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EXECUTIVE SUMMARY
The authors conducted the first survey of Muslim community-based health organizations (MCBHOs) in the United States. They assembled a comprehensive directory of
Muslim-initiated or inspired organizations that provide direct medical, dental, and/or
mental health services without charge or for a nominal fee. The survey results provide a
composite profile of 691 health care organizations.

Although this report represents a study of 69 clinics, There are, in fact, greater than this number (at
least 72) of confirmed US MCBHOs at the time of publication: after completion of the study, we learned
about one clinic opened several months after the end of the study (the Cleveland Ibn Sina Clinic in Ohio,
opened in March 2019), and two others that we missed in our sampling: the Universal Crescent Clinic
in Sarasota, Florida (est. 2016) and the Free Medical Clinic at Martin University operated by the Hoosier
Crescent Foundation in Indianapolis, Indiana (opened in 2018).
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Some highlights:
MCBHO numbers grew at a fairly steady rate of one clinic established per year
between 1995-2005; then an average rate of 3 per year between 2006-2018.
The accelerated growth over the past decade has continued, despite the implementation of the Affordable Care Act and overall greater numbers of insured
Americans.
These organizations are located in at least 22 states, with over 50% in the South
and 25% in the Midwest.
The majority are small, volunteer clinics open for a few hours on weekends, with
an average of 14 weekly opening hours, but with a wide range between 3 hours
per month and 60 hours per week.
They are governed by boards of directors, whose compositions tend towards
half health professionals (56.9% on average), most often physicians; Muslims
(80% on average) and male (about 72% of directors on average).
They engage volunteer health professionals for approximately 51,000 hours
annually; medical students contribute approximately 12,000 hours; and community volunteers, 22,000 hours annually. 63% of these volunteers are female; and
almost half (49%) are non-Muslims.
These clinics serve from 50 to 10,080 patients per year; he estimated value of
these services could be between $10 million and $21 million per year.
Most provide adult primary care, chronic disease management, preventive care,
and health education. At least one third provide mental or behavioral health care
as well. Most also participate in community health fairs.
Most MCBHOs rely on individual private donations and fundraisers to support
their work. Many clinics, however, have funding streams that include Muslim
foundations, other faith-based charities, and local foundations;about half receive
some funds from state and local governments.
In addition to funding sources, MCBHOs often have special arrangements with
universities, medical schools (for volunteers); with laboratory and testing facilities, and hospitals to provide discounted services for their patients.
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Muslim community-based health organizations are an integral and growing part of the
health safety net for the most vulnerable people in the United States. They are mobilizing Muslims and their neighbors to provide charitable health care for those who lack
adequate insurance or confront other access barriers.
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BACKGROUND
Free clinics in the US began as “outlaw” medical operations in the 1960s, providing
services to urban, underserved youth and marginally housed populations. The socalled health “safety-net” system now includes a variety of public hospitals, clinics,
community health centers, and other organizations that are committed to providing
care for all people, regardless of their ability to pay for services (Nguyen, Makam, and
Halm 2016). Free clinics continue to play an important role in providing health care to
the most vulnerable people in American society, including those who are nonelderly but
uninsured or underinsured, low-income minorities, and immigrants. According to free
clinics expert Julie Darnell, who has conducted the most extensive study of such clinics in the US to date, their heterogeneity in terms of “organizational structures, operations, scopes of services, and compositions of staff” means that their capacity to meet
basic health care needs is also highly variable. As they rely on volunteer health professions and private donations, free clinics often struggle to optimize their reach (Darnell
2010). The current study seeks to place a particular subset of these free clinics, Muslim
community-based health organizations, within the context of this broader movement of
care.
A decade ago, sociologist Wendy Cadge (Brandeis University) and medical anthropologist Lance Laird (Boston University) worked with the American Muslim Health Professionals (AMHP) and Institute for Social Policy and Understanding (ISPU) to produce
the first study of Muslim community-based health organizations (MCBHOs) in the US.
In their research report, they focused on ten prominent MCBHOs in four large urban
areas, and argued that these organizations represented a new wave of American Muslim institution building outside of mosques, Islamic community centers, and national
networks (Laird and Cadge 2008). hey argued (Laird and Cadge 2009), that MCBHO
founders “present themselves (or perhaps perform their selves) as fulfilling a religious
obligation, purifying their motives for professional care provision, and representing
Islam and the broader Muslim community in a public square where the stigmatization
of Islam has taken a personal and a communal toll.” In a subsequent article (Laird and
Cadge 2010), they framed the phenomenon of MCBHOs as a movement by mostly first
and second-generation immigrant healthcare workers and other professionals toward
integration with broader American forms of faith-based service organizations.
Since this time, even with the passage of the Patient Protection and Affordable Care
Act (2010), many other local and national Muslim communities have started or expanded clinics and health service programs to serve the approximately 20 million US
residents who remain uninsured or underinsured (VanderWielen and Ozcan 2015).
This growth in free or low-cost healthcare provision is not exclusive to Muslims, as the
broader membership of the National Association of Free and Charitable Clinics (NAFC)
has also expanded over this period (Weiss 2006; Darnell 2010).These Muslim organiza-
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BACKGROUND
tions are characterized by a diversity of size, scope, operational model, and geographic location, and have not co-organized themselves under any joint national or regional
network.
In this report, we take the first step to document the extent and impact of these new
developments with an updated research study. This investigation was initiated after the
authors were connected with the creators of a new documentary illustrating the story
of one specific MCBHO - the MASS Free Clinic in Jacksonville, Florida. The filmmakers
were interested in using this story as an entry point into and a compelling example of
the larger phenomenon of US-based MCBHOs, and they supported the work to create
this report to expand the knowledge base on this phenomenon.
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METHODS
No aggregated data have been compiled in recent years on Muslim charitable community-based health organizations in the US, and so, as a first step in our study, we
attempted to create a master directory of all such current institutions. We compiled an
initial list of Muslim clinics, health-related or health-centered nonprofits, and Muslim
health professional organizations based on prior acquaintance and knowledge (Laird
and Cadge 2008) as well as a general Google search using various combinations of
terms, including: Muslim, Islam, free, clinic, healthcare, USA. We then contacted each
of these organizations via a Google Form-based survey to verify their current address,
the best ways to contact them, and if they could refer us to any other MCBHOs of
which they were aware. As we became aware that (a) many of these clinics don’t have
their own webpages (often being embedded within mosques or Islamic centers), and
(b) that the official names of these entities might not explicitly indicate their MCBHO
identity and therefore might not have turned up in our initial online search, we realized
that we needed to do a more in-depth search to ensure our directory was comprehensive. Our next step was to conduct targeted online searches for MCBHOs in each of
