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1. INTRODUCTION 

The World Health Organization Regional Office for the Eastern Mediterranean 
(WHO/EMRO), in cooperation with the Ministry Of Public Health and Population, Yemen, 
held an intercountry consultation on developing regional strategy for family practice from 26 
February–1 March 2007 in Sana’a, Yemen. The objectives of the meeting were to: 

• review experiences of family practice and similar initiatives in the Region; 
• agree on strategic directions and methods of developing and implementing the family 

practice approach; 
• identify roles of countries and WHO in the different phases of family practice 

development; 
• agree on the next steps for launching family practice in the Region. 

The meeting was officially inaugurated by Dr Abbas, the Undersecretary of the Ministry 
of Public Health and Population, on behalf of H.E. Dr Abdulkarim Rasa’a, Minister of Public 
Health and Population. His Excellency highlighted the importance of family practice as a 
national strategy for the country and announced that Yemen was in the stage of developing a 
national health policy for family practice and was expected to start implementation in the near 
future. H.E. pointed out that the Ministry had developed a training curriculum for family 
practice which would lead to integration of the different primary health care services. He 
reiterated that Yemen had developed its Health Sector Reform Strategy which was focused on 
the district health system as a major step towards accessible, acceptable and affordable health 
services through implementation of family practice. 

Dr Ghulam Rabani Popal, WHO Representative in Yemen, delivered the opening 
address of Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean. Dr 
Gezairy noted that the meeting was the first of its kind in the Region to review the experience 
of family practice and to agree on strategic directions and methods of developing and 
implementing family practice models. He emphasized that at present health services were 
undergoing several changes and facing many economic, social, epidemiological and 
organizational challenges. 

Dr Gezairy expressed his desire to see family practice operational in countries of the 
Eastern Mediterranean Region, focusing on the needs of patients and users of health services; 
ensuring comprehensive, promotive, preventive and curative care; seen as the key building 
block of the national health system; providing integrated care; and making the link between 
the health system and the community at large. He referred to several initiatives in the Region, 
particularly in developing training courses, such as that of the Arab Board of Medical 
Specializations, which resulted in producing general practitioners who were now working in 
several countries. In addition some countries of the Region, where general practitioners had 
become the main providers for health care. 

Dr Gezairy noted that the general practitioner’s role had been extended and that in 
addition to being the gatekeepers of the health system, they had further organizational 
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functions, such as fund holding and the strategic stratification of the catchment population. 
Such gatekeeping should be understood in the context of not only controlling cost, which was 
necessary, but mainly in coordinating care, ensuring continuity of care and better utilization of 
services. 

Dr Ali Almudhwahi (Yemen) was selected as the Chair of the meeting, Dr Noureddine 
Bouzouia (Tunisia) was selected as Vice-Chair, and Dr Hassan Salah (Egypt) was selected as 
Rapporteur. The agenda, programme and list of participants are included as Annexes 1, 2 and 
3, respectively. The family practice questionnaire and the results of the questionnaire are 
included as Annexes 4 and 5 respectively. Annex 6 contains a list of references. 

2. FAMILY PRACTICE OVERVIEW 

Thirty years have passed since family practice became a recognized specialty in 1969. 
The specialty remains grounded in providing comprehensive, continuous, compassionate care 
to patients in the context of the family and community. Our forebears in general practice and 
the founding leaders of the family practice movement understood the need for physicians who 
practice medicine with both science and care. These principles are more important than ever 
as the changing currents in the complex world of health care are faced in this new century.1 

The family physician is the physician generalist who takes professional responsibility 
for the comprehensive care of unselected patients with undifferentiated problems. S/he is 
committed to the person regardless of age, gender, illness or organ system. The clinical 
specialty of family practice is patient-centred, evidence-based, family-focused and problem-
oriented. 

Family physicians acquire and maintain a broad array of competencies that depend on 
the needs of the patients and communities they serve. The scope of their practice is not 
defined by diagnoses or procedures but by human needs. Family physicians do not treat 
diseases; they take care of people. Nodal points in the family life cycle, such as birth, serious 
illness and the end of life, deserve special attention. Family physicians are expert at managing 
common complaints, recognizing important diseases, uncovering hidden conditions, and 
managing most acute and chronic illnesses. They emphasize health promotion and disease 
prevention. Their knowledge, skills and attitudes target community practice, current science 
and continuous quality improvement. Family practice has a distinct clinical approach that 
requires special skills to identify concerns, focus issues, negotiate plans and help solve 
problems. The recognition, integration and prioritization of multiple concerns and the 
synthesis of solutions are critical clinical competencies. The variety of human needs require 
the targeting of the clinical process, sharing responsibility and managing uncertainty. Focus 
on the person requires refined abilities to observe, communicate, understand and care. 
Commitment to patients and populations involves activism and advocacy. Family medicine 
can lead in redefining what it means to be a professional, a physician and a generalist.2 
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2.1 Primary care and family practice 

Primary care is care provided by physicians specifically trained for, and skilled in, 
comprehensive first contact and continuing care for people who are ill or those with an 
undiagnosed sign, symptom or health concern (the “undifferentiated” patient), not limited by 
the origin of the problem (biological, behavioural or social), organ system, or gender. 

A primary care physician is a general physician who provides definitive care to the 
undifferentiated patient at the point of first contact and takes continuing responsibility for 
providing the patient’s care. Primary care physicians devote the majority of their practice to 
providing primary care services to a defined population of patients. 

Family practice is the professional discipline that trains and sustains the doctors who 
practise the evolving arts and sciences of family medicine. Family practice is patient 
centred,3–5 evidence-based,6,7 family-focused,8–10 and problem-oriented. It shares historical 
roots and a worldwide movement with general practice.11 

Family medicine is the academic discipline that both serves and leads the specialty of 
family practice.12 It organizes curiosity, systematizes observation, advances understanding, 
communicates knowledge and challenges convention. 

It is the discipline that proactively applies cost-effective comprehensive, holistic, 
coordinated and continuous health care to all members of the community in the context of the 
family in culturally sensitive manner and according to the health needs and resources 
available within the community. 

The American Academy of Family Physicians defines the family physician as: 
Physician who is educated and trained in family practice—a broadly encompassing medical 
specialty. Family physicians possess unique attitudes, skills and knowledge which qualify 
them to provide continuing and comprehensive medical care, health maintenance, and 
preventive services to each member of the family regardless of sex, age, or type of problem, 
be it biological, behavioural or social. 

The family physician as the first contact in the health system, is responsible for 
providing comprehensive, holistic, continuous, coordinated, compassionate and proactive 
health care within the family and community context. 

2.2 Nature of family medicine 

The characteristics of family medicine are encapsulated by a few fundamental concepts 
such as commitment to ongoing personal care, a comprehensive approach and acceptance of 
all patients regardless of their sex, age or type of illness. Family physicians most frequently 
care for this rich mosaic of patients in a community-based, ambulatory practice setting. 
Shared experiences establish a common viewpoint among family physicians despite their 
diverse educational backgrounds and dissimilar cultures. Consequently, the characteristics, 
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knowledge, skills and practice patterns appear to be remarkably comparable throughout the 
world.13 

The fundamental characteristics of family medicine and its derivative attributes allow 
the family physician to contribute substantially to health care systems in all countries despite 
differences in the way these systems are planned, organized and managed. The framework for 
professional and administrative development of general practice/family medicine in Europe 
(WHO/EURO, 1998) reflects the culmination of a European-wide consultative process over 
almost a decade, initiated by the WHO Regional Office for Europe. This group summarized 
the attributes of family practice as follows:14 

• General. Family practice addresses the unselected health problems of the whole 
population. It must be easily accessible with a minimum of delay; access to it is not 
limited by geographical, cultural, administrative or financial barriers. 

• Continuous. Family practice is primarily person-centred rather than disease-centred. It is 
based on a long-standing personal relationship between the patient and doctor, covering 
individual’s health care longitudinally over substantial periods of their lives and not 
being limited to one particular episode of an illness. 

• Comprehensive. Family practice provides integrated health promotion, disease 
prevention, curative care, rehabilitation, and physical, psychological and social support 
to individuals. 

• Coordinated. Family practice can deal with many of the health problems presented by 
individuals at their first contact with their family physician, but whenever necessary, the 
family physicians should ensure appropriate and timely referral of the patient to 
specialist services or the health professional. Family physicians should act as care 
managers in relation to other health and social care providers, advising their patients on 
health matters. 

• Collaborative. Family physicians should be prepared to work with other medical, health 
and social care providers, delegating to them the care of their patients whenever 
appropriate, with due regard to the competence of other disciplines. 

• Family-oriented. Family practice addresses the health problems of individuals in the 
context of their family circumstance, their social and cultural network, and the 
circumstances in which they live and work. 

• Community-oriented. The patient’s problem should be seen in the context of his or her 
life in the local community. Family physicians should be aware of the health needs of 
the population living in the community and should collaborate with other professionals, 
agencies from other sectors and self-help groups to initiate positive changes in local 
health problems. 

2.3 Characteristics and functions of family physicians 

Family physicians should display the following characteristics and perform the 
following functions. 

• a strong sense of responsibility for the total, ongoing care of the individual and the 
family during health, illness and rehabilitation; 
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• compassion and empathy, with a sincere interest in the patient and the family; 
• enthusiasm for the undifferentiated medical problem and its resolution; 
• an interest in the broad spectrum of clinical medicine; 
• the ability of deal comfortably with multiple problems occurring simultaneously in one 

patient; 
• a desire for frequent and varied intellectual and technical challenges; 
• the ability to support children during growth and development and during their 

adjustment to family and society; 
• the ability to assist patients in coping with everyday problems and in maintaining 

stability in the family and community; 
• the capacity to act as coordinator of all health resources needed in the care of a patient; 
• a continuing enthusiasm for learning and for the satisfaction that comes from remaining 

current through continuing medical education; 
• the ability to maintain composure in times of stress and to respond quickly with logic, 

effectiveness and compassion; 
• a curious and constantly inquisitive attitude; 
• a desire to identify problems at the earliest possible stage (or to prevent disease 

entirely); 
• a strong wish to maintain maximum patient satisfaction, recognizing the need for 

continuing patient rapport; 
• the skills necessary to manage chronic illness and to ensure maximal rehabilitation 

following acute illness; 
• an appreciation for the complex mix of physical, emotional and social elements in 

holistic and personalized patient care; 
• a feeling of personal satisfaction derived from intimate relationships with patients that 

naturally develop over long periods of continuous care, as opposed to the short-term 
pleasures gained from treating episodic illnesses; 

• a skill for, and commitment to, educating patients and families about disease processes 
and the principles of good health. 

