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Reviews

Introduction

Mental health literacy (MHL) was first defined by Jorm AF 
as “knowledge and beliefs about mental disorders which aid 
their recognition, management or prevention.”1 In 2012, the 
concept included the ability to provide support to individu-
als presenting with a mental health problem, and knowing 
where to seek professional help.2

MHL is a crucial element for promoting mental health 
and wellbeing of individuals and populations overall. The 
significant identified barriers of mental health inlclude lack 
of knowledge, presence of stigma, and limited access to 
care.3 In recent years numerous scholars have highlighted 
the evidence of association between low MHL and adverse 
health outcomes and.4 Mental health problems are consid-
ered a global public health challenge that has a greater 
impact on young adults compared other age groups. Such 
threats could be tackled early through the promotion of 
MHL at community and primary care levels.5,6

The burden of mental disorders in countries of the Eastern 
Mediterranean Region (EMR) is greater in comparison with 

other regions around the globe.7 Hence, the share of mental 
disorders out of total disease burden in EMR had an incre-
ment of more than 10% between 1990 and 2013 only.7 
Despite this increasing burden; yet, the total expenditure on 
mental health services in the EMR is relatively low. Arab 
Gulf countries are categorized as high-income countries in 
the region. The insufficient allocated budget to mental 
health, in general, may hinder the promotion of mental 
health services and meeting the needs of the community.8

Gulf Cooperation Council (GCC) countries include 6 
states which are, Qatar, Saudi Arabia (KSA), United Arab 
Emirates (UAE), Oman, Kuwait, and Bahrain. These states 
are located within the Middle East region, and all are labeled 
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as high-income countries of the area. They all share many 
social, religious, and cultural features. Additionally, GCC 
countries share a lot of common health challenges and 
opportunities.9

Research work on mental health in the Arab region is 
facing hardship. Results of a systematic review related to 
research on mental health in EMR found that only 2 coun-
tries from the GCC region had the most publications, 
namely Saudi Arabia and Kuwait.10

Literature related mental health topics among health care 
providers (HCPs) worldwide revealed an existing pattern of 
stigmatizing attitudes, lack of awareness, and false beliefs 
regarding patients with mental disorders.11,12 Evidence also 
indicated that many practitioners exhibit a common notion 
of feeling incompetent and discouraged about the manage-
ment and recovery of individuals who are mentally ill.13 
Scholars also found that the stigmatizing culture continues 
to happen even within the work environment in health care 
systems, preventing those among health care providers who 
suffer mental problems from seeking help and speaking to 
other colleagues about their issues.14

There are, indeed, growing numbers of studies tackling 
the gap between the performance of HCP in mental ser-
vices and the community needs. Reviews on HCP and 
their level of MHL in the Arab region has, however, not 
been reported so far. In our study, we are aiming to assess 
the level of MHL among health care providers in the Arab 
Gulf states.

Methods

We followed the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) guidelines in con-
ducting this systematic review.15 Both authors indepen-
dently searched PubMed, PsycINFO, and Medline for 
studies published up until August 2019 (without earlier date 
limits). The search strategy included search terms like: 
“mental disorders,” “mental health,” “literacy,” “Arab,” and 
related terms (see the Supplemental Appendix).

Inclusion and Exclusion Criteria

We included studies that have evaluated MHL among health 
care providers and published in English, regardless of the 
study design. The review included studies which quantita-
tively measured at least one of the main components of 
MHL as follows: (a) knowledge of mental illnesses and 
their treatment; (b) stigmatizing attitudes toward mental ill-
nesses; (c) confidence in helping patients with mental health 
problems; and (d) behavior of helping patients. Additionally, 
any study that may have reported separate findings describ-
ing the level of MHL among HCP from a larger population 
was also considered for review.

Study Selection

Both authors independently screened titles and abstracts 
and excluded studies that were not relevant to the topic of 
interest. They independently reviewed full-texts of articles 
for the final selection of included studies. Any disagree-
ments between the reviewers were resolved by discussion.

Critical Appraisal Method

To assess the internal validity of the included studies, the 
Newcastle-Ottawa Quality Assessment Scale (modified for 
cross-sectional studies) was used.16 The tool contains 3 
major subsections (Selection, Comparability, and Outcome). 
A score for quality, modified from the tool, was used to 
assess the appropriateness of study design, recruitment 
strategy, response rate, sample representativeness, reliabil-
ity of the outcome, sample size provided, and appropriate 
statistical analyses.16 According to the NOS score standard, 
cross-sectional studies could be classified as low-quality 
(scores of 0-4), moderate-quality (scores of 5-6), and high-
quality (scores ≥7). Both authors independently ranked 
these domains. When the independent evaluations of the 
ranks differed between the 2 reviewers, they discussed dis-
agreements to reach for mutual decision.