the 50 states and Puerto Rico, including looking through mosque and Muslim association webpages as well as state and national free clinic association pages.
In our efforts to be comprehensive, we also searched specifically for charitable healthcare work conducted by non-Sunni (majoritarian) communities that identify with Islam,
including the many Shi’a communities (including subsearches for Nizari Ismailis and the
Musta’li Bohra community), the Ibadiyya, Sufi orders, the Ahmadiyya and the Nation
of Islam. We also reached out to our network for leads. This expanded our list to 110
confirmed and potential MCBHOs, though it was unclear if some of these organizations
were currently operating. If we were unable to at least access a working voicemail message, we ultimately excluded the organization from our final list of verified clinics, even
if they had an old webpage or there was mention of them in a news article or on other
webpages.
We then initiated a detailed online survey, developed in consultation with the filmmakers and some of the film’s investors, and distributed it using Qualtrics survey software.
We sampled annual reports to generate further questions about board characteristics,
staffing, funding sources, partnerships, and detailed patient demographics. The final
survey contained 34 questions (see Appendix). If we did not receive a survey from an
organization by the end of our data gathering period, we relied on publicly available
records and any data from the clinic’s webpage to obtain statistics. Whenever possible,
we retrieved copies of any available annual reports (or IRS Form 990 for incorporated
non-profits that are not “churches”--the latter are not required to file) to supplement
any data generated from the survey process.
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Because the list of organizations was lengthy and follow-up to ensure survey completion was anticipated to be time-intensive, the researchers partnered with volunteers at
the Muslim American Social Services (MASS) clinic in Jacksonville, Florida to assist in
communication with clinics. For each organization for which we were able to obtain an
email address, we sent a standard survey invitation email introducing the researchers
and the study. We then followed up by email and/or phone within 1-2 weeks if we did
not hear back or receive a survey from the organization. For those organizations for
which we had only a phone number, we tried to reach a contact person to have an introductory conversation with, and email the survey to or to complete it over the phone
with if necessary. We also had to follow-up with several clinics (about a third of all
respondents) who did start surveys but failed to complete them, and often this required
not one but multiple follow-up emails and/or phone calls.
No organization explicitly refused study participation, although we ended up having to
conduct verbal survey interviews over the phone or rely on email exchanges for data
with regards to 8 of the clinics. Of the 110 organizations that we contacted at least
once, we received a total of 40 partially-filled or complete surveys (survey response
rate: 36.4%). Removing duplicates and following up to fill gaps in incomplete surveys
resulted in information from a total of 36 organizations (32.7% of all contacted organizations).
We then refined our inclusion criteria for MCBHOs that operated to any extent as “free
clinics” on the basis of the benchmarks used by Darnell (2010):
(1) Being a private, nonprofit organization or program component of a nonprofit;
(2) providing medical, dental, or mental health services and/or medications
directly to patients; (3) serving mostly (50%+) uninsured patients; (4) charging no
fees or nominal fees of not more than [$50]; (5) not billing patients, denying
services, or rescheduling appointments if the patient could not pay the requested fee/donation; and (6) not being recognized as a FQHC (federally qualified
health center) or Title X family planning clinic. Clinics that received reimbursement from any third party and clinics that used salaried staff were included if the
other criteria were met.
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ANALYSIS
In addition, we defined a clinic as “Muslim” if its public presentation (online, in name,
mission statement, media) included indications of being founded by, staffed by, or
inspired by Muslim individuals, Islam or a Muslim organization (e.g., mosque, Islamic
center, , the Islamic Circle of North America, the Islamic Society of North America). A
handful of Muslim clinics have now achieved FQHC or FQHC-look-alike status (e.g.,
UMMA in Los Angeles, IMAN in Chicago, and Ibn Sina in Houston); some organizations
were networks (e.g., CCN America in Chicago, Institute for Muslim Mental Health); and
others provided health education, social services, or domestic violence shelter services
(e.g., Saheli Boston, HEART Women & Girls). After excluding these, based on available
information from our web search, annual reports, federal Form 990 filings, and completed surveys, we narrowed our sample to 69 Muslim free clinics or clinic-like organizations in 22 states across the United States. We had survey or interview data from 35
(51.5%) of these. For the one clinic that had multiple sites, we counted each site as a
separate clinic.
Owing to the wide range of clinic size (staff, volunteers, clientele), with a couple of very
large outliers and an abundance of small organizations, we have often reported the median value from our survey as a more accurate reflection of the data than the average
or mean value.
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ANALYSIS
We attempted to gather as much data as possible for all organizations in the final shortlist, even if (as was often the case) we could only find a handful of facts online and/or in
media publications about the clinics. Even receiving a survey or direct communication
were not guarantees of data completeness. Most submitted surveys and interviews, in
fact, did not address every single question raised in the survey questionnaire; for most
of the questions on the survey, data are incomplete for most of the clinics that submitted surveys! We have therefore analyzed the data for each clinic characteristic and
reported the number of clinics represented in the particular analysis (n). For example, in
the following chart, we can demonstrate that, of those institutions for which we could
verify a founding date (n=51 of 69), there was a fairly steady rate of one clinic established per year between 1995-2005; then an average rate of 3 per year between 20062018, with a peak of 5 in 2016 and a trough of 0 in 2015. The accelerated growth over
the past decade has continued, despite the implementation of the Affordable Care Act
and overall greater numbers of insured Americans.
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A
Geographic Distribution
The 22 states in which the 69 clinics included in the study are located are situated
across each of the four US Census Bureau-defined regions of the country. A little over
half (52.2%) of clinics were located in the South, consonant with the trend among free
clinics in general (Gertz et al. 2011) followed by about a quarter (23.2%) in the Midwest,
13% in the West, and 8.7% in the Northeast. The South Atlantic division of the South
was the sub-region with the largest number of clinics (20, or 29% of the total), while
sub-regions and locales like Alaska, Hawaii, and New England had none. Two of our
sites were mobile clinics associated with ICNA Relief that travel across different regions. Within the Midwest, clinics were much more prevalent in the East North Central
states (Illinois, Indiana, Michigan, Ohio, Wisconsin) than in their Western counterparts
(the Dakotas, Iowa, Kansas, Minnesota, Missouri, Nebraska), where all 4 clinics in that
region were localized to the single state of Missouri. Along with the West North Central
states, the Mountain West was the one other region in the country where we found only
one state with an MCBHO (Utah)2. Within the Southern states, there was a skewing of
clinics in the South Atlantic states (the Carolinas, Delaware, Florida, Georgia, Maryland,
Virginia, the District of Columbia and West Virginia), which contained over half (55.6%)
of the clinics in the South. The top states with the largest number of clinics (in descending order) were: Texas (10), Florida (8), Illinois (7), California (6), and Missouri and
Georgia (4 each).
We note here that, for this phase of the study, we were unable to obtain data to more
precisely locate the clinics within their particular municipal context and neighborhoods
and explore their relationships to surrounding communities and other institutions within
their localized geographies.

