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ABSTRACT

THE STANDARD OF CARE IN MARITAL AND FAMILY THERAPEUTIC
INTERVENTIONS IN SAUDI ARABIA: A MODIFIED DELPHI STUDY ON THE CURRENT
STATUS AND NEEDS

By
Reham Fouad Gassas

There is a recognized need for identifying barriers and solutions to the currently provided marital
and family therapeutic practices in the mental and social health care in the Kingdom of Saudi
Arabia (KSA). This multiphase mixed method dissertation research is set to portray a systematic
current account of the marital and family therapeutic practices, regarding barriers, needs, and
identified solutions. Also, to explore the preparedness of the professionals delivering
interventions for individual and relationally based concerns, based on their training and
supervision. Further, this study set out to gain a better understanding of the sociocultural
challenges for seeking help and obtaining effective help.

The first phase of the data collection was carried out by two online surveys. The first
survey had 221 mental health professionals (MHPs) who gave an account of their perceptions of
the meaning of marriage and family therapy (MFT), the current status of the mental health care
system in KSA, satisfaction with services provided, and the significance of some of the mental
health concerns. The second survey had 147 psychotherapists/MFTs participants who gave an
account of their current training, supervision, personal proficiency, and their main theoretical
orientations. Finally, a third study included two rounds of the modified Delphi method

administered with a panel of experts from various mental health fields in KSA.



Findings from the first phase provided guidance on MHPs perceptions surrounding the
meaning of “marriage and family therapy,” and identified its relevance as a modality of care.
Results showed that 91% of the MHPs are not satisfied with the current services available to treat
relational concerns. The second survey provided inputs on the ongoing training and supervision
and identified the most familiar form of training as individual case consultation supervision. In
the Delphi study, panelists reached consensus around barriers related to professionals,
availability of services and facilities, and collaborative care and support. Some sociocultural
challenges were identified throughout the two phases. Clinical and training considerations for the
future of MFTs training in KSA, general training, and professional preparedness, logistical

recommendations, and future directions are discussed.



Copyright by
REHAM FOUAD GASSAS
2016



I dedicate this work to my grandfathers, Mohammed Gassas and Mohammed Osta, who are
missed and are no longer with us. To my grandmothers, Hyatt Abdulkader and Beshara Al-
Ahmadi. To my parents, Fouad Gassas and Elham Osta. To my siblings, Rezan and Ahmed.



ACKNOWLEDGMENTS

In the name of God, the most compassionate, the most merciful.

First of all, I would like to give thanks to God for giving me the guidance and strength.
Praise be to God, for every person that I have met that taught me by their kindness and
generosity, and for every success and challenge I faced and experienced.

I would like to thank my committee for everything that they shared and provided
throughout the past years; your voices and fingerprints are present throughout my work. I would
like to acknowledge my committee chair, Dr. Adrian Blow, for all the mentoring and support he
provided. Dr. Blow, I owe you for inspiring me to a future vision that started with this
dissertation research process and that will continue into my upcoming professional journey.
Thank you for believing in me and for guiding me from being only a therapist to being both a
therapist and a researcher. I would also like to acknowledge my committee members, Dr. Marsha
Carolan, Dr. Ruben Parra-Cardona, and Dr. Farha Abbasi. Dr. Carolan, I am grateful for your
support and encouragement, and for introducing me to qualitative research, social justices, and
feminist-informed therapy. Through many of the reflective exercises that you introduced me to, I
will always have these reflections and knowledge as an important lens in my life and
professional experiences. Ruben, you have taught me to tap into my passion and wisdom
clinically and professionally, thank you. Dr. Abbasi, your passion, persistence, energy, and efforts
have always inspired me; thank you for introducing me to the role of Imams in the Muslim
mental health. I am thankful to Michigan State University for giving me great opportunities and

for the faculty, staff, colleagues and friends that I met here. Special thanks to the Couple and

Vi



Family Therapy Clinic at MSU, for creating the learning environment and for the many hours of
clinical training and supervision.

I appreciate all the support from the participants throughout the phases of this research,
your inputs, time, shares, and retweets. I would like to thanks the Saudi Ministry of National
Guard-Health Affairs for giving me the opportunity and the scholarship to advance my study and
pursue the doctoral degree. Also, I would like to acknowledge the Saudi Ministry of Higher
Education and the Saudi Arabian Cultural Mission in the United States for the scholarships that I
received throughout my undergraduate, master’s degree, and to the present. Many thanks to the
leaderships in my country the Kingdom of Saudi Arabia.

Furthermore, I would like to acknowledge two individuals that I owe for the therapist that
I become, and will continue to evolve. Dr. Mark Young who taught me the art of helping through
his supervision. Also, Dr. Omar Al-Modayfer, for introducing me to family therapy in Saudi
Arabia, and pushed my growth to start teaching in Arabic.

I am very thankful to my family, your prayers and encouraging messages got me where I
am. My parents, Baba Fouad and Mama Elham, I am not only lucky that your names signify the
beautiful meanings of ‘heart’ and ‘inspiration’ in Arabic, but that those characteristics are a
reflection of how you have raised me and continue to guide me. Baba, I learned from you
kindness and dedication at work. Mama, you are not only my mom but also my friend and
watching you putting lots of creativity and love toward the family and in everything you do,
made it painfully hard not to follow in your footsteps; Mama and Baba, thank you will never be
enough. Rezan, my sister, my best friend, my graphic designer, the list can go on and on; going

through this journey with you as my long distance and fellow Ph.D. student companion was lots

Vii



of fun. Thank you for listening, for being patient, for being always there and for rescuing me
especially with redesigning my study advertisement flyers. Ahmed, my brother thank you for
your love, sense of humor, and for the many insights I gained from watching you growing up and
maturing; I am so proud of you. To my brother-in-law Ali Alem, thank you for your support and
care.

I would like to thank my friends and colleagues at the mental health division at the King
Fahad National Guard Hospital (KFNGH); thank you for your love and support. I am grateful for
the support from my family at the family therapy program at KFNGH, my journey with MFT
passion for the training of the future of MFTs in Saudi Arabia started with you. I would also like
to thank my friends whom I have met here in the United States and across the globe for their
support and prayer during this journey. Finally, I am grateful to have had the chance to be living
and studying in the USA throughout my academic journey and to call three states, ‘home’:

Washington, DC, Florida, and Michigan.

viii



TABLE OF CONTENTS

LIST OF TABLES ...ttt ettt sttt sttt ettt st b e et Xiv
LIST OF FIGURES ...ttt ettt sttt sttt st XV
CHAPTER 1: INTRODUCTION ......oiiiiiiiiiiitiieeienteie ettt sttt sttt ettt sttt 1
Statement of the Problem...........coooiiiiiiiii e 2
Barriers Related to Providers and their Qualifications ...........ccccceevveeeieeeeieeccnneenee 2

Barriers Related to the Context of the Country, Society, and Culture. ..................... 4

Significance 0f the STUAY ......ceouiiiiiiiiiiie e 5
Reasons for Undertaking the Study .........ccceeeviiiiiiieiiiieeeeeeeeeee e 6

Purpose of Proposed Study .........cooiioiiiiiiiiee e 7
Theoretical Framework ...........cocooiiiiiiiiiiiiieeee e 8

Ecological Paradigms and Cultural Adaptation Elements ..........cccccocevveninennenne. 9

ReSearch QUESTIONS ........uviiiiiiiiee et e et e e e eaa e e e e eata e e e e aees 16
Definition of Terms as Used in the Study ........ccceevuieiiieiiiiiiiniieeeee e 16
Summary and Overview of the DiSsertation............cceeecveerieeeriieeiiie e 18
Dissertation OTZANIZAtION .........c.eeeruierieeeiiierieeieereeeteeseeesteeseeeeseesstesbeesseeesseassseeseesnseenne 18
REFERENCES ...ttt ettt ettt ettt et e b enseeneennes 21

CHAPTER 2: MANUSCRIPT I: Marriage and Family Therapy in Saudi Arabia: An Online

Survey of Mental Health Professionals’ Perceptions of their Own Training and Practice............. 25
ABSTRACT ...ttt ettt sttt ettt ettt e et e bt eneesae et e eneesaeenseeneennes 25
INEEOAUCTION ...ttt ettt ettt 26

Specific Needs for Marital and Family Interventions in KSA............ccccceeeiiennnen. 27

Adult Mental Health CONCEINS ......cc.cocverierieriieniiniicienecreeeeeeeee e 27

Child and Adolescent Mental Health ...........cc.ccooooiiiiiiniii 29

Professionals’ Education, Training, and Satisfaction............c.cceeceevviieiienineneennen. 31
Purpose of this StUAY .....ceeeviiiiiieee e 32
IMEETROM ...ttt ettt et 33
PartiCIPANTS. ...ceciiieeiieeceeeee e e e eareeenreeens 33
PrOCEAUIES ...ttt 34

Data ANALYSIS c..uvvieeiiieeiiieeiie ettt ettt et enb e e nnbeeenreeens 35
RESUILS ..ottt ettt et sttt 36
Participant DemographiCs...........ceecuieeriieeiiieeiiee et ens 36
Survey I demographics .........coceeviiiiiieiiiiiieie e 36

Survey I1 demographiCs .......ccueeeveiieriiieiiieeeiecee e 36

Findings from Survey I: Mental Health Professionals Survey ...........ccccocvevennene. 37
Meaning of “marriage and family therapy.” .......c.cccoevevieiiiiiniieicieeiee 40
ConceptualiZation ..........cceeriieriieniieiieeie e 40



COMCEITIS .ottt ettt ettt eeee e e e e e e et ea e eaeeeeeeeeteaaaaaesseeeenenns 41

Goals and aims of MFT in KSA ..., 41
Procedures of MFT practiCe..........ccceevveeiienieeiiieniieieeie e 45

Concerns or diagnoses requiring marital and family therapeutic
TNEETVEIITIONIS ...ttt ettt ettt et sb et st b et et e st 45
Marital relationShip......c.ceeecvieeiiiieiie e 49
Family relational problems ............cccoccueeviiiniiinieniieieeie e, 49
General children and adolescents concerns ..........cccceeveereeeneeenee. 50
Culture-related family difficulties..........ccceooveveienieniienieiiieeee, 50
Conflicts around the practice of marital and family in Saudi Arabia ........ 51
Eastern/Western differences. ..........cceeeueeeiieniieniieniieniecie e 51
Findings from Survey II: Psychotherapists and MFTS ........ccccccoeveiviniiiinciincie, 53
Training and SUPETVISION........cccieriieriierieeriieeieeiie e eiee e eree e eee e e 53
Proficiency as a result of training and supervision...........cccceeevveeeveerennenne 54
Training NEEAS......eeivieiiieiieeie ettt 57
Theories guiding PraCtiCe.......ccuievvuiierciieeeiiieeriie et eeeeereeeereeeeaee e 58
DIISCUSSION ...ttt ettt ettt ettt b et h e et et e s bt et eatesbe et saeesbeenbeennenaes 59
LAMIEATIONS 1.ttt et ettt e st e e 65
Future Direction and Implications ............ccccueeviieriieiiienieeieeie e 65
APPENDICES ...ttt ettt sttt ettt et esae et et esseenseeneenes 68
Appendix Al: Study One Consent FOmM ..........coeouiiriiiiiieniiniieieciceeeeeeeee e 69
Appendix A2: Study One Consent Form (Arabic)......ccceeeeveevciieeeciieeniieeeiie e 70
Appendix B1: Study One: Mental Health Professionals Survey .........c.ccocevennen. 71
Appendix B2: Study One: Mental Health Professionals Survey (Arabic)............. 75
REFERENCES ...ttt sttt sttt st nas 79

CHAPTER 3: MANUSCRIPT II: Awareness and Preparedness of Mental Health Professionals

in Saudi Arabia: Marital and Family Interventions............ccccveeviieiiieeeiiee e 86
ABSTRACT ...ttt ettt sb et sbe e bt et sat e bt et s ae e b et 86
INETOAUCTION ...ttt ettt e e et e e e b e e sareeessseeessbeeessseeesnseeensseeens 87

Mental Health in Saudi Arabia..........ccceeoiiiiiiiiiiniiciieie e 87
Significant Recognitions and Legislation ...........ccceeeeeeviiiiniieccciee e, 88

Professionals .........ccceieiiiiiieiieieeeee e 90

The Need for Programs and Interventions...........ccceecveeeeveenciieeecieeeeieeenne, 90

Gender INequality........ccoeoiiiiiiiieiiieece e 92

1\ 1531 1 Vo T USSR 93
PartiCIPANES.....c.uiieiiieiieeieetie ettt ettt ettt et et et e enees 93
PrOCEAUIES.....oeeeiieciieece ettt e e et e e st e e s sbeeesnseeennseeens 94

Data ANALYSIS ..eeevieiieeiieiieeie ettt ettt ettt et sae b e ennas 95
RESUILS ...ttt e e e et e e et e e sbe e e e b e e e et e e e nbeeeeasaeennaeeens 95
Participants CharacteriStiCS........uuiiuierieeriienieeiiierieeteeete et eee et saeebee s 96
Current Status of the Mental Health in Saudi..........cccoeevvvieeiiiiniiiiiieeee e, 96
Professional Satisfaction and Referral.............cccocovieiiiiiiiiiiniiieee, 99



Important Presenting Mental Health Concerns in KSA........c.ccoooeiiiniininicnene. 100

Identified Strength in Saudi Families ..........cccccvevviiiniiiiniiieeeeeece e, 102
Family cohesion and resources theme .............ccceccveviienienieeniieniieeeee, 103

Family and cultural customs and values theme .............ccccceeveviinneennnnen. 104

DIISCUSSION ...ttt ettt ettt ettt h ettt s bt et eatesb e et ea b e s bt e bt eatesbeebeentenbeennens 106
Strengths and Limitations ..........ccueeeiiieiiiieeiieeciie et 109

Future Direction and Implications .............ccceviieriieniieniienieeeece e 110
APPENDICES ...ttt ettt sttt et e et e e e ntesneesaeenaesneensens 112
Appendix C1: Study Two: Psychotherapists and MFTs Survey .......cc.ccoceeveneee. 113
Appendix C2: Study Two: Psychotherapists and MFTs Survey (Arabic)............ 117
REFERENCES ...ttt sttt ettt et sttt et e et ae s 120

CHAPTER 4: MANUSCRIPT III: Professionals Training and Services in Mental and Social

Health in Saudi Arabia: A Modified Delphi Study ........cooovieeiiiiiiiiieieeeeee e 125
ABSTRACT ...ttt ettt ettt et e bt et s nas 125
INELOAUCTION ...t ettt et ettt e esaae et 126
Challenges and NEEAS ........couiiiiieiiieiieie ettt ettt e eeaeeseee e 127

Cultural and Societal Contextual Challenges ...........cccceevvieviieeniiiencie e 127
Provider QUalifiCations ...........cc.eiieiiiiiiiiccieecie e e 130
Current Training Programs ..........cceeeciiieriiieeniie e eeee e 131
Concerns with the Current Status of Qualifications and Training ........... 131

INEEAS. ..ttt et ettt ettt et 132
IMEETROM ...ttt b et ettt sttt 133
Panel SEIECTION......cccuiiiiiiiieiie e e 134
Procedures for DeIPhi .........cccuieiiiiiiiiiieeiecee e 136
Data Analysis for Delphi Method ...........coooviiiiiiiiiiiiiee e, 137
Results and DISCUSSION .....ceviiiiriiiriiiiiriieieeiesit ettt sttt et ae s 138
Participants CharaCteriStICS .. ..ouuiiruieeriieeiiieeeieeeetieeeiteeeteeeereeeereeesreeeeareeenneeas 138
Delphi RESUILS ......eieiiiiiiiieiiecie ettt ettt 139
Common barriers that hinder seeking help .........ccceeeiveviiiiiciiicieee 140
SHIGMA ..o 140

Access to professionals..........cccueeeciieeriieniieeeieeeee e 140

Availability of services and facilities. ..........ccoeeeercvieiieniienieennen. 141

Current status of collaborative care and related support.............. 141

Lack Of aWareness.......ccevveriiniirienienieeieceecee e 142

Solutions to fostering effective SETVICES .......cvveveuieerciireriieeeiee e 143
Professionals delivering the interventions .............ccccceeeveevveennenn. 143

Solutions related to clients/families...........cccocceeviiiiiiniiineennnne 143

SErvice EXPanSION .......cecueeeiieriieeiienieeiteeteesiee e ereesreeeeeseee e 144

Collaboration. .. ....cooueeiiiiiieiie e 144

INCIreasing AWATCNIESS ......ccueeruvieruierieeriieeieetieateeieesteeseesneeseens 145

Common training DAITICTS ........veeevieeeiieeriieeriee et e eeeeereeeereeesaeeesereeens 145

Lack of competent trainers. ..........cccveeveerieeriienieeriienie e sve e 146

Xi



Few training sites, supervision, and education ..............ccceeueenene 146

Necessary solution to IMProve traiNing ............ceeeeeveeercreeercveeescveeesveeennns 147
Professionals delivering the interventions .............cccccoevveevveennenn. 148
Enhancing collaborative efforts and needed logistical changes...149
Enhancing training programs and professional development......149
SUPCTVISION ..ottt etee e e ree e snreeesaaeeens 150
Biggest cultural challenges ............ccooveviieiiiniiiiieeeeeee e, 150
Societal norms around the gender...........ccccoecvveviiiiniiiiiciieeee 151
Societal/Cultural specific challenges...........cccccoecveerienieeniiennnnnne. 152
Beliefs and understanding challenges.............ccccoeevveviieinreeennnen. 153

Working with societal and cultural gap related to presenting
COTICETTLS .nvienitieeuitee ettt e ettt e et e e st e ebbeeebteesabteesabeeesabeeesabeeennneeeas 154
Therapists’ NEEAS. .....eeiiieiieeie ettt 154
Knowledge and SKills ........c.ccoouieiiiiiiiiieeiieeeeeeeee e, 155
Personal qUAlIties .......ccueeviieriieiieeieeeeee e 156
Clear guidelines and regulations............ccceeeevieecieeniieescie e 156
Professionals advoCacy .........ceevieriiiriieiiieiieeieeiie e 156
Strengths and LImMitations .........cccveeeiiieeiiieeiieeciee ettt e e e e sreeeeaaee e 157
Implications and SUMMATY .........cccceeiiiiiiiinienie ettt e ee e snaeeseeseneeseens 158
B30 o) F U221 2 o) 4 13RS 158
FUtUIE dIr@CtION ...c..eiiiiiiiiiieiieieee ettt 160
RecomMMENdations..........ooiuiiiiiiiieiie e e 161
CONCIUSION ..ttt ettt ettt st a et e bt e st e b e sb e e bt et e sbeenaeeaee e 162
APPENDICES ...ttt ettt s ettt et e ettt entesaeeaeeneesneennens 173
Appendix D1: Study Three: Delphi Study Round One - Invitation Letter .......... 174

Appendix D2: Study Three: Delphi Study Round One - Invitation Letter

(ATADIC) .ttt ettt e et e et e e et e e et e e e ba e e e ae e e eabaeenareeen 175
Appendix E1: Study Three: Round One Delphi Survey........ccceeeivevciieicienenneen. 176
Appendix E2: Study Three: Round One Delphi Survey (Arabic) ........c.cccueuee.e. 179
Appendix F1: Study Three: Round Two Delphi Survey ........ccccoeevveviieieieeennnen. 182
Appendix F2: Study Three: Round Two Delphi Survey (Arabic) ........c..cccue...... 199
REFERENCES. ... .ottt ettt sttt ettt et e e stesseenaeenaesneennens 211
CHAPTER 5: CONCLUSION ....ouiiiiiiieieseeie ettt ettt sttt st te e s eseeneesseenseenne e 219
The Status Quo of Marital and Family Practices in KSA..........ccccooiiiiiiiiniiiieie, 220
MFT Meaning and Difficulties Management .............ccceeeeveeeceeeecieeeciie e, 220
Views on East/West Conflict and Families Strength ............ccccoeviiiiiiiiinnnnnn. 220
Mental Health (barriers, current status, and SOIUtIONS) .........cccvveerevieeecieeniieeeiee e, 221
Professional Qualifications and PrincCiples ...........ccoeceevieniiinieniiieniecieceee 221
Important Mental Health CONCerns..........ccceeeviieeeiieeiiiecieeeee e 223
Barriers and Solution for ServiCe.........coouurirriirieniiiinieeeieereee e 223
Referral, Satisfaction, and RESOUICES .........ocovvvviviiiiiiiiiiiiiiiiieiiieeieeeeeeeeeeeeeeeeeeee 224
Professionals Training...........cceevuieeiiiiiienieeieeie ettt 224

Xii



Professionals’ Availability and Preparedness............ccoceveevienienenneniencnnieniene, 225

N0 0158 £ 101 o RSP 226
TrainINg NEEAS .....eovieiiieiieie ettt ettt e ebee e 226
Sociocultural Needs and Challenges..........cccvveeiieeiiieeniie e 227
RecOMMENAALIONS ......coiiiiiiiieiiriteeee ettt sttt st sae e 229
Clinical and Training Recommendations.............cceeeveeeriieeiieenciieeeiie e 229
Strength and LIMItation .........ccceeeevieiieeiiienie ettt 233
SHENELR ...t 233

LAMIEATION ...eeetieiiieiiecie ettt st et e b e e eennas 234

Future dir€Ction .........coouiiiieiiieiiee e 235
REFERENCES ...ttt sttt ettt et sttt et e et ae s 237

Xiii



LIST OF TABLES

Table 2.1 Frequency and Percentages for Participant Demographics.................. 38
Table 2.2 First Theme: Conceptualization for the Meaning of MFT................... 42
Table 2.3 Second theme of the Meaning of MFT...................oooiiiiiiiiine.. 44
Table 2.4 Third Themes of the Meaning of MFT ... 46
Table 2.5 Fourth Themes of the Meaning of MFT.................ocoiiiiiiin... 47
Table 2.6 Fifth Themes of the Meaning of MFT................oooiiiiiiiiiiiiin, 48
Table 2.7 Personal Ratings of Proficiency as a Result of Training and

SUPCTVISION. ..ttt e e e et e e e e e 56
Table 3.1 Demographics Information for Saudi MHPs Survey........................ 97
Table 3.2 Ratings on current status of the mental health in Saudi Arabia............ 101
Table 3.3 Overall Ratings and Gender Differences Ratings for 21-Items List of

AT€aS OF CONCEIN. ..ttt e 105
Table 4.1 Common Barriers that Hinder Seeking Mental & Social Health

S TVICES . .ttt ettt e 164
Table 4.2 Necessary Solutions to Foster More Effective Services.................... 165
Table 4.3 Common Training Barriers for Professionals................................ 167
Table 4.4 Necessary Solutions for Improved Training of Professionals.............. 168
Table 4.5 Biggest Cultural Challenges Working with Individuals, Couples,

S Families. .....oueieii i 170
Table 4.6 Therapist Needs to Work with Concerns Relates to Cultural issues in

Families & Couples......c.ovvniiiiiiii e, 172

Xiv



Figure 1.1:
Figure 1.2:

LIST OF FIGURES

Combined Theoretical Conceptual Map.............c.cceoviiiiiiinnn...

Research Questions, Goals, and Linkage to Concepts of Ecology of
Human Development Theory & Cultural Adaptation.....................

XV



CHAPTER 1: INTRODUCTION

Marriage and family therapeutic interventions are needed worldwide, including the
Kingdom of Saudi Arabia (KSA). Due to the rapid social changes in KSA, the country is
experiencing concerns related to substance abuse, domestic violence, child abuse and neglect,
partner relational problems, parent-child relational problems, and other mental health concerns
(Albrithen, 2006; Al-Eissa & Almuneef, 2010; Almuneef & Al-Eissa, 2010; AlMadani, Bamousa,
Alsaif, Kharoshah, & Alsowayigh, 2012; Aziz, 2013; Karthikeyan, Mohanty, & Fouzi, 2006;
National Family Safety Registry, 2010). Many of these reported concerns exist in the context of
relational difficulties, factors that require intervening with more than one person to affect change.
Moreover, mental, neurological, and substance-use disorders also touch the client’s families and
communities, and it is acknowledged as a global mental health challenge (Collins, Patel, Joestl,

March, Insel, Daar, Scientific Advisory Board, & the Executive Committee of the Grand

Challenges on Global Mental Health, 2011).

The mental health field in KSA is still developing; moreover, the field of marriage and
family therapy (MFT) is still in its infancy and as a result, there is a lack of literature allowing an
accurate assessment of the present status of MFT in KSA. Besides the reported presenting family
relational concerns mentioned above, the media has been the frontrunner in bringing attention to
the current state of affairs related to the practice of marital and family counseling/therapy. The
media noted that the current status of marital and family counseling/therapy practice is somewhat
chaotic, and lacks regulation. Furthermore, practitioners have limited qualifications and
credentials which lower the confidence in those who seek out MFTs for help (Al-Moflah, 2008;

Al-Sadhan, 2012; Althamena, 2014).



Statement of the Problem

Despite the availability of family therapy and family counseling centers and clinics in
KSA, there is only one accredited institution that offers a family counseling diploma in Al-Imam
Muhammad Ibn Saud Islamic University. Although the practice exists, there is no consensus
about MFT practice or empirical data indicating the essence of what is the standard of care for
marital and family therapeutic interventions in KSA. Furthermore, there is no detailed consensus
on identifiable challenges that professionals face in acquiring the needed clinical skills and
competencies to meet the needs of the clients, including couples and families in the unique
cultural context of KSA.

Many of the generic mental health professionals are the gateway to marriage and family
therapeutic referral services, especially in the healthcare sectors; yet there is little empirical data
on mental health professionals' perceptions, beliefs, and attitudes of MFT in KSA. There are
many possible reasons contributing to the currently confused status of MFT in KSA: (a) unclear
understanding of what is MFT by insiders (mental health professionals) and what are the
standard practices involved in carrying out therapeutic interventions to children, couples, and
families; (b) lack of clarity in specification of clinical skill requirements for the practice of MFT;
(c) existence of context-specific challenges to the growth of professionals working with children,
couples, and families in KSA, and (d) challenges related to the specific context of culture and
society in KSA.

Barriers Related to Providers and their Qualifications
Ambiguous understanding of the profession of MFT by other mental health professionals

leads to speculation that professionals might advocate the services under misconceptions of what



the practice offers. There is limited literature on clinical practices and interventions by MFTs in
KSA, neither are there any descriptions of the outcomes of the treatment. One would speculate
that this ambiguity about therapeutic services provided to couples and families, as well as the
arbitrary practices by some practitioners in the field will only foster the already existing barriers.
These obstacles are discussed in other sections of this dissertation.

The issue of the unclear specification for clinical skills requirements is parallel to
specifications related to practicing as a psychologist or social worker in KSA. In the case of
credentialing, according to Al-Habeeb and Qureshi (2010), the majority of psychologists and
social workers in KSA do not hold postgraduate degrees and lack appropriate clinical skills
training. Moreover, previous studies have recommended the need to develop further training for
school counselors and other mental health providers. (Alghamdi & Riddick, 2011; Al-Bahadel,
2004; Al-Moshawah, 2005). It is not a simple proposition to enhance this training; the needs of
the training must be empirically explored and strategically identified to overcome cultural and

resource barriers to the training of practitioners working with couples and families in KSA.

Without adequate trained providers, creating a uniform standard of care will be
challenging. The lower standard of care contributes to lower levels of accountability for mental
health professionals in KSA that may increase resistance and mistrust in the mental health
services provided. These issues are further complicated due to the unclear qualifications of
mental health practitioners which lead to unknown consequences and malpractices. Because of
this, the public does not know what to make of the mental health profession in general and MFT
practice specifically. There are unclear descriptions for the public and other mental health

professionals of what the practice of MFT encompasses; there is confusion about the conditions



and circumstances dictate the need for help seeking from a provider. The above-described
challenges at the current time reflect insufficient training and inadequate field training for

psychotherapists and marital and family therapy practitioners in KSA.

Barriers Related to the Context of the Country, Society, and Culture

Some of the context specific barriers affecting MFT practice in KSA include the lack of
clear policies and guidelines, inadequate resources, a high ratio of clients to providers, lack of
cooperation from other counseling and support staff, and issues of confidentiality and privacy (S.
Al-Gahmdi, 1999; N. Al-Gahmdi, 2010). There are additional barriers when it comes to family/
marital counseling. According to (Al-Shahrani, 2003; Koenig et al., 2014) dealing with family
problems is considered a very sensitive topic in the Saudi context; sometimes religious scholars
even take the role of dealing with family related concerns (Al-Ghadyan, 2001). Therefore, the
identity of professionals providing services for children and relational concerns faces challenges
concerning who delivers the needed services and how mental health professionals are
distinguished from alternative faith healers. Another challenge is that few previous studies
address how psychotherapists in KSA tacitly work with special concerns that might exist in a
collectivist and paternalistic society, such as males’ guardianship over women, gender power

differentials, gender roles, divorce and child custody, parenting styles, and sexuality.

Furthermore, one of the other challenges is that cultural concerns exist regardless of the
model or the intervention being taught or delivered; this is especially challenging when
considering that Saudi psychotherapists usually implement Western therapy approaches in a

cultural context that is not always therapy-or western-friendly. Implementing Western therapy



creates a twofold challenge: first with psychotherapists themselves accepting Western family
therapy theories, and the second is clients/families themselves accepting help seeking from
outsiders, which is considered to be a foreign notion by Saudi citizens. In addition, previous
studies have explored the feasibility of establishing family counseling and women counseling in
KSA (Al-Bahadel, 2004; Al-Mosharraf, 1990) concluding that these approaches need to adapt to
an Islamic framework while their study discussed the feasibility of the practice of MFT. Few
previous studies have tackled the issues of how to incorporate societal and cultural challenges
such as gender inequality, child and domestic abuse, and the stigma of help-seeking in the realm
of training practitioners themselves and the delivery of services.

Significance of the Study

Through this study, I will contribute to the mental health field in KSA, by adding to the
scholarly research a current understanding of marital and family therapeutic practice in KSA. A
previous study on KSA explored the school counselor role (Al-Ghamdi, 2010), yet no previous
studies have examined the perceptions that other mental health professionals have about their
understanding of MFT and the therapeutic interventions delivered to children, couples, and
families. The aim of this study was to reach a consensus from mental health professionals on the
current professional standard of practice in the delivery of relational therapeutic interventions
and the barriers against the practice. This knowledge will be substantial for understanding the
cultural and societal challenges to the marriage and family therapy profession that are significant
to the Saudi context to identify possible solutions.

This study identified possible solutions to improving the practice of implementing

effective marital and family therapeutic practice in KSA, by exploring how those who identify



themselves as MFTs practice and other mental health professionals perceive the practice. A
deeper understanding was also identified relating to what the MFT field is composed of in KSA.
As aresult, training will improve by having a better understanding of priorities required to
graduate informed mental health professionals who are competent in the realm of marital and
family therapeutic interventions, which will help in recruiting better advocates of the services
that MFTs offer. Furthermore, improving the practice is feasible when the knowledge about the
barriers to interventions and training becomes available. The findings will be helpful in adapting
and improving interventions to clients and families dealing with specific family health concerns
such as domestic violence, child abuse, divorce, empowerment of women, children, and elders.

The findings of this study may help improve policy and decision making by
understanding expert consensus on these issues. The consensus of the experts will help in setting
a current standard of what the practice of marital and family therapeutic intervention entails as
well as standards for training in KSA that will contribute to regulating the current chaotic
practice of training and interventions that have been provided by unqualified practitioners.
Reasons for Undertaking the Study

Based on the current needs to improve mental health services in KSA, and as a Saudi
MFT doctoral researcher, I acknowledge the importance of establishing more rigorous training
for the future generation of MFTs in KSA. In addition, as a Saudi therapist who has been
receiving my education and training in the United States, and who has experienced clinical
practice in both worlds, I seek to investigate areas that will benefit and improve the practitioners

serving children, couples, and families in KSA.



As an MFT, | am interested in implementing effective training of mental health
professionals, specifically for those working with children and families. Defining the training
requirements and competencies in working with relational concerns in KSA will clarify and
support any request to recognize the field of MFT in the future as a profession that will be
recognized in the country, as well as by major accreditation bodies such as the Saudi
Commission for Health Specialties (SCHS).

Purpose of Proposed Study

The intent of this modified Delphi multiphase mixed method study is to understand the
current status of couple, marital, and family therapeutic practice in KSA. There were two phases;
the first phase consisted of two online surveys. The first survey was directed toward mental
health professionals (MHPs) and inquired about their current perceptions and competencies
about the practice of marriage and family therapy in KSA; the second survey was directed
towards psychotherapists/MFTs and explored their perceptions about the present state of training
and supervision satisfactions and personal proficiencies. The two surveys were followed by two
rounds of a Delphi study that sought out experts' opinions and consensus about the current status
of the professional standard of practice, context specific barriers to training and practice, and
recommended solutions.

