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Abstract 
Background: Effective recognition, treatment, and management of mental illnesses in primary health 

care settings is essential for better patients’ outcomes. 

Objectives: This study aims to identify the current attitudes, knowledge, and practice of family 

medicine physicians regarding psychotherapy, and to identify needs for further training, if any, on 

psychotherapy. 

Methods: In this cross-sectional study, 193 family physicians were selected randomly from 323 family 

physicians at PSMMC. A final number of 166 were completed after 3 waves; this accounts for 86% 

response rate. Descriptive statistics and linear regression were used to describe study participants and 

to identify significant factors. 

Results: The average knowledge score for psychotherapy was 90.7%. There is no evidence, using 

regression analysis, of association between knowledge score and the physician’s characteristics. The 

answers in the attitude section revealed a positive attitude from the family physicians towards 

psychotherapy, along with a willingness to be trained. Majority of PHC physicians indicated they are 

already practicing psychotherapy at their clinics. There are several prominent barriers for conducting 

psychotherapy within PHC clinical settings e.g. lack of time, lack of training, and lack of skills. 

Conclusion: This study shows a prominent level of knowledge regarding psychotherapy, a positive 

attitude towards it, and an agreed upon need and willingness to attend psychotherapy training among 

PHC physicians. Additionally, most of the physicians reported practicing psychotherapy at their clinics. 

However, there are several barriers that need to be tackled to improve the practice. 

Recommendations: More observational studies are needed to raise awareness and improve practices 

of psychotherapy in PHC clinics. Professional development workshops are recommended along with 

focused studies that aim to involve the physicians in attending trainings or courses to accommodate 

their needs. 
 

Keywords: Psychotherapy, Needs Assessment, Family Medicine Physicians 

 

Introduction 
Mental illness can be defined as any behavioral or mental pattern that affects an individual’s 

thoughts, feelings, mood, and behavior [1]. Conditions such as depression, schizophrenia, 

bipolar disorder, obsessive compulsive disorder, panic disorder, post-traumatic stress 

disorder, personality disorder, eating disorders, and addictive behaviors are associated with 

mental illnesses [2, 3].  

In 2014, the WHO estimated that 25% of the World population suffer from mental illness 

both in the developed and developing countries [4]. It is estimated that 14% of the burden of 

disease is attributed to mental, neurological, and substance use disorders [4]. In Saudi Arabia 

there is a scarcity of information about the prevalence of mental illnesses among the 

population [2]. Although, studies conducted by Al-Khathami et al. 2000 [5] and Becker et al. 

2004 [6] both show that one third of primary health care patients have mental illness [6, 5]. The 

estimation of mental illness prevalence among Saudi adolescents ranged between 34.1 and 

51% [7-9]. These studies were limited with small sample sizes and age group focus.  

As to specific mental illnesses such as depression, two studies done in 2014, one in Riyadh 

and the other in Dammam city. Visitors of three large primary care centers in Riyadh, Saudi 

Arabia showed that the prevalence of depression (via PHQ-9) was 49.9% [10], while the other 

study in Dammam done on four PHC showed that the prevalence of moderate to severe 

depression among adult PHC consumers was about 16% [11]. 
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Studies on the prevalence of other mental disorders is 

lacking and these individual efforts are not enough to 

document the size of mental illness and its burden in the 

country.  

Family physicians deal with psychiatric patients in their 

everyday clinical work [6]. Several studies recognized the 

need for integrated treatment models in primary care 

settings to account for mental illnesses [12-14]. Primary care 

can provide vital information about problem magnitude, and 

the burden of the illnesses. In family practice settings, 

treatment and recognition of mental disorders is still not in 

line with the current medical guidelines and standards [15]. 

Sub-optimal treatment, under-recognition, and reliance on 

pharmacotherapy are reported in comparison to current 

guidelines and psychiatric interviews [16-18]. There are 

multiple studies on the efficacy of different types of 

psychotherapy [19-21] and the effectiveness of its use in 

primary health care [22, 23]. Although, none of these studies 

have been applied regionally. Better recognition and 

treatment by family physicians in primary care settings can 

lead to improvement in the health status to a number of 

patients [24].  

