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Abstract
Introduction In this multinational Middle-Eastern study, we
assessed health-care providers’ (HCPs) perspectives on their
patients’ use of complementary and traditional medicine
(CTM) and identified the leading barriers to CTM integration
in supportive cancer care.

Methods A 17-item questionnaire was developed and admin-
istered to HCPs attending palliative medicine workshops con-
ducted across the Middle East by the Middle East Cancer
Consortium.
Results 339 HCPs from 16 countries across the Middle East
completed the questionnaire (80.3 % response rate).
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Respondents perceived their patients’ reasons for CTM use
primarily in the context of cancer cure (63 %) and quality of
life (QOL) improvement (57 %). Expectation regarding
CTM’s role in cancer cure/survival was more pronounced in
Turkey, Jordan, the PalestinianAuthority, and the Persian Gulf
area. In contrast, the expectation that CTM would improve
QOL was more emphasized in Israel. A mid-position between
the cure/survival and QOL poles was observed in Cyprus,
Lebanon, and the North African countries. Leading barriers
to CTM integration in supportive cancer care included oncol-
ogists’ skepticism and a gap between patients’ expectations
and HCP’s objectives. Respondents’ leading recommendation
to HCPs was to communicate integrative care emphasizing
well-being and improved functioning in accordance with their
patients’ health beliefs.
Conclusion CTM integration in supportive cancer care can be
facilitated by implementing a platform for Middle Eastern
clinical collaborations. HCPs’ expectations and experiences
with CTM have been positive in the oncology setting. These
data need to be corroborated with information of patients’
expectations on the provision of CTM over all phases of the
oncology treatment.
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Introduction

Many patients challenged by a cancer diagnosis use comple-
mentary medicine concomitant with oncology treatment,
seeking to improve their quality of life, and enhance coping
with disability and threat of death [1] . In developed countries,
complementary medicine use is reported by one third to one
half of patients with cancer, although the prevalence may vary
with respect to clinical settings (cancer types, localized vs.
advanced progression of disease, etc.) and phases of oncology
treatment (following diagnosis, during active oncology treat-
ment, along survivorship, hospice care, etc.) [2] . In develop-
ing countries and within the growing communities of immi-
grants in industrialized countries, complementary medicine

use is associated with traditional medicine (CTM—comple-
mentary and traditionalmedicine) which often includes herbs,
nutrition/dietary supplements, manual treatments (e.g. acu-
puncture, massage), and spiritual-religious practices [3] .

In the last two decades, oncologists, health-care providers,
and health policy leaders have begun to acknowledge the sig-
nificant impact of CTM use on doctor-patient communication
as well as its potential to interfere with cancer treatment effi-
cacy via dietary/herbal supplement-drug interactions [4] . On
the other hand, certain CTM treatments have been shown to
improve patients’ well-being during cancer treatment, as re-
ported in randomized controlled trials published in leading
peer-review journals [5] . As a result, evidence-based comple-
mentary medicine services have been integrated within lead-
ing oncology centers in the USA and worldwide, aiming to
provide safe, patient-centered, and quality of life (QOL)-ori-
ented consultation and treatment in the framework of a newly
emerging concept of integrative oncology [6] .

The use of CTM among patients with cancer in the Middle
East is highly prevalent, ranging from 35% in Iran [7] to 46%
inMorocco [8] , 51% in Israel [9] , 57% in Turkey [10] , 90%
in Saudi Arabia [11] , and nearly 100 % in Jordan [12] .
Nevertheless, despite this high prevalence of use, only limited
research has been published on integration of CTM in cancer
care across the Middle East.

Therefore, in this study, we aimed to explore whatever
barriers may exist in the Middle East to the integration of
CTM in supportive cancer care. The Middle East is an intrigu-
ing research setting for exploring the potential of CTM inte-
gration into mainstream cancer care, due to its multicultural
diversity and unique historical-cultural, ethno-botanical, and
geographical role as a bridge between the West and East. The
present survey involved health-care providers (HCPs) who
treat patients with cancer every day. After attaining a deeper
understanding of HCPs’ perspectives on CTM integration, we
set out to provide practical recommendations to HCPs en-
countering similar challenges in societies facing multicultural
diversity in other regions in the world.

Methods

Study design

The questionnaire was developed and revised following a re-
view of existing studies by four of the authors (EBA, ES,
APG, and MS). The present study was undertaken in the fol-
lowing stages:

1. Comprehensive literature review was initiated focusing
on studies published by Middle Eastern researchers on
CTM use [13, 14] and the implications of CTM use on
doctor-patient communication in cancer care [15, 16].
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2. Analysis of barriers to integration of complementary
medicine was performed, as previously reported
[17–21].