The objectives of this study are as follows: (a) to identify assumptions of what mental
health professionals understand about marital and family therapeutic practice in KSA; (b) to
gauge practitioners own competencies about delivering interventions for relational concerns; (¢)

to assess and identify the needs for professional standards and training requirements; (d) to



identify societal/cultural context-specific challenges to practicing with couples and families; and
(e) to identify solutions to improve the practice.
Theoretical Framework

The Saudi psychotherapist goes through a process of negotiating the uncertainty of
implementing theoretical knowledge that is considered imported from the West; these
interventions are delivered in a context where few resources and research exists demonstrating
its effectiveness in an Arabic and Islamic society. The development and growth of the practice of
therapeutic interventions for marital and family concerns in KSA are not exempt from
negotiating the multiple interactions and different influencing factors. Urie Bronfenbrenner's
ecology of human development theory and the cultural adaptation framework guided the
rationale for this study (figure 1.1), illustrates the conceptualization further.

The ecology of human development perspective revolves around going beyond direct
observation into uncovering multiple interactions in various setting, with different aspects of the
human's environment (Bronfenbrenner, 1977). This study draws from the successive levels of
structure for the ecology of human development theory to delineate marital and family
therapeutic practice in KSA. It is useful in conceptualizing the current understanding of the
practice and to considering the different interactions with the education that practitioners get
expose to in training sites, work sites, and other contextual factors that are drawn from the

societal, cultural, and regulations of the professional's standard of practice.

Bronfenbrenner (1977) describes four successive structures contained within each other;
they are as follows: microsystem, mesosystem, exosystem, and macrosystem. Also, the last

added level to the ecology of human development theory is chronosystem (Bronfenbrenner,



1986). Moreover, the framework of cultural adaptation (Bernal, Bonilla, Bellido, 1995; Bernal &
Saez-Santiago, 2006) is an essential lens to consider in that this framework aims to establish
culturally sensitive interventions with ethnic populations. My goal is to utilize this framework to
understand the processes of adaptation that needs to occur for relational therapeutic interventions
to be implemented with an adequate professional standard of practice in a non-Western context.
The eight elements are as follows: language, persons, metaphors, content, concepts, goals,

methods, and context (Bernal, Bonilla, Bellido, 1995; Bernal & Saez-Santiago, 2006).

The cultural adaptation framework by Bernal, Bonilla, and Bellido (1995) and Bernal and
Saez-Santiago (2006) investigation to delineate more about how psychotherapists in non-Western
countries, such as in KSA, handle the practice of marital and family therapeutic interventions,
and what specific elements need particular adaptation. Many areas require further exploration
regarding what specific barriers exists that prevent implementing therapeutic interventions to
couples and families in a non-Western setting. Given the fact that professionals are exposed to
imported knowledge, models and interactions that were developed in an entirely different
societal context, and are delivering what they have learned in a context that may be hostile to the
approach and a culture that mistrusts therapy.

Ecological Paradigms and Cultural Adaptation Elements

The ecological paradigms are useful to conceptualize the relationship of Practitioners and
the Marital and Family Therapeutic Interventions (PPMFTI) with other influencing factors. For
this study, at the core of the ecological development paradigms exist the practitioners and the
PPMFTI, and their developmental process is demonstrated as follows: at the microsystem level,

the practitioners' own understanding of the practice informed by their own beliefs and



experiences of the practice; at the mesosystem level, direct influence on the practitioners
interactions with different systems; at the exosystem level; indirect influence on the practice due
to interactional influences not necessarily linked to the practitioners; at the level of macrosystem,
their development interaction with the existence of embedded influential factors that are found in
the environment; and at the chronosystem level, is the existence of the development that are yet
to be achieved depending on the transitions that will be taking place in the future. In all of the
coming further elaboration of the different levels and paradigms of the ecology of human
development theory, the developing person represents what this study refers to as the PPMFTI.
The first level of the ecology of human development theory is the microsystem.
Microsystem relates to the immediate setting that the developing person's interact with
(Bronfenbrenner, 1977). Two elements of a cultural adaptation are that the person and goals are
present in close interaction with the practice of marital and family therapeutic intervention. The
person element refers to the dimension of client-therapist relationship (Bernal, Bonilla, &
Bellido, 1995; Bernal & Saez-Santiago, 2006). In this study, the person (practitioner) elements
and client (the practice of marital and family therapeutic intervention) indicating the role of
ethnic, racial, and cultural similarities and differences between the therapist and the client. The
role of the practitioners delivering marital and family therapeutic interventions is essential to
explore, regarding what the expectation of an Arab and a Muslim psychotherapist. Previous
studies indicated that Arab clients/families expect the role of the therapist to be one of a teacher
and take an authoritarian role (Abu Baker, 2003; Al-Krenawi & Graham, 2000; West, 1987).
Moreover, the element of goals refers to an agreement between therapists and clients on

the goals of treatment (Bernal, Bonilla, & Bellido, 1995; Bernal & Saez-Santiago, 2006). There
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are many assumptions of Western marital and family therapeutic interventions that do not fit well
with a Saudi context. Client goals in Saudi may directly conflict with a Western approach,
especially when considering issues with strong values attached including sexuality, child and
adolescent behavior, and gender roles and norms. How practitioners maneuver these different
goals, are sometimes central to the assumptions of the model of Western approaches, and in
Arabic and an Islamic strict society need further exploration.

The second level of the ecology of human development theory is the mesosystem.
Mesosystem refers to the interactions of different situations or settings that the developing
person is surrounded with (Bronfenbrenner, 1977). The third level is Exosystem, which refers to
formal and informal interactions with settings that influence the developing person
(Bronfenbrenner, 1977). The fourth level is Macrosystem,; it refers to "blueprints" and patterns
that encamp knowledge of cultural, societal, ideological beliefs, economic situation, and legal
system and other manifestations (Bronfenbrenner, 1977). In those three described parameters of
the ecology of human development theory, two elements of the cultural adaptation are present,
which are the methods and context.

The element of methods refers to therapeutic procedures implemented to help clients to
reach goals of treatment (Bernal, Bonilla, & Bellido, 1995; Bernal & Saez-Santiago, 2006). The
element of the method also applies to the practice of marital and family therapeutic intervention
as well, how the training of delivering the relational intervention is provided. One example
occurs with gender segregation, how are practitioner trained to fulfill interventions to couples
and families when different gender interactions are restricted in educational and work settings at

times. Another example would occur with self-of-the-therapist work, which requires practitioners
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to explore their family-of-origins and personal lives. Self-of-the-therapist work needs to happen
in a culturally appropriate way, given that practitioner comes from a culture that values keeping
the personal matter private.

The element of context refers to client's changing context, such as acculturation stress,
migration history, and country of origin, economic, political, and social context (Bernal, Bonilla,
& Bellido, 1995; Bernal & Saez-Santiago, 2006). It is essential to consider the context of the
practice of marital and family therapeutic intervention, in which considering access to power
dynamic in the couple's relationship, gender equality, gender roles, and family members
hierarchy in the relationship.

The last level is the chronosystem, which refers to the passage of time and cumulative
effects on the developing person, and it includes the developmental transitions (Bronfenbrenner,
1986). This parameter fits very well with these study goals of generating solutions for the
barriers, those solutions will be generated through a step-by-step plan indicating the needed
developments which will have articulated sequence and transition of growth that need to take
place for the practice of marital and family therapeutic interventions to be at its optimal
effectiveness in KSA.

The remaining elements are language, metaphors, content, and concepts, which revolve
throughout the different levels of the ecological human development theory. Language is
explained regarding treatment delivery to the target population (Bernal & Saez-Santiago, 2006).
Also, it is essential for treatment delivery to be established using culturally syntonic language

(Bernal, Bonilla, & Bellido, 1995). Arabic is the spoken language in KSA. Therefore; education,
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training, and future development need to make resources more available in Arabic and the
translations' of resources to be more syntonic to the culture.

The metaphors element is the category that refers to shared concepts and symbols
(Bernal, Bonilla, Bellido, 1995; Bernal & Saez-Santiago, 2006). Dwairy (1997) discusses that
non-Western clients bring forth imaginative experiences that need not be treated as pathology
since clients describe their concerns in physical and metaphoric manner. Viewing metaphoric
language as a way to understand descriptions of the concern may require closer attention in
training Arabs and Saudi psychotherapists.

Moreover, since the Arabic language is very rich in metaphors, practitioners in training
will benefit from exploring the use of religious and cultural sayings. Symbols that are full of
constructive messages about parenting and marital relationships. Moreover, practitioner's training
need to be attentive to cultural and societal deconstructive metaphors that encourage abuse and
devalue women as well as the idea of equalities in the marital relationships.

The content element refers to knowing about cultural values, customs, and traditions of
the ethnic and minority in the population; as well as to incorporate it into assessment and
treatment planning (Bernal, Bonilla, & Bellido, 1995; Bernal & Saez-Santiago, 2006). When
clients and therapists share the same background, the content dimension of understanding
cultural values and tradition concerning the content is less important (Bernal, Bonilla, & Bellido,
1995). As an Islamic country, KSA draws its principals from the teachings of the Quran (holy
book) and the Shari'ah (Islamic law) (Office of the Royal Embassy of Saudi Arabia, 2013).
Despite the fact that almost all practitioners are familiar with the basic Islamic teachings in KSA,

specific attention might necessitate adaptation to working with different degrees of religiosity,
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varying practice of adherence to traditional and, societal customs which requires attention in the

training of practitioner dealing with relational cases.

1-What are the current 2-What are the perceived 3-What are the needed steps
understandings of mental barriers in the context of for the future of the practice of
health professions about training and in the context of martial and family therapeutic
martial and family therapeutic carrying out marital and family intervention delivery in KSA
intervention practices? How therapeutic intervention and what are the
competent do they perceive practices? recommended solutions
themselves to be in carrying needed to overcome these
out ipterventions for Macrosystem identified barriers?
relational concerns?

Exosystem

Mesosystem

Microsystem

v

P+ PMFTI Chronosystem

Persons & Goals

e Language, Metaphors,
Content, Concepts

Methods & Contexts ~_

P+PMFTI= Practitioner & the practice of Marital and Family Therapeutic Intervention

Figure 1.1: Combined Theoretical Conceptual Map

In viewing the content of training in a non-Western context, it will be helpful to
understand the recommendation of adequate training regarding what specific content needs
consideration in the training of Saudi practitioners working with couples and families; plus, the
usual standard training curriculum. For example, how to prepare practitioners to work with client

hesitation in sharing personal information with a stranger, how to work around specific cultural
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customs regarding the presence of male guardianship of women (muhrum), and how to address
culturally sensitive issues such as gender segregation.

The concept element refers to the way of conceptualizing and communicating concerns
with clients (Bernal, Bonilla, & Bellido, 1995; Bernal & Saez-Santiago, 2006). According to
Bernal and Saez-Santiago (2006), congruency between culture and concept is essential in that the
theoretical models are attuned to the client's culture in understanding and communicating the
problem to foster treatment efficacy. Congruency to the culture is of particular importance in
KSA as the Saudi society is conservative and patriarchal, which stands in stark contrast to many
Western societies, where concerns about gender including equality, resources, power, roles, and
responsibilities are taught overtly in training programs. In Saudi society, this issue should be
approached with more caution and sensitivity towards traditional cultural views.

Regarding training, one can speculate that if the Western model is delivered to trainees
without addressing how applicable concepts fit with Islamic principles and cultural norms,
problems will then inevitably occur, and these problems may end up sabotaging the training in its
entirety. For example, Daneshpour (2012) draws attention to how equality in gendered
relationships from an Islamic perspective, is viewed, as although men and women are equal in
Islam, each have different roles and responsibilities which are to be treated as complementary to
one another and not based on superiority or inferiority.

The ecology of human development theory and the cultural adaptation elements offers a
framework that will help to illustrate the current practices, different factors contributing to
hindering the development of the practice of marital and family therapeutic interventions.

Further, the combination of those two frameworks will be a great asset in clarifying the needed
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adaptation regarding transferring professional cross-cultural standards of practice and training of
practitioners working with couples and families from a Western context to a non-Western
context.
Research Questions
The main research questions guiding this study are illustrated in figure 1.2, the questions are as
follows:
1-What are the current understandings of mental health professionals about marital and
family therapeutic intervention practices? How competent do they perceive themselves
to be in carrying out interventions for relational concerns?
2-What are the perceived barriers in the context of training and in the context of carrying
out marital and family therapeutic intervention practices?
3-What are the needed steps for the future of the practice of marital and family
therapeutic intervention delivery in KSA and what are the recommended solutions
needed to overcome these identified barriers?
Definition of Terms as Used in the Study
In the context of this study, the following terms are defined as follows:
Mental Health Professionals: refers to professionals from many disciplines involved in the
delivery of mental health services. They include psychotherapists, clinical psychologists, marital
and family therapists, counselors, and clinical or medical social workers. Also, medical doctors
such as psychiatrists and family medicine physicians who deal with mental health concerns, are

also among the mental health professionals in this study.
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Family Therapy: refers to the psychotherapeutic approach of treatment that focuses on the
system as a whole and how events and patterns are connected. It aims to bring change to the
whole system or part of it to make shifts and shift problematic patterns.

Marriage Therapy: refers to an approach to treatment that targets the couple as a system. Its
various theories range from exploring the family of origin and implementing different strategies
that aim to help couples reach understanding and healthier pattern of interaction.

Marital and Family Therapist: refers to professionals who have obtained degrees and training
in MFT. They practice with the notion of interconnectivity of the parts of the systems, by
influencing at least one part of the system that will affect the other parts.

Marital and Family Therapeutic Intervention Practices: refers to techniques and strategies
that acquired from couple and family therapy concepts, theories, and modules that are utilized to
bring change to the system of the family. In the context of this study, the initial use refers to those
who are carrying interventions delivered to children, couples, and families that practiced by
those who have the academic and training qualifications, as well as practitioners with minimum
or no qualifications. The term is meant to be used with less description to elicit participants'
perception and beliefs about the topic.

Counseling vs. Therapy: counseling in Arabic means (/rshaad), which means advising and
guidance. Therapy (Alaij) refers to actions or strategies that are taken to produce healing.

A range of individuals from paraprofessionals to professionals can practice counseling. On the
other hand, therapy refers to actions that are carried out by professionals who undergo excessive
training and deliver interventions out of an informed best practice and evidenced-based treatment

bring more healing and change.
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Summary and Overview of the Dissertation

The increase attention given to the existence of relational concerns in KSA demands that
professionals who are practicing marital and family therapeutic intervention to have a clearly
articulated vision of the standards of professional practice and training. It is essential to
understand the current perception of what is known about the practice and the competencies
involved at present in delivering marital and family therapeutic interventions.

Experts’ opinion are critical in reaching consensus on what the current and ideal
professional standard, current training status, context barriers to training and delivery of
interventions, and identifiable feasible solutions; the previous studies have addressed the
existence of this problem. The current study articulated ways of overcoming barriers and
identifying solutions for reforming the standard of professional practice to training and
interventions that meet the needs of couples and families. This exploratory investigation is
critical since it takes into account the cultural and societal context specific barriers, and seek
experts to identify how to maneuver those obstacles that come from insiders.

Dissertation Organization

The remaining chapters are organized as follows: chapter two covers the first manuscript
titled: “Marriage and Family Therapy in Saudi Arabia: An Online Survey of Professionals’:
Perceptions and their training and practice.” Chapter three covers the second manuscript titled:
“Awareness and Preparedness of Mental Health Professionals in Saudi Arabia: Marital and
Family Interventions.” Furthermore, phase two of the study is covered in chapter four, which is

the third manuscript titled: “Professionals Training and Services in Mental and Social Health in
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Saudi Arabia: A Modified Delphi Study.” The dissertation concludes with the conclusions,

implications, and future work.
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the future development of effective
marital and family therapeutic practice.
Moreover, the goal of this question is to
determine what solutions needed to
improve interventions to specific
family health concerns and to improve
policy and decision making in regard to
mental health standard of professional
practice in providing care for couples
and families.

Figure 1.2: Research Questions, Goals, and Linkage to Concepts of Ecology of Human Development

Theory & Cultural Adaptation
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CHAPTER 2: MANUSCRIPT I
Marriage and Family Therapy in Saudi Arabia: An Online Survey of Mental Health

Professionals’ Perceptions of their Own Training and Practice

ABSTRACT

This research focuses on the emerging profession of Marriage and Family Therapy (MFT) in the
context of Saudi Arabia. There is a lack of literature on MFT and the training of psychotherapists
and family interventionists in this country. Data gathering was conducted via two online surveys,
with 221 mental health professionals in the first survey, and 147 in the second. The findings of
the first survey generated themes describing mental health professionals understandings of MFT
and identifying their views of the core concerns that MFTs handle. Results show that while 49%
agreed that there are inherent global conflicts between the mental health practices between the
East and the West and that there is great deal of misconceptions in MFT practice. The second
survey provides insight into the current training, supervision, psychotherapists and MFTs
perceptions on their personal proficiency, and common used theoretical orientations of MFTs in
Saudi Arabia. A number of recommendations are provided that will improve the skills and

competencies of mental health providers in Saudi Arabia.

25



Introduction

Little is known about the practice of delivering mental health care specifically to couples
and families in the Kingdom of Saudi Arabia (KSA). Due to well-documented marital and family
difficulties in the country (Afifi, Al-Muhaideb, Hadish, Ismail, & Al-Qeamy, 2011; Al-Eissa &
AlMuneef, 2010; Bohlaiga, et al., 2014; Edoseri, Tufts, Zhang, & Fish, 2014; Fageeh, 2014;
NFSP, 2013; Tashkandi & Rasheed, 2009), it is important to incorporate the Marriage and Family
Therapy (MFT) profession into mainstream mental health care in KSA. There have been several
studies/publications in varying countries related to MFTs working with Muslims or Arab
populations including those living in Western countries. These Muslim majority countries
include Iran (Moghadam, Knudson-Martin, & Mahoney, 2009; Khodayarifard & McClenon,
2011), Pakistan (Naeem, Waheed, Gobbi, Ayub, & Kingdon, 2011), and Turkey (Ozerdem, Oguz,
Miklowitz, & Cimilli, 2009). While these studies may inform implementing MFT in a
predominantly Muslim society, there are many differences between varying Muslim countries,
such as languages spoken, variety and types of expressions of culture and customs, and other
historical and political differences that shape the experience of Muslims and Arabs across the
globe. In this study, I specifically describe the state of MFT in KSA.

KSA was unified and established in 1932, and it is located in Southwest Asia (MOFA,
2015). The official religion of the country is Islam (The Saudi Embassy, 2015). Moreover, KSA
has 13 provinces (MOFA, 2015), and each of these provinces represents a slightly different
cultural context, such as different dialects and cultural customs. KSA population is 29.196
million; slightly more than thirty percent of the population are less than 15 years old (WHO,

2013).
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The increase in oil prices that took place in the mid-1970s leads to a significant growth in
the country's economy (MOFA, 2015). This sudden and rapid economic growth along with
globalization have had a substantial impact on the Saudi families as a whole including strains in
marital relationships (Al-Khateeb, 1998; Pharaon, 2004). MFT as a profession does not exist in
KSA at this time, yet it is needed and as a result, it is delivered in some format to families and
couples. However, because of the lack of existence of a formal profession, MFT is unregulated
and practiced with few guidelines and little monitoring.

Specific Needs for Marital and Family Interventions in KSA

Mental health concerns for adults and children, addiction, domestic violence, and other
chronic conditions come with relational components that affect the lives of individuals, couples,
and families. Those mentioned concerns and others place a toll on Saudi families when those
challenges exist in a context lacking proper resources to ameliorate these concerns. The good
news is that MFT have been shown to be effective in intervening with many of these problems
(Sprenkle, 2012).

Adult Mental Health Concerns. A number of mental health concerns exist within a
family context. For example, family difficulties are listed as one of the reasons that drive
individuals to use more substances, and this overall has implications for family relations (Koenig
et al., 2013; Albrithen, 2006; Bassiony, 2013). Clients with chronic drug addiction; as well as,
those with chronic psychiatric disorders stay longer than expected in treatment when families
refuse to take them home (Al-Habeeb & Qureshi, 2010; Al-Zahrni, Al-Qurni, & Abdel-Fattah,
2013). Furthermore, clients with chronic illness who do not receive proper interventions can

cause strain on the entire family system. This works both ways; for example, children who are
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terrorized by their parents manifest as children with chronic illness (Elarousy & Al-Jadaani,
2013).

Other mental health conditions are associated with gender and the role of women in
families. For example, a mental health condition that females in families encounter is Postpartum
depression (PPD), which has been associated in many cases with family and marital problems
(Alasoom & Koura, 2014; Al-Modayfer, Alatiq, Khair, & Abdelkawi, 2015). At times, PPD and
domestic violence (DV) coexist. Findings on females who screened positive for PPD reported
that 11% experienced family violence compared to 5% in those who screened negative for PDD
(Al-Modayfer et al., 2015).

Intimate partner violence is also a big problem for women in many countries. The World
Health Organization (WHO, 2013) estimates that in the region of the Eastern Mediterranean,
intimate partner violence toward females is about 37%. In a cross-sectional survey study in the
city of Jeddah with 2301 participants, findings indicate that there is 34% lifetime prevalence of
DV (Fageeh, 2014).

There is an overlap in studies examining DV, child abuse and neglect, and family
relationships. Elarousy and Al-Jadaani (2012) studied 60 children aged 12-18 years old. When
these children were asked if father hits mother in front of them; participants answered (21.7%
usually, 8.3% sometimes, and 11.7% rarely). When they were asked if the father yells at the
mother in front of them they responded (10% usually, 6.7% sometimes, and 6.7% rarely).
Although it is surprising that physical attack reports are higher than screaming, these numbers
indicate that DV and marital conflicts are witnessed by a sizable number of children and

adolescents in this study, which likely impacts their mental health.
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Child and Adolescent Mental Health. Reviews of the literature about children and
adolescent mental health concerns and family-related stressors in KSA indicates that prevalence
rates of mental health concerns of children and adolescents are slightly above 15% (Mahfouz et
al., 2009; Al-Gelban, 2009). Anxiety disorder is a commonly reported child mental health
disorder (Desouky, Abdellatif, & Salah, 2015; Al-Gelban, 2009; Al-Gelban, Al-Amri, & Al-
Mostafa, 2009; Mahfouz et al., 2009; Al-Gelban, 2007), while depression is also common (Al-
Haidar, 2003 ). Another diagnosis commonly given to children is related to intellectual disability
which constitutes 30% of all diagnoses (Al-Habeeb, Qureshi, & Al-Maliki, 2012). Desouky et
al., (2015) discuss the high prevalence of the mental health diagnoses among female adolescents
which are hypothesized to exist due to parents’ expectations along with parenting practices in a
conservative community such as KSA. Additionally, the high prevalence of child and adolescent
mental health concerns might have to do with the stress that is placed on the Saudi families due
to the societal and cultural transformation (Al-Gelban, et al., 2009; Al-Gelban, 2007).

Concerning risk factors for child and adolescent mental health in KSA, some research has
identified dysfunctional families, family conflict, and divorce and separation as possible stressors
and risk factors (Al-Haidar, 2003; Al-Habeeb, Qureshi, & Al-Maliki, 2012). Family disruptions
are associated with more behavioral and emotional health difficulties in children, not dissimilar
to other cultures. Moreover, other potential stressors faced include multiple marriages, financial
problems, residential problems, parenting, and academic concerns (Al-Habeeb, Qureshi, & Al-
Maliki, 2012). Other stressors on children include birth order, school type, father education, and
mother occupation (Mahfouz et al., 2009). In addition, some have reported that large family size

as a possible stressor (Jenahi, Khalil, & Bella, 2012; Al-Habeeb, Qureshi, & Al-Maliki, 2012), in

29



that families in KSA can be quite large ranging from 5.5 to 8.4 members (Salam, 2013). These
topics all warrant more study given that Abdel-Fattah et al., (2004) found no significant
association between child stress and number of siblings or birth order, nor parental education
level, and father occupation. The same study indicated that children with a working mother are at
higher risk for emotional and behavior disturbance symptoms (Abdel-Fattah et al., 2004).
Despite whether it is family size, mother’s occupation, or parental education these studies
indicate cases where familial issues are causing difficulties for children living in KSA and where
appropriate marital and family therapeutic interventions will help with these issues. Those factors
are reflecting the changes in the structure of the Saudi Arabian families and couple and marital
life that needs attention in delivering mental health care.

Since the 1990s there are reports and discussions of child abuse and neglect cases across
different regions of the country, and the prevalence of reported abuse started to emerge in more
recent studies (Elkerdany, Al-Eid, Buhaliqa, & Al-Momani, 1999; Al-Eissa, 1991; Al-Eissa,
1998; Al Ayed, Qureshi, Jarallah, & Al Saad, 1998; AlMadani, Bamousa, Alsaif, Kharoshah, &
Alsowayigh, 2012; Al-Eissa & Almuneef, 2010; Karthikeyan, Mohanty, & Fouzi, 2006; National
Family Safety Registry, 2010). These findings indicate that parents are to blame for child
maltreatment in 48.9% of the reported cases (Al-Eissa & Almuneef, 2010). In light of these
unfortunate realities and since children and youth constitute a high percentage of the population
in the country, interventions for parents and parent-child relations are needed including effective
MFT evidence-based practices. At this point, due to the lack of regulation of MFT and due to the
absence of a distinct MFT profession, not enough is known about these practices and whether

families are getting good quality care.
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Professionals’ Education, Training, and Satisfaction

Twenty-five years ago, Al-Mosharraf (1990) recommended in her dissertation study,
about the need to establish parental education and family counseling majors in Saudi universities
and to implement those services in the community. Twelve years ago, another dissertation study
explored the feasibility of introducing family therapy in KSA (Al-Bahadel, 2004). Nevertheless,
until the present day, there is only one diploma certificate degree in family counseling at Al-
Imam Muhammad Ibn Saud Islamic University, along with a few accredited workshops to train
marital and family therapy interventionists.

Regarding modality of care prescribed or recommended in previous studies and reviews,
there are few mentions of family therapy for children and adults (Alasoom & Koura, 2014; Al-
Habeeb, Qureshi, & Al-Maliki, 2012). There is almost no mention of couple therapy, and even
when a suggestion of family therapy arises, its implementation is unclear as to what exactly is
being referred to, since MFT practice and the MFT profession is not entirely understood and
established in KSA.

The literature on MFTs in KSA is also scattered. The few places in the literature that
discusses training and coursework in Saudi universities related to psychotherapy are for the most,
focused on counseling, psychology, and social work (review Koenig et al., 2013 for details).
While a number of studies have discussed the need to increase and develop more focused clinical
training in universities (Al-Bahadel, 2004; Almoshawah, 2005; Al-Habeeb & Qureshi, 2010; Al-
Shahrani, 2003; Bin Hussein, 2003; Koenig et al., 2013), there are few studies that explain or
explore what supervision or training modalities trainees undergo to develop clinical skills in any

mental health discipline. In one study that focused on satisfaction with training and supervision,
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Albrithen and Yalli (2013) reported on social workers in the Western region of KSA about their
views on the professional training that they received at work; 54.8% agreed that they are
expected to perform complex therapy tasks, yet their inadequate training hinders their role
performance. Similarly, Al-Shahrani (2003) indicates that social workers are dissatisfied with
their training curriculum found in universities in KSA. In another study of 100 mental health
counselors in hospitals in KSA, individuals indicated that they were overall satisfied with their
personal perceived effectiveness in delivering psychotherapy treatment, yet the study reported
that clients want more time during sessions and more staff available for them (AlMoshawah,
2005).

Purpose of this Study

From the above review, it is evident that there are many difficulties with mental health
services in KSA. While there are widespread mental health and family health needs, as in any
society, the training, delivery, and organization of mental health services needs more
development and refinement to ensure individuals, couples, and families are receiving effective
services. In particular, this study focuses on MFT in KSA and the need to launch the MFT as a
profession in KSA and to organize the standards for how these interventions are delivered and by
whom.

The aims of this current study are as follow: (a) explore the views and assumptions of
mental health professionals in KSA related to what MFT entails in terms of what it offer and
what hinders its practice; (b) to learn more about the supervision, training, personal proficiency,
and theoretical orientations of current psychotherapists in KSA, and how this training is related

to their current practice of MFT.
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Method

Two online-based surveys delivered by Qualtrics software were used for data collection.
The first survey targeted general mental health professionals in KSA (defined as any individual
working in the mental health field). One of the advantages of asking the mental health
professionals is that it targets a larger sample that captures the varied perceptions of the status of
the mental health as well as professional understanding of MFT.

The second survey directed specifically to psychotherapists and MFTs who implement
interventions in the form of psychotherapy working with children, individuals, couples, and
families in KSA. A survey methodology was determined to be the best approach to finding out
more about the beliefs and practices of mental health professionals who identify as MFTs in
KSA. Additionally, a survey of practicing psychotherapists and MFT interventionists is utilized
to capture the present status of training and practice. This type of methodology has been
previously used in conducting similar research (e.g., Nelson and Allred, 2005). The first survey
was distributed six weeks before the initiation of the second. The surveys administration time
lasted 9 and 15 weeks respectively. The second survey encountered technical difficulties;
therefore, it was maintained online for a longer duration of time and participants were asked to
use computers instead of mobile devices. The Institutional Review Board of Michigan State
University approved this research.

Participants

The first survey had 315 and the second 226 respondents, who began the survey and 221

and 147 participants who completed the surveys (see Table 2.1). Two participant responses were

excluded from each survey due to participants failing to meet the inclusion criteria of being a
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mental health professional in Saudi.
Procedures

The survey questions were derived from literature and the researcher’s personal
observations and experience in clinical work and training in both the USA and KSA. Each survey
took 12-15 minutes to complete. Moreover, the surveys were available in two languages. To
ensure the surveys had content validity regarding the clarity of the content and what each item
aimed to assess, four graduate students reviewed each survey. Half of the reviewers were
bilingual in English and Arabic and were also asked to evaluate the accuracy of the translation.
Changes to the surveys were made based on the communicated feedback.

Participants were recruited for both surveys through KSA social media, such as Twitter,
LinkedIn, and Facebook. In addition, some email invitations were sent to recruit professionals
who are less active on social media. Flyers were designed to attract potential participants. The
advertisements on social media acted as word of mouth and created ripple effects as to the
number of respondents interacting with the surveys. As recommended by Dillman, Smyth, and
Christian (2014), some strategies were utilized to increase the response rates such as revealing
the number of respondents on a weekly basis. Additionally, study flyers were placed in hashtags
that might attract known potential participants, tweets to accounts of main mental health events
and key professionals utilized as a recruitment strategy. Incentives in the form of $10 electronic
gift cards were provided and were sent to each participant upon confirmation of their
participation completion.

In addition to gathering demographic characteristic, participants were asked

dichotomous, Likert scale, and closed-ended questions in both surveys. The first survey utilized
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open-ended questions to explored mental health professionals understandings of marriage and
family therapy, concerns or diagnoses that require intervention. Moreover, a dichotomous
question was used to determine to what extent mental health professionals believe that there are
inherent conflicts between the Western practice of marital and family therapeutic interventions/or
psychotherapy and the Saudi culture and customs, and followed by open-ended questions to
identify those inherent conflicts.

The second survey explored the views of both psychotherapists and MFT interventionists.
The inquiry asked several questions including, a dichotomous question about training in KSA
versus abroad, a checklist of the types of supervision received, and Likert scale questions about
the degree of satisfaction with the clinical training experienced before working independently
with clients, another Likert scale questions about the participants personal proficiency working
with each populations (individuals, children, couples, families), and what theoretical orientation
they delivered with good proficiency. Furthermore, the second survey used closed-ended
questions to explore the present needs for training of psychotherapists and MFTs in KSA to
deliver interventions with proficiency to children, couples, and families in KSA.
Data Analysis

SPSS version 23 was used to obtain descriptive statistics on demographic characteristic
and Likert scale questions. Thematic qualitative text analysis of the qualitative data was
conducted using MAXQDA 12; which is a qualitative coding system software. Thematic
qualitative text analysis is one of the basic methods of qualitative text analysis (Kuckartz, 2014).
Qualitative responses for each of the open-ended questions were read and highlighted similar

statements with color codes and initial coding and memos. Next, those initial codings were
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retrieved and reviewed, and that lead to the development of the main thematic categories and
their subcategories. Moreover, passages were reread line-by-line in addition to utilizing the color
codes activation feature, and the word search was used on the data browser to review further
codes and make modifications when needed.
Questions that had short answers were analyzed using word-based techniques. Kuckartz
(2014) describes that qualitative content analysis offers an interpretive kind of analysis on which
is based on human understanding, classifications, and interpretations. Responses to guiding
theories were grouped based on pre-determined classifications. Word count was used utilizing
the MAXQDA options of retrieving word frequency.
Results

Participant Demographics

Survey I demographics. Two hundred and twenty-one mental health profession completed
part or all of the questions on the first survey. The participants reported belonging to one of the
following age group: 22% for (36-40) years old, 21% for (31-35) years old, and 19% for (25-30)
years old. The gender division among the participants is 55% female respondents and 45% male
respondents. Regarding the current work setting 38% identified working in a medical setting.
The larger majority of the participants reported holding bachelor's degree represented by 42%.
Almost more than half of the participants have psychology background as reflecting by 32.5%
identified themselves as psychologists and 21.5% identified themselves as clinical psychologists.
Only 6.5% identified themselves as MFT.

