jordan. In addition, in a case described in 

Kangas (2002:62-66), a woman's oral cancer was discovered when she sought dental care 

while vacationing in Jordan. 

In the second category of medical conditions are more complicated ones, but 

those that could be treated in Yemen if medical services were more reliable (or believed 

to be more trustworthy). Medical care is the primary objective of these journeys, which 

are usually undertaken after patients have tried to be treated in Yemen. Conflicting 

diagnoses, the need for an operation, or a lack of improvement can all motivate patients 
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to seek medical care outside their country. The final category of medical conditions are 

those that cannot be treated inside Yemen because of the lack of advanced medical 

capabilities. If patients and family members want to pursue additional diagnostic and 

therapeutic care, they have no choice but to go abroad. As mentioned, deciding not to go 

can be hard. Going abroad can also be very difficult because of the nature of the 

complicated diseases and injuries, and the hi^ costs to treat them. 

This chapter concludes the two levels of my study. At the micro-level, drawing 

on my interviews with medical travelers, I finish analyzing the process of transnational 

medical journeys by touching upon the arrivals of patients, and examining their health 

concerns when anticipating returning to Yemen. Relying on my treatment abroad survey, 

I explore reasons that medical travelers gave for why they were satisfied (or not) with the 

medical care that they received abroad, as a way to uncover what would be needed in 

order to encourage patients and family members to be treated in Yemen instead. 

Regarding the macro-level of this study, I examine global issues related to the costly, 

technologically sophisticated medical care existing, in varying degrees, in today's world. 

I look again at medical care as consumerism, and consider the vast discrepancies in 

access to advanced diagnostic and therapeutic equipment and procedures. 
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Arrivals 

Upon their return, medical travellers are often v^felcomed in the airport by family 

members (with the women perhaps waiting at home, especially with flights that arrive in 

the middle of the night). Their stories are shared with family, friends, and acquaintances, 

and become part of the lore of the medical imaginary, as well as practical advice for 

future travellers. The homecomings of medical travellers rarely receive national 

attention; fanfare is reserved for prominent members. An extravagant return occurred 

during the time of my research: 

In March 1998, Shaykh Abdullah bin Husayn al-Ahmar, the Speaker of 
Parliament and leader of the Islah political party, returned to Yemen from a successful 
heart surgery at the Cleveland Clinic and subsequent recuperation period elsewhere. 
Tens of thousands of men from all walks of life and all districts and govemorates poured 
into the streets and out onto the tarmac to greet Shaykh Abdullah. In the process, they 
not only damaged the airport doors but also disrupted the protocol for welcoming 
dignitaries. The greeters had come from as close as down the road and as far as distant 
Hadhramaut and Mahara govemorates. The cheering crowds, made up of "religious 
scholars, tribal leaders, politicians, academics, businessmen, youth, students, workers, the 
military, and the upper crust," as one newspaper said,^^"^ left no room for the Shaykh to 
transfer to the waiting cars. So, instead, Shaykh Abdullah rode the Yemenia Airlines 
transit bus to his house, through well-wishing multitudes lining the streets. He was home 
at last from his three-month therapeutic journey through America, France, Egypt, and 
Saudi Arabia. 

Since their details are well-covered in the media, such high-profile cases of medical 

travel have not been the focus of this study. Rather, I have drawn attention to the 

poignant stories of patients and family members who are not particularly wealthy or well-

connected, and who do not receive much assistance or consideration. 

This particular quote is from al-Sahwa, Volume 617, March 5, 1998, p. 2. Additional details of Shaykh 
Abdullah's welcoming reception are drawn from: al-Sahwa, Volume 617, March 5,1998, pp. 1-3; al-Ouds 
al-Arabi, Volume 9, Issue 2740, March 4, 1998; and al-Shurawi, Number 36, March 16, 1998, p. 29. 
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On journeys for any other purposes, returnees should bring gifts back to those at 

home. People who go abroad for medical care are socially exempted from this duty. 

Acquaintances, relatives, and family, one medical traveler told me, understand that the 

person went abroad for his own treatment, or to treat his wife, or relative. If medical 

travelers have money left over, he continued, they could bring back something simple, 

but a gift was not required. However, when 27-year-old Ilham from Abyan suffering 

from multiple medical problems that needed major surgical corrections - a heart 

condition, kidney stone, and abscess on her leg - was returning home from Bombay, she 

and her brother (along because, "he knows the disease better than I do," she remarked) 

bought gifts for the family, in order to "make people happy." They had sold some land, 

allowed others to work and reap from another section, and borrowed money from 

relatives in order to cover costs. Although Ilham's anemia and hypertension prohibited 

her from undergoing the required surgeries on this trip and she would need to return to 

Bombay later, she and her brother still wanted to bring gifts home for others to enjoy. 

While not socially obliged, some medical travellers do not want to return home empty-

handed. Improved health is not always seen as enough of a gift. 

When Returning Negates the Journey 

When anticipating their returns to Yemen, several medical travellers were worried 

that the lack of follow-up care in Yemen would undermine the beneficial (and costly) 

results that they attained abroad. Successftil recoveries could become failures for 

regrettable reasons. Having follow-up care available locally, as Yahya observed in this 

chapter's first vignette, would allow small complications to be treated before they 
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became major. In addition, the logistics involved in medical journeys could threaten 

hard-gained results. The airplane travel home can hamper repaired perforated ear drums, 

as well as improvements from cardiac surgery. Fuad, in this chapter's second vignette, 

worried how his long, bumpy ride home from Aden would affect his newly aligned spine. 

At times, medical achievements can be shattered by flukes of nature (or the repercussions 

of political stances, as we saw with the woman who no longer had access to her thyroid 

replacement medication when expelled from Saudi Arabia). The case of Sadiq illustrates 

what can transpire following valuable treatment: 

When Sadiq from Mukalla was three, a sharp object poked his eye. The eye 
turned white. He and his family went to Bombay for an operation. "The operation was 
successful," Sadiq's father told us on the roof of a Bombay hotel in 1997, "he could see." 
After twenty days in Bombay, the family returned to Yemen. Stopping in Aden on their 
way to Mukalla, they encountered a storm with heavy winds. The glasses protecting 
Sadiq's eye blew off, exposing the eye to the wind. Sadiq's father quickly covered his 
son's eye with his hand and kept it like that all the way to the hotel. By that time, 
however, the eye had become large. Sadiq and his family returned immediately to 
Bombay. The doctor told them to come back in six months since he could do nothing 
until that time. 

Six months later, it was the hajj. The father returned to his work as a driver in 
Saudi Arabia, a country where he had spent 40 of his 52 years. The father planned to 
take Sadiq to an eye hospital in Riyadh. "Then," he said, "the war with Iraq and Kuwait 
happened, and Saudi Arabia sent us back to Yemen." 

Sadiq's eye continued to grow large over the next years until, according to what 
we saw in Bombay, it bulged almost an inch out of its socket. A doctor in Mukalla 
referred them abroad since there were no treatment possibilities in Yemen. When Sadiq 
was 11, he and his father, mother, and younger brother returned to Bombay. After doing 
various tests, doctors decided that Sadiq's eye had to be removed completely. One doctor 
require 25,000 rupees [S700] for the operation; the family preferred a second doctor who 
would charge 5,000 rupees [$140]. Replacing Sadiq's own eye with a plastic one (which 
he could not see through) was "the only solution," Sadiq's father told us, "because his 
optic nerve is dead. They can't attach a new eye." Regarding how the son felt about 
having his eye removed, Sadiq's father said: "What can he do? It's Allah's will. How 
can someone agree? It's difficult to remove a fingemail, what about an eye?!" 
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Health - the "pillar of human life," in Yahya's words - could at times be very difficult to 

obtain and maintain. 

Because of possible hazards following a recovery, a few medical travellers 

decided to remain in their treatment destination to allow sufficient time to pass. For 

instance, Abdul Rahman and his father fi-om Chapter 5 stayed an additional six months in 

Bombay waiting for Abdul Rahman's follow-up examination for his slipped disk, rather 

than risking a return to Yemen. The option of staying abroad was generally only 

available to those with the financial resoiu"ces to cover the costs. 

Satisfying Results 

Because they could obtain results that were unachievable in their own country, 

most respondents to my treatment abroad survey who had travelled outside Yemen said 

that they were satisfied with the medical care that they received. Respondents 

commented on improvements to their health and on the standard of care that they 

experienced. Some were general in their remarks, others were quite specific. Their 

responses highlight the numerous pieces that make up a medical system - all of which 

must be reliable in order to gain and sustain the trust of patients and their family 

members. 

Nearly all of the 98 respondents to the treatment abroad survey who had been 

abroad themselves for medical care (or as a companion) expressed satisfaction with their 

medical journeys. As indicated in Table 9.1, their satisfaction came mainly fi-om the 

results that they achieved and/or the medical offerings that they encountered (the two are, 

of course, interrelated). Forty percent (37 respondents) said that their medical joumeys 
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had produced desirable results. Fifteen respondents (15 percent) specified that they were 

able to obtain a diagnosis. Eleven respondents said that they appreciated the care -

including the respect - that they received abroad. Ten respondents said that they were 

satisfied because of the general capabilities available abroad. Ten respondents specified 

their satisfaction with the capabilities of the doctors, while seven specified the equipment. 

