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Over the past 2 decades, most Middle Eastern countries 
have placed emphasis on improving the health care of 
their citizens. In most Middle Eastern countries, the 
government is the main provider of health care, and 
health insurance is viewed as a public responsibility. 

Family medicine, recognized as a specialty in its own 
right, is a cornerstone for developing a community-
based health care system, and training family physi-
cians is more important than ever.1 But, the practice of 
family medicine differs in each Middle Eastern country. 
This paper will review the status of family medicine in 
countries throughout the Middle East. 

Demographic and Health Profile 
of the Middle East Population

The total population of the Middle East was esti-
mated at 300 million in 2002, which represents 4.8% 
of the world’s population.2 In a large number of Middle 
Eastern countries, health and socioeconomic indicators 
reflect a satisfactory health status of the population. For 
example, the infant mortality rate decreased from 74.7 

per 1,000 live births in the period 1980–1985 to 43.7 
per 1,000 live births in the period 2000–2005, which 
is lower than the world average of 55.6 per 1,000 live 
births. While aging is not considered a priority issue 
in the Middle East, the number of people ages 65 and 
above has doubled from 5.7 million in 1980 to 10.4 mil-
lion in 2000 and is expected to increase to 14 million 
by 2010 and 21.3 million by 2020. Population data from 
countries in the region are presented in Table 1.

Health Care Systems in the Middle East
The Middle East’s health care sector is expanding 

rapidly, and it has an effect on both the lives of people 
in the region and the economies of its countries, which 
range from very poor nations to wealthy oil-exporting 
countries. While the wealthier oil-exporting countries 
tend to have national health service systems, low- and 
middle-income countries have systems that mix public 
and private financing.1,3 

The region’s health care sector is witnessing major 
medical projects developed largely without any sys-
tematic planning. As a result, cost of care, especially 
hospital services, is escalating at the expense of more-
essential services, such as primary care, emergency 
medical care, health promotion, environmental protec-
tion, and other public health programs.1,3 

While primary care has long been recognized as 
important to health care systems,4,5 implementation of 
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Table 1

Health Indicators in the Middle East

Country

Population
(Thousands)

2005

Annual
Growth

Rate (%)
1995–
2004

Fertility
Rate (Per
Woman
in 2004)

Physicians
Per 1,000
Population

Total
Expenditures
on Health as
a % of GDP

2003

Hospital
Beds Per
10,000

Population

Life Expectancy 
at Birth

  Male        Female

Infant 
Mortality
Rate (Per
1,000 Live 

Births)
Both Sexes

Maternal 
Mortality
Rate Per 
100,000

Live Births

Middle East 

Bahrain 727 2.1 2.4 1.09 4.1 28 73 75 9  33

Iraq 28,807 2.6 4.7 0.66 2.7 13 51 61 102  250

Jordan 5,703 2.6 3.4 2.03 9.4 17 69 73 23  41

Kuwait 2,687 4.4 2.3 1.53 3.5 21 76 78 10  12

Lebanon 3,577 1.1 2.3 3.25 10.2 30 68 72 27  150

Libyan Arab 
Jamahiriya

5,853 1.8 2.9 1.29 4.1 39 70 75 18  97

Qatar 813 4.0 2.9 2.22 2.7 24 76 75 10  7

Saudi Arabia 24,573 2.5 3.9 1.37 4.0 22 68 74 22  23

Turkey 73,193 1.4 2.4 1.35 7.6 26 69 73 28  70

United Arab
Emirates

4,496 5.8 2.5 2.02 3.3 22 76 79 7 54

Developing

India 1,103,371 1.5 3.0 0.60 4.8 7 61 63 62  540

Developed

United States 
of America

298,213 0.9 2.0 2.56 15.2 33 75 80 6 14

GDP—gross domestic product

World Health Statistics 2006. WHO. (http://www.who.int/whosis/whostat/en/index.html)

World Population Prospects: The 2004 Revision. Population database. Population Division, Department of Economic and Social Affairs, United Nations 
Secretariat. (http://esa.un.org/unpp)

primary care systems does not necessarily follow. Some 
countries have developed significant primary systems 
while others have not.