Of note, there were, however, at least two non-verified clinics that were not part of our final list of 69
MCBHOs located in the West (one in Arizona, one in Nevada).
2
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NUMBER OF CLINICS/SITES
TOTAL
ICNA Relief Mobile Van

69 (100%)
2 (various regions; 2.9%)

Region 1: NORTHEAST
Division 1: New England
Division 2: Mid-Atlantic
New Jersey
New York
Pennsylvania

6 (8.7%)
0
6
3
1
2

Region 2: MIDWEST
Division 3: East North Central
Illinois
Michigan
Ohio
Wisconsin
Division 4: West North Central
Missouri

16 (23.2%)
12
7
2
2
1
4
4

Region 3: SOUTH
Division 5: South Atlantic
Florida
Georgia
Maryland
North Carolina
South Carolina
Virginia
Division 6: East South Central
Alabama
Kentucky
Tennessee
Division 7: West South Central
Oklahoma
Texas

36 (52.2%)
20
8
4
3
3
1
1
5
3
1
1
11
1
10
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ANALYSIS
NUMBER OF CLINICS/SITES
Region 4: WEST
Division 8: Mountain
Utah
Division 9: Pacific
California
Oregon
Washington

9 (13.0%)
1
1
8
6
1
1

Founders
We requested clinics to list their founders, and thirty-eight responded accordingly,
providing up to six names Eight listed national organizations (e.g., ICNA Relief, the
Association of Physicians of Pakistani Descent of North America or APPNA) or a local
Islamic Center or student association. Most of the founders listed were men (38 of 47
names); two clinics listed their sole founder as a woman, while one clinic listed a sole
male founder. Five clinics were founded by a man and a woman, and in three different
cases the founders were a married couple. The majority of founders were physicians,
though several clinics also revealed that their founders included college students
or laypeople at a masjid who were concerned enough about health access that they
spearheaded their own initiatives enlisted local Muslim physicians to open the clinic.
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ANALYSIS
Leadership
Total members on board of directors
(n=38 clinics)

MEAN
9

MEDIAN
8.5

RANGE
4-20

Health professional members on
board of directors
(n=32 clinics)

5

5

1-10

Muslim members of board of directors
(n=35 clinics)

7

7

3-14

Male members of members of
board of directors
(n=36)

6

6

1-17
(25%-100% of
board)