Furthermore, psychotherapy is not part of the official 

training given to family physicians in their training 

programs, although it is a skill recommended to be learned 

in the curriculum [25]. Therefore, based on the information 

presented above, there is a need for an assessment for 

psychotherapy training needs among family physicians, and 

to assess knowledge, attitudes, and current practices aiming 

to improve mental health care provided to patients attending 

primary care clinics in PSMMC, Riyadh Saudi Arabia.  

Several studies linked primary care and family medicine 

practice with psychotherapy. However, most of the studies 

concentrated on using integrated care in primary care i.e. 

collaboration between family physicians and psychiatrists in 

treating and diagnosing patients or using certain types of 

interventions to advance the health status of mental illness 

patients [14, 26]. 

Michael Balint [27] in his renowned book ‘The Doctor, His 

Patient and The Illness’ emphasized the importance of 

psychotherapy for the general practitioner and that the 

medical training at the time was not up to par to the work 

expected from a general practitioner [27]. 

A study conducted in 2008 addressed the complexity of 

capturing mental illnesses in primary care settings [28]. The 

study identified the considerable differences between 

primary care and specialists clinics. In primary care settings 

“problems are presented in undifferentiated forms, with 

consequent difficulties in distinguishing between distress 

and disorder, and a complex relationship between 

psychological, mental and social problems and their 

temporal variations. Existing psychiatric diagnostic systems, 

including ICD-10-PHC and DSM-IV-PC, are often difficult 

to apply in primary care. They do not adequately address co-

morbidity, the substantial prevalence of sub-threshold 

disorders or problems with cross-cultural applications. Their 

focus on diagnosis may be too restrictive, with a need to 

consider severity and impairment separately.” The authors 

recommended developing a new classification system in 

primary care that can be easier to implement by the primary 

care physicians. Additionally, this new system should 

consider severity, chronicity and disability, feasible for 

routine data gathering in primary care as well as for 

training; and promoting better communication between 

specialty and primary mental health care [28]. There is a 

relative lack of studies addressing mental illnesses 

recognition, treatment, and management in primary care 

settings [14]. However, this lack of studies may indicate a 

substantial room of improvement of patients’ outcomes in 

mental illnesses [15].  

NICE guideline states that psychotherapy is recommended 

to be provided by a trained and competent practitioner [29, 30]. 

Also stating that referral to a psychiatrist is only 

recommended for those that failed to improve on trials of 

psychotherapy, medication or a combination of both [30]. 

Norwegian general practitioners experience on CBT use was 

explored by Aschim B. et al. 2011, recommending that 

tailored training programs for GP’s on CBT will improve its 

use and make it more frequent. As those that underwent 

training courses reported positive effect on their 

consultation skills [31]. 

A study by Ellen W. et al. 2005 reported one third of their 

physicians used CBT despite having no training and lack of 

knowledge. It provided CBT training courses for their 

family physicians and reported that most of them retained 

and used some of the skills they learned in 6 months’ time, 

despite being met with some obstacles [32]. 

Physicians in a study by Saadia N. in 2015 [33] addressing 

psychotherapy in family medicine reported that they 

practiced psychotherapy regularly, gaining their experience 

mostly from trial and error as they have not received any 

training on psychotherapy. The type of coaching they would 

recommend included under and post graduate and short 

courses with practical training. They stated that if they were 

provided with more training they are more likely to conduct 

psychotherapy more [33]. 

This study comes as an effort to shed light on the needs for 

assessment of psychotherapy training for mental illnesses 

for family doctors in primary care setting in Saudi Arabia. 

We are optmistic that this study will help in the aim of 

bettering mental health care in the future of the Kingdom. 

This study was conducted aiming to identify attitudes, 

knowledge, and practices of family medicine physicians 

regarding psychotherapy; and to identify barriers and 

training needs, if any, on psychotherapy. 

