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ABSTRACT
Objective: To explore in Arab communities the prevalence, 
dynamics, and resources available to address the physical 
and psychological consequences that may arise from 
psychiatric disorders.

Methods: An online survey of psychiatrists and primary 
care physicians from 17 Arab countries was conducted 
between September 2011 and June 2012. The survey 
serves as a needs assessment in a scientifically valid 
and culturally sensitive manner. Additionally, it focuses 
attention on the clinical strengths and weaknesses of 
Middle Eastern primary health care and mental health 
centers in identifying and treating trauma-related health 
and mental health issues.

Results: The 90 survey respondents comprised 
psychiatrists (n = 53) and primary care physicians (n = 37). 
They practiced in 3 clinical settings: primary mental 
health (27%), inpatient mental health (43%), and primary 
health care (29%). Traumas frequently reported by their 
patients were attributed to recent death of a close relative 
or friend (62.3%), domestic violence (41.4%), divorce/
separation (72.1%), serious traffic accident (45.6%), sexual 
assault/rape (20.3%), child abuse (20.3%), psychological 
effects of war (30.9%), victims of crime (15.9%), refugees/
internally displaced persons (20.6%), physical effects 
of war (19.1%), torture (13.2%), elderly abuse (11.6%), 
psychological effects of a natural disaster (7.4%), physical 
effect of a natural disaster (7.2%), and child soldiers 
(4.3%). Psychiatrists had significantly more patients with 
the following traumatic experiences: divorce/separation 
(81.4% vs 57.1%, P = .039), recent death of a close relative 
or friend (72.7% vs 47.6%, P = .048), and domestic violence 
(51.1% vs 19.0%, P = .014). Clinical teams comprised 
substantial numbers of students but small numbers of 
community volunteers and school counselors.

Conclusions: This study highlights the need to develop 
awareness and training programs in Arab communities 
to identify and properly treat traumatized individuals in 
psychiatric and primary care settings.
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Psychological trauma is increasingly recognized as being at the 
core of many psychiatric disorders. In recent years, there has 

been an increase in awareness of the role of psychological sequelae 
of trauma as a predisposing and comorbid condition. It is estimated 
that as many as 100–140 million people in the Arab world suffer from 
1 or more psychiatric disorders.1 Violence, war, political and social 
instability, and change have all played a role in increasing the regional 
prevalence of trauma. The physical and psychological consequences 
of trauma are disabling to individuals, families, and communities. 
Furthermore, the negative effects of these conditions have spread 
through social networks and across generations. Maternal mental 
health issues, for example, are associated with negative physical, 
developmental, and psychological outcomes in their offspring, who 
in turn may develop an increased risk of mental health disorders that 
then persist and worsen in adulthood. Additionally, mental health 
and substance misuse conditions are risk factors for the development 
of chronic noncommunicable diseases, such as atherosclerotic 
vascular disease, diabetes, and chronic lung disease. Both mental 
health conditions and noncommunicable diseases have a significant 
impact on health and economic productivity and are major causes 
of morbidity and mortality in low- and middle-income countries. 
Recently, the United Nations and the World Health Organization 
(WHO) reasserted the importance of mental health in the Millennium 
Development Goals.2

