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ABSTRACT

Background: In 1983, an article and accompanying editorial was published

on the state of psychiatry in the Kingdom of Saudi Arabia (KSA), which

was described as “a mental health system in statu nascendi.” Methods:

We provide a 30-year update on advances in mental health care in KSA.

Data are reported from a wide range of sources, including the 2007 Saudi

Arabian Mental and Social Health Atlas, which compares services in KSA

with the rest of the world. Results: We examine how the current mental health

system operates in KSA, including recent changes in mental healthcare

policy and development of a national mental healthcare plan. Discussed are

current needs based on the prevalence and recognition of mental disorders;

availability of services and providers (psychiatrists, psychiatric nurses,

psychologists, and social workers); education and training in psychiatry;

developments in consultation-liaison, addictions, child-adolescent, and
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geriatric psychiatry; and progress in mental health research. Conclusions:

Mental healthcare in Saudi Arabia has come a long way in a very short

time, despite cultural, religious, social, and political challenges, although

there still remain areas where improvement is needed. The development of

psychiatry in KSA serves as a model for countries in the Middle East and

around the world.

(Int’l. J. Psychiatry in Medicine 2013;46:223-242)
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In 1983, psychiatry in KSA was described as “a mental health system in statu

nascendi” (in the state of being born) [1]. At that time there was only one mental

hospital, Shehar Mental Hospital in Taif (near Mecca), that served the entire

population of KSA, 6 million at that time (now 28 million). Twenty-five years

earlier, the authors claimed, there was no psychiatric hospital, and those with

mental illness were “housed in various residencies without organized treatment

programs” [1, p. 1493]. By 1982, there were still no formal departments of

psychiatry in any major medical center or university in KSA, and the following

statement was made: “Consultation-liaison psychiatry awaits birth; psycho-

dynamic thinking is rare; child psychiatry is rarer” [1, p. 1493].

The article above was commenting on a summary of the state of psychiatric

practice and education in KSA by a psychiatrist, Steven Dubovsky [2]. The

challenge to Saudi psychiatry at that time, said Dubovsky, was reconciling,

“Islamic law, folk concepts of mental illness, and twentieth-century knowledge”

[2, p. 1456]. In rural areas of the country, treatment of the mentally ill involved

physical beatings and use of cautery (burning of body parts [3]) in order to make

the patient’s body inhospitable to evil spirits so they would leave.

Dubovsky also discussed the challenges that affected diagnosis and treat-

ment. He pointed out that the illiterate status of most older men and women

interfered with the mental status exam and overall psychiatric assessment, and

that psychiatric symptoms were often expressed in terms of somatic symptoms

such as fatigue, pain, or loss of appetite. He also raised issues related to treating

substance abuse disorders. Since alcohol and illicit drug use is forbidden, addic-

tion programs were non-existent.

There were also few places to hospitalize psychiatric patients in 1983. The

first psychiatric hospital, Shehar Mental Hospital in Taif, was opened in 1952

with 250 beds [4]. The second psychiatric hospital was built in 1960 in Medina

and contained 36 beds. In addition, Aramco Hospital in Dhahran had a small

psychiatric ward and there were plans in 1983 to open a modern psychiatric

ward at the King Saud University in Riyadh.

Medical education on human behavior, psychopathology, and other courses

in psychology were uncommon in 1983 at the four Saudi medical schools. There
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was a psychiatric residency program at King Saud University, but the program

had only three trainees. As a result, fully trained psychiatrists were rare. In

1977, there was only one psychiatrist per 2 million people (i.e., three psychiatrists

in the entire country). By 1983, Dubovsky estimated that there were 10 to 30

psychiatrists in KSA, increasing the ratio to one per 200,000 at best. For a

psychiatrist working in Saudi Arabia, Dubovsky concluded, this provided “a

unique opportunity to watch an ancient world transform itself into a modern

one to make a unique and vital contribution to building psychiatric services in

a medical system that now knows little about them” [2, p. 1459]. So, what has

happened to psychiatry in Saudi Arabia over the last 30 years?

Much indeed has changed. We discuss these changes by describing how

the current mental health system in KSA operates, the need for mental health-

care, the availability of services and providers, education and training in

psychiatry and psychiatry sub-specialties, progress in mental health research,

and unique religious and cultural factors that continue to influence psychiatric

practice. When possible, comparisons are made with the United States and other

Western countries.

