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Abstract 

 

Research Objective: The present study contends that there is a gap between the way in which the Israeli 

dominant medical discourse, representing the secular majority, contextualizes and manages the female 

body, sexuality and menstrual cycle vs. how these are defined and managed by the ultra-Orthodox minority 

group. This gap can cause uncomfortable meetings with medical professionals, and disrupt the medical care 

offered to patients. Research Method: Scientific analysis of the literature in the fields of menstrual 

management in Judaism vs. Western modern medicine, biopolitics and sexual education, multiculturalism 

and asymmetry between doctors and patients. Also, data from the researcher's experience in medical 

sessions with ultra-Orthodox women in an Israeli hospital. Findings: Several gaps were found in such 

encounters: By turning to the dominant secular health system, the religious women meet another authority 

- the medical professional, as opposed to the rabbi who customarily determines her life practices. Whereas 

the discourse on the body in ultra-Orthodox society is closed and alienated, in the medical world it is open 

and direct. Finally, the way in which the medical establishment proposes to manage body hygiene differs 

from the customary religious practices in Orthodox Judaism. Implications: Similarities and differences 

between the conventional medical discourse on the body vs that of the ultra-Orthodox are revealed. The 

study also illustrates the asymmetrical interaction when medical professional and religious patient meet, 

the tensions that occur, and the possible ways to reduce them for optimal medical care. 
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1. Introduction 

Sexual socialization and education occur both inside the home through parents and siblings and 

outside, where youth is exposed to community norms and messages about sexuality through channels such 

as the media, schools, and the medical establishment (Hochhauser et al., 2019; Naziev, 2017). Perhaps 

members of one culture are exposed to the same knowledge and base themselves on similar schemes of 

cultural thinking (Ritzer, 2006), but in multicultural societies, the various groups often hold different 

interpretations of sexuality and body management, some overlapping and others conflicting (Trager, 2010; 

Ram, 2005). 

The present article seeks to argue, based on literature review, that in the context of the female body 

and the management of menstrual practices in Israeli society, there is a gap between the secular dominant 

medical discourse representing the State's biopolitics and the religious Rabbinic authority. The former seeks 

to educate the general public regarding how female body health is managed, while the latter seeks to impose 

its rules and perceptions on the ultra-Orthodox minority group in Israel, who are subject to rabbinic 

authority. The two clash when ultra-Orthodox women need to approach the secular medical establishment 

for care and treatment. 

These gaps in sexual discourse can create uneasiness and discomfort between professionals and 

patients, and impair the process of medical healthcare offered to the female patient. The awkwardness is 

primarily based on the excessive conversation surrounding sexuality and the body, and the need to go into 

details and subtleties, all of which characterize the protocols for offering proper healthcare (Foucault, 

[1976] 1996). Contrast this with the religious patient's need to downplay the topic and maintain the values 

of modesty and restraint when speaking of the body, which are characteristic of ultra-Orthodox discourse 

on the subject (Adler, 2008; Marmon Gromet, 2013). Therefore, the purpose of the present article is to 

understand the difference between these types of attitudes and discourse, and to recognize their effect on 

ultra-Orthodox patients in their encounters with medical caregivers. 

2. Literature Review 

2.1. Sexuality and monthly menstruation in Orthodox Judaism  

In Judaism the value of women is dualistic. On one hand, the woman is considered to be an equal 

partner with full rights, examples of which can be seen in the Ketuba (marriage contract), the commandment 

to honor women, the prohibition of polygamy and descriptions of her beauty and wisdom in Judaism's holy 

books. On the other hand, her status is considered inferior to that of a man and she is prohibited from 

studying Torah and performing public functions. Furthermore, the rules of modesty are designed to control 

women and their sexuality, which is considered overflowing and dangerous. The Jewish woman, as opposed 

to the Christian one, cannot be asexual, since she must establish a family unit and care for her husband's 

desires (Sharvet, 2008), but her sexuality is perceived as an emotional sexuality (Englander & Sagi, 2013), 

the longing to connect with her husband in body and mind (Wolfson & Shakuri, 2011). 