 

Methods  

This section will describe the methodology employed in this 

study. The design of the study, the sampling method and 

technique, the investigation tool, the data collection, and the 

data analysis. 

Study Area: This study will be conducted in Prince Sultan 

Military Medical City (PSMMC) and the primary care 

centers associated with PSMMC which has one of the 

highest number of family physicians in the whole country of 

Saudi Arabia (n=323) [34]. 

 

Inclusion criteria 

1. Family physicians working at PSMMC 

 

Exclusion criteria  

1. Family physicians on absence 

2. Family physicians who refuse to participate  

 

Study design and sampling method 

The study design is cross-sectional. Questionnaires will be 

completed by the physicians. We assumed the level of 

knowledge among physicians to be 50% as there are no 
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pervious studies conducted in the same setting. This 

assumption will yield the highest number of sample size. 

 

Using the following formula 

The equation for the sample size calculation as follows: 

 

 
 

Where, 

Z: represents the confidence level, 95% confidence level is 

the standard choice and for this level, Z = 1.96 

p: the expected prevalence of knowledge = 0.50 

q=1-p= 1-0.45=0.5 

δ: 0.05 is the error tolerated in the estimation. 

Sample size=385 

We will use the corrected population formula because the 

population is <20,000. 

385/(1+(384/323))=176 

Adding 10% for possible non-response and missing data, 

and the final sample size will add up to 193 family 

physicians. 

 

Measurement tool 

The process of the questionnaire adaptation went through 

several phases as recommended by the guidelines [35]. 

 

Reliability 

The Questionnaire reliability was tested via measuring 

internal consistency using Cronbach's alpha coefficient. The 

alpha results values ≥ 0.70 were considered acceptable [36]. 

The temporal consistency was assessed using test-re-test 

with two-way mixture intra-class correlation (ICC). The 

period between the test and re-test was 2-3 weeks with an 

average 15.1 days [37]. 

 

Validity 

The content validation to ensure the relevancy of the 

questionnaire was validated using face validation [38]. 

However, these steps are not sufficient to establish construct 

validity [39]. External construct validity can be challenging in 

the absence of gold standard (previously validated 

questionnaire with similar scope). We used a split-half 

association to test the correlation between the answers [40]. 

Pearson’s correlation coefficient was applied to test the 

association between the two halves of the dataset. Questions 

with coefficients < 0.40 will be considered to lack external 

validity.  

The internal consistency of as measured by the Cronbach's 

alpha coefficient has been found to be 0.81 for the 

knowledge subscale, 0.79 for attitude, and 0.84 for practice 

indicating satisfactory reliability (Table 1). The overall tool 

reliability was 0.81 with no items showed severe 

inconsistencies.  

 
Table 1: Overall and subscales inner consistency analysis using 

Cronbach's alpha 
 

Scale Cronbach’s Alpha 

Knowledge 0.81 

Attitude 0.79 

Practice 0.84 

All items 0.81 

The test-re-test association using ICC are presented in Table 

2. The results ranged from 49% to 98%. All the questions 

showed moderate to high agreement between the test and re-

test phase. No question showed statistical inconsistency. 

 

Questionnaires  

The questionnaire consists of 40 items divided into 4 sets, 

General Information (7 items), i.e., demographic details of 

age, gender, nationality, country of graduation, position, 

years of clinical experience; Knowledge of physicians about 

psychotherapy (7 items); Attitude of physicians toward 

psychotherapy in family medicine (13 items). Finally, the 

practice of psychotherapy by family physicians (13 items). 

The questionnaire contained different types of questions 

such as multiple-choice questions, polar questions, and 

Likert scales. 

 

Knowledge scoring 

We used a simple scoring technique in our study to assess 

the physicians’ knowledge about psychotherapy. The 

knowledge section included 6 questions. Each of these 

questions was given 1 mark. The participant will receive 1 

mark for correct answer and 0 for an incorrect answer. The 

maximum total is 6 answers. The final score is considered 

by dividing each physician’s result over 6 and multiplied by 

100%. The overall score then will be the average of the 

individuals’ marks. Question number 7 was not included as 

it was a stand-alone question.  