Survey II demographics. One hundred and forty-seven psychotherapists and MFTs

responded to all or some of the questions regarding the present situation of training and
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supervision in KSA. Twenty-eight percent of the respondents reported belonging to (31-35) age
range group, and it is the largest age group in this survey. There are slightly more male
participants 53% compared to 47% female participants. There is a relatively equal division of
reported degree level: 44% (N = 46) reported holding a bachelor’s degree and 43% (n = 45)
reported holding a master’s degree.

Moreover, similar to the first survey, participants reported at times more than one
professional job title; therefore, current work settings were not asked for survey two since similar
to survey one participants will be working in more than one setting. The largest segment reported
their professional job title as mental health counselors by 26% and clinical psychologists by
25%, in addition those who identified as others indicated that they are assistant psychologists.
Moreover, only 5% identified themselves as MFT (see Table 2.1 for more details about the
frequency and demographic for both surveys). About one-fifth of trainees received their training
outside of KSA while the rest received their training in KSA. Moreover, participants were asked
if they offer any online psychotherapy. The findings indicated that the majority, 83% do not offer
any on-line services and only 17% reported that they do provide on-line psychotherapeutic
services.

Findings from Survey I: Mental Health Professionals Survey

The results of the first survey responses from the mental health professionals fill in the gap
in these three areas: meaning of “marriage and family therapy,” concerns or diagnoses requiring
marital and family therapeutic interventions, and conflicts around the practice of marital and

family interventions in KSA.
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Table 2.1

Frequency and Percentages for Participant Demographics

First Survey Second Survey
n (221) n (147)
n % n %
Age Group
21-24 25 12 7 6
25-30 39 19 28 24
31-35 45 21 32 28
36-40 47 22 20 17
41-45 25 12 13 11
46-50 11 5 8 7
51-55 11 5 5 4
56-60 6 3 2 2
<61 1 5 - - -
Gender
Male 91 45 56 53
Female 112 55 50 47
Current Work Setting
Academic Institution 37 18 NA NA
Medical Setting 83 38 NA NA
Private Practice 17 8 NA NA
Private Nonprofit Agency 7 3 NA NA
State or Community Agency 50 23 NA NA
School Setting 16 7 NA NA
Others 11 5 NA NA
Degree Level
Ph.D/PsyD or equivalent 44 23 13 13
Master’s degree 57 30 45 43
Medical degree 8 4 NA NA
Bachelor’s degree 79 42 46 44
Diploma 2 1 NA NA
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Table 2.1 (Cont’d)

Professional Job Title or

Specialization

Marriage & Family Therapist 13 6.5 6 5
Clinical Psychologist 43 21.5 29 25
Medical Social Worker 8 4 10 9
Clinical Social Worker NA NA 5 4
Mental Health Counselor 9 4.5 30 26
Psychiatrist 33 16.5 5 4
Psychologist 65 325 NA NA
School Counselor 7 3.5 NA NA
Family Medicine Physician 1 .5 NA NA
Social Worker 10 5 13 11
Others 11 5.5 18 16

Note. NA = Not applicable. Some of the categories will add up to more than 100% due to working in
more than one setting, or holding more than one job title/specialization.
? No participants found for over 60 years old.
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Meaning of “marriage and family therapy.” One hundred and ten statements generated
by participants who answered the open-ended question to describe their perceptions of the
meaning of “marriage and family therapy.” There are five emerging themes related to this
inquiry: Conceptualization of what is MFT, concerns that necessitate the therapeutic
interventions, goals and aims of the therapy, procedures of MF'T, and significance and
importance. Those themes illustrate the perception of MFT by mental health professionals in
KSA (see Table 2.2-2.6 for excerpts illustrating the five themes).

Conceptualization. This theme references to ideas, information, or bits of knowledge of
how MFT is understood and what theories explain it, as well as the core emphases and references
made about how it is viewed. The conceptualizations included references that were made
regarding understanding MFT as associated with theories and models, and what it focuses on,
and the use of counseling as a synonym term attached to MFT in the participants’ descriptions in
this study.

Overall, theories and models have the largest description associated with the
conceptualization theme where participants describe models and assumptions responding to what
MFT means as a practice and what theories constitute its makeup. Moreover, from the
descriptions of how participants in this study conceptualize MFT, there is an appearance of a
focus on the dynamic of the family relationship as a holistic and systemic approach. Moreover,
there is an emphasis on patterns of how family members related to one another. Further, the use
of the word “counseling” as a cross-referenced to MFT is documented as a synonym, with only
one exception, where one participant was indicating that it is higher than counseling. It is

important to note that the word “counseling” means guidance and giving advice that might have
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cultural specific implications (see Table 2.2).

Concerns. Several concerns were raised related to MFT practice especially related to two
sub-themes: marital and family relational concerns. The marital relation concerns reported by
the participants: marital discord, marital challenges, marital burden, marital agreement, marital
compatibility, marital understanding, and marital differences in personality and communication.
There are many references to couple incompatibility and disagreement throughout the responses
that discussed concerns that necessitate MFT. Besides partner relationship difficulties, family
relation concerns are described as follows: family relation, challenges, stressors, disputes,
disturbance, method of communication, and defects in communication. Also, it refers to
problems among the members, and difficulties concerning other family members experiencing
psychological concern. When participants described concerns, those concerns are often
connected with how the concerns addressed through goals and aims of MFT. (see Table 2.3 for
excerpts of the second theme).

Goals and aims of MFT in KSA. This theme has the highest description of how MFT is
understood by participants. Participants described their views of the objectives of MFT and
described these objectives as the actions that therapists need to do, and/or processes that clients/
families/couples need to enter into in order to restore, improve, raise awareness, gain the ability,
teach, guide, acquire, and rebuild. Another goal of MFT and the one most endorsed was the
answers that refers to providing solutions and helping families to overcome life challenges.
Moreover, several participants considered solving as reforming and correcting. Participants also

viewed MFT as focused on achieving specific types of results. They saw MFT as a process that

41



Table 2.2

First Theme:Conceptualization for the Meaning of MF'T

Excerpt for Conceptualization for the Meaning of MFT: Theories/Models, Focus & Counseling

Theories/Models
Family systems interventions with couples and families

A form of psychotherapy, which means treating marital and family problems using specific scientific
theories and specific techniques

Helping people from and within a system context

Enforcement of intellectual and behavioral therapeutic approaches for the treatment of family
members or couples by practitioner who received training and mastered it, and is qualified in family
or marital therapy

Psychological therapy that deals with the problems of the family and the couple

It is possible for the therapist under this path of psychotherapy follow the psychological therapeutic
approaches such as analytical or cognitive or cognitive-behavioral or other known theoretical
frameworks

Thoughts and behavior modification

Focus

...understand the internal relations, or relations and problems between any family member with the
other family members

The dismantling of unhealthy patterns of interaction between family members

Trying to distinguish faulty patterns in the dynamics of relationships in particular household and to
try to modify it to become more effective

Treatment of family members in a holistic manner to help them overcome the crises and problems
Treatment of the dynamics of the family as a whole among its members

... deal with the case in the field of family as a system and not as an individual, as the case in
psychotherapy

Develop a clear picture about marital life and its problems and clarify solutions to the particular
situation
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Table 2.2 (Cont’d)

Counseling

Is higher than just counseling

» Counseling treatment sessions

Family Counseling
« counseling advises

« Provide counseling

Treatment through best practices in counseling

« ... within a framework of a psychological counseling or a social one
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Table 2.3

Second theme of the Meaning of MFT

Excerpt for Concerns: Marital Relation & Family Relational Concerns

Marital Relation

« Solving problems among the couple and trying to understand the dynamics of the relationship and its
psychological complications

« ...marital compatibility or understanding, and the ability to express positive feelings

« Mean any case that have problematic maladjustment in their relationships functions and methods of
communication and relating on the level of couples and how their differences are reflected on the
children, in addition; to the differences in their personalities as partners and their ways of
communication and understanding

« Solving marital discord

« Rehabilitation of both sides of each circumstances and challenges they may face during their
marriage and also rehabilitation for wife for life circumstances and marital burdens that she faces in
her married life as well as the rehabilitation of the husband to bear the burdens in life and

management of his marriage and especially financial matters

Family Relational Concerns
« Addressing individual's psychological dysfunction through rebuild the whole family dynamic and
help each and everyone knows how to relate to one another without over demanding or over
controlling. It's a clinic where the family might get to know each other truly for the first time. It's a
clinic of team work that may include a child, teen, adult, and elder

o ...problems that hinder healthy family relationships

 Treatment of family disputes to ensure happiness and health of the family members, whether to stay
together or to separate

 Treatment for troubled family relationships that began because of defects in communication
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is a vehicle to reach healthy and positive relationships, help with coping and adaptation, and
achieve family stability (see Table 2.4).

Also, MFT importance is demonstrated by some of the participants indications that it
necessitates more consideration, that it is nonetheless limited in the society, and that it is a
delicate specialization and in demands for a legal procedure to be in place upon all intruders. In
the participants descriptions about their understanding of MFT they indicated its significance and
importance. Participants descriptions of the meaning of MFT demonstrated its importance by
plainly stating that it is important, and some participants included terms or descriptions that
signal the necessaries of the MFT and further described its benefits such as economic gain and
for the society productivity. Also described MFT as a practice that had the potential to provide
additional indirect benefits such as its prevention benefits for a more secure generation (see
Table 2.5 for excerpts of the fourth theme).

Procedures of MFT practice. Descriptions of the understanding of MFT also described
its procedures. Participants viewed the process as crucial, and some described who gets involved
in the therapy. Finally, participants discussed the training and skills required to do an effective
family intervention. They were concerned that many unqualified individuals were engaged in this
practice and that this was of concern in that MFT practice involves non-professionals (see Table
2.6 for excerpts of the fifth theme).

Concerns or diagnoses requiring marital and family therapeutic interventions. The
second area regarding MFT, participants were asked: “In your opinion, what concerns or

diagnoses require marital and family therapeutic interventions?” One hundred and four
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Table 2.4

Third Themes of the Meaning of MFT

Excerpt for Goals & Aims of MFT in KSA: Objectives, Solving/Solution/Overcoming, & Results

Objectives

« The ability to help spouses and family in solving their problems in ways that are professional and
specialized which help them acquire special skills to adapt and modify the difficulties that they face

« Treatment of family members in a holistic manner to help them overcome the crises and problems
and build adaptive communication skills and handling one another in a healthy manner .. etc

Solving/Solution/Overcoming

 Family therapy helps to provide solutions for communication, resolving disputes, and form positive
relationship between the family members through a directed method /Marital, aims to form a positive
relationship between the couple and deals with all matters relating to the couple own medical,
mental, social health, and other within a framework of a psychological counseling or a social one

« Reform between the two individuals for the sake of preserving the marital relationship and address
the problems that hinder family members relationship

Results

« Marital and family therapy is a therapeutic intervention that targeted family members to help them to
understand each other and improve their ability to show their feelings and their needs properly and
improve their communication with one another in order to make a positive change in the relationship
and among them

« Family reaching stability and better understanding of the problem and it open new horizons for them
to find solutions that suit them to reach their desired goal
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Table 2.5

Fourth Themes of the Meaning of MF'T

Excerpt for significance & Importance: Importance & Indirect Benefits

Importance

» Family therapy is evident by its name that it focuses on the family as the unit of treatment and not
the individual patient. Meaning that the therapist or the counselor deals with the family as a whole.
The main conceptualization upon which this type of treatment operate is that it is more logical and
more economic successful that we deal with all individuals involved in the nuclear family...

 Very, very important and currently an essential pursuit, and it is important to find specialists that are
scientifically qualified individuals and to take strict legal action to stop all intruders on this sensitive
specialization.

« A realm of psychotherapy, which has became necessary in the Arab societies and specially in Saudi
Arabia for its importance.

Indirect Benefits

« A therapeutic line to directly keep the family cohesion, and indirectly maintain the integrity and
effectiveness of the community

« Contributing to the prevention of future generations and create a generation that have a more secure
psychological health

« Formation of family that are harmonious and productive in the society
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Table 2.6

Fifth Themes of the Meaning of MFT

Excerpt for Procedures of MFT: Process, Who is involved, & Practice Specification & Requisite

Process

« The cooperation of among all, the psychologist and the client and his/her family in identifying the
problem and in establishing a suitable treatment plan

« And the task of the counselor or therapist is to work to change the troubled family relations among
the family members in such a way so that trouble or targeted behaviors for treatment can disappears

Who is involved

« More than one individual participate in the therapeutic relationship according to a list of problems
and treatment goals

« Help the couple or family members in a problem by brining one or more family member with
another member within the system.

Practice specification & Requisite
« Enforcement of intellectual and behavioral therapeutic approaches for the treatment of family
members or couples by practitioner who received training and mastered it, and is qualified in family
or marital therapy

« Bad and staffed by non-specialists
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participants responded to this open-ended question. There are four main themes of responses:
marital relationship, family relational problems, children and adolescents concerns, and culture-
related family difficulties.

Marital relationship. Many respondents viewed the marital relationship as an important
area of intervention for MFTs. They raised concerns related to couples communication including
disagreement, ineffective communication, and silence, and other identified areas of general
concern including problems of neglect, second marriages issues, suspicion/jealousy, and most
commonly mentioned, issues related to couples’ incompatibility (mismatched family upbringing
and educational backgrounds). In addition to these marital concerns, many respondents described
difficulties related to divorce in KSA bringing up the issue of emotional or silent divorce in
addition to keeping the wife in the marriage despite her wanting to get a divorce. This type of
practice occurs when a male party abandons his wife but does not grant her a formal divorce
despite her requests for divorce. This leaves her in a state of stuckness and in many cases she is
powerless to alter this situation. Another concern raised by participants were related to sexual
issues in the marital relationship including marital infidelity, betrayal, and sexual concerns. One
participant noted that because of gender roles, some women live in marriages where they are not
satisfied sexually or emotionally.

Family relational problems. Respondents viewed MFTs as well suited to treat family
relational difficulties including family disputes and disagreements among family members,
helping to heal cut-offs, and communication difficulties. In addition, some participants viewed
MFTs as important in treating mental illness or addiction specifically related to family

functioning. These were viewed as “psychological problems of the family members that are
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caused by the interaction of family, or can benefit one of the family as a supportive treatment
...as well as the psychological conditions which are suffered by a family member that affect the
rest of its members” (direct quote from one participant). In addition, some respondents brought
up the issue of domestic violence as occurring in some relationships in KSA. These concerns
include both violence within the marital relationship as well as violence from parents directed to
children. MFTs were seen as essential in preventing/intervening in this violence as well as
helping victims overcome the aftermath of the violence.

General children and adolescents concerns. MFTs were also seen as well suited to treat
general problems of childhood including issues of child abuse and neglect, parent-child
relationship difficulties, and parenting concerns. Participants also viewed MFTs as well suited to
help children deal with stressful life events including family problems and life-threatening
physical illnesses.

Culture-related family difficulties. Some respondents brought up the issue of culture and
cultural clashes that bring about difficult family problems. For examples, some respondents
discussed cases where family members did not or refused to conform to Saudi customs and
traditions and that this was an area where MFTs could be effective. Suggestions were raised that
MFTs could help the individual to conform or that the MFT could help the family as a whole be
more flexible in dealing with the family member. In addition to the above-mentioned specific
items that came up regularly in responses, some participants also raised other general issues
where MFTs could be effective. These issues included self-esteem, stress, work-related
problems, loss, and anger management. In addition, one participant raised homosexuality as a

concern, as individuals negotiated this reality in the Saudi culture.
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Conflicts around the practice of marital and family in Saudi Arabia. One of the
questions on the survey was related to practicing marital and family therapy, as largely
Westernized forms of treatment, in Saudi Arabia. Out of the total surveyed, 140 responded to the
question about the inherent conflict between the Western practice of marital and family
therapeutic interventions, or psychotherapy and the culture and customs of Saudi society. Results
show that 49% agreed that there are tensions between the two while 51% disagreed that there are
inherent conflicts. Those who agreed that there were conflicts were asked to expound upon this
by responding to an open-ended question. Of the 49%, who agreed there was a conflict, 54%
provided more details about their views of conflicts around the practice of marital and family
therapeutic interventions in the Saudi society.

Eastern/Western differences. Participants provided views on the inherent conflicts
between the East and the West as well as on the need for adaptations in the process and practice
of therapies developed in the West. Conflicts refer to statements regarding differences or
difficulties in implementing the practice of marital and family therapy interventions in KSA.
Some participants viewed Westernized approaches as completely incongruent with Saudi
Arabian culture. These individuals believe that there are simply too many clashes between the
customs and traditions amongst Arab peoples and foreigners/Non-Arab. These participants
viewed misconceptions about families between Western and Eastern societies and how these
created conflicts. For example, one participant raised the concern that family structures differed
completely with Western families characterized as open systems, but Saudi families as closed
systems with structures very different from families in the West.

Other participants described the need for adaptation. This idea refers to the adaptation of
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Westernized concepts and interventions in a way that would help them to fit better with Saudi
culture. Suggestions were to adapt the Western interventions in a way that they would fit with the
Arabic conservative Muslim society. Others suggested adaptations that took Eastern societal
contexts into account. Other participants also mentioned societal/cultural issues including the
societal and cultural barriers, such as awareness, acceptance, and cultural and custom; commonly
discussed societal and cultural level of concerns are referencing to gender issues. In terms of
awareness, participants did not believe that Saudi culture was aware enough of mental health
concerns and how to receive help from them in such a way that individuals would benefit from
interventions. Stigma was highlighted as a real challenge for individuals visiting mental health
clinics secretly, or staying away even though there is a great need. Participants highlighted that
individuals view mental health conditions as belonging to individuals who are disturbed or
abnormal, fearful, and withdrawn.

Moreover, participants indicated that customs, traditions, and the culture act as barriers to
effective work. Gender power differences in relationships were often raised as of concern. These
included gender role differences in Western compared to Eastern cultures, and male/female
differences when it comes to attending and disclosing in therapy. These concerns included
cultural gender concepts getting in the way of the structure of treatments and male dominance
and control which could affect therapy and place the therapist in an awkward situation.

Another major concern raised was related to the profession of MFT. Concerns related to
this were related to resources, confidentiality, and privacy issues. Participants discussed the lack
of available resources in terms of the lack of available centers and practitioners. Others raised

concerns about issues of privacy, secrecy, and the fear of being exposed by a breach of their
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confidentiality. Participants describe a real fear of the lack of the therapist commitment to the
confidentiality of information. In terms of the professionals themselves, participants discussed in
terms of professionals there is the lack of adequate qualifications and credentials that specify
who is a competent and qualified to practice. Participants discussed the existence of intruders,
non-professionals who deliver interventions. These include individuals who call themselves
family consultants, individuals who are academically not qualified, not trained, and do not have
standards of professional ethics. They are wrongly practicing which leads to distorting the
reputations of others who are professional and hold to ethical standards. Additionally, the general
public, unfortunately, confuses unqualified consultants and family therapists since they cannot
distinguish between them.
Findings from Survey II: Psychotherapists and MFTs

Survey II explored responses to questions about family therapy practice from those
qualifying psychotherapists and MFTs in KSA. Since, one of the aims of this study is to
determine the present status of training, supervision, and competencies of current
psychotherapists and MFTs it was imperative to ask them separately to identify some
characteristics of psychotherapists and MFT. Therefore, this second survey targeted precisely this
group. The bulk of the responses fell into three categories: training and supervision of qualifying
individuals to practice, future training needs, and theories guiding practice.

Training and supervision. Three questions explored this area asking participants to
identify their clinical training and supervision. Participants were asked if they are satisfied with
the clinical training that you received prior to working independently with your clients

(individuals, children, couples, families). The survey defines working independently as
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delivering psychotherapeutic interventions without live or direct monitoring during the session.
Clients indicated as any or all of the listed population: individuals, children, couples, and
families. Of the training received, satisfaction varied with 41% reporting satisfaction with the
training, 44% saying that they were somewhat satistied, and 15% dissatisfied.

Proficiency as a result of training and supervision. Participants were asked to rate their
personal proficiency as a result of the training and the supervision they received for delivering
interventions for each population (individuals, children, couples, families), on a 5-item Likert
scale which ranged from “excellent” to “not applicable.” The rating of “good” received the
highest rating in delivering interventions in the following order: (63%) for Individual, (50%) for
families, (48%) for couples, and (45%) for children. “Poor” was reported by (3%) for services
provided for each of the population of children and families, and (1%) for couples, and none
indicated ratings of “poor” for services provided to individuals. Along the same line, children
followed by couples scored the highest on “fair” and “poor” regarding participants proficiency of
practice to these population. Additionally, (7%) of participants responded with “not applicable”
in regard to their training and supervision to work with children and couples.

Regarding gender differences, more female participants responded with “not applicable”
regarding their satisfaction with the training and supervision they received working with
different populations as follow: individuals by (3%), children by (10%), couples by (13%), and
families by (7%). On the other hand, male participants responded with “not applicable” for
working with children by (5%) and couples by (3%). On the other hand, (33%) of females
participants indicated ratings of “excellent” about training and supervision received for working

with children compared to (18%) of male participants. Along the same line, males reported
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(28%) as “fair,” and (5%) as “poor” compared to females who reported (10%) as fair, and none
reported poor.

On the other hand, regarding working with couples, male participants reported slightly
more ratings of “excellent” and “good” (28% and 51%), and none reported “poor.” On the other
hand, female participants reported (20%) “excellent,” (43%) “good,” (13%) “not applicable," and
(3%) indicated “poor.” Regarding working with families, male participants reported (38%) as
“excellent,” (41%) as “good," and (18%) as “fair,” and (3%) as poor. Female participants
reported (21%) as “excellent,” (62%) as “good," and (7%) as “fair,” and (3%) as “poor,” and
(7%) as “not applicable.” This illustrates that there are some gender differences regarding
satisfaction in clinical training and supervision that are delivered to children, couples, and
families (see Table 2.4 for more details).

Moreover, 72 participants checked on the survey all applicable forms of supervision that
they experienced before independently working with their clients. The following are the items in
the order from most to least experienced as a type of supervision by therapists in KSA: 24%
individual case consultation supervision, 20% shadowing, 15% group case consultation
supervision, 11% direct live supervision via audio and equally 11% classroom role-playing, 9%
videotape supervision, 6% two-way mitrors or television monitors, and 5% indicated others. The
written specifications for those who checked the other category are as follows: received their
supervision through the internet, workshops, readings in English, and three elaborated briefly
about their shadowing experience. As can be seen from these findings, individuals are receiving a

range of training experiences.
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Table 2.7

Personal Ratings of Proficiency as a Result of Training and Supervision

% of Personal Ratings of Proficiency Population
Individual Children Couples  Families
Excellent
% Overall 28 25 25 31
% Male 30 18 28 38
% Female 26 33 20 21
Good
% Overall 63 45 48 50
% Male 57 44 51 41
% Female 71 47 43 62
Fair
% Overall 8 20 19 13
% Male 14 28 18 18
% Female 0 10 20 7
Poor
% Overall 0 3 1 3
% Male 0 5 0 3
% Female 0 0 3 3
Not Applicable
% Overall 1 7 7 3
% Male 0 5 3 0
% Female 3 10 13 7
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Training needs. Participants were asked to reflect on their training and on the best
training practices and needs that will foster proficiency in psychotherapeutic interventions for
children, couples, and families in Saudi Arabia. Participant responses fell into two categories.
First, several commented on the needs related to improving training, while some also discussed
their views on the current status of training.

In terms of needs, participants mentioned six areas that ideally should be developed to
improve the training experience in KSA: Field/practical experience; duration of training;
supervision, the specialists and supervisors and trainers themselves; workshops; and
establishing centers/programs. These responses all reflect on the need to increase and intensify
the depth of training experiences that students receive. Suggestions for this were plentiful
including better internship experiences, more hands on training (e.g. role plays), subjecting
trainees to their own personal therapy. Besides, participants viewed the length of training as
inadequate. Participants stated the need for a longer and an increase in the duration of training,
some specified full year, to acquiring over thousand hours, and ongoing training. In addition,
participants called for more in the field training, and a complete intensification of the curriculum.

Participants also highlighted the need for improvements in supervision and training. The
most discussed sub-themes in terms of frequency of the segments are supervision and followed
by the need for a qualified specialists, supervisors, and trainers. Participants discussed the need
for direct supervision and follow-up with supervisors. Moreover, participants want supervision
that is adequate, and which is delivered by experts who are qualified and certified (credentialed)
and who bring experience and seniority to the process.

In addition, participants recommended that there is a need for more workshops, which are
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intensive and specific. Participants viewed the opportunities for in-depth training as lacking.
They also see a need to establish more training centers with a focus on quality training and
scholarship.

The second theme, which emerged is participants’ discussion of the current status and the
way ahead for therapist training. These respondents viewed therapists in KSA as lacking
experience and efficiency. They viewed training as a whole to be sub-standard and believed that
there is an urgent need for improved training. About half of participants reported providing
supervision. Though, training in these two areas is lacking.

Theories guiding practice. Participants were asked to list their main theoretical
orientation that they deliver with excellent to good proficiency. Respondents endorsed three
theoretical categories, and an additional observations category. The first category is couple and
family theories. Overall, only 4 participants out of 54 responded with answers that indicate
models, theories, or names related to MFTs. Bowen and Structural theories were each mentioned
twice; Strategic, Systematic, and a family therapy pioneer Virginia Satir, each was mentioned
once.

The second category is theories other than MFT. Participants endorsed non MFT theories
as follows: CBT (30), Behavioral (13), Psychoanalytic (8), Cognitive (7), Humanistic (5), Ellis/
REBT (4), Reality/Choice Theory (3), Intrapersonal (2), Roles Theories (2), and others. The
other included theories or names that were only mentioned once such as Commitment and
Acceptance Theory, logotherapy, Pavlov's Theory, Thorndike, Personalities Theories, Social
Pattern Theories, and the Theory of Role-playing.

The third category constitutes the population that therapists work with using a particular
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form of therapy. Four responders answered the questions indicating what theory they use and its
applicability to a particular population, including Behavioral therapy for children, Play Therapy
for children, train parents on parenting skills, and Emotional Theory for couples.

Furthermore, some additional observations are worth pointing out in the results. The
other observations are findings from respondents who did not name theories or mentioned the
use of methods as connected to a particular population. The following were observed: four
participants just wrote only numbers indicating how many theories they use instead of naming
the methods. Others, provided a description or the modality of therapy that they use without the
mention of the model or theory such as follows: family counseling, group therapy, crisis
intervention, indirect counseling, short-term. Also, some of the descriptions are not very clear for
example, play therapy for children might be referring to the use of "play therapy" theories in
working with children, or it means interacting with a child using play and activity. Another
example is parenting, one participant wrote, “General parenting principals from the general
culture.” Also, some of the participants wrote about being eclectic and integrative which
indicates that the therapist does not prescribe to a specific theory. For instance, one of the
participants wrote, “It does not depend on a specific theory; you may choose some of the theories
depending on what the case needs. For children, of course, behavioral.”

Discussion

The aim of the research is first, to capture the extent of what mental health professionals
understand about MFT in KSA, and what they know about MFTs role in the management of
mental health difficulties. The emerging themes from this study portray a picture of perceptions

about MFT as understood by mental health professionals in KSA. The second goal was to
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explore psychotherapists and MFTs current training and supervision.

The demographic characteristic of this study illustrates that participants in both surveys
came from several mental health background such as: MFT, psychology, psychiatry, social work,
and counseling. MFT, as demonstrated by this study findings, represent a small portion of
respondents with only 6.5% in the first survey, and 5% in the second survey identifying as MFTs.
Additionally, bachelor’s degree is illustrated to be the larger segment of professionals and
practitioners in both surveys. These findings are not surprising in light of the findings of previous
research that indicate most mental health professionals in KSA holds undergraduate degrees (Al-
Habeeb & Qureshi, 2011).

Robust and realistic expectations of MFT are clearly articulated in the responses about
professionals understanding of MFT, as evident by participants discussing the significance and
importance of the field. Along the same lines of their knowledge of the particular procedures of
MFT processes, including: who receives treatment, and the profession prerequisites. Similarly,
there was overlap in the description of the meaning of MFT and mental health concerns related
to couple and family relational difficulties. Both inquiries informed the descriptions of the
different types of marital and family relational concerns and both are realistically representing
concerns that are typically within the lines of the MFT profession modalities of care (AAMFT,
2015).

Moreover, touching on the conceptualization theme, findings on the theories and the
models in the participants’ descriptions of their understandings of MFT are connected to a
particular classification of models or interventions such as CBT, or behavioral modification.

These are somewhat concerning since it limited the profession to just a theory or intervention.

60



Despite this, there were some respondents who mentioned that MFT focuses on the whole and
holistic system. Similarly, findings from the second survey revealed that psychotherapists
identify their prime theoretical orientation as CBT, Behavioral, Psychoanalytic, and Cognitive
therapy. Whereas few MFT theories are named in this current study as the main theoretical
orientation by therapists in KSA, only a small number appear to base their work on family
systems approaches. This is not surprising since previous KSA studies mentioned supportive
counseling, supportive psychotherapy, CBT, behavioral therapy, and psychoeducation as the
recommended psychotherapeutic interventions for children and adolescents mental health
concerns (Al-Haidar, 2003; Mahfouz et al., 2009; Al-Gelban, 2009). While many therapists are
practicing MFT, few are trained in MFT approaches, and many approaches are dated and not the
most current ways of working with couples and families.

Additionally, the terms “counseling” and MFT are used interchangeably in professionals’
references to MFT. It is worth mentioning that the term used in the Arabic version of the survey
is the word “Alaaj,” which refers to therapy, treatment, and cure. It is important to note that
counseling is “Irshaad” in Arabic, which means to advise, guide, consult, and to give direction.
Accordingly, anyone can be a counselor from a religious leader to another family member.
Therefore, the use of the word “counseling” in this study about the meaning of MFT may reflect
a less than accurate view of the practices and interventions by assuming that MFT is a form of
counseling. Despite that, some of the descriptions of MFT meanings mentioned specification
prerequisites for providing therapy indicates that some professionals in KSA do believe that
MFT requires qualified specialists. According to AAMFT (2015), MFTs are well-experienced

professionals who undergo at least 24 months of clinical training. Along similar lines, the need
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for qualified practitioners was raised by psychotherapists identifying future training needs in the
second survey.

Similarly, the highest description of meaning attached to the understandings of MFT are
articulated clearly by the professionals who wrote using keywords that reflect objectives of
providing MFT interventions. While, at times the goals and aims are described using words such
as to reform and correct, which convey beyond being merely directive in therapy. Being directive
in therapy has been recommended at times when working with Arab clients (West, 1987).
However, the tone of the use of correcting and reforming may signal a disturbing value-
judgement within the provider.

Additionally, response to what mental health difficulties that requires therapeutic
interventions generated culturally related concerns, such as gender roles and “not confirming to
custom and tradition” that was described as a matter that necessitates therapeutic intervention.
Moreover, listing homosexuality as an issue that requires marital and family therapeutic
interventions is a huge misconception about MFT.

The idea that there is an inherent conflict in delivering MFT in KSA due to East-West
differences is a problematized notion to begin with and has been taking an undeserved magnitude
as demonstrated in the findings of this study. Results of this study indicate that 49% of the
participants agree that there are inherent conflicts between the Western theories and the practice
of marital and family therapeutic interventions in the Saudi society. Themes about the Eastern/
Western inherent conflict demonstrated that there are at times misconceptions about Western
societies. The current study findings indicate that only 54% of those who responded agreed that

there is an inherent conflict and these individuals provided further clarification by answering the
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open-ended questions. Those who discussed the inherent conflict also mentioned the possibility
of adapting interventions to make them more suited to Saudi culture. These results support Al-
Mosharraf (1990) recommendation about family counseling and parent education in KSA that it
should be informed by Islamic principles. Furthermore, different sociocultural issues were raised
by participants who provided answers about the East/West inherent conflicts differences.
Participants mentioned that stigma, awareness, acceptance, and cultural and custom as some of
the challenge, where individuals and families may seek mental health clinics secretly or do not
ask for help altogether even though they need it.

The majority of the psychotherapists and MFTs in this study are educated exclusively in
KSA, only 19% received trainings outside of KSA. Moreover, the majority of the participants
provide face-to-face interventions. Further, the study findings on participants training
satisfactions concerning indicated that 41% are satisfaction, while more than half of the
participants reported moderately to unsatisfied with their training with 44% of the participants
reporting somewhat satisfied, and 15% are dissatisfied.

