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Barriers to the Diagnosis and Treatment of
Depression in Jordan. A Nationwide Qualitative
Study
Laeth S. Nasir, MBBS, and Raeda Al-Qutob, MBBS, MPH, DrPH

Background: Depression is one of the most common causes of morbidity in developing countries. It is
believed that there are many barriers to diagnosis and treatment in the primary care setting, but little
research exists.

Methods: Five focus groups were conducted with the goal of exploring themes related to barriers to
the diagnosis and treatment of depression, with a purposeful nationwide sample of 50 primary health
care providers working in the public health clinics of the Jordanian Ministry of Health (MOH). Partici-
pant comments were transcribed and analyzed by the authors, who agreed on common themes.

Results: Lack of education about depression, lack of availability of appropriate therapies, competing
clinical demands, social issues, and the lack of patient acceptance of the diagnosis were felt to be
among the most important barriers to the identification, diagnosis, and treatment of patients with de-
pression in this population.

Conclusions: Continuing medical education for providers about depression, provision of counseling
services and antidepressant medications at the primary care level, and efforts to destigmatize depres-
sion may result in increased rates of recognition and treatment of depression in this population. Sys-
tematizing traditional social support behaviors may be effective in reducing the numbers of patients
referred for medical care. (J Am Board Fam Pract 2005;18:125–31.)

Major depression will be the second leading cause
of disability worldwide by the year 2020.1 Rates of
depression are increasing rapidly, particularly in
developing countries. It is ironic that these coun-
tries are least well prepared to deal with the epi-
demic. A survey of 185 countries conducted by the
World Health Organization (WHO) found that
41% do not have a mental health policy, and 28%
have no specific budget for mental health. Of the
countries that do report mental health expendi-
tures, 36% spend less than 1% of their total health
budget on mental health.2 In comparison, the
United States and the United Kingdom spend be-
tween 5 and 10% of their annual public health
budgets on mental health care; countries such as

Canada and Denmark routinely spend more than
10% on such care.3

In addition to scarce resources, there are many
systemic barriers to the diagnosis and treatment of
mental disorders. These are reported to include
stigmatization of sufferers, poor coordination be-
tween the mental health and primary health seg-
ments of the health care delivery system, and a lack
of education of primary health workers in provid-
ing mental health services.4 The WHO is currently
developing strategies to address shortfalls in these
systems, including information collection, research
and policy development as well as advocacy and the
promotion of mental health services in developing
countries.2

Jordan is a developing Middle Eastern country
of 5.3 million people that is undergoing rapid mod-
ernization. The population is highly urbanized;
more than 80% of the population resides in urban
areas. 92% of the population is Sunni Muslim, and
the remainder are Christians. The health care sys-
tem is relatively advanced. There are 3 major health
service providers: a large private fee-for-service
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sector, a military health service sector, and a public
health service, the Ministry of Health (MOH),
which provides free or low-cost services to between
30 and 40% of the population. MOH clinics are
located throughout the country; 85% of the popu-
lation can reach these clinics in 30 minutes or less.
Depression may be highly prevalent in Jordan; one
study suggested a prevalence of depression of
greater that 30% in 493 randomly selected female
patients presenting to primary health care clinics.5

Social structure in Arab countries tends to em-
phasize the collective good over the individual. Ad-
herence to social mores and values is central to the
culture; accommodation to the expectations of oth-
ers and social closeness are highly valued. This
leads to a close and interdependent relationship
between the individual, the family, and the larger
group. It also results in social traditions that allow
people to interact harmoniously. Chief among
these is what has been termed ‘mosayara,’ or con-
cealing true thoughts and feelings to save others
from embarrassment or allow them to save face.6

Arab families tend to reflect the larger society,
in that they are group-oriented and hierarchical.
Roles tend to be highly gender-specific. Individual
people tend to be closely connected to an in-group,
rather than being seen as entirely autonomous. In-
dividual behavior tends to be seen as a family re-
sponsibility. This collective social framework also
means that the concepts of privacy and autonomy
may differ from those found in industrialized
Western countries. It is quite routine, for example,
for friends and relatives to involve themselves in
clinical encounters. This may interfere with physi-
cian-patient communication if sensitive issues are
to be discussed. In addition, important medical
decisions are likely to be made by authority figures
within the family or by the physician.

