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Abstract 

Background  The need for patient centered care (PCC) and its subsequent implementation has gained policy maker 
attention worldwide. Despite the evidence showing the benefits and the challenges associated with practicing PCC 
in western countries there has been no comprehensive review of the literature on PCC practice in the Middle East and 
North African (MENA) region, yet there is good reason to think that the practices of PCC in these regions would be 
different.

Objectives  This paper summarizes the existing research on the practice of PCC in the MENA region and uses this 
analysis to consider the key elements of a PCC definition based on MENA cultural contexts.

Methods  Five electronic databases were searched (EMBASE, Cochrane, Medline, CINAHL and Scopus) using the 
search terms: patient OR person OR client OR consumer AND centered OR centred AND care. The MENA countries 
included were Bahrain, Iran, Iraq, Jordan, Kuwait, Lebanon, Oman, Palestine, Israel, Qatar, Saudi Arabia, Syria, United 
Arab Emirates, Yemen, Algeria, Egypt, Libya, Morocco, Tunisia, Djibouti, Pakistan, Sudan, and Turkey. Identified papers 
were imported to Covidence where they were independently reviewed against the inclusion criteria by two authors. 
The following data were extracted for each paper: author, year, location (i.e., country), objectives, methodology, study 
population, and results as they related to patient centred care.

Result  The electronic search identified 3582 potentially relevant studies. Fifty articles met the inclusion criteria. Across 
all papers five themes were identified: 1) patient centered care principles; 2) patient and physician perceptions of PCC; 
3) facilitators of PCC; 4) implementation and impact of PCC; and 5) barriers to PCC.

Conclusion  The preliminary findings suggest that the concept of PCC is practiced and supported to a limited extent 
in the MENA region, and that the implementation of PCC might be impacted by the cultural contexts of the region. 
Our review therefore highlights the importance of establishing patient-centered care definitions that clearly incor‑
porate cultural practices in the MENA region. The elements and impact of culture in the MENA region should be 
investigated in future research.
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Background
Patient centered care
Patient centered care (PCC) was introduced as a concept 
in the 1970s [1. ], however it did not gain popularity until 
the United States-based Institute of Medicine (IOM) 
declared it as one of six dimensions necessary to achieve 
quality of care alongside safety, timeliness, effective-
ness, efficiency, and equity [2. ] Globally, however, there 
is no agreed definition of PCC in the literature [3. ]. For 
instance, the Institute for Patient and Family Centered 
Care (IPFCC) provides a broad definition, defining PCC 
as “the approach to planning, delivering, and evaluating 
healthcare that is based on a partnership between health 
care providers, patients, and families” [4. ] while on the 
other hand, Epstein & Street’s [5. ] definition focuses 
more on the interpersonal interactions of the health-
care encounter, describing it as an approach to treat-
ing patients with respect, recognising their preferences, 
engaging and involving them, and providing them with 
knowledge about their illness, care and treatment. Both 
definitions emphasise a need to establish a therapeutic 
relationship between health providers and patients in 
order to collaboratively achieve desired outcomes. Dela-
ney [6. ] states that PCC aims to create collaborative rap-
port and takes a comprehensive approach to meeting and 
acknowledging patients’ values, increasing their partici-
pation and including them in decision-making. Patient 
involvement in care is also seen to be encapsulated by the 
phrase “nothing about me, without me” [7. , 8. ]. As indi-
cated by the name of the Institute for Patient and Fam-
ily Centred Care, discussed above, another form of PCC 
is family centered care (FCC). The FCC model is based 
on the same fundamental aspects as PCC, but instead of 
focusing solely on the patient, it views patients and their 
family members as the care clients [9. , 10. ].

Evidence suggests that PCC can lead to better out-
comes including increased patient and staff satisfaction, 
reduction in medical errors, enhanced employee recruit-
ment, increased employee retention, improved health 
status and reduced unnecessary tests and referrals [11. 
–17. ]. The Picker Institute has established eight con-
cepts of patient-centered care: prompt access to care; effi-
cient treatment; quality care and adaptive transparency; 
patient and family involvement; comprehensible health 
care knowledge and support, mutual decision-making 
and respect for patient preferences; emotional support, 
empathy and respect, and awareness of physical and 
environmental needs [18. , 19. ]. These concepts consider 
PCC at all stages of the patient’s journey and their care 
environment.