3. Collaboration between clinicians and researchers was fa-
cilitated by the Middle East Cancer Consortium (MECC)
[22] . The consortium involved clinicians from Egypt,
Israel, Jordan, Morocco, the Palestinian Authority, and
Turkey who coauthored several joint publications [23,
24] and participated in two regional conferences on Mid-
dle Eastern integrative oncology (Larnaca, Cyprus, 2010;
Baqa El-Gharbia, Israel, 2011 [25, 26]), and collaborated
on a special issue on “Complementary and integrative
oncology in the cross-cultural region of the Middle East
and South Asia” published by the journal Evidence-Based
Complementary Alternative Medicine [27].

4. The above three stages were followed by the drafting of a
questionnaire based on leading themes of CTM integra-
tion within supportive cancer care and potential barriers to
it. The questionnaire was reviewed by a focus group of 12
HCPs in order to refine its clarity and improve its com-
prehensibility. The focus group comprised participants
varying in age, gender, religion, and cultural background,
as well as their specific medical profession within the
oncology department, and their familiarity with or train-
ing in CTM. Following an additional review and apprais-
al, the final English version of the questionnaire was
translated into Turkish. Translation accuracy was validat-
ed by backward professional translation into English. Six
questions addressed demographic background (age, gen-
der, religion, country, professional status, and institution
with which the respondent is affiliated). Other questions
included perspectives on CTM integration in cancer care
in one’s country/institution. This latter group of questions
included four multiple-choice questions, four structured
questions with responses on a one (very low)- to five or
seven (very high)-point scale, and three open questions.
CTM was defined by the authors using terminology that
covers the broad spectrum of nonconventional medicine
ranging from alternative to integrative care, as follows:
“The definition of CTM in this study includes therapies
often named alternative (in Arabic: al tibb al-badil), com-
plementary (al tibb al-mukamel), integrative (al tibb al
mudmaj), natural, or folk/traditional medicine, which
may also include traditional Islamic medicine, herbs, Chi-
nesemedicine (including acupuncture), dietary/nutritional
therapy, mind-body-spiritual modalities (e.g. meditation,
yoga, guided imagery, relaxation), manual healing/mas-
sage/movement therapies, Anthroposophic medicine, ho-
meopathy, energy and healing therapies, etc.”

The final questionnaires containing a total of 17 ques-
tions were mailed to HCPs (oncologists, surgeons, family
physicians, oncology nurses, psycho-oncologists, and
paramedical practitioners) in the participating Middle

Eastern countries who regularly treat patients with cancer
and who attended workshops in supportive/palliative care
conducted by the MECC. Additional HCPs were identi-
fied by our contact people in different countries, which
enlarged the number of respondents and the spectrum of
perspectives. Snowball sampling methodology was re-
stricted to selected HCPs (up to three per country) partic-
ipating in MECC conferences who were asked to trace up
at least 20 HCPs in their country who met the criteria
described above.

Study sites and participants

The study was conducted between June 2012 and July 2013,
and included the following 16 Middle Eastern countries (by
alphabetical order): Cyprus, Egypt, Iraq, Israel, Jordan, Leba-
non, Oman, Pakistan, Palestinian Authority, Qatar, Sudan,
Syria, Tunisia, Turkey, United Arab Emirates, and Yemen.
HCPs reported on affiliation with 63 different cancer care
and/or academic centers.

Data analysis

Data were collated using an Excel spreadsheet (Microsoft
2010). Descriptive analysis employed SPSS for Windows
(version 18; SPSS Inc., Chicago, IL, USA). Pearson’s chi-
square test and Fisher’s exact test with Bonferroni adjustment
were used to detect differences in the prevalence of categorical
variables and demographic data between the respondents in
the various countries.

We tested for differences using the Mann-Whitney U tests/
T tests. One-way ANOVA with Scheffe’s post hoc test was
used to ascertain differences between quantitative parameters.
The Friedman test with multiple comparisons was applied for
paired analysis; the tests were two-tailed, and p≤0.05 was
deemed significant.

Ethical considerations

As this is an initial baseline survey asking for current service
levels and does not require patient or staff details, IRB or
Helsinki committee approvals were not required in the partic-
ipating countries.