Limited data concerning mental health resources in the primary 
care setting are available from local scientific literature in the Middle 
East. Assessment of the structure and function of psychiatric 
resources in the region, however, is beginning to receive increased 
attention. In 2008, WHO launched the Mental Health Gap Action 
Program3 aimed at reducing the disparity between existing mental 
health resources and those available to address neurologic, mental 
health, and substance use problems. Several countries in the Middle 
Eastern region were identified as requiring special attention under 
this program. In 2010, WHO carried out an extensive descriptive 
study4 of the mental health resources and systems available in 14 of 
the 22 countries in the region (WHO-AIMS). This study confirmed 
the scarcity of mental health resources in the region. Additionally, it 
highlighted an uneven distribution of facilities and resources together 
with the poor integration of mental health services into other parts 
of the health care system and the community. Of the countries 
studied, about half lacked any formal mental health legislation. Only 
3 of the 14 countries surveyed reported having an emergency or 
disaster preparedness plan for mental health.4 Other studies5,6 have 
revealed that cultural factors that include stigma, social dynamics, 
and characteristics of the medical system in the primary care setting 
often result in a small number of patients being identified or ever 
receiving psychiatric care.
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In this study, we conducted a needs assessment among 
psychiatrists and primary care physicians practicing in 
clinical settings in regional mental health facilities and 
primary care centers in the Middle East. This study is part 
of a global mental health partnership between the Zayed 
Institute for Public Health, United Arab Emirates University 
(Al Ain, United Arab Emirates) and the Harvard Program in 
Refugee Trauma (Boston, Massachusetts).

METHODS

Participants and Design
A confidential online survey was sent via e-mail to 

103 psychiatrists and primary care physicians in 17 Arab 
countries. The primary investigator (O.T.O.) made phone 
calls to many of the responders explaining the purpose of 
the survey and the online completion process. We used a 
snowball sampling technique. The primary author provided 
contact information from an extensive list of colleagues 
from throughout the Arab region. The other authors 
supplemented the information with contacts of their own. 
Several secondary contacts were developed via the primary 
contacts. All respondents were either psychiatrists or 
primary care physicians.

The anonymous survey was completed between 
September 2011 and June 2012. The survey included 
an informed consent statement and definitions for the 
terminology used throughout the survey. The main 
survey dimensions included demographic information 
about respondent and facility, composition of health and 
mental health practitioners, mental health problems, social 
issues, therapeutic drugs, mental health training, research, 
monitoring, and program evaluation. In addition, there were 
questions assessing practitioner confidence in addressing 
trauma-related mental health problems.

Arab league countries were categorized into lower and 
higher groups depending on the number of psychiatrists 
per 100,000 population on the basis of previously published 
data.7 Those countries with approximately 1 psychiatrist per 
100,000 population or greater were classified as high, and 
those with smaller numbers were classified as low.

Statistical Analysis
We exported the survey responses from the online survey 

website into SPSS statistical software release 20 (IBM Inc, 

Chicago, Illinois) and reviewed the data carefully for missing 
values and duplicate entries. We obtained descriptive 
statistics including percentages, means, and standard 
errors, and responses on the 6-point scale were treated as 
continuous variables for analysis. Analytic statistical testing, 
where appropriate, was conducted using 1-way analysis of 
variance and χ2 tests. We applied 2-tailed testing using a 
significance level of .05.

RESULTS

We received 90 completed responses from 103 psychiatrists 
and primary care physicians invited to participate in the 
survey. We first present the demographic characteristics of 
the respondents by specialty, practice setting, and country. 
We then present the overall frequency of the common types 
of traumas reportedly seen. Subsequently, we compare 
responses of psychiatrists and primary care physicians about 
their perception of confidence in the ability of primary care 
practitioners in their country to provide trauma-related 
mental health services. Finally, we divide the countries into 
2 groups: low number of psychiatrists (< 1 psychiatrist per 
100,000 population) and high number of psychiatrists (≥ 1 
psychiatrists per 100,000 population).

Demographics
Table 1 describes the demographic information for the 90 

respondent psychiatrists (n = 53) and primary care physicians 
(n = 37) of both genders (F = 22, mean = 68) from 17 Arab 
countries. These respondents practiced in 3 different clinical 
settings: mental health (28%), inpatient mental health (43%), 
and primary health care (29%). Of the 90 respondents, 25 
(27.8%) were from 7 Arab countries with low numbers of 
psychiatrists.