Studies on religious sexual education have found that girls are given negative messages about their 

bodies and sexuality and the dangerous power inherent in them. Physical contact and sexual desire are 
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prohibited, and are characterized as inappropriate for a religious girl. The central message is "Modesty of 

the King's daughters", who were not allowed to be interested in, talk or think about sexual issues, which 

would defile their souls. Thus, a religious girl should be asexual and alienated from her body (Marmon 

Gormett, 2013).  

Sex education in the religious Jewish world is wrapped in a framework of laws dealing with the 

purity of the family and the ritual of Niddah (Marmon Grumat, 2013). The Niddah laws are a set of rules 

and regulations designed to become habitual in women's everyday lives and known to the entire family. For 

example, during menstrual bleeding, a woman is not allowed to touch her husband or hand him objects 

from her hand to his. They must not sleep in the same bed, eat from the same dishes, nor may she pour wine 

into her husband's glass. Niddah, the five days of menstrual bleeding and the seven days following, is 

considered the height of impurity, a time when a woman defiles not only objects, food and beverages but 

also other people. During those seven additional days, the woman must check daily that she is indeed free 

of bleeding by inserting a clean white cloth into her body before sunset. After that time, she is allowed to 

immerse her body in the ritual bath (mikvah) to be finally cleansed (Yanai & Rapaport, 2001).  

Adler (2008) terms the discourse on sexuality in religious society as an official language and a 

mechanical act, to which the rabbi has the ultimate say on dilemmas that may arise. This set of rules defines 

mechanical practices common to all religious women, and the language that describes them is formal, 

wrapped in religious discourse and justification. Thus, religious women live shrouded in deliberate silence, 

where sexual language is foreign, alienated and removed from all discussion. 

2.2. The relationship of the ultra-Orthodox population to health services 

Although the ultra-Orthodox leadership increasingly relies on medical justifications for religious 

imperatives, ultra-Orthodox society harbors a suspicion of anything 'establishment' and therefore its 

members tend to obtain information from non-professional sources. The family serves as an important 

source of assistance, followed closely by the rabbinic authority. The third option is professional care, and 

ultra-Orthodox patients prefer to receive that care from a religious professional (Simchi, 2013).  

The attitude of classical Jewish sources toward the world of medicine has been ambivalent for many 

years. The essential contradiction between the ideal of believing in the healing and limitless power of God 

and the need for flesh-and-blood doctors, whose source of authority is their professional ability rather than 

their religious adherence, creates unavoidable tension. In the ultra-Orthodox society, the Rabbi is the 

authority that determines not only religious matters, but all aspects of life, including health, education of 

children and family relationships. Members of the ultra-Orthodox community listen more to rabbinic 

authority than to medical authority (Simchi, 2013). In fact, it can be said that in the ultra-Orthodox 

community there is a fundamental conflict whose central issue is whether to seek assistance from external 

sources or to solve the problems within the 'confines of home', i.e., with the help of rabbis or other legitimate 

authoritative figures from the community. Still, because it lacks professional resources, the community 

tends to seek assistance from external factors in two main areas: the fields of physical health and mental 

health (Knesset Research and Information Center, 2014). 

Studies (Rier et al., 2008 as cited in Simchi, 2013) examining the use of health services among ultra-

Orthodox women who did choose to utilize these external sources, have highlighted specific characteristics 
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of these women in their use of health services, including their tendency to avoid health services in certain 

fields. One specific characteristic is that ultra-Orthodox women do not seek to be treated by one regular 

doctor or primary care worker; rather, there is a high turnover rate. More ultra-Orthodox women vs. secular 

women reported that they had not obtained medical help in the previous year, and that in general they have 

a preference for female physicians, especially gynecologists. There was also a significant difference 

between the two groups relating to prescription drugs, as more ultra-Orthodox women did not purchase a 

drug because of its cost. (It should be mentioned here that the ultra-Orthodox community is largely a poor 

community, with lower earnings than the remainder of Israeli society.) In fact, the study's findings 

emphasized several issues: 1) Low-income people forego medical treatment more often, 2) religious and 

cultural values dictate the choice of medical professional, and 3) the use of healthcare services is influenced 

by cultural differences, socio-economic status and the patient's residential area.  