Moreover, the current study assessed psychotherapists and MFTs preparedness through
participants perceptions about their proficiency based on the training and supervision they
received for providing services to individual, children, couples, and families. The results
indicated that many professionals reported “good” in the following order: Individual, families,
couples, and children. The previous study by Almoshawah (2005) conducted on 100 mental
health counselors in hospitals in KSA indicates that they are satisfied with their effectiveness in
treatment, yet the patients in the study show that they see the need for more practitioners to be

available to them and to have more time allocated to them during sessions. Therefore, more
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research is needed to assess psychotherapists/MFTs sense of proficiency and actual treatment
outcomes.

Other previous studies that explored dissatisfaction is an example of research conducted
by Al-Bahadel (2004) found that counselors criticize the concentration on theoretical focus in
their education. In a more current study by Albrithen and Yalli (2013) concerning social workers
in the Western region of KSA about their views on the professional training that they received at
work, 54.8% agreed that while they are expected to perform tasks, they view their training as
inadequate and a hindrance to their role performance.

Moreover, the current results indicate that interventions to children, couples, and families
are an area that needs attention since 7% of the participants said it is “not applicable” when
asked about their training and supervision for those populations. In addition, there are some
gender differences when it comes to satisfaction with the training and supervision received for
working with children; more females indicated “excellent” ratings and none reported “poor”
compare to males who indicated lower ratings. Moreover, slightly more male participants had
higher ratings when it came to working with couples. Little is known about ways of handling
gender segregation when male trainees are present in clinics that are attended by mothers and
children versus if they were attending couple session. Gender power imbalance, consent of
guardianship for women, and transportation restriction such as driving ban on women have been
discussed in the previous literature for its adverse factors (Pharaon, 2004; Mobaraki &
Soderfeldt, 2010). The implications of such unbalance in power need further exploration on how
it plays out in the clients-providers building rapport, therapeutic relationship, and alliance.

Furthermore, improving supervision is the most mentioned necessity to foster proficiency
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in psychotherapeutic interventions for children, couples, and families in KSA. Moreover, case
consultation and shadowing are the most mentioned received types of supervision by the
therapists in this study. According to Stewart (2002), case consultation cannot be used in place of
live video or audio supervision since it does not adequately represent the benefits from
experiencing direct clinical work.

Limitations. Although the study revealed and uncovered some preliminary findings of
MFT in KSA, there are still some limitations. One of the study limitations is that the study data
collection was conducted online; therefore, there is a possibility that some mental health
professionals and psychotherapists who are not active on social media were left out. Second,
although screening questions were set in place, it is hard to escape the chances that there are no
error in the representation of the sample. Third, some participants may have got confused since
the first survey and the second survey were conducted simultaneously at one point and shared
similar advertisement layout of the flyer. Fourth, some technical difficulties were experienced
while answering the survey using Mobile devices, and this may have lead to drop out.

Future Direction and Implications. One of the strengths of this study is that it
represents a comprehensive view of how MFT is understood, what concerns it help with, and
sheds a light of the Eastern/Western differences by diverse mental health professionals in KSA.
Another key finding is that it provided insights into psychotherapists and MFTs in KSA and their
trainings, supervisions, satisfactions, and needs. The findings from this study make several
contributions to the literature of MFT when it comes to KSA.

First, findings from this study can provide a guide for the construction of establishing

training curriculums that focus on the growth of the therapist providing therapeutic interventions
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to children, couples and families. Since the findings indicated concerns that exist within the
partner-relations, family-relations, and parent-child relations that demonstrates power differential
among the couples and the family members, attention need to be payed for those contextual
issues in the assessment and administrating therapeutic interventions. Moreover, future research
needs to identify ways that psychotherapy and marital and family interventions can be enhanced
to meet the demands of children, couples, and families.

Second, knowing the misconceptions about the profession may help educators and
trainers in spending some time to explore therapist’s fear and hesitation of learning different
models of interventions and the use of common factors in their practice. Special attention needs
to be given to the common factors of working of the therapist delivering the interventions and on
the therapeutic relationship, some of the findings indication that MFT is understood as
confirming or correcting; therefore, trainees in mental health professionals and MFTs needs to
become more aware of the importance of working with individuals who are different and staying
away from the notion of conforming or correcting others.

Third, incorporating self-of-the-therapist training will be essential, given that mental
health professionals in KSA are living in a patriarchal, religious, and conservative society;
therefore, monitoring self-of-the-therapist issues is significant to becoming competent in
providing care for others and the competency of those they help (Timm & Blow, 1999). This
especially important that trainees and supervisees become more aware if they had ever
experienced domestic violence or abuse, how does that play out for them in sessions, and how
they can be more aware.

Fourth, assessing trainees’ satisfaction and professional growth are critical. Fifth,
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supervision needs to be strengthened by providing opportunities for implementing different types
of supervision that trainees can go through to improve their practice and foster proficiency and
competency in the quality of care that they provide.

According to the findings of this present study, there is considerably more work that will
need to be done to determine the specific entails in tailoring psychotherapy and MFT to be
culturally sensitive and culturally adapted interventions. In addition, there are logistical and
training needs that need to be further explored and addressed to advance mental health and
family health care in KSA. A call for future studies should focus on examining outcomes of the
currently credentialed programs and their trainees’ efficacy and outcome. Therefore, this will
lead to establishing a platform to strengthen what works and find ways to foster trainees
competencies. Also, there is a demand for bringing more cultural awareness to encounter stigma
and for delivering more awareness and acceptance of treatment on a societal and community

level.
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Appendix Al
Study One Consent Form

Dear Mental Health Professionals,

You are invited to participate in this multiphase research study on the standard of care in the
practice of mental health and marital and family therapeutic interventions. We would like to seek
your kind assistance in completing a short survey (12-15 minutes), about your perceptions of the
current status of mental health and marital and family therapeutic interventions in Saudi Arabia.
Mental health professionals include those who are counselors, marriage and family therapists,
psychologists, psychiatrists, psychotherapists, nurse practitioners, social workers, family
medicine physicians, and others.

If you are interested to learn more about this study and participate, please read the consent form
and take the survey on the following link:

https://hdfs.azl.qualtrics.com/SE/?SID=SV_cAblfnFMtpK66al&Q Language=AR

Also, Please feel free to share this email and information with others professionals in mental
health who might be interested in participating. Your efforts are highly valued.

We thank you in advance.

Sincerely,

Reham F. Gassas, MA Adrian Blow, Ph.D.
Doctoral candidates Professor

Michigan State University Michigan State University
gassasre@msu.edu blowa@msu.edu
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Appendix A2
Study One Consent Form (Arabic)
gndil) Aasall ¥ (s3n) b Gaidall (5 e

LoDl clanill 5 dpdil) daall e ) (5 sl o Jal yall Bazeiall diacdl Al Hall 028 84S il (3) so 20 il
Gy i) (4383 15-12) 45ae pealll Glain¥) 138 Ge Ala Yl Wl day S aSiselins 355 a5 )5 53U

A ) ASladll 51y ) 300 A Dladl Bl 5 Al daall Jlaal Gl )1 a5l Galall &) geai (e jludin)
5 e s (el (g Baawiall Al daall ¥lae Calin 8 Cuaidall Calide Jad Al Hall o284 el
by il ale bl 5 SlSY) g laiaY) ale 5 SlSY) il ale Jlae (& Gaaida s ) 5 )5 30 Caallas
Lot 5 ndil) Anal) Jlae (A (pnin yaall 53 )

ule.\.\u\}!\lu\)gﬂ ‘435\)43\ 3)&3&:\3;«\)5‘5;):\ ‘45)@\}2“»\).3“ 0l o A.\)A&\%)&A‘jﬁ(ug)&_\c)ﬁﬁ'_\.\s \JJ
s ALY

https://hdfs.azl.qualtrics.com/SE/?SID=SV_cAblfnFMtpK66al&Q Language=AR
JJS.} @SJMD}A&S&U}»@J}\M\M\ uym@u;uaﬁaxj\‘;\ &L}Le}u\}:ﬂhu)“ XY d\.u)) P)i

sl gassasre@msu.educs s SV ) Slo Ulae Jual sill 4SS oS3 jludin g oSilind & Hlal ol 55 Gl i
.blowa@msu.edu

) s aa
sh gl pabiad ala |
BER-EBY 35S 4l

Ol 40Y 5 daals Ot 40Y 5 daals

70


https://hdfs.az1.qualtrics.com/SE/?SID=SV_cAb1fnFMtpK66a1&Q_Language=AR
mailto:%25D8%25A3%25D9%2588gassasre@msu.edu
mailto:blowa@msu.edu

Appendix B1

Study One: Mental Health Professionals Survey

Q1 Are you currently a mental health practitioner in Saudi Arabia?
O No
O Yes

Q2 Please indicate the appropriate age group that represents you?

O Less than 21 O 36-40 O 56-60

O 21-24 O 41-45 O 61 or above
O 25-30 O 46-50

O 31-35 O 51-55

Q3 What is your gender?
O Male
O Female

Q4 Please indicate your current work’s setting?

Q  Academic Institution Q  Private nonprofit agency Q School setting
Q Hospital Q State or community Q  Other, please specify
Q Private Practice agency

QS5 Please indicate your highest academic qualifications?

O MD O Master's degree O Diploma

O PhD/ PsyD or equivalent O Bachelor's degree O Undergraduate student

Q6 Please indicate below your professional job title and specialty?

Q' Mental Health Counselor Q Psychiatrist Q Medical Social Worker

Q' Mental Health Nurse Q Marriage and Family Q  Other, please specify
Practitioner Therapist

Q Nurse Psychotherapists Q Clinical psychologist

A Clinical Social Worker Q Social Worker
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Q7 How would you rate the current status of the mental health services in Saudi, on the
following areas?

Very ) e . Very
Dissatisfied Dissatisfied Neutral Satisfied Satisfied

Practitioners'
qualification

Professional
Collaboration

Referral
system

Resources
for clients/
families

Resources
for
professional

Malpractice
regulations

Client's
Confidentialit
y
Faith healers'

Knowledge
about MH

Q8 In your opinion, "marriage and family therapy" mean(s)

Q9 In your opinion, what concerns or diagnoses that requires marital and family therapeutic
interventions?

Q10 Some scholar says there are inherent conflict with the western practice of marital and family
therapeutic interventions/or psychotherapy and the cultural and customs of the society, do you
agree that there are some conflicts?

O Disagree

O Agree
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Q11 If you answered "agree", Please explain in your opinion what are some of the reservations

around the practice of marital and family therapeutic interventions in Saudi?

Q12 List some of the strength in the Saudi family, that is an assets for the mental health?

Q13 Are you satisfied with the current mental health services available to children, couples, and

families?
O No
O Yes

Q14 Have you referred any of your clients/families for marital and family therapeutic

interventions before?

O Yes
O No

Q15 To what extend do you agree or disagree that the following topics are presenting mental
health concerns in KSA? (Online each statement is pulled to one of the three categories)

Agree

Parenting

Partner Relational
Problem

Child abuse and

neglect

Financial difficulties
Sexual difficulties
Gender inequality

Physical abuse of
child

Physical abuse of
adult

Sexual abuse of adult
Sexual abuse of child
Marital affairs

Substance Abuse

Work related

problems

Discrimination

Disagree

Parenting

Partner Relational
Problem

Child abuse and

neglect

Financial difficulties
Sexual difficulties
Gender inequality

Physical abuse of
child

Physical abuse of
adult

Sexual abuse of adult
Sexual abuse of child
Marital affairs

Substance Abuse

Work related

problems

Discrimination
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Neither Agree nor Disagree

Parenting

Partner Relational
Problem

Child abuse and

neglect

Financial difficulties
Sexual difficulties
Gender inequality

Physical abuse of
child

Physical abuse of
adult

Sexual abuse of adult
Sexual abuse of child
Marital affairs

Substance Abuse

Work related

problems

Discrimination



Abuse of male
guardians

Elder abuse

Young adult

radicalization

Bullying

Incest

Dependency on

domestic workers for

childcare

Multiple spouses

Abuse of male
guardians

Elder abuse

Young adult

radicalization

Bullying

Incest

Dependency on

domestic workers for

childcare

Multiple spouses
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CHAPTER 3: MANUSCRIPT 11

Awareness and Preparedness of Mental Health Professionals in Saudi Arabia:
Marital and Family Interventions

ABSTRACT

This paper describes the findings from a larger multiphase mixed-method study about the
emerging profession of Marriage and Family Therapy in Saudi Arabia. The study data was
collected via online-based surveys, including 221 participants. The aims were to explore
perceptions of current mental health professionals of aspects of mental health domains, services
provided, and the importance of presenting relational contextual concerns that individuals,
children, couples, and families experience, and identify strengths in Saudi Arabian families. The
findings indicate “client’s confidentiality” as a continued area of controversy within the Saudi
mental health field with respondents showing the most lack of consensus in their views of its
importance. Moreover, 91% of the participants expressed dissatisfaction with the current services
available to address relational concerns. In addition, suggestions, implications, and future

direction are discussed.
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Introduction

Globally, mental disorders make up 7.4% of the total health burden according to the 2010
study on the global burden of diseases (Whiteford, Degenhardt, Rehm, Baxter, Ferrari, Erskine,
& Burstein, 2013). This finding signifies that there is a need for a well prepared mental health
professionals (MHPs) worldwide. The Kingdom of Saudi Arabia (KSA), is one of the developing
countries that currently has evolving mental health services; there is a current focus on the
quality of care delivered by mental health professionals in KSA. Recent publications on mental
health in KSA, indicate that there are needs for further research to be conducted on mental health
practices in the country (Al-Habeeb & Qureshi, 2010; Koenig, Al Zaben, Sehlo, Khalifa, Al
Ahwal,2013; Koenig, Al Zaben, Sehlo, Khalifa, Al Ahwal, Qureshi, & Al-Habeeb, 2014;
Qureshi, Al-Habeeb, & Koenig, 2013). Previous research on mental health in KSA has focused
on the prevalence of the mental health and services provided, primarily in hospitals (Qureshi, Al-
Habeeb, & Koenig, 2013). However, advancement and improvement of the quality of care must
take into consideration the consumers of mental health services including all clients as well as
children, couples, and families, whether the professionals are prepared to meet the demands of
these diverse populations.
Mental Health in Saudi Arabia

Preceding the 1950s in KSA, individuals with mental health concerns and who were
regarded as dangerous, were locked in public buildings (Al-Habeeb & Qureshi, 2010). The first
psychiatric hospital was founded in 1952 in the city of Taif, followed by the second hospital in
1960, in Medinah city (Al-Habeeb & Qureshi, 2010; Qureshi, Al-Habeeb, & Koenig, 2013;

Koenig et al., 2013; Koenig et al., 2014). Meanwhile, the first mental and social health atlas in
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KSA describes that the General Administration of Mental Health and Social Services
(GAMHSS) in the Saudi ministry of health took the task of collecting information and generating
a unified manual for psychiatric hospital services (Al-Habeeb & Qureshi, 2010). One of the tasks
of the GAMHSS national strategic plan illustrated the urgency to advance the field of mental
health in KSA, by focusing on the advancements of professionals, services, and new specialties
(Al-Habeeb & Qureshi, 2010). However, it is unclear how much actual advancement has
occurred in areas related to marital and family interventions.

Significant Recognitions and Legislation. Koenig et al., (2014) reviewed the past 60
years of mental health care in KSA; they cited a previous study by Dubovsky which indicated
that partner abuse and child maltreatment were not addressed until the early 1980s since it was
not deemed as a crime. Therefore, no reported interventions were established for it (Koenig et al.,
2014). Child abuse and neglect was first recognized in KSA as a criminal problem in 2000 (Al-
Eissa & Almuneef, 2010). In 2004, KSA implemented the first national move toward protecting
children's rights and implementing prevention measures for child maltreatment (Al-Eissa &
Almuneef, 2010). The National Family Safety Program (NSFP) established in 2005 by a royal
decree established a national registry for child maltreatment, to determine prevalence and
patterns (NFSP, 2014). Recently, the Saudi Council of Ministers (Majlis al-Wazuara), has
established a child protection system on November 17, 2014 (Saudi Press Agency, 2014), but the
impact of this system on actual abuse prevention still is unknown.

The Saudi Mental Health Act was established in 2012 (Koenig et al., 2014), the
legislative body of the consultative council known as Shura Council made recommendations for

Saudi Mental Health Act three years ago. The ‘Saudi Council,” of Ministers approved the Mental
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Health System Act on July 7, 2014, and was passed by a royal decree (National Committee for
the Promotion of Mental Health, 2014; Okaz Newspaper, 2014). The aims of the mental health
system Act are as follows:

(1). Organize and promote mental health care needs of mental health patients;

(2). Protect the rights of individuals with mental illness, and save their dignity, and their

families and the society; and

(3). Establish a mechanism for handling and implementing therapeutic practice in mental

health facilities.

Moreover, another significant advancement that came to be approximately at the same
time is the passing of the Abuse System Policy by a royal decree on September 20th, 2013 and
the Executive Regulation for the Abuse System Policy (Bureau of Experts at the Council of
Ministers, 2013; MOSA, 2013; 2014). The policy defines what constitutes abusive acts and
neglect, as well as providing some steps to ensure the supportive and preventive measure against
abuse including mandated reporting by professionals and the identification of needed services
and programs (Bureau of Experts at the Council of Ministers, 2013; MOSA, 2013; 2014).

The ministry of justice has initiated social services in courts, as well as family counseling
and mediation services which are delivered by paraprofessionals as a modality of intervention for
divorce cases and family disputes ( Aldehaiman, Aloud, & Aldakhil, 2015; Aloud, Albakran, &
Alfaiem, 2013). Recently, every divorce and child custody case presented to the court included
an assessment conducted by a social worker and psychologist along with a recommendation as to
what the best for the family (Aloud, 2015). Additionally, new regulations for divorced women

and their children has been established by the Ministry of Justice, which aims to empower
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women to gain their rights after divorce (Aldehaiman, Aloud, & Aldakhil, 2015). Since those
regulations have been recently implemented, no studies exist that explore and discuss the
implications of the utilization of those new policies and legislations by mental health
professionals as they provide services to individuals, children, couples, and families.

Professionals. The WHO mental health system reports on KSA indicate that mental
health professionals are estimated to be 22 per 100,000 population, which the report breaks down
to three psychiatrists, 13 nurses, two psychologists, three social workers, and one other mental
health professionals (may include assisting staff, occupational therapists, health assistants,
medical physicians, medical assistants, professional and paraprofessional counselors) (Qureshi,
Al-Habeeb, & Koenig, 2013). The review indicates that 80% of psychiatrists work in public
health facilities, and about 60% of the psychosocial staff are: psychologists, social workers, and
occupational therapists who work in government agencies. In addition, only 15% of elementary
and secondary schools have school counselors.

According to Al-Habbeb and Qureshi (2010), WHO has emphasized that globally the
Primary Health Care (PHC) centers need to integrate mental health services (Al-Habbeb &
Qureshi, 2010). Nevertheless, the current status of services is described as limited; only 20% of
PHC providers in KSA use assessment and have a clear treatment plan for mental health, while
only 20% make referrals to a mental health professional (Qureshi, Al-Habeeb, & Koenig, 2013).

The Need for Programs and Interventions. There are numbers of articles and studies
on mental health in KSA. These literature indicate the existence of high prevalence of child
abuse and maltreatment which result in urgent demands in addressing these needs and

prioritizing of interventions. In one study on the readiness of KSA to implement evidence-based
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child maltreatment prevention programs, findings suggested that there is only a moderate/fair
degree of readiness (Almuneef, Qayad, Noor, Al-Eissa, AlBuhairan, Inam, & Mikton, 2013).
Both key informant and experts who participated in the study indicated low readiness scores (<5
out of 10) on institutional links and resources, materials, and human/technical resources
(Almuneef et al., 2013). Human resources here refer to professionals; therefore, this finding
signals a lack of training for professionals. Regarding applying an evidence-based intervention
for child abuse and neglect prevention, the researchers state that there are needs for prevention
programs that are appropriate for the Saudi cultural context (Almuneef & Al-Eissa, 2010).
Moreover, Koenig et al., (2013) indicate that there also not much information on whether
services for children and adolescents exist that are meeting the current needs of the country
(Koenig et al., 2013). Mahfouz et al., (2009) also indicate that there is a need to establish a
national program in KSA to integrate adolescent mental health programs into the health and
educational sectors.

The following studies identified specific needs for interventions for women’s mental
health, substance abuse, domestic violence, and community centers. Hamdan (2009) reviewed
previous studies on women’s mental health in the Arab region and concluded that there is an
urgent need to close the gap when it comes to service for women's mental health needs and
provided services. She recommended implementing mental health services to women through
providing integrated services and emphasizing the importance of enhancing professionals
training. Albrithen (2006) advocates for the needs of psychotherapists and interventions
programs to deal with the social, psychological, and health concerns that exist concerning

alcoholism and substance abuse in the Saudi society. According to the findings of the first Saudi
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health and social Atlas, the report indicates that KSA has inadequate community mental health
care services and that one of the priorities is to develop community mental health care centers
since that will reduce the number of hospitalized chronic mental illness clients (Al-Habeeb &

Qureshi, 2010).

Gender Inequality. The previous literature demonstrates that the culture influences
different members of the family, especially women. Meanwhile, Mobaraki and Soderfeldt (2010)
highlight that the understanding of the Islamic law in KSA and how the existing social norms
have contributed to the negative influences on women's well-being and public health. Fageeh
(2014) argues that there is a need to bring more awareness to the public concerning norms and to
address the concerns of domestic violence in KSA.

Mobaraki and Soderfeldt (2010) reviewed the existence of gender inequity due to the
power imbalance between males and females. The power imbalance illustrates influential
adverse factors on Saudi women on their educational attainment, choice of career, transportation
restrictions placed on women, consents of guardianship, male polygamy, issues around the age of
marriage, and high fertility rates (Mobaraki & Soderfeldt, 2010; Pharaon, 2004). Fageeh (2014)
also explains that women in Saudi society are restricted to living with a male relative if they are
either single or divorced; this way of life often limits her options of housing and other resource
options if she walked out on an abusive partner. The Ministry of Justice has started to implement
some regulations to counter those adverse factors (Aldehaiman, Aloud, & Aldakhil, 2015; Aloud,
Albakran, & Alfaiem, 2013), yet still continuous efforts are needed. Alternatively in an Islamic

society, marital relationship concerns and gender equality continue to be a difficult issue.
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Furthermore, Daneshpour (2012) discusses equality in relationships and how men and
women could have different roles and responsibilities that are complementary and not superior to
one another. She suggests that issues of inequality need to be explored in psychotherapy and
MFT and that finding an Islamic culturally adapted intervention is possible. There are currently
no studies in KSA that investigate the handling of oppression toward women and others in the
practice of delivering marital and family therapeutic interventions. In addition, professionals are
part of the society and do not live in isolation of being culturally accepting, and may even
unintentionally support imbalances in power, privilege, and oppression that play into the
experience of humans and contributes to mental health concerns.

Mental disorders co-exist with relational concerns that often necessitate an equipped
professionals in MFT to treat both issues. MFT as a profession is almost nonexistent in KSA at
this time, yet some qualified and unqualified practitioners do practice it. As a result, in this study,
I set out to learn more about MFT practice in the KSA to gauge the perceptions of current MHPs
toward MFT practice and their views on what needs to be done to inform the current
preparedness and awareness of mental health concerns existing in a relational context.

Method
Participants

This study is part of a larger multiphase mixed-method study. A survey was administered
online using Qualtrics software. The initial sample size, was (n=315) participants for the survey
that targeted mental health professionals (MHPs). Furthermore, the survey had (n=221)

participants, with 45% males and 55% females.
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Procedures

Survey invitations and recruitment for the online-based survey were disseminated via
social media, specifically through Twitter, LinkedIn, and Facebook; these social media platforms
are common methods of recruitment in KSA. Additionally, to ensure recruitment of less active
professionals, emails were also sent as invitations via LinkedIn. The survey started with
demographic information questions, Likert-type scale, and closed-ended questions. The survey
addressed the following items:

a. A MHPs perception of the current status of mental health in KSA. Participants were
asked to rate nine domains that addressed professionals training and qualification; as well as,
other considerations that contributed to the currently provided services. Rating is based on four
Likert-type of scale as follow: poor, satisfactory, good, and excellent.

b. MHPs satisfaction with mental health services available to children, couples, and
families in KSA: for assessing the satisfaction with the current status, MHPs completed a global
satisfaction question. Moreover, MPHs were asked if they have made referrals to individuals
with expertise in marital and family therapeutic interventions.

c. MHPs perception about relevant presenting mental health concerns in KSA: for
participants responded to a 21-items list of presenting concerns and responses on a three-point
Likert-type scale, which are as follow: agree, disagree, and neither agree or disagree.

d. MHPs perception of strengths in Saudi Arabian families: an open-ended question to

assess perceptions of what MHPs identified as strengths for mental health in Saudi families.
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Data Analysis

Survey data were analyzed with SPSS version 23 to obtain descriptive statistic results and
cross-tabulations to assess gender differences. The open-ended survey questions responses were
translated and entered into MAXQDA 12 for coding and analyzing. The thematic qualitative text
analysis utilized for this study is one of the best known basic methods of qualitative text analysis
(Kuckartz, 2014). The vast majority of the responses generated words and short phrases that
described family strengths. First, a list of the most repeated keywords in the data was created and
translated into Arabic, while at the same time, another corresponding English translation was
established to unify the translations. Next, statements were read and highlighted for initial
coding. Furthermore, initial codings were retrieved and examined in order to identify the main
thematic categories, and a word-based strategy was utilized to analyze using a keyword based
search to review the codes further and do further modifications to distinguish the overlapping
data.

Results

This section describes the demographic characteristics of both surveys. The results of the
first survey, reflects perceptions of mental health professionals on awareness and preparedness in
the following areas: current status about nine domains that relates to mental health in KSA,
professional satisfaction and referral, awareness of important presenting mental health concerns

in KSA, and identified views on strength of Saudi Arabian families as assets for mental health.
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Participants Characteristics

In terms of gender, there was 45% male participants and slightly more female participants
represented by 55%. The majority of participants had almost equal age representation across
groups as follow: (25-30) 19%, (31-35) 21%, and (36-40) 22%. The survey had 42% (n=79)
holding a bachelor’s degree and 30% (n=57) had a master’s degree.

The work settings for the participants in this study was as follows: medical institution
38% (n=83), state and community agency 23% (n=50), academic institution 18% (n=37), private
practice 8% (n=17), school setting 7% (n=16), private nonprofit agency 3% (n=7), and other 5%
(n=11). The percentages add up to more than 100% since some participants indicated more than
one work settings.

More than half the participants identified as psychologists (32.5%) or clinical
psychologist (21.5%); the number of participants who identify as MFT specifically, there were
(n=13) 6.5% (See Table 3.1 for more details on the demographics information for Saudi MHPs
Survey).

Current Status of the Mental Health in Saudi

Participants were asked: “how would you rate the current status of the mental health in
Saudi, in the following areas?” 1) clinical training, 2) academic qualifications, 3) professional
collaboration, 4) referral systems, 5) resources for clients/families, 6) resources for professionals,
7) malpractice regulations, 8) client’s confidentiality, and 9) faith healer’s knowledge about
mental health. Ratings were given in response to a four point Likert scale ranging from “poor” to

“excellent.”
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Table 3.1

Demographics Information for Saudi MHPs Survey

n (221) %
Age Group
21-24 25 12
25-30 39 19
31-35 45 21
36-40 47 22
41-45 25 12
46-50 11 5
51-55 11 5
56-60 6 3
<61 1 5
Degree Level
Ph.D/PsyD or equivalent 44 23
Master’s degree 57 30
Medical degree 8 4
Bachelor’s degree 79 42
Diploma 2 1
Professional Job Title or Specialization
Marriage & Family Therapist 13 6.5
Clinical Psychologist 43 21.5
Medical Social Worker 8 4
Clinical Social Worker NA NA
Mental Health Counselor 9 4.5
Psychiatrist 33 16.5
Psychologist 65 32,5
School Counselor 7 3.5
Family Medicine Physician 1 .5
Social Worker 10 5
Others 11 55
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Table 3.1 (Cont’d)

Note. NA = Not applicable. Some of the categories will add up to more than 100%
due to holding more than one job title/specialization.
? No participants found for over 60 years old.
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Overall, participants endorsed ratings of “poor”” and “satisfactory” far more frequently
than they rated with “good” and “excellent”. Moreover, there are some large visible gaps among
the ratings of “satisfactory” and “good”. Thus, to illustrate this significantly noticeable gap, the
percentage differences between the “good” and “satisfactory” scales were calculated, and it
resulted in 29% gap differences for “resources for professionals” and 23% for “professional
clinical training.”

The highest ratings on each of the scales were demonstrated on the domains as follows:
“poor” endorsed by (71%) for malpractice regulations, “satisfactory” endorsed by (43%) for
professional collaboration, “good” endorsed by (37%) for professional academic qualification,
and “excellent” is endorsed by (20%) in the client’s confidentiality item. Furthermore, the other
ratings for client’s confidentiality were divided as follows: “poor” (16%), and both “satisfactory”
and “good,” each indicated by (32%) respectively. Client's confidentiality was the domain that
participants were equally more distributed and are divided up more on their perception of the
current status of mental health. (See Table 3.2 for more details on the nine domains.)
Professional Satisfaction and Referral

A total of (n=123) participants answered closed-ended yes or no questions. Participants
were asked to respond to the following two questions: Are you satisfied with the current mental
health services available to children, couples, and families? And have you referred any of your
clients/families for marital and family therapeutic interventions before? Ninety-one percent of
the MHPs indicated “No”, and that they are not satisfied with the current mental health services
available to children, couples, and families. Meanwhile, 69% of the MHPs participants indicated

“Yes”, which they have made referrals for their clients recommending seeking marital and family
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therapeutic interventions. These results indicate a high rate of need (referral) but an extremely
limited pool of individuals considered competent to conduct the treatment.
Important Presenting Mental Health Concerns in KSA

Participants were presented with a 21-items list and asked to answer a three Likert-type
scales (agree, disagree, or neither agree or disagree) to each of these question. The highest
“agreement” rating items came in response to partner relational problems with (97%); followed
by child abuse and neglect (93%); child sexual abuse (89%); sexual difficulties (86%); child
physical abuse (85%); parenting and substance abuse each had (84%) of agreement; and marital
affairs (81%).

The highest items that had “disagreement” ratings came as follows: elder abuse (40%);
discrimination and adult physical abuse each (39%); gender inequality (38%); adult physical

abuse (35%); and financial difficulties and young adult radicalization (29%). It is important to

mention that, participants were almost equally agreeing and some were disagreeing that elder
abuse is an important mental health concern in KSA, with (42%) and (40%) in the respective
order. Moreover, discrimination had higher “disagreement” compared to “agreement” indicated
by (38%) of the participants, and (23%) responded with “neither agree or disagree.”
Furthermore, some of the 21-items were not answered; few participants did respond to
the questions as “neither agree or disagree”, which was significant in the following order: (25%)
for “work-related problems” and “multiple spouses.” Moreover, domestic workers for childcare
received (20%); “elder abuse,” “incest,” and “young adult radicalization” each had (18%), and

“financial difficulties” and “adult sexual abuse” each had (15%). (See Table 3 for more details.)
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Table 3.2

Ratings on current status of the mental health in Saudi Arabia

Domains relate to Mental Health  %Excellent %Good %Satisfactory %Poor
1-Clinical Training 0.7 18.8 41.7 38.9
2-Academic Qualification 2.2 37.0 32.6 28.3
3-Professional Collaboration 2.1 24.6 43.0 30.3
4-Referral System 2.1 24.1 37.6 36.2
5-Resources for Clients/Families 1.4 17.5 33.6 47.6
6-Resources for Professional 23 13.2 41.9 42.6
7-Malpractice Regulations 1.5 53 21.8 71.4
8-Client’s Confidentiality 20.3 31.9 31.9 15.9
9-Faith healers' Knowledge about MH 3.7 13.2 36.0 47.1
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Regarding gender differences, more females “disagreed” than ‘agreed” that gender
discrimination is a mental health concern in KSA. Moreover, more females had higher responses
with “neither” compared to ‘disagree”on the following items: multiple spouses (30%) “neither”
versus (12%) “disagree”; work related problems with (29%) “neither” versus (13%) “disagree”;
abuse of male guardian with (23%) “neither” versus (20%) “disagree”; marital affairs, (12%)
“neither” versus (10%) “disagree”; and lastly equal “neither” and “disagree” responses on
substance abuse with (8%) each.

More male participants “disagreed” than ‘agreed” that young adult radicalization, sexual
abuse of adults, multiple spouses, and bullying is a mental health concern. Male participants
responded with “neither” response more than “disagree” on the following items: bullying, incest,
abuse from a male guardian, and substance abuse. Moreover, they have an equal response to
discrimination with (30%) each, and (39%) who agreed that discrimination is a mental health
concern in KSA. (See Table 3.3 for more details on overall ratings and gender differences
ratings.) These findings indicate significant gender differences in the perceptions of mental
health issues in KSA.