The Overall Quality of Outcomes

The overall quality of the evidence for study outcome was 
rated as high, moderate, low, or very low, using the Grades 
of Recommendation, Assessment, Development, and 
Evaluation (GRADE) framework.17 GRADE assesses 5 
domains to determine the evidence level, including study 
limitations, the inconsistency of results, indirectness of evi-
dence, imprecision, and reporting bias. Quality was also 
independently rated by the both authors.

Data Extraction

The first author extracted the following data from each 
included study: country, study design, the time, population, 
sample size, method of data collection, outcome measures. 
The second author confirmed the data extracted from each 
included study.

Results

Figure 1 is a flow chart showing the procedure for the selec-
tion of studies. We identified 341 studies in the initial search 
of all 3 databases. We initially screened the titles for all arti-
cles and yielded 24 potentially eligible studies, after which 
we removed 11 duplicates. A total of 13 articles were included 
for reviewing, however, in the stage of full text reading, 3 
articles were excluded as they didn’t meet the inclusion 
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criteria. In addition, another 3 articles were excluded due to 
the unavailability of the full text despite contacting the 
authors. After assessing the full-texts of the remaining 7 stud-
ies, it was found that all 7 studies met the inclusion criteria.

Characteristics of Studies and Participants

Table 1 summarizes the country of origin, study design, the 
timing of data acquisition, population, sample size, partici-
pant recruitment method, method of collecting data, con-
tents of the outcome. Regarding study design, all studies 
were cross-sectional in design.

Among included studies, 2 studies focused on physicians 
only, and 2 studies were exclusively about nurses; 1 study 
included both physicians and nurses, 1 study on pharma-
cists, and 1 study on other hospital staff excluding the treat-
ing doctors for mentally ill patients.

All studies were cross-sectional and used different mea-
surement tools to assess the outcomes. Knowledge of men-
tal illnesses was measured in 4 out of 7 studies, stigma 
toward mental illnesses was mentioned in 5 studies, 

confidence in helping self and others, including patients in 
only 2 studies. Only 2 tools were validated; 1 to measure 
knowledge about mental illness, and 1 designed for stigma. 
The rest of the questionnaires were not validated.

Quality of Evidence

Overall, and according to the GRADE framework,17 the 
body of evidence was rated as very low. Regarding the pre-
cision and confidence estimate, all the evidence derived 
from observational studies is classified as low quality. The 
risk of bias assessment among articles showed that 5 arti-
cles scored >7,18-20,22,24 which is considered as high quality, 
while the other 2 articles scored between 5 and 7 (moderate 
quality)21,23 (Table 2). A high degree of inconsistency was 
noticed in the review as the study populations varied greatly. 
Publication bias was identified in the review due to multiple 
reasons, including the selection of published articles and in 
the English language only. Furthermore, the unfavorable 
results of negative attitudes toward mental illness might 
contribute to the hiding of study results, the low number of 
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scholarly activities in mental health published in the region, 
and difficulty accessing the full manuscripts of some arti-
cles all increased the risk of publication bias. Regarding the 
indirectness, different tools have been used to assess mental 
health literacy with the diverse populations among studies. 
Hence, the quality of evidence was rated as very low.

Knowledge about mental illnesses

Four out of the 7 studies discussed knowledge as an essential 
pillar of mental health literacy.18-21 Two of these studies were 
conducted in Saudi Arabia,19,21 and the other 2 were done in 
the UAE.18,20 The only validated tool that was used to assess 
knowledge was introduced by Al-Yateem et al in both of his 
studies, where he assessed physicians’ knowledge level 
through a paper-based or online survey using fictional char-
acters in case scenarios and ask physicians about diagnostic 
criteria different mental disorders.20 For the remaining stud-
ies, questionnaires were not validated; however, they were 
translated from a validated English tools. Al-Atram applied 
an online survey with 20 questions about mental disorders: 
10 for anxiety and 10 for depression.19 Aldahmashi et al also 
used a self-administered questionnaire “generalist perspec-
tive about depression occurrence, recognition, and manage-
ment” as apart of the R-DAQ survey.21