The boards of directors of clinics that responded (n=32-38) have from four members
to as many as twenty, the latter often indicating that the clinic is governed by a larger
human service committee of an Islamic center. The average number is 9 directors. The
compositions of these boards tend towards health professionals (56.9% on average),
most often physicians; and most are Muslims (80% on average) and male (about 72%
of directors on average) ; though the percentage of male board members varies widely
across clinics, from 25% to 100%;.
Staff and Volunteers
Of the 36 MCBHOs who answered the question on paid staffing, only 18 reported having at least a half-time paid staff member, most often an office administrator. One clinic
employed 27 staff, including several administrative staff and allied health professionals
(medical or dental assistants, hygienists); one clinic employed a social worker; another,
a mental health counselor. The average among these organizations was 2 paid staff
persons, and the median level of paid staff was 0.5. Just over half (51%) of these paid
staff are Muslims, and about three-quarters (77%) are female.
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ANALYSIS
Most MCBHOs depend heavily on volunteer labor, especially from health professionals.
The range of weekly volunteer health professional hours among 22 clinics reporting
was 3 to 750 hours! The average among these clinics was 61 hours, though the median
was around 15 hours per week. Of the 20 clinics that reported annual volunteer hours,
the range was obviously much wider, from 96 to 8700 hours. The average for these 20
clinics was 1338 hours, with a median of 741 hours volunteered by health professionals
in the past year. [If we take the median and multiply by the full number (n=69) of clinics,
this would amount to nearly 51,129 health professional people-hours annually.]
Another important source of volunteers for these clinics, however, is medical students.
One clinic reported up to 2500 annual medical student volunteer hours, while the average among the 20 reporting was 758, with a median of 180 hours. While medical student volunteer hours correlate to some extent with proximity of a clinic to an academic
medical center, we estimate that Muslim free clinics may represent over 12,420 medical
student volunteer hours per year.
Additionally, many clinics also depend on community volunteers outside health professions, including high school students and laypeople who help with administrative,
community resource connection, and patient navigation tasks. The non-health professional volunteers at reporting clinics (n=19) represent an annual average of 1900 people-hours, though the median is 320 people-hours per year. While the range is broad,
because of the variation in the size and hours of clinic services, non-health professional
volunteers may thus represent approximately 22,080 hours annually.
Among volunteer staff, the average number per quarter for 24 clinics reporting was 51
volunteers. Of these, an average of 63% of volunteers were female, and 25 (49%) were
Muslim. This proportion of Muslims and non-Muslims in the volunteer labor force parallels those for the paid labor force. This indicates both a heavy reliance on female labor
participation, even as the membership of the boards of directors skews male as shown
above, and, through the high involvement of non-Muslim volunteers (and paid staff) in
the work of these MCBHOs, their typically multicultural and interfaith nature.
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Our survey asked three specific questions about the economic value of services: (1)
value of paid services, (2) value of volunteer services, and (3) overall value of services
in the past year. We did not, however, include a question about actual expenses on our
survey. Allowing for differences in how MCBHOs may calculate and report these values, the following data give some insight into the investment of time and resources that
these organizations represent. Most of these organizations have no paid employees
(though one spends $450,000 for staff salaries and wages). The median value of volunteer services of the 14 clinics (20%) reporting is $82,500. If we multiplied the median
value by 69 clinics, the volunteer labor value would be approximately $5,692,500 annually. The overall value of general services, with a median value of $146,000, would be
a conservative $10,074,000 [if we used the average ($317,357) instead, the estimated
total value would be $21,897,633].
Value of ...(n=)

RANGE

AVERAGE

MEDIAN

Paid services (14)

$0-450K

$50,428

0

Volunteer services (14)

$28K-678K

$176,286

$82,500

General services (19)

$40K-2.39 million

$317,357

$146,000

Clinic Operational Statistics
As primarily volunteer enterprises, Muslim free clinics (n=54) may provide direct services for as little as 45 minutes per week (open 3 hours, once a month) to 60 hours per
week. The average weekly hours for the 54 clinics with available data is 13.8 hours,
with a median of 4.5 hours. This indicates that the majority of these non-profit enterprises are small, weekend morning or afternoon operations, while a few have weekday
hours, and even fewer are full-time clinics.
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Given that some clinics open only once a month, while exceptional ones are open fulltime, the range and number of patients seen is wide. Of the 25 clinics that reported
patient data, the lowest number of patient visits in one year was 32, while one clinic
reported 15,500 patient visits; the lowest number of unique patients in one year was
50, while one clinic reported 10,080 patients3; The median annual number of unique
patient served visits was 300720 across these 25 clinics.. It is unclear if and how many
patients were ever turned away given the time and other constraints under which many
clinics operate.
Clinical Services and Public Health Outreach
SERVICES
Adult primary care
Mental/behavioral health services
Health education
Referrals to social services
Pediatric primary care
Opthalmology/Vision care
Dental care
Insurance application services
OB/GYN services
Physical Medicine and Rehabilitation
Spiritual or religious care/counseling
Other services or specialties (please specify)