Identified Strength in Saudi Families

In this question, participants were asked the following open-ended question: List what
you see as the strengths in Saudi Arabian families that are assets for mental health? There were
two main themes that emerged from this questions: the first theme was family cohesion and
resources, the second theme was family and cultural customs and values. The two themes
overlapped in many ways since aspects of family strengths are very interconnected and

interdependent and it is difficult to view them in isolation.
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Family cohesion and resources theme. This theme demonstrates participants sense of
kinship and societal connectivity and supportive resources. Overall, participants viewed Saudi
families as close and cohesive. Cohesiveness and resourcefulness were indicated by words or
references to family bonds, ties, communications, solidarity, cohesion, care, and support that
family members provided each other, as well as to members of the larger society. One participant
described support as: “The robustness of the social structure of the Saudi society ... rather than
seeking a psychologist, [Seeking others such as] grandfather, paternal uncle, maternal uncle, in-
law relative and others because the ties are strong and may contribute to solving problems...”
Solidarity and cohesion were considered strengths and was described as: “An acceptable degree
of family solidarity still exists,” and “Family cohesion and its extension from the nuclear family
unit to the extended family.”

Regarding communication and its role in keeping families strongly connected, one
participant described indirect ways of staying connected to all the extended family members by
daily inquiry about one another via one of the family members who communicate back and forth
among them; one participant illustrated the communications by stating that, “Continuous
communication, even indirectly, or on a daily basis by asking about family members through one
of the parents.” Moreover, bonds and ties were demonstrated as a strength in descriptions of
family members participating in events; one participant states that, “Attendance and participation
in happy and sad events and attending to other’s feelings.”

Another contributing factor for family strength is resources. Some of the mentioned
contributing factors to family strength were indicated by references to factors such as financial

resources, education resources, being patient, and resilience. An example of resources is the
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financial resources, one participant states that, “Next is the economic situation and standard of
living which is excellent to average which helps to meet the needs that help the country and its
members regarding mental health.” Another factors relating to family strength is being resilient,
one participant wrote, “In the general context the coping mechanism during trauma.”

Family and Cultural customs and value theme. This second theme is illustrated by
specific contributing factors that are derived from values tied to specific cultural and custom
practice, values from faith, and religiosity of families. Many references were made by
participants about the strengths that are derived from Islamic religion including morals, values,
and principles. One participant wrote, “The foundation is in the religion which set criteria and
standards for maintaining the rights [and] responsibilities; and balances the duties when it comes
to giving and taking, and having a sense of responsibility”. Religion is tied to responsibilities
toward maintaining family bonds, looking after elders, parents, children, wives, and those who
need care as demonstrated by a participant who wrote: “The religious disposition which calls for
filial piety and respect for parents and calls for fathers [husbands] to give attention to wife and
children.” Also, there were references to the degree of religiosity using terms to reference
religion and religiosity as follow: “Adhere to religion,” “Rational religiosity,” and “high degree
of religiosity.” One participant described the levels of religiosity by saying: “religious morals,
which range in magnitude among Saudi families but the strength point that exists, and the
existence of its seed that only needs an awakening of it in the soul.”

Another illustrations of family and cultural values as relates to elders, extended family
members, and how this extends into different life cycles. Family values and members’

relationships as strength were discussed in connection with the support received from the
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Table 3.3

Overall Ratings and Gender Differences Ratings for 21-Items List of Areas of Concerns

%Overall Ratings

% Gender Differences Ratings

Areas of Concerns Agree Disagree Neither Agree Disagree Neither
M E M E M E
1-Parenting 83.8 10.3 5.9 89 80 7 125 4 75
2-Partner Relational 96.5 23 1.2 95 98 2.5 2 2.5 0
3-Child Abuse & Neglect 92.7 7.3 0 94 92 6 8 0 0
4-Financial Difficulties 56.5 29 14.5 67 50 29 29 4 21
5-Sexual Difficulties 86.3 8.2 5.5 91 83 6 10 3 7
6-Gender Inequality 50 37.5 12.5 48 51 39 37 13 12
7-Child Physical Abuse 84.7 9.7 5.6 79 88 14 7 7 5
8-Adult Physical Abuse 54.5 34.5 10.9 42 61 37 33 21 6
9-Adult Sexual Abuse 45.8 39 15.3 35 53 43 36 22 11
10-Child Sexual Abuse 89 53 53 87 91 6 5 6 5
11-Marital Affairs 80.6 10.4 9 84 79 12 10 4 12
12-Substance Abuse 84 6.7 9.3 83 85 6 8 11 8
13-Work Related Problems 54.4 21.1 24.6 47 58 37 13 16 29
14-Discrimination 37.7 393 23 39 37 30 45 30 18
15']\:311655“”&” 63.6 167 19.7 73 58 12 20 15 23
16-Elder Abuse 41.9 40.3 17.7 35 46 48 36 17 18
H7-Domestic Workers 60 197 197 55 64 24 17 21 19
18-Multiple Spouses 49.2 254 254 38 58 42 12 19 30
19-Incest 64.8 16.9 18.3 61 67 14 19 25 14
zo'g;’(‘i‘i‘:ilf‘z‘;‘;lén 53.2 29 17.7 36 65 4 19 20 16
21-Bullying 68.3 14.3 17.5 56 76 12 16 32 8

Note. M = male and F= female

105



extended family members and the authority of elders and parents. For example, one participant
wrote, “Somewhat the connection between the small family and the extended family, and
following up with children even after they go beyond the age of 18 years old, and financial and
emotional support of children even after they get married.” Other described authority of the
members as a strength as: “Clarity of the authority and importance of the senior siblings” and
also through participants describing filial piety who said, “Symbols of father and the mother in
maintaining filial piety and appreciation and ensure being constantly in their presence.”

In addition, there were specific cultural and custom particular strengths that were
illustrated by references made about conservatism and related words such as: “modesty,”
“conceal and discreet”, and “female’s discretion.” Moreover, references to maintaining customs
or some of the customs were identified as strengths, one participant wrote; “Traditional
marriages and holding to it.” Moreover, strengths were derived from specific cultural values and
customs about gender roles. An examples given included was that: “... the lack of the number of
working women, and the responsibility of men to spend on the home and family.” Another
participants also wrote that, “Man's full responsibility toward his family members.”

Discussion

This current study aims to explore Saudi MHPs views on nine domains of mental health
services, awareness of mental health concerns, and identifies strengths of Saudi Arabian families.
Those findings address a gap in research about mental health field in KSA and help identify
needs for the growth of marital and family interventions.

There are almost equal distribution of gender, with 55% female participants; participants

that hold bachelor’s degrees account for 42% in the survey. These findings are in line with
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previous literature that states that most psychologists and social workers hold bachelor’s degrees
(Al-Habeeb & Qureshi, 2010). Moreover, participants identified more than one job title and
specialization; the findings might be due to the fact that job positions do not necessarily match
the specialization, for example, a counselor or psychologist could be hired as a social worker.

Overall, participants provided more ratings of “poor” and “satisfactory”in about nine
areas of mental health in KSA. Disturbingly, malpractice regulations got rated as “poor” by 71%
of the participants. Furthermore, client’s confidentiality, which is an identified form of
malpractice got the most diverse participants ratings ranging from 20% “excellent” to 16%
“poor”. These findings are alarming since KSA professionals have divided opinions on this
crucial aspect of mental health services. If this is how professionals view client’s confidentiality,
then on the other hand, clients cannot be blamed for their fear and mistrust toward mental health
providers. Previous literature has indicated that privacy matters related to health records in KSA
are a concern and a barrier to treatment (Al-Shahrani, 2003); it is essential that these issues be
addressed in the immediate future.

Notable issues also emerged around marital and family interventions. The majority of
MHPs refer their clients to marital and family therapy providers, yet 91% are not satisfied with
the current services that are available to children, couples, and families. With such an enormous
indication of professionals’ dissatisfaction with these treatment options, I can only speculate that
clients will have even lower satisfaction rates. Even in cases where clients may not be aware of
the qualifications of the provider, the quality of services is sure to be substandard for many
according to these views. It is essential that an increased amount of training is provided for those

who are working with these often difficult issues.
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There are some differences in MHPs perceptions as to what extent do the 21-items list of
topics is presenting critical mental health concerns in KSA; issues such as partner relationship,
and child abuse and neglect offers some distinct substantial agreements. On the other hand, there
are clear splits on important concerns among professionals as well as gender differences. For
examples, elder abuse, discrimination, and gender inequality are topics fully charged with
powerful situations of power, control, privilege, and oppression. However, there are currently no
statistics on elder abuse, discrimination, or ways to consider gender inequality. Furthermore, in
the global mental health literature, there are calls to pay attention to the importance of social
exclusion and discrimination in the healthcare system (Collins et al., 2011). In step with this, the
mental health care system in KSA will benefit from paying attention to preparing the mental
health workforce to encounter the global mental health challenges that are existing in the realm
of social exclusion and discrimination when it comes to working with clients and their families
in the mental health care system.

Regarding the strengths of Saudi Arabian families, two main themes were identified:
Family cohesion and resource themes and Family and culture and custom values theme. Family
cohesion and resource themes included descriptions of the valuable notion of kinship and social
connectivity and support. Family and culture and custom values theme, on the other hand,
describes specifically particular family values and members’ relationships toward one another:
faith and religiosity, as well as, cultural and custom specific factors. Perhaps those strengths are
important for providers to be aware of since identifying strengths, and instilling hopes are

important components in the work of mental health care providers.
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Religious values were also highly endorsed as a strength; these values were seen to guide
and strengthen family life. This is similar to the view of Koenig et al., (2013), who in describing
the influence of religion on people of KSA stated, “By far, the strongest influence is religion.
Muslim beliefs and Islamic law (Sharia) help to guide and structure every aspect of life,
including work, play, dress, diet, social relationships, and behaviors, including ways of dealing
with stress” (p.233). Therefore, understanding the strength that is driven from faith is important.
Furthermore, this can complicate the client-provider relationship if providers are not aware and
accept the diversity that exists within the way people understand and practice the religious faith
or the culture itself. It is necessary not to pathologies differences or impose superiority of one
way of existence over another. Platt and Laszloffy (2013) discussed the importance of
incorporating training that aims to increase self-knowledge about national identity, patriotism,
and nationalism in MFT training; adopting similar exploration in trainings will be necessary to
prepare a more competent psychotherapist in KSA. However, it should also be important to note
that for any mental health provider working within families in Saudi culture, that there is an
important intersection between religious beliefs and topics such as gender, gender roles,
sexuality, and values, to name a few. In this survey, respondents shared views around these topics
and some of them clashed with those religious views of Saudi culture. More work is needed in
understanding how to address these issues with families, while at the same time supporting long
held religious beliefs.

Strengths and Limitations. The strength of this study is that it explored different areas
of mental health in KSA, and highlighted domains of where it will benefit from initiating the

growth of MFT profession in the country will be a great asset to the current trend of fostering
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and expanding mental health to meet the needs of the people. The present study explores topics
of concerns that contributed to the mental health that is finally starting to get attention: domestic
violence, child abuse and neglect, partner-relationship concerns, and substance abuse. The study
assesses MHPs width of knowledge about the different contributing factors for mental health
issues. Also, it assesses MHPs satisfactions of the services provided to children, couples, and
families, as well as, assessed psychotherapists’ general sense of their satisfaction with the
training and supervision they receive. Additionally, gender differences regarding the topics of
concerns and satisfaction of training were introduced, and this will be a great asset to culturally
adapted training and supervision while keeping an eye on the gender differences and accessibility
to different populations.

It is important to note that the present study findings can only be an indication of the
current trends in the perception of MHPs and psychotherapists who volunteered for this study.
There is a need for a larger sample size, for these findings to be generalized to the field.
Furthermore, there is a need to ask further questions regarding the curriculum of training that the
psychotherapist undergo. Additionally, the 21-items list of questions about the extent of
importance of the listed mental health issues in KSA may have caused some confusions and
needs further clarification. This current study explored strengths of Saudi Arabian families, yet a
limitation that exists was that it did not explore any negative or weakness factors for families that
contribute negatively to the overall mental health.

Future Direction and Implications. This current study illustrates areas of presenting
concerns where professionals may have struggle with in regard to assessment of those critical

issues relating to mental health; It might be an unseen area for professionals due to being brought
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up with similar societal and cultural messages without examining cultural scripts of gender
inequality and power imbalance. Also, professionals might be blinded to realm of social justices
and power imbalance existence due to lack of clinical training experience. Therefore, exploring

self-of-the-therapists of the providers is an important aspect of the training.
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Appendix C1

Study Two: Psychotherapists and MFTs Survey

Q1 I have read the previous information about this study, and I consent to participate in the
Study.

O Yes

O No, If No Is Selected, Then Skip To End of Survey

Q2 Are you currently a practicing psychotherapist and /or marital and family therapist in Saudi
Arabia? (Including other applicable specialties delivering psychotherapeutic and/or marital and
family therapeutic interventions)

O No

O Yes

Q3 Please list the degree(s) that allows you to practice delivering psychotherapeutic and/ or
marital and family therapy interventions?

Q4 Please indicate the followings:

Q5 Age?

O Less than 21 O 36-40 O 56-60

O 21-24 O 41-45 O 61 or above
O 25-30 O 46-50

O 31-35 O 51-55

Q6 Gender?

O Male

O Female

Q7 How long have you been delivering psychotherapy and/or couple and family therapy?

O 3-6 months O 2-5 years O More than 15 years
O 6-12 months O More than 5 years O Other, Specify
O 1-2 years O More than 10 years

QS8 Professional job title and specialty?
Q' Mental Health Counselor Q Psychiatrist Q' Marriage and Family
Q Clinical Social Worker Therapist
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Q  Clinical psychologist Q Medical Social Worker Q  Other, please specify
Q Social Worker

Q9 Highest academic qualification?

O PhD/ PsyD or equivalent O MD

O Master's degree or O Bachelor's degree
equivalent O None of the above

Q10 Do you currently provide psychotherapeutic services to children and/or couples and
families?

O YES

O NO

Q11 Do you offer on-line psychotherapeutic services?
O YES
O NO

Q12 Have you received any clinical training outside of Saudi Arabia?
O YES
O NO

Q13 Please write the name of the country/countries where you received your overseas clinical
training to provide psychotherapy and/or couple and family therapy?

Q14 How long was the duration of your clinical training and supervision overseas to foster and
develop your psychotherapeutic and/or couple and family interventions to be practiced
independently? (Independently refers here to delivering psychotherapeutic interventions without
live or direct supervision during the session).

O Week(s), specify
O Month(s), specify
O Year(s), specify

Q15 How long was the duration of your clinical training and supervision to foster and develop
your psychotherapeutic and/or couple and family interventions to be practiced independently?
(Independently refers here to delivering psychotherapeutic interventions without live or direct
supervision during the session).

O Week(s), specify
O Month(s), specify
O Year(s), specify
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Q16 How do you rate your proficiency for practice as a result of the clinical training and the
supervision you have received for delivering interventions to individual clients?

O Excellent O Fair O Not applicable

O Good O Poor

Q17 How do you rate your proficiency for practice as a result of the clinical training and the
supervision you received to deliver interventions to children, couples, and families?

check each category.
. Not Not
Excellent Good Fair Poor applicable
Children
Couples
Families

Q18 Please indicate the type(s) of supervision you have received prior to working independently
with your clients (individuals, children, couples, and families)?
(Independently refers here to delivering psychotherapeutic interventions without live or direct

supervision during the session).

Q Shadowing Q Individual Case Q  Classroom role-playing
Q Direct live supervision consultation supervision Q Others, please

via audio O Group Case consultation specify
Q Two-way mirrors or supervision

television monitors A Videotape supervision

Q19 Are you satisfied with the clinical training that you received prior to working independently
with your clients (individuals, children, couples, families)? (Independently refers here to
delivering psychotherapeutic interventions without live or direct supervision during the session).
O Satisfied

O Somewhat Satisfied

O Dissatisfied

Q20 If you could have some training added, what are the best training practices and needs that

will foster proficiency in psychotherapeutic interventions to children, couples, and families in
Saudi Arabia? (list some of the needed growth).
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Q21 What are your top theoretical orientation that you deliver with excellent to good
proficiency? (List 1-3).

Q22 Do you provide clinical supervision for other psychotherapist/couple and family therapist or
trainees on the job? (Clinical supervision focus on the growth of the trainees and therapists to
foster clinical implications range from using specific interventions to focusing on the client-
therapist relationship)

O YES

O NO
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Appendix C2

Study Two: Psychotherapists and MFTs Survey (Arabic)
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CHAPTER 4: MANUSCRIPT III
Professionals Training and Services in Mental and Social Health in Saudi Arabia: A

Modified Delphi Study

ABSTRACT

Evolving efforts to improve mental health and social health care is recently taking place in the
Kingdom of Saudi Arabia (KSA). However, training and cultural challenges for providing
services for marital and family therapeutic interventions have yet to be understood. This study
utilized a modified Delphi methodology to identify the common training barriers and solutions
for mental and social health services and identified cultural challenges for working with
relationally based concerns. Panelists from KSA with various mental and social health
backgrounds were sought to determine and reach consensus on barriers and solutions to mental
healthcare challenges. In the study findings, panelists strongly endorsed barriers for access to
professionals, availability of services and facilities, the current status of collaborative care, and
other related needed supports. Although cultural challenges were identified as a problem, there
remains widespread confusion as to how to deal with these issues as only a few topics and

solutions reached consensus from the panel. In addition, implications and future direction are

discussed.
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“Starting with the practice can lead to the creation of a profession once it is determined that the
body of knowledge and requisite competence is truly unique.” (Northey, 2009, p. 313).

Introduction

Providing proper therapeutic supports, such as marriage and family therapy (MFT), to
foster human beings’ psychological and emotional needs, is an important medium to cultivate
and enrich mental and family health around the world. In the development of any of the helping
professions, obstacles prevail, yet any profession grows in spite of the barriers by taking concrete
and strategic steps. There are a number of studies that examine MFT in a global and international
context, including many of the encountered obstacles and needed solutions for MFT success
across the globe (See DuPree, et al., 2012; Ng, 2005; Roberts et al., 2014). Despite the
previously mentioned literature, there are shortages in studies of marital and family therapeutic
interventions in the context of the Kingdom of Saudi Arabia (KSA).

Some forms of MFT practice in KSA have begun to occur, yet these growing sprouts are
in danger of a rapid expansion, resulting in a way of working that carries the title of the
profession yet falls short of the needed regulations and competencies that ensure envisioned
outcomes. This current study aims to identify barriers and solutions to delivering psychological
interventions to individuals, couples, and families in KSA. Moreover, the study intends to fill the
gap in the literature about the needs that are particular to KSA as a country located
geographically in the Middle East, with an Arabic-speaking population and culture, and home to
individuals living in an Islamic conservative and collectivist society. Therefore, a review of some

of the challenges and identified needs in services and professionals’ training will be considered.
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Challenges and Needs

For the purpose of this present study, barriers are challenging elements that hinder the
development of psychotherapeutic interventions for individual as well as relationship based
concerns such as intimate relationships and the parent-child relationship. The following section
will present some of the current cultural and societal barriers, mental health professional
qualifications, and available training in KSA.

Cultural and Societal Contextual Challenges

There are numbers of constraints that stem from societal, cultural practices, and beliefs.
In a review of 22 published studies on Arab countries in the Middle East; 54% of the barriers to
psychosocial treatment implementations are obstacles concerning acceptance of interventions
within the cultural context (Gearing et al., 2012). Some of the mentioned local cultural contexts
in the previous reviews are in the forms of beliefs and values, stigma, and alternative help
seeking tendencies.

Sewilam et al. (2014), in their reviews of literature on societal stigma related to mental
health and its treatment, conclude that that although individuals are more aware of mental health
difficulties, stigma still exists, and it has substantial effects on the treatment of those who need
mental health interventions. Another more recent research study, also from Arab countries,
indicates that stigma associated with mental conditions influence clients and their families’
overall health and well-being as they are unlikely to acknowledge their difficulties and receive
the treatments they need (Dardas & Simmons, 2015).

In KSA, a focus group study explored the topic of stigma with general females attendees’

of primary health care centers in one of the cities in KSA (Koura et al., 2012). Participants in the
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study reveal that traditional and cultural norms during early life stages of development,
fearfulness of psychiatry, and clients who they viewed as angry and violent all contributed to
stigma. Moreover, participants believe that mental health disorders are not curable and are
hereditary. Additionally, participants are fearful that in legally conflictual cases, medical records
may get used against the patient in the courts. Furthermore, Shahrour and Rehmani (2009)
investigated psychiatric stigma with general hospital staffs in KSA, and concluded that medical
personnel hold an overall medium index of stigma relating attitudes on a nine-point Likert scale
as follows: Fear (4/9), avoidance (4.89/9), and dangerousness (4.3/9). In another article
describing mental health in KSA, the authors conclude that: “Mental health care also takes place
within the nuclear and extended family, and such problems are often kept a secret.” (Koenig et
al., 2014, p. 120).

A possible challenge to the therapeutic alliance is the cultural and societal attitude of
maintaining privacy in KSA. Al-Shahrani (2003) points out that in KSA, some individuals reject
sharing and are reluctant to get involved in getting services due to wanting to maintain personal
matters private to safeguard personal privacy. Also, Tashkandi and Rasheed (2009) found that
only one-third of the participants who are Saudi females attending primary care centers discuss
the incident of abuse with their providers. Stigma, maintaining privacy, and secrets are among
the words used to refer to societal and cultural reasonings that address possible obstacles to
accessing help for individuals and families.

Previous studies highlight that the first line of help seeking for mental health needs
usually involves non-mental health professionals such as faith and traditional healers. An

example from one study highlighted that among the 321 visitors to faith healers in KSA, many
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included individuals experiencing mental health concerns, especially depression and anxiety
(Alosaimi et al., 2014). Another study by Al-Solaim and Loewenthal (2011) indicated that the
most common explanation given by faith healers to clients with Obsessive-Compulsive Disorder
(OCD) was that the symptoms were causes by an evil eye (an evil eye, in the Islamic religion, is
explained as symptoms in which resulted by admiration of an object or a personal attribute by
someone who has shown admiration unaccompanied by reciting the name of God). Therefore,
the authors claim that individuals approach faith healers for psychological symptoms that
resemble some religious and cultural specific concerns. Spiritual disorders in the form of the evil
eye, jinn (possession), and magic are all common patterns of symptoms presented, in another
study composed of 45 faith healers (Al-Habeeb, 2003). Individuals approach faith healers for the
following symptoms: Anxiety, fearfulness to develop a disease, obsessive thinking, insomnia,
depressive symptoms, chest oppression, talkativeness, hyperactivity, family conflicts, family
estrangement, psychotic disturbances, and violent behaviors (Al-Habeeb, 2003). As it appears
from previous studies, people seek traditional and faith healers for mental health concerns
including relationally base concerns.

Seeking out faith healers is problematic in that they may have little knowledge of mental
health, and may delay the connection of individuals with a competent treatment provider. An
illustration of this issue comes from a study of 15 Saudi females with OCD, the participants
indicate that they spend six months to one year consulting a faith healer before deciding to seek
help from a mental health professional (Al-Solaim & Loewenthal, 2011). Other problems with
the current practice of providing faith and traditional healing are not only on their limited

knowledge of mental health but overall on their competencies, which are beyond the discussion
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of this present review.

The above explored previous literature findings are only some of the examples of cultural
and societal beliefs and norms that hinder seeking and receiving mental health services in KSA.
Provider qualifications and training are another areas of challenge to mental health service
delivery in KSA.

Provider Qualifications

Professionals who are working under the umbrella of the healthcare sector in KSA, get
their licensure through the Saudi Commission for Health Specialties (SCHS), which has
established a manual spelling out qualifications required of professionals who provide services in
the healthcare sectors (SCHS, 2014). The professional specialization manual states that a
graduate with a bachelor's degree and a three-month internship focused on practical training is
classified as an assistant psychologist; furthermore after three years of working under
supervision from a senior specialist or consultant is due to a promotion to be a specialist
psychologist (SCHS, 2014). Along the same line, individuals with bachelor’s degree in sociology
or social work are classified as a sociologist or social worker without specification of training;
those with a master’s degree in social work or sociology are classified as senior specialists.
Additionally, consultant classifications requires a Ph.D. degree or equivalent (SCHS, 2014).

Some private practitioners fall under the healthcare sector, while some private
practitioners and agencies who provide interventions for relationship based concerns fall under
the Ministry of Social Affairs. Moreover, life and health coaches are starting to emerge in KSA,
and there is an absence of information on their qualifications in the country due to the recency of

this practice.
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Current Training Programs. A variety of diverse and disconnected training programs
currently exist in KSA. An example of psychology curriculum taught in KSA reported in El-
Naggar (2012) article. The author describes that at King Saud University, there are two tracks:
the first track prepares students to teach psychology at the high school level and the second track
is the psychologist track, which is established at an undergraduate level to prepare students to be
psychologists. Furthermore, in medical curricula in KSA, behavioral sciences receive less
attention (Chur-Hansen et al., 2008). There is an urgent need to reform medical education and to
add more behavioral science knowledge to meet the demands for mental health care (Chur-
Hansen et al., 2008). Additionally, there is a family counseling diploma degree at Al-Imam
Muhammad Ibn Saud Islamic University, but this is the only one in the country.

Concerns with the Current Status of Qualifications and Training. Some of the
previous studies have referenced the inadequate clinical training in mental health in KSA. For
example, previous study findings on professionals’ views on their qualifications indicate that
counselors criticized their education which is described as being heavily focused on theories (Al-
Bahadel, 2004). In another study of social workers, 54.8% of participants reported that they are
expected to perform tasks, despite the fact that they feel that the training is short of meeting the
responsibilities assigned, and they feared that it would affect their role performance (Albrithen &
Yalli, 2013). In another study, social workers indicated dissatisfaction with the learning curricula
(Al-Shahrani, 2003).

Due to the lack of enough academic literature that provides more details on the current
psychological interventions provided, Saudi Arabian newspaper articles illustrate the public and

government officials' perceptions of some reality of mental health status and concerns. The
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newspaper articles highlight concerns such as: chaotic practices of professionals when it comes
to delivering psychological interventions, professionals lacking proper qualifications,
malpractice, lack of services for psychiatric clients, and discussed problems with the current
practice of family counseling and MFT (See Al-Baamer, 2016; Al-Moflah, 2008; 2010; 2012; Al-
Sadhan, 2012; Alriyadh Newspaper, 2013; Bashtah, 2004).

Needs. The discussion of inadequacies and potential solutions in the previous literature
often offers suggestions for the stigma, privacy, and dependency on faith healers as the first line
of help seeking. Dardas and Simmons (2015) recommend overcoming the stigma of mental
illness in Arab families by promoting mental health through awareness implementations in
academic curricula, media, and to integrating mental health services in general health settings.
Moreover, Alosaimi, et al. (2014) suggest the involvement of non-governmental agencies,
universities, and the use of media to decrease stigma.

Additionally, Gearing et al. (2013) believe that more awareness will lead to greater
utilization and acceptance of mental health treatments. In previous literature, the need for
implementing awareness is not mentioned exclusively for the clients. For example, Sewilam et
al. (2014) proposed involving family members in supporting one another to overcome shame, to
get faith or traditional healers and religious leaders involved, and to utilize social media.
Moreover, it is crucial to educate faith-healers on common psychiatric symptoms and the
necessity to refer patients for mental health interventions (Alosaimi et al., 2014). Other
researchers suggest that education and direct contact is the best way to tackle stigma for general
medical staff (Shahrour & Rehmani, 2009).

Regarding adequate training and qualifications, some of the previous studies have called
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for urgency in improving the current training and skills by advancing the universities’ curricula
to develop a more concentrated clinical preparation (See Al-Bahadel, 2004; Albrithen & Yalli,
2013; Al-Habeeb & Qureshi, 2010; Al-Shahrani, 2003; Bin Hussein, 2003). Globally, some
research on MFT in other countries has emphasized the demands for training materials,
supervision, and support networks to develop further the profession of MFT (Roberts et al.,
2014). Additionally, some of these other countries are facing challenges related to accreditation
and recognition of the MFT profession (DuPree, et al., 2012; Ng, 2005; Roberts et al., 2014).
Based on the disjointed state of mental health in KSA, in the current study I set out to
explore the following items: 1) To identify common barriers and solutions to services and
training for mental and social health services for individuals, couples, and families in KSA; and
2) To identify cultural challenges and therapist needs to work successfully with relational
concerns. Using a Delphi method, I aimed to poll a panel of KSA mental health experts on their

views of these two questions in KSA.

Method

Dawson and Brucker (2001) highlight the utilization of Delphi method in MFT research,
specifically where there is dissension and confusion. The Delphi methodology is a good fit for
this current study since it is investigating an area of exploration that does not have a clear
conceptualization of the barriers and solutions to implementing psychotherapy and MFT as
coherent professions in KSA. "The Delphi method attempts to negotiate a reality that can be
useful in moving a particular field forward, planning for the future, or even changing the future

by forecasting its events" (Stone Fish & Busby, 2005, p. 239).
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This current study is the final phase of the multiphase study and it utilizes the modified
Delphi methodology to poll, via means of two rounds of surveys, a panel of identified experts,
and arriving at a consensus on questions of interest. The Delphi method will help in providing a
consensus of what local experts in KSA recognize as disparities in current marital and family
therapeutic interventions provided as a result of deficiencies in preparing professionals to face
the challenges of mental and family health needs in a fast evolving society.

The Delphi approach has been applied in some areas of research including curriculum
development, training, and supervision (Hovestadt, Fenell, & Canfield, 2002; Israel, Ketz,
Detrie, Burke, & Shulman, 2003; Sburlati, Schniering, Lyneham, & Rapee, 2011). For example,
in a study by White and Russell (1995), a modified version of the Delphi was used to get a
consensus on supervisory variable in training of MFTs, and in another study by Blow and
Sprenkle (2001), the Delphi method was used to establish consensus about common factors
across theories of marital and family therapy. A Delphi study has two or more rounds of surveys
that build on each other. Usually in the first round, participants respond to open-ended questions
about the topic of interest. In the second round, participants respond to questions generated from
first round responses and rate their agreement with these responses on a seven-item Likert scale.
Median scores and interquartile ranges are then used to identify areas of consensus in the
responses of participants.

Panel Selection

For an effective Delphi study, it is important to have a panel of experts related to a

particular topic. Experts in KSA were approached to participate based on their expert knowledge

of current mental health prevalence and services provided in KSA. According to (Nelson &
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Allred, 2005) this form of sampling is "purposive" or "expert." Panelists were a heterogeneous
group of those working in academia and mental healthcare settings in KSA. A list of 55 potential
panelists was generated based on publications, national reputation, web searches for university
faculty, and mental health professionals in the field of social science. Furthermore, participants in
earlier phases of the overall study were asked to provide recommendations of mental health
experts in KSA. Moreover, contacted panelists were invited to list names of others who fit the
criteria. Panelists needed to meet at least four of the following criteria: (1) Hold a qualifying
degree (MA, MS, Ph.D.); (2) Have at least five years of clinical mental health related experience
working with individuals, children, couples and families in KSA; (3) Have at least five years of
teaching experience in the area of clinical work, diagnosis, and treatment in KSA; (4) Have
experience supervising a psychology/social work student trainee in KSA; (5) Have conducted
workshops/courses in provide training on specific approach/interventions in KSA; (6) Hold a
license from the Saudi Commission for Health Specialties, or any other alternative accreditation;
and (7) Have peer-reviewed publications regarding KSA mental health and social health services.

Panelists were first asked to fill in a short demographic form to gather information about
their age group, degrees of qualification, years of experience, current jobs title, work setting, and
information about where they completed their training and education. This information was
essential to help explain unusual distributions appearing in the data (Stone Fish & Busby, 2005).

An email with the study invitation was sent to 55 potential panelists with diverse
expertise in disciplines related to mental health in KSA. For round one, invited panelists were
sent a message describing the written purpose of the study and the need to seek professional

input on a series of questions related to mental health in KSA. In addition, participants were
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oriented to the confidentiality procedures of the study and were informed that their names or the
institutions that they belong to would not be a part of any publication or presentation related to
the study. Moreover, since the process of completing the survey was lengthy, panelists were
informed that they would be included in a drawing for one iPad mini as an incentive for their
time and for sharing their knowledge.
Procedures for Delphi

All of the questions and items listed were translated into Arabic; data were collected in
both Arabic and English, and Arabic responses were translated back to English when necessary.
The two rounds of the survey were administered via Qualtrics software. The first round Delphi
questions were generated based on the literature review along with data collection and
descriptive analysis responses to surveys distributed during phase one of this multiphase study.
The six inquiries that were asked in round one are as follow:

(1a) List the most common barriers that hinder seeking mental and social health services

for individuals, couples, and families in KSA?

(1b) List the necessary solutions to foster more effective mental and social health

services for individuals, couples, and families in KSA?