The shift to PCC was part of an approach to health 
care based on patients’ rights and aligned with the World 
Health Organisation (WHO) International Declarations 

of Geneva and Alma Ata [20. , 21. ]. The rationale for 
adopting this approach was the global shift in health 
patterns from infectious diseases to chronic diseases, 
which increased demand for health care, and fears that 
the healthcare system might become overwhelmed when 
meeting these demands [22. ]. A PCC approach views 
patients as the core of the healthcare system and part of 
the solution to improving the quality of care and, there-
fore, its effectiveness [23. , 24. ]. An adoption of PCC, it 
was argued, would prioritise patients’ rights in decision 
making, make care more targeted and motivate patients 
to take control and become experts in managing their 
conditions [25. ]. Collaboration and relationship build-
ing between health providers and patients is key to the 
adoption of PCC. The elements of this collaborative rela-
tionship are explained in Carman’s [24. ] ’Framework for 
Patient and Family Engagement in Health and Health 
Care’. This framework points to a relationship where 
health providers’ and patients’ values, experiences, and 
perspectives in disease prevention, diagnosis and treat-
ment are combined and enacted through providing clear 
information, communication, establishing goals, and 
participating in decision making, to proactively manage 
health. This relationship builds open communication to 
ensure that patients understand the risks and benefits 
associated with their health choices [24. ].

The health care system and PCC in the Middle East 
and North Africa region
According to Webair [26. ] middle eastern countries have 
had a long history of practicing the principles behind 
PCC as the provision of health care has been influenced 
by the principles of Islam since the medieval period. For 
instance, medieval Islamic medical practice involved 
treating patients without discrimination related to gender 
and identified ethics as a prerequisite for health provider 
practice. This resulted in high quality care provision, 
however in the present time, the PCC performance of 
middle eastern countries has been considered poor com-
pared to other western countries [26. ]. This poor perfor-
mance may result from a wide range of factors, including 
changes to disease patterns, population growth and the 
increased demand on health services, cultural factors, 
lack of financial resources, administrative and organisa-
tional reasons, the inaccessibility of medical treatments 
and healthcare services due to poverty, and in some 
countries, instability from war [27. –29. ].

In 2000, the World Health Organization (WHO) 
attempted to rank the health system performance 
of 191 countries based on five indicators including 
population health, health inequality, health system 
responsiveness to population needs, distribution of 
this responsiveness, and fairness in financing [30. ]. 
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Many Middle East and North Africa (MENA) coun-
tries were among the top 30 best performing health 
systems including, Oman, Saudi Arabia, the United 
Arab Emirates, and Morocco but others were poorly 
rated including Pakistan, Sudan, and Djibouti [30. ]. 
Most countries in the MENA region have a split health-
care system with public and private funding of service 
delivery [27. ] and comply with the Alma- Ata Decla-
ration of 1978 to provide ‘Health for All’ [28. , 31. ]. 
However, there is disparity in the quality of healthcare 
among these countries especially in rates of govern-
ment funding [27. ]. For example, oil rich countries 
such as Saudi Arabia [32. ] can allocate oil revenue to 
improve health care, provide health care programs [28. 
, 33. ], and universal access and affordable care [28. ]. 
These all improve patients’ access to and utilisation of 
the health system and therefore improve the quality of 
care [28. ]. On the other hand, in low-income countries 
in the MENA region, such as Pakistan [34. ], the health 
system remains in a fragile state due to factors which 
include lack of resources, poor structural management, 
lack of equity, gender insensitivity, and inaccessible and 
unaffordable health services [35. ]. Moreover, currently, 
four countries in the MENA region—Syria, Iraq, Libya, 
and Yemen—are in a state of war[36. ]. War and conflict 
affect health system quality [37. ] due to the destruction 
of health infrastructure, a shortage of health care pro-
viders, and lack of medical equipment and medicines 
[38. –40. ]. These factors can have varying degrees of 
impact on genders and communities [29. ]. Therefore, 
while health systems in the MENA region need to adopt 
PCC methods to improve care delivery and governance 
by informing patient and provider education and poli-
cies [41. ], they are not starting from an even base, and 
PCC needs to be implemented with an understanding 
of broader system development and characteristics. 
Webair [26. ] also points out that the current published 
literature in the MENA region applies a western defi-
nition of PCC with the absence of a definition of PCC 
reflecting the culture of the region which includes a 
stronger emphasis on family and religion. These bar-
riers are key features that must be considered when 
understanding how to improve the implementation of 
PCC in MENA countries.

This literature shows that there are possible structural 
and cultural limitations on the adoption of PCC in the 
MENA region but we lack a clear understanding of the 
factors impacting PCC implementation. There is also a 
necessity for establishing a definition of PCC based on 
the culture of the region which incorporates the par-
ticular circumstances impacting the implementation of 
PCC. The purpose of this review is to start to address 
these limitations by documenting the current published 

literature on PCC in the MENA region and to use this 
analysis to consider the essential elements of a MENA 
focused definition of PCC.