3. COUNTRY PRESENTATIONS 

3.1 Afghanistan 

There is no national health policy for family/general practice in Afghanistan. There are 
six medical universities under the supervision of the Ministry of Higher Education: Kabul, 
Mazar, Jalabad, Heart, Khost and Kandahar. Each university graduates approximately fifty 
physicians per year. Japan International Cooperation Agency (JICA) is one of the major 
international donors who support medical universities. Technical training absorbs 70% of 
training time allocated for medical students, and leadership, administration and development 
receive 10%, respectively. The monthly salary for general practitioners is in the range of 
US$ 170–510 per month. 

The total number of physicians in Afghanistan is 5000, 60% of whom work in rural 
areas and 40% in urban areas. Sixty-five percent (65%) are working in public facilities and 
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35% in the private sector. Approximately, 80% of physicians are working in outpatient clinics 
and 20% in hospitals. 

3.2  Bahrain 

The family practice residency programme was implemented in Bahrain in 1979 and is 
now affiliated with the Royal College of Surgeons in Ireland, the Irish College of General 
Practice, and is recognized by the Arab Board of Medical Specializations. The residency 
period is four years, and its curriculum is designed to include the principles of family 
medicine, clinical experience in hospitals in multidisciplines and practical applications in 
primary health care centres. 

The certificates are jointly issued (Ireland and Bahrain) Board Certificates in Family 
Practice and Arab Board Certificates in Family and Community Medicine. The programme 
has graduated more than 200 graduates. Future plans include to increase the number of 
trainees, open more family medicine training centres, establish a system of equity in the pay 
mechanism for primary care consultants and for other specialties. 

Family practice is implemented at a total of primary care health centres. Each health 
centre serves a catchment area of an average population of 35 000, and the plan is to cover a 
catchment population of 20 000 to 25 000. Typical teams in these health centres are composed 
of doctors, nurses, community health nurses, dentists, administration staff, laboratory staff, 
pharmacy staff, radiology staff, dental hygienist, dental aid, health educator and social worker. 
Dental specialists, physiotherapy staff and midwives also work in these health centres. 

Approximately 66% of primary care physicians in overnmental health centres are family 
physicians and all are Bahraini nationals. The patients in the centre’s catchment area are 
assigned to a primary care physician. There is a good referral system between primary care 
and secondary care. 

3.3  Egypt 

The Ministry of Health and Population have conducted a detailed situation analysis, 
which highlights points of weaknesses and strengths and defines actual needs. Strategic plans 
were subsequently developed and infrastructure and human resources reformed, in addition to 
partnerships being developed between governmental, private and national sectors. 

For implementation purposes, health plans were drawn up for every district in the 
programme, which determine where family health units should be located and whether the 
service should be provided by the Ministry of Health and Population, the Health Insurance 
Organization, nongovernmental organizations or private clinics. The Ministry of Health and 
Population and its partners are investing in renovating and re-equipping existing buildings and 
building new constructions in priority underserved areas. 

The Ministry has introduced new financing mechanisms with an organization, called the 
Family Health Fund, that can purchase health services from any of these entities providing 
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that they meet the strict service quality standards laid down by the programme, ensure the 
sustainability of finance and resources and availability of affordable services, in addition to 
ensuring the effectiveness and efficiency of these services. In the long term, the service is 
expected to be funded by a new health insurance scheme, in which every Egyptian will be a 
beneficiary. 

In the family health model, families rather than individuals are registered with specific 
doctors and facilities in their home neighbourhood. Practical on-the-job training of the family 
health team, in especially designed family health training practices is carried out and a new 
category of medical specialist—the family practitioner—has been created to lead the service 
into the future. 

Family health facilities are components of a district-wide network of services linked to a 
hospital staffed by medical specialists who deal with referred cases that cannot be managed 
by a family practitioner. 

The health sector reform programme, based on the family health model, has provided 
the Ministry with exceptionally valuable tools to improve primary health care services in 
Egypt. Th 

3.4  Iraq 

The family medicine programme was implemented by the Ministry of Health in 2005. 
The programme is targeted to strengthen primary health care through the development of 
family medicine practice. The objectives of the programme are to: 

• develop model training family medicine centres and standard procedures to train 
medical and health workers on the family recording system; and to ensure an effective 
referral system from primary health care centres to secondary and tertiary care with an 
efficient feedback mechanism; 

• create well-qualified master trainers in family medicine practice to take future 
responsibility in the training of all doctors working in primary health care centres; 

• develop guidelines for doctors and health workers who work in family medicine centres; 
• establish a formal short training course in family medicine practice for medical and 

health workers in primary health care centres. 

Family medicine physicians provide continuous, comprehensive physical, mental, social 
and preventive medical care for all family members. Piloting of the family medicine 
programme was implemented in three centres in Baghdad at the end of 2005, which will be 
evaluated in the near future. WHO adopted a national programme for the maintenance of 
family files as a health database system for family members. The family medicine programme 
does not apply in the accreditation or capitation system. 

Primary health care services are fragmented and can be characterized by a lack of 
coverage of common health problems across all age groups and both genders. There is no 
consideration for the psycho–social background of the patient, and cross-sectional rather than 



WHO-EM/HCD/082/E 
Page 8 

 

longitudinal care is provided. Primary health services do not meet the desired standards for 
community health. Table 1 shows the distribution of primary health care centres in the 
country. 

Table 1 Distribution of primary health care centres 

The main challenges facing the full implementation family medicine in Iraq are: 

• lack of security, limited financial resources and a poor awareness of the concepts and 
the role of family medicine in the community; 

• ineffective referral system; 
• fragmented health care services which are not comprehensive; 
• absence of clear curriculum and guidelines for family medicine; 
• lack of specific continuing medical education programme for family and general 

practitioners; 
• limited number of qualified doctors working in the speciality of family medicine; 
• lack of a clear job description for family physicians; 
• absence of trained paramedical staff in family medicine; 
• weakness of medical records kept in primary health care centres; 
• lack of facilities and lack of a well-designed plan for transferring patients to an 

emergency unit or hospitals, when necessary. 

The family medicine programme has a four-phase plan of action. The first phase 
involves conducting a study tour in the Region (coordinated between the family medicine 
section in the Ministry of Health and WHO) in order to gain experience to strengthen and 
assist the family medicine programme in Iraq. Phase two involves the creation of training 
centres for family medicine; the training of trainers; continuing medical education included in 
the accreditation of the family medicine programme; monitoring and evaluation; and support 
for nongovernmental organizations involved in family medicine activities. Phase three 
involves implementation of the family medicine programme in selected health care centres 
and the implementation of pilot projects in family medicine in selected health centres. Phase 
four involves intensifying work with the media (audio-visual and readable media) and 
increasing community awareness of the concept of family medicine; including family 
medicine in health education programmes in primary health care; and holding meetings with 
teaching staff in schools, religious leaders and representatives of the media. 

Index Number % 
Central primary health care centre 794 43.2 
Peripheral  primary health care centre 926 50.3 
Training primary health care centre 17 1 
Primary health care centre  with emergency room 102 5.5 
Total number of  primary health care centres 1839 100 
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3.5  Islamic Republic of Iran 

There is governmental policy and regulation for family medicine, which is a part of 
national health sector reform. It was implemented in 2005 and is totally supported by national 
resources. Over the last two years, 5000 physicians have been placed in rural areas, with a 
plan to extend this number to 7000. This plan represents the first step to implementing family 
medicine in the country. 

The family doctor’s main role is to ensure continuity of care. He/she does not provide 
specific services and refers complicated patients to a higher level of care (according to the 
operative guidelines) through a referral system (which requires improvement). Family doctors 
work in rural health care units as health leaders, administrators and doctors. Family doctors 
and their teams provide services for a total population of approximately 3000 inhabitants 
(approximately 750 families), according to their place of residence. The number of family 
medicine specialists in the country is limited and work mainly in the private sector. 

Currently, medical doctors with seven years’ training who have taken a number of short 
pre-service and in-service training courses, work as family practitioners in rural areas, and are 
selected according to health priorities. 

There is a six-year programme for the family medicine specialty, four years of which 
are allocated to practical training. There is a continuing medical education programme for 
family/general practitioners with five-year intervals between re-licensing, which represents an 
important factor in the accreditation and quality certification of family/general practitioners. 

The Ministry of Welfare is responsible for family medicine financial issues through a 
one-year contract and family doctors provide services according to the plans of the Ministry 
of Health and Medical Education. A family doctor’s income is more than a doctor with the 
same capacities who does not practice family medicine. Payment is per capita and is based on 
performance and location. It is in the range of US$ 1200–1800 a month. 

The waiting time for ambulatory services is less than 30 minutes. Facilities, medicines, 
guidelines and equipment have standards and need updating. The main challenges facing 
family medicine are: incomplete service packages, financial constraints; a lack of human 
resources especially in deprived areas; and an inadequate referral system. 

3.6  Jordan 

In 1981, Royal Medical Services (RMS) began its first three-year, postgraduate 
residency programme (combined family medicine and emergency medicine). In 1989, the 
Ministry of Health began implementation of its first residency programme in family medicine. 
This was followed in 1995 by the initiation of training programmes in both of Jordan’s 
medical schools. In July of the same year, the Jordan Medical Council (JMC) modified the 
length of the family medicine training programme from three years to four years, 
standardizing the content of the training programmes and establishing a ‘specialist’ in family 
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medicine. The JMC defines a specialist in family medicine as a physician who meets at least 
one of the following criteria: 

• has successfully completed an approved family medicine residency programme in the 
Ministry of Health, RMS, Jordan University of Science and Technology (JUST) and 
Jordan University (JU), and who passes the JMC board examination; 

• holds an Arab Board Certification in family medicine; 
• holds board certification in family medicine from a foreign country and passes the JMC 

Board examination; 

In 1995, the JMC scientific committee adopted the job description of a family medicine 
specialist as “a licensed medical graduate who gives care to individuals, irrespective of age, 
sex and illness, who attends his patients in his consulting room and in their homes and 
sometimes in a hospital. His aim is to make an early diagnosis. He will include and integrate 
physical, psychological and social factors in his considerations of health and illness.” 

The objectives of the training programme are to: develop those cognitive and affective 
skills required to understand; and explain and apply in practice the principles of family 
medicine. 