Composition of Clinical Teams
Table 2 compares the number of personnel resources 

in the clinics of the respondent psychiatrists and primary 
care physicians. More specialized mental health and social 
workers were available in the psychiatry settings compared 
to primary care. In both settings, respondents reported few 
traditional or religious healers, community volunteers, or 
school counselors to be part of the clinical team. Of interest is 
the relatively large number of students reported to be present 
in both psychiatric and primary care centers. This finding 
necessitates focused attention to developing programs for 
their education and training and dedicating qualified staff 
for their mentoring and clinical supervision to help them 
acquire necessary basic competencies in trauma-informed 
care.

Mental Health Problems Encountered by Respondents
Figure 1 shows responses regarding the frequency of 

trauma-related health and mental health issues presenting in 
clinical settings. The most commonly reported traumas were 
recent death of a close relative or friend (62.3%), domestic 
violence (41.4%), divorce/separation (72.1%), serious 
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 ■ In Arab countries, a substantial number of people 
suffering from the psychological and physical sequelae of 
trauma present to the primary care setting.

 ■ Physicians should be aware of essential elements in 
planning and resource allocation for proper trauma-
informed care.

 ■ Development and implementation of culturally 
appropriate, multidisciplinary models are important for an 
effective and sustainable trauma care environment.
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Table 1. Demographic Characteristics of the Survey 
Respondents

Item
Respondents

(N = 90)a

Gender
Male 68 (75.6)
Female 22 (24.4)

Specialty
Psychiatry 53 (58.9)
Primary care 37 (41.1)

Practice setting
Primary health clinic 26 (28.9)
Mental health clinic 25 (27.8)
Inpatient mental health 39 (43.3)

Respondents from countries with low vs high  
number of psychiatrists (per 100,000 population)

Low (< 1 psychiatrist) 25 (27.8)
High (≥ 1 psychiatrist) 65 (72.2)

Country
United Arab Emirates 13 (14.4)
Iraq 7 (7.8)
Lebanon 7 (7.8)
Palestine 2 (2.2)
Qatar 9 (10.0)
Saudi Arabia 8 (8.9)
Sudan 3 (3.3)
Tunisia 6 (6.7)
Algeria 5 (5.6)
Oman 5 (5.6)
Libya 5 (5.6)
Syria 2 (2.2)
Egypt 4 (4.4)
Jordan 6 (6.7)
Morocco 2 (2.2)
Bahrain 3 (3.3)
Kuwait 3 (3.3)

aAll values are n (%) unless otherwise noted.

Table 2. Comparison of Personnel (multidisciplinary team) 
Resources Available in the Survey Respondents’ Clinics

Staff in the Clinic

Specialty of the 
Respondent, Mean (SE)

P 
ValuePsychiatrist

Primary Care 
Physician

Psychiatrists 10.74 (2.22) 1.36 (0.67) .000a

Psychiatric nurses 18.50 (6.35) 4.18 (2.87) .134a

Psychologists 5.83 (1.25) 0.77 (0.32) .000a

Social workers 4.52 (0.87) 0.95 (0.36) .000a 
Primary care physicians 2.72 (1.01) 17.77 (8.21) .083
Students 19.80 (5.49) 3.59 (2.06) .008a

Traditional healers 0.20 (0.14) 0.14 (0.14) .776
Religious healers 0.78 (0.48) 0.32 (0.22) .515
Neurologists 0.72 (0.23) 0.41 (0.22) .405
Neurosurgeons 0.35 (0.16) 0.27 (0.16) .771
Primary care physician assistants 1.02 (0.49) 2.14 (1.39) .355
Primary care nurses 7.38 (3.61) 17.45 (6.55) .148
Primary care nurse assistants 7.84 (5.16) 6.48 (3.07) .862
Primary care resident trainees 2.70 (0.86) 5.05 (2.29) .249
Community volunteers 1.64 (0.65) 1.14 (0.49) .612
School counselors 0.09 (0.05) 0.24 (0.14) .310
aStatistical significance on independent samples t test.

traffic accident, (45.6%), sexual assault/rape (20.3%), child 
abuse (45.6%), psychological effects of war (30.9%), victim 
of crime (15.9%), refugees/internally displaced persons 
(20.6%), physical effects of war (19.1%), torture (13.2%), 
elderly abuse (11.6%), psychological effects of a natural 
disaster (7.4%), physical effects of a natural disaster (7.2%), 
and child soldiers (4.3%).

