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The Syrian Mental Health System

Overview

Mental health care is overseen by four different ministries in Syria: the Ministries of Health, Higher Education, Social Affairs and Labor, and Defense.  This causes variations in the expectations of practice and education received by professionals.  Each has a different training programme, only psychiatrists and health care providers have legal licensure, and no consistent regulation of care exists; these inconsistencies between professions creates perceived status distinctions and professional hierarchies among practitioners which limits multi-professional collaboration and care.  Both public and private mental health care exist in the form of hospitals and office-based care, but are limited, highly medicalised, directed at serious mental illness and disability, and primarily restricted to urban areas.  Primary health care (PHC) centres offer mental health services either by hosting a rotating psychiatrist, or by having a medical practitioner or resident with training in psychiatry on staff.  Despite these initiatives, plans by the Syrian Ministry of Health to conduct additional trainings on integrating mental health care into PHC services did not materialize in 2012 and are unlikely to be implemented in 2013 due to the ongoing insecurity. In addition, many psychiatrists have stopped visiting their local primary health care centres.  The primary source of community-based support is the extended family.
Service Provision in the Public Sector
The provision of public mental health services is managed primarily by the Ministry of Health, although three other ministries are peripherally involved for specific populations:  The Ministry of Social Affairs and Labor for social services for persons with disabilities; the Ministry of Higher Education for training in psychology; and the Ministry of Defense for mental health services in the military. Due to the variety of bodies providing training and services as yet without an overarching administrative body, there is very little coordination and no standards for education or care.  Referrals to services are often made on the basis of personal networks built by practitioners. Hospital admissions are either done informally or under court order.

The highest concentration of psychiatric and general mental health services is in Damascus and Rural Damascus. Public mental health services are also present in other major urban centres across Syria, however to a lesser extent.

General adult psychiatry is the primary mental health specialization in Syria.  There are six tertiary care institutions in Syria and one addiction centre: for the most part all of these programmes are large in-patient institutions.

Foundations attached to the Ministry of Social Affairs and Labor provide treatment and rehabilitation for patients with learning disabilities. Child and adolescent psychiatric services, dealing primarily with autistic spectrum and behavioral disorders are provided through several non-governmental organizations as well as these foundations.

Since 2011 a majority of the few Syrian mental health professionals have left the country, which dramatically reduced the coverage of mental health services. For example, as of mid-2013 only one psychiatrist remained in the north eastern area of Syria, consisting of Qamishle, Raqqa and Al Hassakeh Govenorates.  In addition, services that are still available are often difficult to access due to continued insecurity.
Service Provision in the Private Sector
The Syrian government has also in the past supported the private sector in hopes to spur development in the mental health field.  As a result, psychiatric consultations are available in most private general hospitals, which may admit patients, although they do not commonly have dedicated wards. In addition, two private hospitals have been founded in Damascus, the Modern Psychiatric Hospital and Al Bashir Hospital. They offer acute admission, long-term stay and outpatient clinics. The treatment available is primarily medical, along with some forms of psychotherapy.
A plan by the government to develop mental health services was to encourage more community-based services and smaller care centres in the private sector.  With the support of the Ministry of Health, in 2010 there were approximately 65 private out-patient clinics providing psychiatric care, across most of the large urban areas in Syria. The vast majority (45 out of 65) were concentrated in and around Damascus, while the northeastern governorates had limited professional support.  These clinics are run entirely by psychiatrists and offer consultation and medication management, but usually no psychotherapeutic treatment or psychological follow up. A few psychologists have opened private clinics in Damascus, Homs, Aleppo, Qamishle, and other major urban centres in recent years. Due to the outflow of professionals many clinics are closed today.

The delay in the establishment of private health insurance companies which cover mental health service provision means that the above resources have also limited accessibility and that patients usually have to pay out-of-pocket. However, a free mental health hotline was set up with the help of the private sector to offer consultations and advice to people with mental health concerns. 

Mental Health in Primary Health Care
In addition to establishing smaller psychiatric out-patient clinics in the community, the integration of mental health care into medical health care centres was a priority for the Ministry of Health, with movements to install psychiatric wards in general hospitals, and mental health practitioners in clinics and primary health care centres.  In Damascus and Rural Damascus it has become common for a psychiatrist to visit local primary health care centres on rotation twice a week to see patients.

Primary health care centres provide mental health care in one of two ways: 1) either a psychiatrist supervises services provision, often supported by general nursing staff; or 2) a general practitioner or resident with training in psychiatry provides services.  However the high rate of turnover presents a challenge in consistency of service provision and experience.  To offset this, an area approach has been adopted, through which trained mental health professionals are assigned to primary health care centres in their area of residence and are expected to remain in these clinics, rather than go on rotation.  