Method
A systematic literature review was performed of the 
published literature on patient centred care in the Mid-
dle East and North Africa. Systematic review described 
by Petticrew and Roberts [42. ], p., 15) as “a method 
of critically appraising, summarising, and attempt-
ing to reconcile the evidence”. This method is benefi-
cial because it seeks to summarize published research 
that has been done in a certain field of study, provide 
an overview of the research field, highlight areas where 
research has been conducted, and identify knowledge 
gaps. This approach also allows us to take from this 
literature the key elements of PCC as practiced in the 
MENA region. For the purposes of this research, we 
define PCC in relation to the eight principles of PCC 
articulated by the Picker Institute, discussed earlier [19. 
, 43. ]. We followed the scoping review process sug-
gested by Peters et al. [44. ] to conduct this review.

RA is an academic researcher who has spent much of 
her life living and working in Saudi Arabia. JSM, RF and 
GR are academic researchers with experience of Aus-
tralia and other international health systems research 
contexts.

Literature search
A search was carried out in relevant electronic databases 
(EMBASE, Cochrane, Medline, CINAHL and Scopus) for 
studies that focus on patient-centered care in the MENA 
region and were published up to January 2021. The fol-
lowing terms were developed with the assistance of the 
university librarian to identify publications associated 
with patient-centred care: patient OR person OR client 
OR consumer AND centered OR centred AND care. The 
MENA countries of Bahrain, Iran, Iraq, Jordan, Kuwait, 
Lebanon, Oman, Palestine, Israel, Qatar, Saudi Arabia, 
Syria, United Arab Emirates, Yemen, Algeria, Egypt, 
Libya, Morocco, Tunisia, Djibouti, Pakistan, Sudan, and 
Turkey were used as keywords combined with the terms 
above in order to limit findings to the MENA region. Iran 
and Turkey were included in the study as they are some-
times included in the definition of the MENA region and 
share cultural and religious characteristics in common 
with the other countries [45. –47. ]. Results imported 
from the databases were stored in the reference man-
ager software EndNote and then imported to the system-
atic review software Covidence where duplicates were 
removed, and remaining papers screened for inclusion.
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Study selection
The inclusion criteria were: 1) studies focusing on 
patient-centered care; 2) studies published in English 
and/or Arabic (the two languages spoken by the research 
team); 3) studies published in peer-reviewed journals; 
4) studies that sampled participants (including patients, 
family members, health providers, and nursing and medi-
cal students 5) any study design that utilized qualitative, 
quantitative, or mixed methods approaches to data col-
lection; and 6) studies published in the MENA counties. 
In addition, studies reported family centered care were 
also included in the review. Two reviewers (RA and GR) 
independently scanned the titles and abstracts to assess 
the relevance of the studies in relation to the inclusion 
criteria. Studies that potentially met the inclusion criteria 
were retrieved for full text screening. Any disagreement 
between reviewers was resolved by discussion between 
the reviewers, bringing in a third person (JSM) where 
necessary. Studies were excluded if they did not focus on 
PCC, were not conducted in the MENA region, included 
no data from participants, were conducted in languages 
other than Arabic or English, where full articles were 
not accessible, or were other types of papers (including 
reviews, systematic reviews, commentary, editorials, pro-
tocols, opinion pieces and conference papers).

Data extraction
The data were extracted and recorded into a spreadsheet 
in MS Excel from the Covidence software. Collected data 
recorded were the author, year, location (i.e., country), 
objectives, methodology, the study population, and find-
ings of each study. The main themes across the papers 
were identified through an open coding scheme, with five 
categories created based on these key themes: patient-
centered care principles; patient and physician percep-
tions of PCC; facilitators of PCC; implementation and 
impact of PCC; and barriers to PCC.

Results
Description of the literature
The database search initially resulted in the identifica-
tion of 3582 articles (Fig. 1). Fifty articles met the inclu-
sion criteria and were included in the review. Of the 50 
articles, 29 used quantitative methods, 2 used mixed 
methods and 19 used qualitative methods. Studies were 
conducted in Iran (13), Israel (7), Saudi Arabia (6), Jor-
dan (5), Pakistan (4), United Arab Emirates (2), Kuwait 
(1), Oman (1), Qatar (1), Turkey (1), Egypt (1) and Pal-
estine (1). The seven remaining studies reported com-
parative data from multiple countries in the Middle 
East. Data were generated using a wide range of meth-
odologies from qualitative interview designs, qualitative 
focus group designs, mixed qualitative methods studies, 

cross sectional surveys, quasi-experimental, randomized 
designs, non-experimental design, and mixed designs. 
Details of these studies are provided in Table 1. The sam-
ple sizes used ranged from 9 to 829 participants, with the 
smaller samples from qualitative studies and the larg-
est sample from a multisite database study. The sample 
populations included health providers (20), patients and 
health providers (11), patients and family members (14), 
medical and nursing students (4), clinical and non-clini-
cal staff (1), and academic and clinical experts (1).