Table 3 compares responses of psychiatrists and primary 
care physicians. Psychiatrists reported a significant number 
of patients with the following traumatic experiences 
compared to primary care physicians: divorce/separation 
(81.4% vs 57.1%, P = .039), the recent death of a close 
relative or friend (72.7% vs 47.6%, P = .048), and domestic 
violence (51.1% vs 19.0%, P = .014). On the other hand, 
there were other types of traumas with no statistically 
significant differences in frequency between the 2 groups 
of respondents: psychological effects of war, torture, victims 
of crime, serious traffic accidents, sexual assault/rape, and 
child and elderly abuse.

Table 4 compares responses of psychiatrists and primary 
care physicians practicing in countries with low versus 
high numbers of psychiatrists. Significant differences 
were identified in the frequency of the following traumas: 
psychological effects of war (low: 63.2% vs high: 18.4%, 
P = .000), victims of crime (low: 40% vs high: 6.1%, 
P = .000), refugees/internally displaced persons (low: 45.0 

vs high: 10.4%, P = .001), torture (low: 42.1 vs high: 2.0%, 
P = .000), child abuse (low: 40.0% vs high: 12.2%, P = .009), 
sexual assault/rape (low: 35.0% vs high: 14.3%, P = .052), 
elderly abuse (low: 25.0% vs high: 6.1%, P = .026), physical 
effects of war (low: 42.1% vs high: 10.2%, P = .003), and 
psychological effects of natural disaster (low: 20.0% vs high: 
2.1%, P = .010).

Training for Primary Care Physicians  
and Therapeutic Drugs

Table 3 shows that half of the respondent psychiatrists 
(48%) and primary care physicians (50%) believe primary 
care practitioners in their countries are trained to provide 
trauma-related mental health services with no statistically 
significant difference (P = .871). However, with respect to 
providing services for the general population with serious 
mental illness, there was a trend for more primary care 
physicians than psychiatrists to respond that primary care 
practitioners in their countries are trained in this regard (P 
value = .065).

Access to psychiatric drugs was reported to be 
problematic in many cases. Respondents reported a lack of 
an adequate supply of medications in their clinical settings 
(65.7%), misdistribution of medications (50.0%), and 
the limitation of availability of these drugs to psychiatric 
facilities and psychiatrists (32.4%).

Confidence in Addressing  
Patients’ Mental Health Problems After Trauma

Both groups of respondents felt equally comfortable in 
identifying and treating mental health problems in their 
patients after trauma. A trend was evident for psychiatrists 
to feel more confident being able to identify posttraumatic 
stress disorder, identify and treat adult (> 18 years) 
traumatized patients, and identify grief reactions (P = .062, 
P = .073, and P = .061, respectively).



Yo
u 

ar
e 

pr
oh

ib
it

ed
 fr

om
 m

ak
in

g 
th

is
 P

D
F 

pu
bl

ic
ly

 a
va

ila
bl

e.

For reprints or permissions, contact permissions@psychiatrist.com. ♦ © 2017 Copyright Physicians Postgraduate Press, Inc.

It is illegal to post this copyrighted PDF on any website.

e4    Prim Care Companion CNS Disord 2017;19(5):17m02157

Osman et al

Figure 1. Frequency of Patient-Encountered Traumatic Life Experiences Reported by the Survey 
Respondents
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Continuing Medical Education Programs
The majority (65%) of respondents from countries with 

lower number of psychiatrists reported having no system 
for continuing medical education. About 72% reported that 
their countries have no legislation to require continuing 
medication education, and nearly half (44.4%) acknowledged 
it is not a national priority.