The structure of the residency programme includes clinical rotation in July and January. 

First year: Each resident in the first year of the residency should spend six months in 
internal medicine and six months in the general surgery department. 

Second year: Each resident in the second year should spend six months in general 
paediatrics and six months in Obstetric and Gynaecology Department. 

Third year: Each resident in the third year should complete the following rotation: three 
months in psychiatry and emergency, respectively, and two months in dermatology, one 
month in ear, nose and throat (ENT), ophthalmology, orthopaedic and radiology departments. 

Fourth year: Residents in their fourth year are assigned to the post of a trainee family 
physician. This post is held at an accredited training health centre. 

3.7  Kuwait 

Family practice is a distinct medical discipline, doctors who intend to become family 
practitioners require a period of special professional preparation. Specialist vocational training 
is just one phase; it builds on and complements undergraduate education and general 
professional training. The objectives of the family practice training programme are to produce 
a competent doctor, who is not only sound in his/her clinical judgment or in the way his or her 
practice is organized, but is also sensitive to patients’ needs and is able to communicate 
effectively with patients, in addition to being self aware and critical in his/her own 
professional standards. 

The family medicine practitioner is a medical graduate with specific training to give 
personal, primary and continuing care to individuals, families and a practice population, 
irrespective of age, sex and illness. The FPSTP is a four-year residency programme in Kuwait. 
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Doctors who have completed the first year internship are eligible to apply for training. It 
provides supervised learning opportunities and clinical experience in both hospital and family 
practice. All trainees are required to complete rotations in general medicine, pediatrics, 
obstetrics and gynecology, psychiatry, dermatology, ear, nose and throat, general surgery, 
ophthalmology, orthopedics, casualty and emergency. 

The family medicine practice programme began implementation in 1983 with support 
from the Royal College of General Practitioners in the United Kingdom (UK). The 
recognition of the family practice specialty programme (FPSTP) as a postgraduate programme 
at Kuwait Institute for Medical Specialization (KIMS) was in 1987 and its certificate is 
equivalent to Membership of the Royal College of General Practitioners (MRCGP) in the UK 
by the Examination Board of the Royal College of General Practitioners in 1991 are important 
factors leading to the increasing choice of family medicine as a career for Kuwaiti graduates. 
The programme was awarded international accreditation in April 2005 and Kuwait is the 
second Gulf cooperation Council (GCC) member country to be awarded the international 
accreditation. There has been an increase in the number of graduates, particularly women. 
This can be explained by the fact that general practice is more suited to the needs of women 
with regards to child care and other family commitments. Steps have been taken to make the 
programme local, with decreasing participation of the Royal College in courses and 
examinations. 

Kuwait health care centres are served by a total of 611 primary health care practitioners 
in five health regions distributed as follows: Kuwait (100), Hawalli (138), Ahmadi (128), 
Farwania (144) and Jahra (101). 

There are four main recommendations to support and encourage the family medicine 
concept in Kuwait. These include to: encourage the medical school graduates to join the 
FPSTP in Kuwait, as primary care is in need of qualified personnel; encourage the setting up 
of more training centres; encourage the accreditation process of training centres to meet 
international criteria and to facilitate measurements of quality assurance of the training 
process; and encourage the preparation of new trainers and new examiners to meet the 
increasing need for educating general practitioners in Kuwait. 

3.8  Lebanon 

The first family practice programme started in 1979 at the American University of 
Beirut and is still providing guidance to other programmes in the Region. It assisted in 
initiating the family practice programme in Bahrain and introductory courses in family 
medicine to Jordanian colleagues. 

The second family practice programme is based in the University of Saint Joseph 
(French Faculty). The Lebanese Government and the Arab Board acknowledge both 
programmes. The duration of the study is 4 years and graduates are considered specialists in 
this discipline. In order to graduate residents are subjected to rigorous formative and 
summative evaluation. 
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The Lebanese Society of Family Medicine was formed in 1989. It published guidelines 
on 30 common conditions encountered by the general practitioner and family practitioner. The 
society produced two audiovisual packages on communication skills, tens of educational 
leaflets, and spearheaded an innovative continuing medical education programme for general 
practitioners in remote areas in Lebanon. The Lebanese Society of Family Medicine also 
established a public advisory board and developed a website (www.lsfm.net). Some of these 
projects were supported by the Lebanese Ministry of Public Health and have led to an 
improvement in the image of family medicine in Lebanon. 

In coordination with the Lebanese Order of Physicians, the Lebanese Society of Family 
Medicine has developed recertification requirements for the family physician. The Society 
established the criteria for non-compulsory recertification. 

Provision of health in Lebanon is mainly through the private sector. The market is in 
great need for qualified family physicians. This is hampered by several factors including 
political instability and the small number (4–10) of graduates per year. There are four main 
challenges facing the development of the family physicians specialty in Lebanon, which 
include the: lack of practical commitment to primary care by policy-makers; lack of 
continuous programmes to upgrade the skills of general practitioners; lack of proper 
incentives to primary care physicians; and absence of a family medicine programme in the 
national university. 

3.9  Morocco 

The ratio of medical doctors is 1 per 1791 population. The catchment area of a public 
health centre covers approximately 11 868 habitants (25 448 in urban area versus 7132 in 
rural areas). The number of medical doctors is 20 113 (7644 private practice, 8051 public, 
4418 in hospitals). Specialists represent approximately 53 % of the total number of medical 
doctors. The number of nurses in the country is approximately 25 721. A large network of 
public health centres, with 9315 patients per medical doctor, 8528 in urban areas and 10 506 
in rural areas provide primary health care. The number of hospital beds is aproximately 
22 600 beds. 

The number of curative consultations that took place in primary health care centres in 
2005 was 141 105 114 (urban areas 9 614 661, rural areas 4 495 853) among them 451 296 
done by specialists (urban areas 426 546, rural areas 24 750). 

The Ministry of Health has many programmes for family planning, nutrition, acute 
respiratory infection, school/university health, contagious ophthalmic diseases screening and 
treatment, parasitic disease care (bilharzia, leishmaniosis), rehabilitation and geriatrics 
targeting specific populations. 

In 2005, the total budget of Ministry Of Health was 5.31% of the total government 
budget. Other sources of financing came from cooperative projects (Euro-Mediterranean 
(MEDA) region, United Nations Population Fund (UNFPA), Deutsche Gesellschaft für 
Technische (GTZ), Agence Française de Développement (AFD), WHO, United States 
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Assistance for International Development (USAID). Health resources are condensed in some 
urban areas which results in inequity of access to care in rural areas and remote towns. There 
are several opportunities to strengthen the primary health care system which include: current 
reforms in medical financing and hospital management; and clear expressed prioritization of 
social sectors. 

3.10 Oman 

The specialty of family and community health has been recognized as one of the five 
major specialties in the MD programme in the College of Medicine and Health Sciences in 
Oman. The Oman Medical Specialty Board (OMSB) was established in 1991. This followed 
different specialist programmes at the College of Medicine in 1993. It was recognized early 
that family medicine and community health (FAMCO) is an ideal specialty in Oman where 
ample primary health care facilities were built to absorb FAMCO physicians. Oman has used 
the experience of other countries (Australia, New Zealand and Sweden) in building a 
comprehensive postgraduate training programme. The programme lasts for four years and is 
run by the Department of Family Medicine and Public Health, College of Medicine and 
Health Sciences at Sultan Qaboos University. Sixty (60) graduates have graduated from the 
postgraduate training programme. In 1993, the FAMCO Department in collaboration with the 
International Committee of the Royal College of General Practitioners has established training 
in FAMCO, which has led to the implementation of international standards of quality. 

Collaboration includes using external examiners from the Royal College of General 
Practitioners to the OMSB final examination from 1998–2001. This work has resulted in the 
first MRCGP examination in October 2001. The graduates now play major roles in the 
Ministry of Health in administering and developing the specialty and as teachers and 
examiners in the residency programme. During the period of training, physicians have the 
opportunity to: teach medical students and junior colleagues; lead team and field work in 
communities; attend and practice evidence-based medicine courses and receive critical 
appraisal; attend conferences, symposia and obtain short-term qualifications such as asthma 
certification, a diploma in diabetes, a diploma in tropical medicine and hygiene and a diploma 
in child health; and attend sessions on ethics, leadership, management, stress at work and 
primary health care team. 

Two exams are taken during the 4-year course. The candidates have to pass part one in 
order to continue in the program and sit the final examination. In 1993, the FAMCO 
department. approached the International Committee of the Royal College of General 
Practitioners to attempt to attain international standards of quality during the training period in 
FAMCO. 

Some of the main challenges facing family medicine in Oman are: a lack of clarity on 
the concept of family medicine for most decision-makers; the unavailability of trained 
trainers; high administrative requirements; non adherence to the objectives of the training by 
training departments; lack of financial support; and a lack of communication with hospital 
specialists. 
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3.11 Qatar 

The family medicine programme started in 1995 offering a 4-year training postgraduate 
degree. The country has fifty family physicians, in addition to 40 enrolled physicians in the 
family medicine programme. Family physician training takes place at hospitals and primary 
health care centres. A new training centre is scheduled to open in 2007. 

The family physician concept became part of the national strategy for the health sector 
in Qatar. Decentralization is the cornerstone of the strategy, in which the director of the health 
centre has a fair degree of financial autonomy. Fifty physicians out of the 277 who work at 
primary health care centres, have a postgraduate degree in family medicine. Future plans 
including full implementation of a referral system, in addition to using an appointment 
system. 

3.12 Saudi Arabia 

There are 1850 primary health care facilities in Saudi Arabia. Sixty percent (60%) of 
health care providers are governmental, 30% are private and 10% are for other governmental 
institutes. Health care delivery is based on primary health care and all governmental health 
services are free of charge. 

Saudi Arabia has 12 colleges of medicine. In 1979, King Faisal University established 
the family medicine specialty, followed by King Saud University in 1980. The Family 
Medicine specialty worked as part of community medicine departments. This was followed by 
the establishment of family medicine specialty at Abha University, followed by King Abdul 
Aziz University in Jeddah and Om Al-Qura University. 

All five colleges have well structured training programmes for both primary health care 
and family medicine. The primary health care curriculum includes principles and elements of 
primary health care ranging from 4 to 6 credit hours. Family medicine clerkships range from 4 
to 8 credit hours taught during the fifth or sixth years of internship. 