The group most studied for knowledge on mental disor-
ders was non-psychiatric physicians, including pediatric 
physicians, general practitioners (GPs), family physicians, 
and medical residents.19-21 Al-Yateem et al found that almost 
half of the pediatric physicians in his study had limited rec-
ognition of mental disorders ranging from 47% to 54.3% 
for post-traumatic syndrome disorder (PTSD) and psycho-
sis, respectively.20 On the other hand, Al-Atram found in his 
study that family physicians performed well when asked 
about the criteria they used to identify common mental dis-
orders like anxiety, depression, and PTSD, their perfor-
mance much better compared to GPs and specialists.19 
Aldahmashi et al, in their study, found that the majority of 
physicians stated that proper management of depression is 
an important part of managing other health problems.21

The 2 studies related to nurses were both conducted by 
Al-Yateem et al.18,20 In the first one, which included nurses 
working in children hospital; they’ve found that almost half 
of the participants were unable to identify of the diagnosis 
for common mental disorder (53% correctly diagnosed 
depression, 47% correctly diagnosed PTSD, and 54% cor-
rectly diagnosed psychosis).20 In their second study, 
Al-Yateem et al included school nurses, and they found that 
less than 50% of the nurses have been able to correctly iden-
tify mental disorders presented (depression, PTSD, 
Psychosis, and suicidal thoughts).18

Stigma against Mental Illnesses

Five studies chose stigma as a determinant for the level of 
mental health literacy.18-24 Three studies were conducted in 

Saudi Arabia,19,21,23 2 were held in Kuwait,22,24 and all of 
them have used different measurement tools. Two studies: 
Al-Awadhi et al and Meguid et al, used the Social 
Classification and Assessment of attitudes toward the 
Mental Illnesses (CAMI) scale, which is a self-report non-
validated 40-statement inventory.24 Al-Arifi also selected a 
nonvalidated 69-items, self-administrative Likert-type 
questionnaire to assess attitudes toward mental illness.23 
Al-Atram disseminated an online survey while Aldahmashi 
et al used a self-administered The revised Depression 
Attitude Questionnaire (R-DAQ).21

The population included in all 5 studies were hetero-
geneous. Two studies focused on non-psychiatric physi-
cians (GPs, specialists, family physicians, and medical 
residents),19,21 one among pharmacists,23 one involved 
nurses,22 and the last study was conducted among non-
medical staff working in psychiatric hospitals.24 Al-Awadhi 
et al determined the mean scores on the 4 subscales of 
CAMI (Authoritarianism: 2.85, Benevolence: 3.66, Social 
restrictiveness: 2.97, and Community mental health ideol-
ogy 3.48), which have reflected nurses’ negative attitude 
toward mentally ill patients.22 Using the same tool, Meguid 
et al found that a large percentage of the study population 
(nurses and non-medical staff) felt that mentally ill patients 
were “insane” and “dangerous,” indicating their negative 
attitude toward mental illness.24 Al-Atram found that 
more than 50% of the GPs and specialists possessed a nega-
tive attitude toward psychiatric patients, while family phy-
sicians showed a positive attitude.19 Aldahmashi et al 
showed that the majority of non-psychiatric physicians 
were optimistic, confident in depression management and 
had a slightly positive attitude toward depression with a 
mean R-DAQ score of 76.21 Pharmacists, on the other hand, 
more promising results with 88% of them felt that mental 
illness was the same as other illnesses. Overall they had 
endorsed positive attitudes toward mental illness.23

Self-Confidence and Efficacy in Helping Patients 
With Mental Illnesses
Only 2 papers were set to examine self-efficacy and  
confidence.21,23 Both of which were conducted in Saudi 
Arabia. Al-Arifi and his team recruited pharmacists, while 
Aldahmashi et al chose non-psychiatric physicians. Results 
showed that less than half of physicians were confident in 
dealing with patients suffering from depression or the abil-
ity to diagnose and manage depressions with suicide risk 
assessment was the area in which they felt least confident.21 
On the contrary, pharmacists revealed inconsistent self-
efficacy in helping patients that varied according to certain 
factors, including mental illness and their experience. Those 
in practice for more than 10 years seemed to be more 
confident in obtaining a history of mentally ill patients. 
Anxiety and depression were the highest diseases reported 
by pharmacists that they fell confident to deal with (History 
taking 37% and medication counseling 58%), while 
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paranoia and panic attacks were the lowest (History taking 
20% and medication counseling 39%).23