Depression is highly stigmatized in the Arab
world.7 Mental illness in general tends to be looked
on as a flaw in the sufferers’ character or upbring-
ing and, via the collective ethos of the community,
as a family or group failing rather than an individ-
ual failing. Previous studies of Arab society have
suggested that when a psychological problem
arises, patients and families typically turn first to
family and community resources for help.8 These
resources may take the form of informal social
contact within the family or larger kinship group. It
may also involve traditional healers.9 If these com-
munal resources prove insufficient, families may

then turn to the professional community for assis-
tance.10 Patients’ and families’ perception of stig-
matization seems to increase at this point, with the
recognition that a potentially ‘shameful’ medical
diagnosis might be made. The presence of a stig-
matizing illness, particularly one that may have a
heritable component, often results in extensive ef-
forts to deny or conceal it to preserve the family
reputation.11

Methods
This study is part of a larger study of providers
perceptions of quality of health care in the Jorda-
nian MOH. In January and February 2004, 5 focus
group discussions were conducted in 5 different
cities and towns in Jordan, representing the north-
ern, central, and southern regions of the country. A
purposeful sample of primary health care providers
were chosen to form a sample representing approx-
imately equal numbers of physician and nonphysi-
cian providers of health care actively practicing in
the MOH at the primary clinic level in each of the
12 Governorates of the Kingdom. The workers
chosen for the study traveled from their site of
usual work to the focus group site. This reduced
the logistic problem of the study team having to
travel to multiple, remote sites. Two focus groups
were held in the northern region, 2 in the central,
and one in the southern region of the country to
reflect the relative population and clinic densities in
different parts of the country. All the participants
chosen agreed to participate. The Jordanian MOH
does not have a formal Institutional Review Board;
therefore, the study design was reviewed and ap-
proved by the National Safe Motherhood Steering
Committee consisting of physicians, academicians,
community representatives; and national policy-
makers who took into account the bioethical di-
mensions of the study.

A focus group guide was prepared and discussed
by the authors, reviewed for accuracy, and trans-
lated into Arabic. Back translation was believed to
be unnecessary in that both authors are bilingual in
English and Arabic. The focus group questions
were broad, open-ended questions. Several of these
questions had been developed and used in a previ-
ous study12 on barriers to the diagnosis and treat-
ment of depression (Table 1). These questions
were followed up as necessary by more specific
“probe” questions. Each of the 5 focus groups con-
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sisted of 10 participants, and each lasted between
1.5 and 2 hours. Before the focus group, the par-
ticipants answered a brief questionnaire regarding
demographic data such as age, sex, specialty or
degree, and length of service with the MOH.

One of the authors, an experienced focus group
facilitator (LSN) moderated the focus groups, ac-
companied by a cofacilitator, a dietician with ex-
tensive public health field experience. The focus
group facilitator started the discussion, and the
cofacilitator noted important points in the discus-
sion and important nonverbal communication. Be-
cause the study group was heterogeneous, special
attention was paid to building rapport within the
group before starting the focus group discussions
and encouraging members who seemed reluctant to
speak out.

Data Management and Analysis
All focus group sessions were conducted in Arabic,
audiotaped, translated into English, and tran-
scribed. We considered a comment by a participant
to be any coherent utterance in response to a ques-
tion. The transcribed data and field notes were
independently reviewed by the authors, an aca-
demic physician and researcher with extensive ex-
perience in qualitative and quantitative research
methods (RQ), and an academic family physician
with an interest in primary care psychiatry and
experience in both qualitative and quantitative re-
search (LSN). Common recurring themes were
identified. Ten themes common to all focus groups
were identified initially. Each theme was assigned a
unique descriptive name. Three themes initially
named “patient responses,” “family responses,” and
“referral” were believed to be closely related to the
larger themes “patient acceptance of the diagnosis”
and “treatment” and so were collapsed into them to
form the 7 major themes outlined below. Finally,
the authors selected the most representative com-
ments to illustrate the themes presented in this
article.