Five respondents said that they were satisfied because they underwent treatment that was 

precise/suitable.'^^ 

Table 9.1. Reasons Respondents Gave as to Why They were 
Satisfied (or not) with Their Foreign Medical Care 

Total 
Results 38 
Diagnosis 15 
Care (inc. respect) 11 
Capabilities 10 
Doctors (experience/skills/capabilities) 10 
Equipment 7 
Precise/Suitable treatment 5 
Precise tests 5 
Unspecified why satisfied 16 
Dissatisfied'^® 8 
Neutral'^ 4 
Total 98 
Note; Respondents could list multiple reasons 

In pursuing medical care in Yemen and abroad, many patients and family 

members are seeking an improvement over their current situation. When they do not 

Respondents listed up to three reasons for their satisfaction. Sixteen respondents provided no reasons. 
Reasons for their dissatisfaction included: expensive; no result; could have been done in Yemen if it had 

a little modem medical equipment; the goal was to take money regardless of the operation's success; the 
result was not good; Arab capabilities in general are not suitable or satisfying; had to leave work in Yemen; 
and unspecified. 
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achieve the desired change, they are dissatisfied, and some look elsewhere until they do 

obtain it. For instance, one woman (Ministry of Public Health, England, placental 

insufficiency)'^^ responded to the relevant survey questions as follows: 

Left because: The capabilities do not exist. Satisfied because: I was able 
to have a son after three previous tries at pregnancy failed. All the [other] 
children died between five to seven montiis of pregnancy. 

Her ability to have a son after three miscarriages was a wonderful improvement. To be 

able to benefit from the greater medical capabilities abroad, she said, she received state 

assistance, used her savings in the bank, sold her car, and had help from her brothers in 

the Gulf Her medical efforts required financial efforts as well. 

Many other respondents as well obtained desirable improvements from their 

medical journeys. After attempts to be treated in Yemen, one man (Ministry of Public 

Health, Germany, stomach and intestinal ulcer) said that he finally found relief abroad in 

1987: 

Left because: I did not benefit from the treatments of doctors in Yemen. I 
tried all kinds [of medicine] connected to stomach treatment, like Tagamet 
and [unclear]. Satisfied because: The treatment I received benefited me. I 
have not felt pain since that time. 

Still another man (Ministry of Public Health, Pakistan, lump in upper leg bone) 

contrasted the results that he achieved abroad with the care he received in Yemen: 

Left because of: The lack of precision and clarity in the diagnosis and the 
decline that occurred in the health sector, where I stayed three months 
unable to stand because of the biopsy operation I had in Yemen. [In 
Pakistan,] I walked on the leg the day after the operation. Satisfied 

One respondent, for instance, said: "The best of things is in the middle." Another respondent said that 
he was "somehow" satisfied, only because diabetes does not have a complete treatment. 

The information in the parentheses indicates the survey location, the treatment destination(s), and the 
medical condition(s) for which care was sought. 
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because of: The intensive care and the level of knowledge of the treating 
physician, a professor. 

In respondents' answers, the results that they obtained abroad (and lack of them in 

Yemen) were often intertwined with advanced medical capabilities and trust. Taken 

together, their requirements for what constitutes satisfying medical care indicate many 

areas for improvement within Yemen's medical system, everything from reliable 

laboratory analyses to successful operations to qualified and specialized doctors. 

Still another man (Parliament, Saudi Arabia, muscles and head) indicated that the 

modernity of the equipment was a significant contribution to his satisfaction with the care 

that he received: 

Left because of: The qualified foreign cadres, the capabilities, and the 
beneficial treatment. Satisfied because of: The improvement during the 
treatment, and to be presented to modem equipment. 

The satisfaction that arises from being "presented to modem equipment" invites 

further examination, as does the interest in piirsuing a higher level of medicine, which 

appears in the following response (Consultative Council, Jordan, general tests): 

Left because: In Yemen, the medicine is at a low level and Amman is 
better. Satisfied because: The tests were precise and accurate. 

Consumption theory would suggest that Yemenis' pursuit of modem equipment and an 

advanced level of medical care is an emulation of a consumption standard set by 

wealthier countries and by the elites within Yemen. Although they cannot afford it, the 

theory would say, individuals aspire to achieve a certain level of medical care in order to 

resemble the wealthier patients and family members for whom the medical goods were 

designed. 
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A certain amount of caution is needed as we try to lonravel the extent to which 

Yemeni medical travelers are consuming modernity (cf Breckenridge 1995; Appadurai 

and Breckenridge 1995), or to which they are pursuing changes in their health situations. 

Following the responses presented here, to what extent is it particularly modem to want 

to have children instead of miscarriages, a cessation of pain, suitable treatment, or general 

improvements in one's health? As we saw in Chapter 2, biomedical objects and 

processes signify modernity (and good care); however, they are also often efficacious. 

We need to sort out the modem for the sake of modernity, and the modem for the sake of 

improved physical outcomes. When, for instance, one man (Consultative Council, Egypt, 

internal medicine and eyes) responds as follows regarding his treatment in the 1980s, he 

appears to be emphasizing the latter: 

Left because: According to the advice of the treating physician as to the 
necessity of being treated abroad. Also, the lack of modem capabilities 
and medicines inside at that time. Satisfied because: The tests showed 
each disease separately, and the operation succeeded, and because of the 
medicine chosen. 

Tests that help determine a diagnosis, successful operations, and suitable medicines do 

not seem consumption standards that should be restricted to the wealthy. 

Providing Care Locally 

Several medical travelers with whom I spoke in Bombay and Jordan indicated that 

they would, indeed, stay in Yemen if they could receive comparable medical care inside 

their country. Cancer patients, in particular, wished that the government would provide 

care locally, because of the lengths of time and high costs that their treatments required. 

Medical travellers with other conditions as well said that they would prefer to be treated 
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close to their families, and to spend their money in their own country. Patients with life-

threatening or chronic conditions would likely stay in Yemen, if trustworthy, advanced 

care were available. The social pressure against needlessly tiring patients by taking them 

abroad would then outweigh the current pressure to pursue sophisticated medical services 

abroad in an effort to provide the best care possible. As in India with by-pass surgeries 

(discussed in Chapter 6), the elite of Yemen might also decide to seek critical care locally 

if found to be efficacious. Much work must still be done to ensure that Yemenis can 

receive reliable, specialized and affordable care inside their country. From the 

perspective of patients, turning high-tech medical care over to the private sector is 

unlikely to be an adequate solution, nor is leaving it to facilities outside the country. 

Before wei^ng recommendations on how best to provide advanced medical care 

inside the country (including the role of the government and the private sector), I would 

need to conduct further health service research in Yemen on the structure and financing 

of the national medical system, as well as issues related to quality of care. During my 

dissertation research, I was interested mainly in what motivated Yemenis to leave their 

country for medical care and the logistical arrangements required, not what would 

encourage them to stay. While I have a basic understanding of the fhistrations of doctors 

and patients (and the Ministry of Public Health) with the current medical environment, I 

would want to gain more insight into such issues as; why are government hospitals 

overburdened; what contributes to equipment breakdown (besides a lack of technical 

know-how, and hard currency for spare parts), as well as social demand for equipment 

use even when not medically warranted; what prevents effective coordination and 
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management of existing medical resources; and where does the money for medical care 

go? Exploring these issues would help me better imderstand possibilities for the private-

public mix in Yemen (cf. Bennett et al. 1997). 

In conducting research on the workings of Yemen's medical system, I would also 

examine the health situations in former North and South Yemen in the 1980s. This time 

period is interesting for two reasons: Although more money was available in the two 

countries (from the remittances of labor migrants and donor funding), the technological 

expectations may have been lower (people may not have expected certain machines to be 

available, as they would a decade later when awareness increased and such equipment 

became more commonplace in medicine). As a second reason, conditions in the 1980s -

and particularly former South Yemen's experience with a socialist system of medicine -

could offer insight into strategies for providing medical care in the current decade. The 

1990s brought much change to Yemen, with unification, the forced return of one million 

labor migrants, a reduction of donor assistance from the Gulf, a civil war, and major 

economic reforms, all of which affected the (unified) country's ability to provide 

effective medical care. A look back at a time where more resources were available, and, 

perhaps, there was a more equitable distribution of medical resources under socialism 

would be useful. 

Treatments are Not Necessarily Cures 

Along with practical recommendations on how to provide advanced medical care 

inside Yemen, we also need to consider the broader ethical and emotional implications of 

specialized care. Developing the capabilities to treat cancer, heart disease, and kidney 
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failure (and other complicated cases) inside Yemen, while challenging in itself, also 

creates ethical dilemmas that Yemeni society will need to confront regarding 

technological medicine. Degenerative diseases and serious injuries - and the treatments 

for them - are often complex and ambiguous. Unhke so-called "magic bullets" that cure 

basic medical conditions - oral rehydration therapy for dehydration, antibiotics for 

infections - therapeutic procedures do not produce cures per se. Patients need monitoring 

and follow-up care. Following a kidney transplantation, patients must continue to take 

anti-rejection medication. Cancer can return to survivors. The new mechanical valves of 

heart patients can deteriorate. Treatment is often an ongoing process. Moreover, 

deciding how much medical care to pursue can be difficult as additional options often 

exist that can be tried without clear ideas about the actual outcomes. For instance, as we 

saw in this study, brain surgery can either successful remove a rumor without 

complications, or leave the patient blind/paralyzed. Decisions are not clear-cut. 