MENTAL HEALTH SYSTEM

In 1989, primary healthcare (PHC) centers were established in KSA, and

each family is now registered at a PHC in their area and receives a family health

card for access [5]. Patients who require hospital admission are referred to a

local general hospital or, if necessary, to a tertiary care teaching hospital. In

2000, the World Health Organization (WHO) encouraged the linking of mental

care with PHC centers, which was done in KSA [6]. When primary care physi-

cians (PCPs) at PHC centers identify patients with mental heath problems they

cannot handle, patients are referred to a psychiatry clinic for evaluation, to a

psychiatric ward at a general hospital, or to a specialty psychiatric hospital.

Mental healthcare, however, has rapidly evolved since then. By 2006, KSA had a

mental health policy, a substance abuse policy, a national mental health program,

and was developing mental health legislation and programs for special populations

(children and the elderly) [4].

In 2007, following the model of the 2000 WHO Mental Health Atlas [4] that

was designed to identify the unmet mental health and social needs of patients

with mental illness around the world, the Saudi Arabian Mental and Social

Health Atlas (SAMSHA) was developed [4]. SAMSHA contains sections on

mental health policy and legislation, budgeting mechanisms, community care,

primary care psychiatry, rehabilitation centers, psychiatric beds, general hospital

psychiatry, human resources, programs for special populations, rehabilita-

tion centers, use of psychotropic drugs, and a section on information systems.

SAMSHA includes a 4-year national strategic plan with eight goals:
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1. develop modern infrastructure and increase specialty providers;

2. improve quality of services;

3. expand substance abuse services;

4. develop CME programs in mental health;

5. develop research units for conducting applied research;

6. establish national quality indicators;

7. develop social service units; and

8. plan and develop mental health services throughout Saudi Arabia.

In 2010, the General Administration for Mental Health and Social Services

developed a procedures manual with uniform policies for all psychiatric hospitals.

Most psychiatric patients today receive care in private or public psychiatric

hospitals that have well-developed inpatient and outpatient services. Many

persons with chronic mental disorders reside in psychiatric hospitals. The number

of psychiatric outpatient clinics had increased to 44 by 2006, but were usually

connected to general or psychiatric hospitals [4]. There is still no well-developed

community mental health center (CMHC) system in KSA and little integration

of the chronic mentally ill into the community. The creation of a CMHC system

(as planned) could take substantial pressure off of psychiatric hospitals. Until

then, there are efforts in place to train general medical practitioners at the 1,900

PHC centers in KSA to address psychiatric issues. As of 2010, however, mental

health services in PHCs also remained largely underdeveloped. There has

also been a problem with availability of psychotropic drugs, especially newer

psychiatric drugs with better side-effect profiles, and there is no consistent

adverse effects reporting system or electronic prescribing system, although these

are all goals of the national strategic plan [4].

NEED FOR MENTAL HEALTH CARE

Although not yet completed, studies are now in the field that will examine the

prevalence of psychiatric disorders in the general Saudi population. National and

regional community surveys of depression in older adults have been done, along

with several regional studies of mental symptoms in secondary school students

and studies examining medical patients and patients seen in psychiatric settings.

Community Settings

A survey examining 7,970 Saudi nationals age 60 and over across KSA

(identified from medical records at PHC centers) reported that 39% scored at or

above the cutoff of 10 on the 30-item Geriatric Depression Scale (GDS) [7]. In a

regional study in Abha city, home-based interviews were conducted with 810

persons age 65 or over (elders residing in three PHC center catchment areas) using

the 15-item GDS; 18% scored at or above the established cutoff score of 5 [8].
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Now in the field, the Saudi National Mental Health Survey is a population-

based survey of 10,000 Saudi nationals to determine the prevalence, risk factors,

prognosis, and treatment of mental disorders [9]. The Composite International

Diagnostic Interview (CIDI) is the diagnostic instrument being used. The Popu-

lation Studies Center at the University of Michigan has been assisting with

preparation, monitoring, and implementation [10]. The survey was scheduled to

begin January 2013 and should finish by July 2013 [11].