Results

Participation in this study was initially offered to 422 HCPs
from 16 countries across the Middle East, out of whom 339
responded (response rate 80.3 %). Our samples, for the most
part, were broadly representative of each country (Table 1).
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Table 1 Demographic characteristics of respondents

Country Number of
respondents

Age (mean±SD
[median])

Gender
Male (N, %)
Female (N, %)

Religion (M, Muslim;
C, Christian; D, Druze;
J, Jewish)

Profession, N (%) (P, physician; R,
researcher; PM, paramedic/nurse; C,
CTM practitioner; D, director)

Total cohort N=339 41.35±9.3 (40) 157 (48 %)
170 (52 %)

M, 203 (63 %)
J, 64 (20 %)
C, 51 (16 %)
D, 3 (1 %)
Not reported, 18

P, 198 (58 %)
R, 55 (16 %)
PM, 65 (19 %)
C, 5 (1.5 %)
D, 14 (4 %)

Cyprus n=30 43.63±7.4 (42) 11 (38 %)
18 (62 %)

C, 28 (100 %)
Not reported, 2

P, 14 (47 %)
R, 2 (7 %)
PM: 14 (47 %)
D: 1 (3 %)

Egypt n=12 45.82±8.9 (45) 9 (75 %)
3 (25 %)

M, 12 (100 %) P, 9 (75 %)
R, 1 (8 %)
D, 1 (8 %)

Iraq n=11 39.64±6.8 (39) 6 (55 %)
5 (45 %)

M, 10 (91 %)
C, 1 (9 %)

P, 11 (100 %)

Israel n=76 45.68±10.6 (45) 26 (36 %)
47 (64 %)

J, 59 (83.1 %)
M, 9 (12.7 %)
C, 3 (4.2 %)
Not reported, 5

P, 45 (59 %)
R, 4 (5 %)
PM, 23 (30 %)
C, 2 (2.6 %)
D, 2 (3 %)

Jordan n=46 36.49±10.2 (33) 35 (76 %)
11 (24 %)

M, 43 (93.5 %)
C, 3 (6.5 %)

P, 18 (39 %)
R: 6 (13 %)
PM, 17 (37 %)
D, 2 (4 %)

Lebanon n=26 42.09±8.8
(44)

14 (61 %)
9 (39 %)

M, 10 (44 %)
C, 10 (44 %)
D, 3 (13 %)
Not reported, 3

P, 19 (73 %)
R, 2 (8 %)

Oman n=1 40 1 (100 %)
0 (0 %)

M, 1 (100 %) P, 1 (100 %)
R, 1 (100 %)

Palestinian Authority n=32 37.79±7.9 (37) 17 (61 %)
11 (39 %)

M, 25 (83 %)
J, 5 (17 %)
Not reported, 2

P, 9 (28 %)
R, 8 (25 %)
PM, 4 (13 %)
D, 1 (3 %)

Pakistan n=1 40 1 (100 %)
0 (0 %)

M, 1(100 %) P, 1 (100 %)

Qatar n=11 44.60±7.8 (47) 7 (64 %)
4 (36 %)

M, 10 (91 %)
C, 1 (9 %)

P, 11 (100 %)
R, 1 (9 %)

Sudan n=2 36 0 (0 %)
2 (100 %)

M, 2 (100 %) P, 2 (100 %)

Syria n=1 29 1 (100 %)
0 (0 %)

M, 1 (100 %) P, 1 (100 %)

Tunisia n=3 48.67±2.5 (49) 2 (67 %)
1 (33 %)

M, 3 (100 %) P, 1(33 %)
R, 1 (33 %)

Turkey n=68 40.33±7.3 (39) 22 (33 %)
45 (67 %)

M, 66 (100 %)
Not reported, 2

P, 51 (75 %)
R, 27 (40 %)
PM, 1 (2 %)
C, 3 (4 %)
D, 5 (7 %)

United Arab Emirates n=16 34.4±5.6 (32) 4 (25 %)
12 (75 %)

M, 7 (58 %)
C, 5 (42 %)
Not reported, 4

P, 3 (19 %)
R, 1 (6.3 %)
PM, 6 (37.5 %)

Yemen n=3 46.33±8.3 (49) 1 (33 %)
2 (67 %)

M, 3 (100 %) P, 2 (67 %)
R, 1 (33 %)
D, 2 (67 %)