An Essential Drug List was developed and revised recently: Psychotropic medications on the list may be prescribed by a general practitioner; however it is preferred practice that a psychiatrist writes the initial prescription. Renewal of prescriptions is then usually done by general practitioners, particularly in the case of chronic disorders.

Despite these initiatives, plans by the Syrian Ministry of Health and international agencies to conduct additional trainings on integrating mental health care into PHC services did not materialize in 2012 and are unlikely to be implemented in 2013. In addition, many psychiatrists have stopped visiting their local primary health care centres due to the ongoing insecurity.

Mental Health Professional Licensing 

Legally, psychiatrists, trained general practitioners, neurologists, and psychiatric residents may provide psychiatric services in Syria. Licensing for psychiatrists is lifetime, although there was an initiative to review licenses yearly in order to ensure higher standards of service provision. There is no current legal licensing system for psychologists, psychiatric nurses or social workers.  There is also no governing law or monitoring structure for psychological practice in Syria, nor for social work, school counseling or psychiatric nursing. 

Psychiatry Education and Association in Syria 
Undergraduate education in psychiatry is implemented by university medical schools, under the Ministry of Health.  All medical students have formal psychiatric training for a total of 8 weeks in their final two years of medical school. Following this, there are also options for 4-year schemes that grant a Masters Degree or a certificate to practice in general adult psychiatry.  The curriculum for these programmes is non-specialized, although they include units on addiction treatment and neurology.  There is no formalized education for child psychiatry. 
Syrian psychiatric students are trained in both international diagnostic systems: While university education references the ICD-10, in clinical training the main reference is the DSM-IV. The DSM-IV was translated into Arabic (Syria is the only country that has completely Arabised the medical lexicon, including for mental health) and therefore is more commonly referenced in national practice, however the ICD is referenced by the Ministry of Health and international agencies.  It should be noted that, despite the Arabic translation of the diagnostic system, training curricula rarely address contextualization or cultural variation. 

There is no specialized education for psychiatric nursing; therefore the few psychiatric nurses in Syria have a general nursing education followed by experience in psychiatric care.  Recently, however, the Ministry of Health in cooperation with international agencies have initiated coursework in psychiatric nursing within the general nursing curriculum as well as specific trainings for currently practicing nurses.

The relative scarcity of practitioners in relation to the growing demand for services results in limited time per patient.  This combined with the lack in therapeutic training and the availability of locally-produced, inexpensive psychotropic medications results in a strong medicalization of treatment.
  

Most of the Syrian psychiatrists are members of the Syrian Psychiatric Association, which was established in 1996.

Psychology Education and Association in Syria
Currently there is no ministry with direct oversight of psychologists in Syria. This lack of administrative focus means that there is no official registration for psychological practitioners and no licensing requirements. This makes it difficult to approximate the number or qualifications of practitioners in Syria.

Psychology and counseling education fall under the Faculty of Education and the Ministry of Higher Education. Currently there are undergraduate counseling programmes in the Faculties of Education at universities across Syria, including in Damascus, Aleppo, Homs, Latakya, Tartus, Sweida, Qunaitra, Dier A’Zour, and Qamishle.  With the exception of the programme in Damascus, all other programmes are recently established (after the year 2000). Annually, there used to be approximately 750 graduates from the Faculty of Education at the University of Damascus alone, and of those, approximately 150-200 were specialized in psychology. The number of students dropped recently and higher education is severely interrupted due to the ongoing armed conflict.

Graduate education in Syria in psychology is comprised of three possible Masters degrees: a Masters in Special Education, a Masters in Counseling Psychology, and a Masters in Mental Health for Children and Adolescents (since 2006). There is no formal education or licensing for psychotherapy. Most of the few psychotherapists were trained abroad.

There is no post-graduate training requirement as there is no official licensing system for psychologists in Syria.  This results in a lack of oversight in psychological practice.  There have been initiatives for licensing, including one for Centres for Individuals with Special Needs by the Ministry of Social Affairs and Labor, but the process has been severely hampered by bureaucracy. 

The lack of a legal job description, set qualifications and definition of role for psychologists results in inconsistencies in service provision and implementation.  In Syria, a Bachelor’s degree graduate can practice as a counselor or psychologist.  This, in combination with inadequate institutional or governmental oversight contributes to the unreliable quality of available services. 

There was a Psychological Educational Association of Syria formed in 1994, but it was attached to the Faculty of Education and eventually divergent concerns overshadowed the institution and it disintegrated.  There is currently no professional psychological association.

Social Work in Syria
‘Social workers’ in Syria are graduates of sociology. While sociology programmes at Syrian universities have coursework in survey and research methods, there is no curriculum covering individual or community social work, nor any practical training. There exists one institute for social work under the Ministry of Social Affairs and Labor, which offers a two-year programme for high school graduates which includes training rotations in the Ministry-run institutes for persons with disabilities.  Graduates of this programme are expected to be hired as administrators or directors in these centres; however they are often not hired due to minimal practical experience.  The only settings which maintain a traditional concept of social work are international agencies, who hire local graduates of sociology and expect them to gain practical experience in the field.  Due to the lack of specificity in social work training, and system of licensing, it is difficult to estimate how many sociology graduates are practicing as social workers in Syria.