Medical Settings

Becker and colleagues examined 431 medical outpatients at King Khalid

University Hospital in Riyadh (75% under age 50), reporting a 20% prevalence

of depressive disorder using the PHQ [12]. Al-Kathami and Ogbeide surveyed

609 primary care patients (mean age 34) in central KSA using the Rahim Anxiety-

Depression Scale, reporting that 18% had “mental illness,” and if sub-threshold

disorders were included, the rate increased to 30% [13]. If one includes the

study of 7,970 older adults identified from medical records at PHC centers,

rates of depression in primary care outpatient settings range from 18% to 39%,

depending on age and severity of symptoms.

Psychiatric Settings

In an early review (1991) of the characteristics of 195 inpatients admitted

to a Saudi psychiatric hospital, 57% had schizophrenia (ICD-9), mean age of

patients was 30, and 59% were male [14]. A more recent study of 1,366 psychiatric

patients admitted to a psychiatric ward at a general medical hospital between

1988 and 1998 found that 20% had schizophrenia, 15% bipolar disorder, 10%

depressive disorder, 9% transient psychotic disorder, 8% adjustment disorder,

and 8% dissociative disorder [15]. Mean length of stay was 25 days. Males

were more likely admitted for schizophrenia, whereas females were more likely

admitted for mood or anxiety disorders.

Problems with Detection

Since PHC centers are often the first point of contact, PCPs are largely

responsible for identifying mental health problems. In studies conducted in

the 1990s and early 2000s, Saudi PCPs missed 50 to 90% of patients with

psychiatric problems [16-18]. Although detection rates are low, they are not

negligible. In fact, rates are not that much lower than reported in Western coun-

tries where the detection of depression (the most common psychiatric problem

in medical settings) is typically under 50% [19]. One challenge in KSA is that

patients with mental health problems often present to PCPs with somatic not

psychiatric symptoms. Many patients also believe that somatic and psychiatric
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symptoms have supernatural causes (see below), and thus fail to seek help for

these symptoms from medical providers.

As seeking help for mental health problems has become more acceptable in

KSA, there is more demand for psychiatric services. As a result, psychiatrists

are now being assigned clinics in primary care practices to make them more

accessible. Furthermore, patients with mental health needs may also seek psychi-

atric care directly in public and private clinics without going through a PCP.

SPECIAL POPULATIONS

Children and Adolescents

Symptoms of mental distress are common among community-dwelling

Saudi youth, suggesting a future need for mental health services as these youth

move into adulthood. Surveys of adolescents in secondary schools find signifi-

cant depressive symptoms in 14% to 38%, anxiety in 14% to 49%, and high

psychological stress in 36%, depending on assessment tool (SCL-90-R, DASS-42,

or BDI) [20-22]. These rates, however, are not that much different than in

U.S. adolescents [23].

Women

Women in general are more vulnerable to psychiatric disorder, and this vulner-

ability may be increased in traditionally patriarchal societies. In a country such

as KSA, which is both collectivist and paternalistic, women are viewed as

“strange” if they deviate from the traditional path dictated by the prevailing

social order [24]. Seeking secular mental health services, then, may be viewed

by some as deviating from the social order. As a result, women with psychiatric

symptoms often first seek religious healers (sheikhs) for treatment, and mental

health professionals are consulted only if this is unsuccessful [25].

As noted earlier, Western psychiatrists working in KSA during the 1960s

and 1980s emphasized the harsh constraints placed on Saudi women living in

traditional Muslim Arab settings [2, 26]. These included the inculcation of tradi-

tional values and roles, with an emphasis on being married and bearing children.

Women were described as repeatedly being reminded that they were inferior

to men and subject to their rule. Polygamy was permitted and encouraged, and

divorce was an ever-present possibility with threat of thereafter living in poverty

or returning to her family of origin. Women are still not allowed to drive and

require a male chauffeur or male relative when out in public. These factors could

influence vulnerability to psychiatric disorder and access to psychiatric services.

Racy reported that somatization was prevalent in 40 women he saw in eastern

Saudi Arabia in 1977, explaining this as due to difficulty voicing psychiatric

complaints [26]. He described the typical Saudi female patient as veiled, limping
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into the clinic, leaning on the arm of a male relative, who would come with her

into the treatment room unless explicitly told not to. Women would remain quiet

unless spoken to and would typically start with a list of physical complaints.