In 1961, for example, the Turkish Ministry of Health 
(MOH) issued a regulation titled “Law on Socialization 
of Health Services,” which established primary care 
health centers as the basic units of health care and pri-
mary care health offices at the village level.6 Similarly, 
in the Gulf region and Libya, all countries have an ex-
tensive network of primary health clinics. These centers 
provide preventive and therapeutic health services such 
as maternal and child health care. And, the government 
of Bahrain has committed to provide all residents of the 
country with access to comprehensive health care, and 
Bahrain has been a pioneer in implementing a family 
medicine model in primary health clinics. 

In other countries, while primary care services are 
deemed important, primary care systems are less well 
developed. In Lebanon, although there is a wide net-
work of governmental clinics and nongovernmental 

organizations (NGOs) providing primary care ser-
vices, there is a lack of coordination between services. 
Similarly, for many years, primary care in Jordan was 
delivered by a system of medical specialists and less 
well-trained general practitioners.

The most important regional barrier to development 
of primary care sytems is an insufficient number of 
family physicians and other primary care providers. 
Physicians, nurses, and health technicians, who are 
citizens of Middle Eastern countries, account for only 
5% to 10% of the health care workforce, The remainder 
of the health care workforce is comprised of foreigners 
who work in the Middle East. Depending on a country’s 
willingness and ability to recruit foreign health care 
workers, the numbers in manpower of health care pro-
viders can vary considerably. In Turkey, for example, 
there are 1.35 physicians per 1,000 inhabitants,7 while 
in Lebanon, the corresponding figure is 3.25 physicians 
per 1,000 persons.1,7,8  
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Development of Family Medicine 
in Countries of the Middle East

This section of the article reviews the status of fam-
ily medicine in individual Middle Eastern countries. 
Limits on availability of information necessitate vary-
ing levels of detail in the descriptions of programs in 
different countries.

Lebanon 
Since its establishment in 1866, the American Univer-

sity of Beirut has played a leading role in Lebanon and 
in the Middle East region.1,7 The American University 
initiated a family medicine residency program in 1979.  
Since then the residency program has been graduating 
three to six family physicians per year. Family physi-
cians in Lebanon have full admitting privileges in most 
hospitals, making them the only family physicians in 
the Middle East to work in hospitals. Except for faculty 
members of the residency program, Lebanese family 
physicians usually choose not to deliver babies.1,7 

The residency training program curriculum is struc-
tured similarly to that of family medicine residencies 
in the United States. Residency training is supervised 
by faculty members, who are themselves family physi-
cians. The Family Medicine Practice Center is adjacent 
to the American University of Beirut Medical Center, 
where family medicine residents provide in-hospital 
care for their patients.7  Fourth-year medical students at 
the American University rotate for a 1-month clerkship 
in the Department of Family Medicine.7 

Because of its strong family medicine program, Leb-
anon is often perceived as a pioneer in family medicine 
in the Middle East. The Department of Family Medicine 
at American University has helped and participated in 
the launch of a number of family medicine programs 
in the region, including in Bahrain and Jordan.1,7

Bahrain 
The Bahraini government developed a family 

medicine program to prepare physicians to be leaders 
in primary care in 1978.1 Because the Arabian Gulf 
University in Bahrain lacked the academic staff and 
a defined structure to start a residency program, the 
American University of Beirut and its family medicine 
program participated actively in the design, establish-
ment, and maintenance of the Bahraini family practice 
residency. 

The residency began in 1979 as an affiliate of the 
program in Lebanon, in which consultants in family 
medicine and other specialties from the American 
University of Beirut visit the Bahrain program every 
2 months for 2 weeks. They provided clinical teaching 
in health centers as well as a series of seminars for all 
the residents.1 

In 1996, the program was modified to 4 years’ train-
ing and started a new affiliation with the Irish College 

of General Practitioners and The Royal College of 
Surgeons in Ireland. It is now a community-based pro-
gram in which training occurs mainly in the hospital 
in the first 3 years, with responsibilities in the primary 
care center increasing from one half day to a full day 
per week during those 3 years. The final fourth year 
is devoted exclusively to ambulatory primary care 
medicine; most of it is practiced in the health centers 
under the supervision of the family medicine residency 
program preceptors. 