(2a) List the most common training barriers for professionals who deliver/or desire to

deliver effective therapeutic interventions to individuals, couples, and families in KSA?

(2b) List the necessary solutions for improved training of professionals who deliver/or

desire to deliver therapeutic interventions to individuals, couples, and families in KSA?

(3a) A recent web survey was conducted about professional’s perception concerning

Saudi Arabia mental health in general, and specifically about marital and family
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therapeutic practices. The majority of the participants in the study agreed that there are a
number of important presenting mental health concerns in Saudi Arabia, many of which
require marital and family therapeutic interventions. What do you see as the biggest
cultural challenges working with individual, couples, and families in working with
family related mental health problems? Provide examples.

(3b) What do therapists need in order to successfully treat these types of presenting
problems?

In round one, out of the 55 potential panelists who were initially invited to participate in
the study, 28 panelists provided responses to these six questions. A lower response rate is normal
and expected in research studies in KSA. Responses to these questions were summarized and
collapsed in cases of redundancy, to ensure that the list of items included non-overlapping
responses. Moreover, the summary of the responses from the first round was circulated among
other graduate students before the commencement of the second round of Delphi to ensure that
the questions were posed with clarity. The translated version of the items was reviewed
extensively by myself and three other Arabic speaking individuals to ensure its clarity and
readability in Arabic. In round two, a list of 135 items compiled from round 1 was sent to the 28
panelists. Twenty panelists completed the second wave of the Delphi; these panelists were asked
to respond to each item on a seven-point Likert-type scale indicating their agreement,
disagreement, or neutrality related to each particular item.

Data Analysis for Delphi Method
According to Stone Fish and Busby (2005), Delphi analysis procedures involve

computing "medians" and "interquartile ranges" to find out agreements among the panelists.
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Findings were determined based on the following: strong consensus on items as indicated by a
median of six and above and interquartile range (IQR) of 1.5 or less (Stone Fish & Busby, 2005).
In addition, consensus criteria determined for this study were as follows: Moderate consensus is
achieved when the median is in the range of 6.50 to 7 and IQR above 1.5 - 2.0; also when
medians are in the range of 6 to 5.50 and IQR equals 1.75 or less. Other items that did not make
the strong or moderate consensus are classified as weak or no consensus.
Results and Discussion

The following section cover the results and discussion of the findings on the participants’
characteristics and the Delphi method results. The results and findings discussion section is
combined for this paper, which is a common practice for the Delphi method studies in MFT (See
Blow & Sprenkle, 2001; Fish & Piercy, 1987; Sori & Sprenkle, 2004).
Participants Characteristics

Only 28 out of the 55 experts invited to the study responded to all or parts of the six
questions. The second round response rate is 71% where 20 out of the 28 invited completed the
two rounds. The first round had 61% male participants and 39% female participants; while the
second round had 60% male participants and 40% female participants. Eighty-six percent
identified their highest educational degree as Ph.D. or equivalent, and the others as master’s
degree holders in the first round. The second round had 85% panelists with Ph.D. or an
equivalent degree.

Demographic data gathering from the first round indicated that panelist ages ranged from
31 to over 60. The majority of panelists identified their work setting as an academic institution

with (n = 17; 61%); followed by hospital setting (n = 14; 50%), and private practice (n = 3;
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11%). At least 25% of the panelists in the first round indicated more than one work settings. The
average years of clinical experience were 16 years, teaching were 14 years, and supervision were
13 years.

Moreover, panelists came from diverse fields such as academicians in social science
fields, clinical psychologists, counselors, MFTs, psychiatrists, and social workers. The majority
of the panelists indicated that they had at least one degree from KSA but most had degrees from
other countries as well including from Western nations, countries in the Middle East, and from
South Asia. Only two identified that they obtained their degrees from KSA exclusively. Eighteen
percent (n = 5) of the panelists were not Saudi nationals but are presently working in KSA.
Additionally, all the participants indicated that they have conducted workshops or given courses
about clinical training on specific approaches or interventions. Furthermore, 36% (n = 10) of the
participants reported that they have publications regarding mental health and social health in
KSA.

Regarding the type of licenses and accreditations held, over 50% indicated that they have
a licensure to practice from the Saudi Commission for Health Specialists, while others noted
overseas licensure, belonging to an organization, and some just included a country name or their
professional title. An example of a panelist response is: “No licensure available in my country.”
Delphi Results

The six questions that were asked for round one generated 135 items that were used for
round two of Delphi. Forty-six percent (n = 62 items) made it into the final items list with strong
consensus (Table 4.1, 4.2, 4.3, 4.4 and 4.6). The findings and discussion of these six areas are

provided in the following order: Common barriers that hinder seeking help, solutions to fostering
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effective services, common training barriers, the necessary solution to improve training, biggest
cultural challenges, and therapist needs.

Common barriers that hinder seeking help. In the first category a total of 28 items, 11
items received strong consensus; and three received moderate consensus (Table 4.1). Items that
were endorsed with strong consensus as common barriers that hinder seeking mental and social
health services were as follow: stigma, access to professionals, availability of services and
facilitators, and the current status of collaborative care and related support. Moreover, items that
were endorsed with moderate agreements consensus were the lack of awareness regarding
understanding the different roles that each professional plays and that unawareness about the
beneficial aspects of counseling and psychotherapy and early interventions. In addition, the item
that received moderate consensus was also on the access to professionals; specifically concerning
that most qualified competent professionals are hired by specific government or corporate
hospitals that serve only specific populations.

Stigma. Stigma as a barrier, reached strong consensus when it comes to clients/families’
experiences of fear related to their social reputation and image. These findings are consistent
with previous research on social stigma (See Dardas & Simmons, 2015; Koura et al., 2012;
Sewilam et al., 2014; Shahrour & Rehmani, 2009;). Findings did not reach consensus on items
on stigma as it relates to clients or families experiencing feelings of shame and disgrace or fear
of being seen as defective.

Access to professionals. Items that received strong endorsement were about the existence
of the shortage of competent and adequately trained practitioners, and not attaining the needed

help for distinctive problems due to the limited number of professionals with specializations. The
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results are in agreement with previous literature that discussed the shortage of professionals in
KSA ( Al-Habeeb & Qureshi, 2010; Al-Shahrani, 2003; Albrithen & Yalli, 2013; Alghamdi &
Riddick, 2011; Almoshawah, 2005; Bin Hussein, 2003; Koenig et al., 2014).

Moderate agreement was endorsed for the statement that most qualified professionals are
hired by a specific government agency or corporate hospital. This finding from previous report
on mental health system in KSA, that 80% of the psychiatrists work in public health facilities,
and about 60% of the psychosocial staft (psychologists, social workers, occupation therapists)
work in government agencies (Qureshi, Al-Habeeb, & Koenig, 2013); however, no previous
studies linked their qualifications with the place of practice.

Availability of services and facilities. High consensus was reached for the high cost of
treatment, quality of services provided, low availability of community mental health services and
addiction focused centers, lack of support for establishing psychological clinics, and clarity and
procedures related to pharmacological psychiatric treatments. According to previous study
findings by Al-Shabrain and Alhabib (2015), clients attending private psychological clinics in
KSA reported that they are dissatisfied treatment fees, short allocated times for their visits, and
for waiting for their appointments. In addition, previous studies also discussed the need for
community mental health services (Al-Habeeb & Qureshi, 2010; Qureshi, Al-Habeeb, & Koenig
etal., 2013).

Current status of collaborative care and related support. There was strong consensus
when it came to barriers as in the limited connection between professionals and school, as well
as more support were needed from the Ministry of Health for developing mental health services.

These issues are equivalent to the outlined needs in the mental health system in KSA that
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reported the lack of financial support from the government (See Al-Habeeb & Qureshi, 2010;
Qureshi, Al-Habeeb, & Koenig, 2013; Koenig et al., 2013; & Koenig et al., 2014). Previous
studies focused on the needs of school counselors concerning support that comes from school
principles, teachers, and parents (Alotaibi, 2014; Alghamdi & Riddick, 2011). More
collaborative work is needed to be in place for school counselors and other mental health
professionals.

Lack of awareness. Moderate consensus was reached for items of clients’ understandings
of the role of psychiatrists versus psychotherapists and of being unaware of the beneficial aspects
of seeking counseling or psychotherapy and the importance of early interventions. Lack of
awareness has been discussed in some previous literature as it was related to a pattern of seeking
faith healers before seeking mental health help (Al-Habeeb, 2003; Al-Solaim & Loewenthal,
2011; Alosaimi et al., 2014).

Additionally, no consensus was reached for items concerning privacy, confidentiality, the
lack of trust, and existing misconceptions about the field as a common barrier with lower
medians of 4 and 5 and with a larger IQR, which indicates this area that panelist has a larger
dispersion of responses when it comes to identified barriers. Although previous literature
illustrates that some studies indicate that problems are usually kept as a secret (Koenig et al.,
2014), and maintaining privacy in KSA is a potential barrier to the therapeutic relationship (Al-
Shahrani, 2003). Perhaps the way the statements is written has given the impression that it is
generalizable to the entire field, which not necessarily true. This item was generated from
panelists from round one and got large dispersion of response that might indicate that it is an area

that needs attention. In a more recent study that surveyed clients attending private psychological
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clinics, participants reported satisfaction toward their physicians keeping their confidential
information private (Al-Shabrain & Alhabib, 2015). Confidentiality is a wide spectrum and there
are laws and regulations that may protect confidential communication.

Misconceptions did not get any consensus, which is surprising finding. This
nonconsensual result signals that there are more awareness about mental health by clients in the
view of the panelists.

Solutions to fostering effective services. Panelists showed strong consensus on 16 out of
the 24 items listed in this section; one item received moderate consensus (Table 4.2). Panelists
had reached a strong consensus and endorsed all the identified necessary solutions to foster
professionals, implement solutions as related to clients/families, services expansions,
collaboration, and increasing awareness. The strongest consensus with (median = 7; IQR = 0)
was for a finding relating to the need for the development of community mental health services
across the nation.

Professionals delivering the interventions. Important strong endorsements were
allocated to concerns of more training and supervision needs, which is in line with previous
literature that was cited under access to professionals in the earlier section about the needs to
increase training, more graduates of postgraduate programs, more psychologists, and more social
workers. Panelists have endorsed measuring clinical performance and restrict the practice to
qualified professionals.

Solutions related to clients/families. There was strong consensus for enforcing patient’s
rights by prioritizing confidentiality through securing their information. These results are

surprising when compared with the findings from the first category about common barriers,
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which reached no consensus for items concerning privacy, confidentiality, and the lack of trust. A
previous study showed that clients reported that they agree that their providers maintained their
information confidentiality (Al-Shabrain & Alhabib, 2015). Perhaps when the statement is
written as a solution versus barriers it got more acceptance. The regulation for implementing the
mental health systems (Ministry of Health, 2016) has recently came out during the writing of this
manuscript and did address different aspects of securing the clients medical record and release of
information, as well as set consequences for those who break them.

Additionally, panelists reached moderate consensus on training qualified specialists who
represent both genders to allow for more availability of same-gender providers for clients and
families. These findings are reflective of the cultural and societal gender segregation and
interactions that often prefer same-gender interactions. Previous literature review on the gender
of therapists in the MFT profession indicated that the therapist gender is relevant when it comes
to family members reactions toward the therapist; it also indicated that it is possible that if
therapists do not mediate gender tensions successfully in therapy, they will lose the opportunity
to help the family their concerns (Blow, Timm, & Cox, 2008).

Service expansion. There are some strong and some moderate consensus on
recommended solutions for service expansions. The strongest consensus was related to the need
for the development of community mental health services across the nation. It is possible that
these findings are similar to the previous report that emphasized the needs for community mental
health services (Qureshi, Al-Habeeb, & Koenig et al., 2013).

Collaboration. There was a strong consensus on collaborations needed with government

agencies such as courts and the Ministry of Health to provide a strong mental health system.
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Recent existing literature shows that there is some improvement in the courts; divorce and child
custody case are presented in court after being assessed by a social worker and psychologist
(Aloud, 2015). More of these collaborations is needed as suggested by the findings from this
present study.

Increasing awareness. There was strong consensus on the need to increase awareness of
mental health through working with the media and the religious institutions. Similar to previous
findings from earlier sections of this study, the lack of awareness was only endorsed with a
moderate agreement. Sewilam et al. (2014) suggested that involving religious leaders might be
useful to bring more awareness to mental health in KSA.

Common training barriers. In the third category, panelists reached consensus on nine
out of the 23 items listed in this section (Table 4.3). There was a strong consensus on the
common barrier identified as lack of competent trainers (median = 7; IQR = 1). Concerning
training sites as barriers, a strong consensus was concerned with issues related to the lack of
explicit criteria, regulations, and procedures in sites as well as inadequacies in the available
settings, and the lack of training institutions with a good understanding of the role of marital and
family counseling. Additionally, all the items on the supervision questions were endorsed as
common training barriers with (median = 6; IQR = 1). Moreover, there was a strong consensus
on barriers related to education when it comes to the scarcity of local training program and
availability of training materials in Arabic.

There was no consensus when it came to identified barriers as related to funds gap, future
employment, accreditation and licensure, and clarity in professionals’ roles. There was a large

dispersion of panelists reaching consensus for endorsing issues related to lack of licensure in
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regard to regulating mental health standards and standards for the profession as a whole (median
=5;IQR =4).

Lack of competent trainers. There was strong consensus for common training barriers as
the existences of pseudo-professionals who profit out of training others. There is scarcity of peer-
reviewed literature about this topic. However, there are plenty of references to this concerns in
newspaper and media that discuss unqualified individuals who practice such as family counselors
and consultants without proper qualifications (See Al-Moflah, 2008; Al-Moflah, 2010; Al-
Moflah, 2012; Baamer, 2016; Bashtah, 2004).

Few training sites, supervision, and education. Those three sections are highly
interconnected therefore the findings will be discussed collectively. Panelists reached strong
agreements that there are needs for more sites and for psychological clinics that offer state of the
art training and supervision. Previous literature has also emphasized the need for more training
for mental health professionals including psychologists and social workers in KSA (Al-Habeeb
& Qureshi, 2010; Al-Shahrani, 2003; Albrithen & Yalli, 2013; Alghamdi & Riddick, 2011;
Almoshawah, 2005; Bin Hussein, 2003; Koenig et al., 2014). Furthermore, previous literature
on global mental health, has indicated that one of the top global mental health challenges is
building human resource capacity by providing a model of training that enhance providers skills
to deliver evidence-based services (Collins et al., 2011).

Moreover, all the items under supervision that ranged from the scarcity of qualified
supervisors and training programs that offer sufficient clinical supervision and have clear criteria
to what constitutes clinical supervision were strongly endorsed. The prior literature discussed

training in general and the needs of more practical versus theoretical, yet no studies were found
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that discussed what defines and articulates what constitute clinical supervision.

Concerning education, a strong consensus was reached that there is a scarcity of local
training for post-graduates who desire to get training to go abroad as well as an insufficiency of
Arabic training materials. The cultural adaptation framework for treatment delivery points out
several elements that are essential. Among them is language, for its importance elements of
being syntonic to the culture (Bernal & Saez-Santiago, 2006). The findings from this study
indicate that there is a need to create localized training that offer training materials in Arabic to
fill the current gap of trained professionals. Cultural adaption extended to those who provide the
services, therefore, making training available in Arabic is essential.

Some of the items that did not reach consensus and were barriers as related to gaps in
funding, future employment, accreditation and licensure, and clarity in professionals’ roles.
Needs of further funding of mental health services was reported in the previous study discussing
mental health systems in KSA (Qureshi et al., 2013). Additionally, lack of licensure regarding
regulating mental health standards and the profession as a whole, received a broad range of
distribution of panelists agreement to these statements. Perhaps the findings came out with a
dispersion since some of the panelists listed overseas licensure, belonging to an organization, or
wrote the country name or their professional title instead of listing licensure; nearly a little more
than half hold licensure of practice from the Saudi Commission for Health Specialists.

Necessary solutions to improve training. In the fourth category, 15 items out of the 22,
received high consensus, and one item received moderate consensuses (Table 4.4). Panelists had
strong consensus on the need for professionals to deliver interventions, details on enhancing

collaborative efforts, needed logistical changes, ways of enhancing training programs, and
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professionals’ development, and supervision. Necessary solutions to enhance training programs
and professional development received strong consensus for increasing hours of clinical training
and providing practical training workshops with (median = 7; IQR = 1). Additionally, similar
strong consensus reached for the need to have a qualified training headquarters with a clearly
defined set of requirements and also to emphasize the need to establish trust, protect patient’s
right to privacy and confidentiality, and to discuss ways to break through stigma, privacy, and
trust barriers during training.

Among the items that received nonconsensus when it came to improving training was the
medium of teaching. Panelists reached nonconsensus with (median = 5; IQR = 4) for suggested
solution as improving training, which specified to have all mental health fields medium of
teaching to be in English at (median = 5; IQR = 4). Other items that did not reach consensus
were to transfer mental health-related major specialties to colleges of “science or applied
sciences/ health sciences.” Also, among nonconsensus items were needs for adequate funds to be
used to develop programs and related materials that would meet the needs of Saudi culture, and
to provide trainers with rewarding salaries.

Professionals delivering the interventions. Items on this section of the category were
previously endorsed by the panelists of this study under the necessary solutions to foster more
effective services findings. Furthermore, the results were similar to previously discussed
literature on the needs of more professionals training (See Al-Bahadel, 2004; Al-Habeeb &
Qureshi, 2010; Al-Shahrani, 2003; Albrithen & Yalli, 2013; Almoshawah, 2005; Bin Hussein,
2003; Koenig et al., 2013; Koenig et al., 2014; Qureshi, Al-Habeeb, & Koenig, 2013). The

addition to this category were items that state the needs for establishing a unified legislative body
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that set practice requirements for specialists set clear code of ethics for professionals working on
delivering therapeutic interventions to individuals, couples, and families.

Although, there are some existing regulations such as healthcare practitioners code of
ethics (SCFHS, 2014) and regulations and rules for eligibility for family counseling centers by
the Ministry of Social Affairs (MOSF, 2014). It is possible that the findings of this study signify
the needs for a national commission to regulate practices in healthcare and governmental non-
healthcare affiliated settings that provide services to couples and families.

Enhancing collaborative efforts and needed logistical changes. Strong endorsements
were established for creating a national plan that involves the different ministries involved in
training to collaborate, establish accredited local training programs, and create postgraduate
programs in collaboration with Western institutions. These findings are in line with previous
literature that called for collaborative work among the Ministry of Health and Saudi universities
(Alrabiah, 2002).

Enhancing training programs and professional development. Repeatedly this is an area
that received strong consensus as barriers, as well as proposed solutions for both receiving
services and trainings of professionals. In particular, what distinguishes the findings in this
section is that the solutions were endorsed for increasing hours of clinical training, and providing
experiential training workshops that focus on competencies. Moreover, endorsement was
provided for the need for qualified training headquarters and a surveillance body that monitors
the quality of the training curriculum. There are existing bodies that monitor training, such as the
one in the Saudi Commission of Health Specialties, which has a general training centers

established with accreditation regulations (SCHS, 2014); perhaps more is expected out of these
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training programs and centers.

Supervision. In this section, the need for more supervision received strong consensus
similar to findings from the common barriers in training category. Panelists endorsed strongly
requiring individual and/or group supervision and follow-up supervision after intensive training
courses. Also, a moderate consensus was reached concerning standardized training and
establishing competencies in supervision from overseas countries.

Regarding items that did not reach consensus with large dispersion are related to having
the English language as the medium of teaching as solutions for improving training.
Additionally, in the previous section, panelists endorsed strongly that there are few training
materials and that overall, trainees have poor English language proficiency. The dispersion of
consensus might be explained in that the majority of the panelists received their training overseas
likely in English, and it might be easier and more convening for some to provide training in
English. This dispersion in the median and IQR, signals a needed attention to be given to self-of-
the-trainer/educator/professional work. Similarly, attention to language, persons, metaphors,
content, concepts, goals, methods, and context are the eight elements of cultural adaptation for
delivering interventions with ethnic populations (Bernal, Bonilla, Bellido, 1995; Bernal & Saez-
Santiago, 2006). Elements of the cultural adaptation framework for working with ethnic
population are suitable to be utilized in meeting training needs of mental and social health
professionals in KSA.

Biggest cultural challenges. None of the items in the fifth category got high or moderate
consensus in this section. It is important to note that this section received an overall lower

median and larger IQR (2-6). Therefore, all items that related to the biggest cultural challenges
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for working with individual, couples, and families reached no consensus (Table 4.5). For
example, perceptions of women as inferior and minor, and society’s perception of
psychotherapists as unstable people received (median = 4; IQR = 4). Another example of high
dispersion among the panelists occurred in the statements that related to cultural misconceptions
about the concept of male dominance with (median = 5; IQR = 5).

Societal norms around the gender. Issues around gender separation, male dominance,
restrictions placed on women’s freedom, and women and human rights are very charged topics.
For example, gender segregation might be accepted and encouraged based on conservative
understandings of religion and tradition that promotes and views it at times as the norm. It is also
possible that panelists are divided on their evaluation about the concerns. For example, gender
segregation might be viewed as religious or cultural requirement, while others see it as an
unnecessary limitation.

Another possible explanation is that media representation of Saudi Arabia and especially
Saudi women, has often been depicting women as weak and submissive (Kaufer & Al-Malki,
2009). Since this present study is coming from a Western institution, and asking a consensus that
some panelists brought up about societal norms around gender, it might steer the attention of
panelists from thinking of the context of working with those who seek help for mental health
need, and lead to rejecting the statements in its entirety.

Statements such as “perceptions of women as inferior and minor,” was proposed by few
panelists and was reframed to soften the description, yet it is perhaps culturally too direct and
some panelists might disagree for its potential generalizability as a fact. KSA, just like any other

society that has wide range of expectations and patterns around gender role, from severely
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disempowered and unbalanced to complementarily and egalitarian within the Saudi cultural
context. Certainly, there might be women who are mistreated, abused, neglected, and have no
voice, however there are also Saudi families and women who have power and voices despite the
laws and regulations that act as contextual barriers on women at the current time.

Societal/Cultural specific challenges. None of the items reached consensus in this
category. Regarding stigma, on the first category which is common barriers that hinders seeking
help, there was a strong consensus found on clients/families experience of fear related to their
social reputation and image. It is possible that panelists in this study agree that once clients are
involved in the process of treatment or therapy, they are not experienced as unable to engage in
the process due to stigma or difficulties opening up. Although previous literature indicated that
keep problems as secret and wanting to maintain privacy is a potential societal and cultural
barrier for seeking help (Al-Shahrani, 2003; Koenig et al., 2014). Another item that did not
reached any consensus is that a biggest cultural challenge is that individuals have difficulty
expressing their emotions because of “emotional illiteracy.” While Arab clients prefer a more
direct therapist (West, 1987, Abu Baker, 2003; Al-Krenawi & Graham, 2000); nevertheless, there
were no studies that described Arabs or Muslims clients are “emotional illiterate,” perhaps the
word in the context of describing clients has been used as a buzzword.

Similarly, statements such as “society still does not accept marital therapy,” or the idea
that families refuse seeking professional help do not admit or recognize the existence of
problems for their family members. Moreover, items listed under the biggest cultural challenges,
as people who are being intolerance of other and absence of social awareness. It is most likely

that the majority of panelists do not hold such views, and that those characteristics are cultural
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challenges, or reject those views altogether. Moreover, the idea of belonging to conservative
societies and extended families, is listed as a challenge in this section that did not reach
consensus. On the contrary, in the first phase of this research with general mental health
professionals their perceptions of strength in Saudi families, findings indicated that being
conservative and having extended family are among the strength (Manuscript II). The large
dispersion of IQR in the results of this category signals that perhaps the overall panelist rejects
some of the statements that had pathologizing connotations toward individuals and families.

Beliefs and understanding challenges. Cultural challenges working with individuals,
couples, and families are in lack of societal and community awareness such as attributing mental
illness to an evil eye or envy; attributing psychological illness as God’s punishment or as an
evidence of a lack of commitment to the religion, and perceptions of psychotherapists as unstable
are slowly changing, did not gain consensus. Although, those above-mentioned items are part of
the stigma and perceptions, yet not all stigma stood in this study except for the societal stigma
for help seeking. While previous studies discussed the existing pattern of clients with mental
health related needs seek other alternative help such as faith healer to treat psychological
symptoms (Al-Solaim & Loewenthal, 2011; Alosaimi et al., 2014).

Another item that reached no consensus on cultural challenge is that “some traditions and
norms are blended with religious views which do not reflect the correct understanding of the
religion teachings.” Perhaps it is likely that nonconsensus stemmed from panelists valuing
traditional norms and customs and take pride that they live in the land that hosts the two holy
cities for Muslims. Therefore, the statements mentioned above, turn what is pride for some as a

cultural challenge. Being conservative and traditional gender roles were the two strengths of the
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families which were identified by mental health professionals (Manuscript II).

Working with societal and cultural gap related to presenting concerns. The findings are
surprising in this categories, which did not reach any consensuses. Perhaps because panelists in
this study have a variety of experiences and expectations with new logistical developments.
Another surprising area that did not receive an endorsement as a culture challenges, were in areas
related to working with couples dealing with intimacy issues and emotionally distance couples.
While previous studies have discussed is challenges around working with couples dealing with
sexual related problems in KSA. For example, Al-Sawaf and Al-Issa (2000) stated that
sometimes it is necessary to conduct sex therapy with one partner, which is due to cultural
factors such as, husbands would not be willing to disclose sexual dysfunction in the presence of
his wife or to allow her to be interviewed.

Another topic that did not gain consensus was the items on “working with parents who
hold misinterpretation ideas about parents.” Although previous studies illustrated in KSA, that
parents are perpetrators in the documented cases of child abuse and neglect cases by 48.9% (Al-
Eissa & Almuneef, 2010), and that parents often use authoritarian parenting style (Dwairy et al.,
2006). The findings of this study on working with couples and parenting needs further
exploration since there are contradictions between identified challenges in the previous literature
mentioned above. Perhaps exploring those topics through qualitative interviews or focus group is
important to understand the divergent in literature and among panelists.

Therapists’ needs. The last category and all its items have reached high consensus with
(median = 7; IQR = 0.25-1) (Table 4.6). The highest reached consensus achieved were for

therapists’ need for clear guidelines and regulations, as well as standardized steps that allow for

154



collaborative work to happen (IQR = 0.25). Moreover, regarding items on personal qualities to
be empathetic, to be respectful, to be open and accepting of the community, and to adopt to
teamwork (IQR = 0.5). No weak or no consensus findings occurred in this section.

Knowledge and Skills. Strong consensuses were endorsed for knowledge and skills,
personal qualities of the therapists, clear guidelines and regulations, and professional needs of
advocacy work. Concerning knowledge and skills, this study demonstrated the importance of the
person of the therapists and competency in lines with previous literature. According to the
American Association of Marriage and Family Therapy (AAMFT) task-force developed core
competency which consisted of six main domains and five sub-domains (Nelson, et al., 2007).
These study findings showed that knowledge and skills endorsed are important ranges from
needs of therapists to understand the Islamic religious teaching, cultural and customs background
to knowledge about presenting problems and abilities to provide psychoeducation. These spheres
of knowledge and skills are in line with the main domains such as admission to treatment,
clinical assessment, diagnosis, and treatment planning and case management (Nelson et al.,
2007). The knowledge that the therapist has is an important area in the cultural adaptation
framework literature. Understanding the cultural values, customs, and traditions of the ethnic and
minority in the community is known as the content element, in the cultural adaptation framework
(Bernal, Bonilla, & Bellido, 1995; Bernal & Saez-Santiago, 2006). Also, the subdomains skills
that were incorporated in the AAMFT task-force core-competency, such as the executive skills of
observing personal reaction (Nelson et al., 2007) gained consensus in this present study.

Panelists believed that it was important for the mental health providers in this study to be

insightful about their personal opinion and biases. Previous literature in MFT emphasized the

155



importance of therapists’ and trainees’ personal views and biases through self-of-the-therapist
work (Timm & Blow, 1999), and the importance of the therapists’ role. Blow, Sprenkle, Davis
(2007) discussed the therapists' role as a common factors for therapeutic change since the
therapists may initiate or boost change by the therapists skills and way of intervening which
allow for change mechanism to be active via a model that the therapist chooses to use.

Personal qualities. Panelists strongly endorsed the personal qualities of the therapist,
such as to be empathetic, respecting, accepting the community, and adopting to teamwork.
Previous literature on therapists and building therapeutic alliance demonstrated that a therapist’s
way of being is the attitude of the therapist on the instant of therapeutic alliance building, which
may determine the effectiveness of implementing clinical techniques (Fife, Whiting, Bradford, &
Davis, 2013).

Clear guidelines and regulations. Consensuses were reached for the needs of logistical
support, standardized steps, and clearer structure to work collaboratively with different parties to
handle cases such as domestic abuse and sexual abuse; there were recent laws passed for
protecting children and criminalizing abuse laws (Bureau of Experts at the Council of Ministers,
2013; 2014). There are new changes that took place in Saudi courts that are empowering women,
and involving social workers and psychologist in custody cases (Aldehaiman, Aloud, & Aldakhil,
2015; Aloud, 2015). Nevertheless, the findings indicate that this is an area that needs further
growth and will benefit from joint and collaborative efforts to be in place.

Professionals advocacy. Another finding that gain consensus is the need of professionals
advocacy by establishing associations to reach people and to lobby for major presenting

concerns. Qureshi et al. (2013) pointed out that there were at least five organizations developed
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by those who experienced mental health that advocated for others experiencing mental health
problems, and those organizations receive government assistant. More mental health
professionals contributing with their expertise and time will be assets to those organization that
empowers individuals with mental health to increase their access resources that improve their
adjustments and quality of life.

Strengths and Limitations

This current study’s main strength is that it has explored a gap in the literature in the
present state of psychotherapy and MFT practice and services in KSA. The modified Delphi
method in itself adds to the robustness of this study since it aimed to get experts in the country to
achieve consensus on obstacles and solutions. The strength also relies on the panel of participants
who are academicians and clinicians, who have clinical and teaching experiences. Additionally,
the majority of the panelists attained higher degrees and had the opportunity to receive education
in KSA as well as in Western countries. The details mentioned above about the panelists in this
study are considered a strength since they have been in the realms of training and service.

The diversity of the characteristics of this study reveals that almost half of the panelists
do not hold local licensure since not all the panelists are working in healthcare settings.
Therefore, this implies that there are broad spectrums of views on the requirements, needs, and
solutions in different contexts of clinical work. Furthermore, there were only 28 panelists in the
study, which is a small number considering the importance of this topic. Eight panelists did not
continue with the second round, without providing their reasoning for dropping out. Another,
potential limitation in the study is that privacy and confidentiality were not clearly separated.

Furthermore, the section on cultural and societal concerns did not reach any strong or
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moderate consensus. Additionally, since this study is coming from a Western institution, it might
have played a factor in the panelists’ openness to acknowledging the importance or agreements
about some of the identified cultural and societal norms about gender for mistrusting how non-
insiders view the information. Another reasoning, which may be one of the weaknesses of Delphi
method is that diversity of opinion gets minimized (Stone Fish & Busby, 2005). Those who
brought up the issues regarding cultural and societal barriers did not make it to the list due to the
use of the Delphi method.
Implications and Summary

In this study, the questions that are under exploration are: what are the common barriers
and solutions to services and training of mental and social health, and what are the cultural
challenges and needs of professionals who work successfully with relational concerns? The
panelists suggest that the most common barriers to mental and social health are in the realm of
access to professionals, availability of services and facilities, and current status of collaborative
care, and other related needed support. The identified barriers to training are as followings: lack
of competent trainers, shortage of training sites, concerns with the current supervision, and
concerns with the current educational curriculum. The questions the cultural challenges and
needs of professionals who work successfully with relational base concerns are partially
answered. The large dispersion of consensus regarding cultural challenges are around societal
norms about gender, cultural beliefs, understandings, and working with specific concerns that
have relational base component.

Implications. Given the centrality of issues concerning professionals training and

supervision in KSA working with individuals, couples, and families, the followings were
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necessary solutions that were suggested by the panelists who participated in this study. They
covered four areas: logistical, professional development and training, societal and cultural, and
collaborations and service expansion.

First on a logistical level, panelists in this study endorsed that it is essential to establish a
unified legislative body that takes the responsibility of setting practice requirements for
specialists in the mental health field. Those requirements included developing clearer codes of
ethic for professionals who deliver psychotherapeutic interventions, and that restrict the practice
to those with valid credentials and approved training. Moreover, to have a surveillance body that
monitors the training curriculum and its quality.

Regarding regulations of the practice of mental health delivery, panelists have endorsed
needs for a national commission to regulate practices in healthcare and governmental non-
healthcare affiliated settings that provide services to couples and families. In addition, panelist
recommended and endorsed standardizing clearer structure to work collaboratively with different
parties to handle cases such as domestic abuse and sexual abuse.