Yemenis' Medical Journeys in a Global Context 

The numerous cases of Yemeni medical travelers and overall discussion in this 

study highlight the following: As in the industrialized world, people in developing 

countries also suffer from cancer, heart disease, neurological disorders, and complicated 

injuries. They, too, can benefit from sophisticated diagnostic and therapeutic equipment 

and procedures. The disease burden from noncommunicable diseases and trauma will 

likely increase in the developing world in the coming decades, as the current population 

ages, communicable diseases are prevented/cured, and the number of people exposed to 

tobacco, processed foods, and pesticides continues to grow. As people become 
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increasingly aware of diseases and treatment options, they will seek medical care in 

increasing numbers. Moreover, the fear that a person could actually have cancer - or 

other serious disease - but not know imtil it becomes life-threatening motivates the use of 

specialized diagnostic tools. The medical technology used in this care is expensive -

expensive for individuals to pursue, and for capital-poor countries and communities to 

provide. One proposal for the provision of high-tech medicine that is gaining influence is 

to have the private sector be responsible for the care. The private sector has the capital to 

purchase the equipment, the interest in maintaining it, and the motivation to make the 

medical care profitable. Governments, the proposal recommends, could then concentrate 

on the preventative and primary health care currently required by a larger proportion of 

their populations. 

To some, the market might appear compatible with noncommunicable diseases 

and devastating injuries, not only because of the large amount of capital needed, but also 

because these medical conditions are seen as affecting individuals, not communities. 

Infectious diseases, which can spread through communities, countries, and continents, 

can more easily be seen as requiring the state's influence in order to contain them. 

Moreover, vaccinations and medications are relatively inexpensive, not the money-

making equipment and procedures of complex diseases. Since no possible contagion is 

involved, some may view treating degenerative diseases and serious traumas as optional, 

not imperative; whether to pursue them, some might say, should be left as a choice for 

individual consumers, particularly when a relatively small proportion of the population is 

affected. 
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However, as this study has shown, primary and tertiary health care are not always 

separable into two distinct categories. Cases of imtreated strep throat can develop into 

rheumatic fever, which can cause valvular heart disease requiring expensive surgery. 

Children with kidney failure coupled with malaria are more likely to die than those 

without the malaria (Sheiban 1999). In addition, children who survive the vulnerable 

first five years of life often targeted by primary health care programs can go on to 

develop conditions that are much more difficult and costly to treat. Technological 

medicine cannot be dismissed (or seen as optional) simply because it is expensive, and 

currently serves a relatively small number of patients. 

Moreover, relying on the private sector means that access to medical care that can 

prolong lives, postpone deaths, and ease suffering is determined largely by money. 

Without financial resources (their own or others), patients and their family members 

cannot receive the care that they need. As the examples of medical travellers in this 

study demonstrate, when confronted with a life-threatening disease or trauma (or 

disabling condition), families will often scrounge together whatever they can in order to 

treat the patient, and deal with the consequences later. Mohsin's father expressed this 

sentiment as: "When we're talking about my son, I said I'm ready to sell whatever is 

under me and over me to go [abroad for medical care]." Many of the medical travellers 

with whom I spoke incurred huge debts that they will need to pay back; others may never 

be able to replace the assets that they sold. A willingness to pay does not necessarily 

indicate an ability to do so. At the point of seeking care, family members often spend 

because they value the patients, not because they have the money. Caring for ailing 



339 

loved ones is an emotional matter, which is exacerbated when it becomes a cost-benefit 

one. 

Furthermore, in the market, medicine is susceptible to the ideology of perpetual 

growth that is often seen as governing capitalism. In order to earn a profit, it is believed, 

capitalists must create an increasing array of consumer goods. Consumers must be taught 

to be dissatisfied with their present situations, and to consume in order to overcome this 

dissatisfaction. Advertising that links emotional and social needs with consumer goods -

for example, messages telling consumers, "Buy this product in order to have a happier 

social life" - is used to convince people that they should acquire an increasing array of 

products. Emotional needs, however, cannot be gratified through material things (or, at 

least, not for long); and emptiness can result when individuals value things over people. 

Medicine is a different kind of consumer good. Emotional needs - and 

moral/religious duties, as we saw in Chapter 8 - can, indeed, be satisfied through the 

products and procedures of medicine since they often contribute directly to human Hfe. 

Because of this, people are likely to pursue technological medicine even without 

suggestions firom advertising. As Chapter 4 illustrated, numerous voices exist in Yemeni 

society (and none of them from advertising) telling patients to pursue high-tech medicine 

outside the country. The astounding changes that biomedicine can produce are 

advertising enough: Fifteen-year-old Najiba, whose pelvis was destroyed when a truck 

hit her, regained control of her urine and stool. Instead of a certain death, Ali, whose two 

valves stopped working as a result of untreated streptococcal pharyngitis and delayed 

treatment for his heart, received a life normal for a 20-year-old through heart surgery. 
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Abdul Aziz's mother can now spend more years with her family because of the kidney 

that her son donated. Families (and medical practitioners) are compelled to do whatever 

possible to provide this care. A challenge, however, is that the "whatever possible" 

continues to expand. With developments in transportation and telecommunications 

facilitating the circulation of people and information, medical options that are countries 

and continents away enter the realm of possible solutions to try. 

Medical offerings and innovations that are ever expanding make it difficult to 

know how much medical care to pursue, and to feel at ease with that decision. Today's 

technological medicine raises questions about the politics of responsibility and care on 

the global, national, state, society/community, household, and individual levels. On the 

state level, for instance, governments are responsible to their populace and their medical 

needs (and risk criticism regarding their performance, as we saw in the rhetoric of the 

opposition to the Imam in Chapter 2). Here, the state must provide, and regulate, care. 

At the same time, states are also responsible to international financial institutions in order 

to ensure continued access to outside funds. States are required to create an environment 

favorable to the global market, which often includes cutting health care and other social 

services. Furthermore, some globalization writers would say, the role of the state is 

diminishing, given the power and pervasiveness of amorphous multinational 

corporations. 

Expanding medical possibilities create quandaries on a national level as well. As 

the description of medicine in Imamate Yemen in Chapter 2 demonstrated, medical 

objects and procedures often become associated with a progression in time (the "latest" 
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then becomes the outdated when a new innovation takes hold). A country's level of 

modernity and sophistication (or backwardness) is believed to be reflected in its medical 

offerings. Citizens can take pride in the medical capabilities of their country, or feel that 

they - both the capabilities and the citizens - are inferior to more advanced countries. 

National images are at stake. 

Within Yemen, as a Muslim society which ideally operates as one body, people 

are responsible for each other - and responsible, ultimately, to Allah. The social body 

extends to the whole ummah [i.e. community of the faithful], not only Yemen as a nation. 

In Islam, social relations - rather than assuming the character of exchange as in a secular 

society - should be conducted in accordance with a covenant, which "links the individual 

to the collective and both to divinity" (Pasha and Samatar 1996:196). The rich are 

responsible for the poor. Wealthy individuals (and countries/governments) who do not 

fulfill this responsibility may be criticized for favoring the market and materialism over 

piety. 

At the level of the family/household in Yemeni society, while all members should 

be attentive to the needs of the others, juniors and female members are responsible to 

males and seniors, who are, in turn, responsible for them. Social change and economic 

constraints can create tension over who is entitled to care and of what kind. 

When viewed from a distance - without the emotions attached to the patient - the 

immense efforts of families in many parts of the world to care for their loved ones can 

appear to be a waste of money, or imprudent consumer choices. Ethnographic research, 

such as the kind on which this dissertation is based, enables us to better imderstand the 
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emotional and social context in which the pursuit of alluring technological medicine takes 

place within a global world. 
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APPENDIX A. PERSONAL EXPERIENCE WITH AN INJURY 

When my husband, Fadel, fractured his elbow in Yemen in December 1997, we 

began a preoccupying and contradictory journey through medical facilities and advice, 

and almost went abroad for surgery. From hearing people's input about possible negative 

consequences, both of being treated inside the country and of not being treated at all, we 

understood the turmoil that can send patients and family members out of the country for 

treatments they might not necessarily need. Our story follows: 

For Fadel, an Iraqi living in Yemen for the past five years, having his Ministry of 
Education teaching contract signed each year had recently become an ordeal. That year, 
1997, was particularly challenging. He had begun teaching English at a girls' high school 
outside of Sanaa, but needed several more signatures and approvals before becoming 
completely official. It was already into December when Fadel approached the Education 
Office one morning. He started up the stairs, only to notice an argument taking place 
between the guard and the agitated crowd gathered outside the door. As the guard yelled 
at the crowd to behave, one man pulled out the dagger he traditionally wore at his waist. 
The guard began to lash out wth his long stick. The crowd fled, pushing Fadel down the 
remaining two meters of stairs onto the cement below. Fadel was taken to Kuwait 
Hospital, where doctors told him nothing major was wrong, his pain was simply from 
falling. I was not at home when Fadel called; I was at al-Thawra Hospital, researching 
other people's family members. 

Because Fadel's pain continued, we went that evening to a nearby private 
hospital. There, his left arm, with its fractured radial head, was put in a cast. We 
became suddenly busy socially in the late afternoons and into the evenings as Iraqi and 
Yemeni friends and acquaintances visited the patient so as not to leave him alone to dwell 
on his troubles. Fadel's students called to make sure he was alright; one sent a poem she 
had written, another Fadel's portrait she had drawn, others sent gifts. 