# clinics reporting
(n=29, 42%)
23
23
19
17
10
9
7
7
6
5
5
16 (see below)

Noteworthy in these data is that mental health services are reported in equal numbers
to adult primary care among those clinics that answered the survey question. In addition to these two major streams of services, three clinics specified that they provide
cardiology services, three provide nutrition counseling, two clinics provide rheumatology services, and several provide basic testing and vaccination services and offer free
or discounted prescription medicines. Three clinics perform limited surgical operations.
Three clinics also offer psychiatric services, along with their mental health counseling.
One clinic provides a wide range of specialties as well, beyond those listed above,
ranging from dermatology to gastroenterology and hematology/oncology. One organization reported that it was engaged in opioid use research.
The clinic that reported only 32 visits in one year did not report the number of unique clients. The clinic
that reported 15,500 visits reported only 6,000 unique clients. The clinic with 10,080 unique clients did
not report the number of patient visits.
3
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For those clinics that provided data (n=23), the top reasons they saw patients were
(in decreasing order): diabetes (16/23), hypertension (14/23), thyroid disorders (9/23),
respiratory disease (chronic and acute) (9/23) hyperlipidemia (8/23) and mental illness
or therapy (n=8). Of note, two clinics mentioned heart or cardiovascular disease, which
are linked to diabetes, hypertension and hyperlipidemia, as among their top five conditions treated. Among the eight organizations that listed mental health issues among
their top five, three were or housed specialized counseling centers.
Looking beyond medical services, at least twenty of the clinics we surveyed reported that they held or participated in community health fairs, for example, in “libraries,
churches, mandirs (Hindu temples) farmers’ markets, public schools, and universities,”
in addition to Islamic centers. Health, wellness, and lifestyle education are often listed
on clinic websites; some include fundraising for cancer, domestic violence recovery,
and mental health organizations among their activities. Those organizations specializing in mental health and social services appear to conduct a wide range of awareness raising activities--ranging from parenting to domestic violence, stress and anger
management, substance use and sexual assault prevention--in their communities as
well. Those connected to ICNA Relief also listed disaster relief services as part of their
work.
Resources: Funding
As with many clinic characteristics in our sample, there was a broad spread in reported
funding. Among 18 reporting organizations (26.1% of the total 69 sites), the latest figures for annual funding ranged from $1000 through $3,240,000! While the mean funds
therefore came to about $270,896, the median amount of funding was much lower, at
$20,000. Total reported funding for this roughly one quarter of all Muslim clinics came
to almost $5 million ($4,876,133).
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METHODS
We asked organizations to rank their major sources of funding across eight categories (see Appendix); 35 organizations provided information on funding sources, with
11 of these only providing an unranked list of sources. Five organizations reported a
single source of funding: two reported private/individual donors as their sole source,
while one each reported the mosque and the UK-headquartered NGO Islamic Relief
Worldwide. One organization reported an in-kind donation of space as their only external support. The ranking of funding sources for the sample (in decreasing order of
frequency cited) was as follows: (1) Individual donors (80% of the 35 organizations
that provided data listed these as a funding source), (2) private Muslim foundations or
organizations (62.9%), (3) private non-Muslim foundations or organizations, (4) (57.1%),
public/government sources (51.4%), (5) user fees (42.9%), (6) insurance (42.9%), (7)
membership dues (37.1%), and (8) other, mostly unspecified (25.7%). One organization
mentioned patient donations as its 4th-largest source of revenue.
Resources: Partnerships
Most of the clinics reporting data made some mention of partners in their work, primarily other institutions. Partnership was at the heart of many clinics’ identities even without considering external partners: while some clinics were independent, many of the
smaller operations were intimately connected to mosques. We had asked that clinics
list their partners in each of four categories: academic, healthcare, community and
government, without any other qualifiers or details. Academic partners included universities, colleges and high schools generally (largely for volunteers or in-kind donations),
and medical schools, schools of nursing, and other professional schools in particular.
Some clinics were inextricably linked to higher education institutions, such as the Noor
Community Clinic in Columbus, Ohio, which is based at Ohio State University College
of Medicine. Healthcare partners included primarily laboratory and imaging service
providers and local private clinics and hospitals, but also insurance agencies, pharmaceutical companies and pharmacies/dispensaries, as well as other local free clinics or
federally qualified health centers. Community partners included mosques as well as
Muslim NGOs (e.g. Council on American Islamic Relations, ICNA Relief), professional associations (e.g. Association of Pakistani Physicians of North America) and local
community groups and organizations, including rotary clubs, soup kitchens and shelters. For a handful of organizations, community partners included organizations linked
to other faith traditions, including Catholic Charities and even churches who invited or
hosted satellite clinics or one-time clinic “pop-ups”. A minority of clinics also reported
being partnered with local, regional or national associations of free and/or charitable
clinics. Finally and perhaps most interestingly, a number of government partners were
reported, from police to local health agencies and public health departments to, in one
case, the USDA. There was a wide spread in how representatives from each clinic in-
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METHODS
terpreted and defined each of the categories, as many organizations could reasonably
be classified multiply with these labels.
Client Characteristics and Demographics
As might be expected, a sizeable majority of clients for those clinics reporting (n=917) were categorized as those with incomes less than twice the federal poverty level
threshold (on average, 84.89% <FPL, 89.12%<200% FPL). Among 33 clinics with
available data, 91.1% of clients were uninsured or underinsured. While clinics (n=16)
varied considerably in terms of the percentage of services provided to other members
of Muslim communities (10%-90% Muslim patients), the average was 53%, with a
median of 72.5%. This may indicate that the majority of clinics begin as volunteer efforts serving uninsured and underinsured Muslims living in relative poverty, while larger
clinics expand to include a broader population within their geographic area. Several
clinics and their representatives, in surveys, on their websites, and in personal communication, expressed that their services were meant to address needs of all people4,
regardless of community or faith affiliation.
There were reporting disparities among clinics with regards to how they reported demographic information e.g. some clinics reported measuring attendance by clients
of some ethnicities/race categories but not others, or only reported partial statistics
for a couple of ethnicities/race categories. With regard to the racial and ethnic composition of populations served, Africans/African-Americans, on average, constituted
22.5% (n=14 reporting clinics) of the client population, Arabs/Arab-Americans 18.7%
(n=10 reporting clinics), Caucasians 24.1% (n=13 reporting clinics), East Asian/East
Asian-Americans 15.9% (n=7 reporting clinics), non-white Hispanics 15.2% (n=11),
South Asians/South Asian-Americans 22.9% (n=9 reporting clinics), continental Native
Americans/indigenous Alaskans 0.13% (n=9 reporting clinics), and Pacific Islander/native Hawaiians 0.13 % (n=8 reporting clinics).
Client demographics with regard to age group served were as follows: the average