Undergraduate training in primary health care and family medicine emphasize 
definitions, principles, roles and practical practice, in addition to consultation, interviewing 
and communication skills and prescribing and practice management. 

3.13 Somalia 

Due to political instability and continuing civil conflict in the country for the past 17 
years, health systems development has been severely affected in all aspects, leading to the 
dependency of most health programmes on external support. 

Administratively, the country is divided into three main zones; Puntland, Somaliland, 
Central/South regions with a total of 19 regions and 113 districts. Political and administrative 
structures have a great impact on the health status of each zone, which leads to differences in 
health indicators between three zones. 
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Currently, there are 170 mother and child health centres and 600–700 health posts 
offering comprehensive primary health care activities, in addition to 93 hospitals (private and 
public). In spite of these comprehensive services, Somalia has one of highest maternal 
mortality rates at 1600/100 000 and infant mortality 132/1000 in the Region among an 
estimated population of 7 million people. 

Health facilities are mainly accessed by urban dwellers. A high proportion of the 
population are nomadic and do not have easy access to any health care services due to the 
uneven distribution of existing health facilities and the quality of existing services is not 
satisfactory. Huge private sector health activities are being implemented and are expanding 
rapidly although they are as yet unregulated. The quality of their performance requires an 
assessment. 

Major burdens of disease are: acute respiratory infections, tuberculosis, diarrhoea, 
malaria, measles, pregnancy-related health issues, accidents (car or bullets). Challenges facing 
the health system are: lack of standard health policy/plans addressing family health care, poor 
access of quality health care by the public, shortage of qualified health resources, unregulated 
private health care and a reduced application of health ethics. 

3.14 Syrian Arab Republic 

General practitioners study for four years to acquire the family practice specialty, with 
practical training at primary health care centres. During training, physicians acquire a number 
of skills including technical, managerial and communication skills. The family practice 
curriculum includes eleven topics: introduction to the family physician; introduction to 
primary health care; internal medicine; surgery; emergency; Gyn/Obs; paediatrics; 
dermatology; ear nose and throat (ENT); psychiatry; and ophthalmology. In the family 
practice study, the physician has to follow the following regulations: 

• be aware of the family practice manual; 
• attend all training courses, as this is mandatory to apply for the exam; 
• maintain a log book for the number of diagnosed and treated cases; 
• participate in weekly meetings which involve family health care discussions; 
• present diagnosed cases in a weekly scientific council meeting. 

The roles of family physician graduates include to: treat all individuals regardless of 
sex, age or severity of illness; diagnose and treat all primary health care diseases; provide all 
preventive health care services; and work as a health consultant for all family members. 

3.15 Tunisia 

The rationale for health reform in Tunisia is: epidemiological transition; (decrease of 
nutritional and infectious diseases, increase of chronic diseases); demographic transition; 
socioeconomic transition; implementation of national heath insurance based on family 
medicine; improvements in the quality of health care; rationalization of health expenditure; 
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adaptation of the response of the health system to the population’s needs; enhancement of the 
population’s perception of general practitioners. 

The national plan to launch the family practice programme includes: 

• reviewing the second cycle curriculum according to family medicine curriculum; 
• training trainers; 
• accrediting training centres; 
• adapting education and training curriculum to international standards taking into 

account Tunisian specificities; 
• adapting regulation and legislation to family medicine education and practice; 
• editing learning supports; 
• education, accreditation and evaluation from the National College of Family Medicine. 

Encouraging existing components to establish family practice include: 

• political commitment; 
• all medical staff and nurses are nationals; 
• availability of general practitioners; 
• a strong primary health care system; 
• a strong community medicine department and practice; 
• a strong infrastructure; 
• professional traditions; 
• good income and percentage of gross domestic product (GDP) spent on health (5.6%); 
• adhesion of all partners to the project. 

Remaining challenges include the reinforcement of the family medicine education 
programme; and valorization of practices (improvements in primary and secondary health 
care practices and in the private sector, increases in salary. 

3.16 United Arab Emirates 

The family medicine programme in the United Arab Emirates was implemented in 1995 
through the issuance of a decree by the Assistant Undersecretary for Curative Affairs, 
Ministry of Health. Attractive factors for physicians to work in the family medicine speciality 
include the fact that: the programme is locally available in the country and no night duty is 
required particularly for females. Family practitioners receive the same salary as other 
specialists and receive four years vocational training with full salary. 

The Arab Board Programme for Family Medicine is a four-year programme and focuses 
mainly on technical training and principles of family practice, with limited focus on 
administration and development. After five years of practice the family physician is qualified 
although the re-licensing programme is not applied in the United Arab Emirates. 

The country has 39 family physicians, who are graduates of the Arab Board programme 
and working in the primary health care centres as specialists. A family medicine specialist in 
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the primary health care receives a salary of US$ 5500 monthly, and in addition the physician 
can also undertake his/her own private work. Continuous medical education for family 
physician or general practitioner is the responsibility of the primary health care department at 
the Ministry of Health. Patients are distributed geographically through the health centres, and 
the patient can choose his/her family doctor within the catchment area. The family physician 
is not fixed, so the patient can see a different physician each visit. There is no appointment 
system in operation but all primary health care centres are walk-in clinics. The patient will be 
referred for other specialties through the referral system (written referral) but there is no 
mechanism for proper referral feedback. There are two potentially encouraging factors to 
assist the development and implementation of family practice—community needs and 
political commitment. 

The patients are distributed geographically through the health centres and can choose 
his/her family doctor within the catchment area. The family physician is responsible for a 
population of 4000; 75% of his/her time is spent on technical work, 5% on leadership and 
10% on administrative and development work, respectively. The family physician working at 
primary health care facility has administrative and management responsibilities as the medical 
officer in charge of the health centre and strategic planning; technical responsibilities in terms 
of consultation, treating common illness and chronic disease and conducting minor operations 
and responsibilities to participate in the continuing professional development programme. 

Approximately 90% of family medicine services are allocated in urban areas and 10% 
in the rural areas: 60% of physicians working in family medicine are nationals and 40% are 
expatriate workers. The average consultation time per case is 15 minutes, with an average of 
25 patients per day per physician. The role of the family physicians is to ensure continuity of 
care, establish a relationship with the community and non governmental organizations, form a 
strategic plan of the health care and to work as a gatekeeper. Family practice has eight clinical 
guidelines: hypertension; diabetes mellitus; bronchial asthma;, antenatal care; vaccinations; 
acute respiratory infections; sexual transmitted infections; and osteoarthritis. The main causes 
(complaints) for visiting a family physician include: acute respiratory infections; 
muscloskeletal disease; skin disease; chronic disease; and antenatal care. 

The main challenges faced in implementing a family medicine programme include the 
fact that most general practitioners are female; there are an inadequate number of United Arab 
Emirates medical graduates; an inadequate number of Arabic-speaking family/general 
practitioners; and there is a lack of appreciation among the community and other professionals 
of family/general practitioners. 

3.17 United Kingdom 

In post-war Britain, adapting to the needs of the people, the Government abandoned the 
previous mixed system of social insurance for central taxation. Considered the most efficient 
as well as fairest system, the national health system (NHS) was founded on three core 
principles: comprehensiveness, free at the point of delivery, and equal availability to all 
citizens on the basis of need, not ability to pay. 
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The strengths of the system are that it is essentially unchanged over six decades, the 
NHS remains primary care based with 85% of funding decentralized to primary care trusts. 
Services are comprehensive and are largely publicly provided (93%) with an emerging market 
in clinical care taking place. Strong public support underpins all care in the NHS. 

Referred to as health care services provided outside the hospital setting, primary care 
accounts for 81% of daily patient contact with the NHS, with over 300 million patient 
contacts each year. Viewed as highly cost effective and efficient, primary health provision 
aligns with Rawaf’s Model for Burden of Disease (2004) where at any given moment we are 
dealing with 40% of the population as healthy and an additional 40% as healthy but living 
with risk factors. 

The weakness of the system is that well-informed, demanding patients are burdening the 
system. Unable to satiate ‘can’t wait consumers’ and a ubiquitous dom.com culture, health 
care providers struggle with high patient expectations and capacity concerns. Also, despite 
rigorous professional standards and highly competent practitioners, variations between 
physicians, between disciplines and medical errors continue. 

The lessons to learn are that clear, focused objectives based on an individual country’s 
health needs are paramount. Equally, the role and function of primary health care must be well 
defined and politically supported. The strengthening and continuous training of skilled 
practitioners is needed as is the continued support, input and involvement of the public, both 
at individual and population level. 

3.18 Yemen 

Although a family medicine training programme is not currently offered, Yemen is in 
the process of adopting a national policy for family health practice. In 2006, the Ministry of 
Public Health and Population started the process of developing an integrated manual for 
primary care practice. Recently, the family health department addressed the issue of training 
physicians in family health practice with the Yemeni Council for Medical Specialties. The 
Ministry, together with WHO, are working together to outline the national framework for 
family medicine according to the situation analysis conducted by the relevant departments of 
the Ministry. 

Primary health care was first introduced into the health system in 1979. The Ministry’s 
organogram underwent several changes, and recently, primary health care became a separate 
sector. Primary health care service coverage reaches 30% of the population in rural areas, and 
50% of the population overall. The Ministry budget represents 4.5% of the total government 
budget. Immunization coverage declined from 72% in the year 2002 to 66% in 2003, and 
increased again to 85% in 2005, remaining stable at 84% in 2006. 

There are six main challenges facing the health system in Yemen; poor access to health 
care; high infant mortality rate; high maternal mortality rate; high fertility rate; limited budget 
for the health sector; and a lack of public awareness. The primary health care department has 
two main priorities—integration of the district health system including the Expanded 
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Programme on Immunization (EPI), disease control, surveillance, nutrition, Integrated 
Management of Childhood Health (IMCI), community-based initiatives; and monitoring and 
evaluation. 

Future plans for implementing family practice in Yemen include: decentralization of 
health services (strengthening districts in providing primary health care services; hospital 
autonomy); involvement of universities (master training, curriculum review, continuing 
medical education); submittal of pre-hospital patient care reports; the promotion of 
communication for behaviour change and health promotion; examining the role of local 
councils; and the improvement of managerial skills. 

4. RECOMMENDATIONS 

Member States 

1. Issue a clear statement of national health policy on family practice. It should state 
explicit goals and main directions for family practice health human resources and costs 
of attaining family practice human resource goals estimated within the economic 
capacity of the country. Policies on family practice development should appear 
consistent with, and promote, primary health care strategies for achieving the goals 
stated in the national health policy. 