Six days after the accident, Fadel and I returned to the Iraqi doctor at the private 
hospital with hopes of having the cast removed and our normal everyday lives restored. 
Instead, the doctor said Fadel needed an operation. Removing the complete radial head 
would be the only way to achieve the rotation he had lost with the chip fracture, the 
doctor said. We were very reluctant to have an operation performed in Yemen after 
hearing so many stories of damaging treatments during our summer in Bombay and 
Jordan. Surgeons told us not to wait too long for the surgery as it would affect the joint. 
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We tried to collect as much information as possible before making a treatment 
decision. My parents and a friend consulted orthopedic specialists that they knew in the 
United States and faxed and emailed us the results. We continued to visit doctors in 
Sanaa. Often treatment plans differed from one doctor to another. After Fadel had his 
arm cast with his palm down, another doctor said it should have been cast palm-up. One 
doctor said he should leave the cast on for several more weeks; others said it should have 
been removed long ago. We were told both to have an operation immediately and to wait 
to see what happened on its own. 

When I asked the American embassy doctor for advice, he replied, "Elbows, out," 
meaning elbow surgeries needed to be performed outside the country. He then described 
all the deformities that could take place from incorrect surgeries, some of which we had 
been hearing from others. Ending up with a "drop wrist," a hand that just hung down 
limp from the wrist was the most disturbing for left-handed poet Fadel. 

We continued to visit hospitals and doctors. One afternoon in a hospital waiting 
room, Fadel glanced down at the rubber-banded x-ray rolled up with newspaper that he 
held in his hand. The only part of the newspaper showing on the outside was an obituary. 
Fadel contemplated his fiiture. 

We considered leaving the country for surgery. We had confidence in a 
neuro/plastic surgeon we met in Bombay. He faxed us that the operation would cost 
$2,000 and that we would need a three-week recovery period there. If we were to spend 
that amount of time and money, we preferred to go to Iraq where we could recuperate 
among Fadel's family. 

As we still mulled over whether to travel and how to obt^n the money for the 
trip, Fadel began physical therapy at a private center offering the interesting combination 
of physiotherapy and dentistry. In addition to massage and ultrasound treatment, we 
rented out the center's indoor Jacuzzi jet pool and sauna for an hour to do water exercises 
for Fadel's arm. 

At the end of January, when the physical therapy failed to restore enough 
movement, we agmn considered an operation, but this time in Yemen. We were 
exasperated with the whole decision-making process and kept hearing about probable 
arthritic pain in the future; we wanted simply to act, without deliberation. Twice, we 
almost made a surgery appointment. The first time was with a British orthopedic surgeon 
visiting a private hospital, even though they asked for close to $700, an outlandish 
amount for Yemen's cost of living. Shortly after our consultation, we heard that one of 
the visiting surgeon's patients died in surgery, having reacted negatively to the general 
anesthesia. The second time was to be with an Iraqi surgeon. We then ran into a Yemeni 
acquaintance who told us not to do any operation in the country. He, coincidentally, had 
had an elbow operation at a governmental hospital. They actually did nothing, he said. 
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other than open up his arm, move the nerve over a little, and sew him up with ugly 
stitches, the scar of which he showed us. 

Finally, with greater insight into the impetuses for treatment abroad, Fadel and I 
decided to do nothing but wait. By that time, we had already begun visiting doctors and 
clinics for my pregnancy, another story. 

Fadel and his elbow are basically fine now. While he does not have a full 108 

degree rotation in his left arm, he has enough to perform all life activities. Arthritic pain 

has not set in. For now, not having surgery - in Yemen or elsewhere - seems to have 

been the right decision. 



APPENDIX B. INTERVIEW QUESTIONS FOR MEDICAL TRAVELLERS 

^ 
[Questions for medical travellers receiving treatment abroad] 

[1. How old are you? (How old is the patient?)] 

•iW CJf jit J* 
[2. Where are you from in Yemen?] 

r«« o '̂ 

[3. Where do you reside in Yemen?] 

ltCj^VlOb)jiVf3 

[4. What is your occupation? Any additional income?] 

[5. What is your medical condition?] 

[6. When did it begin?] 

liUiA ^3^? »yd l  09jC 

[7. How did you first know something was wrong?] 

fC^lc 3 ^ i5l S jaJI ̂  Jfc 

[8. Were you treated in Yemen? What kind of treatment did you receive? 
Where?] 

J3J fiW 
[9. Why didn't you stay in Yemen for treatment?] 

?^M*U ja»Jf JJUaS fiUJ 

[10. Why did you prefer to go to Jordan for treatment?] 

fULcJl 3? kAJ^f 3! 3' cS' 
[11. Why didn't you go to any other country, such as Egypt, Iraq, Saudi Arabia, 

India, or Germany?] 

1^1 ^ 
[12. When did you arrive in Amman?] 

?OjdLi i5t ^ 
[13. Which airline did you travel on?] 

[14. Who accompanied you? Why that person?] 
S;JUa 3 fjQswJf ^yli Vjf jjjf ^1 



[15. Where did you go first from the airport? How did you go there?] 

[16. Where have you been treated in Amman?] 

JSyJf 

[17. How did you choose that medical facility?] 

j5! Ojj Jft. 
[18. Did you vist any other medical facility?] 

[19. What medical care have you received here?] 
(iLo 

[20. What remains in your treatment?] 

J] ̂ 3^' > 
[21. Is this your first trip to Jordan?] 

SjaJ? (JA 
[22. Is this your first time to travel outside Yemen?] 

[23. Where have you stayed in Amman?] 

[24. Have you travelled on your own expense or on the expense of any other 
source?] 

SfiUJ ;V 

[25. Prior to travelling to Jordan, did you visit the medical committee in the 
hospital in your area? No; Why not?] 

SjJiijVf ^ j OLa^AMeJf ^j£ OU^IMJT Lo ^_gJf iJja«» JJ 

iOU^jUeJI s>^ CJLa.'> 

[6. Prior to travelling to Jordan, what was the information you had on hospitals 
and doctors in Jordan? How did you learn this information?] 

^ ijsejLoJf Ojj 

[27. Did you visit the medical attache in the Yemeni embassy?] 

flgjJb C'JLasf £b\gL..,&,n Lo 

SfiUJ :V 

[Yes: What assistance did you receive?] 
[No: Why not?] 

Si'OjVf (_g9 OUbUUf 

[28 What do you think of the medical services in Jordan?l 



jjjb 9^31^1  (jis" jjfc Sijyf lAstj 4^iiy ^JUJf OXL ^  

ja«Jf OlSwjj^j J* (^CoJ v_a*S' S4*lc CJLas^ -o^i^ (^' CJLas>- JA ? C^ 

[29. How much has your treatment, travel, and stay cost so far? Did you have an 
idea of how much the treatment costs would be when you were in Yemen? Have 

you received any discount on the cost? How did you obtain the discount? How 
have you been able to cover the costs for the travel, treatment, and stay?] 

[30. What has the impact of your treatment abroad been on your family and your 
work?] 

S^l^l ̂  ^W( ifjSLJ IJa 

[31. Have any of your other family members gone abroad for treatment?] 
[Yes: To where? For what medical condition?] 

SkiiJ ^Lai OUjJUo f jA  S(_g.i»yoJl j*c l ya  Uft> ,j6*Lw ,^glc Oijw Jfc 

[32. Have you met any other Yemenis here? Have you given any information or 
advice to them or have they to you?] 

SUiSjiy 49m»J! U 

[33. What advice would you give Yemenis who are coming to Jordan for 
medical treatment?] 



APPENDIX C. SUMMARY OF INTERVIEWEES - BOMBAY (July 1997) 

[25 medical travellers] 

No. Patient (age) Mcdical 
Condition 

Companion Placc of 
Rcsidcncc 

Occupation of 
Patient (p) or 

Companion (c) 

Sourcc of 
PajTiicnt 

Approximate 
Costs at Time 
of Inten'lcw 

Time 
Spent in 
Bombayt 

1 Male (42)» Paralyzed arm 
from stab 
wound 

Friend from 
his area 

Bayda Farmer (p) Own -
Brothers in the 
Gulf 

Over $4,500 24 days 

2 Female (27)* Kidney stone. 
Abscess, Heart 

Brother* Abyan Militarj' (e) 
Own-
Borrowed, 
Sold and 
Pawned land 

Unknown 3 weeks 

3 Male (55) Cancer Sister's son* Amran & 
Saudi 
Arabia 

Working in Gulf (p) Own - From 
working in 
Gulf 

Unknown 2 weeksi 

4 Male* (40) Kidney and 
slipped disk 
follow-up 

Alone Bayda Carpenter (p) Own - From 
Allah 

Only 
beginning 

1 day 

5 Female (28) Infertility Husband* Shabwa Clerk in goW 
hospital (c) 

Own -
Borrowed 

32,700 over 1 
monthi 

6 Female (15)* Incontinence 
from car 
accident 

Brother* and 
Mother* 

Aden GoW employee in 
telecommunications 
(c) 

Own - Sold 
car, Family 
assistance, 
Borrowed 
from work 

$3,000 this 
time (l" time 
$4,000; 2"'' 
time $2,000) 

1 monthi 



7 Female (20)* Epilepsy Father* and 
Mother* 

Shabwa Health - goW 
"storage noter" (e) 

GoM (SSOO); 
Own -
Borrowed 

$800 1 week 

8 Male (11) Eye Father,* 
Mother and 
Brother 

near 
Mukalla 

Driver in Saudi 
Arabia (e) 

Own - From 
income (from 
Saudi Arabia) 

$200 8 days 

9 Female (52)* Cancer Husband* and 
Daughter 

Aden Qovl employee in 
telecommunications 
(c) 

Own - Sold 
two ears and 
gold. 
Borrowed 

$3,000 1 month 

10 Female (55+)* Cancer Son* and 
Daughter 

Lahej Militar)' ofTicer in 
hospital (c) 