Training in community medicine, which includes 
public health, biostatistics, and epidemiology, is pro-
vided to all the residents. This is accomplished by giv-
ing condensed 2.5-month courses and a series of weekly 
sessions on issues related to community medicine. 

 
Kuwait 

The Ministry of Health in Kuwait started a family 
medicine program to train family physicians in 1983. 
To build local capability as quickly as possible, the 
Kuwaitis had to rely initially on outside help, in this 
case from the United Kingdom.1,9  

In 1987, the university in Kuwait recognized fam-
ily medicine as a formal postgraduate program at the 
medical school, and in 1991 provided an examination 
and degree certificate equivalent to that of the Mem-
bership of the Royal College of General Practitioners 
examination issued by the United Kingdom’s Royal 
College of General Practitioners. These were important 
factors leading to increasing choice of family medicine 
as a career by Kuwaiti medical school graduates.9,10 
The number of medical school graduates entering 
family medicine then increased substantially, from 
13 of 600 (2%) graduates in 1987 to 152 of 584 (26%) 
in 2002. Kuwaiti graduates accounted for 7.7% of the 
total number of foreign medical graduates practicing 
in other countries of the Middle East in 1987 and 77% 
in 2002. 

The residency program in family medicine provides 
supervised learning opportunities and clinical experi-
ence in both hospital and family practice. All trainees 
are required to complete rotations in general medicine; 
pediatrics; obstetrics and gynecology; psychiatry; der-
matology; ear, nose, and throat; general surgery; oph-
thalmology; orthopedics; and casualty and emergency 
medicine.10 In 2000, the program duration changed from 
3 to 4 years, and in 2002 a system was developed for 
enhanced evaluations and assessment of trainees. 

 
Qatar 

Qatar established a family medicine program in 1994 
in response to the need for upgrading primary care and 
to attract physicians to the country. In preparation for 
establishing the program, six local courses were of-
fered by World Health Organization consultants. The 
program was established in a busy health center that 
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had 38,000 registered patients and an average of 11,000 
to 12,000 patient visits per month.1  

United Arab Emirates (UAE)
The first residency program in family medicine in the 

UAE began at Al Ain University in 1994. The program 
benefited from the existence of an extensive network of 
primary health care centers. The problems faced, how-
ever, were absence of a family medicine model of care, 
restricted scope of practice, a physician-to-patient ratio 
that required emphasis on the numbers of patients seen 
rather than quality of care, and the absence of a medical 
auditing system or quality assurance program. 

Despite the fact that the program is the oldest post-
graduate training program in the UAE, it still suffers 
from the uncertainty of planning, and it continues to 
be understaffed. A new program is currently being 
planned at one of the primary care teaching centers 
in Abu Dhabi.

 
Libya

In Libya, the Department of Family and Community 
Medicine at Al Arab Medical University, Benghazi, has 
evolved the concept of family medicine at a model fam-
ily medicine clinic. Based at the Al-Keesh polyclinic, 
the family medicine clinic is run by five teaching staff 
members of the department. It serves a population of 
5,000 people living in houses provided by the Secre-
tariat of Housing, Benghazi. The family clinic uses 
all facilities of the polyclinic, but the families report 
directly to the family clinic, where family records are 
maintained.1

Jordan 
In Jordan, there are currently four residency programs 

in family medicine. The first program was started by 
the Royal Medical Services in 1981 in response to the 
perceived need for comprehensive and cost-effective 
medical services. The first Board Examination in Fam-
ily Medicine was in 1986. In 1989, the MOH started 
its first residency program in family medicine. And 
in 1995, Jordan’s medical schools, Jordan University 
and the Jordan University of Science and Technology, 
both initiated family medicine training programs. In 
the same year, the Jordan Medical Council modified 
the length of the family medicine training program 
from 3 years to 4 years, standardizing the content of 
the training programs and establishing a “specialist” 
in family medicine.

Family medicine residents, on acceptance to the 
residency program, are appointed in their respective 
hospitals as residents in family medicine for 3 years. 
Residents in their fourth year are assigned to the post 
of trainee family physician. This post is held in an ac-
credited Training Health Center. 