 

The participants 

The version of the questionnaire administered to a sample of 

family physicians from PHC centers belonging to PSMMC 

in Riyadh, Saudi Arabia. There were no restrictions on the 

physicians’ selection about age or other characteristics. Data 

collection took place during January 2018 – April 2018. A 

random sample of 193 physicians was recruited for this 

study. IRB approval to conduct the study was secured 

through the PSMMC research committee. The consent form 

was provided before filling in the questionnaire. 

Confidentiality and anonymity of participants were 

maintained. Voluntary self-administration of the 

questionnaire was conducted. 

 

Sample selection 

The list of family physicians working at PSMMC was 

obtained from the department of Family Medicine. The full 

list was entered into MS Excel® where each physician was 

assigned a unique number. The full list included 323 

physicians. A random sample of 193 was drawn using a list 

of random numbers generated using www.random.org 

website. The final total number of completed questionnaires 

was 166 with a response rate of 68%.  

 

Statistical analysis 

Collected questionnaires were entered into a personal 

computer using MS Excel 2016; data cleaning and 

verification was then conducted. Afterwards the data was 

transferred to Statistical package IBM SPSS version 23. We 

used descriptive statistics to describe study participants and 

frequency of questionnaire items, and we presented data in 

frequency tables and diagrams. We also used multiple linear 

regression to compare independent variables to knowledge 

score as a dependent variable.  
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Ethical consideration 
An ethical approval was obtained from the Research Ethics 

Committee at PSMMC. 

An approval was obtained from the Director of the NGSC 

clinic of primary care before the pilot study began 

November 2018.  

All pilot study participants were given informed consent 

along with the questionnaire. 

An approval from the head of the PSMMC family medicine 

department and the in-charge doctor at WHC was obtained, 

and accordingly the final questionnaire was distributed 

January, 2018. 

All participants were handed an informed consent with their 

questionnaire. 

The questionnaire was anonymous, and participation was 

voluntary, all the data collected was handled with 

confidentiality and used for research purposes only. 

 

Results 

Demographic and background characteristics of the total 

sample (n = 166) and the sample in each are shown in Table 

2. The average age of the participants was 37.6 with almost 

11 years average experience. Most of the participant's males 

60.2% (100/166). The participants formed mostly from 

Saudi nationals 57.8% (99/166). The majority of 

postgraduates obtained their degree nationally 62.0% 

(103/166). 

 
Table 2: Participants' characteristics (n = 166) 

 

Characteristic Mean ± SD* Frequency Percentage 

Age (years) 37.6 ± 10.2   

Gender 

Male 

Female 

Total 

 

 

 

100 

66 

166 

 

60.2 

39.8 

100.0 

Nationality 

Saudi 

Non-Saudi 

Total 

 

 

99 

67 

166 

 

59.6 

40.4 

100.0 

Place of graduation 

Saudi Arabia 

Other Arab Country 

Non-Arab Country 

Total 

 

 

96 

46 

24 

166 

 

57.8 

27.7 

14.5 

100.0 

Place of receiving post-graduate studies, if any? 

National 

International 

Not applicable 

Total 

 

 

103 

56 

7 

166 

 

62.0 

33.7 

4.2 

100.0 

Position 

Consultant 

Senior registrar 

Registrar 

Staff physician 

Resident fourth year (R4) 

Resident third year (R3) 

Resident second year (R2) 

Resident first year (R1) 

Total 

 

 

37 

21 

50 

9 

21 

10 

13 

5 

166 

 

22.3 

12.7 

30.1 

5.4 

12.7 

6.0 

7.8 

3.0 

100.0 

Years of clinical experience 10.9 ± 9.6   

* SD: Standard Deviation 

 

Knowledge 

The outcomes of the questions related to knowledge of  

psychotherapy among family physicians are presented in 

Table 3. 