percentage of the client population that was pediatric was 10.1 % (n=13 clinics reporting; range 0-30%); for adults between the ages of 19 and 59, the mean was 71% (n=17
clinics reporting; range 40-97%); and for adults aged 60 and beyond, the mean was
23% (n=17 clinics reporting; range 3-60%).
Those living without documentation in the United States are an important population served by free
clinics generally, and our survey inquired about the status of clinics’ clients. However, only a couple of
clinics reported numbers for undocumented clients; several reported that they did not track this information, and most clinics did not address this issue at all.
4
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DISCUSSION
There is a marked disparity of distribution of MCBHOs across the country and within
regions, with the South and Midwest having the most (52.2% and 23.2% respectively,
constituting almost three-quarters of all MCBHOs), and the Northeast having the fewest (8.7%). There was an uneven relationship between concentration of MCBHOs in
a locale with the size of the Muslim population as well as need (using uninsured rates
as a proxy) there, although the intersection of the two factors seems to be important.
For instance, in 2014 (the latest year with available data), the states with the greatest
proportions (though not necessarily populations) of Muslims were New Jersey (3%),
Arkansas (2%), District of Columbia (2%), and New York (2%). The states with smallest
proportions of Muslims (<1%) included a range of state sizes (Pew Research Center,
2014), from less populated states such as Alaska, Maine, Montana, New Hampshire,
Rhode Island and Wyoming (none of which hosted any MCBHOs) to states such as
Alabama, Florida, Georgia, Missouri, and North Carolina, each of which hosted multiple MCBHOs. In fact, Florida was the state with the second-highest concentration (8
clinics). Development of Muslim organizational infrastructure however, is more clearly
correlated with presence of clinics. The states with the largest number of mosques (in
decreasing order) are: New York (257), California (246), Texas (116), Florida (118), Illinois
(109), New Jersey (109), Pennsylvania (99), Michigan (77), Georgia (69) and Virginia (62).
Together, these 10 states hosted 44 (or 63.8%) of the 69 verified clinics. The states
with the smallest number of mosques (in increasing order) are: Vermont (1), Hawaii (2),
Montana (2), Alaska (3), New Hampshire (3) , North Dakota (3), Wyoming (3), Delaware
(5), Maine (5) and South Dakota (5) (Bagby 2012). None of these host MCBHOs.
According to US Census Bureau data, Texas was the state with the greatest number
of free clinics (10), and also is the state with the highest overall uninsured rate (17.3%
in 2017). After Texas, the states with the highest uninsured rates, above 10%, were
(in decreasing order): Oklahoma (14.2%), Alaska (13.7%), Georgia (13.4%), Florida
(12.9%), Wyoming (12.3%), Mississippi (12%), Nevada (11.2%), North Carolina (11%),
South Carolina (10.7%) Arizona (10.1%), Idaho (10.1%). Of these states, Alaska, Arizona, and Nevada are the only ones to have expanded Medicaid post-ACA. Of these
twelve states, Texas, Oklahoma, Georgia, Florida, North Carolina, and South Carolina
each had at least one MCBHO, together hosting 27 clinics (almost 40% of the total).
Of these six states, three of the ones with the highest uninsured rates were also among
the ones most densely populated with mosques (Texas, Florida and Georgia). On the
other hand, three of the seven states with the lowest uninsured rates (below 5%) in
2017 were in New England (Rhode Island, Vermont and Massachusetts), a region that
at the time of writing did not host MCBHOs. Massachusetts had the lowest uninsured
rate (2.8%) in the country. None of the other four - DC, Hawaii, Iowa, and Minnesota had any MCBHOs, either. These states had each expanded Medicaid (of the states that
did not expand Medicaid, only one - Wisconsin - had an uninsured rate less than 8%).
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Of the states with the lowest uninsured rates that hosted MCBHOs - Michigan (5.2%),
Kentucky (5.4%), Wisconsin (5.4%), Pennsylvania (5.5%), New York (5.7%), Ohio (6%),
Maryland (6.1%) and Washington (6.1%) - three also were among the those with the
top 10 mosque numbers. The state that was most starkly an outlier in terms of the relationship of concentration of Muslim organizing strength or potential and concentration
of MCBHOs was New York. Along with Virginia, this was the only state among those
with the largest mosque densities that only hosted one MCBHO, although each state
shared important catchment areas with neighboring states that hosted clinics (New
Jersey, Maryland).
The majority of Muslim-run clinics are small, weekend morning or afternoon operations.
A few have weekday hours, and even fewer are full-time clinics. According to a national
survey of free health clinics (Darnell 2010), the average weekly operating hours was 18
(median 11), while 28% were open less than 5 hours per week. In comparison, MCBHOs are open an average of 13.8 hours, with a median of 4.5 hours, though in both
Darnell’s study and ours, the variation is extremely wide.
MCBHOs involve non-Muslim staff and volunteers. One of the more interesting questions in studying faith-based health organizations is the degree to which religious
identity permeates the group, and the degree to which the organization includes participation and partnership with those outside the group. While the data we have gathered
here do not indicate the religious identification of non-Muslim participants, the average
MCBHO seems to include approximately 50% Muslims among paid and volunteer
staff, indicating a high degree of inclusivity beyond the borders of Muslim religious
identity.
MCBHOs rely heavily on volunteers, as do most free clinics. Despite the relatively small
operational capacity of most of these organizations, the number of volunteer hours is
higher than the average for free clinics that Darnell studied: whereas the average number of annual hours for the latter study was 4237 (mean 2087), the MCBHO sample
averaged 6828 volunteer hours (median 2474). Given the extreme range (281-35,000
hours reported), however, we cannot say for certain whether volunteers for these MCBHOs work significantly more hours.
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METHODS
MCBHOs serve numbers and types of clients comparable to other free clinics. MCBHOs in our study served a median of 300 unique clients per year, compared to the
mean of 747 in the national survey of free clinics (Darnell 2010). While Darnell found
that approximately 97% of clients in free clinics had incomes less than 200% of the
Federal Poverty Level, our limited data indicate slightly less than 90% of clients at the
same income level. The significantly higher level of Muslim (median 73%), and particularly Muslim immigrant, clients at these MCBHOs may account for some of this difference, as some of these immigrants may have higher income but less insurance accessibility. Characterizations of free clinics often include the following:
“[they] tend to target particular populations, such as the uninsured, working-class poor, immigrants, or homeless; (2) Many serve indigent populations
and minority groups; (3) Many offer primary, urgent, or acute care; (4) Most
provide prescription drugs; (5) Many offer additional services such as dental,
addiction treatment, obstetrics and gynecology, and mental health services;
(6) Many are associated with other community organizations; (7) Many are open
only a few days per week; and (8) Most offer at least some sort of preventive
services such as screenings and counseling” (Gertz, Frank, and Blixen 2011).
MCBHOs share most of these characteristics. Given the documented stigma of mental and behavioral health issues among Muslims in the US (Ciftci 2012), however, we
were interested to find that mental health services were reportedly provided by at least
one-third of the clinics in our sample, and 23/29 (79%) of clinics that actually listed services. In terms of our data on ethnic and race categories of clients served, it is difficult
to make meaning of the aggregate averages without contextual data specific to the location of each clinic (other than that there is a diversity and somewhat equal proportion
of Caucasians/Africans-African Americans/South Asian-South Asian Americans
~
(=22-24%), and somewhat lower equal proportion of Arab/Arab Americans, non-white
~
Hispanics and East Asian/East Asian-Americans (=15-18%), served by our limited sample).