Research has shown that somatoform disorders and depression are about 55%

more common in Saudi women than in Saudi men [12, 27]. This trend, however,

may be changing. A more recent study of 2,320 primary care patients in Qatar

(adjacent to Saudi Arabia) found the prevalence rate of somatoform disorders

only slightly higher in women (24.2% vs. 23.7% for men) [28].

Furthermore, research in Western countries consistently finds that somato-

form disorder, depression, and all psychiatric disorders are more common in

women [29, 30], so the situation in KSA may not be that different (except in

certain sub-populations of Muslim Arabic women who are divorced [31] or

in polygamous marriages [32]). Thus, it would be unwise to apply Western

values and judgments to Saudi women without a full understanding of the

religious and cultural traditions in this part of the world [33]. Furthermore, many

changes directly applicable to women are now occurring in KSA. Saudi King

Abdullah has expanded the rights of women in recent years, removing a number

of traditional barriers and encouraging women to play a greater role in society.

This includes the right to vote, to run for office, and to voice concerns regarding

domestic violence and abuse, with support from the government.

The gender differential in mental health providers in the past also contributed

to women’s avoidance of psychiatric care, since most psychiatrists were male

[34]. Female patients may feel less comfortable disclosing personal information

to unfamiliar males, and so avoided psychiatric care for that reason. However,

current trends indicate an increasing number of female psychiatrists in KSA.

A recent study found that female Saudi medical students planning to go into

psychiatry now outnumber men by 3 to 1 [35].

AVAILABILITY OF SERVICES AND PROVIDERS

By the year 2000, besides the two facilities mentioned by Dubovsky in 1983,

18 more psychiatric hospitals had been built and staffed, ranging in size from 30 to

690 beds [4]. Specialized hospitals and treatment programs for substance (alcohol

and drug) abuse were also established, including Jeddah’s Al-Amal Hospital (200

beds), Riyadh’s Al-Amal Hospital (428 beds), and Dammam’s Al-Amal Hospital

(300 beds) [4]. In 2006, Saudi psychiatric hospitals had a total of 2,886 beds with

an occupancy rate of 100% or higher throughout most of the year. The ratio was

1.25 psychiatric beds per 10,000 population, which is only slightly lower than the

world average (1.6), although quite a bit lower than in North and South America

(3.3) or Europe (8.7) [4]. With de-institutionalization in the United States, the

number of psychiatric beds has now declined to 1.4 beds per 10,000 based on data

released in May 2012 [36]. Since there has been no de-institutionalization yet

in KSA, 1.25 beds/10,000 is relatively low given the need.
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The number of qualified psychiatrists has also been increasing in KSA,

from 10-30 in 1983 (as Dubovsky states) to 205 in 2006 (0.9 psychiatrists

per 100,000 population) [4]. The average in the North and South America com-

bined is 1.6, in Europe is 9.0, and in the United States is 13.7 per 100,000, based

on WHO’s Mental Health Atlas 2005 [37]. By 2006, the number of psychiatric

nurses in KSA had increased to 9.5 per 100,000, which was higher than in the

Americas (2.7) but not as high as in Europe (27.5). The number of psychologists

had also increased to 0.8 per 100,000, which is less than in the Americas (2.7) or

Europe (3.0), but double the world average (0.4). Likewise, by 2006 the number

of psychiatric social workers was 0.9 per 100,000, which was about half that in

the Americas (1.9) and Europe (2.4). Most nurses initially assigned to psychiatric

hospitals, however, do not have special training in psychiatry except for con-

tinuing medical education courses [4]. Similarly, most psychologists and social

workers do not have post-graduate degrees. Plans are in place, however, to

provide advanced training in universities and increase clinical experience. There

is now a post-graduate clinical psychology program at the University of Tabuk,

a masters in counseling at King Khaled University in Abha, and masters and

PhD programs in counseling at King Saud University in Riyadh.

EDUCATION AND TRAINING IN PSYCHIATRY

In order to get a sense of the future of psychiatry in KSA, we first examine

medical student attitudes toward psychiatry, and then review psychiatry residency

and sub-specialty training programs.