 
Table 3: Outcome of knowledge questions (n =166) 

 

Characteristic Mean ± SD* Frequency Percentage 

Average Score (%) 9.3 ± 14.7   

Psychotherapy is a structured psychological intervention 

Incorrect Answers 

Correct Answers 

Total 

 

 

9 

157 

166 

 

5.4 

94.6 

100.0 

Cognitive behavioral therapy (CBT) is an integral part of psychotherapy 

Incorrect Answers 

Correct Answers 

Total 

 

 

12 

154 

166 

 

7.2 

92.8 

100.0 

CBT focuses on thoughts and behaviors 

Incorrect Answers 

Correct Answers 

Total 

 

 

10 

156 

166 

 

6.0 

94.0 

100.0 
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Psychotherapy is equal to or superior to psychiatric medication in treating neurosis (e.g., 

Anxiety, depression, etc.) 

Incorrect Answers 

Correct Answers 

Total 

 

 

 

33 

133 

166 

 

 

19.9 

80.1 

100.0 

The combination of psychiatric pharmacotherapy and psychotherapy is the best 

management for neurosis (e.g., Anxiety, depression, etc.) 

Incorrect Answers 

Correct Answers 

Total 

 

 

 

9 

157 

166 

 

 

5.4 

94.6 

100.0 

Psychotherapy is a more beneficial long term in comparison to pharmacotherapy 

Incorrect Answers 

Correct Answers 

Total 

 

 

56 

110 

166 

 

33.7 

66.3 

100.0 

* SD: Standard Deviation 

 

The participants then were asked about the types of 

psychotherapy they are familiar with. Their answers are 

shown in Figure 1. Physicians were given the option to 

choose more than one type of psychotherapy. Therefore, the  

total number of answers can exceed the total sample size. 

CBT is considered the most familiar type of psychotherapy. 

Only 32 physicians responded that they are not familiar with 

any psychotherapy type. 

 

 
 

Fig 1: Physicians familiarity with different types of psychotherapy 

 

Using regression analysis of knowledge score as a 

dependent variable, we found that there is no statistically 

significant physician characteristics affecting it.  

Table 4 shows the results of the multivariate linear 

regression analysis. 

 
Table 4: Multivariate linear regression analysis for knowledge score physician's characteristics 

 

Variable  P-value** 

Age 0.01 0.966 

Gender 

Male 

Female 

 

Ref. 

-1.9 

 

 

0.419 

Nationality 

Saudi 

Non-Saudi 

 

Ref. 

9.4 

 

 

0.192 

Place of graduation 

Saudi Arabia 

Other Arab Country 

Non-Arab Country 

 

Ref. 

-16.6 

-9.3 

 

 

0.058 

0.223 

Place of receiving post-graduate studies, if any? 

National 

International 

Not applicable 

 

8.3 

9.8 

Ref. 

 

0.116 

0.091 

Position 

Consultant 

Senior registrar 

Registrar 

 

8.3 

2.2 

4.5 

 

0.256 

0.750 

0.512 
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Staff physician 

Resident fourth year (R4) 

Resident third year (R3) 

Resident second year (R2) 

Resident first year (R1) 

4.0 

5.9 

1.5 

-2.0 

Ref. 

0.579 

0.361 

0.825 

0.761 

Years of clinical experience 0.08 0.710 

* SD: Standard Deviation 

** P-value is considered statistically significant when it is < 0.05 

† CI: Confidence Interval 

R2 = 36.3% 

AIC = 1373 

 

Attitudes 

Attitudes of the physicians towards psychotherapy was 

measured in the questionnaire by 13 questions. The 

outcomes of these questions are presented in Table 8. The 

answers’ distribution in Table 8 shows that most of the 

answers concentrated on the agreement with questions that 

measured the attitude dimension. There is overall agreement 

whether strongly agreeing or agreeing on items related to 

physician attitudes towards psychotherapy, with ‘need to 

know more about psychotherapy’ and ‘agreeing to attend a 

formal course on psychotherapy’ being the most agreed 

upon statements. 