Throughout training, residents are assigned one 
half-day release, to be spent in training in primary care 

centers. Community medicine courses run in a longi-
tudinal manner from third-year residents to the end of 
rotation. So far, a total of 277 family physicians have 
been passed by the Jordanian board examination. 

Turkey 
Despite the early primary care activity in Turkey, 

the MOH did not accept family medicine as a medical 
specialty until 1984.11 The program began initially in 
hospitals affiliated with the Ministry. However, it was 
subsequently emphasized that the academic future of 
family medicine had to be assured and that hospital 
programs, rather than residencies, would not provide 
that assurance. As a result, in 1993 the country’s 
higher education council began establishing family 
medicine departments at universities.11 Currently, 23 
out of the total 57 universities have family medicine 
departments.  

In Turkey, specialty training in family medicine is 
still hospital based. Residency programs in university 
faculties and the MOH offer a 3-year curriculum in fam-
ily medicine. The profile is one of clinical rotations or 
“multidisciplinary education” comprising experiences 
in psychiatry (4 months), obstetrics and gynecology (8 
months), internal medicine (9 months), pediatrics (9 
months), and surgery, chiefly based in the emergency 
department (6 months).  

After completing these five rotations and preparing 
a dissertation, a family medicine resident is awarded 
the title of specialist in family medicine. So far, 1,300 
family physicians have been trained, bringing an in-
crease in the number and quality of family physicians. 
In four universities, family medicine departments are 
already involved in undergraduate education, with 
curricula consisting of topics such as introduction to 
family medicine, the basic principles of clinical medi-
cine, medical interviews and history taking, review of 
physical examinations, and communication skills.6,11

Iraq 
Development of medical education in Iraq has been 

characterized by periodic revisions and controversy 
about the best curriculum models to be applied. 
Tikrit University/College of Medicine (TUCOM) was 
established in 1989 and was the only college in Iraq 
following the innovative community-based, com-
munity-oriented, problem-based learning program, 
implemented in response to the changing health priority 
needs of Iraq. 

The general objectives of the college are to graduate 
a “Five-star Doctor”—that is, physicians who have the 
following competencies: being (1) a care provider by 
considering the patient as an integral part of his/her 
family and community, (2) a decision maker applying 
ethically and cost-effectively new technologies for 
enhancement of care provided, (3) a communicator by 
empowering individuals and groups toward enhancing 
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their health, (4) a community leader through initiation 
of health action on behalf of the community, and (5) 
a successful manager with the ability to work in har-
mony and cooperation with others inside and outside 
the health system.12

Challenges and Future Trends 
Practice

Family medicine in the Middle East has not yet 
developed its full potential. There is a shortage of suf-
ficiently qualified family physicians, and this in turn 
leads to overworked physicians, difficult access to care, 
and longer waiting times. Additionally there is a large 
number of patient visits overall, resulting in a heavy 
burden on the health care system. 

The concept of evidence-based medicine is relatively 
new to the region, though there is gradual movement 
toward this approach. The best examples of evidence-
based medicine in the Middle East are seen in Turkey, 
Saudi Arabia, Lebanon, and Jordan.6,11  

The family medicine movement in the Middle East 
also needs to align itself with the suggested New 
Model of family medicine, which has the following 

characteristics: a patient-centered team approach; 
elimination of barriers to access; advanced information 
systems; an electronic health record; redesigned, more-
functional offices;  a focus on quality and outcomes; 
and enhanced practice finance.13  In most countries in 
the region, family physicians provide only outpatient 
care, and coordination between family physicians and 
subspecialists through advanced information systems 
or other methods is lacking. 

Postgraduate Training 
Currently, there are a limited number of family 

medicine residency programs, with about 20 programs 
graduating 150 residents each year, plus an additional 
300 residents graduating annually in Turkey.1,13 The 
number of programs cannot grow until there is an 
adequate number of trainers and teachers. But, not 
all family physicians participate in teaching. Career 
development for physicians entering family medicine 
may follow several lines: practicing family physician, 
academic family physician, health planning, and ad-
ministration. Few family physicians in the region work 
in hospitals after completing residency training, so they 
are unavailable to supervise residents, for whom the 
major site of training is in hospitals.

