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Key points

� Psycho‐oncology, a multidisciplinary field that addresses the patients' and their caregivers' physical, psychological, social, and behavioral well‐
being, is extensively integrated in cancer care in high‐income countries

� Psycho‐oncology services remain underdeveloped, fragmented, and poorly implemented in low‐ and middle‐income countries, particularly

those in the Arab Middle East and North Africa region

� To upgrade these services, accommodation to both (i) the unique needs of Arab low‐ and middle‐income countries and (ii) the best practices

of psycho‐oncology is crucial

� There is scarcity of research on the barriers and challenges faced during building or expanding psycho‐oncology services in the Arab low‐ and
middle‐income countries

� We summarize a priori challenges that may be encountered in psychosocial capacity building in similar Arab low‐ and middle‐income

countries using Lebanon as a pilot program

1 | BACKGROUND

“Psycho‐oncology” emphasizes the physical, psychological, social,

behavioral, and ethical aspects of cancer in affected patients and

their caregivers.1 Based on evidence that psychological distress and

depression result in poorer prognosis in patients with cancer, na-

tional cancer control plans in the West have honed in on the need to

integrate psychological services in cancer care.1 Nonetheless,

psycho‐oncology services remain underdeveloped in low‐ and

middle‐income countries (LMICs) and the Arab Middle East and

North Africa (MENA).2 It is important to look at why this essential

service has not yet been adequately implemented while other

innovations in cancer care, such as advances in cellular, radiation, and

pharmacologic therapies, have been more widely adopted. Using our

Lebanese experience as a pilot, we hereby summarize, from our

experience, particular challenges that may be encountered during the

process of capacity building in similar countries.

2 | THE STATE OF PSYCHO‐ONCOLOGY IN
LEBANON

In Lebanon, the field of psychosocial oncology was first formally

launched in April 2020 as a joint effort by the Naef K. Basile Cancer
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Institute (NKBCI) and the Department of Psychiatry at the American

University of Beirut Medical Center. The NKBCI is an adult cancer

care facility that provides an evidence‐based approach for cancer

prevention, early diagnosis, and treatment, in addition to compre-

hensive health education and research. Figure 1 presents a summary

of the workflow adopted by the program and generally used for

depression and anxiety in oncology care settings.3

Local research in the field has been rather descriptive and lacks

data regarding psychosocial interventions. It however highlights a

higher prevalence of depression and anxiety symptoms, affecting at

least 30% of Lebanese patients, compared with global rates of

approximately 20%. A summary of these studies is shown in the

Table 1.

For example, at least 21% of women with breast cancer inter-

viewed had been treated for “feeling sad or nervous.” In another

study, about half of the parents (56%) of hospitalized children with

cancer reported a high distress level.4 The role of psycho‐oncology
has become greater as patients with cancer continue to confront

the recent economic collapse, the COVID‐19 pandemic, and the

sequelae of the Beirut blast in August 2020.5

It is noteworthy that the launching of psycho‐oncology services

occurred in April 2020, a very challenging global time with an eco-

nomic/sociopolitical crisis and the COVID‐19 pandemic.

3 | CHALLENGES FACED AND IDENTIFIED

3.1 | Systemic healthcare services challenges

3.1.1 | Implementing distress screening for unmet
psychosocial needs

Routine universal distress screening for patients with cancer has long

been the gold standard in specialized organizations and institutions,

as recommended by the National Comprehensive Cancer Network

(NCCN).1 There is consensus that it results in better patient out-

comes.1 Nevertheless, it is still not consistently implemented, mostly

due to lengthy screening tools. Less time‐consuming methods,

including the “Distress Thermometer” (DT), have gained popularity in

ruling out heightened distress. One drawback of the DT is its high

F I G U R E 1 The flow of universal distress screening in collaborative psycho‐oncology care. aCare transitions (phases of care): diagnosis,

surgery, adjuvant treatment, survivorship, and palliation. bDistress checklist: further categorizes distress into practical problems, family
problems, emotional problems, spiritual/religious concerns, and physical problems. cOther problems: all problems (practical, family, spiritual/
religious, and physical) other than emotional in the distress checklist. dTreatment‐team: psychiatrist, psychologist, case manager, and trainees
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sensitivity and likelihood of misclassifying patients as clinically dis-

tressed. This leads to an influx of lower‐yield referrals, suboptimal

utilization of resources, increased burnout, and potentially less

effective psychosocial interventions. This is especially pertinent to

the Arab MENA region, with only four available psycho‐oncology
programs for more than 15 countries.2 Therefore, there is a need

T A B L E 1 Summary of studies assessing mental health in Lebanese patients with cancer

Study Aim Sample characteristics Mental health outcomes

Abou Chaar et al.