Research studies have shown that when religious women, who are educated on the values of modesty 

and the invalidation of their body and sexual desire, encounter a different discourse concerning the body, 

they experience dissonance and sometimes an identity upheaval (Rosenbaum, 2013). Another study of 

religious women after their marriage examined how they coped with the sharp transition to sexuality and 

the discovery of their body after years of modesty and concealment. The findings showed that the initial 

reaction to body discovery is often one of surprise, and the bride who is already in the advanced stages of 

preparing for her marriage does not know what to call "that hole." The complete inability to relate to her 

bodily orifice shows the alienation and remoteness she feels towards parts of her own body, and it is 

apparent that sexual intercourse and pleasure are inaccessible and unspoken topics for religious women 

(Prince, 2013). 

Another study on pre-marital bridal training found that ultra-Orthodox women participants 

experienced total shock and dissonance at the bridal counselor's messages about the sacredness and beauty 

of the body and sexuality, so contrary to the warnings throughout their adolescence to suppress their 

sexuality and desires. Many even experience this sudden transition as a traumatic experience, finding solace 

in the strict observance of the laws of Niddah, which revert them again to the pre-wedding prohibitions, 

forbidding them to touch and lure the husband. His punishment in the Torah for disobeying the laws of 

Niddah is the harshest punishment, the divine punishment of untimely death or eternal excommunication. 

Again ultra-Orthodox women are confronted with a confusing and duplicitous message with which they 

must struggle each month: crossing the boundary between denying their sexuality on certain days and 

perceiving sexual relations as a commandment and an enjoyable act on other days (Marmon Grumat, 2013).  

A search of the professional literature yielded no studies examining the encounter of ultra-Orthodox 

women in Israel with representatives of the medical establishment and with the medical discourse on the 

woman's body, which is very different from the religious discourse, especially with regard to female 

reproductive organs and monthly menstrual management.  

2.3. The medical discourse  

In modern times, control of sexuality has been transferred from religion to medicine and science 

(Foucault, 1976; 1996), whose practitioners have sought to establish themselves and their field as an 

undisputed, objective authority beginning in the 19th century. This process is called "medicalization," one 
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in which science and medicine define various social problems and phenomena in a scientific discourse and 

as issues that are essentially medical, thus setting the framework for the norm, its deviation, and its 

treatment (Tiefer, 2012). In modern society, such definitions replace a wide range of more traditional 

definitions, mainly religious or legal (Noy-Kenyon & Mishori, 2009). 

Each period is characterized by some type of discourse which is not merely language but a system 

that structures reality. In modern times, science has established sexuality as a topic to be talked about more 

and more, to confess, to describe the act itself in detail, the sensations, the practices it encompasses, and so 

on, to enable "experts" to analyze it "scientifically". Only the experts - doctors, psychologists, psychiatrists, 

have the power to establish the limits of the legitimacy and normality of sex and sexuality, and also that 

which deviates, that is, the pathological symptoms. Thus, sexuality became a device of control and 

supervision. The discourse on sexuality has been institutionalized, its medicalization has deepened, and it 

has been domesticated into a reasoned and formal field of knowledge, disengaged from the political and 

detached from its influence on the structure of cultural power relations (Foucault, [1976] 1996). 

In fact, Foucault ([1976] 1996) uses an analysis of the sexuality discourse to link the concept of 

knowledge to the concept of power, since power is realized in the various knowledge regimes in scientific, 

philosophical and political forms and these are part of the art of "life management", or biopolitics. This 

term refers to the total rational practices used by a government to monitor and manage its population's life 

necessities, and includes practices such as health, sexuality, hygiene, natural reproduction, life expectancy, 

education, etc. It is about managing the life of the social 'body', including enforcement of prevention and 

separation procedures, healing, financial control and the like, as well as supervision and control over the 

body; that is, applying knowledge/power to the private, family, or public body through educational 

procedures such as emphasizing hygiene. Thus, medical personnel become major agents through whom the 

population is socially monitored. 