Patient centered care principles
The key elements of PCC identified in the studies were: 
treating patients as an individual [67. , 70. , 89. ] hav-
ing empathy towards their conditions, advocating on 
their behalf and providing care with flexibility to meet 
patients’ needs, incorporating patients’ expectations and 
preferences [70. , 72. , 78. , 89. ]. Papers also highlighted 
attentiveness to patient needs, including physical, reli-
gious, and social needs [70. , 72. , 89. ]. Other key areas 
were health professionals’ competency and expertise in 
protecting patients from harm, reducing hospitalization 
and costs of care [67. , 70. , 72. ], complying with patients’ 
rights [70. , 72. ], effective communication [67. , 72. , 78. 
, 89. ], and empowerment of patients through providing 
education [67. ].

Patient and health provider perceptions of PCC
Several studies showed that patients and their rela-
tives had a positive attitude toward patient involvement 
in care [52. , 59. , 62. , 80. ]. Schattner et al. [92. ] added 
that patients like to be informed about their health and 
participate in shared discussions and decision making 
about the care they receive. Dormohammadi, Asghari & 
Rashidian’s [68. ] study of hospitalized and ambulatory 
patients in Iran noted that patients prioritized health 
professional competence and positive attitudes. How-
ever, in the study by Joolaee et al. [78. ], which focused on 
Iranian patients and their companions’ experiences with 
caring relationships with health professionals, patients 
prioritized health professional positive behaviour and 
emotional support over competence.

There were variations regarding patients’ and health 
providers’ perspectives on the way in which patient-
centered care was practiced. For instance, Yasein et  al. 
[95. ] wrote about patient and physician perspectives on 
patient-centeredness and communication skills in Jor-
dan. The study found that patients rated many aspects 
of patient-centeredness and communication skills lower 
than junior doctors. Another study conducted in Israeli 
IVF units found that there were differences between 
the perceptions of patients and providers regarding the 
provision of the different aspects of PCC and the extent 
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to which each dimension of patient-centred care was 
applied. Dimensions assessed were for example, emo-
tional support, respect for patient values and needs 
and provision of information and explanation of the 10 
dimensions introduced by Picker Institute. Patient scores 
were lower than those of providers except for continu-
ity of treatment and professional competence [83. ]. 
This variation was also noticed in the practice of FCC. 
Several studies explored health provider perceptions of 
FCC. Cross-national differences in the perception of FCC 
were identified among healthcare providers in the United 

States, Australia, Turkey, and Saudi Arabia[54. , 73. ]. 
A study by Alabdulaziz et  al. [55. ] investigated FCC in 
Saudi Arabia from the paediatric nurse perspective which 
showed that nurses acknowledge the significance of fam-
ily-centered care elements however they find it difficult 
to apply this model in their daily practice. Overall, how-
ever, this variation in attitudes to PCC between patients 
and practitioners and across studies shows that there is 
no clear understanding of PCC common within the prac-
tices reported in the existing literature and, in relation to 

Fig. 1  Flow PRISMA diagram for search and selection process
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the Picker Institute definition, we can see that PCC is not 
fully implemented in the MENA region.

Facilitators of PCC
Factors influencing the practice of PCC were related to 
patient gender [59. , 60. ] and the broader sociodemo-
graphic characteristics of physicians [49. , 51. , 58. , 93. 
], patient support networks [80. , 86. , 87. ], patient-pro-
vider communication [64. –66. , 75. , 76. , 85. ] and practi-
tioner work environment [48. , 69. , 71. , 98. ].

Two studies showed that patient gender was signifi-
cantly associated with their preference to be informed 
of treatment plans and participate in decision making 
where women were more likely to be involved than men 
[59. , 60. ]. However, this was not a universal finding, with 
Lipotevski and Cojocaru’s [80. ] study of patients with 
colorectal cancer and oncologists in Israel showing no 
association between preferences towards PCC and gen-
der. This shows that the impact of gender on PCC may 
reflect the practice environment or prevailing social con-
text of the country in which PCC is being implemented.

Practitioner demographic, education and practice 
context impacted on PCC uptake. Ahmad et  al. [51. 
] investigated the relationship between demographic 
characteristics and the attitude of undergraduate medi-
cal students in the pre-clinical years and in clinical years 
towards PCC in Pakistan and found that foreign students 
studying in private medical schools were more in favour 
of PCC compared to local students. Physician age was 
also a factor, with Abdel-Tawab and Roter’s [49. ] study 
of a family planning program in Egypt suggesting that 
young physicians prefer to work in a patient-centered 
way. However, Alhalal et  al. [58. ] found that older pro-
viders were better at showing empathy, communicating 
effectively, responding to patients’ needs, and sharing 
decisions with patients. Sultan et  al. [93. ] suggest that 
a broad range of demographic and educational factors 
influence physician views of the importance of PCC com-
ponents. Relevant factors were practitioners’ job title, 
age, marital status, and private hospital context, along 
with familiarity with PCC.

