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Abstract: Objectives: Psychiatric epidemiological data on Arab populations are generally scanty. This community-
based survey, a component of the World Health Organization’s 27-country study, explored the prevalence rates of anx-
iety and mood disorders, emotional distress and help-seeking practices among Arab-Israelis, and compared them with
those found among Jewish-Israelis. Methods: Close to 5,000 non-institutionalized individuals were interviewed with
the WHO/Composite International Diagnostic Interview (CIDI) to determine the prevalence rates of selected psychi-
atric diagnoses, and with the 12-item General Health Questionnaire (GHQ) to measure emotional distress. The sched-
ule included other items, e.g., socio-demographic variables and help-seeking practices. Results: Arab-Israelis, in
contrast to Jewish-Israelis, had higher mean GHQ-12 scores and lower self-appraisal of mental health. Twelve-month
prevalence rates for any anxiety or affective disorder were not significantly higher among Arab-Israelis. Among re-
spondents with diagnosed disorders, rates of help-seeking from specialized health services were lower among Arab-Is-
raelis than among Jewish-Israelis. Intention to consult was elicited from both groups when the disorders were
accompanied by higher distress scores. Conclusions: Despite major health gains, the social stresses impacting the
Arab-Israeli minority may explain both the higher emotional distress and lower self-appraisal of mental health. How-
ever, no impact was observed of social causation factors on the rates of common mental disorders in the Arab-Israeli
group. Cultural factors, including the definition of disorders and stigma and a lesser availability of culturally-tailored
services, could account for the marked treatment gap.

Introduction

At 19.1%, Arab-Israelis constitute a sizeable minor-
ity of the Israeli population. Yet, except for a few
studies (1–3), psychiatric epidemiological research
on the Arab population remains wanting. A similar
situation is found in most Arab countries, where
only a few community-based surveys have been con-
ducted (4–6). In Lebanon, where epidemiological re-
search thrives compared to other Arab countries,
500 community respondents were interviewed in the
early 1990s with the Diagnostic Interview Schedule
(DIS), version III. The lifetime rates for major de-
pression were the highest of a group of ten countries
that participated in an international study, overall,
19.0%; women, 23.1%; men, 14.7%. These relatively
high rates were attributed to the effects of the civil
war that had raged in that country (6). Additional

psychiatric epidemiological surveys in Arab
countries focused on selected, relatively small popu-
lations, typically, primary medical care visitors (7).

Lately, the World Mental Health Survey
(WMHS), launched and coordinated by WHO and
Harvard University in 27 countries (8), investigated
the prevalence of several disorders as well as service-
related factors, such as the use of services. This
global effort included Israel and Lebanon; both sites
open (Israel) and broaden (Lebanon) a still narrow
psychiatric epidemiological window into Arab pop-
ulations (4). The more recent and larger WMHS-
Lebanese study yielded the following 12-month
prevalence rates: anxiety, 11.2% (95% CI 8.9–13.5);
and mood disorders, 6.6% (95% CI 4.9–8.2) (8).

Help-seeking practices. Authors have discussed the
assumptive world (9) that orients some Arab groups

Isr J Psychiatry Relat Sci Vol 44 No. 2 (2007) 104–113

Address for Correspondence: Itzhak Levav, MD, 29 Rivka Street, Jerusalem, Israel.
E-mail: Itzhak.Levav@moh.health.gov.il



regarding the etiology of mental disorders and the
sources of care. In many Arab countries, the assump-
tive world has had limited interaction with western
psychiatry, while in Israel, as a result of the higher
supply of services, the interaction has been greater.
However, the behavioral expression of such a set of
concepts in the use of mental health services in Israel
remains generally unknown, except for national data
on psychiatric hospitalizations (1) for all Arab-Israe-
lis, and anthropological data on the Bedouin popula-
tion. With regard to the latter group, a recent study
reported that men were more familiar with the bio-
medical model, while women relied on traditional
practitioners (10). Also, female patients were aware
of the stigma associated with seeking psychiatric ser-
vices, viewed as the repository of their family’s
honor; contacts of this nature among unmarried
women risk jeopardizing both their honor and mari-
tal prospects (11). Conceivably, such avoidance may
give room to symptom substitution, physical com-
plaints being perceived as a more legitimate pathway
to care since individuals are assumed to have no con-
trol over them (12).