As a result of medicalization expansion, many of the processes in women's lives that were previously 

considered natural and unavoidable such as menstruation, pregnancy, childbirth and menopause, as well as 

fertility, contraception, abortion and even parenthood, have moved from the private space of the home to 

the public spaces – the hospital, the clinic and the health maintenance organization (HMO). The processes 

which were once managed by women are now managed by professionals (mostly men) and are supervised 

by them; once a natural-biological event, they are now medical and technological events perceived as a 

"complication" (Noy-Canyon & Mishori, 2009; Tiefer, 2012). So, in fact, while science and medicine view 

themselves as being opposite and contrary to the old-fashioned religious discourse, they also supervise the 

body and female sexuality and define it according to its biological functions, despite being wrapped in a 

new and sparkling "modern" discourse, open to sexuality and its discussion (Mandziuk, 2010).  

In today's dominant medical establishment there are three different types of discourse, often 

intertwined, which are an example of transcribing relationships of control over women. The first discourse 

is the dominant medical theory that views menstruation as a kind of illness. Physicians advised women to 

guard against systemic attrition by resting during menstruation, as they saw it as a sign of weakness and 

female frailty (Mandziuk, 2010). The menstrual cycle is further described in the scientific literature as 

evidence of failure to become pregnant, followed by tissue death. This biomedical discourse perceives 

women as suffering from a "pathology" and harboring a process of wear and tear and deterioration in their 
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bodies, revealing the patriarchal nature of the field (Martin, 1991). In fact, the female reproductive 

mechanism is seen as having the potential for danger and disease, and therefore socio-medical arrangements 

must be made that will monopolize and control these processes, defining what is "desired" and what is 

"undesirable" (Amir, 1995). This approach is known as the "morbid approach" and is part of the dominant 

medical discourse. 

The second approach is the "natural approach" based on the rationale that the changes occurring in 

the female body (menstruation, pregnancy, menopause) are natural processes. Thus, femaleness has been 

portrayed as a direct result of the reproductive system, and as such, does not need treatment, but rather the 

acceptance of these "natural" processes. Women who complained of severe side effects were labeled as 

"unstable" or "psychiatric cases". The "natural" approach, therefore, led to an absurdity: doctors dismissed 

the women with an emphatic statement that they should come to terms with the side effects of a "natural 

phenomenon", while those who dared to complain were labeled as neurotic or disturbed (Liebermansch, 

2008). 

The third approach is the "hygienic approach", which focuses on sanitation. This approach 

flourished after World War I and the influenza epidemic that swept the world during those years. With the 

growing fear of germs, companies began to produce and advertise female hygiene products, emphasizing 

them as "sanitary" and "hygienic," thus playing on the fear of bacteria and establishing this discourse 

(Mandziuk, 2010). This approach still prevails today (see, e.g., Farage et al., 2011; Iroegbu et al., 2018) 

and suggests that monthly menstruation is considered hygienically challenging, and is dependent on access 

to sanitary services and absorbent products while many girls are unaware to hygienically manage their 

body. This condescending medical discourse perceives menstruation as dirty and contends that science must 

alert and educate girls for its proper management in order to improve their quality of life and health. In 

other words, this is an example of contemporary medical discourse that views the female body as having 

pathological potential that must be understood in order to be managed, all, allegedly "for the good of 

women." 

It becomes apparent that there are overlapping points as well as differences between the religious 

Jewish discourse and the dominant medical discourse. While science and religion are perceived as opposing 

forces, both seem to have worldviews that define women's cultural socialization within the boundaries of 

their physical processes (Mandziuk, 2010). Religion regards menstruation as impure and female sexuality 

as something that should be marginalized and not discussed (Faye-Koren, 2009; Secunda, 2012; Yanai & 

Rapaport, 2001); medicine regards menstruation as a health and hygienic challenge and sexuality as a topic 

that should be discussed in detail, openly and specifically, in order to be analyzed scientifically (Farage et 

al., 2011; Foucault [1976] 1996; Mandziuk, 2010). 