Second, on professional development and training level, there are many support from
panelists who strongly endorsed the urgent need to require continuous clinical supervision of
therapists in training and establish intensive training. Some of the endorsed ways to enhance
training that will change the current status of training are: to increase hours of clinical training,
and provide practical training workshops that focus on developing competencies.

Additionally, panelists also endorsed the needs to improve and increase training sites and
provide qualified and competent supervisors. There were strong endorsements for creating

localized training that offers to train in Arabic and to make training and resources materials
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available in Arabic in order to fill the current gap in resources available for professionals.
Moreover, panelists have endorsed the importance not to work with domestic violence or sexual
abuse clients, without the appropriate training. Another strongly endorsed necessary solution is to
assess clinicians performance and outcomes.

Panelists endorsement also addressed the therapists’ needs in working with concerns
relates to cultural issues for families and couples by giving consideration to therapists knowledge
about the religious teachings and cultural knowledge. Knowledge, skill, and monitoring of
personal biases are all among the important aspects of training therapists. Moreover, panelists
have endorsed establishing accredited local training programs, and creating postgraduate
programs in collaboration with Western institutions.

Third, on a societal and cultural level, the focus is mainly on social stigma and
awareness. Panelists recommended as necessary solutions, to utilized the media to counter
stigma and increase awareness. Also, panelists have endorsed the need to raise awareness
through working collaboratively with religious institutions such as mosques to reduce the stigma.

Fourth, on a collaborations and service expansion level, the panelists have recommended
numbers of necessary solutions. For example, to work collaboratively with different government
agencies such as courts. Moreover, there are needs to establish reliable information center that
identifies services for individuals and families. In addition, more professional advocacy work is
needed for organizing associations to reach people with mental health concerns.

Future direction. Based on the findings of this study on understanding cultural and
societal challenges, future research will benefit from using different methods such as interviews

or focus group. The different methods will clarify the differences between the diverse views that
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are apparent in this present study and that might exist with many other mental health
professionals, such as on couple relationships and parenting. Perhaps similar questions needs to
be asked to the consumers of the services, the clients themselves to have an overall
understanding of the roles of misconceptions and what type of misconceptions are considered
common barriers that hinder help seeking. Besides, future research needs to differentiate
tendencies of wanting to maintain privacy and confidentiality practices in different settings.

On a future clinical implication, research future studies will benefit from following the
AAMFT emphasis focusing on the competencies and measuring therapists’ competencies and
outcomes in KSA. Also, preferences toward same-gender providers for clients, needs to be
further assessed whether preferences are the same when it is a couple or a family therapy versus
individual therapy.

Recommendations. Since there was a dispersion on topics such as cultural challenges
working with couples dealing with intimacy or challenging about parents holding
misconceptions about parenting; therefore, training of future psychotherapists and MFTs in KSA
needs to incorporate. Focusing on the strength of societal and cultural beliefs and practices, as
well as exploring issues of gender roles, gender equity, power, and oppression in society and the
community and how it can come up in sessions. These concepts in training are essential for
therapists working in a fast evolving society like KSA. In this way, mental health professionals
and therapists, in particular, will be equipped to maneuver power imbalance issues during the
therapy session, build an effective therapeutic alliance with the opposite gender in couple and
family therapy sessions, and help couples and families reach their mutual goals.

In addition, to meeting training needs of mental and social health professionals in KSA,
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not only is the trainee’s self-of-the-therapist work is important, but attention is needed to be
given to self-of-the-trainer/supervisor/educator. Furthermore, in the training and workshops of
therapists working with couples and families, attention needs to be given to pathologizing views
about clients, families, and society that stemm from educators as experts and their trainees. Also,
particular attention needs to be given to common buzzwords and stereotypes such as
“emotionally illiterate”; those are misconceptions that many people might have and
unfortunately are also shared by some mental health professionals.

Similarly, attention to the importance of the Arabic language is an essential element to
cultural adaptation training in KSA. For mental health professionals and MFTs trained in the
West, including myself, and those presently in the workforce or who will be joining the
workforce, attention to language, and other elements of cultural adaptation literature are crucial
(Bernal, Bonilla, Bellido, 1995; Bernal & Saez-Santiago, 2006). It is critical to reflect
continuously as trainer/supervisor/educator and ask oneself, is it more convenient (i.e., training
using the English language) or is it tailored enough to meet the needs of our students and future
psychotherapists and MFTs.

Lastly, in order to set the stage to implement and introduce the profession of marriage and
family therapy in KSA, the Saudi Commission of Health Specialists needs to recognize MFTs
and included MFT under one of the classified specialties of the commission. This will give the
needed recognition and credibility to those who are qualified and put an end to those who are
not.

Conclusion

Barriers and solutions for training and services for mental and social health occupy the
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largest part of the gap in the literature about the needs that are particular to KSA in delivering
psychological interventions to individuals, couples, and families. Although, not many societal
and cultural barriers and solutions were identified, perhaps the barriers for training are larger
than the cultural and societal barriers and challenges. Currently, Saudi Arabia is in its era of
“decision and decisiveness" and psychotherapy and MFT development deserve serious, decisive
actions when it comes to changing the status quo in training and supervision of mental health
professionals in order to meet the needs of mental and social health to Saudi individuals and

families.
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Table 4.1

Common Barriers that Hinder Seeking Mental & Social Health Services

corporate hospitals that serve only specific populations
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Agreements Reaching Strong Consensus Median IQR

Stigma:

. Clients/Families experience fear related to their social reputation/image when 6.00 15
it comes to seeking help : ‘

Access to Professionals:

. There is a shortage in the number of competent and adequately trained
practitioners in the field to meet the current demands for mental health 6.50 1
services

. There exists a difficulty in igetting help for distinctive problems since there is 6.50 |
a severe shortage of specialists with experience :

Availability of Services & Facilitators:

. The cost of seeking services for clients as demonstrated by the high costs of
private clinics and insurance companies not covering the costs o 6.00 1
psychotherapy

. Poor quality and availability of services. Examples include lack of
information about the services that are available, poor professional services, 6.00 1
and services established exclusively for the government sector

. Relatively low availability of community mental health services 6.00 1

. Lack of support to develop new psychological service settings such as clinics 6.00 1

. Lack of clarity in the purposes and procedures of psychiatric pharmacological 6.00 |
treatments :

. Not enough efficient addiction focused centers that are appropriate for the 6.00 1
growing numbers of patients with addiction issues :

Current Status of Collaborative Care & Related Support:

. There is limited connection between mental health practitioners and schools 6.00 1

. More support is needed from the Saudi Ministry of Health toward the 700 1
development of mental health :

Moderate Agreement Consensus

Lack of Awareness:

. Clients do not understand the different roles that each professional plays in 5.50 1
mental health care such as the differences between a psychiatrist versus a
psychotherapist

. Potential clients are unaware of the beneficial aspects of counseling and 6.00 1.75
psychotherapy, as well as the importance of seeking early interventions

Access to Professionals:

. Most qualified competent professionals are hired by specific government or 6.00 1.75



Table 4.2

Necessary Solutions to Foster More Effective Services

Importance Strong Consensus Median IQR
Professionals Delivering the Interventions:
. Professionals need much more training and supervision than what they have 7 1
currently received
. Clinicians be held accountable to a clearly defined professional code of ethics 7 1
. Measure clinicians performances and outcomes 7 1
. Providers of services need to be restricted to qualified professionals with
appropriate credentials awarded by an accredited legislative body in the 7 1
country
Solutions Related to clients/Families:
. Enforce patient’s rights by prioritizing confidentiality through securing their
information, their privacy, and setting clear procedures for the clients/families 7 1
to take in cases of violations
Services Expansions:
. Rebuild the mental health care system in Saudi Arabia 7 1
. Increase the collaborations between mental health professionals in the
community. Examples; more collaboration needed from family and 7 1
community %)hysicmns as well as involvement of other providers such as
psychologists and social workers
. Establish a proper referral system that tracks appropriate referral actions 7 1
. Reform and expand mental health services to more sites to include health care
institutions as well as general and specialist hospitals. An example that was 7 1
given is that many public hospitals do not provide mental health services
. Include mental health hospitals into sections within general hospitals 7 1
. The need for the development of community mental health services across the 7 0
nation (urban, rural)
. Establish mental wellness programs that provide preventative care through 7 1
psychoeducation
Collaboration:
. To have more collaboration between government agencies such as courts that 6 1
will result in interventions for troubled families and individuals
. Establish a reliable information center under the Ministry of Health, which
highlights the importance of mental health and the role of those working in
the field, and identifies services that are available for individuals/families to 7 1

seek treatment
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Table 4.2 (Cont’d)

Importance Strong Consensus

Median IQR

Increasing Awareness:

Utilize the media for the following: To increase awareness of mental health,
reduce the stigma for seeking help, and familiarize people with services
provided for various presenting concerns. The media could target homes,
mosques, families as an example and can use multiple forms of )
communication including regular media, newspapers, and the social media

Work collaboratively with religious institutions such as mosques, to reduce
mental health stigma

Moderate Agreements Consensus

To train qualified specialists who represent both genders in order to allow for
more availability of same-ﬁender providers allowing both men and women
the opportunity to receive help from specialists who identify in terms of
gender
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Table 4.3

Common Training Barriers for Professionals

Agreements Strong Consensus Median IQR

Lack of Competent Trainers:

. There are plenty of those who claim that they have the knowledge, but who
are semi-educated/pseudo-professionals, and who get the certificate in the 7 1
field for financial gain purposes and are making business out of training
others.

Few Training Sites:

. No clear criteria, regulations, and procedures are set for site training. It is too 7 1
dependent on the institute itself and the personality of the trainer

. Lack of training institutions understanding of the role of marital and family
counseling and as a result, individuals who want to train students find it hard 7 1
to locate a place to conduct the trainings

. Inade%uzpteness of the currently available settings in the psychological clinics 7 |
for offering state of the art training and supervision

Supervision:

. Lack of training programs that offer sufficient clinical supervision. 6 1

. The scarcity of qualified supervisors/trainers/educators to oversee or to 6 1
follow-up with a trainee.

. No criteria are set that define what constitutes clinical supervision and the
clinical supervisor’s role in facilitating the growth of young professionals 6 1
delivering psychotherapeutic interventions

Education:

. The scarcity of local training programs, an example is the current lack of
availability of training programs for post-graduates in Saudi Arabia. Many 7 1
who desire training need to go internationally to obtain it

. Insufficiency of training materials; few training materials are available in
Arabic, and that overall trainees have poor English language proficiency to 7 1

make use of available training materials in English
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Table 4.4

Necessary Solutions for Improved Training of Professionals

Importance Strong Consensus

Median IQR

Professionals Delivering the Interventions:

Establish a unified legislative body that sets practice requirements for
specialists

Establish a unified legislative body that establishes a clear code of ethics for
professionals working on delivering therapeutic interventions to individuals,
couples, and families.

Establish a unified legislative body that restricts mental health practice to
those with valid credentials and approved training

Promote, develop, and increase intensive training programs and supervision
for professionals to ensure better mental health outcomes for clients and the
community

To develop a mechanism to measure the performance of working )
professionals delivering mental health services that allows for evaluating and
tracking the outcome of the services

Enhance Collaborative Efforts & Needed Logistical Changes

Create a national plan where all the ministries involved in training for mental
health services work in collaboration with one another, an example that was
given, is to link training with the Ministry of Health and universities’
specialization centers.

Establish local training programs that are accredited, and to take into
consideration that the psychological/mental health services are still in the
beginning; therefore, it is important to start with a gradually structured plan
while taking advantage of existing competencies in the field, such as to
involve specialists and train them on how to implement training programs.

Health and education authorities should develop quality postgraduate training
program in collaboration with Western institutions that have centers
specialized in psychotherapy and exchange experiences with them

Enhance Training Programs and Professionals Development

To increase the hours of clinical training for students who major in mental
health fields

To provide practical training workshops, that focus on increasing
competencies in specific specializations

To urge health sectors to respond to requests for training students, especially
in the private sector

To have a qualified trz;ininlg1 headquarters with a clearly defined set of
requirements for training that includes a surveillance body that monitors the
quality of the training curriculum

To emphasize during training the need to establish trust and protect patient's

right to privacy and confidentiality, and to discuss ways to break through
stigma, privacy, and trust barriers
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Table 4.4 (Cont’d)

Importance Strong Consensus Median IQR
Supervision:
. To require continuous clinical supervision for therapists in training, whether 7 1
individually or in groups
. To require ongoing training, such as to establish intensive training courses 7 1
with supervision and follow-up even after the end of the training course.
Moderate Importance Consensus
* To establish competencies in supervision from overseas countries as a start, until 7 2

Saudi Arabia can have a group of qualified supervisors
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Table 4.5

Biggest Cultural Challenges Working with Individuals, Couples, & Families

No Consensus Median IQR
Societal Norms Around Gender:
. The complete gender separation is a big cultural challenge 5 6
. Cultural misconceptions around the concept of male dominance 5 5
. Many husbands reject attending therapy sessions 6 3
. Lack of freedom, especially for women to get access to psychological 5 3
services
. Perceptions of women as inferior and minor 4 4
. Although the Minister of Justice is working hard to empower women, 5 5
people in power are not accepting it
. Absence of community and human rights organizations to ensure 5 5
women's occupational rights
Societal/Cultural Specific:
. Stigma around seeking help 5 2
. Clients/Families have difficulties with opening up to others especially to 5 2
mental health professionals, and being transparent in the experience
. Society still does not accept marital therapy 5 3
. Difficulties in expressing emotions because of “emotional illiteracy” 6 3
. The nature of extended Saudi families 4 2.5
. Being a conservative society 4.5 3
. The society does not encourage or accept professional help 4 2
. Families reject the idea of seeking professional help for their family 5 2
members
. Many families do not admit to/or recognize the existence of problems 5 2
. Discrimination, intolerance of others who are different, and the absence of 5 3
societal awareness of ways to socialize people into acquiring
responsibilities and tolerance
Beliefs & Understandings:
. Society and community lack awareness about psychological disorders and 5 3
problems; For example, mixing up some of the notions of evil eye and
envy with mental illness etc.
. Society’s perception of psychotherapists as unstable people 4 4
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Table 4.5 (Cont’d)

No Consensus Median IQR
Continue Beliefs & Understandings:
. Some traditions and norms are blended with religious views, which at 5 3
times do not reflect the correct understanding of religion teachings
. Difficulties in accepting seeking help from non-family members 5 2
Working with Societal and Cultural Gap Related to Presenting Concerns:
. In the matters of divorce, judges in courts do not have the knowledge and 6 3
familiarity with the importance of marital therapy
* Working in general with cases that present with sexual disorders, sexual 5 3
abuses, and domestic abuses, and addictions, for the cultural taboos
associated with exploring those concerns
* Working with couples dealing with intimacy and sexual related problems, 5 4
emotional distance couples (emotional divorce)
* Working with parents who hold misinterpretations ideas about parenting 5 3
* Lack of premarital compatibility screening, an example that was given 5 3
that marriages are conducted randomly and traditionally without ensuring
proper ways for couples to assess their compatibilities fo one another
¢ There is no biggest or smallest challenge, Saudi mental health 5 3

professionals are very well aware of those issues and there is a strong
political will to accept slowly those challenges
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Table 4.6

Therapist Needs to Work with Concerns Relates to Cultural issues in Families & Couples

Importance Strong Consensus Median IQR

Knowledge & SKkills:

. Knowledge of the Islamic religious teachings, customs and traditions of the 7 |
Saudi society, and the cultural background of each case and to respect it

. A precise and in-depth specialization in one of the schools of psychotherapy 7 1

. For mental health providers to be insightful about their personal opinions and
biases and to pay attention to them, and to try not to make their personal 7 1
opinion and biases affect the treatment

. Good theoretical background on the causes and the contributing factors for 7 1
these problems

. To have skills in understanding the presenting concerns, building trust,
?rovidin sufficient psychoeducation to the clients at the beginning of the 7 1
herapy about the therapy process before engaging in problem-solving

Personal Qualities:

. To be empathetic, to be respecting and accepting of the community, and to 7 05
adopt to teamwork :

Clear Guidelines & Regulations:

. Needs logistic support for therapists such as the existence of a specialized 7 1
body to protect his/her rights and roles

. Standardized steps that allow for the collaborative work to haﬁpen. For
example, joint collaborative efforts by the courts, police, and health and social 7 0.25
sectors to address directly cases of domestic violence and to provide safe '
shelters for those who are assaulted

. A clear structure that gives confidence and trust in working jointly with 7 |
various parties to cover all aspects of the problem

. Not to handle cases without appropriate training in working with cases that 7 |
require special competencies, such as domestic violence and sexual abuse

More Advocacy work to take place by professionals:

. Establishing associations to reach people and to lobby for major presenting 7 1
concerns
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Appendix D1
Study Three: Delphi Study Round One - Invitation Letter

Dear Prospective Panelist,

You are invited to participate in the Delphi study of this multiphase research study about the
standard of care in the practice of mental health and marital and family therapeutic interventions.
You are selected to receive this email invitation to participate because you have been identified
as an expert in the field of mental health in Saudi Arabia. My name is Reham Gassas, and I am a
doctoral candidate at Michigan State University, and this research project is conducted in
fulfillment of a doctoral dissertation.

The aim of the study is to reach a consensus on how to advance the standard of care in mental
health and marital and family therapeutic interventions. Your inputs will be very valuable to us.
The first round is 3-6 questions and it will take about (10-12 minutes).

If you are interested in participation or to learn more about the study, please click on the link
below, or copy and paste it into the browser. It is best to view the survey from a computer devise.

Link: https://hdfs.azl.qualtrics.com/SE/?SID=SV_ 088geyiFPzjNJBz

Password: KSA2015

Your efforts are highly valued. For your questions, we can be reached at gassasre@msu.edu or

blowa@msu.edu .

We thank you in advance.

Sincerely,

Reham F. Gassas, MA Adrian Blow, Ph.D.
Doctoral candidates Professor

Michigan State University Michigan State University
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Appendix D2
Study Three: Delphi Study Round One - Invitation Letter (Arabic)
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Appendix E1

Study Three: Round One Delphi Survey

Demographics Information
Please indicate the appropriate age group that represents you:

O 21-24 O 36-40 O 51-55
O 25-30 O 41-45 O 56-60
O 31-35 O 46-50 O 61 or above

What is your gender?
O Male
O Female

Please indicate your current work's setting:
O Academic Institution Q' Private nonprofit agency QO Other, please specify
Q Hospital Setting O State/Community agency

U Private Practice

Please indicate your highest academic qualifications:
O PhD/ PsyD or equivalent O MD
O Master's degree O Bachelor's degree

Please write below your professional job title and specialty?

Please write the name of the country/countries where you received your degree(s) of

specialization(s) from?

Please specify how many years of clinical experience do you have working with individuals,
children, couples and families since you received your qualifying degree?

Please specify how many years of teaching experience do you have, in the area of clinical work,
diagnosis, and treatment?

Have you conducted workshops/courses in providing clinical training on specific approach or
interventions?

O Yes

O No
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Please specify how many years of experience do you have supervising a student or trainees in the
field of psychology, social worker, counselor, or couple and family therapy?

Please specify the type of license that you hold, and from where it was accredited(Country/
Institution)?

Do you have any peer-reviewed publications regarding Saudi Arabia mental health and social
health services?

O Yes

O No

Are you from Saudi Arabia?

O Yes

O No,

Please specify your nationality, and for how long have you been practicing in the field of mental
health or social health service in Saudi Arabia?

Question One:
Thinking about your experience and understanding of Saudi Arabian Families,

(1a) List and explain what are the most common barriers that hinder seeking mental and social
health services for individuals, couples, and families in Saudi Arabia?

(1b) What are the necessary solutions to foster more effective mental and social health services
for individuals, couples, and families in Saudi Arabia?

Question Two:

(2a) Identify the most common training barriers for professionals who deliver/or desire to deliver
effective therapeutic interventions to individuals, couples, and families in Saudi Arabia?

(2b) What are the necessary solutions for improved training of professionals who deliver/or
desire to deliver therapeutic interventions to individuals, couples, and families in Saudi Arabia?

Question Three:

A recent web survey was conducted about professional’s perception concerning Saudi Arabian
mental health in general, and specifically about marital and family therapeutic practices. The
majority of the participants in the study agreed that the following are important presenting
mental health concerns in Saudi Arabia, and identified that those concerns require marital and
family therapeutic interventions:

- For partner-relationship concerns: Domestic violence, divorce/separation, marital infidelity,

sexual difficulties, abuse from male guardians, and gender inequality.
- For families and children: Parenting, child abuse and neglect, sexual abuse, and bullying.
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- Other concerns: Substance abuse, financial difficulties, and work-related problems.

To treat those concerns, professionals need competencies in dealing with issues of power,
control, oppression, privilege, safety, gender equity, intersectionalities.

(3a) What do you see as the biggest cultural challenges working with individual, couples, and
families in working with those above problems? Provide examples.

(3b) What do therapist needs to successfully treat these types of presenting problems?
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Appendix E2

Study Three: Round One Delphi Survey (Arabic)
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Appendix F1

Study Three: Round Two Delphi Survey

In the Delphi I Questionnaire you were asked to respond to common barriers and solutions to
services and training for mental and social health services for individuals, couples, and families,
in Saudi Arabia. You were also asked to identify cultural challenges, and therapist needs to work
successfully with relational concerns.

The following is a compiled list of your and your colleagues responses. To make this survey as
manageable in length as possible, all responses were summarized. You are asked to read the
items and check your level of agreement/disagreement, as well as what you consider important/
unimportant, which will inform the results of a final profile that will indicate the consensus
related to the most important items for this study. Therefore, please take your time to read each
statement carefully.

Thank you so much for your contributions and time.

Question 1(a)
Panelists were asked to answer the following question:

List the most Common Barriers that Hinder Seeking Mental & Social Health Services
for individuals, couples, and families in Saudi Arabia.

The following statements represent combined answers from panelists to the above
question. Please read each statement carefully, and circle the number that best
reflect your level of agreement/disagreement with each statement listed below (on a
scale of 1to 7; 1 = Completely Disagree, and 7= Completely Agree). Please circle
the number that best reflect your level of agreement.

Panelist identified the followings:

There are specific Saudi Arabian CULTURAL and SOCIETAL
1 reasonings and misconceptions that act as common barriers 1 2 3456 7
to seeking help for mental health conditions.

Panelist identified that STIGMA is a common barrier that hinders seeking help:

Clients/Families experience feelings of shame and disgrace

when it comes to seeking help 1234567

2

Clients/Families experience fear related to their social

reputation/image when it comes to seeking help 1234567
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Clients/Families experience fear of being seen as defective

(not normal/insane) when it comes to seeking help 1234567

Panelist identified PRIVACY as a common barrier hindering help seeking in clients:

Clients/Families fear opening up because they are concerned
5 that the therapist will disclose their secrets or information; 1234567
and/or expose their family name

Panelist identified TRUST as a common barrier that hinder seeking help, as follow:

There are inadequate protections of clients/families

confidentiality 1234567

There is a lack of trust in the field, stemming from
7 incompetent practices (a bad reputation) by some of those 1234567
who provide the services

Panelist identified MISCONCEPTIONS as common barriers that hinder seeking help;
The common beliefs are that:

There is a misconception that all treatments necessitate
8 pharmacological interventions, and that this will result in 1234567
addiction to the medications

There is a misconception that clients believe that
9 professional help is only for severely mentally unstable 1234567
people

Panelist identified LACK OF AWARENESS as a common barrier that hinders seeking
help:

Clients do not understand the different roles that each
10  professional plays in mental health care such as the 1234567
differences between a psychiatrist versus a psychotherapist

Psychological interventions are not well publicized in the
Saudi society, an example that was given is lack of
11 awareness and attention to the need to seek psychological 123456 7
services and treatment, compared to the amount of attention
given to the biological/organic aspects of one’s health

Potential clients are unaware of the beneficial aspects of

12  counseling and psychotherapy, as well as the importanceof 123456 7
seeking early interventions
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Panelist identified ACCESS TO PROFESSIONALS as a common barrier that
hindered seeking help:

13

14

15

There is a shortage in the number of competent and
adequately trained practitioners in the field to meet the 1234567
current demands for mental health services

There exists a difficulty in getting help for distinctive problems
since there is a severe shortage of specialists with 1234567
experience

Most qualified competent professionals are hired by specific
government or corporate hospitals that serve only specific 1234567
populations

Panelist identified AVAILABILITY OF SERVICES & FACILITATORS as a common
barrier that hinder seeking help, such as:

16

17

18

19

20

21

22

23

The cost of seeking services for clients as demonstrated by
the high costs of private clinics and insurance companiesnot 1 23 4 56 7
covering the costs of psychotherapy

Clients have difficulties scheduling appointments and having

consistent therapist contact. Examples include difficulties

getting an appointment with a specialist; consistency in 1234567
attending appointments due to waiting lists; and timing

between follow-up appointments

Poor quality and availability of services. Examples include
lack of information about the services that are available, poor

professional services, and services established exclusively 1234567
for the government sector

Rela_tlvely low availability of community mental health 1234567
services

Lack of support to develop new psychological service

settings such as clinics 1284567
Lack of clarity in the purposes and procedures of psychiatric 1234567
pharmacological treatments

Challenges related to women’s access to transportation to 1234567

receive services

Not enough efficient addiction focused centers that are
appropriate for the growing numbers of patients with 1234567
addiction issues
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Overall poor services that are provided in mental health
treatment

Panelist identified that the CURRENT STATUS OF COLLABORATIVE CARE AND
RELATED SUPPORT in services as common barriers that hinder seeking help:

24

o5 ;’rae(;i iisr:(iar:l;tzcrjl gzzﬂce)g’:ison between mental health 1234567
26 Systom i the Kingdom of Saudi Arabia | 1234567
27 toward the development of menal health | 1234567
8 There is a lack of sponsors and associations that foster 1234567

mental health education

Question 1(b)
Panelists were asked to answer the following question:

List the necessary solutions to foster more effective mental and social health
services for individuals, couples, and families in Saudi Arabia?

The following statements represent combined answers from panelists to the above
question. Please read each statement carefully, and circle the number that best
reflects your level of agreement/disagreement to each statement listed below (on a
scale of 1 to 7; 1 = Unimportant and 7= Very Important). Please circle the number
that best reflects your view on the item importance.

Panelist identified necessary solutions to foster more effective mental health and
social health services related to needs and requirements of the PROFESSIONAL
DELIVERING THE INTERVENTIONS

Professionals need much more training and supervision than

e what they have currently received 11213815167
That clinicians be held accountable to a clearly defined

30 professional code of ethics 1234567

31  To measure clinicians performances and outcomes 1234567
Providers of services need to be restricted to qualified

32  professionals with appropriate credentials awarded by an 1234567

accredited legislative body in the country
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Panelist identified necessary solutions to foster more effective mental health and

social health services related to CLIENTS/FAMILIES, such as:

To enforce patient’s rights by prioritizing confidentiality
through securing their information, their privacy, and setting

33 Clear procedures for the clients/families to take in cases of
violations
To train qualified specialists who represent both genders in
34 order to allow for more availability of same-gender providers

allowing both men and women the opportunity to receive
help from specialists who identify in terms of gender

1234567

1234567

Panelist identified necessary solutions to foster more effective mental health and
social health services by recommending the following SERVICES EXPANSIONS:

35 Rebuild the mental health care system in Saudi Arabia

To reduce the cost of seeking mental health services, by
having more providers determine fees by using a sliding-fee

36 : 7
scale based on income, and by requiring insurance
companies to cover psychotherapy in non-hospital settings.
37 To require mental health services screening for all physician

visits for any physical illness, and referral if indicated

To require screening for mental health prior to marriage. The
38  participants who suggested this item viewed it as more
important than the currently required medical examination

To provide solutions for the restrictions related to women’s
transportation to receive services,(for example, the
suggestion was for some hospitals to provide transportation
services for women)

39

To increase the collaborations between mental health
professionals in the community. Examples; more

40  collaboration needed from family and community physicians
as well as involvement of other providers such as
psychologists and social workers

To establish a proper referral system that tracks appropriate

41 referral actions
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42

43

44

45

46

To reform and expand mental health services to more sites
to include health care institutions as well as general and

specialist hospitals. An example that was given is that many 1234567
public hospitals do not provide mental health services

Inclugie mental health hospitals into sections within general 1234567
hospitals

The need for the development of community mental health 1234567
services across the nation (urban, rural)

To establish counseling guidance services, particularly 1234567
counseling centers in every neighborhood

To establish mental wellness programs that provide 1234567

preventative care through psychoeducation

Panelists identified COLLABORATION as a necessary solution to fostering more
effective mental health and social health services

47

48

49

50

To establish collaborative efforts with schools that run from

elementary schools up to universities 1234567

To have more collaboration between government agencies
such as courts that will result in interventions for troubled 1234567
families and individuals

To involve educational institutions in constructing plans for

psychosocial programs 1234567

To establish a reliable information center under the Ministry

of Health, which highlights the importance of mental health

and the role of those working in the field, and identifies 1234567
services that are available for individuals/families to seek

treatment

Panelist identified INCREASING AWARENESS as a necessary solution to foster
more effective mental health and social health services

51

To utilize the media for the following: To increase awareness

of mental health, reduce the stigma for seeking help, and

familiarize people with services provided for various

presenting concerns. The media could target homes, 1234567
mosques, families as an example and can use multiple

forms of communication including regular media,

newspapers, and the social media
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To work collaboratively with religious institutions such as
52 mosques, to reduce mental health stigma 1234567

Question 2(a)
Panelists were asked to answer the following question:

List the most common training barriers for professionals who deliver/or desire to
deliver effective therapeutic interventions to individuals, couples, and families in
Saudi Arabia?

The following statements represent combined answers from panelists to the above
question. Please read each statement carefully, and circle the number that best
reflects your level of agreement/disagreement to each statement listed below (on a
scale of 1 to 7; 1= Completely Disagree and 7= Completely Agree). Please circle the
number that best reflects your level of agreement.

Panelist identified common training barriers as LACK of COMPETENT TRAINERS:

There are plenty of those who claim that they have the

knowledge, but who are semi-educated/pseudo-

professionals, and who get the certificate in the field for

: : : ; : 1234567
financial gain purposes and are making business out of

training others.

53

Panelist identified common training barriers as too few TRAINING SITES:

No clear criteria, regulations, and procedures are set for site
54  training. It is too dependent on the institute itself and the 1234567
personality of the trainer.

Insufficient private sector sites that cooperate and accept

55 trainees in order that they can get clinical experience 1234567
Lack of training institutions understanding of the role of
56 marital and family counseling and as a result, individuals 1234567

who want to train students find it hard to locate a place to
conduct the trainings
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S7

58

Inadequateness of the currently available settings in the
psychological clinics for offering state of the art training and

supervision

Training is not flexible and clashes with the practitioner’s

work schedule

1

Panelists identified common training barriers related to SUPERVISION:

59

60

61

Lack of training programs that offer sufficient clinical

supervision.

The scarcity of qualified supervisors/trainers/educators to
oversee or to follow-up with a trainee.

No criteria are set that define what constitutes clinical
supervision and the clinical supervisor’s role in facilitating
the growth of young professionals delivering

psychotherapeutic interventions

1

Panelist identified common training barriers as related to EDUCATION:

62

63

64

65

66

Panelist identified common training barriers as relates to a FUNDS GAP:

All programs of study in social sciences are housed in
colleges that do not provide even the minimal basis of
“sciences” that are required for training in clinical or health

sciences.

Poor undergraduate training programs for social sciences
majors, an example provided by panelists is that psychology
majors have a short duration of required practicum training

hours in a universities’ curriculum

Training programs focus more on teaching theories than the

practice itself

The scarcity of local training programs, an example is the
current lack of availability of training programs for post-
graduates in Saudi Arabia. Many who desire training need to

go internationally to obtain it

Insufficiency of training materials; few training materials are
available in Arabic, and that overall trainees have poor
English language proficiency to make use of available

training materials in English
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67

68

Financial cost for trainees, practitioners, and the paying for

the setting. Training is taken over by individual healthcare

institutions, and they charge huge fees for a particular 1234567
course from the participants/trainees.

Lack of financial gains for trainers 1234567

Panelist identified common training barriers as relates to FUTURE EMPLOYMENT:

Lack of trainees desire because of the neglectful career

69 1234567
system
Panelist identified common training barriers as relates to ACCREDITATION AND
LICENSURE:
70  Scarcity of approved local training programs 1234567
Absence of a clear scientific body that is responsible and
71 have clear mechanism for approving hours of training for 1234567
psychotherapists/marriage and family therapists
72 Lack of evaluation to measure effectiveness of the training 4 5 3 4 55 7
73 Lack of licensure to regulate mental health standards and

the profession

Panelist identified common training barriers related to CLARITY IN PROFESSIONAL
ROLES, described as follow:

74

75

Absence of distinction between social, and psychological,
and psychiatry field in terms of the known scope of practice 123456 7
and specific areas of therapeutic interventions

Lack of clear roles in distinguishing between Social,

Psychological, and Psychiatry fields 1234567

190



Question 2(b)
Panelists were asked to respond to the following question:

List the necessary solutions for improved training of professionals who deliver/or
desire to deliver therapeutic interventions to individuals, couples, and families in
Saudi Arabia?