P valuea p<0.05b p<0.0001c Not analyzedd p<0.01e

a Data analysis was performed using multiple comparisons by Scheffe
b Comparison of respondents’ age in Israel vs. Turkey (p=0.041), Jordan (p<0.0001), and the Palestinian Authority (PA, p=0.01)
c Comparison of respondents’ gender in Jordan vs. Israel (p<0.0001), Turkey (p<0.0001), and Cyprus (p=0.0015); nonsignificant p values were
obtained in other comparisons of respondents’ gender
d Data were not analyzed because this is considered an ethno-cultural and religious variable characterizing each of the participating countries
e Comparison of respondents’ profession in Turkey vs. Israel (p=0.0002) and PA (p<0.0001); PAvs. Lebanon (p=0.0013); nonsignificant p values were
obtained in other comparisons of respondents’ profession
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Statistical analysis using Scheffe’s multiple comparisons mod-
el is reported regarding the 278 respondents from the six lead-
ing cohorts (Israel, Turkey, Jordan, the Palestinian Authority,
Cyprus, and Lebanon). Respondents from these six countries
varied, as expected, in religion with significant representation
of Muslim respondents in Turkey, Jordan, and Palestinian Au-
thority (PA); Jews in Israel; and Christians in Cyprus and
Lebanon. Respondents from Israel were older in age com-
pared with Turkey, Jordan, and PA. A significantly lower per-
centage of female respondents was evident in Jordan com-
pared with Turkey, Israel, and Cyprus. Concerning their spe-
cific medical profession, physician respondents were more
prominent in Turkey (vs. Israel and PA) and in Lebanon com-
pared with PA. Nevertheless, in all the other multiple compar-
isons, nonsignificant variance was found.

CTM use in cancer care: prevalence, motives, and context

In the six leading countries, rating for the use of CTM therapy
ranged between 25 and 50 %. Herbal medicine was regarded
as the leading CTM modality used by patients during chemo-
therapy or advanced cancer (89.1 %) as compared to dietary/
nutritional, mind-body-spiritual, Chinese/acupuncture, or
manual healing therapies; p<0.0001). The use of herbs ranged
from 79.7 % in Israel, 88.9 % in Jordan, 92 % in Lebanon,
93.5 % in PA, 95.6 % in Turkey, to 96.2 % in Cyprus.

Of their patients’ possible motives for seeking CTM-
related care, “to cure cancer” was rated as being the highest
(63.1 %), followed by “to improve quality of life” (57 %).
Subgroup analysis of HCPs’ perception of patients’ motives
for using CTM was performed (categorizing 327 of the 339
respondents into six subgroups based on demographic, geo-
graphic, and cultural considerations). These subgroups includ-
ed Israel (76), Turkey (68), Jordan and PA (78), Cyprus and
Lebanon/Syria (57), North Africa (17, including Egypt, Tuni-
sia, and Sudan), and the Persian Gulf area (31, including Qa-
tar, Yemen, Oman, and the United Arab Emirates). The anal-
ysis indicated that the desire for CTM for cancer cure was
significantly higher in Turkey compared to Israel (77.9 vs.
43.8 %, p=0.002) and North Africa (35.3 %, compared to
Turkey, p=0.002). However, CTM use for improving QOL
was higher in Israel (86.8 %) vs. Turkey (52.9 %), Jordan/PA
(31 %), North Africa (35.3 %), and the Gulf states (48.4 %),
p<0.0001, in all comparisons, but not when compared to
Cyprus/Lebanon (73.3 %, p=0.08). Significant differences,
however, were noted when comparing Cyprus/Lebanon to
Jordan/PA (73.3 vs. 31 %, p<0.0001). Using CTM to reduce
side effects of oncology treatment was significant in Israel
(82.1 %) compared with Turkey (38.2 %, p<0.0001),
Jordan/PA (35.2 %, p<0.0001), Cyprus/Lebanon (47.5 %,
p=0.0004), North Africa (35.3 %, p=0.0003), and the Gulf
(29 %, p<0.0001).

Expectations of integrated CTM consultation provided
within oncology care

Respondents were asked to assess on a 7-point scale
(ranging from 1—very low to 7—very high) their pa-
tients’ main expectations of CTM consultation and treat-
ment, if CTM were to be integrated within the oncology
centers in their country. Analysis of the entire cohort,
based on the Friedman test with repeated measures, re-
vealed that expectation of CTM to “cure the disease
completely” (mean score rated 3.92±2.02 [median=4]
on a 1- to 7-point scale) was significantly lower (ad-
justed significance p=0.0001) compared with each of
the following expectations: “To improve daily function-
ing” (4.96±1.33, median=5); “To strengthen general
ability to cope with the disease” (4.87±1.33, median=
5); “To reduce the side effects of chemotherapy” (4.92±
1.46, median=5); “To support the patient emotionally”
(4.83±1.32, median=5); and “To support the patient
spiritually” (4.54±1.53, median=5).