DISCUSSION

The findings of this study suggest a widespread perception 
among front-line practitioners that there is a need for 
increased focus on psychological and psychiatric morbidity 
in the region, particularly as it relates to trauma. This finding 
is consistent with a large body of literature5,7 indicating 
that while psychiatric problems are common in the region, 
insufficient resources exist to address them. Overall, most 
Arab countries direct less than 2% of their national health 
care budget toward mental health. Some countries reported 
budgeting little or nothing at all for mental health issues.4

We also found that many patients experience social 
problems putting them at risk for mental illness or 
representing barriers to care. These social problems 
include divorce or separation and refugee status. Among 
women in Arab countries, separation or divorce often 
results in social marginalization, and support is often 
unavailable.8,9 Depressive and other psychiatric symptoms 
in patients presenting to primary care are often related to 
marital problems.10,11 Interestingly, psychiatrists reported 
seeing divorced patients more frequently than did primary 
care physicians, which may be a manifestation of a low 

recognition of psychosocial problems at the primary care 
level.

Survey respondents also indicated that they were not 
highly confident in managing patients with various types 
of psychosocial problems. This finding most likely reflects 
the lack of exposure to these issues in most medical training 
programs in the region, which have failed to effectively 
incorporate psychosocial issues into curricula. This problem 
is particularly serious because of the lack of culturally 
relevant research on these topics.12 Also, there is a lack 
of social consensus on many issues that may be common 
among some sectors of society but have been reported to 
be associated with significant psychological morbidity, 
such as polygamous marriage.13–16 Additionally, physicians 
may feel pressure to adhere to strong social conventions 
that discourage bringing up topics that may result in 
embarrassment.17

An interesting finding was the differences in types of 
problems reported in countries with lower or higher numbers 
of practicing psychiatrists per capita. Several possibilities 
exist to explain this finding. Countries with higher numbers 
of psychiatrists tend to be wealthier than countries with 
lower numbers. Poverty is a known risk factor for mental 
illness. Consequently, it would be more likely that medical 
systems in less wealthy countries were less organized and 
their acute needs greater than those in wealthier countries. 
In addition, psychiatrists from poorer Arab countries often 
migrate to the richer countries for better job opportunities. 
Two countries, Iraq and Palestine, were involved in complex 
emergency situations at the time of the survey. Finally, the 
possibility exists that countries with fewer psychiatrists 
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Table 3. Perceptions of Survey Respondents Regarding Their Level of Confidence in Identifying and Treating Mental Health–
Related Conditions

Survey Dimensions

Specialty of the Respondent

P Valuea
Psychiatrist 

(n = 53)

Primary Care 
Physician 

(n = 37)
I. Trauma-related mental health problems

“Yes” response
Do you have patients with the following: % (n/n)b % (n/n)b

Divorce/separation
None or few 18.6 (8/43) 42.9 (9/21) .039*
Some or many 81.4 (35/43) 57.1 (12/21)

Recent death of a close relative/friend
None or few 27.3 (12/44) 52.4 (11/21) .048*
Some or many 72.7 (32/44) 47.6 (10/21)

Serious traffic accidents
None or few 52.3 (23/44) 60.0 (12/20) .565
Some or many 47.7 (21/44) 40.0 (8/20)

Domestic violence
None or few 48.9 (22/45) 81.0 (17/21) .014*
Some or many 51.1 (23/45) 19.0 (4/21)

Psychological effects of war
None or few 63.6 (28/44) 75.0 (15/20) .369
Some or many 36.4 (16/44) 25.0 (5/20)

Child abuse
None or few 75.0 (33/44) 85.7 (18/21) .326
Some or many 25.0 (11/44) 14.3 (3/21)

Sexual assault/rape
None or few 72.7 (32/44) 90.5 (19/21) .104
Some or many 27.3 (12/44) 9.5 (2/21)

Victim of crime
None or few 81.8 (36/44) 85.7 (18/21) .695
Some or many 18.2 (8/44) 14.3 (3/21)