Results
A total of 50 health care providers participated in
the focus groups: 35 of the participants were fe-
male, 24 were physicians, 17 were midwives, and 9
were nursing assistants. The mean age of partici-
pants was 38.5 years (range, 28 to 59 years) (Table
2). All except 2 of the physicians were general
practitioners without advanced degrees; one was an
obstetrician, and the other held a diploma in trop-
ical medicine.

Recognition of Depression
Focus group participants were nearly unanimous in
their agreement that depression was commonly
seen in the health centers. In the focus groups,
physicians reported that diagnosis of depression
was generally made empirically. There was little
awareness among the physicians of diagnosis based
on specific criteria. There was some discussion as to
what constituted ‘real’ depression. One physician
felt that “as long as [the patients] had hope,” the
condition was not true depression. Some focus
group members felt that depression is a diagnosis of
exclusion: “Sometimes the patient comes to you
complaining of physical illness, you do all the tests
and they’re normal.” Participants reported detect-
ing depression by observation of a patient’s con-
duct: “Sometimes his behavior, he has a different
manner about him. . . . ” and “We pay attention to
his mood, to his movements (and) his symptoms.”
One physician felt that depression tended to occur
seasonally: “Most cases [of depression] come in the
spring and fall. For the past 2 months or so, we
haven’t seen any. It begins in the spring and fall.” A
number of physicians reported feeling uncomfort-
able making the diagnosis and would promptly re-
fer patients suspected of having depression: “Even
if you are certain of the diagnosis, he needs
follow-up and treatment.”

Table 1. Selected Focus Group Questions

What makes you think that a patient has depression?
How does depression differ from other conditions that you

see in your practice?
When you see a patient with depression, how do you decide

what to do?
What do you see as barriers to treatment of depression in

your practice?

Table 2. Focus Group Participant Characteristics

Number
Average

Age
Average Years (Range)
of Service in MOH*

Physicians 24 43.8 years 12.4 (1 to 28)
(M/F) (15/9)
Nurse Asst. 9 36.9 years 14.8 (10 to 21)
(M/F) (0/9)
Midwives 17 35 years 13.7 (6 to 29)
(M/F) (0/17)

* MOH, Ministry of Health; M/F, male/female.
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Factors Predisposing to Depression
Most of the health care providers interviewed felt
strongly that depression was most commonly seen
in patients exposed to adverse circumstances such
as poverty and other marital and family dysfunc-
tions. Polygamy, although permitted in Islam, is
uncommon in Jordan but was frequently men-
tioned by the focus group participants as being a
common source of family dysfunction leading to
depression.

● “Depression is coming from the situation we are
living in. We always say, ‘God have mercy on
these people’. Imagine you get married and your
in-laws start causing problems.”

● “It depends on his wife. Is his wife respectable or
not. Does he have 2 wives at home or 3. You have
to look at all these aspects for a patient with
depression. . . . ”

● “They don’t have money to have a baby, or the
husband wants to marry another wife. We give
her some counseling, and she is a little better.”

Although predisposing factors for depression in
married persons tended to cluster around marital or
financial issues, in younger age groups, causes of
depression were believed to vary between the sexes.
In women, themes revolved around lack of auton-
omy, whereas for young men, the lack of meaning-
ful employment was felt to be a dominant factor:

● “Two weeks ago, a girl came to me. . . she wanted
to speak to me alone. . . she couldn’t get out of
the house. . . her parents were afraid if she went
out, she would see shoes or a headcover or some-
thing she wanted [that they couldn’t afford].”