The extent of the treatment gap, defined as the
difference between the true and treated prevalence
rates of mental disorders (13), is probably one mode
of expression of the assumptive world. The WMHS,
in addition to data on morbidity, also provides infor-
mation on the treatment gap (8).

Arabs in Israel. Arab-Israelis include three groups
classified by their religious affiliation: Moslems
(1,055,400), Christians (115,000), and Druze
(109,600), as of 2003. Although different in many re-
gards other than religion (e.g., median age: 18.5,
27.9, and 22.7 respectively, and health status: e.g., for
infant mortality the respective rates for 2003 are 8.6,
3.2 and 7.1 per 1,000 live births (14), we aggregated
them due to power analysis constraints. The Arab
minority, which enjoys full citizenship rights and
which has made remarkable progress in health and
life expectancy over the years (14), still suffers from a
disadvantaged position in the larger society (15). As
for Arab-Israeli women, their social disadvantage is
compounded by their subordinate position in a pa-
triarchal community (16). They share this plight
with women in most Arab countries (17, 18).

A case for study. Socio-psychological factors which

may have an effect on the prevalence rates of anxiety
and depression disorders can be traced to the rapid
process of social change taking place in the Arab-Is-
raeli population, analogous to that described by
Ghubash et al. (19) in Dubai, in which tradition and
modernity clash daily, and to the experience of the
Nakba (Arabic for catastrophe) which for the Arab
population followed the establishment of the State of
Israel and the defeat of Arab armies in the War of In-
dependence in 1948. Conceivably, these socio-psy-
chological factors may have had an effect on the
prevalence rates of anxiety and depression disorders,
as elicited by CIDI, and/or on emotional distress, as
determined by the GHQ. For women, social stress
may be further amplified. Seif El Dawla noted:
“When women’s position in Arab society is exam-
ined there are sufficient causes in current social ar-
rangements to account for the surfeit of depression
and anxiety …” (14).

Objectives of this report. To identify the true preva-
lence rates and socio-demographic covariates of
anxiety and depressive disorders, emotional distress,
self-appraisal of mental health and help-seeking
among Arab-Israelis in contrast with Jewish-Israelis.

Material and Methods

Our household survey followed the procedures es-
tablished by the World Mental Health initiative (8,
20).

Sampling procedure. The sample population was ex-
tracted from the National Population Register
(NPR) and comprised non-institutionalized de jure
residents aged 21 and over. The sample was designed
to reflect a fixed distribution of respondents com-
bining the following characteristics: 1. Population
groups, Arab and Jewish (Israel-born, pre- and post-
1990 immigrants); 2. Age groups, 21–24, 25–34, 35–
44, 45–54, 55–64, 65–74, 75 and above; and 3. Gen-
der.

In large localities (N=73), where approximately
80% of the total population live, a one-stage strati-
fied sample was drawn. Each stratum was defined as
a combination of population group, age and gender.
The records in each stratum were sorted by geo-
graphic characteristics and a systematic sample was
drawn. In small localities (N=1113), a two-stage
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sample was drawn. First, the localities were assigned
to 33 strata according to localization, size, and type
(e.g., village, kibbutz). A systematic sample of locali-
ties was drawn from each stratum with probability
proportional to their size; 89 localities were selected,
at least two localities in each stratum. In the second
stage, the sampling rate was set so that the final prob-
ability of individuals was fixed across localities. A
systematic sample of individuals in the sampled lo-
calities was drawn from the NPR, after sorting the
records by population group, age and gender. On av-
erage, 15 respondents were selected in each locality.

Weighting procedures. The interviewed sample was
weighted back to the total population to compensate
for unequal selection probabilities resulting from
disproportionate stratification, clustering effects and
non-response. The weights were adjusted to make
weighted sample totals conform to known popula-
tion totals taken from reliable Central Bureau of Sta-
tistics (CBS) sources.