Elderly abuse
None or few 84.1 (37/44) 95.2 (20/21) .201
Some or many 15.9 (7/44) 4.8 (1/21)

Torture
None or few 86.0 (37/43) 85.7 (18/21) .971
Some or many 14.0 (6/43) 14.3 (3/21)

II. Training in mental health services
“Agree” response

Are primary care practitioners trained to provide services for the following: % (n/n)b % (n/n)b

Serious mental illness 40.9 (18/44) 66.7 (12/18) .065**
General population affected by trauma 47.7 (21/44) 50.0 (9/18) .871

III. Confidence in addressing mental health problems after trauma

Rate your level of confidence to do the following: Meanb (SE) Meanb (SE)
Identify the psychological effects of trauma 5.1 (0.15) 5.3 (0.19) .433
Identify posttraumatic stress disorder 5.6 (0.09) 5.1 (0.26) .062**
Treat posttraumatic stress disorder 5.2 (0.15) 4.6 (0.34) .134
Identify and treat traumatized adult patients/clients (aged > 18 y) 5.1 (0.16) 4.4 (0.35) .073**
Identify and treat traumatized teenagers (aged 13–18 y) 4.5 (0.20) 4.5 (0.37) .901
Identify and treat traumatized children < 13 years of age 4.0 (0.21) 4.0 (0.37) 1.000
Identify and treat victims of domestic violence 4.6 (0.17) 4.5 (0.32) .800
Deal with the somatic complaints related to trauma 4.9 (0.17) 4.9 (0.27) .788
Detect the cause of anxiety 5.3 (0.14) 4.9 (0.32) .269
Identify the source of distress when dealing with family problems 5.0 (0.16) 4.9 (0.32) .865
Work on a case in partnership with an imam 3.4 (0.26) 3.3 (0.40) .795
Use religious beliefs to support and benefit patients 4.4 (0.18) 4.2 (0.42) .666
Ask about the patients trauma history 5.3 (0.14) 5.4 (0.19) .774
Identify the physical effects of trauma 5.1 (0.15) 5.3 (0.19) .433
Identify grief reactions 5.5 (0.09) 5.1 (0.26) .061**
Identify depression 5.6 (0.11) 5.3 (0.27) .164
Identify trauma-related disability 5.1 (0.14) 5.0 (0.21) .659
Use screening instruments 4.6 (0.21) 4.3 (0.34) .344
Understand the local folk concept that your patient may believe are the causes of and cures for mental illness 5.1 (0.16) 4.8 (0.31) .431
Discuss discrimination based on race, gender, ethnicity, and diverse cultures with your medical colleagues 4.8 (0.18) 5.3 (0.25) .178
Discuss ethnic, racial, and diverse cultural issues in the hospital and/or with university administration 4.7 (0.21) 5.1 (0.28) .287
Conduct program evaluation 4.5 (0.16) 4.7 (0.24) .588
Conduct research 4.8 (0.16) 5.1 (0.21) .284
Provide culturally appropriate services to the female gender 5.0 (0.15) 5.2 (0.27) .474
Provide culturally appropriate services to the male gender 5.0 (0.15) 5.0 (0.35) .906
Work effectively with an interpreter 4.6 (0.21) 4.6 (0.40) .890

aP value of the independent samples t test.  bNot all questions were answered by all physicians; therefore, n/n data are provided along with percent.   
cMean of possible responses for “identify and treat” items were from 1 = not at all confident to 6 = completely confident.