Several factors influenced health providers decisions to 
practice PCC. This included the availability of evidence, 
health professionals’ values, environment or context-
related factors, such as cultural beliefs [56. ]. Involving 
clinical and non-clinical staff in service accreditation 
processes was also a significant factor in delivering PCC 
in health organization settings [77. ].

For patients, PCC was facilitated by receiving emo-
tional support from family and others [80. ], family 
involvement in care more generally [87. ] and patients 
bringing someone with them during a consultation [86. 
]. Several studies investigated patients’ experience of PCC 

within health services in different settings, including 
family planning clinics [49. ], private clinics, public hos-
pitals [81. ], and paediatric units [61. ]. Factors contribut-
ing to patient satisfaction were positive talk [49. ], timely 
services and appointments, and provision of clear expla-
nations regarding the patients’ medical conditions [81. ].

With regard to facilitating factors associated with the 
work environment, Esmaeili et al.’s [70. ] study of nurses 
working in critical care in Iran noted that nurses reported 
that organizational recognition of staff shortages, pro-
viding guidelines, support to staff and the presence of 
PCC role models in the workplace were facilitators of 
PCC. One study investigated the perceptions of expatri-
ate nurses in Saudi Arabia concerning the relationship 
between cultural competence and patient-centered care. 
It found that there was a positive association between 
cultural competency and providing individualized care 
[98. ]. Abdelhadi and Drach-Zahavy [48. ] suggest in their 
study of nurses in north Israel that establishing a better 
climate of service and work engagement would influence 
PCC provision by providing support, training, and incen-
tives. Alhalal, Alrashidi & Alanazi [58. ] suggest that high 
levels of structural empowerment and compassion, satis-
faction and low burnout are important factors that influ-
ence the provision of PCC by staff. In another study by 
Drach-Zahavy [69. ], nurse mental health improved when 
providing a high quality care and high PCC and declined 
when the opposite was true.

In addition to doctors’ attitudes, the papers emphasised 
that effective communication skills, including empathic 
and therapeutic communication, are essential elements 
of successful PCC by health care providers [64. ]. Two 
studies explored PCC in relation to the implementation 
of coping strategies and supportive language by cross cul-
tural care givers of people with dementia. Results showed 
that Arab care givers used figurative language and coping 
strategies embedded in PCC approaches which viewed 
people with dementia as individuals with unique needs 
[65. , 66. ]. Hayajneh et  al. [76. ] found that empathetic 
relationships by staff with patients with Alzheimer’s 
overrides stresses and allows implementation of effec-
tive coping strategies which reduce the burden of caring 
for people with Alzheimer’s. Ghiyasvandian et  al. [75. ] 
found that therapeutic communication assists health 
providers to provide PCC that aligns with patient needs. 
It establishes trust with patients through asking per-
mission before providing care, guides conversations to 
patient needs, is responsive to their needs, and provides 
personalised communication influenced by religious, cul-
tural, and professional values. Utilizing patient-centered 
communication strategies was significantly associated 
with better health outcomes [74. ]. Rahman et  al. [87. ] 
found several key physician behaviours that facilitate 
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PCC including positive attitudes, allocating time for 
consultation, cultural responsiveness and the use of 
simple language and props to demonstrate procedures. 
However, a study conducted to compare perceptions of 
’good communication’ across medical schools in different 
sociocultural contexts found there was variation in what 
is considered to be good communication [85. ]. This vari-
ation was associated with different views on the role of 
family, gender, and emotional expression across the study 
sites. One study compared PCC in the hidden curricu-
lum in a Saudi medical college with nine US medical col-
leges. The results suggested that the hidden curriculum 
in Saudi schools is more physician than patient-centered 
[88. ].

Implementation and impact of PCC
The impact of different PCC strategies on patients and 
physicians was a significant theme in the identified 
papers, however because of the disparate nature of the 
topics and settings, the papers approached this theme 
from a variety of angles. Two studies utilised the BATHE 
interview technique (Background, Affect, Troubling, 
Handling, and Empathy) and empowerment educational 
sessions to empower diabetic patients [53. , 84. ]. The 
studies used HbA1c, BMI and patient empowerment 
scores as outcomes and found mixed results, with one 
finding a reduction in HbA1c and BMI values as a result 
of the intervention (− 0.55 mmol/L, P < 0.0001; − 1.70 kg, 
P = 0.001) [84. ] and another finding no significant differ-
ences [53. ]. However, other improvements were found 
such as knowledge of diabetes, attitude towards diabe-
tes, and in practice such as patient compliance with the 
treatment [84. ] and empowering diabetic patients [53. ]. 
Another study based in Iran assessed the effect of FCC 
and PCC on complications during haemodialysis [97. ]. 
Findings suggested that family-centred education led to 
improved treatment outcomes including reducing hae-
modialysis complications and depression and increasing 
satisfaction and self-care.