The questionnaire. The survey instrument was a de-
tailed, computerized schedule that included:

1. Socio-demographic information; 2. The 12-
item General Health Questionnaire (GHQ-12),
which has previously been used both locally (2) and
in Arab countries (7). This scale serves to screen for
psychiatric disorder and to measure emotional dis-
tress. Scores range between 12 and 48, where higher
scores indicate increased distress. 3. The World Men-
tal Health Survey (WMH)-CIDI, a fully structured
diagnostic instrument which assesses lifetime and
recent prevalence of disorders according to both the
ICD-10 and the DSM-IV psychiatric classification
systems. In our survey the following disorders were
assessed: anxiety disorders (panic disorder, general-
ized anxiety disorder, agoraphobia without panic
disorder, and post-traumatic stress disorder); mood
disorders (major depressive disorder, dysthymia, bi-
polar I and II disorders); and substance use disorders
(alcohol and drug abuse and dependence). Preva-
lence estimates of mental disorder were determined
by whether respondent’s past or current symptoms
met the 12-month and/or lifetime diagnostic criteria
for DSM-IV disorder. For each disorder, a screening
section was administered to all respondents. All par-
ticipants answering positively to a specific screening
question were referred to the respective diagnostic

section of the questionnaire. Whenever appropriate,
organic exclusion criteria were taken into account in
the evaluation of the DSM-IV diagnoses. 4. Items ex-
ploring the use of general and mental health services.
Respondents were asked whether they had consulted
with any one of a list of professionals for problems
related to their mental health. The professionals in-
cluded those in specialized mental health services
(psychologists, psychiatrists, social workers), gen-
eral medical professionals (such as family physi-
cians), religious counselors (rabbis, sheikhs), and
other healers (e.g., naturopaths). Respondents who
never used professional or traditional services were
asked whether they ever thought they needed such
services or whether they intended to consult. 5. Self-
appraisal of mental health. All respondents were
asked to appraise their mental health using a 1 to 5
scale, from excellent to poor. 6. Self-appraisal of so-
cial status. Respondents were asked to rate their so-
cial status on a 1–10 scale in relation to that of the
general society, from the lowest, 1, to the highest, 10.

The original English schedules were translated
into Arabic and Hebrew following a translation and
back-translation procedure. Special attention was
given to the cultural adequacy of terms and their ac-
ceptability to respondents with different educational
backgrounds. A panel of experienced clinicians,
whose mother tongue was Arabic or Hebrew, dis-
cussed the equivalence of terms. Three of the authors
(AA, NG and RK) are familiar with questionnaire
construction in Arabic.

Field operation. The interviews were conducted from
May 2003 to April 2004. The survey was adminis-
tered using laptop computer-assisted personal inter-
view (CAPI) methods by professional survey
interviewers trained and supervised by the CBS. The
interviews were conducted in Arabic, Hebrew or
Russian, according to the respondent’s preference.
The overall response rate was 73%; 88% among
Arab-Israelis and 71% among Jewish-Israelis, total-
ing 4,864 completed interviews. There were no re-
placements.

The survey and field procedures were approved
by the Human Subjects Committee of the Eitanim-
Kfar Shaul Hospitals.

Statistical analysis. This analysis is based on the two
main subgroups of the entire sample: Arab-Israelis:
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men, 324; women, 335; and Jewish-Israelis: (local-
born or immigrants who arrived before 1990); men,
1662; women, 1670.

For the analysis, educational level was
dichotomized as lower (0–9 years) and higher (10
years and above). Age was classified into two groups,
21–49 years and 50 and above. Marital status was
classified as married, divorced or separated,, and
never married. Income was dichotomized as below
and above the median national income. Number of
children and persons in the household were grouped

as follows, 1–3, 4–6, and 7 and over. Employment was
classified into three groups: employed, unemployed
in the last 12 months, and not in the workforce.
Twelve-month prevalence rates and standard errors
were calculated. GHQ scores were analyzed by pop-
ulation group (Arab-Israelis vs Jewish-Israelis), gen-
der and education using analysis of variance
(MANOVA). The association between help-seeking
practices and socio-demographic variables were
studied by means of univariate and multivariate
analyses.