Own - Sold 
house and 
women's gold. 
Savings 

$2,000 3 weeks 

11 Female (56)* Told was 
cancer but 
wasn't 

Son Aden Municipal employee 
(0) 

Own - Family 
assistance. 
Charity, 
Daughters sold 
gold 

Over $1,600 1 month 

12 Female (40)* Condition 
following 
removed 
lymph gland 

Husband* Hodaida Carpenter (e)* Govt (S525); 
Own (a little): 
Unspecified 

$600 2 weeks 

13 Male (39)* Bullet injur>' in 
leg 

Brother Shibam Teacher (p) Own -
Assistance 
from friends. 
Borrowed 

$3,000 in 
India ($4,000 
and $3,000 in 
Jordan) 

40 days 

14 Male (16)* Ankle injur>' 
from 
motorcycle 

Paternal uncle Qatn Has shop (p) Own -
Relatives in 
Saudi Arabia 

$1,300 40 days 



15 Male(15'/2)* Blockage in 
brain 

Father* Yafaa Fanner Own -
Assistance 
from uncle in 
Abu Dhabi 
and relatives; 
Operation was 

free in go\1 
hospital 

Unclear 2 months 

16 Male (14) Unclear head 
injur>' 

Father* Bayda Policeman in 
Bahrain (c) 

Own -
Available 
(from work in 
Bahrain) 

Unknown 2 days 

17 Male (35)* Brain 
condition 

Brother* Abyan Laborer (p); 
Agriculturalist (c) 

Go\t ($525); 
Own -
Assistance 
from people in 
village 

$600 [needs 
$2,800 more] 

2 weeks 

18 Female (50)* Breast cancer Husband* Aden Housewife (p); None 
(c) 

Govt ($500); 
Own - Sold 
gold 

$1,100 8 days 

19 Male (16)* Tuberculosis Mother* and 
Grandmother 

Aden Tcacher (c) Own -
Salaries, Sold 
gold 

$500 13 days 

20 Female (36)* Kidney 
infection from 
mcdicine 

Husband and 
Daughter 

Aden Nurse (p); Hospital 
administrator (c) 

Own - Sold 
gold, 
Jam"aiy)'a 

$1,700 8 days 



21 Male(33)» Slipped disc Father* 
(Brother also 
stayed 3 

months) 

outside 
Sanaa 

Fanner (p) (c) Own -
Available from 
qat production 

and from 

previous work 
in Saudi 
Arabia 

$16,000 
(including 
small amount 
for treatment 
in Iraq and 
Syria) 

8 months 

22 Male (55) Paralysis Neighbor* Aden Building supervisor 
(p); "Free" work (c) 

Own -
Charity, 
Pawned half 
his house 

Only 
beginning 

2 weeks 

23 Male (35)* Dislocatcd 
spine from car 
accident 

Brother and 
Acquaintance 

Yafaa General laborer (p) Own -
Relatives 

$2,250 2 weeksi 

24 Male (92) Neurological Son* Seiyun Works in Saudi 
Arabia (e) 

Own - Son in 
Emirates 

Unknown 1 day 

25 Male(50)» Canccr Someone from 
his village 
initially, then 
alone 

Hodaida Buying and selling 

(P) 

Own - Sold 
store 

51,500 40 days 

* Person inter^'ie\ved 
t At time of inter^'ie\v 
± Departure was imminent 

U) 
Ui 
to 



APPENDIX D. SUMMARY OF INTERVIEWEES - JORDAN (August 1997) 

[46 medical travellers] 

No. Patient (ngc) Mcdicnl 
Condition 

Companion Place of 
Rcsidcncc 

Occupation of 
Pnticnt (p) or 

Companion (c) 

Source of 
Pajmcnt 

Approximate 
Costs nt Time 
of Infei-vicw 

Time 
Spent in 
Jordnnt 

1 Male (23) Spinal injur)' Brother* and 
Mother 

Maraw'a 
(Hodaida) 

Butcher (p); 
Carpenter (c) 

Own -
Borrowed; 
Businessmen's 
charity 

Only 
beginning 

On plane, 
Iraq-
bound 

2 Female (65+) Caneer, 
paralysis 

Two 
grandsons* 
and male 
relative 

Taiz Students (c); 
Doctor (c) 

Go\t ($500); 
Own -
Unspecified 

Only 
beginning 

On plane; 
later died 

3 Male (60)* Appendicitis Son,* Wife,* 

Daughter, 

Daughter's 
husband 

Sanaa Butcher (p) Own -
Borrowed 

Over $4,500 1 week 

4 Adult male* Throat eancer Son* Khowlan Farmer (p and c) Govt (S500); 
Own -- Qat 
production 

$5,000 2 months 
in Iraq, 
weeks in 

Jordan 

5 Male (35)» Cancer Cousin Mukayras 
(Bayda) 

Postal worker 

(P) 

Own - Sold car; 
Borrowed from 
maternal uncle 

$11,000 over 2 
months 

6 Male (42)* Oral cancer Alone Bani 
Hashash 

School director 

(P) 

Own - Small 
savings; 
Borrowed 

$7,800 2 months 

7 Male (20)* Nasal-phar 
cancer 

Wife Bani 
Hashash 

Farmer (p) Own - Available 
(Qat production) 

$5,000 over 1 
month 



8 Female (36)* Kidney Brother Rawda At home (p) Govt assistance 
pending; Own -
Borrowed 

Unknown I week 

9 Female (38)* Ulcer and 
check-up 

Husband's 
sister 

Sanaa Housewife (p) Own - Husband 
is prominent 
businessman 

S5,000 1 week 

10 Male (12) Chest 
inrection, 
possibly heart 

Father,* 
Mother, 
Grandfather, 
Uncle's two 
wives and his 
daughter 

Mahbsha 
(Hajja) 

Farmer (c) Own -
Borrowed 

Unknown 2 days 

11 Male (60)* Dislocatcd 
shoulder 

Son,* 
Daughter, 
Daughter's 
husband 

Yafaa & 
Aden 

Retired airport 
employee (p) 

Own - Sons 
working in Saudi 
Arabia 

Unknown 10 days 

12 Male (40)* Bone 
calcification 

Wife, 
Daughter 
(came for 
wife's varicose 
veins) 

Taiz 
govemorate 

Truck mechanic 
(P) 

Own - From 
earnings 

Unknown 1 month 

13 Male (50)* Hip 
replacement 

Alone Riyadh (orig 
Taiz) 

Laborer (e) Own - Works in 
Saudi Arabia 

Unclear 12 days 

14 Male (45)* Cancer Son* Mokha Was driver (p); 
Student (e) 

Employer; 
Yemen 
Petroleum 

Over $3,500 2 weeks 

15 Male (57)* Stomach 

condition 

Son* Zaydiynh 
(Ilodaida) 

Farmer (p); 

Student (c) 

Own - Available 

(unspecified) 
Unknown 20 days 

16 Male (3 1/2) Leukemia Father* and 
Grandmother 

Muhbsha 
aiajja) 

Govt hosp emp 
(c) 

Govt ($400); 
Own -
Borrowed 

$4,000 3 weeks 



17 Female (55) Kidney Husband* and 

Son* 

Sanaa & 

Amran 

Businessman (c) Own -
Available: From 
private business 

S5,000 10 days 

18 Female (55) Breast cancer Husband's son 
from different 
mother 

outside 
Sanaa 

Teacher(c) Own - Sold her 
land and gold; 
Donation of 
$2000 

814,000 
(S9,000 first 
trip, then 
85,000) 

3 1/2 
months, 5 

first time 

19 Male (45) Check-up Three other 
businessmen 
for treatment 

Yarim Businessman (p) Own -
Available: 
Businessman 

81,000-1,200 12 days 

20 Male (45) Back problem 
post-accident 

Three other 
businessmen 
(see #19) 

Yarim & 
village 

Businessman 
and farmer (p) 

Own -
Borrowed 

82,000 12 days 

21 Male (37) Tests for 
ENT/gland 

Male relative* Mukalla Tcacher (p); 
GoW emp (e) 

Own - From 
relatives in Saudi 
Arabia and 

Kuwait 

Only 
beginning 

1 day 

22 Female (35) Throat lump Husband* and 
Other relatives 
for treatment 

Mukalla Works in Saudi 
(c) 

Own - From 
work in Saudi 
Arabia 

Only 
beginning 

1 day 

23 Male (65)* Eye Son Little Aden Retired from 
Aden Refiner)' 
(P) 

Employer -
Aden Refiner)' 

Unknown -
Employer's 
expense 

2 days 

24 Male (31)* Liver Alone Aden Customs oiTice 

(P) 

Employer ($150 

and tickets); 
Own - Collected 
money from 
family, especially 
brother-in-law; 
Sold gold 

S3,500 40 days 



25 Female (59) Heart Son* and 
Daughter 

Little Aden Aden Refm (c) Employer -
Aden Refinery 

Unknown -
Employer's 
expense 

2 weeks 

26 Female (50) Kidney (towel 
forgotten post-
operation) 

Husband,* 
Son* and 
Daughter 

Bani 
Hashash 

Farmer (c) Own - Sold land 83,500 3 days 

27 Male (40)* Lymphoma 
cancer 

Brother Taiz Artist/painter (p) Go\t (tickets); 
Own - Savings; 
Selling things 

S40,000for3 
visits over 4 
years 

5 months; 
later died 

28 Male (65) Heart Son* Hamdan & 
Sanaa 

Former (p) Own - From qat 
production 

S6,000 1 week 

29 Male (40) Dislocated 
vertebrae 

Brother* Sanaa Govt emp (p); 
Min of Edue (e) 

