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BACKGROUND AND OBJECTIVES: Information on the practice of family 
medicine in Arab countries is scant. In this study we aim to describe the 
current state of the specialty in the region. This includes scope of prac-
tice, practice setting, training programs, and the numbers and profiles of 
their graduates. 

METHODS: A survey of leaders in family medicine in Arab countries was 
conducted between October 2008 and June 2009. The survey was admin-
istered in person or via e-mail. Snowball sampling was used to obtain at 
least two respondents from each country. 

RESULTS: There are 31 family medicine residency programs in Arab 
countries graduating about 182 residents per year. In most Arab coun-
tries, the family physician to population ratio remains low. Most graduates 
work in clinical practice, and a large proportion of them are employed 
in government-run clinics. There is significant variability in the scope of 
practice among practicing physicians. 

CONCLUSIONS: Family medicine continues to struggle for a clear identity 
worldwide. In the Arab world, where the specialty is relatively new, steps 
can be taken to better define our identity as a specialty and increase its 
desirability as a specialty. 

(Fam Med 2011;43(1):37-42.)

Ever since the birth of family 
medicine as a specialty, the 
scope of family medicine and 

the domain of the specialty have 
been the focus of considerable dis-
cussion and debate.1-3 In the United 
States and Canada, surveys of prac-
ticing family physicians have shown 
a large variability in the types of 
services physicians provide after 
completion of residency training.2,3 
Findings from the Future of Family 
Medicine project suggest that fam-
ily medicine is changing, and there 
is significant variability in the scope 
of practice among family physicians.4

Family medicine specialty train-
ing in the Arab world started in 

1979 with the establishment of a de-
partment of family medicine at the 
American University of Beirut. In 
the 1980s and 1990s, several family 
medicine training programs emerged 
in several Arab countries, includ-
ing Bahrain, Saudi Arabia, Jordan, 
Egypt, Oman, and the United Arab 
Emirates.5 According to a study pub-
lished in 2007, there were approxi-
mately 20 family medicine training 
programs in the Arab world that 
graduate an average of 150 family 
physicians annually.5        

There are 22 countries within the 
League of Arab States. These include 
Algeria, Bahrain, Comoros, Djibou-
ti, Egypt, Iraq, Jordan, Kuwait, 

Lebanon, Libya, Mauritania, Mo-
rocco, Oman, Palestine, Qatar, Sau-
di Arabia, Somalia, Sudan, Syria, 
Tunisia, the United Arab Emirates, 
and Yemen. Though there is signif-
icant variability in the health sys-
tems of these countries, privatized 
health care plays an important role 
in most of them. There is a predomi-
nance of specialized care over prima-
ry care and health services tend to 
be centralized in urban areas.6 

The Arab Board of Medical Spe-
cializations was established in 1978 
with the aim of improving health 
systems and residency training in 
the Arab world by setting stan-
dards. The Arab Board of Family 
and Community Medicine was later 
established within the Arab Board of 
Medical Specializations and includes 
members from 15 Arab countries. 
It aims to set standards for family 
medicine training programs in the 
Arab world and provides certification 
to eligible graduates. Although Arab 
Board certification is not required 
for family physicians to be licensed 
to practice, in some countries it is 
considered a requirement for phy-
sicians who work in an academic 
setting. Arab Board certification is 
considered valuable, and physicians 
who are certified usually have better 
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employment opportunities and bet-
ter compensation packages. 

Data on the specialty of family 
medicine in Arab countries is scant. 
To date, there have been no stud-
ies that describe the scope of family 
medicine or the practice setting of 
family physicians in the region. In-
formation on family medicine train-
ing programs is also scant, and there 
are no reliable estimates of the num-
ber of family physicians currently in 
practice. Such information would be 
extremely valuable when developing 
curricula for residency training pro-
grams, setting standards for medi-
cal practice, and setting national or 
regional policies regarding building 

capacity in primary care. The pri-
mary purpose of this study was to 
describe the scope of services and 
practice settings of family physicians 
in the Arab world and to define the 
number of family medicine training 
programs in the region. A secondary 
objective was to obtain information 
about current listings of family phy-
sicians in the region and assess the 
feasibility of conducting a survey of 
these physicians. 