Table 1. Socio-demographic characteristics of the Arab-Israeli and Jewish-Israeli study samples (raw figures and weighted
proportions)

Jewish-israelis Arab-Israelis
Variables Males Females Males Females

N % N % N % N %

Age groups

21–49 1003 63 961 61 251 78 247 76

50+ 659 37 709 39 73 22 88 24

Family status

Married 1139 70 1066 66 255 77 241 73

Separated/Divorced/Widowed 135 7 335 18 6 2 35 9

Never married 388 23 269 16 63 21 59 18

Educational level

Lower, 0–9 years 161 9 226 13 110 34 152 45

Higher, 10+ years 1495 91 1438 87 211 66 183 55

Income

Below the median 618 41 661 45 244 78 271 84

Above the median 1044 59 1009 55 80 22 64 16

No. of persons in household

1–3 869 48 967 53 74 19 99 23

4–6 721 46 636 42 181 56 170 52

7+ 72 6 67 6 69 25 66 25

No. of children

1–3 868 70 951 70 96 42 100 39

4–6 277 24 298 25 104 42 103 41

7+ 53 5 59 5 37 16 53 20

Employment status

Employed 1123 64 936 54 212 62 90 22

Unemployed 90 6 98 7 36 7 23 4

Does not belong to the workforce 449 30 636 39 76 31 222 74
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Table 2. Mean 12-GHQ scores by demographic variables (univariate analysis)

Variables Sample N Mean scores SE p

Total 3889 7.9 0.11

Population groups <0.0001

Arab-Israelis 632 10.8 0.35

Jewish-Israelis 3257 7.3 0.11

Gender <0.0001

Male 1943 7.0 0.15

Female 1946 8.6 0.15

Age groups <0.0001

21–49 2435 7.4 0.13

50+ 1454 8.6 0.19

Family status <0.0001

Married 2637 7.5 0.13

Separated/divorced/widowed 479 10.4 0.38

Never married 773 7.4 0.20

Median income <0.0001

Below 1741 8.6 0.17

Above 2148 7.0 0.12

Educational level <0.0001

Lower, 0–9 years 2162 9.0 0.16

Higher, 10+ years 1713 6.3 0.12

Employment status <0.0001

Employed 2338 6.4 0.10

Unemployed in the past 12 months 239 9.3 0.47

Not in the workforce 1312 9.7 0.22

Table 3. Multivariate analysis of emotional distress by population group, gender, age group and educational level: mean
GHQ scores and 95% confidence intervals

Mean GHQ (95% CI)
Population groups* Arab-Israelis Jewish-Israelis
Gender* Males Females Males Females
Age groups* 21–49 50+ 21–49 50+ 21–49 50+ 21–49 50+

Educational level*

Lower, 0–9 years 9.9 14.7 11.3 15.1 6.7 7.8 8.6 10.2

of schooling (8.3–11.5) (12.3–17.0) (10.3–12.3) (12.5–17.7) (6.2–7.2) (7.0–8.6) (8.0–9.3) (9.4–10.8)

Higher 10+ years 7.1 5.6 8.9 8.3 5.5 5.7 6.6 7.0

of schooling (5.5–8.8) (2.9–8.2) (7.6–10.3) (0.5–16.0) (5.1–5.9) (5.0–6.4) (6.2–7.0) (6.3–7.7)

*p<0.0001
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Results

Sample characteristics. Table 1 describes the sample
by selected socio-demographic features. In compari-
son with Jewish-Israeli respondents, Arab-Israelis
were younger, more likely to be married, with lower
incomes, lower levels of education, larger families
with more individuals living in the household. In ad-
dition, they were less likely to be employed full time
and, for women, less likely to be in the workforce.

Emotional Distress. The 12-GHQ scale showed
high reliability, Cronbach’s alpha: 0.76 for Arab-Is-
raelis and Jewish-Israelis, in both genders.