(2018)

Assess the prevalence of depression and

anxiety in patients with cancer and the

impact of spirituality on their quality of

life.

� Sample size: N = 115
� Center: Hôtel Dieu de France Hospital
� Gender: 67% females
� Age: Mean 56.9; all participants

>18 years
� Other demographics: 78% married
� Cancer: Most common breast cancer

(37.1%) and lung cancer (15%); 73% of

patients had stage IV cancer
� Oncology treatment: Surgery, chemo-

therapy, and hormonal therapy

Scale: Hospital anxiety and depression

scale

Results

Depression: 32%

Anxiety: 29%

Abou Kassm el

al. (2018)

Assess the prevalence of depression in

patients with breast cancer and the

correlation between religiosity and

cancer with depression.

� Sample size: N = 102
� Center: Beirut Governmental Univer-

sity Hospital and Saint Charles Hospital
� Gender: Females only
� Age: Mean 54
� Other demographics: 57% married
� Cancer: Breast cancer; 41.1% of pa-

tients had stage IV cancer
� Oncology treatment: Surgery, chemo-

therapy, and hormonal therapy

Scale: Mini‐International neuropsychiatric
interview and beck depression

inventory

Results
Depression: 50.9% had lifetime depres-

sion; 30.1% had current depression;

43.1% had depression after being

diagnosed with cancer

Abu‐Saad Huijer

and Abboud

(2012)

Assess the symptom management and

quality of healthcare in patients with

breast cancer.

� Sample size: N = 89
� Center: American University of Beirut

Medical Center
� Gender: Females only
� Age: Mean 49
� Other demographics: 79.8% married
� Cancer: Breast cancer
� Oncology treatment: Surgery, chemo-

therapy, radiation therapy, and hor-

monal therapy

Scale: Memorial symptom assessment

scale

Results
Reported feelings: 66.3% had nervousness,

60.7% sadness, and 48.3% worry; 47%

had sleeping difficulties; 38.2% re-

ported “not feeling like themselves”

Abu‐Saad Huijer

et al. (2013)

Examine the quality of life of pediatric

patients with cancer.

� Sample size: N = 85
� Center: American University of Beirut

Medical Center
� Gender: 49.4% females
� Age: Mean 12.54
� Other demographics: None
� Cancer: Most common leukemia

(43.5%), lymphoma (20%), and head and

neck tumors (14.1%)
� Oncology treatment: Chemotherapy,

and combination of chemotherapy with

either radiation or surgery

Scale: Memorial symptom assessment

Scale

Results

Anxiety: 17.15% had procedural anxiety;

14.93% had treatment anxiety

Reported feelings: 30.4% had worry

Akel et al. (2017) Assess the prevalence of depression and

anxiety in patients with breast cancer.
� Sample size: N = 150
� Center: American University of Beirut

Medical Center
� Gender: Females only
� Age: Mean 53.3
� Other demographics: 79.8% married
� Cancer: Breast cancer; 38.7% of pa-

tients had stage II cancer
� Oncology treatment: Surgery, chemo-

therapy, radiation therapy, and hor-

monal therapy

Scale: Hospital anxiety and depression

scale and functional assessment of

Cancer therapy‐breast
Results

Depression: 24.7%

Anxiety: 41.3%
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for highly specific screening instruments that would translate into a

more efficient and targeted screening.

3.1.2 | Lack of culturally validated screening tools

Our model involves a two‐step screening to curtail an overly sensi-

tive initial screen (Figure 1). In the second stage, we use two brief

assessment tools for depression and anxiety respectively: the Patient

Health Questionnaire‐9 (PHQ‐9) and the Generalized Anxiety

Disorder‐7 (GAD‐7), as both are the main validated tools in the

Lebanese population.6 Despite their popularity, they inherently

confound somatic symptoms due to mental health conditions and

those related to the cancer course. There are advantages to the

Hospital Anxiety and Depression Scale (HADS), which, although

translated to Arabic, has yet to be validated among Lebanese patients

with cancer.

3.1.3 | Paucity of research

General research on mental illness in the Arab region is still lagging at

1% of the global research output.7 Various challenges, such as

shortage of mental health workers, lack of culturally validated tools,

stigma, and insufficient funding, contribute to the limited body of

relevant regional research.7 In Lebanon, mental illness, particularly

among patients with cancer, is an experience heavily shaped by cul-

tural context. As such, relying on international practices and evidence

from other countries becomes problematic.

3.2 | Cultural and patient‐related challenges

3.2.1 | Mental health and cancer stigma

In the Arab MENA region, mental illness carries debilitating stigma.