Methods
The study targeted leaders in the 
field of family medicine in each coun-
try. Leaders were defined as educa-
tors, department chairs, residency 

program directors, or heads of family 
medicine societies. The survey was 
launched at a meeting of the Arab 
Board of Family and Community 
Medicine in October 2008. Surveys 
were distributed at the meeting, 
and contact information for lead-
ers in family medicine in the differ-
ent Arab countries was collected at 
the time. Thirteen of the 15 mem-
ber countries of the Arab Board of 
Family and Community Medicine 
were included in the study (Table 
1). Yemen and Libya were excluded 
after we determined that they had 
no existing family medicine train-
ing programs, and their community 

Table 1: Information on Family Medicine Programs, Family Physicians, and Demographics for Each Country
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Palestine 1 0 1 0 0 4,000 0 10–25 1,020

Bahrain 2 1 0 15 375 739 1/1,971 50–75 34,310

Egypt 2 3 3 NR NC 74,166 1/86,239 5–10 5,400

Iraq 3 2 0 29 70 28,506 1/407,228 10–25 NR

Jordan 2 4 0 29 472 5,729 1/12,138 25–50 5,160

Kuwait 2 1 0 10 80 2,779 1/34,738 100–150 49,970

Saudi Arabia 2 9 0 25 353 24,175 1/68,485 75–100 22,910

Lebanon 2 2 0 8 120 4,055 1/33,792 25–50 10,050

Oman 2 1 0 12 132 2,546 1/19,288 75–100 19,740

Qatar 4 1 1 10 216 821 1/3,800 25–50 NR

Sudan 1 1 1 10 20 37,707 1/1,885,350 10–25 1,880

Syria 3 2 0 24 288 19,408 1/85,123 < 5,000 4,370

UAE 3 4 0 10 72 4,248 1/59,000 75–100 44,340

NR—not reported   
NC—not calculated
UAE—United Arab Emirates

* Calculated as the sum of (number of graduates + number of years since first cohort graduated) for each program in the country.

** This number only includes the local population. In many countries, especially in the Gulf region, the number of noncitizens who live and work 
there is very high and could reach up to half of the total population.

*** All data from World Health Organization (WHO) except where indicated (Palestine) because data was unavailable through WHO.
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medicine programs are not clinical-
ly oriented.

Snowball sampling technique was 
used to allow the researchers to gain 
access to leaders in family medicine 
in the different countries through 
their contacts. In addition to the 
Arab Board of Family and Commu-
nity Medicine, names of leaders in 
family medicine were obtained from 
Web sites of family medicine residen-
cy programs, online listings of fam-
ily medicine organizations such as 
the American Board of Family Med-
icine, and through communication 
with various physician leaders in the 
region. Surveys were distributed by 
e-mail or in person. Data collection 
was completed by June 2009.

The survey was adapted from the 
Canadian National Family Physi-
cian Survey.7 It included a total of 
13 items. Respondents were asked 
questions regarding the practice of 
family medicine in their countries. 
Questions covered types of services 

delivered, practice setting, after-
hours coverage, board certification, 
fellowship training, physician mi-
gration, and income levels of family 
physicians. Format included Lik-
ert scales, ranking, and open-ended 
questions depending on the nature 
of the question. Information was also 
solicited on the number and size of 
residency programs, licensing bodies, 
and organizations dedicated to fam-
ily medicine in each country. 

We aimed for a minimum of two 
completed surveys from each coun-
try. In large countries, which could 
have significant variability in prac-
tice between regions such as Iraq, 
leaders in the different regions were 
surveyed to create a more complete 
picture of the scope of practice in 
that country. For ordinal or con-
tinuous variables, answers were 
averaged when we had multiple re-
spondents in one country. If there 
was significant discrepancy between 
the surveys from the same country, 

the information was verified through 
e-mail correspondence. 