Univariate analysis. Arab-Israeli respondents, both
men and women, had higher mean scores: overall
score, 10.8 (SE 0.35); men, 10.2 (SE 0.5); women,
11.5 (SE 0.41), than their Jewish counterparts: over-
all score, 7.3 (SE 0.11); men, 6.4 (SE0.14); women,
8.1 (SE 0.15). Both differences were statistically sig-
nificant (p<0.0001). Mean GHQ scores were signifi-
cantly higher among older adults (ages 50 and
above); respondents with lower levels of education;
those with incomes below the median; and individu-
als outside of the workforce or who had been unem-
ployed during the past year (Table 2).

Multivariate analysis. In the multivariate analysis
(MANOVA), population group (Arab/Jews), gender,
age and education were included in the model (Table
3). In all categories, GHQ scores were higher among
Arab-Israelis than in Jewish-Israelis, among women
than in men, and among those of lower than higher
educational status. Older age (50 and above) was

found to be a significant risk factor only among
those of lower educational status. The highest GHQ
mean score was found among older Arab-Israeli
women of lower educational status (15.1; 95% CI
12.5–17.7). Younger Jewish-Israeli men of higher ed-
ucational status had the lowest score (5.5; 95% CI
5.1–5.9).

Prevalence of Common Mental Disorders

Anxiety Disorders. Overall, there were no statisti-
cally significant differences between Arab-Israelis
and Jewish-Israelis in the 12-month prevalence rates
of any anxiety disorder (Table 4). Among men, Arab-
Israelis had higher rates than Jewish-Israelis, 3.7%
(2.1–6.5) and 2.8% (2.1–3.8), respectively. The find-
ings were in the opposite direction for women: Arab-
Israelis, 3.0% (1.5–5.8) and Jewish-Israelis, 3.6%
(2.8–4.6).

Affective Disorders. The overall 12-month preva-
lence rates were, for Arab-Israelis, 8.2% (6.2–11.0)
and for Jewish-Israelis, 5.9% (5.1–6.8). The respec-
tive rates for men were 6.2% (3.8–9.4) and 4.7% (3.8–
5.8), and for women, 10.5% (7.3–14.8) and 7.1%
(5.9–8.5). Differences between Arab-Israelis and
Jewish-Israelis were of borderline significance
(p=0.06).

The combined rates of any affective or anxiety
disorder were higher among Arab-Israelis than
among Jewish-Israelis, and higher among women
than among men. These differences, however, did
not reach statistical significance (Table 4).

Table 4. 12-month prevalence rates of DSM-IV any affective and anxiety disorder by population group and gender (%)

Population groups n Any affective Any anxiety Any affective or anxiety
disorder* disorder** disorder**

% (95% CI) % (95% CI) % (95% CI)

Arab-Israelis 8.2 (6.2–11.0) 3.3 (2.2–5.0) 11.1 (8.7–14.2)

Males 324 6.2 (3.8–9.4) 3.7 (2.1–6.5) 10.2 (7.0–14.7)

Females 335 10.5 (7.3–14.8) 3.0 (1.5–5.8) 12.0 (8.6–16.7)

Jewish-Israelis 5.9 (5.1–6.8) 3.2 (2.6.2–3.9) 9.3 (8.3–10.3)

Males 1662 4.7 (3.8–5.8) 2.8 (2.1–3.8) 8.4 (7.2.-9.8)

Females 1670 7.1 (5.9–8.5) 3.6 (2.8–4.6) 10.1 (8.6–11.7)

* overall gender difference: p=0.0008. overall Arab-Israel/Jewish Israeli difference: p=0.06
** overall gender difference: NS overall Arab-Israeli/Jewish-Israeli difference: NS
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Table 5. Mean GHQ scores by population group, presence of anxiety or mood disorder and expressed need for care

Population group Arab-Israelis Jewish-Israelis
Affective or anxiety No affective or anxiety Affective or anxiety No affective or anxiety

disorder disorder disorder disorder
Expressed n Mean GHQ n Mean GHQ n Mean GHQ n Mean GHQ
need for care (SE) (SE) (SE) (SE)

Yes 18 20.1 (1.2) 27 16.6 (1.1) 42 15.8 (1.2) 130 11.3 (0.5)

No 34 16.7 (1.6) 546 9.3 (0.3) 134 13.6 (0.8) 2702 6.0 (0.1)

GHQ and any anxiety or affective disorder. Mean
GHQ scores for respondents who were diagnosed
with any disorder, anxiety or affective, were consid-
erably higher for Arab men (18.9; SE 1.5) than for
Jewish men (13.6; SE 0.7). Findings were similar for
women: Arab women, 18.6 (SE 1.3), and Jewish
women, 15.4 (SE 0.6).