| 22

SURVEY REPORT | 2018

METHODS kj
In her larger study of American free clinics, Darnell (2010) found that “free clinics reported widely ranging operating budgets, with a mean (SD) of $287,810 ($ 624,884)
(median, $125 000)”; our data yielded a comparable mean budget of $270,896, but
with a median budget about 80% lower, at $20,000. There was a diversity of funding
sources across the clinics, both religious and secular, private and governmental, much
as was the case in the Darnell study. She noted that
“Free clinics receive funding from diverse sources, including private charitable
donations (90.6% of the clinics), civic groups (66.8%), churches (66.3%), foundations(65.1%), and corporations (55.1%), whereas federal, state, and/or local
grants support some of the operating costs for a few free clinics. Overall, 58.7%
received no government revenue, and even among the largest clinics (ie, those
in the top 25% of annual visits) 43.2% did not report receiving government revenue.”
Our data similarly reflected that the vast majority of MCBHOs received private donations, whether through individual or organizational donors. 80% of organizations cited relying on individual donations, while the second-most frequently cited source of
revenue was private Muslim foundations or organizations (62.9%), followed by private
non-Muslim foundations or organizations (57.1%). Just about half of organizations
reported receiving government funding (51.4%), which is slightly less than for Darnell’s
larger sample.
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LIMITATIONS
his study is a first, partial step in documenting the presence, reach, and impact of Muslim community-based health organizations. We have provided a foundation for future
studies, with the most extensive list and portrait to date of these organizations. The
current study has a number of limitations.First, we used a number of purposive, convenience, and systematic sampling methods to arriveat our list of clinics since no single
organization unites MCBHOSnor are all Muslim free clinics registered as members of
regional or national free clinic networks. Nevertheless, by using these methods, we
ran the risk of under- or overestimating the number. Our strategy for excluding organizations based on the lack of a working voicemail was somewhat effective, though we
may have eliminated entirely organizations whose contact information was not updated publicly.
The second limitation is our low response rate. Even after excluding ineligible organizations, we achieved only 51% (35) survey response rate for the 69 clinics we identified.
Comparable survey studies of free clinics had response rates of 47% (172/368) for
clinics with working emails (Gertz, Frank, and Blixen 2011); and 79.5% (945/1188) for
a multiple round survey (Darnell 2010). Despite multiple attempts at follow-up, many
volunteers indicated to us in email or phone communications that they were either too
busy to complete the survey or they simply did not keep detailed enough records on
hand. Significant gaps remain in our data as a result that must be filled in order to draw
more substantive conclusions. We did, however, supplement survey data with government, non-profit, and web-based sources to work towards filling in many of the gaps.
It is important to note that due to time constraints, in contrast to some other studies
(Gertz et al. 2011), we did not approach or access clients themselves to obtain their
self-identifications and perspective on and experiences with clinics. This reality points
to another limitation of this study: as an exploratory first step in building the knowledge
base on current MCBHOs in the US, our scope favored breadth over depth of knowledge with regards to each individual clinic or clinics within a particular state or region.
Further research is needed to study the clinics in their various, specific contexts (e.g.
motivations of leaders and volunteers, urban/suburban/rural, neighborhood characteristics, relationships with local communities). Such depth of further research could also
partially compensate for a final limitation: uncertainty in our data caused by a lack of
uniformity or standards used by organizations with regards to record keeping, tracking
and measurement, as well as with regards to definitions of basic terms, including “partner”, “allied health professional”, “valuation of services”, what activities or parameters
define a patient visit, etc.
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CONCLUSION
MCBHOs, which have steadily formed in at least 22 states over the past two decades,
make significant contributions to the health safety net in the United States. Our study
examined a specific set of 69 Muslim organizations providing primary medical, dental,
or mental health care for free or a nominal fee. We found that these free and charitable
clinics share many of the characteristics of secular or other faith-based free clinics in
the US, in terms of targeting uninsured or underinsured populations, providing preventive care and chronic disease management, prescription drugs and a variety of testing
and specialty services. Their operational capacities similarly vary from small, weekend
or bi-weekly clinic hours in a borrowed room to full-time, independent clinics with their
own buildings. While the boards of directors are predominantly Muslim and male, the
staff and volunteers are often majority female, and nearly half are non-Muslim. Muslim
communities have thus been successful in collaborating with non-Muslim neighbors,
organizing Muslim volunteers and private donors for charitable health care work. Directions for further research include the examination of ning the quality and efficiency of
care, clients’ stories and perspectives on the clinics, the public health impact of MCBHOs on neighborhood health and healthcare utilization, the narratives of emergent and
maturing Muslim service organizations in the US, and the effects of clinic involvement
and clinic publicity on the image of Muslims and Islam in local environments.
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APPENDIX: SURVEY QUESTIONS
Q1 What is the name and physical address (location) of your Muslim community based
health
organization?
Q2 Is your mailing address the same as your physical address? If yes, go to question 3.
Q3 If your mailing address is different from your physical address above, please enter
below.
Q4 If your organization has a website, what is the address?
Q5 Who is the primary contact person for your organization?
Q6 What is the contact person’s email and phone number?
Q7 In what year did your clinic/center/organization open?
Q8 Does your organization produce an annual report? If yes, would you be willing to
share it with us? Please provide a link below if available online, send to nak267@mail.harvard.edu (if electronic version) or by mail to: Dr. Lance Laird, 85 E. Newton St., M-1025,
Boston MA 02118.
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APPENDIX: SURVEY QUESTIONS
The following questions will help us to understand larger trends in the demographic
(ethnic, religious, gender, professional, and age) composition of those involved in
MCBHOs. We are also interested in documenting levels of interfaith collaboration in
MCBHOs. We will not report any of these data for individual organizations, but rather
aggregate data from all Muslim clinics/centers/organizations in our final report.
Q9 Who were the founders of the clinic/center/organization?
Q10 Please describe the demographic composition of the current BOARD OF
DIRECTORS in the table below.
CHARACTERISTIC