2. Identify needs for family physician services based on the incidence and prevalence of 
health problems, demographic characteristics of the population and targets. 

3. Identify the interventions required to deliver these family practice services, at each level 
of care, based on the strategies proposed by various programmes. 

4. Develop an effective structure, function and data for family practice planning. 

5. Pave the way for family practice by introducing its concepts in undergraduate teachings. 

6. Develop an effective national system of continuing professional development linked to 
careers in family practice. 

7. Coordinate with the private sector in the production and utilization of family physicians. 
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WHO Regional Office 

8. Empower countries to carry out family practice studies and programmes. This would 
create local ownership and good prospects for subsequent development of programmes 
to enhance family practice. 

9. Continue providing technical support and advice to Member States in the field of family 
practice to improve coverage and quality of health care. 

10. Circulate the family practice regional strategy document in its final form and circulate it 
to Member States. 

11. Strengthen cooperation between Member States and family practice and family 
medicine international and regional organizations. 

12. Support Member States in the development of family practice policy. 

13. Enable countries to assess their family practice programme and to promote research on 
major family practice issues. 

14. Facilitate an exchange of information between Member States on actions taken and 
main achievements in family practice in countries. 
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AGENDA 

1. Inauguration 

2. Opening address 

3. Adoption of agenda of the meeting 

4. Presenting the objectives, expected outcome and methodology of the meeting 

5. Presentation on regional family practice initiative 

6. Presentations of participating countries on their family practice activities 

7. Framework of family practice in the Region 

8. Organizing family practice in Region 

9. Strategic directions for developing family practice in Region 

10. Conclusion and recommendations 
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Annex 2 

PROGRAMME 

Monday, 26 February 2007 

08:30–09:00 Registration 
09:00–10:00 Opening session 

• Address/ Message of Dr Hussein A. Gezairy, WHO Regional Director 
for the Eastern Mediterranean 

• Address/ Message of H.E. Minister of Public Health and Population in 
Yemen 

• Introduction of participants and resource persons 
• Election of officers 
• Adoption of agenda and programme 
• Objectives, expected outcome, and methodology of the meeting 
• Highlights on regional initiatives for family practice by Dr Ahmed 

Abdullatif, RA/HCD and CHS 

10:30–17:00 Country presentations on family practice activities (reporting by countries 
will be based on the family practice questionnaire developed by the 
Regional Office) 

Tuesday, 27 February 2007 

08:30–11:30 Lessons derived from experiences of countries in the Region By Dr Nabil 
Kurashi followed by discussions 

12:00–13:00 Proposed framework for family practice in the Region by Dr Ahmed 
Abdullatif and Dr Nabil Kurashi (presentation and discussion) 

13:00–17:00 Group work on developing the family practice framework 

Wednesday, 28 February 2007 

08:30–10:30 Presentation and discussions of the working groups on developing the 
framework 

11:00–12:00 Review family practice questionnaire based on the framework 
12:00–13:00 Panel discussion on strategic directions and recommendation 
14:00–18:00 Group work 

Thursday, 1 March 2007 

08:30–12:30 Group presentation on strategic directions 
13:30–15:30 Recommendation and conclusion  
15:30–16:00 Closing session 
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Annex 3 

LIST OF PARTICIPANTS 

AFGHANISTAN 
Ershaddudin Ziayee 
Family Planning Officer 
Reproductive Health Department 
Kabul 

BAHRAIN 
Dr Awatef Sayed Sharaf 
Consultant for Primary Care Development 
Office of Assistant Under Secretary for Primary Care and Public Health 
Manama 

DJIBOUTI 
Dr Mahamoud Obsieh Robleh 
Medical Chief Health Center of Balbala 
Djibouti 

EGYPT 
Dr Emam Moussa 
Director, Health Sector Reform 
Ministry of Health and Population 
Cairo 

ISLAMIC REPUBLIC OF IRAN 
Dr Mohammad Esmaeel Motlagh 
Director General 
Family Health and Population 
Ministry of Health and Medical Education 
Tehran 

Dr Mohammad Eslami 
Manager 
Family Planning Section 
Ministry of Health and Medical Education 
Tehran 
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IRAQ 
Dr Sundus SH Khalil 
Family Medicine Specialist 
Baghdad 

JORDAN 
Dr Mohammed Tarawneh 
Head of the Family Medicine/MOH and Director, Cancer Directorate/MOH 
Amman 

KUWAIT 
Dr Abeir AlBahwa 
Responsible for Family Practice Programme 
Kuwait 

LEBANON 
Dr Bassem Saab 
President 
Lebanese Society of Family Medicine 
Beirut 

MOROCCO 
Dr Mohamed Kebbou 
Vice Dean 
Casablanca Faculty of Medicine and Pharmacy 
Casablanca 

OMAN 
Dr Mohammed Ali Al Shafaee 
HOD, Family Medicine and Public Health 
College of Medicine, Sultan Qaboos University 
Chairman, Family Medicine Specialty Committee 
Muscat 

QATAR 
Dr Khaled El Badr 
Specialist Family Medicine 
Assistant Chief Staff 
Primary care Department, Hamad Medical Corporation 
Doha 
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SAUDI ARABIA 
Dr Adnan Ahmed Albar 
Head of the Scientific Council For Family and Community Medicine 
Jeddah 

SOMALIA 
Mr Abdi Hassan Dualeh 
PHC/BDN 
Coordinator 
WHO Hergesia 
Somaliland 

SYRIAN ARAB REPUBLIC 
Dr Iyman Kudsi 
Family Medicine Programme 
Damascus 

TUNISIA 
Dr Noureddine Bouzouia 
Director General of Health 
Tunis 

Dr Habib Essabbah 
Dean of Faculty of Medicine 
Monastir 

UNITED ARAB EMIRATES 
Dr Kalthoum Mohamed Ali 
Consultant of Family Practice 
Ra’s El Kheima Medical District 
Dubai 

YEMEN 
Dr Ali Almudhwahi 
Director General 
Family Health Programme 
Ministry of Health and Population 
Sana’a 

Dr Mohammed Al Emad 
EPI manager 
Ministry of Health and Population 
Sana’a 
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Temporary Advisers 

Dr Nagwa Eid Sobhi 
Professor of Internal and Family Medicine 
Kasr El Eini Hospital 
Cairo University 
Giza 

Dr Hassan Salah 
Deputy Team Leader 
Family Health Service 
Development Adviser 
Ministry of Health and Population 
Cairo 

Other UN organizations 

Dr Hashim Al-Shami 
FAO Representative, Yemen 

Dr Ahmed Atteig 
Senior Health Administrator and Team Leader 

USAID observers 

Dr Al-Khadr Nasser Laswar 
Director General 
Aden 

Dr Ahmed Ali Nagi 
Director General 
Al-Dhale 

Dr Abd-Rabbo Ali Meflah 
Director General 
Ma’reb Governorate 
Lahj 

Dr Omar Zein 
Director General 
Lahj 

Dr Abdul-Karim Nassar 
Director General 
Hagga 

Dr Hanosh Hussein 
Deputy Director General 
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Sa’ada 
Dr Amat-Al-Kareem Ali Hommad 
Director of Al-Sabeen Hospital 
Sana’a 

Dr Hamood Abdo Mohammed 
Director of Family Health 
Siada 

Dr Soha Al-Shobaki 
Obs. Gynacology 
Saudi Germani Hospital 
Sana’a 

WHO SECRETARIAT 

Dr Ghulam Rabani Popal, WHO Representative, Yemen 
Dr Ahmed Abdullatif, Coordinator Health Systems and Regional Adviser, Health Care 
Delivery, WHO/EMRO 
Dr Nabil Kurashi, WHO Consultant 
Dr Ahmed Bahnassy, WHO Consultant 
Dr Elizabeth Dubois, WHO Consultant 
Dr Nasreen Abdul Razzak, Programme Officer, WHO Sub-office, Aden, Yemen 
Dr Botheina Attal, National Programme Officer, Making Pregnancy Safer, WHO 

 Office, Yemen 
Mrs Hanaa Ghoneim, Senior Programme/Administrative Assistant, DHS Division 
Mrs Hoda Elsabbahy, Secretary, HCD/DHS, WHO/EMRO 
Mrs Maryan Selwanis, Secretary, EDB/DHS, WHO/EMRO 
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Annex 4 

FAMILY PRACTICE QUESTIONNAIRE 

Country:  

Date: 

1. General  

1.1 Is there a national health policy for family/ general practice (F/GP)?  

1.2 How many years of training are allocated to become a F/GP? 

1.3 What are the main types of health facilities where the F/GP works? 
Health care units  
Polyclinic  
District hospital  
Governorate hospital  
Other (please specify) 

1.4 Are there national plans to launch F/GP programme in the country?   
 If yes, please describe targets and stages. Please write in a separate page) 

1.5 Is there a specific training package for a multi purpose physician?  
If yes, please specify: 
Duration of such training ….. 
Main contents: 
- 
- 
- 
Where, and which institute faculty is responsible for F/GP training? ….. 
What certificate? ….. 
Who issues and organizes this certificate? ….. 
How many trainers so far? ...... 
What is the annual intake? ...... 
What are the future plans? ...... 

1.6 Is launching F/GP part of a national health sector reform? 

1.7 Was the launching of F/GP supported by a foreign agency/ donor?  
If yes, please specify name of the agency. ...... 

1.8 Is there any circular/decree or regulation issued by a national authority on F/GP? If yeas, please state : 
- Who issued the decree? ...... 
 - When? (Year …………) 

1.9 Describe the organization of family doctors: 
Are they in small or large groups?  
Are they forming F/GP cooperatives/ 
Single-handed or solo practices?  
Employed by hospitals or government?  
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Linked through practice networks? 

1.10 Describe the number and type of staff typically employed in a family doctor’s practice. 

1.11 What is the length of vocational training in family medicine?  

1.12 What portion of medical students choose careers in family medicine? 

1.13 What innovations are planned for attracting medical students to careers in family medicine? for training family 
doctors? 

1.14 How far the training of F/GP focus on:  
Leadership …  
Administration …  
Technical …  
Development ….  

2. Regulations 
 

2.1 What is the commonly agreed-upon definition of the family/general practitioner (F/GP) in your country?  

2.2 What degree does the F/GP obtain on graduation? 

2.3 Who issues the degree/certificate? 

2.4 Is the F/GP considered as:  
a. A specialist ...... 
b. A consultant ...... 
c. A generalist ...... 
d. A gatekeeper ...... 