Barriers to PCC
Papers reported barriers to PCC as arising from 1) the 
individual patient and their support environment, 2) 
the health professional and 3) the organizational envi-
ronment. Individual patient barriers included patients’ 
low levels of education, low health literacy and lack of 
motivation to take an active role in their health [50. , 
64. , 80. ]. Low literacy was identified as a barrier to 
managing health care by both patients and health care 
providers. Abdulhadi et al. [50. ] argued, in an Oman-
based study, that patients reported that they could 
not interact with health care providers due to their 
low levels of education. They found that patients with 

low levels of education hesitated to interact with their 
health care providers as they feared that their interfer-
ence would negatively affect their relationship with the 
healthcare provider [50. ]. Two other studies cited lack 
of knowledge or low health literacy and self-efficacy 
as barriers to PCC [80. , 96. ]. However, another study 
reported physicians’ perceptions that there was no rela-
tionship between patient level of education and partici-
pation in decision making [64. ].

Papers reported that patient centred care is related to 
patient beliefs about their illnesses or the nature of health 
care interactions. For example, patients do not acknowl-
edge the seriousness of their illnesses or have expecta-
tions of healthcare encounters which focus on treatment 
rather than consultation and this affects the patient’s 
interactions with the health care professional [80. , 86. , 
96. ]. Two studies noted patients’ understanding of the 
health care relationship as a barrier to PCC. This resulted 
from medical dominance and patient views of health 
care provider authority [63. , 80. ]. Medical dominance 
was defined by Iranian cancer patients as the provision 
of inadequate information to patients, perceived authori-
tarian behaviours in physicians, as well viewing patients 
as objects for financial gain [63. ].These factors resulted 
in the inability to discuss physician decisions [63. ]. For 
patients this led to fear and despair about the lack of 
alternative treatment options.

A number of papers reported the impact of culture on 
patient centered care. Aminaie et  al. [63. ] noted barri-
ers to PCC that were associated with patient ethnicity, 
faith, and language. Their Iranian study explored how 
cancer patients perceive barriers to participation in deci-
sion-making and found that patients preferred to receive 
care in a familiar health care organization so they would 
feel comfortable in communicating with their health 
care professional to seek more information. Key to this 
was a concern that the health care professional would 
not dismiss their faith [63. ]. Meanwhile, in a study by 
Alabdulaziz et al. [55. ], nurses working in Saudi Arabia 
with different languages, religions and cultures to their 
patients, was viewed as a barrier to involving patients 
and their families in decision-making. Baig et  al. [64. ] 
reported that health providers hold respected positions 
in Pakistani culture and were encouraged to make deci-
sions without involving patients.

The role of family members and caretakers as a poten-
tial barrier to PCC in health care interactions was 
reported in several studies. One study investigating Jor-
danian physicians’ views of the barriers and facilitators to 
patient involvement in decision making found that 65.5% 
of physicians reported involving the family in decision 
making as a barrier to PCC as families would interfere 
and make decision on behalf of the patient [86. ]. Baig 
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et  al. [64. ] noted that family involvement in Pakistan 
is two-edged as involving family can help in managing 
patients’ conditions however it can also be counterpro-
ductive if handled incorrectly.

Many studies reported health care professional behav-
iours as a barrier to PCC [63. , 80. ]. These included dis-
missing patient and family concerns, negative attitudes 
toward PCC, a lack of eye contact when interacting with 
patients, poor sharing of information and delays in care 
provision [50. , 63. , 80. ]. Patients also noted a lack of pri-
vacy during interactions with the health care provider, 
poor communication as the health professional was busy 
taking notes, poor encouragement of patient involve-
ment, and poor provision of information or explanation 
of patient conditions [50. , 63. , 64. ].

A lack of professional motivation on the part of health 
practitioners has also been described as a barrier impact-
ing the implementation of PCC. This was associated with 
their lack of interest in the profession, low salaries, staff 
shortages, not receiving financial incentives, workload 
burden and dissatisfaction [64. , 71. ]. A lack of collabora-
tion between the healthcare team members [71. , 87. ] as 
a result of poor communication between physicians and 
nurses due to gender sensitivity was also reported as a 
barrier to PCC [87. ].

Limited understanding of the concept of PCC was cited 
as a barrier to the implementation of PCC in two stud-
ies [80. , 96. ]. Zisman-IIani et al. [96. ] found that only 
40% of Jordanian physicians and 71% of Israeli physicians 
understood the PCC concept. Studies also commented 
on healthcare provider lack of expertise and competence 
regarding patient conditions [50. ]. Abdulhadi et al. [50. 
] noted that patient perceptions of health care provid-
ers’ lack of knowledge of diabetes was due to the short 
consultation time, infrequent physical examinations, and 
a misguided belief that diabetes is not a serious health 
condition.