2.4. Asymmetry in the medical encounter between doctor and patient 

While these two worldviews subordinate women to external male authority, whether rabbinic or 

medical, the gap between silencing and speaking at length about the menstrual and reproductive organs 

reflects the paradox that underlies an ultra-Orthodox woman's encounter with a representative of the 

medical establishment. There is a conflict between the values and the limitations on which she was 
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educated, and the medical establishment's requirement to freely discuss details: description of genitalia, 

types of secretions, level of bleeding type, frequency of intercourse and more. 

It should also be mentioned that the meeting between physicians and patients is always an 

asymmetrical one. Research has found that physicians initiate 91% -99% of all questions asked in the 

interaction and that about 40% of the physician-patient verbal encounter consists of the physician's 

questions about the patient's symptoms, the treatment to be offered, and the instructions to the patient, while 

the patient initiates only about 3% of the questions (Frankel, 1990; Ong et al., 1995; Roter, 1984; Li et al., 

2007). 

Research further shows that physicians exert control and authority over patients in different ways, 

direct or indirect and symbolic, not only by dominating the conversation, but also by interrupting the 

patient's speech, on average within 18 seconds from its start, in about 69% of all sessions (Frankel, 1990; 

Li et al., 2007). Physician's gender also plays a role. Female physicians have longer meetings with both 

women and men and tend to treat them more equitably. Male physicians tend to talk longer with female 

patients than with males and to express more empathy, but they have also been found to treat women less 

respectfully than men, and to take their concerns less seriously than those of male patients. Male physicians 

tend to cut off their female patients' speech and ask for intrusive information in an offensive manner more 

often than with male patients (Li et al., 2004; Weijts, 1994; West, 1984).  

In fact, every man and woman who consults a doctor experiences an asymmetrical encounter. The 

physician has the medical knowledge, the skill and the patient's medical information on hand. He/she 

controls access to services, technologies, and medications, placing him/her in a position of strength relative 

to the patient. Furthermore, the encounter occurs on the physician's turf – he/she determines the duration of 

the examination, the type of examination, and the subsequent treatment. When the encounter is with a 

patient from a different religious group and accustomed to a different type of discourse surrounding the 

body and reproduction, this meeting can be particularly jarring. 

3. Research Method 

The research method of the present article is a scientific analysis of the literature review at the 

intersection of menstrual management in Judaism, menstrual management in Western modern medicine, 

biopolitics and sexual education, multiculturalism and asymmetry in physician-patient encounters, all of 

which present diverse perspectives and worldviews. 

The purpose of the present article is to identify the discrepancies between these discourses, to study 

them and to understand their impact on ultra-Orthodox patients when they meet with medical personnel. 

4. Analyses and Findings 

4.1. The ultra-Orthodox population's attitudes towards health services, sex education and 

menstrual management 

As of 2019, the ultra-Orthodox represent 12.5% of Israel's population, numbering about 1,125,000 

men and women (Kahaner & Malach, 2019). Their ambivalent and suspicious attitude toward the medical 
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establishment is a given situation, one that medical teams must recognize, understand and learn how to 

overcome in order to provide this population with proper medical care. 

The literature suggests that this community does not nullify the medical and scientific establishment 

as a whole, but increasingly uses justifications from these areas to anchor religious imperatives (Yanai & 

Rapaport, 2001). Still, the doctor's authority ranks at the bottom of the scale of authority to which they 

adhere. The family serves as an important source of assistance to which they first turn when a problem or 

health issue arises, followed by rabbinic authority, and only then by a medical authority who is preferably 

also religion-oriented (Simchi, 2013). Meaning that only when internal resources are lacking do, they tend 

to utilize the assistance of external factors, such as physical health (Knesset Research and Information 

Center, 2014).  