2.5 Is there an effective operational relicensing programme for F/GPs in your country?  
What is its frequency? …. 2 years: …. 3 years: ….5 years 
 …. No relicensing 

2.6 How are F/GPs recruited/ retained?  

2.7 How are F/GPs accredited or quality certified? and by whom? How frequent? 

3. Financing of F/GP 

3.1 Is there any capitation system? i.e.: F/GPs/10,000 population 
(Please specify) 

3.2 What is the monthly salary of the F/GP working: 
At Health centre? ...... 
At hospitals? ...... 

3.3 Is the F/GP salaried by government or under a contract? 

3.4 Is the F/GP working mainly at the health center level? 

3.5 If F/GP contracted, how many years is the duration of the contract? 

3.6 Are there any contractual arrangements to support F/GP perform his/her work?  

3.7 Is there a fund holding scheme by F/GP? 

3.8 In how many districts and governorates are the F/GP fund holding schemes operational? 

3.9 Are there F/GP cooperatives in place in your country? Since when?  
How widely available in the country? 
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3.10 What are the sources of funding of the F/GP cooperatives? Please specify: 
Governmental: MOH or MOSW? ...... 
Prepayment by users? ...... 
Other contributors? ...... 

3.11 How are family doctors paid in your country?  

3.12 What is the average income, and range of income, for a family doctor?  

3.13 How does that income compare to other physicians?  

3.14 How does that compare to the income of the average worker? 

4. Operational Practice 

4.1 What are the F/GP tasks in the following?  
Administration/management 
1. ….. 
2. ….. 
3. ….. 
4. …. 
Technical 
1. ….. 
2. ….. 
3. ….. 
4. …. 
Development 
1. ….. 
2. ….. 
3. ….. 
4. …. 

4.2 What percentage of the F/GP’s time is allocated for: 
 
Leadership …… %  
Administration …… %  
Technical …… %  
Development …… %  
 

4.3 What is the total number of F/GPs working in your country?  

4.4 Can the patient choose his primary care or family medicine doctors? 

4.5 How patients are distributed to PHC centres or family medicine doctors? 

4.6 What is the distribution of F/GPs as percentage or number? 
 
Rural ….. : Urban …. 
Private …. : Public …. 
Ambulatory… : Hospital ….. 
Nationals …... : Expatriates …. 

4.7 How many F/GPs are graduated until 2005? 
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- in the country …. 
- from abroad … 

4.8 Since when has the F/GP program been launched? 

4.9 How many national faculties are producing F/GPs?  
For how many years are the F/GPs trained in these national faculties? 

4.10 Is there any specific continuous medical education (CME) programme for F/GP in your country? 

4.11 Which institution/organ/body is responsible for such CME? 

4.12 Do F/GPs have private practice in addition to their public work? 

4.13 How many F/GPs work at Health centre level? 
Serving an average catchment population of ……….. 

4.14 Workload: 
Average F/GP consultation time per case: ...... 
Average number of patient/ Day seen by F/GP: ...... 
Time allocated by F/GP for:  
Administrative activities ...... 
Financial activities ...... 
Technical activities  
Curative ...... 
Preventable ...... 
Promotive ...... 
Developmental activities outside the health facility ..... 

4.15 Is there a fixed population list for each F/GP? 

4.16 Are there standard guidelines covering F/GP practice at the health center level? If yes, please indicate below titles of 
such guidelines: 

4.17 What is the role of the F/GP? 
- Ensuring continuity of care      
- Establishing relationship with community and non governmental organizations   
- Making a strategic plan of the health care 
- As a gatekeeper  

4.18 Is there a performance plan prepared by the F/GP at the facility s/he is working in?  

4.19 Does the F/GP have a role in home health care in his/her catchment area?  
(i.e.: care of the elderly..) 

4.20 What are the working hours per day and per week?  

4.21 Is there an on call system for emergencies for F/GPs working at the health center? 

4.22 Number of total outpatient visits to F/GP in  
2004 …… 
2005 …… 

4.23 What are the 5 main causes (complaints) for visiting the F/GPs? 
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4.24 How do patients schedule appointments with family doctors and PHC doctors?  

4.25 How do family doctors refer patients to other specialists and healthcare professionals?  

4.26 How do family doctors relate to other specialists and healthcare professionals? 

5. Challenge  
 

5.1 What are the main challenges facing introducing/launching F/GPs? 

5.2 Has there been any feasibility study to develop F/GP national programmes?  
If yes, please describe briefly the cost of introducing such programme. 

5.3 How feasible in your own country to develop F/GP programme?  
Trained F/GPs to cover all population / Primary Care facilities 
Payment/ incentives 
Career development 
CME 
Logistics and equipment 
Conflict/ vested interest  
Legislation regarding: 
Certificates … 
Status … 
Terms of reference … 

6. Miscellaneous 

6.1 Where are the potential encouraging factors to develop and implement family practice?  

6.2 How is the performance of the F/GP assessed? 

6.3 Is there a responsible body to assess the performance of the F/GPs?  
If yes, please mention the name and the frequency of the assessment (yearly or more)? 

6.4 Has there been any study on waiting lists variation in performance?  

6.5 Is there a standard medicine list for F/GPs? 

6.6 Is there a standard equipment list for F/GPs? 

6.7 Do referrals and coordination of patient (family doctor’s office/primary care center to specialist to hospital) flow 
smoothly? 

6.8 Describe the usual workday of a typical family doctor/general practitioner or doctor in PHC Centers. 

6.9 Estimate the percentage of family doctors that provide the following services: 
Surgery ….. 
Endoscopy ….. 
Anesthesia ….. 
Deliver babies ….. 
 

6.10 Estimate the percentage of family doctors that limit their practice to selective areas such as: 
Adolescent medicine …. 
Emergency medicine …. 
Geriatrics ….. 
Palliative care …. 
Sports medicine …. 
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Other: (please specify): ………….  

6.11 Estimate the percentage of family doctors that use an electronic health record for clinical purposes.  
Describe the ways in which family doctors use electronic information systems (e.g., patient or disease registries, 
appointment reminders, audit or quality improvement reports, guideline access). 

6.12 What is the extent of family doctors providing diagnostic services in their practices (e.g., x-ray, MRI, CT, in-office 
laboratory, etc)? 

6.13 What is the extent of family doctors providing a wide range of therapeutic services in their practices (e.g.: cancer 
radiotherapy/chemotherapy, dialysis)? 

6.14 Describe, from a patient’s point of view, how easy it is to get primary care in your country.  
Do referrals and coordination of patient (family doctor’s office/primary care center to specialist to hospital) flow smoothly? 

6.15 Please fill in this table: 
 

Total Private Public Index 

   Number of Physicians 

   Number of F/GPs 

   Number of Hospitals 

   Number of Beds 
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Annex 5 

ANALYSIS OF THE RESULTS OF THE QUESTIONAIRE 

Materials and methods 

The study is descriptive in nature using a survey method. A design of a comprehensive 
questionnaire is the first step of the present project. The questionnaire tried to gain an insight 
of different countries’ Ministries of Health regarding the current situation of F/GP in EMR 
countries. It also tried to gather statistics regarding encouraging factors, problems and 
challenges met by each county’s F/GP programmes and implementation. General factors are 
variables such as training and training agencies of family and general physicians, existence of 
F/GP programme in their countries, sources of funding of F/GP programmes, number and 
qualification of F/GP physicians, time allocation, workload, and contents of practice of F/GP 
physicians, financing F/GP as in salary or contracting, regulations, operational practice, 
improvement of F/GP physician’s knowledge, skills, and practice through continuing medical 
education, use of electronic health records, procedures, and diagnostic services to improve 
practice, ease of availing of F/GP physicians’ services, and ratio of F/GP physicians to number 
of patients in every catchment area. 

The questionnaire was sent to each country in the Region and 17 respondents sent back 
their answered questionnaires. As only 15 respondents were able to send back the 
questionnaires on time, their data were only those processed for statistics. The responses were 
processed by taking their frequencies and averages. The data was tabled and placed in charts 
and graphs. 

Results 

The 15 respondents who were included in the analysis were: Egypt, Islamic Republic of 
Iran, Iraq, Jordan, Kuwait, Lebanon, Oman, Pakistan, Qatar, Saudi Arabia, Somalia, Sudan, 
Syrian Arab Republic, Tunisia, and United Arab Emirates. 

Of the 15 respondent-countries, 67% indicated that they have existing national health 
policy for family/general practice. This is below the standard of advanced countries which 
consider it necessary to put in place national health policies for family/general practice. 

It is comforting to know that 87% of the respondents indicated existence of a national 
plan to launch F/GP programmes. However, such a plan should be put into action as soon as 
possible. 
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The majority of the respondents indicated not having any foreign donor in F/GP 
programme launching. In countries which indicated F/GP programme launching, WHO was 
indicated by three countries as their foreign agency donor in the launching of such 
programmes. It is the top donor, which was followed by USAID (2 countries), UK or 
European Union (2 countries), World Bank (1 country), and African Bank (1 country). It is 
surprising that the Islamic Development Bank did not serve as a donor to such launching of 
programmes. 

According to the respondent countries, the feasibility of F/GP programme to adequately 
cover population and primary health care facilities rests on the following points: career 
development (7 countries), training F/GPs to adequately cover population and PHC facilities 
(6 countries), conflict resolution (6 countries), legislation regarding certificates (6 countries), 
legislation regarding status (6 countries), legislation regarding terms of reference (6 
countries), payment incentives (5 countries), continuing medical education (5 countries), and 
logistic and equipment (5 countries). 

Training and qualification of the F/GP physician 

It is important that a specific training package for F/GP is instituted in a country. This is 
to give standard training to family doctors who will be aptly able to meet the increasing needs 
of their health care services among the population. The present study shows a majority (75%) 
of countries indicating that such specific training package is available for those who would 
like to train as family doctors. Still it should be a goal of the remaining 25% of countries to 
put up such standard training package in their countries. 

 
Existence of a national plan to launch 

F/GP programmes 

Yes  
87% 

No  

13% 
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The majority (53%) of the countries allotted four years to their F/GP training 
programme but data also show one country which allocated six years and another country 
which allocated seven years to F/GP training courses. Two countries or 13% of the countries 
surveyed indicated three years as the number of years allocated to F/GP training programme 
in their countries. However, three countries or 20% of the respondent-countries indicated not 
having any number of years since they only allocate a few months to train F/GP physicians in 
their countries. 