Medical Students Attitudes

A survey of 441 medical students in their first to fifth years at King Khalid

University College of Medicine in Abha [35] found that from a list of 14 special-

ties, 9 (2.0%) chose psychiatry; 1.5% in years 1 to 3 chose psychiatry compared

to 4% in years 4 and 5. These low percentages are similar to U.S. medical students

in their freshman and senior years [38]. In 2012, 3% of graduating U.S. medical

students applied for residency positions in psychiatry [39].

With regard to attitudes toward psychiatry in general, one study compared

medical students in KSA with those in other countries, finding more negative

attitudes toward psychiatry in KSA [40]. This report was based on a survey of

52 medical students at King Faisal University College of Medicine in Al-hassa

[41]. Eighty-two percent endorsed the statement that students with an interest

in psychiatry are at risk for being seen by others as “odd, peculiar, or neurotic.”

Likewise, 82% said that any desire to specialize in psychiatry would be criticized

and discouraged by their family. Similarly, 78% said that medical faculty dis-

couraged them from pursuing psychiatry, which was not viewed as emphasizing

“physiological” factors enough by 74%. Exposure to training in psychiatry,
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however, made a difference. After completing a 4-week rotation in psychiatry,

students were more likely to agree that a psychiatric consultation was helpful

(74% after vs. 59% before) and that psychiatry was a rapidly expanding frontier

(89% vs. 56%).

The above study underscores the importance of exposing Saudi medical

students to psychiatry as part of their routine training. In 2009, a national com-

petence framework was developed for medical schools in KSA [42]. In the doctor

and patient care section, it included “Applying bio-psychosocial approach in

certain clinical encounters” [42, p. 583]. Many of the 21 medical schools in

KSA now have a required 3-12 week clinical clerkship in psychiatry during the

5th or 6th years of training [43].

Residency Training

Although Dubovsky indicated specialty training in psychiatry was present

to some degree in 1983, post-graduate training in psychiatry really wasn’t

established in Saudi Arabia until 1997 [44]. There are now three 4-year

psychiatry residencies at academic medical centers in Dammam, Riyadh, and

Jeddah. The focus of the first 2 years is on general psychiatry, consultation-liaison

psychiatry, addiction and drug abuse, neurology, basic principles of drug

therapy and psychotherapy, and related neuroscience topics [45]; the second

2 years emphasize training in sub-specialty areas of psychiatry. These three

programs graduate approximately 30 residents each year, who then seek

board certification (psychiatrists must be board-certified to practice in KSA).

Although re-certification is not necessary, 90 CME hours are required every

3 years.

Psychiatry Sub-Specialties

There is a shortage of all fellowship-trained psychiatry sub-specialists in

KSA, particularly in geriatric and child-adolescent psychiatry. The strategic

plan as outlined in SAMSHA, however, calls for increased training in these

specialties.

Consultation-Liaison (CL) Psychiatry

There is a growing literature base on the practice of CL psychiatry in KSA.

For example, one study examined patients referred to the psychiatry CL service at

King Fahad General Hospital (930 beds) in Jeddah [46]. The CL service consisted

of two full-time consultants, two psychiatry residents, two psychologists, two

social workers, and one nurse. Of the 5,263 patients admitted to the hospital

during the study period, 3.9% were referred for evaluation. More recent research

suggests little change in referral patterns [47]. Rates of referral, referring services,

and reasons for referral are about the same in KSA and the United States, although
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referrals in the United States are more likely for substance abuse disorders and

suicidal concerns [48]. To our knowledge, there are no CL fellowship training

programs in KSA.

Child and Adolescent Psychiatry

In 2012, the median age of the KSA population was 25.7 years and 30%

was under age 15 (compared to 20% in the United States, where the median age

is 37.1) [49]. Based on the research reviewed earlier, rates of mental distress

are present in one-quarter to one-half of secondary school students in KSA.

With such a large young population and high rates of psychiatric symptoms,

it is imperative that child-adolescent psychiatry receives high priority. We could

locate no information on the number of fully-trained child-psychiatrists in KSA

or whether that number is sufficient to meet the needs of Saudi children and

adolescents. However, an accredited child-adolescent fellowship will soon be

available at King Saud bin Abdulaziz University in Riyadh.