 
Table 5: Physicians' attitude towards psychotherapy (n = 166) 

 

Question 
Strongly 

Disagree (%) 

Disagree 

(%) 

Do not 

know (%) 

Agree 

(%) 

Strongly 

agree (%) 

Do you think psychotherapy can be conducted at PHC by family physicians 5 (3.0) 27 (16.3) 24 (14.5) 68 (41.0) 42 (25.3) 

Do you think patients with psychiatric problems attending PHC would benefit 

from psychotherapy 
1 (0.6) 9 (5.4) 15 (9.0) 77 (46.4) 64 (38.6) 

Do you think psychotherapy is a necessary skill for a family physician to have 3 (1.8) 12 (7.2) 13 (7.8) 74 (44.6) 64 (38.6) 

Do you think patients would be more comfortable towards psychotherapy if it is 

held by a family physician rather than a psychiatrist/psychotherapist 
2 (1.2) 29 (17.5) 33 (19.9) 71 (42.8) 31 (18.7) 

Do you prefer to do psychotherapy by yourself 4 (2.4) 29 (17.5) 29 (17.5) 69 (41.6) 35 (21.1) 

Currently, do you think you can conduct psychotherapy in the clinic if the 

patient requires it 
13 (7.8) 46 (27.7) 32 (19.3) 57 (34.3) 18 (10.8) 

Do you think you need to know more about psychotherapy 2 (1.2) 8 (4.8) 8 (4.8) 65 (39.2) 83 (50.0) 

Would you agree to attend a formal course on psychotherapy 1 (0.6) 6 (3.6) 11 (6.6) 63 (38.0) 85 (51.2) 

If you are properly trained are you willing to run a psychotherapy clinic 6 (3.6) 16 (9.6) 20 (12.0) 73 (44.0) 51 (30.7) 

Would you recommend a formal rotation on psychotherapy as part of the 

psychiatric rotation in the family medicine residency program? 
3 (1.8) 8 (4.8) 15 (9.0) 62 (37.3) 78 (47.0) 

Would you recommend job training by a psychiatrist/psychotherapist for family 

physicians? 
3 (1.8) 10 (6.0) 18 (10.8) 79 (47.6) 56 (33.7) 

Would you recommend a special clinic in PHC dedicated to psychotherapy 

patients? 
2 (1.2) 10 (6.0) 15 (9.0) 74 (44.6) 65 (39.2) 

 

The participants were asked about the length of 

psychotherapy course they would like to attend with none 

being an option. The majority 51% are willing to attend a 

course 1-2 weeks in length, 28% preferred a course for one 

month or longer, 17% said they are interested in attending a 

2-3 day course, while 4% preferred not to attend a course at 

all. The results of this question are visualized in Figure 2. 

 

 
 

Fig 2: Length of psychotherapy training course physicians are interested to attend 
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Practice 

This section concerns the analysis of the questions related to 

the physician's practice of psychotherapy.  

Figure 3 shows the frequency of referral of patients for 

psychotherapy when indicated. Most of the physicians 

answered that they sometimes refer patients that indicate the 

need for psychotherapy 47.0% (78/166). Physicians who 

often refer patients for psychotherapy formed 26.5% 

(44/166). Only 6.6% (11/166) answered that they never 

refer patients for psychotherapy. 

 

 
 

Fig 3: Frequency of referring patients for psychotherapy when indicated 

 

When asked about the practice of psychotherapy (Table 6), 

64.5% (107/166) of the physicians answered that they had 

practiced psychotherapy at some point at their clinics. The 

most used type of psychotherapy is CBT 66.4% (71/107). 

The most mental illnesses physicians used psychotherapy 

for in their clinics were depression and anxiety both at 

88.8% (95/107). 