Go\t ($500); 
Own - Certain 
amount available 
(unspecified); 
Borrowed 

S3,000 1 1/2 
months 

30 Male (20) Heart Brother* Sanaa Student (p); 
Anny (c) 

Govt (S700); 
Own - Salary; 
Savings; Money 
set aside for 
wedding 

$8,000 2 weeks 

31 Male (50)* Kidney Son* and 
Brother* 

Bayhan 
(Shabwa) 

Worker (p) Own -
Borrowed 

$10,000 1 month 

32 Female (41)* Heart Husband, Son, 
and Daughter 

Little Aden Nurse (p); Hosp 
employee (e) 

Employer -
Aden Refinery; 
Family 
assistance for 
children's airfare 

Unknown -
Employer's 
expense 

1 week 

33 Female (42)* Breast cancer Husband* Little Aden Teacher (p); 
Engineer (c) 

Employer -
Aden Refinery 

Unknown -
Employer's 
expense 

26 days 



34 Male (52)* Dislocated 
joints, then 
brain problem 
from injection 

Alone Little Aden Driver (p) Employer -
Aden Refinery 

Unknown -
limployer's 
expense 

1 1/2 
months 

35 Female (20) Liver tumor Brother,* 
Mother, 
Father, Uncle 
(males, in 
shins) 

Sanaa University 
instructor (p) 

Own -
Available: Job 
and Commercial 
work 

530,000 4 months 

36 Female (44)* Benign brain 
tumor 

Brother and 
Niece* 

Sanaa and lb Housewife (p); 
Doctor (c-fem) 

Own - Family 
assistance 

$4,500 2 1/2 
weeks 

37 Female (40)* Brain tumor Daughter,* 
Brother and 
Sister 

Sanaa Was nurse (p); 
Student(c) 

Own -
Insurance from 
husband's death; 
Family 
assistance 

Paid $3,500 
deposit 

2 months 

38 Male (45+)* Bullet wounds 
in leg 

Friend* and 
Brother (who 
then returned) 

Benood 
(Dhamar) 

Farmer (p) GoW (Pres' 
Office); Own -
Unspecified 

$7,000 17 days 

39 Female (42) Brain cyst Husband,* 
Son,* 
Daughter 

Sanaa Farmer (c); 
Student (e) 

Own - Some 
available 
(unspecified); 
Relatives in 
America 

Unknown 2 weeks 

40 Mother (52); 
Son (37)* 

Kidney failure; 
Donor 

Husband and 
Daughters 

Sanaa Technical 
engineer (son) 

Own - Patient's 
inheritance from 
her father; 
Husband's 
savings 

Jordan: 
Unknown; 
Germany: 
$50-60,000 

2 1/2 
weeks 

41 Female (50) Tumor behind 
eye 

Husband* and 
Son* 

al-Qatn No work (c) Own -
Borrowed; Sold 
animals 

$1,700 1 week 



42 Male (80) Kidney Daughter and 
Grandson* 

Sanaa Retired from 
army (p); 
Student (o) 

Own - Brotiiers S3,500 1 month 

43 Male (26) Electrical burn Brother* Sanaa Carpenter (p); 

University 
student (e) 

Own -
Borrowed a 
tiiird; Assistance 

Unknown 1 month 

44 Male (11)* Leg cancer Father,* 
Mother and 
Sister 

Bayda Shopowner (c); 
Student(p) 

Own - Earnings 
from clothing 
store; Sold gold; 
Borrowed 

$12,000 7 months 

45 Male (45)* Cancer Nephew* Hajja Businessmen (p 
and c) 

Own -
Available: From 
commercial 
work 

$3,000 10 days 

46 Female (23) Brain cancer Sister* Sanaa and 
Taiz 

Was housewife 
(p); Tcacher (c) 

Treatment 
scholarship from 
Yemen for 
Bashir Hospital; 
Own -
Borrowed 

$11,500 9 months 

* Person inter\'iewed 

t At time of interview 
± Departure was imminent 
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APPENDIX E. TREATMENT ABROAD SURVEY 

[Svirvey on treatment abroad] 
^5  iJiA Jf 2/dl3jt(c! 

OLjtjJjl jS"4-ilc«^ tUlJ^ t(OtJlPcdLl Oiy^^aJl USjfcoUf ^ aljji'jJl J«J 

J t)_^ab jjAJI ^^\j (ilxoj 4^^' 

[First, I would like to thank you for your cooperation in participating in this scientific 
survey which is a main part of my doctoral research from the Um versity of Arizona, the 
United States of America, and which is under the supervision of the Yemen Studies and 

Research Center, and which relates to Yemeni patients who are treated abroad.] 

[Social researcherl Sis-Ui 

[Beth Kangas] c-i 

,^1^1 (J* , pl<^ p 

[3 )" Governorate]- [1) Place of stnrvey] 

(1 /i (T 

[4) Place of residence] [2) Male Female ] 

[5) Monthly income leveLj \iSt5(» 

Y  . . . .  ̂  jS  \  X  .  .  .  .  —  ̂  .  .  .  .  ^  .  .  .  .  —  a  •  .  .  a  .  .  .  ̂  

[more than 20,000] [10,000-20,000] [5000-10,000] [less than 5000 riyals] 

^ ( j  ^ o J - s  ( * l  

[6)- Haveyon evertravelled for treatraentrabrDad?^}-

jlkpl t^J. '(I^ CJbs liS .(Y) j»jJ jji (JlaiVl (_5=^ji lil (1 

oU J*l! 
-

[a) If no, please go to question 7. If yes,'please give the following information:] 
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D jll jJ.1 SjjJiil 5:uJl 

[Companion} [Me^aiwwvdition}- [Hospital]- - [City]-[Year]. 

1 

[b) Why did you not stay in Yemen for treatment?] 

[c) Did you travel on the expense pf:l ^ (o 

(i-lili -bjA.^t 

[another source (specify) ] [your own ] [the government ] 

sJLa oliaJl lil 

[If you traveiied on-your own expense, how were you able to cover the cost?] 

[e) Wereyousatisfied with the treatment vou-received abroad? Yes No - ' ] 

[Why?]?i3li 

"iJ j»j(j js\ Jj>-I 

[7. Has any family member travelled for treatment abroad? Yes No ] 

;^li5l vUaP'i '(•* c-ilS' 

[a) If yes, please give the following information;] 



0 ^ j i . 1  ^ . . J i  ^ 1  s i  -< 

[Companion] [Medical condition] [Hospital] [City] [Year] [Relation] 

L® (J ^SljLxil Jt\ J I''-'̂ ) jl o>î .tf..t..T,...,.i.l La 

[8. What hospitals or clinics do you and your family visit in Yemen? For what medical 
conditions?] 

[Medical condition] [Name of the hospital or clinic] 

^  . . . .  iif* '  

[9. Have you, or any membfer of your family,-needed Ucdtment abroad but could not - , 
travel fortnis treatment?] J 

.[2^ Ityes, please state.th.e.year.l_^i 0 

[b) What was the medical condition?] jil cJ\S' \iL» 
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[c) Why did you/they not travel?] t ^ 

[d) What happened then?]" tiiii ti (>±j  

[Name (optional)] 



APPENDIX F. SURVEY ON INFORMING TERMINALLY ILL PATIENTS 

^ 
[1. male female ] 

I JdUt 
[2. Counby of origin l 

[3. Position/Department ] 

VjJafI 4-jjU,a 5JS9 
{4. Number of years pracfidng metSctne I 

4  ̂i,ii« *xLJf 
15. Country in which received medical training J 

iiSUtXi I .VtH M ,i_y^ ojXi ̂  Oy :, -laVI (f 
[6. a) Case 1; A patient is almost certain to <fie within a short time. Should tiie doctor tell the patient?] 

AaSu y ^ 
[Yes No ttdepends {on: ) 

[b) And if the patient specifically asks?] 

/ 'L5^) V 
[Yes No It depends {on: ) 

fkilloj (Jji 5_^ Xo-VtxJl (? 
[7. a) Cass 2: A patient has a 50% chance of dyit»g within a short time. Should the doctor tell the patient?] 

( *1.5'") AsJto y |qX> 
[Yes No It depends {on: ) 

jjL» (o 
[b) And if the patient spedftcaSy aste.?} 

( V fdo 
[Yes No It depends {on; ) 

£8. In Case 1 (almost certain to cfie), should ttie doctor tell the fami)/ but not ttie patient?} 

( •^)  ̂ r>» 
[Yes No It depends {on; ) 

[9. In Case 2 {50% chance of dying), should the doctor tel! the family but f»ot the patient?} 

( .va;*> V ps> 
[Yes No It depends {on: ) 
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?4x3jic ^JsJJeJ1 jisiisuxsy iSLtb ^ (v 
[10. Are there circumstances which would make you more, or less, incfined to inform a patiertf or the femily?] 

(  ̂

[No Yes {Specify: ;_J3 

^ CJUiUo o1iJic p/" (1 < 

[It. How-many&nes irt the past year have-yott-managecha'pafient-similar-to-Case-1 (almost certain^to die)?} 

jiSls }' ^—6 o Jil jd-^V" 
[Never Fewer than 5 5-9 10 or more 1 

•( 5JWI 4^U}15JLJ1 iJiaijtJf ^ Ig CJLsbu ofJAJI iJu: ^ (IT 
[12. How many times in the past year have you managed a patient smilar to Case 2 {50% chance of dyî )?] 

jiSTsl* \-o o,>6j9» 
[Never Fewer than 5 5-9 10 or more ] 

^ imH t jajyail la ^ T 
[13. What are the main reasons for not informing the patent about his/her case?} 

/ • 

—U.a:»iCj! — (It 
(14. What do you, personally, say to the patlent?J 

?jisjs.",AJSSaJ4j^^jJ1U {>,ft 
[15. What do you say to the family?] 