The following areas of family medicine are the training programme’s main contents: 
primary and public /family health care content, managerial and computer skills content, 
psychiatry, radiology, derma, EENT, child care content, OB-Gyne and women care content, 
research, surgery, internal medicine, emergency, and intensive care unit. 

The majority of the countries, or 9 countries, indicated that the Universities handling the 
training programs are still responsible faculties for training F/GP Physicians in their countries. 
Four countries indicated Ministry of Health, and or Medical Societies, Medical Boards such 
as the Arab Board are also responsible for training F/GP Physicians. In Saudi Arabia, the 
national Guards also train F/GP Physicians. Another county reported that the National 
Defence of its country is responsible for training F/GP Physicians. 

After training the doctor is classified as M.B.B.S. in four countries, specialist in Family 
Medicine in another four countries, Fellow in Family Medicine in three countries, and Board 
and Diplomat in Family Medicine in two countries, and three countries did not have such 
specific training long and comprehensive enough to gain the above-mentioned qualifications. 
These qualifications are parallel to international qualifications. 

Years allocated to F/GP training

None
20%

3 Years 
13% 

4 Years
53%

6 Years 
7% 

7 Years 
7%
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Islamic Republic of Iran, Tunisia and Egypt indicated a large intake of physicians for 
specific training in F/GP practice. However, other countries do not have such a large intake. 
This is the reason why there is a lack of F/GP physicians in the Region. 

To improve the programme, there is future plan of increasing the number of yearly 
graduates in four countries, increase the annual intake of students and physicians in F/GP 
training programme, and develop health policy to address family practice training and practice 
needs in two countries, and add one more year to training for one country. However, six 
countries reported not having future plans for their training. 

Tunisia reported having graduated more than 5000 F/GP physicians so far. Somalia 
reported having graduated around 630 F/GP physicians. Jordan graduated 247, Egypt 176, and 
Iraq 54 F/GP physicians. Saudi Arabia has graduated more or less 500 F/GP physicians. Four 
countries do not have a specific number of F/GP training graduates. 
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Countries in the Region reported that the numbers of faculties in their countries which 
graduate F/GPs are: thirty-five for Islamic Republic of Iran, four for Egypt, Tunisia, and 
Jordan, three for Somalia, two for Syrian Arab Republic, and one in Iraq. Qatar, Pakistan, 
Saudi Arabia, Lebanon, and UNITED ARAB EMIRATES did not report any. 

Future plans regarding a specific training package for a 
multipurpose physician
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The majority (80%) of countries indicated that there is a specific continuing medical 
education Programme in their countries. Three (or 20%) of the countries signified the 
Ministry of Higher Education through the Universities is the body certifying F/GP 
accreditation, and also the same number of countries reported that the residency evaluation 
during the F/GPs residency is the body certifying F/GP accreditation. Only 2 (or 13%) 
countries reported that the MOH is the certifying body for accrediting F/GP in their countries. 

The F/GP is considered as a generalist by 10 countries, a specialist by nine countries, 
and a consultant by three countries. 

Recruitment, place of work, and remuneration of F/GP physicians 

Recruitment of F/GP physicians to work in the 15 respondent countries are by 
competition through the MOH and other agencies. 

Body certifying F/GP accreditation

MOH 
13% 

Ministry of Higher
Education through  
the Universities 

20% 

Medical Council 
7% 

RCGP-UK
7% Not Accredited

20%

Fellowship 
Board 13%

Resident 
Evaluation 

Committee During  
Residency

20%
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The main types of facilities where F/GP works are government hospitals (14 countries), 
PHCC (8 countries), polyclinic (5 countries), and private clinic (4 countries). 

The largest number (five) of countries did not specify the number of team members 
employed in a family doctor’s practice. Three countries reported that eight professionals are 
the number of staff employed in a family doctor’s practice, followed by two countries which 
indicated that three professionals and also two countries reported that ten professionals are the 
number of staff which comprise the employed professional in a family doctor’s practice. Four, 
six, and fifteen professionals are the number of staff for one country each. 
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There is no capitation system for F/GP in the Region. 

All the countries signified their F/GPs to be generally compensated by their salaries. 

Also all counties do not have a fund holding scheme for their F/GP physicians. 
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Only Tunisia and United Arab Emirates reported not having F/GP cooperatives among 
the 15 respondent countries. 

 

The suggested sources of funding for F/GP cooperatives are MOH (47%) and private 
sector or prepayment funds of patients (20%). 

The same number of countries (each at 27%) indicated large and small organizations for 
F/GP physicians existing in their countries. There are no answers specified by 46% of the 
respondent countries. 

Existence of A Fund Holding Scheme
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Most of the countries reported that 47% F/GP doctors have single-handed or solo 
practice. Only 20% of the respondent countries indicated that the F/GP physicians in their 
countries are not doing solo practice, while 33% of the respondent countries indicated that the 
F/GP physicians in their countries have two both solo and non-solo practices. 

Nature of F/GP Practice

Not Solo Practice
20%

Both Solo and Not 
Solo
33%

Single-Handed or 
Solo Practice

47%

Nature of Family Doctors' Organization

Small
27%

Large
27%

None/Not Specified
46%
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Most of the countries or 73% of the countries indicated that F/GP doctors in their 
countries are working in the government, 7% of the countries indicated that they work in 

Type of Employment
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private hospitals, and 7% of the countries have their F/GP physicians employed in 
government but work part-time in private hospitals. 

Only Islamic Republic of Iran and Qatar reported that their F/GP doctors are linked 
through practice network. 

Kuwait, United Arab Emirates and Saudi Arabia are the three highest paying countries 
as evidenced by the respondent country’s reply. Somalia, Egypt, and Syria are the three 
countries which pay the lowest average salary. The average of the average monthly salaries is 
US$ 2034.14. 

On the average, salaries of F/GP doctors in the Region are far lower than their 
counterparts in Western countries. 

An international comparison is shown in the following graph (1996 model but needs to 
be updated with an increase of 30% as of 2006). 
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Average Monthly Salary Of F/G Physicians in USD
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The majority of the countries (60%) responded that F/GP doctors are paid the same 
monthly income as other physicians in their countries, while 20% of the countries think they 
are paid lower than other physicians, and 13% reported that they are paid the same monthly 
income as other physicians. 

The majority (60%) of the countries indicated that F/GP doctors are paid higher than 
other workers in their countries, and indicated 20% of the countries indicated that F/GP 
doctors are paid the same as the other workers in their countries. No country indicated their 
F/GP doctors being paid lower salaries than other workers in general. 
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F/GP  tasks 

The physicians technical tasks are patients’ examination and treatment, response to 
emergency, participates in child health and supervision of vaccination, antenatal care and OB/ 
gyne tasks, and research, participates in normal deliveries, supervision of environmental 
health and sanitation, participates in school community and primary health care and planning 
services, and provide preventive and screening activities. 

The F/GP physicians administrative or management tasks are clinic administration, 
quality assurance, dealing with correspondence, health team leadership, and research. Four 
countries gave no answer on this item. 

Distribution of F/GP
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The F/GP physicians development tasks are participation in local planning, provision 
and monitoring of information and patient education, participating in operational research, 
participating in developing guidelines in health care, participating in CME and giving lectures 
and supervising residents. 

The F/GP physicians personnel tasks are participation in recruitment of staff, ensuring 
that staff receives training, participating in staff evaluation and appraisal, and participating in 
staff discipline. 

Only 10 of the 15 respondent countries answered the item on the F/GP time allocation. 
It can be inferred from the data that clinical tasks are highest in percentage in the task 
allocation of F/GPs. 

In Kuwait, 6 % F/GP physicians are ambulatory and 94% hospitals, 60% ambulatory 
and 40% hospital or clinic in Saudi Arabia, 100% hospital or clinic in Pakistan, 100% 
ambulatory in United Arab Emirates, and 90% ambulatory and 10% hospital in the Syrian 
Arab Republic. The other 10 countries did not give any answer to this item. 

In Saudi Arabia and United Arab Emirates, 60% of the doctors are nationals while 40% 
of them are expatriates. F/GP doctors in Pakistan are 95% nationals and 5% expatriates. In 
Jordan, only 2% of F/GP physicians are expatriates while in Lebanon, Tunisia, and Syrian 
Arab Republic have 100% F/GP physicians are nationals. In Sudan, 93% of F/GP doctors are 
expatriates. Expatriate physicians play a big role in health care in the Arab countries. 

Distribution Of F/G Physicians According to  Nationals or 
Expatriate
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Patients and population 

The ratio of average patients per catchments area to F/GP doctors in the region is higher, 
especially in Somalia and Sudan, than countries in the Western countries. The data on the ratio 
of number of patients to GP show that there are few GPs in relationship to the number of 
patients. This observation is shown especially in Somalia and Sudan. 

The ratio can be situated in terms of the population statistics in the Arab World. The 
population statistics of Arab countries are Bahrain (677886), Djibouti (460700), Egypt 
(74718797), Iraq (25374691), Jordan (5153378), Kuwait (2041961), Lebanon (3826018), 
Libyan Arab Jamahiriya (1759540), Morocco (29891708), Oman (2622198), Qatar (817052), 
Saudi Arabia (26417599), Somalia (8591000), Sudan (35079814), Syrian Arab Republic 
(18448752), Tunisia (9924742), United Arab Emirates (3480000) and Yemen (19349881). 

Average F/GP Consultation Time Per Case
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Table 1. Ratio of Patients to GP 

 
Table 2. Number of patients per day per F/GP 

 

 

 

 

 

 

 

 

 

 

 

Country  No. Of GPs/ 
Center 

Average Patient Per 
Catchment Area  

Ratio of Average Patient Per 
Catchment Area to GPs 

Qatar 3 Not Specified Not Applicable 
Egypt Not Specified Not Specified Not Applicable 
Syrian Arab Republic No Answer Not Applicable Not Applicable 
Pakistan Not Specified 50000 Not Applicable 
Lebanon Not Specified Not Specified Not Applicable 
Somalia 2 60000 30,000 Patients/GP 
Sudan 2 25000 12500 Patients/GP 
United Arab Emirates 4 30000 7500 Patients/GP 
Jordan 3 15000 5000 Patients/GP 
Kuwait 3 14000 4600 Patients/GP 
Tunisia 1-2 5000 3500 Patients/GP 
Oman 8 25000 3125 Patients/GP 
Saudi Arabia 3 5000 1667 Patients/GP 
Iraq 30 40000 1333 Patients/GP 
Islamic Republic of 
Iran 

3 3000 1000 Patients/GP 

Country Number of patients 
Lebanon 20 
Qatar 20 
Somalia 20 
Tunisia 20 
Islamic Republic of Iran 20–30 
Iraq 20–30 
Syrian Arab Republic 25 
United Arab Emirates 25 
Oman 25–30 
Jordan 28 
Saudi Arabia 30–35 
Sudan 40 
Pakistan 60 
Kuwait 75 
Egypt No Answer 
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The average consultation time per patient is about eight minutes in the respondent 
countries. The least time spent per patient is four minutes and the largest time spent per 
patient is twenty minutes. 