● “90% of the cases I see in men [are due to lack of]
work. . . he goes to his mother, or his sister or his
brother [and] he begs 1⁄2 dinar (about $0.70) ev-
ery day. He has been to University, [he asks
you]. . . should I work pushing a cart?”

Patient Acceptance of the Diagnosis
One clear theme to emerge from the focus groups
was the discomfort and anxiety that the diagnosis of
depression brought to the clinical interaction. One
physician compared the response to that of a pa-
tient being diagnosed with hypertension or diabe-
tes: “People accept it; for example, to speak to
people with diabetes or hypertension about this
condition, he takes it lightly—‘avoid certain

foods’—for example, and ‘things will be fine my
son, things will progress fine’ and he will give and
take with you. But when it’s [a psychological prob-
lem] he starts pushing the subject—‘where is the
clinic, reassure me—what are they going to give
me’ and so on.”

Often, patients or families wait until they are in
crisis before coming to the physician: “[He] feels so
much shame that he waits until he is very uncom-
fortable, until he can’t stand it—[or] he can’t stand
his son or daughter—the situation he is in.” Others
send relatives to the physician for a referral.
“Sometimes the patient himself does not come. He
sends his father or sister saying, ‘I want a referral.’
People are ashamed.”

Barriers to Seeking Care
In the focus groups, some health care providers felt
that community inquisitiveness inhibited people
from seeking care for depression. One midwife
said: “No one goes to the Health Center without
everyone knowing him. ‘Why have you come?’ A
whole sea of people sitting here asking ‘Why has he
come? What’s wrong with him?’”

Another described a common scenario in which
patients actively seek out people who do not know
them so they can maintain their anonymity:
“Sometimes a woman—poor thing—will come and
see us. Maybe she has a problem and is bothered or
something. She prefers to speak to us girls who are
not from the same village. She doesn’t want girls
from the same village to know, so she will ask to sit
(and talk) with you. So we sit with her.”

Focus group participants reported that the
stigma of depression was particularly strong for
women and that even the intimation of mental
illness would affect their prospects for marriage:
“Particularly with women. They want to be mar-
ried. If they have depression, they will never be
married [if someone finds out].” One midwife sum-
marized the problem: “In our society, they take
everything to be shameful. . . they don’t accept that
this [condition] is from God, and it is preordained.
Everything is shameful, there is nothing that is not
their fault, they are embarrassed, so they are lost.”

Health Care Responses to the Diagnosis of
Depression:
Responses to the diagnosis of depression fell over a
wide range. The dominant theme among physi-
cians was that depression was not a diagnosis that
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they had the experience or time to treat: “We don’t
even try to deal with it. There’s no time in any
case. . . you sit with him for 2 hours, and he will tell
you about from when he was first born, until to-
day.” Another felt that depression was not a ‘real’
illness: “Some patients come in thinking they’re
sick. You have to examine him, check him, and
convince him he’s not sick.”

One physician seemed unsure about the ability
of physicians to treat mental illness successfully
and in getting patients to accept treatment: “As
doctors, we have only been successful. . . in the
people with diabetes or hypertension— our word
has become high [trusted and respected]. Now
they say ‘give me a prescription for [my medi-
cine]. . . to prevent strokes and heart attack. . . ’
and for these things, he will accept it. Doctors,
God bless them, have been successful in amelio-
rating physical illness.”

Another theme to emerge was the role some
physicians played in concealing the diagnosis,
thereby allowing the patient to save face in the
context of having a ‘shameful’ condition. One phy-
sician compared the diagnosis of depression to be-
ing diagnosed with scabies, which in many Arab
cultures is considered the prototype of a disgusting
and shameful disease: “For example, once or twice
a year you see a case of scabies. He asks you ‘What
is this illness?’ you tell him ‘allergy.’ Do you tell
him he has scabies? It would be the end of the
world!”