The following statements represent combined answers from panelists to the above
question. Please read each statement carefully, and circle the number that best
reflects your level of agreement/disagreement to each statement listed below (on a
scale of 1 to 7; 1 =Unimportant and 7= Very Important). Please circle the number
that best reflect your view on the item importance.

Panelist identified the PROFESSIONAL DELIVERING the INTERVENTIONS as
important and provided necessary solutions to foster both effective services and
improved training of professionals:

76  To establish a unified legislative body that grants licensure 1 23456 7

To establish a unified legislative body that sets practice
77T requirements for specialists 1234567

To establish a unified legislative body that establishes a clear
code of ethics for professionals working on delivering
therapeutic interventions to individuals, couples, and
families.

78

To establish a unified legislative body that restricts mental

1234567

79  health practice to those with valid credentials and approved 123456 7

training

To promote, develop, and increase intensive training
go  Programs and supervision for professionals to ensure better 1234567
mental health outcomes for clients and the community

To develop a mechanism to measure the performance of
working professionals delivering mental health services that
allows for evaluating and tracking the outcome of the
services

81

Panelists identified that necessary solution to improve training is to enhance
COLLABORATIVE EFFORTS & NEEDED LOGISTICAL CHANGES as follow:
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To create a national plan where all the ministries involved in
training for mental health services work in collaboration with
82  one another, an example that was given, is to link training 1234567
with the Ministry of Health and universities’ specialization
centers.

To establish local training programs that are accredited, and
to take into consideration that the psychological/mental
health services are still in the beginning; therefore, it is
83  important to start with a gradually structured plan while 1234567
taking advantage of existing competencies in the field, such
as to involve specialists and train them on how to implement
training programs.

Health and education authorities should develop quality
postgraduate training program in collaboration with Western

84 institutions that have centers specialized in psychotherapy 1234567
and exchange experiences with them
Panelist identified necessary solutions to IMPROVING training:
85 To have all mental health fields medium of teaching to be in 1234567

English

To transfer mental health-related major specialties from
86  colleges of “art” into colleges of “science or applied 1234567
sciences” / or “health sciences.”

Panelist identified that necessary solutions to improve training is to enhance
TRAINING PROGRAMS AND PROFESSIONALS DEVELOPMENT by the following:

To increase the hours of clinical training for students who
87  major in mental health fields 1234567

To provide practical training workshops, that focus on

88 increasing competencies in specific specializations Te3aisier
To urge health sectors to respond to requests for training

89  students, especially in the private sector 1234567
To have a qualified training headquarters with a clearly

90 defined set of requirements for training that includes a 1234567

surveillance body that monitors the quality of the training
curriculum
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91

To emphasize during training the need to establish trust and
protect patient's right to privacy and confidentiality, and to
discuss ways to break through stigma, privacy, and trust
barriers

1234567

Panelist identified that necessary solution to improve training is regarding
SUPERVISION, are as follows:

92

93

94

95

To require continuous clinical supervision for therapists in
training, whether individually or in groups 1234567

For training to be standardized, and to be carried out by
professional supervisors, academicians, and practitionersin 1 23456 7
field work.

To require ongoing training, such as to establish intensive
training courses with supervision and follow-up even after 1234567
the end of the training course.

To establish competencies in supervision from overseas
countries as a start, until Saudi Arabia can have agroupof 1234567
qualified supervisors

Panelist identified that necessary solution to improve training is concerning GAPS in
FUNDING:

96

97

To set adequate funds aside for training. These funds would
be used to develop programs and related materials that 1234567
would meet the needs of Saudi culture

To provide trainers with rewarding salaries 1234567
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Question 3(a)

Panelists were asked to answer the following question:

The biggest cultural challenges working with individuals, couples, and families in
working with those above problems? Provide examples.

The following statements represent combined answers from panelists to the above
question. Please read each statement carefully, and circle the number that best
reflects your level of agreement/disagreement to each statement listed below (on a
scale of 1to 7; 1 = Completely Disagree and 7= Completely Agree). Please circle
the number that best reflect your level of agreement.

Panelist identified some of the biggest cultural challenges for working with
individuals, couples, and families as related to SOCIETAL NORMS AROUND

GENDER:

98 The complete gender separation is a big cultural challenge 123456 7
Cultural misconceptions around the concept of male
dominance, for example, ideas about roles and responsibility

99 oo : 1234567
for both genders, responsibilities of male guardians

100 Many husbands reject attending therapy sessions. 1234567
Lack of freedom, especially for women to get access to

101 psychological services 1234567

102 Perceptions of women as inferior and minor 1234567
Although the Minister of Justice is working hard to empower

103 women, people in power are not accepting it. 1234567

104 Absence of community and human rights organizations to 1234567

ensure women's occupational rights

Panelist identified SOCIETAL/CULTURAL specific issues among the biggest cultural
challenges:

105

106

Stigma around seeking help 1234567

Clients/Families have difficulties with opening up to others
especially to mental health professionals, and being 1234567
transparent in the experience

194




107

108

109
110
111

112

113

114

Society still does not accept marital therapy 1234567

Difficulties in expressing emotions because of “emotional

illiteracy” 134567
The nature of extended Saudi families 1234567
Being a conservative society 1234567

The society does not encourage or accept professionalhelp 123456 7

Families reject the idea of seeking professional help for their

family members 1234567

Many families do not admit to/or recognize the existence of

problems. Therefore, they do not seek help for mental health 1234567

Discrimination, intolerance of others who are different, and
the absence of societal awareness of ways to socialize 1234567
people into acquiring responsibilities and tolerance

Panelist identified some of the biggest cultural challenges as BELIEFS &
UNDERSTANDINGS:

115

116

117

118

Society and community lack awareness about psychological

disorders and problems; For example, mixing up some of the

notions of evil eye and envy with mental illness; attributing

mental illness to evil eye or envy; attributing psychological 1234567
illness as God'’s punishment or as an evidence of a lack of

commitment to the religion

Society’s perception of psychotherapists as unstable people 1 234 56 7

Some traditions and norms are blended with religious views,
which at times do not reflect the correct understanding of 1234567
religion teachings

Difficulties in accepting seeking help from non-family

members 1234567

Panelist identified some of the biggest cultural challenges as working with the
SOCIETAL AND CULTURAL GAP related to PRESENTING CONCERNS:

119

In the matters of divorce, judges in courts do not have the

knowledge and familiarity with the importance of marital

therapy, therefore they do not refer cases to the appropriate 123456 7
venue that offers guidance before going through with the

divorce
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120

121

122

123

124

Working in general with cases that present with sexual
disorders, sexual abuses, and domestic abuses, and
addictions, for the cultural taboos associated with exploring
those concerns

Working with couples dealing with intimacy and sexual
related problems, emotional distance couples (emotional
divorce)

Working with parents who hold misinterpretations of ideas
about parenting.

Lack of premarital compatibility screening, an example that
was given that marriages are conducted randomly and
traditionally without ensuring proper ways for couples to
assess their compatibilities to one another

There is no biggest or smallest challenge, Saudi mental
health professionals are very well aware of those issues and
there is a strong political will to accept slowly those

challenges and find the most appropriate strategies sensitive

to the unique culture of the society

1234567

1234567

1234567

1234567

1234567

Question 3(b)

Panelists were asked to answer the following question:

What do therapist need to do to successfully treat these types of presenting
problems? [problems related to working with cultural issues in families and couples]

The following statements represent combined answers from panelists to the above
question. Please read each statement carefully, and circle the number that best
reflect your level of agreement/disagreement to each statement listed below (on a

scale of 1 to 7; 1 = Unimportant, and 7= Very Important). Please circle the number
that best reflect your view on the item importance.

Panelist identified that for a therapist to successfully work with presenting concerns
that require marital and family therapeutic interventions, therapists need to have
KNOWLEDGE and SKILLS as follow:
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125

126

127

128

129

Knowledge of the Islamic religious teachings, customs and
traditions of the Saudi society, and the cultural background 123456 7
of each case and to respect it

A precise and in-depth specialization in one of the schools of
psychotherapy 1234567

For mental health providers to be insightful about their
personal opinions and biases and to pay attention to them,
. . . 1234567
and to try not to make their personal opinion and biases
affect the treatment

Good theoretical background on the causes and the

contributing factors for these problems 1213@567
To have skills in understanding the presenting concerns,
building trust, providing sufficient psychoeducation to the 1234567

clients at the beginning of the therapy about the therapy
process before engaging in problem-solving

Panelist identified for a therapist to work successfully with presenting concerns that
require marital and family therapeutic interventions, therapists must have those
PERSONAL QUALITIES:

130

To be empathetic, to be respecting and accepting of the

community, and to adopt to teamwork 1234567

Panelist identified that for a therapist to successfully work with presenting
concerns that require marital and family therapeutic interventions, the
following CLEAR GUIDELINES and REGULATIONS needs to be in place:

131

132

133

Needs logistic support for therapists such as the existence of
a specialized body to protect his/her rights and roles 1234567

Standardized steps that allow for the collaborative work to

happen. For example, joint collaborative efforts by the

courts, police, and health and social sectors to address 1234567
directly cases of domestic violence and to provide safe

shelters for those who are assaulted

A clear structure that gives confidence and trust in working
jointly with various parties to cover all aspects of the problem 123 4 56 7
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Not to handle cases without appropriate training in working
134  with cases that require special competencies, such as 1234567

domestic violence and sexual abuse

Panelists identified that for a therapist to successfully work with presenting concerns
that require marital and family therapeutic interventions, therapists need more

ADVOCACY work to take place by professionals, such as:

Establishing associations to reach people and to lobby for
= major presenting concerns 1234567

Feel free to share any comments in the space below
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Appendix F2
Study Three: Round Two Delphi Survey (Arabic)
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CHAPTER 5: CONCLUSION

In this multiphase mixed methods dissertation research study, I set out to provide the first
systematic account of the current status of marital and family therapeutic practices within the
realm of mental and social health care in the Kingdom of Saudi Arabia (KSA). I conducted the
first phase of the data gathering by means of two online surveys. The first survey was directed
toward mental health professionals (MHPs), and the second survey was undertaken by
psychotherapists/MFTs participants. The second phase consists of two rounds of the modified
Delphi approach conducted with a group of experts from various mental health backgrounds in
KSA.

In the current study, I aimed to gain insights into the present state of mental and social
health care in KSA, including marital and family therapeutic intervention practices, needs, and
solutions, and the training and preparedness of the professionals when delivering interventions
for individual and relational-based concerns. Also, in this study, I set out to determine the
cultural challenges, barriers, and solutions in the context of seeking help.

The next sections will provide a summary on the status quo of marital and family
therapeutic practice concerning MFT meaning and difficulties management, as well as the results
on the views of East/West conflict and families’ strengths. Also, on the status of mental health
(barriers, current, & solutions), I will categorize the results into the following areas: professional
qualifications and principles; important mental health concerns; barriers and solutions for
services; referral, satisfaction, and resources; professional training; professionals’ availability and

preparedness; supervision; training needs; and sociocultural needs and challenges.
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The Status Quo of Marital and Family Practices in KSA
MFT Meaning and Difficulties Management

The first survey findings revealed that overall, MHPs hold vigorous and realistic
expectations of MFT as articulated in their responses about MFT significance and importance,
and their understanding of the procedures of MFT processes, their knowledge of who receives
treatment, and the prerequisites to practice in the field.

When MHPs discussed the meanings of MFT, some of the participants used the word
“Irshaad,” which is an Arabic term that refers to advising, guiding, consulting, and providing
direction. Perhaps, this may contribute to some of the existing practices of non qualified
individuals, such as faith healers or other family members, who provide marital and family
interventions, such as counseling, that do not require clinical skills. However, the largest
description of meaning attached to the understandings of MFT, reflects similar objectives that are
highlighted in providing MFT interventions within the lines of the MFT profession (AAMFT,
2015). However, it is notable that some of the described MFT goals and aims in the present study
showed descriptions of reforming and correcting as part of the treatment goals of MFT. Also, the
findings on culture-related family difficulties indicated by the views of MHP participants
revealed that MFT could be useful with a range of concerns, including helping families to be
flexible with one another to help the individual to conform to the Saudi customs and traditions.
Views on East/West Conflict and Families Strength

The findings of this study indicate that 49% of the MHPs agree that there are inherent
conflicts between Western theories and may pose a challenge to their applicability to the Saudi

society. Those who agreed with the existence of the differences, also viewed Westernized
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approaches as completely incongruent with the Saudi Arabian culture. Other participants
articulated the possibilities of adapting the interventions. The need for adaptation is also
supported by the previous studies that stressed the importance of informing the adaptation of
theories and interventions with the Islamic principles (Al-Mosharraf, 1990; Al-Bahadel, 2004).

Regarding family strength, MHPs identified two themes: family cohesion and resources,
and the family and cultural customs and values. These themes demonstrate the participants’ sense
of kinship and societal connectivity, solidarity, cohesion, and support in terms of resources
(financial and educational), as well as patience and resilience. Moreover, some of the values are
tied to particular cultural and custom practices such as the Islamic religion morals, values, and
principles that are seen as contributing factors for family strengths. Furthermore, family and
cultural values are illustrated by rituals that relate to elders and extended family members, and
values that are related to discreetness and conservatism.

Mental Health (barriers, current status, and solutions)

Professional Qualifications and Principles

Concerns as related to professionals themselves were represented in some of the findings
in this research. While, MHPs have indicated that there are prerequisites for the practice of
delivering MFT, some MHPs have their concerns about unqualified individuals and non-
professionals who are engaged in the practice and are delivering interventions. Also, some MHPs
stated the issue of clients being fearful of the lack of the therapist commitment to keeping
confidentiality. In the USA, the profession of MFT requires professionals to undergo at least 24
months of clinical training and have a clear set of ethical codes and principles (AAMFT, 2015).

At the heart of this code is the issue of confidentiality.

221



The status of the availability of professionals is illustrated by findings from the Delphi
panelists who give a strong endorsement for common barriers for seeking help and for training as
the shortage of competent and adequately trained professionals, and the existence of pseudo-
professionals who do business by training others even though they are not qualified. Moreover,
panelists reached a strong consensus on the need to assess the clinical performance and to restrict
the practice to qualified professionals. These findings are in line with the largest international
Delphi study conducted on global mental health challenges, which found a need to build human
resources capacity and trained professionals to deliver evidence-based services (Collins et al.,
2011).

On the issue of clients’ confidentiality, findings from the same survey with MHPs ratings
on the current status on nine domains concerning different aspects of the mental health care in
KSA show that client confidentiality is endorsed as excellent by 20% of the MHPs. However,
this is the one domain that also received the most distribution of ratings that ranged from poor to
excellent. Furthermore, findings from the Delphi study reached no consensus and had larger
dispersion among the panelists on topics concerning privacy and the lack of trust, as a common
barrier for seeking help. Previous studies discuss that maintaining privacy and tendencies not to
disclose to non-family members may act as a potential challenge (Koenig et al., 2014; Al-
Shahrani, 2003) while in another study illustrated that clients are satisfied with their providers
regarding confidentiality (Al-Shabrain & Alhabib, 2015).

Concerning professionals’ knowledge and skills, the Delphi panelists identified and
endorsed the importance of the therapist being insightful about their personal issues, opinions,

values, and biases. These are in line with previous literature on MFT that emphasized the
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importance of the therapists’ role, and self-of-the-therapist work (Timm & Blow, 1999; Blow,
Sprenkle, Davis, 2007).
Important Mental Health Concerns

In the first survey, MHPs showed high ratings of agreements on the importance of partner
relational problems, child abuse and neglect, child sexual abuse, sexual difficulties, child
physical abuse, parenting, substance abuse, and marital affairs as important presenting mental
health concerns in KSA. Almost equal agreements and disagreements ratings were allocated for
elder abuse. High disagreement ratings were found with concerns of discrimination, adult
physical abuse, gender inequality, financial difficulties, and young adult radicalization. Also,
there were some gender differences in agreement and disagreement ratings on the importance of
some of the listed items relating to mental health concerns. Previous literature indicated the
existence of child abuse and neglect, parenting issues, and domestic violence, sexual difficulties,
and substance abuse (see Albrithen, 2006; Al-Eissa & Almuneef, 2010; Al-Sawaf & Al-Issa,
2000; Bassiony, 2013; Dwairy et al., 2006; Elarousy & Al-Jadaani, 2013; Fageeh, 2014).
Although the results of this study showed that there were divided agreements and disagreements
on gender inequality and financial difficulties, previous literature identified it as potential
stressors placed on the families (Al-Habeeb, Qureshi, & Al-Maliki, 2012; Mobaraki &
Soderfeldt, 2010).
Barriers and Solution for Services

In the first phase, findings on MHPs’ ratings on various domains of mental health showed
ratings of poor by 71% of the participants for the domain of malpractice regulations and 30% for

the professional collaboration domain. In the second phase of this research, Delphi panelists give
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strong endorsements for the barriers to seeking help, as follows: the high cost of treatment, the
quality of services provided, the low availability of community mental health services across the
nation, and the need for addiction-focused centers. Also, strong endorsement was found for the
lack of support for establishing psychological clinics, the lack of awareness of the procedures of
pharmacological psychiatric treatments, the insufficient connection between professionals and
school, as well as the need for the Ministry of Health to support for mental health.

Both needs for community mental health services and collaborations with government
agencies such as courts and Ministry of Health have reached strong consensus by the Delphi
panelists as solutions to fostering effective services. Previous literature has found similar barriers
and solutions for services (see Alghamdi & Riddick, 2011; Al-Habeeb & Qureshi, 2010; Al-
Shabrain & Alhabib, 2015; Alotaibi, 2014; Koenig et al., 2014; Qureshi, Al-Habeeb, & Koenig
etal., 2013).

Referral, Satisfaction, and Resources

The findings on the referral system domain received ratings of 36% for poor, and 38% for
satisfactory by MHP participants in this study. The same survey results indicated that 69% of
MHPs stated that they refer their clients for marital and family interventions, yet 91% are not
satisfied with the current services that are available to children, couples, and families. Results on
the availability of resources showed that MHPs give high ratings of poor and satisfactory for
available resources for the domains of professionals’ resources and clients/families resources
availabilities.

Professionals Training

In the first survey, findings showed that on the domains of professional clinical training
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and the professional academic qualification, ratings are indicated as poor by 39% and 28%, in
this corresponding order. In the second survey, while nearly half of psychotherapists/MFTs
reported providing supervision, they have stated that there is a need to improve training due to
therapists lacking efficiency and clinical experience. Regarding satisfaction, the second survey
with psychotherapists/MFTs findings of their degree of satisfaction with the clinical training
experienced before working independently with clients are as follows: 41% satistied with the
training, 44% somewhat satisfied, and 15% dissatistied.

Professionals’ Availability and Preparedness

Findings from the first survey by MHPs indicated a major concern raised as related to the
profession of MFT, such as the limited available resources in the form of available training
centers and professionals. Furthermore, these research findings show that the highest rating
received on personal proficiency is “good” for psychotherapists/MFTs as a result of the training
and the supervision that they have received. Good ratings on personal proficiency for working
with different populations are allocated as follows: 63% for Individuals, 50% for families, 48%
for couples, and 45% for children. Further, there were some gender differences exists among
participants on their perceptions of their own personal proficiency working with different
populations.

Concerning the professionals’ use of theories, findings from the MHPs’ survey indicated
that participants, in their understanding of MFT, described MFT as linked to particular models
and theories or interventions, such as CBT, or behavioral modification. The second survey
showed that psychotherapists named their main theoretical orientation as CBT, behavioral,

psychoanalytic, and cognitive therapy, and only a few therapists did mention MFT theories as
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their primary theoretical orientation. These findings from phase one are similar to the
recommendations made about available modalities of care in previous publications (Al-Haidar,
2003; Mahfouz et al., 2009; Al-Gelban, 2007).
Supervision

The second survey findings indicated that case consultation and shadowing are the most
common types of supervision as reported by the therapist in this study. Previous literature on
case consultation supervision discusses that it does not replace the effectiveness of direct live
supervision (Stewart, 2002). Moreover, direct supervision and follow-up meetings with
supervisors were identified by psychotherapists/MFTs as existing needs in training that foster
proficiency in psychotherapeutic interventions. Psychotherapists/MFTs discussed that
supervisors need to be qualified and credentialed. The Delphi panelists reached strong
consensuses for the scarcity of qualified supervisors. Also, a strong endorsement by panelists
was reached for barriers as training programs that offer sufficient clinical supervision, and the
absence of clear criteria set for clinical supervision.
Training Needs

In the second survey, six areas that emerged from the open-ended question about
identifying training needs for fostering proficiency of working with children, couples, and
families. Those areas of needs are identified by psychotherapists/MFTs as follows: Field/
practical experience; duration of training; supervision; needs that are particular to the specialists
and supervisors and trainers themselves, workshops, and establishing centers/programs. There
were various suggestions for completing a full year, to obtaining over thousand hours, and to

receive ongoing training.
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Also, psychotherapists/MFTs identified the needs for field training, and an intensive
training curriculum. Furthermore, results from the Delphi panelists endorsed the essential
solutions for improving the current training provided by increasing the hours of clinical training
and providing experiential workshops that concentrate on competencies. Also, they have reach
consensuses for the need to establish qualified training headquarters and a surveillance system
that monitors the quality of the training curriculum.

Moreover, results show that Delphi panelists have reached strong consensus on the
current shortages in the training sites; lack of explicit criteria, regulations, and procedures,
inadequacies in the training settings. Also, the lack of Arabic training materials reached a strong
consensus. Further, Delphi panelists reached a strong consensus on the need for establishing
logistical support, standardizing steps, and setting clearer structures to work collaboratively with
different parties to handle cases such as domestic abuse and sexual abuse.

Sociocultural Needs and Challenges

As discussed earlier, MHPs have articulated the possibilities of adapting interventions
when they answered the questions on the inherent conflict between Western theories and their
applicability on the Saudi society. Further, findings from the Delphi panelists identified needs
related to the personal quality of the therapists, which reached a strong consensus on the
importance of the therapist's knowledge. The therapists’ knowledge identified in the Delphi study
included the Islamic religious teaching and the cultural and customs understanding as essential
skills for providing psychoeducational interventions. A previous study has discussed the
importance of the Islamic principal in informing the adaptation (Al-Mosharraf, 1990; Al-

Bahadel, 2004). These findings are also supported by the literature on the cultural adaptation
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(Bernal, Bonilla, Bellido, 1995; Bernal & Saez-Santiago, 2006), which discussed the importance
of the content element of the adaptation referring to knowledge about the population cultural
values, customs, and traditions.

While, some results demonstrate the existence of sociocultural challenges, at the same
time, those findings were manifested as areas of diversion among some of the experts in the
Delphi study. In the first survey, evidence of the existence of difficulties as related to gender
power differences in relationships was evident in findings that related to concerns that MFTs
manage, as described by MHPs. Also, the participants in the same survey gave ratings of
disagreement toward significant mental health concerns regarding items on gender inequality,
discrimination, elder abuse, and the practice of having multiple spouses. In the Delphi study, the
panelists did not endorse societal norms around gender as cultural challenges. Previous literature
described the cultural challenges faced by women due to the existence of gender inequality
(Pharaon, 2004; Mobaraki & Soderfeldt, 2010).

Furthermore, issues of privacy, stigma, awareness, acceptance, and fearfulness of being
exposed by a breach of confidentiality were the concerns of MHPs as they described conflicts
around the practice of marital and family interventions in KSA. Also, the Delphi panelists have
reached a high consensus on stigma only as it related to clients and families not seeking services
for fear that their social reputation and personal image would get affected. On the other hand, the
Delphi panelists did not reach a consensus on the different challenges as compared to other forms
of stigma. Also, the panelists did not reach a consensus on the acceptance of treatment.
Maintaining privacy and not to disclosing to professional helper, letting only family members

knows about the issue, was discussed as a potential challenge in previous literature (Koenig et
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al., 2014; Al-Shahrani, 2003). There was one study that showed that clients are satisfied with
their providers regarding confidentiality (Al-Shabrain & Alhabib, 2015), and this illustrates that
perhaps fearfulness of a breach of confidentiality is not a cultural challenge. It is possible that if
confidentiality procedures are communicated fully, the challenge will disappear.
Recommendations

This study has the broadest scope as far as documenting the present needs, barriers, and
solutions for training and supervision for the psychotherapeutic practice of marital and family
interventions in KSA. The findings are relevant to the mental and social health field, educators,
clinical supervisors, and training program directors and policy advocates in KSA. This study
provides several recommendations for clinical practice and clinical training, along with related
logistical considerations.
Clinical and Training Recommendations

In light of the findings concerning the status quo of marital and family practice in KSA,
several recommendations will be discussed for the field and the training of future MFTs. First, it
is essential to highlight that professional help provided through psychotherapy or MFT is not an
ordinary guiding or counseling “Irshaad”; but it is informed by best practices, has a distinct set of
principles and ethical codes, and that it requires competencies exhibited in assessing and
administering professional help. However, some individuals with excessive knowledge in
Islamic studies or through life experiences might know a lot about Islamic principles or about
couples’ and families’ optimal relationships. MFTs and psychotherapists require undergoing
extensive training and supervision, which develop competencies to intervene clinically.

Therefore, the clinician is distinguished by a unique lens to assess for what is not told and knows
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how to intervene based on informed best practice and evidenced-based approaches. Currently,
MEFT is still in its early development in KSA, and many unqualified professionals are involved in
providing services to couples and families. As a start, the researcher believes that recognizing
present MFTs in KSA, and establishing MFT as one of the Saudi Commission for Health
Specialties (SCHS) classified specialties is essential to give recognition and credibility to those
who are currently qualified.

Second, it is essential to assess during training any presumptions that exist about the
practice of MFT or psychotherapy with children, couples, and families and its applicability and
adaptability in the Saudi society by opening the dialogue with the trainees/supervisees about
their concerns. Further, it is essential to engage trainees in the conversations and projects of
cultural adaptation to help them to be an active and continuous contributors in the cultural
adaptation process for the services that they will provide. Also, trainees/supervisees need to be
encouraged to obtain the required knowledge about the religious teachings and cultural
understanding, while also highlighting the critical requirements of accepting the diversity of how
people practice their religious faith or the culture in itself. Through training and supervision,
there is a need to help trainees/ supervisees to monitor their personal biases that may underlie a
pathologizing view of others or superiority of one way of existence over another.

Concerning the training and professional preparedness, in addition to the previously
mentioned recommendations, here is a list of some recommendations for the training of

psychotherapists/MFTs:
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1-To focus on trainees/supervisees trust building skills as well as ways to elicit and
clarify misconceptions about the therapeutic process; to assess for stigma and acceptance
for treatment.

2-To incorporate self-of-the-therapist work with trainees/supervisees.

3-Engage trainees/supervisees in examining their assumptions and blind spots as
narrated by cultural gender role expectations, and how it may present in the clients-
therapist therapeutic relationship and alliance with the different family members or
partners.

4-Implement workshops and activities that help trainees/supervisees acquire the needed
knowledge about the different intersectionalities of power, control, privilege, and
oppression, which might play out in the society and the relationships, (e.g., attention to
elder abuse, discrimination, and gender inequality).

5-Broadening male and female trainees’/supervisees' experiential training by working
with different populations, in particular for therapists working with children and couples,
since a large percentage of the therapists in this study felt less proficiency compared to
working with individuals and families.

6-Focus on teaching common factors and evidence-based theories, to prepare trainees/
supervisees with a range of different approaches to help clients and families.

7-Provide the trainees/supervisees with a variety of supervision experiences to ensure
their preparedness for working independently with individuals, children, couples, and

families.
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8-Measure therapists and trainees/supervisees performance and outcomes. It might be

helpful to establish supervision procedures that involve written descriptions of the

responsibilities of a supervisor and supervisee. Moreover, to determine the goals and

outcomes of supervision, provide feedback on clinical performance and areas of growth.

Furthermore, there are some logistical considerations to be implemented based on the
findings of this research on the training and supervision needs. The recommendations are as
follows:

1-Expand on the number of available training sites

2-Increase hours of clinical training, and provide practical training workshops that focus

on developing trainees/supervisees competencies.

3-Establish accredited regional training programs (e.g., setting postgraduate programs in

collaboration with Western institutions).

4-Provide qualified and competent supervisors.

5-Require continuous clinical supervision of therapists in training and establish intensive

training.

6-Designate support for resources that will help in advancing the localized training of

psychotherapists and MFTs in Arabic. Further to allocate efforts to fulfill an Arabic and

Islamic society cultural adaptation of the language and content in the realm of training,

workshops, and teaching materials. Tailoring cultural adaptation of training and

supervision is a necessary step to meet the needs of the future psychotherapists and

MFTs.
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Moreover, findings of this research have highlighted some general needs for mental and
social health care and services in KSA. The following are some of the recommendations:
1-To establish a national commission to regulate practices in healthcare and
governmental non-healthcare affiliated settings that provide services to couples and
families.
2-To institute a reliable information center that identifies mental health care services for
children, individuals, couples, and families.
3-To promote professional advocacy commitments for organizing associations to
empower individuals with mental health concerns.
4-To work collaboratively with different schools and government agencies such as courts
to develop partnerships that bring more awareness to mental health services by
promoting media constructive efforts to reduce stigma.
5-To work collaboratively with different schools and government agencies such as
courts.
Strength and Limitation
Strength. Although the findings should be interpreted with caution, this study has several
strengths. A key strength of this study is that it offers a comprehensive examination of the current
status of the marital and family therapeutic practices and training within the mental and social
health care in KSA. This study has attempted to add to the literature on services and providers
status on the mental and social health care in KSA toward children, couples, and families.

Furthermore, it gives an overview of the barriers, need, and solution for the developing practice
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of MFT in KSA; provided an overview of how psychotherapists in general and MFTs view their
training, supervision, proficiency in practice, and identified needs and solutions.

The use of a mixed multiphase method, which consisted of two surveys and a Delphi
approach allowed for the triangulation of the data from three informative sources of participants:
MHPs, psychotherapists/MFTs, and Delphi experts panelists in the mental health field in KSA.
The spectrums of views on the requirements, needs, and solutions in different contexts of clinical
work were obtained from professionals in KSA who are educated and trained in the country and
abroad, and work in various settings. Also, the modified Delphi method on its own enhanced the
robustness of this present study since it obtained a consensus from the experts in KSA on
obstacles and solutions.

Limitations. This current research has some limitations. There are some limitations with
the first phase, which consisted of two surveys, one directed toward MHPs and the second
toward psychotherapists/MFTs. First, the survey data gathering was carried out online where
some mental health professionals and psychotherapists/MFTs who are not active on social media
might have been missed. Therefore, there is a possibility of a limitation because of convenience
sampling. Second, there is a possibility of self-selecting bias since those who choose not to
participate might offer insights that this study did not cover. Third, although there were screening
questions, errors in the representation of the sample are possible with online surveys. Fourth,
there were technical issues such as, the two surveys were conducted simultaneously at one point
and shared the same advertisement flyer. There were some technical difficulties experienced with

using Qualtrics software on the mobile devices, which might explain some of the dropouts.
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A limitation with phase two of the study perhaps for reasoning that one of the discussed
weaknesses of Delphi method is that the diversity of panelists’ views gets minimized (Stone Fish
& Busby, 2005). This weakness perhaps contributed to the fact that cultural and societal barriers
identified by some panelists did not make it for endorsement in the final items that reached
consensus.

An overall limitation is that this research is coming from a Western institution; it might
have played a factor for the participants’ openness to acknowledging some of the cultural and
societal norms about gender for reasons related to being mistrustful about how non-insiders
might view the information.

Another possible limitation is the personal bias of the researcher. Although, the researcher
is a Saudi couple and family therapists who practiced in the USA and KSA, yet her entire
academic educational attainment is obtained from the United States, and she was exposed to a
robust and structured trainings and supervisions. The researcher has taken specific measures by
sending the questions to other graduate students to assess the content and the use of language.
She has reevaluated the translations of the participants answered from Arabic to English, several
times during coding to eliminate self-bias interpretation and translation.

Future direction. Further research needs to determine the effectiveness of the current
credentialed programs trainings which could shed more light on identifying current training
outcomes, and highlight needed areas of improvement. It will be important to explore the
potential use of the cultural adaptation framework to target the specific procedures and
modalities of conducting training and supervision (e.g. exploring self-of-the-therapists, direct

live supervision) to inform the needed cultural adaptations.
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Further work is required to identify the cultural challenges in psychotherapy or MFT to
work successfully with relational base concerns, using different methodologies such as
qualitative interviews or focus group discussions. Also, future work could identify the types of
misconceptions that are considered common barriers that hinder people with mental health
concerns rom help seeking help, from the perspective of families and their roles in the

acceptance of seeking help.
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