*Significant at P < .05.
**Significant at P < .1.
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Table 4. Comparison of Survey Respondents by Low (< 1) and High (≥ 1)  Number of Psychiatrists 
in Their Respective Countries per 100,000 Population 

Survey Dimensions
Low (n = 25), 

% (n/n)a
High (n = 65), 

% (n/n)a P Valueb

I. Trauma-related mental health problems
Do you have patients in your practice who have experienced the following:

Domestic violence
None or few 45.0 (9/20) 64.0 (32/50) 0.145
Some or many 55.0 (11/20) 36.0 (18/50)

Sexual assault/rape
None or few 65.0 (13/20) 85.7 (42/49) 0.052
Some or many 35.0 (7/20) 14.3 (7/49)

Serious traffic accident
None or few 50.0 (10/20) 56.2 (27/48) 0.637
Some or many 50.0 (10/20) 43.8 (21/48)

Recent death of a close relative/friend
None or few 10.0 (2/20) 49.0 (24/49) 0.002*
Some or many 90.0 (18/20) 51.0 (25/49)

Divorce/separation
None or few 25.0 (5/20) 29.2 (14/48) 0.727
Some or many 75.0 (15/20) 70.8 (34/48)

Psychological effects of war
None or few 36.8 (7/19) 81.6 (40/49) 0.000*
Some or many 63.2 (12/19) 18.4 (9/49)

Physical effects of war
None or few 57.9 (11/19) 89.8 (44/49) 0.003*
Some or many 42.1 (8/19) 10.2 (5/49)

Psychological effects of a natural disaster
None or few 80.0 (16/20) 97.9 (47/48) 0.010*
Some or many 20.0 (4/20) 2.1 (1/48)

Physical effects of a natural disaster
None or few 85.0 (17/20) 95.9 (47/49) 0.112
Some or many 15.0 (3/20) 4.1 (2/49)

Torture
None or few 57.9 (11/19) 98.0 (48/49) 0.000*
Some or many 42.1 (8/19) 2.0 (1/49)

Refugees/internally displaced persons
None or few 55.0 (11/20) 89.6 (43/48) 0.001*
Some or many 45.0 (9/20) 10.4 (5/48)

Child abuse
None or few 60.0 (12/20) 87.8 (43/49) 0.009*
Some or many 40.0 (8/20) 12.2 (6/49)

Elderly abuse
None or Few 75.0 (15/20) 93.9 (46/49) 0.026*
Some or Many 25.0 (5/20) 6.1 (3/49)

II. Therapeutic drugs
Are essential psychiatric drugs available in your clinic?

Always 40.0 (8/20) 90.0 (45/50) 0.000*
Sometimes 35.0 (7/20) 8.0 (4/50)
Rarely/never 25.0 (5/20) 2.0 (1/50)

If mental health drugs are sometimes or rarely/never available for distribution  
through primary care in your clinic, which of the following are the reasons?

Not in adequate supply (yes) 88.2 (15/17) 41.7 (15/36) 0.001*
Do not meet quality standards (yes) 22.2 (4/18) 8.3 (3/36) 0.205
Distribution system is able to deliver them when/where needed (yes) 50.0 (9/18) 30.6 (11/36) 0.163

III. Continuing medical education programs
Does your country offer a system of continuing medical education (CME)?

Country offers a system for CME (yes) 35.0 (7/20) 95.9 (47/49) 0.000*
Are any of the following reasons that your country does not offer  
continuing medical education?

CME is not a national priority (agree) 55.6 (10/18) 16.7 (3/18) 0.015*
No legislation that requires CME (agree) 72.2 (13/18) 22.2 (4/18) 0.003*

aNot all questions were answered by all physicians; therefore, n/n data are provided along with percent. 
bP value of Pearson χ2 test.
*Significant at P < .05.
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per capita have larger populations of patients with mental 
illness. This might result in increased disruption of families 
and communities through social network effects, thereby 
exacerbating existing problems. Interestingly, practitioners 
working in countries with a low number of psychiatrists per 
capita seemed to be more satisfied with the availability and 
quality of essential medications, although distribution was 
reported to be more problematic.

Regional literature5,7,18 indicates a high and unmet need 
with regard to the treatment of mental illness. Karam et 
al19 reported that only 10.9% of a nationally representative 
sample in Lebanon with a 12-month duration of a DSM 
disorder sought medical treatment, and almost all of it 
came from the general medical sector. Another study20 
in Israel indicated that Jews sought treatment for mental 
health problems at a much higher rate than Arab Muslims 
or Christians living in the same regions. A number of 
studies5,11,21,22 have also suggested that many patients and 
families sought traditional or religious-based treatment 
instead of medical treatment, particularly in the case of 
mental illness or substance use disorders.