 
Table 6: Physicians who practice psychotherapy at their clinics 

 

Statement Answered Yes Percentage 

Have you ever practiced psychotherapy in your clinical practice? 107 64.5% 

What type of psychotherapy do you practice   

CBT* 71 66.4% 

Psychodynamic therapy 6 5.6% 

Interpersonal therapy 40 37.4% 

Which disorders do you use psychotherapy for, in your clinical practice?   

Depression 95 88.8% 

Anxiety 95 88.8% 

Obsessive Compulsive Disorder (OCD) 37 34.6% 

Panic disorder 57 53.3% 

PTSD** 41 38.3% 

* CBT: Cognitive Behavioral Therapy 

** PTSD: Post Traumatic Stress Disorder 

 

Most of the physicians answered that they practice 

psychotherapy at their clinics (Figure 4). Those who 

practice psychotherapy 1-3 times monthly formed 63.6% 

(68/107). While those practicing psychotherapy 1-4 times 

weekly were 26.1% (28/107) and 10.3%(11/107) practiced 

daily. 

 

 
 

Fig 4: Frequency of practicing psychotherapy at PHC clinics 
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In Figure 5, the physicians were asked if they have ever 

attended a psychotherapy course. Most of the respondents 

reported that they have never attended such course 83.0% 

(137/166). 

 

 
 

Fig 5: Ever attended a course on psychotherapy 

 

The barriers to practicing psychotherapy at clinics are 

shown in Table 7. Most of the statements were agreed upon 

by the physicians (76.1% - 93.4%). The only statement that 

received below 50% agreement is the statement about 

patient’s resistance towards psychotherapy (40.3%) 

 
Table 7: Barriers to practicing psychotherapy at PHC clinics 

 

Question 
Strongly Disagree 

(%) 
Disagree (%) 

Do not 

know (%) 
Agree (%) 

Strongly 

Agree (%) 

Patient’s resistance towards psychotherapy 10 (6.0) 52 (31.3) 37 (22.3) 55 (33.1) 12 (7.2) 

Lack of skills, ability or training to perform psychotherapy 2 (1.2) 8 (4.8) 9 (5.4) 86 (51.8) 61 (36.7) 

Not enough practice of psychotherapy 1 (0.6) 7 (4.2) 12 (7.2) 86 (51.8) 60 (36.1) 

Not enough time for psychotherapy in the clinic 1 (0.6) 7 (4.2) 3 (1.8) 69 (41.6) 86 (51.8) 

Too many interruptions to perform psychotherapy 3 (1.8) 12 (7.2) 24 (14.5) 72 (43.4) 55 (33.1) 

No proper clinical setting to carry out psychotherapy 2 (1.2) 9 (5.4) 16 (9.6) 70 (42.2) 69 (41.6) 

 

Discussion 

This study aimed to assess knowledge, attitude, and practice 

of family medicine physicians regarding psychotherapy, 

along with their perceived barriers that may affect 

psychotherapy practice. 

In this study, the average knowledge score about 

psychotherapy was 90.7% among family medicine 

physicians. The results show a high knowledge level about 

certain aspects of psychotherapy. The result is higher than a 

study conducted on 215 family physicians in the US where 

the level of knowledge was (51%) [41]. 

The results indicated that several beliefs of family 

physicians were contrary to evidence obtained from 

epidemiologic studies.[41] Gallo in 1999 concluded that in 

their self-assessment about ability to evaluate depression 

only 53% feel confident, while in 2002 he also concluded 

that a high number of physicians reported lack of knowledge 

about psychotherapy or depression [41, 42]. 

Several studies also showed that family physicians have 

more tendency to use pharmacotherapy over psychotherapy 
[43, 44]. One study 

attributed such tendency to the impracticality of 

psychotherapy in primary care settings [44]. This barrier was 

considered by our sampled physicians as a constraint for 

performing psychotherapy in primary care and family 

medicine clinics. In our study 93.4% of the physicians 

considered lack of time is the most prominent barrier for 

conducting psychotherapy. 