Another physician felt that unless he used de-
ception to normalize the condition to the patient,
he was unlikely to get the patient to ‘buy in’ to the
diagnosis or treatment: “The doctor has to. . . [tell
him stories], tell him, ‘friend, once the same thing
happened to me, and thank God, friend, I went to
someone—he gave me some few pills. . . and I took
the pills. . . I saw myself improve day by day.’ You
have to tell him stories, to interact with him. Other
than this way, it is very difficult. Very few doctors
will get into this subject. . . . ”

Only a few physicians expressed the opinion
that depression was a condition needing ongoing
care. One physician taking this position said:
“It needs treatment, it needs follow up. I will
give it the same importance as I will for a patient
with diabetes. We’ll talk to him. If I can help
him, I’ll help him. If not, we’ll refer. That’s my
opinion.”

Treatment of Depression
Responses regarding the treatment of depression
also varied widely. It was felt that many patients
sought treatment with private physicians or outside
of the local area because of privacy issues: “Most of
them go to a private doctor. They prefer the treat-
ment to be outside. . . [of the local area].” Treat-
ment of depression with medications was also felt
to be problematic. In common with many other
developing countries, the Jordanian MOH does not
routinely provide antidepressant medication to pri-
mary health clinics; therefore, patients must be
referred to a higher level of care for pharmacolog-
ical treatment of depression. Patients fearing stig-
matization often refuse to go to a psychiatric cen-
ter: “I have a patient who has a problem. I keep
referring her to psychiatry, but she won’t go.” Fo-
cus group participants reported that they used ben-
zodiazepines and anticonvulsants most frequently
in treating depression.

“Tegretol (carbamazepine) and Valium (diaze-
pam) and like that are available at all the Centers.
Some more medicines are available in the compre-
hensive centers, but not all the medicines.” One
physician voiced her concerns about treating pa-
tients with these medications: “. . . I worry about
addiction. . . [I use] Lexotanil (bromazepam) and
Valium. . . I will give him a prescription once, for
example, if it’s a severe problem. . . Lexotanil and
Valium are the medicines we have available.”
Health care providers were aware of the danger of
suicide in depressed patients and were unanimous
in their response to this problem. “I will evaluate
the situation and have him back. I won’t refer him
immediately. But if the patient comes in and says
‘I’m going to commit suicide’—immediately I will
refer.”

Counseling was also felt to be an option in the
treatment of these patients. In general, physicians
felt that they didn’t have the time or training to
counsel patients: “He wants someone to sit and
listen to him. . . and we don’t have time.”

Midwives seemed to feel more comfortable
counseling women with mood disorders and social
problems. Several described advice they would give
to women experiencing depression. “Sometimes a
mother comes with her son—she is disturbed,
bothered by her mother-in-law—she is placing her
under psychological pressure. The mother-in-law
tells her ‘do this, do that’ for her son. . . we start to
guide her. . . we tell her to tell her mother in law
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‘OK, OK’ and don’t do anything her mother-in-
law tells her.”

Another nurse-midwife said: “Some [patients]
come to you and when you talk to them they feel
safe, and you find they come back time and again
because they don’t have people to talk to. In certain
ways, we speak to them, they get better. . . she
comes back happy and she wants to speak more. . .
we don’t solve the problem completely, but time
after time, after a number of visits, we find she has
changed. We tell them, ‘you are not the only one in
the world who is in this situation—perhaps I, the
one who is speaking to you—have the same prob-
lem. . . ’ we speak to her in a general way, a general
conversation. And maybe if we give her safety [free-
dom to speak], there will be a solution. [We tell
them,] ‘when you find yourself bothered in your
home by your children, or your husband, come to
us, it will be a change, you will see what’s around
you, hear the news, you’ll see everyone sitting
around you is like you’ [has the same problems].”