Data was entered and analyzed 
using STATA 10. When compari-
sons were made between high-
income and low-income countries, 
the World Health Organization clas-
sification was used. Frequencies and 
percentages were used when analyz-
ing ordinal and categorical variables. 
Variables on a Likert scale were con-
sidered continuous and were ana-
lyzed using means, medians, and 
standard deviation. Fischer’s Ex-
act Test was used for comparisons 
between countries and to test asso-
ciation between two categorical vari-
ables. The level of alpha significance 
was set at 0.05. The study was ap-
proved by the Institutional Review 
Board at the American University 
of Beirut.

Results
A total of 44 surveys were distrib-
uted. Seven e-mails were returned 

Table 2: Level of Agreement With Statements Regarding What Graduates Do After 
Completing Their Family Medicine Training in the Countries of Respondents 

Mean 
(SD)

Strongly 
Disagree Disagree Neutral Agree

Strongly 
Agree

Most graduates seek Arab Board certification. 2.5 (1.5) 1 (8) 4 (31) 1 (8) 2 (15) 5 (38)

Most graduates seek alternative Board (American/
European). 1.5 (1.2) 2 (15) 6 (47) 2 (15) 2 (15) 1 (8)

Most graduates seek additional fellowship 
training. 1.7 (1.0) 0 (0) 8 (62) 2 (15) 2 (15) 1 (8)

Most graduates seek graduate degree (MBA, 
MPH, or PhD). 1.9 (0.9) 0 (0) 5 (38) 4 (31) 4 (31) 0 (0)

Most graduates work in the country in which they 
were trained. 3 (0.9) 0 (0) 0 (0) 5 (38) 3 (24) 5 (38)

Most family physicians work in clinical practice. 3.4 (0.5) 0 (0) 0 (0) 0 (0) 8 (62) 5 (38)

Most family physicians are involved in research. 1.8 (1.0) 1 (8) 5 (38) 3 (23) 4 (31) 0 (0)

Most family physicians work for NGOs. 1.3 (0.9) 2 (15) 6 (46) 4 (31) 1 (8) 0 (0)

Most family physicians work for the government. 3.5 (1.0) 0 (0) 1 (8) 1 (8) 2 (15) 9 (69)

Most family physicians in my country are 
expatriates.* 1.8 (1.2) 2 (15) 4 (31) 2 (15) 5 (39) 0 (0)

NGO—non-governmental organizations
*Expatriates are noncitizens who live and work in the reference country.
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automatically with messages that 
the e-mail addresses were no lon-
ger functional. Twenty-nine surveys 
were completed, for a response rate 
of 66%. There were at least two re-
spondents from all countries except 
for Sudan and Palestine because 
there was only one family physi-
cian leader in each of those coun-
tries. We were unable to obtain a 
response from physicians who fit our 
definition of leaders from Kuwait. We 
therefore included surveys from two 
practicing family physicians from 
Kuwait who did respond; one was 
a physician in private practice, and 
the other was medical director of a 
health center.

There are currently 31 family 
medicine residency programs in the 
countries surveyed graduating ap-
proximately 182 residents per year. 
In addition, there are six new pro-
grams currently being developed 
(Tab1e 1). 

Respondents were asked to re-
port their level of agreement with 
statements regarding family medi-
cine graduates using a Likert scale 
(Table 2). In only seven of the coun-
tries surveyed, respondents agreed 
with the statement that most family 
medicine graduates in their country 
seek Arab Board certification. Coun-
tries that reported that their grad-
uates do not commonly seek Arab 
Board certification were not more 
likely to report that their graduates 
seek alternative board certification 
(P=.278). Only three respondents 
agreed with the statement that most 
family medicine graduates in their 
country seek additional fellowship 
training, and only four agreed with 
the statement that most graduates 
seek additional graduate degrees. 
None of the respondents disagreed 
with the statement that most family 
medicine graduates find work in the 
country in which they were trained. 

All respondents agreed or strong-
ly agreed with the statement that 
most family physicians in their 
country work in clinical practice. 
Respondents were asked to rank or-
der a list of work settings from one 
to nine, with one being the most 

common setting and nine being the 
least common. The most common 
work setting for family physicians 
in the region appeared to be pub-
lic or government-run clinics (mean 
rank=1.9, median=1, standard devia-
tion [SD]=2.06). This was followed by 
solo private practice (mean rank=4.5, 
median=4, SD=2.50) and academ-
ic health centers (mean rank=4.5, 
median=5, SD=2.03). Group prac-
tices were reported to be less com-
mon (mean rank=6.3, median=6, 
SD=2.39). Employment in nursing 
homes (mean rank=8.2, median=9, 
SD=1.07) or as occupational physi-
cians (mean rank=7.6, median=8, 
SD=1.12) were the least common. 