[16. Who in the family do you prefer to tell? Why?] 

Sf jUJ jlj't ^U» o?jS? , UM • U> . (> V 
[17. Are most famSy members also inclined not to tell the pafient? Do some of them vrant to tell the patient? Why?] 

f, iuje}1 ,y: C>Uy«a?t paSi^j ty aKSu , t ' g o A  U  ( I X  
[18. What effect does it have on family members for them to hide the infomiation from the patient?] 
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CJj ij'^ *^5^ O' Cj53 5J? 4<JJ lAaZw ijgs (|_^j«J!i}jt>i>j (»»>£ ^;y« pi^y^ 
[19. Despite your not informing the patient, <&» you ttunk the patient actuaSy has an idea that he or she is likety to (fie witWn a 

short time?] 

JjU^yi oAft (jajjjjf kjyu lysis' (r • 
[20. How does the patient finally learn this news?] 

^jjaw JiloJ c4:jutc aljil qaj 43{*»' (,^53 ̂  ' 

{21. If-ene reaeon-not-to-teR-  ̂pa&ent«so-that-he-oF-she can-live-eut-the restof-hisA«eF4ife-ln-cofflfeit-among-loved dnes, 
why do you think some family members prefer to send the patient abroad for treatment (often only with one or two 

ccmpaniorss)?] 

^Jsly)3] O' eJW! C.«6> ^IWJ JJJ Ijj ls^ ̂ alaXcf ^_g» ^ U (Tt 

4j| (A1 (jcux^dl f^gLc ASyJSai^ 4sS[^ ^ 
[22. What effect do you think it has on a Yemeni patient if he/she goes to a foreign country for treatment where the practice 

is to tell the patient about his/her case and he/she learns the diagnosis and prognosis?] 

CjaoS (Tr 

^ tJxiJI Sjij ̂  iOjJaicS} <^ja3\ OybcJI ^y:JL^V1 SJls- J*i ^ (JjHI ^ U 

- [23. For non-Yemenis only: 
What are differences between Yemenis' reactions to receiving news of serious medical cases and reactions in your 

country?] 
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APPENDIX G. QUESTIONS FOR RELIGIOUS SCHOLARS 

jif ^i>S (iiu^JS 15.1:7 | > 

1. Aecofding to sharv a, feow should the family cate for an ill femily memberTL. 

a) Please give your opinion on the following; 
Jt~c 0^3 ij^ ̂Uao IgiV *1^33 ^ (I 

.Jtiiitj 2'Kj] 4>» **5' '^3WI OlSai JJ »*ijJ V IgMjoZ^ ipttiSLo 
Case 1: A person divorces his wife because she is inflicted with kidney 

failure and needs regular dialysis for the rest of her life. The husband does not want to 
bear the costs of the treatment, or the bother and work involved. 

\1531 Js-c ^Ixsw Oi^' *^^3 <J^ iijl<aa 455? C.Ji' Ij? ijT XJa? 

>iiJo QS U pi JbjJ V oijtJIj .4jt^ iLl» _^a^i j*5 U 3A4 »pJEt7*o ,J5Ci{ 

Case 2: A woman asks for a divorce from her husband because he is 
mflictftd wtfh Iddney faitnre and need<; rf>OTttar Hiaty<;k fnrTht* rpL<^ of hi«; h'fr The wffg 
does-laot want to be^Ube bother involved. -

"C>3 ; ̂  jtjaSjVt iJJji ̂  0^3 o®SJLM irT-aaasi ^ 

.eiaiJI ^ ilUA ojaSC! 

Cas.e.3L A4iersQ]idlvarces his wife because she is inflicted with cancer. 
The- husband does not want to bear the costs of the treatment, especially when there is no ,^ 
hope of a-cure. 

XaTj j  i";rtg»-c>U,jJti ttfitCcG J3tt CsLaa. t€ 

. jiUaJt 'V  ̂4} V 0  ̂C«j  ̂O' *^3 

Case 4: A patient is paralj'zed from the waist down. The wfe asks the 
doctor if she and her husband can continue their married life. When she leams there is 
no hope for movement, she asks for a divorce. 

?g>WI iCUff CgotXtt), OUxjrJf i j f t x  U ^ ^ CiF 5wjiXf i_SSM ^ U (T 

2. What-is Ae-shan^peFspective-oft-seekiiig-feeaftRfint abFead,^)aitieuljffly-©a-jfi^— 
saeiifices feafmly-mcmbors- rm^e-to-provide this-care? - - -

. ^ f lASSjLJ^^^ 3 ^ ( > o ^ ^ L l s V f Qlf 5^J=a 

Case 1: Doctors in Yemen have said that there is no cure for the condition and no 

tSiSy "W-j' 03^ >A5 AJLOC t>oJ' otf" :T 4<^ 
" * •> 

-Jlif 
Case 2: Doctors in Yemen and abroad say that a patient's brain operation could 

result in success, or could result in blindness or paralysis. 
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oliu iIUte3 JojiS ts'l J*^' iy> Oi'^3 • Vs9 (T" 
0 0 

tZsLSjX^ .UcU3fc^j»I»,_jcajAJf -^jSUJVTiJSj oLseff 3ji^ 5Jbo 

-l^tBJt";tt^gag i4»t^-c^i^Mg-s^ji:ayB3f1>Ate oUxS AxgiU-jJaa-A^-j-^Qo 

3. Case: A family sells land and borrows much money to send ian ailing femily member " 
abroad for medical treatment. There, he falls into a deep coma and is kept alive only by 
a respirator. He is considered brain dead. According to shari'a, what is the family's 
responsibility to this patient, his treatment, his life, and their own financial situation? , 

(v 
4.-\ 

buned-abroad?^-

Cij joJ f  ( i  

— b)..h.eipg 

SygjaJt iwtta MSTITI ol^a 451^ 

$ 1 ^ i ^ J U  iSSSjS'j 

5. A patient has a terminal illness and is likely to die within a short time. According to 
shari'a, should the doctor tell the patient himself his diagnosis and the prognosis? 

I 
) 

6. According to shari' a, how should a person prepare for his death? 
."4fl jJI 4>j3" g-JtnrfW (' 

a) Please explain "tabri'a al-dhimma". 

f-itij otiSwiT ,»6i<OjA Oj  ̂ ^(xlf ta«$» (Y 

7. According to-sfeari-'ayhow-sbould-the-family-pfe^re-themselves-fopthe-death of a 
terminaHy-iH patient-?- And hew sh&ald- fe^prcparc the patiCT^t?- - - . 

fSU?cJf (O (o (f '.fja U ('iMjiJJ taJ? (A 

8. According to shari'a, what is the meaning or purpose of; a) death; b) dying; c) life? 

fjLaX^U jagJI f^eS ^UC^f U (1 
97 What are-the-sbaFt-a- laws-gevei=nin§-inhefitffliee? 

a) What exceptions are allowed? 
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3jj^( oJA 03^^ '*^3 i^J 4jl53Lejo ̂  Usw 

b) Case: A favored co-wife learns that her husband is stricken with an incurable 
medical condition. She tries to convince him to sell his property to their son so that it 
would not be included in the divided inheritance. 

^sa J\in JUfiVJ fyt itajSSl\Jiyi U ()' 

10. What is the shari'a perspective on providing charity, for example on businessmen's 
responsibility to the poor? 

^ 3? ;53ta} JorfOsJ? {11 
IL Where caul 0btaiiLS0urc.es. on fetawa or laws oamedicine and health? 
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APPENDIX H. LEARNING TO ASK QUESTIONS THE RIGHT WAY; 
SURVEYING RELIGIOUS SCHOLARS IN SANAA, YEMEN 

The whole questioning process with religious scholars was educational. After 

pursuing interviews in hospitals, hotels, and governmental institutions, I enjoyed entering 

a domain where questions were completely natural and suitable. The proper procedures 

did not come easily to me, however. For instance, initially, I voiced my concern to the 

Ministry of Justice librarian about bothering the mufti or a qadi [judge] at a court with my 

questions. I later realized that giving judgments on situations that people faced in Ufe 

was much of what they did; people were constantly consulting them about a fiill range of 

issues, and my questions would be part of that flow. 

During my first "interview" with the head of the appeals court, I suggested that he 

could answer my questions at home at his leisure; he replied that he would respond 

immediately. The qadi then read my issues and pronounced his judgments directly to his 

scribe's pen. There was never an "umm," never a restart, never a "let me see..." At 

first, I regretted not bringing a tape recorder to facilitate the recording process; then I 

understood that the qadi ordinarily uttered his legal opinion onto paper. I found myself 

looking at the words forming under the scribe's hand rather than at the qadi's face, as I 

usually would when someone was speaking. It was a conversation between my paper and 

his. Only occasionally would the qadi look directly at me, to explain rather than 

proclaim. After the qadi finished, they opened his door and a crowd burst in: "Qadi, 

could you sign this paper?" "Qadi, could you give your judgment on this?" My own 

requests had taken a disproportionate amoimt of time away fi^om a very busy man. 
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On another occasion, I blundered through an "interview." I called a shaykh [here, 

learned scholar] at home that many people had been recommending. Hoping only to 

arrange an appointment to meet, I was surprised when he asked for a question and then 

started responding. We continued through a few more questions. I asked what a family 

should do if they had a brain-dead patient abroad on a life-support system and no money 

to cover the growing expenses. He responded. I pressed, further complicating the 

scenario. He responded. I further complicated the scenario, and again. The line went 

dead. I called back. The phone rang several times before a woman answered. She went 

to check on the shaykh. I could hear him in the background, complaining about my tiring 

questions. The woman returned and told me that someone had come over and the shaykh 

had left with him. I asked if there was a better way to reach him. She suggested that I 

leave the questions at the mosque during the noon prayer. 