Addiction Psychiatry

Use, possession, or sale of alcohol or illicit drugs is strictly forbidden in

KSA, regardless of religion. Nevertheless, according to one Saudi researcher,

“The rapid socioeconomic and cultural development associated with the

‘oil boom’ led to the adoption of novel attitudes, lifestyles, and recreational

pursuits, including drug involvement in Saudi Arabia” [50]. Unfortunately, there

is little known on the prevalence of alcohol or illicit drug use in KSA.

The only specific information we could find was a report from the World

Health Organization examining consumption of alcohol in persons age 15 or

over from 1977 to 1998, which indicated that only 3% of the population used

alcohol (1% of women and 5% of men) [51]. Among college students, about 4%

admit to using alcohol [52] and the same percentage report personal experience

with drugs [53]. Reasons for initiating drug use include peer group influence,

pleasure, curiosity, traveling abroad, social stress, and family problems, as well

as decreasing per capita income, expanding consumer market, and exposure to

international media. To our knowledge, no addiction fellowship programs exist

in KSA.

Geriatric Psychiatry

In 2010, life expectancy at birth in KSA was 74 years (compared to 78 years

in United States). Population projections indicate that persons over age 60 will

increase from 5% of the population in 2010 to nearly 20% of the population by

2050 [54]. As noted earlier, based on the two systematic surveys of depressive

symptoms in older adults, the rate of significant depression in KSA is 18% to

39%. Despite this high prevalence, no relevant articles came up using the search
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terms “geriatric psychiatry” and “Saudi Arabia” in either Medline or Google

Scholar. We are not aware of any geriatric psychiatry fellowships at teaching

hospitals or academic institutions in KSA.

PROGRESS IN RESEARCH

Mental health research has been rapidly increasing over the past three decades

in KSA. Using PubMed and PsycInfo, researchers gathered information on

frequency of research publications addressing mental health issues in 21 Arab

countries between 1966 and 2006 [55]. Publications per year from Saudi Arabia

increased from 0.0 between 1966-75 to 0.9 in 1976-85 to 11.2 in 1986-95 to 18

in 1996-2006. Thus, from 1985 to 2006, the number of mental health publi-

cations increased by twentyfold. Overall, the number of publications from

Saudi Arabia in 1966-2006 was 299, which was second only to Egypt (304)

among Arab countries.

More mental health research, however, is needed. Investigators in the above

study noted that during the 40 years between 1966 and 2006, the Arab world

of 300 million people published 2,213 articles related to mental health. This

compares to 117,449 articles published globally on mental health in only a 10-year

period between 1992 and 2001 (50% of which came from the United States

and United Kingdom).

CULTURAL, RELIGIOUS, SOCIAL, AND

POLITICAL CHALLENGES

As Dubovsky noted, many cultural, religious, social, and political factors

influence the practice of psychiatry in KSA. By far, the strongest influence is

religion. Muslim beliefs and Islamic law (sharia) help to guide and structure every

aspect of life, including work, play, dress, diet, social relationships, and behaviors,

including ways of dealing with stress. Every aspect of psychiatric practice, then,

is affected by religion in this country that is the birthplace of Islam, the location

of Islam’s most sacred and holy cities (Mecca and Medina), and the center of

Islam’s most conservative religious doctrines. Because Saudi psychiatrists in

the past received their training in Western countries, the types of treatments

offered today (psychotherapy, medications, electroconvulsive therapy) are not

greatly different from elsewhere in the world, and there are no unusual restrictions

on psychiatric practice. Rather, it is the people whom Saudi psychiatrists treat

who are most affected by this unique cultural and religious environment. To

illustrate, we examine three areas affected by religion and culture: views on the

cause of mental illness, ways of dealing with stress and loss, and attitudes

concerning psychiatric treatments.
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Causes of Mental Illness

Supernatural explanations for mental illness are widely prevalent in this

culture. These are based on both the Qur’an and older Arabic traditions that view

the supernatural world as populated by angels and “jinn.” Jinn are supernatural

beings who can be either good or evil, and if evil (i.e., demonic), are believed to

cause harm—including mental illness. Another cause of emotional or mental

illness is the “evil eye” (Natbla) which is a “look” causing bad luck or injury that is

directed by someone with magical power who is envious or wishes ill toward

someone. The belief in jinn, the evil eye, and magic (Seher) are widespread today

in KSA, even among those who are well educated [56].