Help-seeking. A considerably higher proportion of
Jewish-Israeli than Arab-Israeli respondents, both
men and women, sought help from the medical or
psychiatric health systems when affected by any anx-
iety or affective disorder in the last 12 months: Jews,
8.6%; Arabs, 3.8%. Among those respondents who
had never sought such help, 5.8% of Jews and 7.5% of
Arabs nevertheless considered that they were in
need of help. GHQ scores were higher among re-
spondents who thought they needed help than
among those who did not think they were in need of
help, and were consistently higher among Arab-Is-
raeli respondents (Table 5).

Self-appraisal of mental health. Respondents were
asked to rate their overall mental health from excel-
lent to poor. The appraisal of their mental health was
as follows: excellent or very good: Arab-Israelis,
61.2% and Jewish-Israelis, 72.8%; good: 16% and
6.9%, respectively; fair: 11.8% and 5.7%, respec-
tively; and poor: 4.2% and 1.2%, respectively.
Women in both population groups were more
likely than men to rate their mental health as poor.
The difference between Arab-Israelis and Jewish-Is-
raelis was statistically significant (Mann-Whitney,
p<.0001).

Self-appraisal of social status. Respondents rated
their social status on a 1–10 scale in relation to that of
the population of Israel, from the lowest, 1, to the

highest, 10. Overall, the mean rating of the Arab-Is-
raelis respondents was 4.76 (SE 0.26) (men, 5.05 [SE
0.48]; women, 4.5 [SE 0.15]). The mean rating of the
Jewish-Israeli respondents was significantly higher,
both overall and separately, in both genders: overall,
6.5 (SE 0.12) (men, 6.8 [SE 0.21]; women, 6.27 [SE
0.12]).

Discussion

Several constraints limited our ability to examine
more closely the common mental disorders among
the Arab population, including their magnitude and
covariates. Firstly, following the protocol of the
WMH study, the Arab-Israeli minority group was
not over-sampled (8). As a result, the relatively small
number of cases in some cells ruled out more com-
plex analyses, and differences that possibly existed
did not reach statistical significance. Second, to in-
crease the statistical power, Arab-Israelis of Chris-
tian, Druze and Moslem religious affiliation were
grouped together, although they differ in many re-
spects, as noted in the introduction. A third limita-
tion is that somatization disorders, which have been
noted to be relatively frequent among Arab popula-
tions (4, 13), but not by all authors (21), were not in-
cluded in this study. Lastly, the study was conducted
during the second Intifada, however, the differential
impact of this conflict on the different Arab- and
Jewish-Israeli groups was not specifically assessed.

Several strengths balanced out those limitations:
The World Mental Health Survey, of which this
study was part, utilizes an identical system of case
identification and diagnosis, thus enabling future
comparisons with Lebanon, the single Arab country
that participated in the WMH study, and, eventually,
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with other countries. Our response rate was very sat-
isfactory, particularly among the Arab-Israeli re-
spondents: 88%. Finally, we believe that our study
met adequate standards of cultural sensitivity and
awareness, taking into account, for instance, that the
study of depressive affect necessitates identification
of the linguistic patterns used by individuals to de-
scribe their emotional pattern when depressed (22).
In this respect, the extensive experience with Arabic-
speaking patients of two of the authors (AA and NG)
enabled us to move from an initial etic to an emic ap-
proach (23).