Various organizational barriers towards PCC were 
reported across studies. The lack of time resulting from 
high workloads and patient loads led to practitioners 
being less able to share information with patients [55. , 
64. , 71. , 80. , 86. ]. Other factors which inhibited PCC 
included a lack of organisational and managerial sup-
port, scarce resources and facilities, administrative block-
ages, lack of staff, and limited time to establish rapport 
and negotiate care [55. , 63. ]. Two studies described long 
waiting times as a barrier to PCC [50. , 87. ] which was 
as a result of bed shortages, high patient loads, lack of 
free services and a lack of referral practices in the health 
care system [87. ]. A lack of training and guidelines, and 
resources to support PCC was also a significant organiza-
tional barrier [55. , 71. , 80. , 96. ].

Discussion
This review systematically assessed 50 articles which 
had a significant focus on patient-centered care prac-
tice in the MENA region. The included studies focused 
primarily on patient-centered care principles; patient 
and physician perceptions of PCC; facilitators of PCC; 
implementation and impact of PCC; and barriers to PCC. 
Numerous barriers and facilitators were reported across 
the studies. While facilitators related to all groups, facili-
tators were most commonly reported to be related to 
physician attitudes and practice, there is an ongoing need 
for literature that explores the facilitators of PCC related 
to patients and organizations, in order to offer a more 
multi-layered approach to improving PCC.

The cultural context of MENA and PCC
Our findings suggest that culture plays a significant role 
in influencing patient provider relationships and there-
fore the extent to which PCC is practiced. Patient-pro-
vider interactions are rooted within prevailing cultural 
and religious norms and influenced by time and setting 
[99. , 100. ]. This profoundly influences patient attitudes, 
beliefs, and health-related practices [101. ]. Social behav-
iour and practices in much of the MENA region are 
governed by cultural norms and religion [64. ] whereby 
community, family, and religion play a significant role 
in decision-making [87. , 102. ]. Following the dimen-
sions of culture introduced by Hofstede, Hofstede, and 
Minkov ([103. ], p., 103–104), Middle Eastern countries 
are characterised by dependent collectivism where deci-
sions related to health are made collectively by family 
members [50. , 104. ]. With respect to the dimension of 
power distance, defined as the degree to which less pow-
erful individuals expect and accept an unequal power 
distribution ([103. ], p., 61), this was evident in a country 
like Pakistan where health providers, such as doctors and 
elderly family members, held an authoritative position. 
Consequently, in such societies doctors are viewed as the 
“instruments of God” and “paternal figures” and there-
fore have the power to make decisions, which impacts on 
the practice of PCC [64. , 86. , 100. ]. Accordingly, family 
systems and the position of authority that a doctor holds 
forms the basis for medical decision making in many 
MENA countries [105. ].

We also observed in our review that family involvement 
was viewed as both a barrier and a facilitator to PCC by 
both patients and health providers [62. , 64. , 86. ]. Family 
members in countries in the middle east play a protective 
role for their hospitalised members by providing spiritual 
and financial support. On the other hand, a family might 
interfere with patient treatment plans [50. , 86. ]. Con-
sequently, family members may be the ones to make the 
decisions for the patient or patients may delegate their 
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family to participate in the decision-making process [64. , 
86. , 104. , 105. ]. The role of family in understanding PCC 
in the MENA region is therefore essential to a developing 
contextual definition of PCC.

Islam is the most prevalent religion in the MENA 
region [106. ]. In this religion, the importance of hygiene, 
diet, and exercise is taught, and people are encouraged 
to practice healthy behaviours. However, the provision 
of health care might also be hindered by certain beliefs, 
including the patient preferences of the provider’s gen-
der [107. ] and gender may therefore play a key role in 
patient-provider interactions which impacts on the prac-
tice of PCC [108. ]. In societies where gender separa-
tion exists it is common for women to choose a female 
provider over a male provider and involve a male family 
member in decision making [104. , 107. , 109. , 110. ]. 
Failing to provide health care services in accordance with 
gender-based, religious and cultural needs is therefore 
considered a barrier to care and will impact on PCC. This 
finding is supported by several studies conducted with 
Muslim women in western countries, such as the United 
States and Australia, which have shown that women seek 
care if it is aligned with their religious and cultural values 
[101. , 111. –113. ]. These findings show that gender is a 
key part of the cultural operationalisation of PCC in the 
MENA region and must be considered within the prac-
tice of PCC.

PCC practice facilitators and barriers
The key facilitators of PCC found in this review were 1) 
the establishment of a therapeutic relationship between 
the health provider and patient 2) practices which treated 
the patient as a whole person, 3) respect, including of 
patient preferences and values, 4) effective communi-
cation, and 5) provider behaviour. Treating the patient 
as a whole and treating them with respect and empathy 
were key aspects of provider behaviour, which together 
with other facilitators, such as effective communication, 
worked to facilitate PCC. These findings are supported 
in a narrative review of patient provider communica-
tion. King & Hoppe [114. ] suggested six functions as the 
‘best practice’ during patient-provider consultation: 1) 
establishing a relationship, 2) obtaining information, 3) 
sharing information, 4) decision making, 5) promoting 
disease and treatment behaviours, and 6) the ability to 
respond to emotions.