The greatest number of patients per day per F/GP is 75 and is reported by Kuwait, and 
the least is 20 patients per day per F/GP. The average number of F/GP patients per day per 
F/GP is 31 patients per day per F/GP.  

Since curative technical activities are the tasks that most countries’ F/GP physicians do, 
they allocated the greatest number of minutes to curative technical tasks (246 minutes), 
followed by preventive technical tasks (53 minutes), and promotive technical tasks (47 
minutes), administrative tasks (27 minutes), and developmental activities outside the faculty 
(25 minutes), and financial tasks (15 minutes). 

The average working hours per week of an F/GP physician is 42 hours. Ten countries 
reported F/GP doctors to have weekly number of working hours as 40 hours, and it is also the 
least number of working hours per week. The highest number of weekly working hours is 54 
which is reported by one country. 

Table 3. Frequency according to working hours of F/GP per Week 
 
Working Hours Frequency 
40 10 
42 1 
44 1 
48 2 
54 1 
Average Working Hours = 42  
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The roles of F/GP are identified as ensuring continuity of care (9 countries), establishing 
relationship with community and non governmental organizations (8 countries), making a 
strategic plan of the health centre (8 countries), and gate keeping (8 countries). Six countries 
did not reply to this item. 

The majority or 73% of the countries indicated that F/GP doctors participate in home 
health care. 
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According to 53% of the countries, there is an on-call system for emergencies in their 
countries involving F/GP. 

The five most common complaints is URT/ARI (12 countries), diabetes (6 countries), 
hypertension (6 countries), lower pain (5 countries), and diarrhoea (4 countries). This is in 
consistent with international data. 
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Existence of An On-Call System For Emergencies
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53%
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47%
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The patients’ visits are scheduled by appointment (53%) and walk-in (47%). 

Patients are referred to specialists with the use of guidelines or chart in the 67% of the 
countries which responded. 

F/GP doctors relate to other physicians and health care professionals in a professional 
manner (46%) and 27% by personal manner. Another 27% gave no answer to this item. 
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The top three main challenges facing the introduction/and launching of F/GP programmes 
inadequate financial support (6 countries), lack of national health policy on primary care (6 
countries), and shortage of medical doctors or F/GP physicians (5 countries). 
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Only three countries or 20% of the respondent countries reported an existence of a 
feasibility study to develop F/GP national programme. 

Potential encouraging factors 

The potential encouraging factors according to the respondent countries are: 
improvement in patient care (4 countries), national support (3 countries), Political support (2 
countries), nongovernmental organizations support (2 countries), awareness of community 
about the role of primary health care centres (2 countries), improvement in screening (1 
country), improvement in treatment of symptoms and diseases (1 country), less number of 
unnecessary visits (1 country), less number of unnecessary visits (1 country), availability of 
primary health care all over the country (1 country), increasing number of family doctors (1 
country), and payment scheme (1 country). 
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Potential Encouraging Factors To Develop and 
Implement Family Practice
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Assessment of F/GP 

The assessment of F/GP performance are based on key performance indicators (6 
countries), through training in an accredited primary health care centre (1 country), and 
through annual administrative report (1 country). The majority of responses (9 countries) 
reported no clear system. 

The body responsible for assessment of F/GP is reported by regional directorate of 
health affairs (20%), health centres where they work (20%), and universities offering the 
training programme (7%). The majority replied nothing (53%). 
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Among those who responded, the frequency of assessment is done yearly (27%), monthly 
(13%), and quarterly (7%). 

A study on a waiting list variation on performance exists only in 13% of the respondent 
countries as indicated by the data. 
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The majority of the respondent countries or 53% of the respondent countries indicated 
an existence of a standard medicine list in their countries. 

On the contrary, 53% of the respondent countries indicated an existence of a standard 
equipment list in their countries. 

The estimated percentage of family doctors that provide services are anaesthesia (20%), 
deliver babies (13%), surgery (8%) and endoscopy (5%). 

 

Table 4. Average of the estimated percentage of family doctors who provide services 

Services Estimated Percentage 
Surgery 8% 
Endoscopy 5% 
Anaesthesia 20% 
Deliver babies 13% 

 

An average of 7% of F/GP doctors in countries of the Region are reported to limit their 
practice in adolescent medicine, emergency medicine, and geriatrics. Only an average of 2% 
is reported to limit their work in research.  
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Table 5. Average of the estimated percentage of family  
doctors who limit their practice 
Practice Average Percentage 
Adolescent medicine 7% 
Emergency medicine 7% 
Geriatrics 7% 
Research 2% 

 

Table 6. Average of the estimated percentage of family doctors who use electronic health 
record 
Use Electronic Health Record 
For Clinical Purposes Average Percentage 
 Yes 22% 

 

Only an average of 22% of doctors in the Region is estimated to use electronic health 
record. 

Only 27% of the F/GP doctors use the electronic information system in all ways but 
only 7% in a primitive way. 
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Only eight countries reported that F/GP doctors provide in office laboratory, four 
countries reported that F/GP doctors provide x-ray services, ultrasound, and MPI. 

The majority (53%) of the respondent countries indicated that F/GP doctors provide a 
wide range of therapeutic services in their practices in their countries. 
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The ease in obtaining primary health care is reported to be very easy in 80% of the 
respondent countries and not easy in 20% of the countries. 
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 The frequency of F/GP responses according to number of physicians in public and 
private practice showed that among the nine countries who responded to this item, Saudi 
Arabia has the greatest number of hospitals (40265), followed by Egypt (15760), Jordan 
(12909), Kuwait (6500), Sudan (5765), Tunisia (5077), United Arab Emirates (4975), Somalia 
(310), and Qatar (277).  

Table 7. Frequency of F/GP responses according to number of physicians in public  
and private practice 
 
Country Public Private Total 
Qatar 277 Not Applicable 277 
Somalia 124 186 310 
United Arab Emirates 3838 1137 4975 
Tunisia 2432 2645 5077 
Sudan 5765 Not Applicable 5765 
Kuwait 4500 2000 6500 
Jordan 5166 7743 12909 
Egypt 15760 Not Applicable 15760 
Saudi Arabia 27477 127477 40265 
Islamic Republic of Iran No Answer No Answer No Answer 
Iraq No Answer No Answer No Answer 
Lebanon No Answer No Answer No Answer 
Oman No Answer No Answer No Answer 
Pakistan No Answer No Answer No Answer 
Syrian Arab Republic No Answer No Answer No Answer 

 

Of the F/GP responses according to number of F/GPs in public and private practice, 
Saudi Arabia has still the greatest number of F/GPs among the respondent countries. 

In the USA, F/GP doctors are distributed in the following manner (1999 statistics) 30% 
rural, 58% of whom are in the isolated rural areas; 38% are office-based, 54% are in 
underserved areas outside of those covered by major medical centres, and comprise 48% of 
the total physicians from all sources in community health centres.9  
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Table 8. Frequency of F/GP responses according to number of F/GPs in  
public and private practice 
 

Country Public Private Total 
Islamic Republic of Iran No Answer No Answer No Answer 
Iraq No Answer No Answer No Answer 
Lebanon No Answer No Answer No Answer 
Pakistan No Answer No Answer No Answer 
Somalia No Answer No Answer No Answer 
Syrian Arab Republic No Answer No Answer No Answer 
United Arab Emirates Not Available Not Available Not Available 
Oman 0 0 0 
Tunisia 0 0 0 
Sudan 10 0 10 
Qatar 50 7 57 
Kuwait 157 20 177 
Egypt 1690 Not Applicable 1690 
Jordan 1140 2650 3790 
Saudi Arabia 8452 2172 10624 

Of the five countries which responded, Tunisia has the greatest number of hospitals with 
19 689 hospitals in F/GP practice. This is followed by Saudi Arabia with 10 624 hospitals in 
F/GP practice. Qatar has the least number of hospitals in F/GP practice. 

Table 9. Frequency of F/GP responses according to number of public or  
private hospitals 
Country Public Private Total 
Islamic Republic of Iran No Answer No Answer No Answer 
Iraq No Answer No Answer No Answer 
Kuwait 10 Not Available - 
Lebanon No Answer No Answer No Answer 
Oman No Answer No Answer No Answer 
Pakistan No Answer No Answer No Answer 
Syrian Arab Republic No Answer No Answer No Answer 
Qatar 5 3 8 
United Arab Emirates 29 36 65 
Somalia No Answer No Answer 93 
Jordan 42 56 98 
Sudan 251 113 364 
Egypt 2709 2024 4733 
Saudi Arabia 8452 2172 10624 
Tunisia 17269 2420 19689 



WHO-EM/HCD/082/E 
Page 68 

 

Egypt has the greatest number of hospital beds in F/GP practice (20 1191 beds), 
followed by Saudi Arabia with 51 130, Sudan with 20 322 beds, Jordan with 9030 beds, 
United Arab Emirates with 7916, and Tunisia with 4540 beds. Sudan has no private hospital 
beds. 

Table 10. Frequency of F/GP responses according to number of public or private 
hospital beds 
Country Public Private Total 
Islamic Republic of Iran No Answer No Answer No Answer 
Iraq No Answer No Answer No Answer 
Kuwait No Answer No Answer No Answer 
Lebanon No Answer No Answer No Answer 
Oman No Answer No Answer No Answer 
Pakistan No Answer No Answer No Answer 
Qatar 1100 Not Available Not Available 
Somalia No Answer No Answer No Answer 
Syrian Arab Republic No Answer No Answer No Answer 
Tunisia 2336 2204 4540 
United Arab Emirates 6872 1074 7916 
Jordan 5496 3534 9030 
Sudan 20 322 0 20 322 
Saudi Arabia 39 995 11 135 51 130 
Egypt 178 544 22 647 20 1191 
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