Respondents were also asked to 
rank order a list of arrangements 
for after-hours coverage from the 
most common (1) to the least com-
mon (5). The most common form of 
coverage was referral to the emer-
gency room (mean rank=2.8, me-
dian=3, SD=1.48). Formal coverage 
for patients after hours was uncom-
mon (mean rank=3.8, median=5, 
SD=1.57).

To determine the scope of family 
medicine in the countries surveyed, 
we asked respondents to estimate 
the proportion of practicing fami-
ly physicians in their country who 
provide various medical services. Ta-
ble 3 shows the proportion of family 
physicians providing different types 
of medical services in the countries 
surveyed. Except for colonoscopy and 
gastroscopy, estimates for provision 
of all other services listed are spread 
over 3 to 4 points on the Likert scale. 

There was great variability in esti-
mated gross annual income of family 
physicians, with one country report-
ing the income of family physicians 
to be less than $5,000 US per year 
and four countries reporting incomes 
ranging between $75,000–$100,000 
US per year (Table 1). Respondents 
from high-income countries were 
more likely to report that family 
medicine graduates remain to prac-
tice in the country in which they 
were trained (P=.009). Five respon-
dents agreed with the statement 
that “most family physicians” in 
their country were expatriates (ie, 
noncitizens living and working in 

Table 3: Proportion of Family Physicians Providing Different 
Medical Services in the Countries Surveyed

None Few Many Most All

Prenatal care 0 (0) 4 (31) 4 (31) 4 (31) 1 (7)

Gynecologic 0 (0) 5 (38) 5 (38) 3 (24) 0 (0)

Vaginal delivery 6 (46) 6 (46) 1 (8) 0 (0) 0 (0)

Minor surgery 0 (0) 9 (69) 3 (23) 1 (8) 0 (0)

Pediatrics 0 (0) 0 (0) 5 (39) 6 (46) 2 (15)

EGD or colonoscopy 11 (85) 2 (15) 0 (0) 0 (0) 0 (0)

Emergency Room coverage 3 (23) 3 (23) 7 (53) 0 (0) 0 (0)

Inpatient admissions 7 (54) 3 (23) 3 (23) 0 (0) 0 (0)

Mental health 0 (0) 3 (23) 6 (46) 4 (31) 0 (0)

Nursing  home 2 (15) 9 (70) 2 (15) 0 (0) 0 (0)

Occupational health 4 (31) 6 (46) 2 (15) 1 (8) 0 (0)

House calls 4 (31) 6 (46) 2 (15) 1 (8) 0 (0)

EGD—Esophagogastroduodenoscopy
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their country). However, this did not 
correlate with the income status of 
the country (P=.767). 

Discussion
Our estimates indicate that the fam-
ily physician to population ratio is 
low in most of the countries covered 
in this study. Beaulieu et al report 
a family physician to population ra-
tio of 1 per 1,000 in Canada, and 
they state that this ratio is among 
the lowest when compared to the 
United States and Western Europe-
an countries.10 The ratio calculated 
in Table 1 is not an accurate reflec-
tion of the true numbers of practic-
ing family physicians in the region. 
However, given the absence of reli-
able local data, these numbers pro-
vide the best estimates that can be 
made.

According to our calculations, Bah-
rain and Qatar have the best family 
physician to population ratio. How-
ever, a large proportion of people in 
both those countries are expatriates, 
and their numbers would not be in-
cluded in the population estimates 
in Table 1 because the population 
estimates only include citizens. For 
example, it is estimated that about 
half of the people in Bahrain are ex-
patriates. If the number of expatriate 
residents were included in the cal-
culation of physician to population 
ratio, this would be a more accurate 
reflection of population coverage, and 
the coverage would be much lower. 