Arab-Israelis differed from Jewish-Israelis in a
number of parameters: they had higher scores of
emotional distress, lower self-appraisal of mental
health, and fewer requests for psychiatric help. The
following factors, among others, may explain the
higher emotional distress scores among Arab Israe-
lis: 1. Response style might be imputed, as noted in
an earlier community-based study on the elderly (2).
Arab-Israeli respondents seem to more readily ex-
press and amplify complaints in contrast to their
Jewish-Israeli counterparts, as noted for every gen-
der, educational level and age group. 2. The com-
pounded social stress experienced by the Arab
minority is in all likelihood an additional factor. In-
deed, the Arab population, in addition to being more
disadvantaged — which was subjectively acknowl-
edged with regard to the self-appraisal of social sta-
tus — is under the pressure of westernization and the
need to succeed in a developed country. In this dual
process, Arab women are probably more affected
than men due to their subordinate status in a tradi-
tional, patriarchal society. Despite considerable
health gains made by Arab-Israelis (14), in contrast
to the Jewish-Israeli majority their status lags behind
(14). This is analogous to other social fields where
researchers have found that relative differences in in-
come significantly affect happiness, even when abso-
lute income is held constant (24).

Interestingly, the social stresses inherent in the
minority status of Arab-Israelis were not signifi-
cantly associated with differential rates of common
mental disorders. This lack of effect of social causa-
tion factors with regard to common mental disor-
ders was similarly noted by Kessler et al. (25), but not
by others (26).

How does this study fare in relation to others

conducted in Arab countries? Comparisons are hin-
dered by both the rarity of community psychiatry
surveys in the region (4) and by methodological is-
sues, such as the use of different diagnostic instru-
ments and the time period reported for the rates. The
study in Al Ain, in the United Arab Emirates, used
CIDI, but it reported lifetime rates (4), which are
known to be unreliable. The above-mentioned study
in Dubai used the PSE-Psychiatric Status Examina-
tion diagnosis (19), while in Lebanon the DIS was
used for the same purpose (6). It is only within the
framework of the World Health Survey that Israel
and Lebanon could compare prevalence rates. Until
further analysis is carried out, we may only compare
the rates of affective disorders: Arab-Israelis have a
higher overall 12-month prevalence rate than was
found in Lebanon (8.2% [8.2–8.3] vs 6.6% [4.9–8.2],
respectively).

Arab-Israeli respondents sought less help from
health services than their Jewish counterparts, possi-
bly due to issues of stigma and/or less available cul-
turally appropriate services. This pattern, however,
was reversed with regard to the stated intention to
consult when a disorder, affective or anxiety, was
present. Importantly, studies have found that Arab-
Israeli women are more likely to make use of tele-
phone counseling than men (27), although the ma-
jority of mental health system users are men (28).
This suggests that if the barriers of confidentiality
and anonymity could be lowered, despite the wide-
spread reservations towards mental health care, par-
ticularly among women, a greater proportion of
those in need of care could make use of mental
health services.

Finally, although social and economic changes
are taking place among Arab-Israelis, the mental
health system still is perceived as a western develop-
ment, which could very conceivably act as a barrier
to the use of mental health services in this popula-
tion.

Despite major health gains, the social stresses of
being a minority that is undergoing major social
changes may explain the greater emotional distress
among Arab-Israelis. A combination of cultural and
political factors, including the perceptions of mental
disorder, psychiatric care and stigma, as well as a
lesser availability of culturally-tailored services, may
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account for the marked treatment gap among Arab-
Israelis.
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Therapeutic Dilemmas in Psychiatry: A call for submissions

The IJP invites residents in psychiatry and related fields to submit mini reviews on

contemporary therapeutic dilemmas in clinical psychiatry. The mini reviews,

1,500–2,000 words in length, will be published in a new section, “Therapeutic Di-

lemmas in Psychiatry,” to be published twice a year. The mini reviews should reflect

active debates in the field of pharmacotherapy and psychotherapy. A special effort

should be made to make the mini reviews relevant to the clinical psychiatrist and

should conclude with a clinical recommendation for the practising psychiatrist.

The first “Therapeutic Dilemmas in Psychiatry” is on the subject: Failure of first

SSRI for depression — what is the next step? by Dr. Hagai Maoz and will be pub-

lished later this year in the IJP.

We welcome enquiries from residents, non-residents and tutors and recommend

proposing the subject before it is prepared in order to avoid duplication.

All enquiries are welcome to Dr. Shlomo Mendlovic, deputy editor, at

mendlovic@clalit.org.il.