The second dimension of this study concerned the attitude 

of family medicine physicians towards psychotherapy. The 

sampled physicians responded favorably to the statements 

about psychotherapy in the PHC setting. All of the 

statement about the psychotherapy was agreed with by our 

respondents. The statement that received less than 50% 

agreement (45.1%) was the one regarding their ability to 

conducted psychotherapy in the clinics. This level of 

agreement is still lower than what has been reported [43-45]. 

However, the physicians showed a high willingness to 

attend psychotherapy training. This finding is comparable 

with their view as lack of training is a major barrier to 

practicing psychotherapy in clinics. 

However, in the issue of training, in a focused group study 

by van Rijswijk et al. 2009 about the barriers of recognizing 

and treating certain mental illnesses the authors reported 

“Intervention studies to improve the standard of care- 

focusing on education, dissemination, and implementation 

of guidelines and use of screening instruments- are not 

particularly encouraging especially regarding patient 

outcome. Next, to benefits of the programs, we assumed that 

such interventions insufficiently match with the problems 

experienced by family physicians (FPs)” [15] van Rijswijk 

and colleagues 2009 suggested that open discussion with 

physicians can lead to a better understanding about their 

needs to conduct more efficient counseling and better 

patients outcomes [15]. Such approach will ensure more input 

from the physicians in the training process, and will allow 
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the adaptation of a model that suits their need. This is 

particularly important as cross-cultural adaptation of 

guidelines and training programs seems to be inefficient 

approach [46]. 

In the third dimension that concerned the physician's 

practice, most physicians reported conducting 

psychotherapy at some stage (64.5%). However, 83% 

reported that they have never attended psychotherapy 

training. Practicing psychotherapy without proper training 

can lead to underrecognition [47]. While providing the proper 

tools and training can significantly improve the patients’ 

outcomes [16]. In a country like Saudi Arabia, the depression 

levels among the population are very alarming, especially 

among women. The ministry of health reported at least 20% 

of the women in the country to suffer from depression, with 

studies from primary care clinics estimate the prevalence to 

be around 22% [10]. Al-Qadhi and colleagues 2014 reported 

that this prevalence rate is underestimated, 40%-50% of the 

mental illnesses are not recognized by primary care 

physicians [10]. This claim is supported by a systematic 

review conducted to estimate the prevalence of depression 

in Saudi Arabia. The study approximated the prevalence of 

depression to be 46% [48]. Saadia H. in 2015 suggested that 

participants felt that if they get more training, they are more 

likely to do more psychotherapy [33]. 

The barriers to conducting psychotherapy were assessed by 

our study. Several barriers were recognized by the sampled 

physicians. The study by van Rijswijk suggested that 

patient’s resistance is the most notable barrier by a focused 

group discussion with 68 family physicians [15]. This barrier 

was least considered by our physicians. It’s been reported 

by RK McHugh et al. 2013 that patients seem to be more 

accepting these days to the idea of treating mental illnesses 

with psychotherapy [49]. 

 

Limitations 

The study is based on a self-administrated questionnaire. 

This means that it was not based on observations of real-

time practice or patient records. All our respondents are 

sampled from one major medical city which may not be 

representative to all family physicians. 

 

Strengths  

This work is pioneer in addressing a topic that is less 

researched in PHC in Saudi Arabia. Additionally, findings 

are important in recommending how to solve the problem 

and barriers against doing psychotherapy at PHC by family 

medicine physicians.  

 

Conclusion 

There is high level of knowledge among physicians, positive 

attitude, and practice of psychotherapy. However, the under 

recognition of mental illnesses is noted in several studies in 

PHC settings which identified in our study by the physicians 

in the lack of training as a barrier. There is a need for more 

involvement of the physicians in attending training and 

courses to meet their needs. 

 

Recommendations 

1. To conduct more studies that assess actual 

psychotherapy practices in PHC clinics. 

2. To conduct studies with family physicians to describe 

barriers they face in their clinics regarding practicing 

psychotherapy, and ways to manage it. 

3. To set up training workshops, along with professional 

development courses to accommodate the needs of 

PHC family medicine physicians regarding practice of 

psychotherapy. 
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