Fadel went to the mosque the next day. After the prayer, men gathered around the 

shaykh with their questions written on a piece of paper and space underneath for his 

response. Fadel was impressed with the shaykh's humorous style in dealing with people. 

The humor stopped when Fadel passed him my envelope of questions and told him that 

his wife had telephoned yesterday. The shaykh replied, "That was your wife?," and 

threw the envelope back. Fadel tried to explain that I had only been calling for an 

appointment, but since the shaykh had asked me for the questions, I felt obliged to begin. 

The shaykh complained about me bothering him with complicated questions that I then 

complicated ftuther. During their discussion, Fadel heard in the background one of the 

crowd asking about him, "What does he want? He wants to get married?" 
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Through the whole regretful experience with the shaykh, I learned that in these 

questioning sessions or audiences, one should ask one clear concrete real life question, 

receive the fatwa [legal opinion], and be done. This was not a forum for the abstract, the 

nuances, the philosophical parameters. The shaykh was available jfrom four to six each 

afternoon by telephone to receive calls and render judgments and in person at a certain 

mosque after prayer times. These audiences and judgments were meant to help people 

proceed through life's conflicts and quandaries, not to create some for the judge himself! 

Figure H.l. Example of Response from the Deputy Mufti 

As a final example of incomprehension, an official at the Supreme Court 

determined that my ethical issues had little to do with shari'a [Islamic law] and would be 

more successfully posed to physicians, or at the Ministry of Public Health. In addition, 

he recommended that I make a questionnaire to ask people at the Ministry of Public 

Health to see if they had been abroad and for which conditions, something I had done 

over eight months prior. He also suggested that I speak with the medical committee at al-
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Thawra Hospital since they would have much information on treatment abroad; I had 

begun attending their meetings nine months before initiating the religious scholars 

survey. I could miderstand this man's reaction if he thought that I had newly arrived in 

the country to examine Yemenis' use of medical services abroad, and went immediately 

to the Supreme Court; in that situation, I, too, would have tried to direct myself to more 

useful venues. 
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APPENDIX I. ENGLISH TRANSLATION AND ANALYSIS 
OF 1952 PETITION TO IMAM AHMAD 

PETITION 

2 She complains that she is poor, weak, and 
sick. She wants the order to enter the 
hospital to be treated. 

3 In the Name of Allah the Most Compassionate and Mercifiil 
SEAL of SEAL 
Imam Ahmad 

To Brother Said al-Islam [Sword of Islam] Hasan, May Allah 
protect him, ordered to check the complaint and treat her for 
free after verifying her poverty. 

8 In the Name of Allah 
To the director. It is fine to treat her 
for free and if she has to stay, her 
food should be free. 

7 In the Name of Allah 
By the grace of His Highness Saif al-Islam, 
May Allah support them, is the referral of 
the poor one to the hospital and, due to 
the weakness of the man's condition, husband 
of the petitioner, and the weakness of the 
woman's condition, to treat her for free. 
[date and name unclear] 

9 [approximate translation] 
To the doctor. Please 
do as necessary. 

10 Admit her to 
the hospital. 

C. Fayein 

6 His Highness, Most erudite, al-Hujja [Competent authority], Zain al-abidin [Best of worshippers], Saif 
al-Islam, al-Hasan, Commander of the faithfiil. May Almighty Allah support them. May Allah bless your time for 
us. For the sake of Muhammad and his relatives. May Allah protect His Highness, the Commander of the faithful. 

As is obvious to you, I was in the hospital with a most serious illness. The situation. Your Highness, is that 
the illness is still with me, I am still sick. I presented my papers to the noble presence, and they referred the 
matter to you. I am poor and destitute. I have nothing. I beg for mercy from Allah and from you to give 
the order to the hospital. May Allah bless you and protect you [unclear] 

Petitioner the poor, ill, and free-bom Sada, daughter of Yahya Safari, inhabitant of the city of Yarim. 

4 [five additional witnesses] 
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The mentioned is poor. She 
doesnt own anything. The grace 
His Highness - Saif al-Islam, al-
Hasan, Son of the Commander of The mentioned presenter is 
the FaithfiU, May Allah protect poor. The consideration is 
them - is comprehensive. up to who considers it 
Written Rabi'a al-awal 1371 Muhammad Rid'a 71 
Abdulla Muhammad 

Mawlana, Son of the 
Commander of the 
faithful, I swear to 
Allah that she is poor. 
She has nothing but 
Allah, and she is very 
ill. Your consideration 
is the best consideration. 
Abdulla Hasan al Hashadi 

5 To be presented to His Highness 
al-Hujja [Competent authority], 
Saif al-Islam al-Hasan, May Allah 
protect them, who are the most 
merciful. The mentioned verifications 
are sufficient. In the Name of Allah the Most Compassionate and Merciful 
25 Rabi'a 71 The mentioned. Your Highness, is among the poorest 

My complaints to Allah and to His Majesty, protector of the weak and poor. His Highness, Commander 
of the Faithful, Protector of the religion of Allah, Lord of human beings, Ahmad, son of the commander of 
the faithful. May Allah grant them victory and protect them, for the sake of Muhammad and his relatives, it is 
clear to your noble mind, O commander of the faithful, that I am poor and miserable and I have had an illness for 
two years and some. I am severely ill. I cannot stand up from the place that I am in except with two people who 
ift me up and sit me down. I have nothing, I am poor and miserable. My request is to go to Taiz to the hospital. 
I have nothing; Tm poor, there is nothing in my hand. I raise my complaint to Allah and to His Royal Highness 
and to whom it may concern. You are the refuge of the weak and have the order in what you judge, while I am 
poor and I have no money for my admittance to the hospital. You see by the light of Allah - oh rescuers by Allah 
and by you - may Allah bless you and grant you salvation. 

Complainant, your miserable, poor, and free-bom servant, Sadah, daughter of al-Sufari, from the city 
ofYarim. Safarl371. [1952] 

of people. Have compassion for her weakness and 
rescue her and may Allah rescue you. You are the 
responsible ones for such things. Greetings. 

Hussain Ahmad 

1 the Name of Allah the Most Compassionate and Merciful 
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ANALYSIS 

The petition contains the physical and linguistic abasement common in appeals to 

the Imam. The petitioner begins her request at the bottom of the page [1], scriptually 

lowering herself to those with more authority than she has to judge her predicament. The 

request for medical care begins with exaltations to the Imam and Allah, which reconfirms 

the petitioner's own lowly status. As an asymmetric balance to these multiple and varied 

glorifications to the Imam, the petitioner says of her own condition - simply and 

repeatedly - that she is poor, ill, and without anything. Throughout the written request, 

the patient humbly refers to herself as ""'faqira haqira" ["miserably poor," occasionally 

reversed to be "poorly miserable"]. In this phrase, we have two characteristics of Arabic 

rhetoric, saf [rhymed prose], which uses similarities in sound, and farozfo/" [synonymity], 

which uses similarities in meaning. As we will see, this phrase reflects the scribe's own 

writing style. To attain a more symmetric balance in a larger cosmological context, the 

supplicant uses repeated du'a' [invocations of Allah, here for the prosperity of the Imam] 

to remind the Imam that Allah is greater than both of His servants (both the Imam and the 

petitioner) and is responsible for the Imam's greatness; the Imam should therefore take 

pity on his fellow human being. The petitioner ends her request with a reiteration of her 

humble status and then a neutral specification of her name, her grandfather's name, and her 

origin. The petitioner's name may well be the only words that she herself presented; we do 

not know the extent to which the rest of the phrases are standard expressions taken fi-om 

the scribe's repertoire. 
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Preceding Imam Ahmad's decision at the top of the document is a summary of the 

issue [2], probably written by an attendant for the busy Imam. In the Imam's reply [3], 

written under his seal following the basmala [the expression "In the Name of Allah the 

Most Compassionate and Merciful" with which Muslims begin all activities], the matter is 

referred to the Imam's brother, Saif al-Islam [Sword of Islam, standard title for the 

princes] Hassan, once the patient has obtained testimonies to her abject condition. The 

testimonies of nine witnesses follow, attesting to her illness and/or her poverty [4]. The 

verifications were then found to be suflBcient [5], and the matter is referred to Saif al-Islam 

Hassan. Proceeding onwards and literally upwards, the petitioner then wrote another 

request, this one to Saif al-Islam Hassan [6]. This part of the petition was most likely 

written by a different scribe, one who opted for "poor and destitute [matrdba]" rather 

than the more lyrical faqira wa haqira. We then have the decision [7] that the woman be 

admitted to the hospital and treated for fi-ee, learning for the first time of her husband's 

weak financial condition as well. The decision is then referred to director of the hospital 

[8], who refers the matter to Dr. Claudie Fayein, the French doctor working in the hospital 

[9]. Fayein writes in French that the patient be admitted into the hospital [10], 
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