Traditional and Religious Healers
Culture, tradition and religion can influence the perception of mental health. In Arabic, persons with mental disorders are often called “majnoon”, indicating that the individual is under the effect of supernatural forces, such as possession by jinn (spirits), sihr (magic), evil eye, or weak faith (Turkes-Habibovic, 2011).  When the individual and/or family believe that these are the causes of psychological distress, they commonly seek treatment from religious or traditional healers who use methods derived from the Quran and traditional practices  (Turkes-Habibovic, 2011).
 Spiritual diseases are often considered more dangerous than physical diseases because they are seen as resulting from ignorance and deviation from God (Ashy, 1999; Haque, 2004).
Collaboration between Mental Health Professionals, Community-Based Support & Religious Coping
The educational differences, as well as differences in licensing procedures create perceived status distinctions and professional hierarchies within mental health. In as a result of interagency capacity building initiatives (Quosh, 2011) recent years the collaboration between psychiatrists, psychologists and social workers has been strengthened and psychiatry has become increasingly open to psychotherapy.  In particular, cooperation between psychologists and psychiatrists has become more common, with social workers slowly being integrated into care provision as well. Psychiatry has become more open to psychotherapy and psychosocial support.  The current challenge is that there is no formal structure for collaboration; currently it is based completely on personal initiatives.  

The primary source of community-based support is the extended family.  In addition, religious leaders are a significant source of support, and on occasion can work in coordination with mental health professionals, often with powerful results. Extended families also act as the support system in the absence of legal mechanisms in response to domestic violence.
Stigma

Many hospitalized patients find it difficult to return to their families due to shame. Powerful and significant consequences to help-seeking, such as this, often prevent people from searching for and utilizing available services until the needs are critical. Many people would approach religious leaders and traditional healers with psychosocial problems; practitioners who were disconnected from the medicalised and overburdened mental health care system. Over the past decade, more people began to seek help from medical care providers in regions where there is no access to mental health professionals.  However, this stigma continues, and carries over to those working in the mental health field, often inhibiting pursuit of the profession.  
Mental Health Legislation
Although a mental health law exists in Syria, it was outdated and underwent an adjustment process in 2010 and 2011. The adjusted law was expected to be finalized; however the current situation has caused delays. The latest mental health policy aims to 1) integrate mental health into the primary and secondary health care systems, including involving mental health professionals at PHC centres, and adding psychiatric units in general hospitals; and 2) reduce stigma through awareness-raising campaigns. In addition, in 2001 the Ministry of Health established the Psychiatric Directorate to improve and develop mental health services. However, due to the collapse of the health system, most initiatives are currently on hold and priorities have been adjusted to the emergency context.

Documentation and Information Systems
Documentation of mental health care response, services and epidemiological assessments in Syria is still developing.  PHC clinics record gender, diagnosis and treatment data which is shared with the Ministry of Health.  Private clinics do not commonly collect data and have no clear overview of their patient profile.  This results in difficulties with monitoring services and in obtaining an accurate measurement of psychiatric morbidity.  

Despite the existence of a few research projects, it is rare for any of these to be published. According to interviews with mental health practitioners, the mental health profile in Syria is quite diverse; however depression used to be the most common diagnosis before the onset of the recent crisis.  
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�	 Ibn Sina in Damascus, and Ibn Khaldoun in Aleppo are both established psychiatric hospitals under the Ministry of Health.  Ibn Sina Hospital is an in-patient treatment centre with 800 beds across 18 wards; 600 beds are allocated to male patients and 200 to female patients, with approximately 100 patients across both genders under legal confinement.  Ibn Khaldoun Hospital contains 400 beds, 250 of which are allocated for male patients and 150 for female patients.  A day program including psychosocial components was recently initiated at Ibn Khaldoun, with great success. Tal Kalah hospital in Homs has a small psychiatric ward.  The care at this level is largely psychiatric: diagnostic, long-term care and medication management. In addition to the above, Tishreen hospital, under the Ministry of Defense, has a small, 40-bed psychiatric ward and Moasaat hospital, under the Ministry of Higher Education, has a small psychiatric ward with 12 beds, used primarily for postgraduate training.  A psychiatric unit has recently been established in the 30-bed Al Marsa Addiction Centre, with a multidisciplinary mental health team.


� The current conflict has disrupted the local manufacture of psychotropic medication and it is now much less  


   Available (in some high conflict intensity areas not at all) and more expensive.


�	 Additional literature on indigenous treatment methodology: Philips, 1997 & 2000 and Ameen, 2005