There is no consensus on the best 
family physician to population ratios 
needed to provide adequate primary 
health care. However, our estimates 
indicate that the number of family 
physicians in all the countries sur-
veyed is well below what most con-
sider acceptable.10,11 Although the 
number of family medicine training 
programs in the region is increasing, 
the number of graduates remains in-
adequate to meet population needs. 
Several countries in the region are 
aiming to improve primary care cov-
erage as part of their health care pol-
icy. These countries should actively 
support the development of family 
medicine training programs. Policies 

could also be developed to encour-
age medical students to select fam-
ily medicine as a specialty. 

We had expected more respon-
dents to report that they had large 
numbers of family physicians who 
were expatriates. In 1999, Albar 
reported that physicians in Saudi 
Arabia were primarily from New 
Zealand, Australia, the United King-
dom, and the United States.12 Al-
though we cannot extrapolate this 
with any certainty from our study, 
the proportions of foreign family 
physicians in the region may be de-
creasing as more local physicians are 
trained in family medicine. 

Studies in the United States, Can-
ada, and some countries in Europe 
have shown that a growing propor-
tion of family physicians are restrict-
ing their practice by limiting their 
scope of practice and moving to-
ward subspecialization.10,13 In some 
settings, family physicians are mov-
ing away from clinical practice alto-
gether.10,14 This does not appear to be 
the case in our setting. Family physi-
cians remain predominantly in clini-
cal practice, and it appears that few 
go on to pursue fellowship training 
or additional graduate degrees.

The results of our survey of lead-
ers in family medicine suggest that 
there is major variability in the 
scope of practice of the specialty in 
Arab countries. Provision of care to 
pediatric patients is common among 
family physicians. However, consid-
ering the Arab Board of Family and 
Community Medicine requirements 
(Table 4), it was surprising that 
there are countries in which few 
family physicians provide mental 
health services; nearly half the re-
spondents reported that none of the 
family physicians in their countries 
perform vaginal deliveries, and more 
than half reported that they do not 
provide inpatient services.

We found that many family physi-
cians in the region are employed in 
government-run clinics. We found no 
data on the practice setting of other 
specialists to compare to this finding. 
This finding, coupled with the fact 
that most physicians do not arrange 
for after-hours coverage for their pa-
tients, was striking. It may reflect 
that family physicians in the region 
tend to work in settings where they 
do not develop long-term relation-
ships with their patients. The doc-
tor-patient relationship has been 

Table 4: Rotations Required by the Arab Board 
of Family and Community Medicine 

Rotation Duration

Introduction to Family and Community Medicine 1 month

Internal Medicine  5 months

Pediatrics 4 months

Obstetrics and Gynecology 3 months

Surgery 2 months

Ophthalmology 1 month

Otolaryngology 1 month

Dermatology 1 month

Psychiatry 1.5 months

Accident and Emergency 2 months

Diagnostic Techniques (Radiology and Laboratory) 1 month

Community Medicine 2 months

Primary Health Care (in training center) 7 months

Optional Electives 1.5 months
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described as a core characteristic 
of family medicine.10 Practicing un-
der circumstances that can weaken 
the doctor-patient relationship could 
have important implications on the 
image and desirability of the spe-
cialty.

This is the first study that has 
attempted to systematically docu-
ment information on the status of 
family medicine in Arab countries. 
The information we obtained is lim-
ited given the limited data available 
at the outset of the study. Although 
our findings provide a better picture 
of the specialty in the region, they 
also raise many questions that will 
need to be answered. Future studies 
can build on our findings to further 
investigate issues related to fami-
ly medicine training and practice in 
the region. 

Family medicine continues to 
struggle for a clear identity world-
wide. In the Arab world, where the 
specialty remains relatively new, 
the struggle for an identity is more 
pronounced. Clear definitions and 
uniformity in practice is one way 
to provide better definition to fam-
ily medicine in the region. The Arab 
Board of Family and Community 
Medicine can play an important role 
in defining the specialty. A review 

of residency program requirements 
can help residency programs develop 
curricula that are a better reflection 
of local practice. Defining the scope 
of practice is becoming increasingly 
important as medical malpractice, 
health care coverage, and insurance 
reimbursement are all affected by 
how the specialty is defined. 
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