Emotional distress may also be viewed as stemming from a lack of faith. The

Qur’an repeatedly promises forgiveness, mercy, and peace in this life and the

next to those who are conscious of God, do good deeds, forgive others, persevere

during hard times, follow God’s guidance and avoid evil [57]. In fact the greeting

made when two people meet in KSA is assalam alaikum (“peace be upon

you”), which comes directly from the Qur’an. Thus, individuals and those

around them may perceive an absence of peace and happiness to result from

not having enough faith or not following the Qur’an closely enough, adding

guilt and shame to the suffering caused by illness. Since the causes of mental

illness are thought to be supernatural or religious, many persons with emotional

or mental illness first seek traditional healers (religious and others) before coming

to see a psychiatrist [58].

Nevertheless, there is a long tradition within Islamic medicine that dates

back even before Western medicine that views all illness (including emotional

illness) as an interaction between psychological, spiritual, and physical causes

[59, 60]. In fact, modern pharmacology first emerged under Islamic rulers during

the 9th and 10th centuries [61]. Early Islamic physicians used both natural and

compound medications to treat illness. Thus, there is a long precedent within the

Islamic tradition that supports biological causes for mental illness justifying

pharmacological treatment.

Dealing with Stress and Loss

Up until recent times, the de-facto mental health care system in Saudi

Arabia, as in most countries around the world, was religion [62]. Religion

is widely used to cope with stress, loss, and grief. Religious beliefs provide

meaning to traumatic life events and include rituals, both private and com-

munal, for dealing with those events. The importance placed on the family,

kin relationships, and the community, both in Islam and in the Bedouin tribal

culture that preceded it, make these the core sources of support for dealing

with mental illness.
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Attitudes Concerning Psychiatric Treatments

Muslims believe that God (Allah) created all things, controls events, and

does nothing without purpose. In Islam, God is the cause of all healing. The

Qur’an says: “It is He who guides me; He who gives me food and drink; He

who cures me when I am ill” [63]. The first response to emotional distress by

most in this highly religious culture is to increase praying, fast, go on a pilgrimage

(Umrah), or engage in other religious activity. Complete trust in God and resig-

nation to his will (tawakkul) in health matters is the rule. There is belief that

either mental illness represents a test of faith or a punishment for sin, and if the

pain is born patiently and silently, then there will be reward in the afterlife.

Conservative Islamic theologians have been quoted as saying “Medical treatment

is permissible, but its abandonment is better” [64]. Such Islamic beliefs and Arabic

cultural traditions may adversely influence the seeking of psychiatric care and

adherence with psychiatric treatments. This is particularly true for treatments that

have adverse side effects that precede or accompany their therapeutic effects.

Stigma toward seeking mental health services is also common among tradi-

tional Arabs [65, 66]. For example, over 70% of Arab victims of spousal abuse

said they felt shame in seeking social services and embarrassment in reporting

these problems to anyone outside the family [67]. Furthermore, many Muslim

Arabs view mental health services as ineffective and only sought by “crazy

people” [68]. In fact, seeking mental health services may adversely affect

future marital prospects, and for those women who are married, may cause their

husbands to divorce them or take on an additional polygamous wife [69]. There

are similar resistances among men to seeking mental health services. Honor is

of great importance to Arab men, and seeking help from a psychiatrist may be

viewed as diminishing masculinity and reducing the sense of being a family

leader and protector [70].

Nevertheless, recent research suggests a more complex picture than might

be expected based on the attitudes above. First, the increasing exposure to mental

health issues on TV and the Internet is making psychiatric treatment more

acceptable to most Saudis, resulting in increased seeking of mental healthcare.

Second, even from a religious standpoint, most Muslims today are expected to

see physicians when they become sick [71]. Indeed, the Prophet Muhammad

often advised his followers to do so [72], and almost certainly sought treatment

himself when needed [73]. Thus, Islam does not prohibit seeking psychiatric

care or taking psychiatric medications, and some research suggests that adherence

with psychiatric treatments is good, at least in some populations.