Visions of Improvement
Several physicians expressed an interest in getting
further training in psychological issues: “The phy-
sician, if he would get educated in psychiatry
courses and if we have our physicians do this, they’ll
help the patient more than referring them to a
psychiatrist. People are not sophisticated. If you tell
them ‘I’ll refer you to a psychiatrist,’ they’ll say:
‘Hey! I’m not crazy.’ No, I’ll treat him for his
illness, and I’ll treat him from the psychological
aspect, I’ll have gone to courses in it, and that will
be better.” Other providers expressed the wish that
the MOH would staff the primary health clinics
with social workers or specialists to treat patients
with depression. “Each primary health center
should have specialists. Because many people are
afraid to be referred to a psychiatrist.”

Discussion
The literature on depression from developing
countries suggests that low recognition of depres-
sion and suboptimal treatment are common in pri-
mary care.13 Our study seems to support these
observations and to reveal issues unique to Jorda-
nian and other Arab societies.

Health care providers felt that depression was
very common in the primary care clinics. This
perception is paired with observations that utiliza-

tion of mental health services by patients is very
low. This finding is consistent with a study com-
paring utilization rates between Jewish and non-
Jewish populations in Israel, suggesting significant
underutilization of mental health services by Arab
populations.14

Barriers reported in this study included family
and patient resistance to the diagnosis, uncertainty
inherent in making the diagnosis, concerns about
treatment efficacy, competing clinical demands,
and a desire to maintain social harmony in the
clinical interaction. Physicians were generally un-
familiar with specific antidepressant medications
but expressed interest in pursuing further educa-
tion in psychiatric subjects. Developing initiatives
to train primary health care workers in the recog-
nition and treatment of affective disorders paired
with the development of culturally sensitive com-
munication skills and the provision of counseling
and antidepressant medications at the primary care
level would be likely to lead to improved outcomes.

Focus group participants felt that marital and
family problems, poverty, and lack of social support
all predisposed patients to depression, assumptions
that are supported by the literature from develop-
ing countries.15 Polygamy was mentioned fre-
quently as a cause of family strife leading to depres-
sion. A study from Syria suggests that polygamy is
a major risk factor for psychiatric morbidity among
low-income women.16 Others have suggested that
among married Muslim women, the label of psy-
chiatric illness may be used by the husband or his
family as an excuse for him to take a second
wife17,18 or as grounds for divorce.

Some midwives reported offering social support
to female patients expressing emotional distress. In
Arab society, family and friends are a natural form
of social support, and it is likely that these women
are instinctively replicating this traditional pattern
of mutual social assistance. This type of interven-
tion has the advantage of being culturally accept-
able, minimally stigmatizing, and probably effec-
tive.19 The fact that midwives with little or no
formal psychiatric training seemed able to effec-
tively engage women with emotional problems and
initiate culturally acceptable interventions suggests
that further evaluation of these activities is war-
ranted. Providing midwives with the training to
evaluate, counsel, and educate female patients ex-
pressing emotional distress, referring those who
meet certain criteria or who fail to improve with
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support might be effective in increasing detection
and appropriate treatment of female patients with
depression and other psychiatric morbidity.

This study has several limitations. The sample of
practitioners was small and heterogeneous and
therefore may or may not accurately reflect the
views, attitudes, and opinions of primary care pro-
viders throughout the MOH system. It is also pos-
sible that the focus group setting inhibited some
participants from expressing their views. There
was, however, remarkable agreement among all the
focus groups; the themes reported were common to
all focus groups. This study is intended to generate
theories and hypotheses about the barriers to diag-
nosis and treatment of depression in the primary
care setting of MOH clinics in Jordan. It is unclear
whether these themes accurately reflect barriers in
other medical settings. Future studies are needed to
further define these barriers.

Finally, there exists a critical need for further
studies of depression in the Arab cultural context.
Future studies focusing on cultural concepts of
mental illness, the development of nonstigmatizing
approaches to depressed patients and their families
in primary care, identification of factors that are
protective against mental illness, and the continued
development of locally validated, clinically useful
screening instruments in Arabic would be impor-
tant steps in the development of a regional research
agenda.
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