This review also confirms previous research on PCC 
barriers conducted in different settings. A scoping review 
of studies based in Australia, Canada, Netherlands, Nor-
way, Sweden, and the United States involving migrants 
and refugee women found that the barriers to PCC were 
determined by patient health and language literacy lev-
els, health provider behaviours and knowledge (i.e., lack 

of knowledge about culture and religion), and organi-
zational practices (i.e., lack of language services) [115. 
]. Another systematic review of 23 qualitative studies 
involving children and young people in mental health 
services found that a lack of specialist knowledge, poor 
communication, and scarce resources hinder PCC imple-
mentation [116. ]. In addition to those practices already 
mentioned, these can be overcome by equipping health 
providers with confidence and knowledge through 
explicit training in PCC [116. ] and by modelling PCC 
behaviours and in workplaces that explicitly espouse 
key PCC values through providing specialized training 
courses to improve for instance communication skills 
[50. , 90. , 95. ]. Salary incentives and promotion oppor-
tunities could also be offered to motivate health provid-
ers to enhance their qualifications and improve their 
abilities to provide patient-centered care [98. ]. Creat-
ing organizational programs that emphasize decentrali-
zation, in addition to providing access to information, 
support, resources, and opportunity would enable PCC 
[58. ]. In addition, integrating the concept of patient and 
family-centered care within the educational curriculum 
[54. , 64. ] and providing students with opportunities to 
acquire the necessary skills needed for clinical practice 
[61. ] would further enable the adoption of PCC. Notably, 
establishing patient-centered care relies on changes asso-
ciated with both patients and physicians therefore there 
is a need to improve health literacy which would support 
PCC practice where patients’ behaviour would change 
from passive to more involved in decision making [52. , 
67. ].

PCC for the MENA region
This paper has used existing research to map out the 
dimensions of current practices in patient centred care in 
the MENA region. Most studies did not employ relevant 
PCC frameworks or engage with the broader PCC litera-
ture. There are several existing frameworks that describe 
the dimensions of PCC. For example, Scholl et al. [117. ] 
have proposed an integrative model that can be used in 
different healthcare settings and health care education to 
design a curriculum focusing on PCC. Mead and Bower 
[118. ] also proposed dimensions that determine the 
effectiveness of patient-provider interactions. However, 
none of these frameworks were developed with reference 
to the MENA region or have been explored in relation 
to the region. In order to consider the scope of research 
practice on PCC in the MENA region we compared our 
findings with the eight dimensions of PCC introduced by 
the Picker Institute and the Commonwealth Fund (see 
background section) [19. , 43. ]. According to our find-
ings, there had been little focused research on the dimen-
sions of coordination of care, emotional support, physical 
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comfort, and continuity of care in the MENA region. 
These dimensions are significant indicators of patients’ 
perception of the quality of care and there is therefore a 
need to focus on these dimensions in future research.

As described above there are considerable local contex-
tual factors that mean that the model of PCC operating in 
the MENA region may be different to that conceptualised 
elsewhere. We have highlighted the key factor of culture 
and, in particular, the impacts of the role of the family in 
health care, the impact of practitioner social standing, 
and gender as being key to understanding the practice of 
PCC in the region. These should all be key to a revised 
conceptual definition of PCC in the MENA region.

Conclusion
This systematic review is the first review conducted in the 
MENA region. From this discussion we can conclude that 
the health care system in the MENA is influenced by cul-
ture that impacts on the interactions between providers 
and patients, places a greater emphasis on family rather 
than individual patient involvement in care and empha-
sizes collectivism over individualism. Future research is 
needed to explore this further and investigate the asso-
ciation of culture and patient willingness to participate in 
decision making and PCC.

Our review indicates that there is support for adopting 
PCC in the MENA region, but that the practice of PCC is 
limited. This was acknowledged in multiple studies [52. 
, 83. , 91. , 95. ] in different care settings. We therefore 
conclude that considerable effort is still needed to ensure 
that health care in the MENA region is patient centered. 
The transition to patient-centredness requires a focus 
on patients, healthcare providers and organisations. 
However, we have seen that within the broad context of 
PCC, the patient’s preference to participate in care varies 
depending on their cultural background.

This review showed that there is lack of a common defi-
nition of PCC in this region. The literature also showed 
that definitions must be adaptive to the local MENA con-
text and should incorporate an understanding of culture 
which incorporates a focus on family involvement, the 
impact of the health practitioner’s social standing, and 
gender. This understanding of PCC in the MENA region, 
including this developing definitional work, must be dis-
cussed in further research.
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