In light of the above, it is no wonder that ultra-Orthodox women have unique characteristics in 

utilization of medical services. Their behavior is characterized, first and foremost, by avoidance of this 

service as long as there is such a choice. If and when it is imperative to seek medical healthcare, they prefer 

a team consisting of women. They also tend to seek out different physicians rather than stay with a chosen 

one, to purchase fewer medications due to the cost, and exhibit many cultural and socio-economic 

differences (Rier et al., 2008 as cited in Simchi, 2013). 

Concerning the field of gynecology, it is imperative to understand the modest attitude of Judaism 

and the ultra-Orthodox community toward issues of female sexuality and monthly menstrual management 

(Adler, 2008; Prince, 2013). When these women encounter a different type of conversation concerning the 

body such as that of the medical establishment, they may experience discord, complete shock and surprise, 

trauma and an insurmountable chasm (Marmon Grumat, 2013). 

Another type of conflict that arises in such meetings is the need to listen to and obey the medical 

authority, which is considered lagging behind the authority of the rabbi and the community officials. If the 

physician dictates a treatment that contradicts their beliefs, most likely, based on the literature, they will 

not abide by the physician's directive, and will forego the treatment. For example, if the physician 

recommends genital hygiene practice that is contrary to laws of Niddah, the woman will probably forego 

the treatment and refuse the doctor's recommendation.  

While the ultra-Orthodox population in Israel is indeed a minority, their numbers are significant as 

is their percentage of the general population. Medical teams often encounter this population, and therefore 

it is important to recognize their ambivalence about the medical establishment, the characteristics of their 

health service utilization, especially among ultra-Orthodox women, the disparity between religious and 

medical discourse concerning the body, and the fact that rabbinic authority is stronger than that of the 

physician. 

4.2. The medical discourse on the female body and asymmetry in the doctor-patient 

encounter 

The literature suggests that although the medical profession's discourse presents itself as objective, 

absolute truth, and in contrast to religious-faith discourse, actually both are based on patriarchal sources 

that seek to govern the female body (Mandziuk, 2010). Moreover, the medical field is often a tool of the 

state to manage the population through biopolitical means, defining what is health versus sickness and how 
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to deal with and manage the body in situations of ill health (Foucault, [1976] 1996; Noy-Canyon & Mishori, 

2009; Tiefer, 2012).  

The key difference between religious and medical discourse is that while the former advocates 

concealment, avoidance of conversation, and, as mentioned previously, a mechanical and formal 

description of body management actions (Adler, 2008), the latter advocates excess discourse on all parts of 

the body, including reproductive organs, in order to allow "experts" to make a "scientific" analysis 

(Foucault, [1976] 1996).  

Thus, it is important that medical professionals be aware of the patriarchal bias that lies beneath the 

three dominant discourses in medicine regarding the female body and menstruation (Leibermansch, 2008; 

Mandziuk, 2010; Martin, 1991) and their political-cultural baggage. 

When a patient arrives at a medical encounter with a physician, he/she enters into an asymmetrical 

encounter (Amir, 1995) on the physician's turf with sometimes conflicting or opposing discourses 

surrounding the body and reproduction. Therefore, this meeting can be particularly jarring. In fact, the 

literature reveals that physicians tend to exert authority over their patients in a variety of ways, for example 

through domination of the conversation, interfering with the patient's speech, requesting sensitive 

information in an indiscreet manner, and lack of empathy, criticism, etc. (Li et al., 2007).  

From this above we can only speculate how difficult it is for patients in such sessions, especially 

those who come from a minority group and feel uncomfortable with representatives of the establishment. 

They experience different levels of discord with the physician, not only a difference in values and beliefs, 

but also in the authoritative and patronizing attitude, and a sense that the doctor is in complete control. 