NUMBER OF BOARD MEMBERS

Total number of board members (1)
Number of directors who are health professionals (2)
Number of directors who are Muslim (3)
Age Range (estimate) (4)
Number of male directors (5)
Q11 Please describe the composition of your current PAID staff in the table below.
Total number of paid staff
(if all-volunteer staff, please indicate “0-all volunteer”) (1)
Number of paid staff who are clinicians (please breakdown, if possible, by title e.g. physician, therapist, nurse, social worker) (2)
Number of paid staff who are allied health professionals
(e.g. hygienists, technologists, physical therapists) (3)
Number of paid staff with a clerical role (4)
Age Range (estimate) (5)
Number of male paid staff (6)
Number of paid staff who identify as Muslim (7)
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APPENDIX: SURVEY QUESTIONS
Q11 CONTINUED What is the monetary value you place on services provided by paid
staff over:
The last quarter:
The last 12 months:
The last full calendar year:
Q11 Please provide below your estimates of volunteer time donated to your facility by
different groups below:
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or calendar year)
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APPENDIX: SURVEY QUESTIONS
Q12 Please describe the composition of your volunteer staff over the last QUARTER (3
months):
CHARACTERISTIC

Number of VOLUNTEER staff

Total number of volunteer staff
(if all-paid staff, please indicate “0-all paid”) (1)
Number of volunteer staff who are clinicians
(please breakdown, if possible, by title e.g. physician,
therapist, nurse, social worker) (2)
Number of volunteer staff who are allied health
professionals (e.g. hygienists, technologists,
physical therapists) (3)
Number of volunteer staff with a clerical role (4)
Age Range (estimate) (5)
Number of male volunteer staff (6)
Number of volunteer staff who identify as Muslim (10)

What is the monetary value you place on services provided by volunteers over:
The last quarter:
The last 12 months:
The last full calendar year:
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APPENDIX: SURVEY QUESTIONS
The following set of questions are about your organization’s service provision and
operations. We will not report any of these data for individual organizations, but
rather aggregate data from all MCBHOs in our final report.
Q13 How many hours per week is your clinic/center open?
Q14 What types of services does your clinic/center/organization offer (check all that apply)?
Adult primary care (1)
Dental care (2)
Pediatric primary care (3)
Mental/behavioral health services (4)
Ophthalmology/Vision care (5)
Health education (6)
OB/GYN services (7)
Physical Medicine and Rehabilitation (8)
Insurance application services (9)
Referrals to social services (10)
Spiritual or religious care/counseling (11)
Other services or specialties (please specify) (12)
Q15 What is the valuation of the services offered in the last 12 months or last full calendar
year?
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APPENDIX: SURVEY QUESTIONS
Q16 What are your major sources of funding over the past 12 months (or fiscal or calendar
year) (in rank order)?
______ Public/government sources (1)
______ Private (Muslim) foundations/organizations (2)
______ Private (non-Muslim) foundations (3)
______ Individual donors (4)
______ Insurance payments (5)
______ User fees/fee for service (6)
______ Membership dues (7)
______ Other (please specify) ________ (8)
Q17 What was the total amount of your funding for this period?
Q18 Please list your organization’s current or previous academic partners (e.g., medical,
nursing, and allied health schools, universities).
Q19 Please list your organization’s current or previous community organization partners
(e.g., United Way, YMCA, immigrant service organizations, civic clubs, etc.)
Q 20 Please list your organization’s current or previous government partners (e.g. local city
department of public health).
Q21 If your organization conducts public health outreach activities (health fair, blood drives,
etc.) in the local community, please list.
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APPENDIX: SURVEY QUESTIONS
Q22 How many patients/clients received reduced rate or free care at your clinic/center
during the past 12 months (or last fiscal or calendar year)?
# unique patients ___; # new patients ___
Q23 How many patient visits occurred over this period?

Q24 What percentage of patients/clients during the past 12 months (or last fiscal or calendar year) lived:
< Federal poverty level? ___ %
< 200% FPL? ___ %
Q25 What are the top five (5) primary concerns for which patients/clients were seen at
your facility/facilities during the past 12 months (or fiscal or calendar year)?

Q26 To end this survey, we have one final table for you - on the demographics of your
patient/clients population. Please feel free to state in the space below as well, in your own
words, how you would describe the patient/client population that attends this clinic/center.
CHARACTERISTIC

% of Patients/Clients in Category

Female
Undocumented
Uninsured
Muslim
Age Group: 0 - 18 years
Age Group: 19 - 59 years
Age Group: 60+
Race/Ethnicity Breakdown

___________
___________
___________
___________
___________
___________
___________
___________
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