Medication

A study of adherence to medication for attention deficit-hyperactivity dis-

order (ADHD) in 51 Saudi children and adolescents and 102 parents reported

a 70% adherence rate, much higher than reported in Western countries [74]. All
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participants came from intact two-parent homes without evidence of significant

dysfunction, and these were not a study entry criteria. Likewise, a study of 147

children with epilepsy in KSA found an adherence rate of 86% for medication

[75]. Given the importance and priority given to family in Islam, this finding is

not unexpected.

Research in adults provides similar though less positive findings. In a study

of 76 Saudi psychiatric inpatients with chronic mental illness, 44% correctly

named their medication, 37% identified side effects, and 49% knew their dose

[76]. A study of 120 outpatients in Kuwait with chronic psychiatric problems

found that 55% prematurely discontinued their medication. Being male, young,

single, lower education, diagnosis of schizophrenia or mania, and having a history

of multiple psychiatric hospitalizations predicted nonadherence [77]. However, a

study of 257 consecutive psychiatric emergencies in Riyadh found that poor

adherence with medication was present in only 22% [78]. With regard to keeping

clinic visits, a retrospective study of 73 psychiatric outpatients in Riyadh reported

34% nonadherence with clinic visits over a 12-month period [79]. Nonadherence

was associated with being single, from rural areas, and unaccompanied by a

family member. Adherence rates and reasons for nonadherence, then, are not that

different than those reported in Western countries [80].

Psychotherapy

To what extent has the practice of prescribing psychotropic drugs without

psychotherapy changed? Psychotherapy as practiced in the West is based on a

theoretical framework that is largely secular and culturally dependent, and does

not usually give proper attention to Islamic beliefs or values. Since many Saudi

psychiatrists were trained in the West, this is the framework in which psycho-

therapy is practiced. Consequently, Muslim patients often see it as incom-

patible with their belief system [81]. This is now changing, as Muslim mental

health professionals begin developing psychotherapeutic models specifically for

Muslim patients [82].

Research examining the prevalence of different psychiatric treatments in

Arab Muslim countries supports such change. For example, a 1997 study of 87

non-psychotic patients being seen as outpatients by psychiatrists in Jordan

(85% Muslim, predominantly Bedouin-Arab background, similar to Saudi

Arabia), found that 75% of men and 85% of women received medications

(pills and injections). However, no patients received individual, group, or family

therapy. Most instead relied on immediate and extended family, religious

leaders, and traditional healers (85% of women consulted traditional healers

before or during psychiatric treatment) [83]. In contrast, a 2005 study of 92

patients seeking outpatient mental health services at a psychiatry outpatient

department of a specialty hospital in Mecca, KSA, reported that while 79% of

patients received medication, 72% received support and counseling either alone

or in combination with other treatments [84].
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CONCLUSION

Since 1983, the number of psychiatric hospitals in KSA has increased ninefold,

including the opening of specialty clinics and hospitals in alcohol/drug addictions

and child-adolescent psychiatry. There is now a procedures manual in place

with uniform policies for all psychiatric hospitals, and the 2007 Saudi Arabian

Mental and Social Health Atlas includes a 4-year national strategic plan with

eight goals, which are helping to transform and modernize mental healthcare in

KSA. The number of psychiatrists has increased tenfold, and there are many more

psychiatric nurses, psychologists, and social workers as well. Medical schools

now expose students to training in psychiatry, and fellowships will soon be

available in psychiatry subspecialties. Mental health research is also rapidly

expanding, and KSA is among the leaders in such research among Arab nations.

Of course, there remain areas for improvement, including an increase in both

general psychiatrists and those trained in sub-specialty areas. Exposure of medical

students to psychiatry will help to achieve this goal. Although issues related

to sexuality, HIV infection, and addiction have not in the past been openly

discussed in Saudi Arabia, there is increasing willingness to address these issues

in psychiatry given the public exposure that TV and the Internet have given them

[85]. As in the United States, detection of mental disorders remains poor in

primary care settings, where most people first present with mental health prob-

lems. More research is also needed, as Dubovsky suggested, on many subjects.

Arabian social and political culture, religious beliefs and values, and the impor-

tance and influence of family—all affect the development and manifestations

of mental illness, the seeking of mental healthcare, and the kinds of treatments

that Saudis are likely to accept and comply with. Continued progress in mental

healthcare in KSA cannot be achieved unless these factors are taken into account.
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