The Western, ethnocentric biomedical approach described here can pose a significant threat to 

effective healthcare services and impair physician-patient communication. This system does not take into 

consideration and even negates patients who favor or espouse a different approach to health. These are 

tolerated only as long as they do not interfere with the scientific treatment protocol, including surgery, 

medication and other therapeutic interventions such as antibiotics, food supplements, vitamins and minerals 

(Bakic-Miric, 2017). It is therefore appropriate to ask how the interface with the medical establishment can 

be adapted for a patient from a religious minority group. 

4.3. Adapting the medical meeting to a patient from a religious minority group  

Research shows that patient trust can have a significant impact on treatment and the overall medical 

process (Bakic-Miric, 2017; Kelley et al., 2014). A high-quality and safe relationship between the physician 

and the patient is essential for both parties, when their encounter is shaped by an approach to illness, life, 

proper care and management that is aligned with both the physician's and the patient's values. This type of 

encounter between the two will lead to information sharing regarding the patient's condition, will allow the 

physician to obtain a more comprehensive picture of the patient and thus improve the possibility for correct 

diagnosis and treatment. Discord in the encounter is likely to lead to concealment of information, silence, 

lack of cooperation with the medical procedure, suspicion and perhaps misdiagnosis, inappropriate 

treatment and dire health consequences. Therefore, any health care provider should be aware that a lack of 

understanding of cultural and religious diversity can negatively affect communication with patients and 

prevent their cooperation, thus increasing the possibility of misdiagnosis. 
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In order to do so, the healthcare staff in medical institutions and medical school students must work 

together to know how to provide proper care. They must understand the implications of social and cultural 

factors, including the nonverbal aspects of culture, on beliefs and behaviors (Bakic-Miric, 2017). 

In the context of ultra-Orthodox women, the social and cultural factors include their low tendency 

to utilize health services, the ambivalence with which they perceive medical authority, their values of 

chastity and modesty, and their reluctance to speak of bodily issues. Their alienation from their own bodies 

often renders them unable to be attentive to their body and to know how to describe in detail to a caregiver 

exactly what they feel, physically or emotionally (Marmon Gormett, 2013; Knesset Information and 

Research Center, 2014; Prince, 2013).  

It is also necessary to take into account:  

1) their preference for receiving treatment from a female rather than a male caregiver (Simchi, 2013), 

and then to equip the caregiver with appropriate tools and skills to deal with them appropriately, through 

training and education (Bakic-Miric, 2017);  

2) knowing the religious explanation of the body's activities, female reproductive organs, religious 

imperatives and the like, as well as acquiring and using the terms that would minimize the shock of the 

open conversation on these topics;  

3) learning ways to increase patient involvement in the medical process and to empower them by 

understanding their needs, being familiar with their difficulties facing the medical establishment, 

negotiating with them regarding the therapeutic process, and collaborating with them until effective 

therapeutic outcomes are achieved (Bakic-Miric, 2017). 

In general, all medical professionals should be aware of the lack of symmetry in their encounter with 

patients and its potential consequences. In the encounter they should focus not only on the verbal differences 

in communicating with a patient belonging to a cultural or religious minority group (language, clothing 

etc.), but also on the non-verbal and non-visual aspects of the culture (communication styles, beliefs, values, 

ethics, emotions etc.). That is, they should familiarize themselves with the beliefs, values, ethics, 

conceptions of time and space, and the manner of emotional coping common in their country's minority 

groups. 

5. Conclusion 

Ultra-Orthodox women, like all minorities, find themselves in an uncomfortable position versus the 

medical authority, especially with regard to sensitive issues such as the female body and menstrual 

management practices, which limits their cooperation with the physician. As a result, the diagnosis, 

treatment, and general medical care may not be effective. Therefore, medical professionals should be 

trained first and foremost to understand the politics behind their status, the power that accompanies their 

knowledge, and its implications. They should also realize, however, the necessity not only of specializing 

in their medical field but of understanding the importance of deep cultural familiarity with the diverse 

groups they treat in order to overcome the clash between the different types of discourse. This is true not 

only for the religious and cultural subgroups in Israeli, but for every country and its own cultural and 

religious sub-groups (see, e.g., Bakic-Miric, 2017; Kelley et al., 2014)   
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