This study also shows that substantial numbers of people 
suffering from the psychological and physical sequelae of 
trauma are presenting to primary care settings. Respondents 
reported that victims of domestic violence and patients 
involved in serious traffic accidents or suffering from the 
psychological effects of war commonly present for care. 
Additionally, in Arab countries patients with posttraumatic 
stress disorder commonly present with somatic symptoms. 
Therefore, it is very likely that the majority of people with 
posttraumatic stress disorder are seen only in a primary care 
setting and are less likely to be identified compared to those 
seen by psychiatrists.23,24

We also found that several types of violence appear to 
occur more frequently than commonly believed. These 
violence types included the abuse of children and the 
elderly and sexual assault. Because of the culturally sensitive 
nature of these issues, little regional literature exists that 
explores these problems in depth. Given the implications for 
individuals and society, it will be important for the medical 
systems to engage with their communities to develop 
interdisciplinary collaborations in legal, religious, and 
cultural realms to generate consensus on the prevention, 
evaluation, and solutions for these problems. The adoption 
of best practices from other world regions may or may not 
be effective, as they may have unintended consequences 
if holistic and culturally congruent approaches are not 
pursued.25

In most Arab countries, traditional and religious healers, 
community volunteers, and other lay groups have not 
been integrated into mainstream medical care, and this is 
confirmed by our survey results. The absence of family and 
consumer/user community-based organizations and the 
lack of integration into school systems were also noted in 
the WHO-AIMS study.4 Mainstream medical practice in 
the Arab region tends to be more influenced by Western 
practices and discoveries than by local practices, data, 

or research. Research to develop a more sophisticated, 
multidisciplinary understanding of these healing traditions 
and how best to integrate them into modern medical 
systems, especially mental health, is required.

In recent years, health authorities in several Arab 
countries have made changes to improve the quality of the 
medical services they provide; however, mental health care 
is often neglected. This survey, for example, highlighted that 
in many areas, medications to treat psychiatric illness were 
unavailable in the primary care setting. Reported problems 
included supply shortages for essential drugs, distribution 
difficulties, poor quality medications, and high cost. These 
issues affect care delivery and influence physicians’ sense of 
self-efficacy and morale.26 Given the widespread reluctance 
of patients and families to access dedicated psychiatric 
services, the lack of psychiatric medications in primary care 
represents an additional barrier to the treatment of mental 
health conditions.26–29

Many clinicians in the survey also reported that 
continuing medical education is not required in their 
practice settings. This may be due to a lack of resources and 
requires serious attention to ensure that these practitioners 
continuously update their knowledge.

This study has several limitations. The survey 
respondent methodology, which while providing important 
information, may not be generalizable in the larger context. 
Cultural factors, stigma, or professional bias may affect 
these psychiatrist and primary care physician respondents. 
Few women were survey respondents. While this may be 
because there are fewer women in leadership positions 
within the health systems of many Arab countries, it also 
may have biased the responses. Some respondents did not 
fill out the form completely, leading to missing data. We did 
not survey all countries in the Arab league. However, it is 
often difficult to obtain adequate response rates in studies 
from the region. The WHO-AIMS study,4 for example, 
received responses from only 14 of the 20 countries 
surveyed.

The findings in this study indicate a need to continue 
efforts toward developing global mental health alliances. 
Clearly, improvements in awareness, education, planning, 
and resource allocation are necessary. In addition, the 
development and implementation of culturally appropriate 
models of understanding and addressing psychiatric issues 
related to trauma will be important to maximize the cost-
effectiveness and sustainability of these interventions. 
Through these efforts and other partnerships, we hope 
to develop regional centers of excellence in research and 
training for trauma-informed mental health services.
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