The emphasis on in-hospital training is another 
problem that needs to be addressed. During residency, 
residents spend extensive time working in inpatient 
departments and relatively few hours working in 
outpatient clinics. Yet, after graduation, few work in 
hospitals. Thus, primary health care-oriented residency 
programs have not been fully developed.6 

Family medicine educators in the region believe 
that longitudinal training elements, interpersonal and 
behavioral skills, geriatric education, evidence-based 
medicine, and cultural competency should be incor-
porated into residency training. Programs should also 
support critical thinking, competency-based educa-
tion, scholarship, practice-based learning, integration 
of knowledge, medical informatics, biopsychosocial 
integration, professionalism, and collaboration and 
interdisciplinary approaches to learning.13 

Finally, it is of interest to note that there has been 
an increase in the number of female family medicine 
graduates. Health planners explain this by the fact that 
the schedule of family medicine practice may be more 
suited to the needs of females who have child care and 
other family commitments.14,15 

Undergraduate Training 
Most medical schools in the region follow a tradi-

tional curriculum. The educational approach at the 
universities is usually theory based and rarely practice 
based. Additionally, a few countries have introduced 
primary health care in the curriculum. There are 
a number of medical schools that were pioneers in 
implementing some fundamental changes, including 
those in Lebanon, Turkey, Bahrain, Jordan, and Iraq. 
Nonetheless, faculty at schools in those countries have 
encountered resistance from those responsible for clas-
sical medical education programs, in which the needs 
of medical science take precedence over those of soci-
ety or in which individuals or patients are considered 
“material” for learning and physicians merely curative 
or operative. 

Continuing Professional Development and Research 
The discipline of family medicine needs to develop 

a comprehensive, lifelong approach to learning. The 
enforcement of certification/recertification, continu-
ing professional development programs, and quality 
improvement strategies will favorably influence the 
specialty of family medicine.  

Although there is need for the discipline of family 
medicine to contribute to medical and health system 
knowledge, there is limited support for primary care 
research. Its need and the ability of family physicians 
to conduct it are not generally appreciated by others.16 
This is the one of the reasons for the establishment 
of the Middle East Primary Care Research Network 
(MEPCRN).  MEPCRN and others involved in primary 
care research plan to develop a cadre of professional 
researchers and thereby address the lack of critical mass 
of researchers at most institutions by encouraging col-
laboration and sharing of expertise and resources.17-20 

The region will also benefit from the establishment 
of a regional resource center for family medicine and 
primary care. Such a center could develop strategies to 
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promote family and other primary care physicians as 
health policy and research leaders in their communities, 
in government, and in other influential positions. The 
center could act as a vehicle for further development 
of the discipline and for pooling of resources as well 
as a funding body for research. 

In support of professional development, a number of 
regional professional family medicine societies have 
been established, including those in Lebanon, the UAE, 
Saudi Arabia, Turkey, Jordan, Oman, Egypt, and Qatar. 
These societies were instrumental in the development 
of the discipline. Most of these organizations hold an-
nual national scientific congresses or have participated 
in international, regional, and local conferences. There 
is still a great need for a unified regional association 
of family physicians, in addition to more collaboration 
with other international associations.

Finally, professional development for family phy-
sicians in the United States includes the option for 
additional training and acquisition of certificates of 
added qualification in fields like geriatrics and sports 
medicine. In most Middle Eastern medical schools, 
there is a notable lack of enthusiasm by departments of 
family medicine for developing and sanctioning such 
specialty practice. 

Conclusions
The challenges facing Middle Eastern family physi-

cians in the years to come are many, and a collective, 
robust action plan will be required to meet them. Family 
physicians must learn to adapt, to be capable lifelong 

learners, to use innovations and advances to further 
patient well-being, and to interact skillfully with every 
sector of the health care community.13  

Nonetheless, despite a relatively late arrival into a 
medical system traditionally dominated by subspecial-
ists, the development of family medicine is beginning 
to lead to a restructuring of the role of primary care.  
Regionally, the implementation of family medicine 
services is at the center of health policy debates, but 
there are still many barriers to the development of 
family medicine.