Discussion

This systematic review synthesizes the literature on the cur-
rent situation of MHL among health care providers in the 
Arab Gulf States. Most of the studies reported limited to a 
low level of one or more of the main components of MHL, 
including knowledge, stigma, confidence in helping patients; 
among physicians, nurses, pharmacists, and other related 
health care workers. Furthermore, all outcomes were rated 
as very low, due to the lack of randomized studies and over-
all moderate ROB; according to the GRADE framework.17

Knowledge about mental health illness is lacking among 
the public as well as health care providers in the available 
literature nowadays, despite the general perception that 
HCPs are more equipped and sympathizing with patients 
suffering from mental illnesses. Considering the academic 
background and professional training of HCP, they are 
expected to deal with both physical and psychological con-
sequences accompanying mental disorders. Yet, unfortu-
nately, a series of studies revealed that HCPs have limited 
knowledge in addition to unawareness of common mental 
disorders. As a part of their community, a large sector of 
HCPs continues to carry the same false beliefs about mental 
illness, which is a huge barrier in the successful manage-
ment of these illnesses at the community level.25,26 Our 
results were similar to findings from a study in Nigeria on 
the HCP knowledge, beliefs, and attitude toward the men-
tally ill revealed that the majority of participants thought 
that mental illnesses are irrecoverable and mostly fatal, and 
more than a third admitted to negatively stigmatizing rela-
tives that may suffer from mental disorders.27

Education and training also play a significant role in 
forming stigmatizing beliefs and attitudes toward mental 
illnesses among health practitioners. Knaak et al con-
ducted a review in which they presented and comprehen-
sive explanation about the inverse relationship between 
knowledge skills and stigma among HCP. They found that 
regardless of the education and experience of individuals 
in health systems, unless they undergo specialized training 
to alter previous stigmatizing beliefs and behavior related 
to mental illnesses, this can lead to inefficient manage-
ment of the patient’s condition. In addition to that, the 
practitioners may experience adverse emotions, “which 
can negatively impact patient-provider interactions and 
quality of care.”28 Similarly, several studies in our current 
review also demonstrated an insignificant relationship 
between experience and level of mental health literacy.

Overall, the literature shows that more researches were 
conducted among primary health care providers as opposed 
to other more specialized groups within HCP. This likely to 
be due to the critical role these practitioners in promoting 
positive mental health in their communities and providing 
better access to mental health services at the primary level. 

Unfortunately, more evidence has revealed that even among 
primary care physicians and general practitioners, a culture 
of stigmatization and shame are present, which may hinder 
the efforts to achieving better mental health services to the 
mentally ill. This is consistent with findings from our 
study. Moreover, in Zambia, a study showed that primary 
health caregivers recommend the usage of strains and 
handcuffs with mentally ill patients, which caused a feeling 
of discomfort.29 Another study conducted in China is corre-
lated with our results, where they found that discriminating 
ideas and stigmatizing attitudes spread widely among pri-
mary health care providers. In addition to that, their pessi-
mistic beliefs toward the mentally ill lead to decreasing their 
capabilities in providing adequate mental health services.30

Most limitations of this review are related to the scarcity 
of research studies in the region. The review was based on 
studies obtained from peer-reviewed journals by using sci-
entific databases, so it did not include information from 
other sources such as grey literature and unpublished reports 
from educational institutions. Therefore, the evaluations 
conducted may be at risk of misjudging the quality of stud-
ies. Moreover, the risk of bias may be one of the limitations 
in our review due to the lack of studies on the topic, espe-
cially in our region. However, we believe that this is due to 
social and cultural factors that overpowered the importance 
of mental health literacy among physicians in this region.

Conclusion

Over the past years, Arab gulf countries underwent a radical 
transformation process aimed at building a strong founda-
tion for integrating mental health services and to benchmark 
international health systems. Several campaigns were 
launched as well to increase public mental health literacy 
overall, sometimes focusing on specific diseases such as 
anxiety and depression. However, creating this ambitious 
goal requires well-trained health care providers with exten-
sive experience and a stigma-free work environment to 
achieve the most effective outcome with patients suffering 
from mental illnesses in the Arab Gulf states. The results 
from this study indicate, however, that there is a gap 
between background education and existing knowledge of 
HCP and the actual situation when it comes to dealing with 
mental disorders. It is, therefore, essential for Arab gulf 
states to start developing special programs targeting HCP to 
assist them in releasing those stigmatizing attitudes and 
behavior while emphasizing on the role training workshops 
in enhancing their mental health literacy. Although deter-
mining the impact of such interventions may be unclear at 
the beginning, more researches need to be conducted to 
provide a better understanding.
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