Factors influencing mental health shame in the Arab culture include

religious teachings, family traditions, and heritage stereotypes. In

Lebanon, where religion plays a prominent role, stigma has often

been related to theological views of mental illness as a consequence

of the evil eye or sin. Nationally, less than 20% of Lebanese with

mental disorders who need help have sought treatment (19.7%).8

Interestingly, the main identified barrier to seeking help was lack of

perceived need, rather than stigma per se.8 Stigmatizing attitudes

towards Lebanese patients with cancer are further fueled by cultural

myths surrounding the disease. In the context of Lebanese culture,

identifying with a sect or religion (referred to here as religiosity) may

have political and social connotations much more than spiritual

ones.9 To that end, in this culture, spirituality (particularly the

meaning and peace constructs within it) seems to be protective

against depressive symptoms in patients with cancer, whereas reli-

giosity is not.9

3.2.2 | The second patient: The Lebanese family

Cancer may at times negatively affect the interpersonal dynamics of

the patient's family. In Lebanon, with a patriarchal society and

enmeshed families, the caregivers' own needs often take center

stage.10 Caregivers often struggle with the quandary of truth‐telling
as it pertains to diagnosis and prognosis. Questions they grapple with

include when to disclose a diagnosis to the patient and who should do

so—family or physician. In fact, 80% of the family members of Leb-

anese patients with cancer do not favor disclosing a cancer diagnosis

and detailed information about the disease to the patient, with the

motive of shielding patients from the emotional consequences.

Furthermore, loss of happiness due to the health condition of their

loved ones, an underreported state in other cultures, was described

by most Lebanese caregivers.10

3.2.3 | Oncologists' attitudes

In parallel, more than 50% of Lebanese oncology professionals tend

to discuss the cancer diagnosis with the family first.10 In similar

cultures, such attitudes are common and may contradict the patients'

wishes of truthful communication and disclosure. These traditional

practices not only disempower patients but may also worsen their

adherence to treatment recommendations. Primary caregivers being

unaware of this gap, along with their reluctance to involve other care

teams, may explain the lower likelihood of oncologists referring their

patients to psycho‐oncology services. Patients are also less likely to

pursue psycho‐oncology services when the recommendation, if at all

made by oncologists, is perceived as tepid, especially when other

social factors are brought into the picture.

3.3 | Resource allocation and funding challenges

3.3.1 | Scarcity of resources

Beyond financial constraints, Arab LMICs encounter several addi-

tional burdens on their healthcare systems. During ongoing political

conflicts and throughout the COVID‐19 pandemic, these countries

have faced problems in the allocation of scarce medical resources

often resulting in diminished capacity to provide the minimal care

needed. In Lebanon, recent events have contributed to a surge in

mental health problems and the re‐emergence of preexisting ones.

Lebanon has been facing an exponentially rising demand for mental

health services along with shrinking financial capabilities and an

exodus of skilled competent mental health providers. Known as a

country highly dependent on imports, a huge surge of medicine

shortages has ensued. This has led to compromised practice modifi-

cations that adversely affected health outcomes. Naturally, the lack of

funding is still a major impediment to the implementation of programs

or services. In our initial program, trained advanced psychiatric nurse
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practitioners were rotationally assigned to the specialized mental

health screening, but as the economic collapse unfolded, the American

University of Beirut psycho‐oncology program lost 75% of these

nurses to the mass exodus of healthcare providers out of the country.

3.3.2 | Mental health coverage struggles

Due to limited fiscal assets, implementing a universal health coverage

plan remains a challenge in LMICs. Accordingly, many Arab LMICs

adopted a health insurance scheme with a contributory approach ‐ for
example, the National Social Security Fund (NSSF) in Lebanon ‐ to

provide the necessary health plan coverage for any population sector.

Many medical services, however, are not covered by NSSF. These

include outpatient psychiatric or psychological services. Such services

mainly rely on out‐of‐pocket expenditure, which discourages patients

with cancer from complying with costly mental health treatment.

3.4 | Status quo aftermath of challenges

3.4.1 | Poor adherence and loss to follow‐up

Loss to follow‐up has long been an issue in outpatient mental health

services globally and, more pronouncedly, in Lebanon. This has been

notoriously linked to demographic, clinical, and psychosocial factors.

Evidently, patients with low income are more likely to dismiss psy-

chiatry referrals, mental health medications, and psychotherapy

sessions, particularly in light of the financial burden of cancer

treatments. In our initial model, triaged patients were referred to a

psycho‐oncologist or general health psychologist on an outpatient

basis (Figure 1). Patients with severe financial needs reported that

the commute and transportation fees were, often, barriers to

showing up to their appointment. With that in mind, poor adherence

to psychosocial treatment recommendations is only worsened by

negative illness perceptions, stigma, and social influences.
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