Acknowledgments: This paper is a collaborative work of the Middle East 
Primary Care Research Network. 

The authors appreciate the assistance of Lesley Pocock, publisher of the 
Middle East Journal of Family Medicine, who helped with reviewing the 
manuscript prior to publication.

Corresponding Author: Address correspondence to Dr Abyad, Provider 
Policy and Regulation, Health Authority-Abu Dhabi, PO Box 5674, Abu 
Dhabi, United Arab Emirates. aabyad@cyberia.net.lb.

REFERENCES

1. Abyad A. Family medicine in the Middle East: reflection on the experi-
ences of several countries. J Am Board Fam Pract 1996;9(4):289-97. 

2. United Nations. World population prospects: the 2002 revision popula-
tion database (United Nations Population Division, 2003). Available at: 
http://esa.un.org/unpp/.

3. Abyad A. The growth of health sector in the region. Middle East Journal 
of Business [serial online] 2005 Sept;1(1). Available at www.mejb.
com/upgrade_flash/Vol1_Issue1/Health-Sector-in-ME.htm.

4. Donaldson M, Yordy K, Lohr K. Primary care: America’s health in a 
new era. Washington, DC: National Academy Press, 1996.

5. Starfield B. Primary care: concept, evaluation, and policy. New York:
Oxford University Press, 1992.

6. Ersoy F, Sarp N. Restructuring the primary health care services 
and changing profile of family physicians in Turkey. Fam Pract 
1998;15:576–8.

7. Abyad A, Zoorob R, Sidani S. Family medicine in Lebanon: the 10th 
anniversary. Fam Med 1992;24(8):575-9.

8. Kronfol N, Mroueh A. Health care in Lebanon. Alexandria, Egypt: World 
Health Organization, Regional Office for the Eastern Mediterranean, 
1984, Part I, P 345-01 and P 17-139.

9. Frazer RC. Developing family practice in Kuwait. Br J Gen Pract 
1995;45:102-6.

10. Kuwait Institute for Medical Specialization. Family practice specialty 
training program curriculum. Kuwait: Kuwait Institute for Medical 
Specialization, 2002.

11. Unluoglu I, Ayranci U. Turkey in need of family medicine. Prim Care 
2003;3:988–94.

12. Blumenthal D, Williams TF, Pederson JL, Okuyemi K. 16-year longitu-
dinal evaluation of a community-oriented primary care curriculum. In: 
Schmidt H, Magzoub M, Feletti G, Nooman Z, Vluggen P. Handbook 
of community-based education: theory and practice. Maastricht, The 
Netherlands: Network Publications, 2000.

13. Martin JC, Avant RF, Bowman MA, et al; Future of Family Medicine 
Project Leadership  Committee. The Future of Family Medicine: a col-
laborative project of the family medicine community. Ann Fam Med 
2004 Mar-Apr;2 Suppl 1:S3-S32.

14. Osler K. Employment experiences of vocationally trained doctors. Br 
Med J 1991;303:762-4.

15. Schofield T, Hasler J. Approval of trainers and training practices in the 
Oxford region: criteria. Br Med J 1984;288:538-40.

16. Beasley JW. The contribution of family doctors to primary care research: 
a global perspective from the International Federation of Primary Care   
Research Networks (IFPCRN). Primary Health Care Research and 
Development 2004;5:307-16.

17. Young RA, DeHaven M, Passmore C, Baumer JG. Research participa-
tion, protected time, and research output by family physicians in family 
medicine residencies. Fam Med 2006;38(5):341-8.

18. Weiss BD. Publications by family medicine faculty in the biomedical 
literature: 1989–1999. Fam Med 2002;34(1):10-6.

19. Beasley JW. The need for research in primary care to solve global 
health problems. The Network: Toward Unity for Health. Available at 
http://www.the-networktufh.org/publications_resources/positioncon-
tent.asp?id=12&t=Position+Papers.

20. Qidwai W. A failure of health care delivery system. Middle East Journal 
of Family Medicine [serial online] 2004;5(5). Available at http://www.
mejfm.com/journal/MEJFM%20May%202004/A%20.