Figure 1 shows comparisons of responses in the six sub-
groups concerning three of the questioned expectations. (1)
CTM may improve daily functioning: higher in Israel (com-
pared with Turkey [p=0.04], Jordan/PA [p<0.0001], and
North Africa [p=0.001]) and in Cyprus/Lebanon (compared
with North Africa, p=0.045). (2) CTM may reduce chemo-
therapy side effects: also higher in Israel compared with
Jordan/PA (p<0.0001), Cyprus/Lebanon (p=0.015), the Gulf
(p<0.0001), but with only borderline significance compared
with Turkey (p=0.049). (3) Expecting CTM to cure cancer
was rated highest in Turkey (compared with Israel [p=
0.012] and North Africa [p=0.005]), and in Jordan/PA (com-
pared with North Africa [p=0.008] and Israel [p=0.021]).

Barriers to CTM integration in cancer care

The perceived main barrier to CTM integration within oncol-
ogy centers was oncologists’ skepticism and objection to
CTM (3.04±1.06, median=3 on a 5-point scale ranging from
0 to 4). Both physicians and nurses shared this oncologists’
skepticism barrier (2.98±1.07, median=3 vs. 3.08±0.94, me-
dian=3, p=0.50). Oncologists’ skepticism was rated signifi-
cantly higher (adjusted significance p=0.0001 on the Fried-
man test with repeated measures) as compared to the follow-
ing potential barriers: patients’ unfamiliarity with the concept
of CTM integration, geographical factors (e.g., distance and
accessibility), and suboptimal matching of CTMmodalities to
patients’ cultural and religious codes and beliefs. Oncologists’
skepticism was rated higher in Cyprus/Lebanon as compared
to Jordan/PA (3.35±0.85, median=4 vs. 2.72±1.01, median=
3, p=0.038) and North Africa (2.29±1.61, median=2, p=
0.019). Oncologists’ skepticism in the North African sub-
group was also lower compared to Turkey (2.29±1.61,
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median=2 vs. 3.28±0.89, median=4, p=0.033). Another po-
tential barrier to CTM integration concerned the gap between
patients’ expectations and the integrative program’s objectives
(e.g., patients’ anticipated cure as opposed to improved QOL).
This barrier was rated significantly lower in Israel compared
to Jordan/PA (2.33±0.98, median=2 vs. 2.91±0.87, median=
3; p=0.03) and Cyprus/Lebanon (2.33±0.98, median=2 vs.
3.02±0.99, median=3; p=0.011).

Recommendations for better integration of CTM
and supportive cancer care

Respondents were also asked to rate recommendations on a
five-point scale (ranging from 0 to 4), which might potentially
promote successful interaction between patients and integra-
tive physicians within their oncology center. Focusing doctor-
patient communication on CTM’s role in improving well-
being and functioning (as opposed to “cure” or prolonging
survival) received the highest score. In a pairwise comparison,
this statement scored significantly higher than the recommen-
dation for reducing oncologists’ skepticism of CTM (3.24 vs.
2.96, p=0.001; adjusted significance p=0.031). This QOL-
oriented recommendation regarding improved wellbeing and
ability to function was scored higher in the Israeli subgroup
comparedwith the Jordan/PA (3.59 vs. 2.95, p=0.005) and the
Gulf (2.62, p=0.002) subgroups.

Discussion

Our results found a high prevalence of CTM use in theMiddle
East similar to studies published in other regions (ranging
from 25 to 50 % of cancer patients) [28]. The predominant
use of herbs (ranging from 80% in Israel to 95% and above in
Turkey and Cyprus) pose a serious concern regarding safety
due to the potential risks of herb-drug interactions that may
impair chemotherapy and oncology treatment efficacy. This
safety concern is one of the leading arguments for integrating
trained CTM consultants (integrative physicians) within the
conventional oncology setting who would be able to detect
the use of dietary/herbal supplements and monitor potential
risks and interactions with oncology treatment [29]. More-
over, this study aimed to explore in greater depth how HCPs
perceive their patients’ beliefs regarding CTM’s role in cancer
care. Based on previous studies conducted in integrative and
non-integrative settings across the Middle East [30], we hy-
pothesized that patients’ expectations of CTM’s role may be
focused on two central domains: (a) using CTM to extend
survival or cure; (b) using CTM to improve QOL. Our main
finding is that, despite demographic variances in the different
countries, cancer patients’motives for using CTM are primar-
ily within the contexts of survival/cure and QOL. Yet, sub-
group analysis revealed differences between countries. Coun-
tries of respondents who prioritized CTM cancer cure/survival
included Turkey, Jordan, the Palestinian Authority, and the
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Fig. 1 Respondents’ assessment of their patients’ expectations of CTM consultation if integrated within the oncology centers in their country [scores are
rated on a 1 (low agreement) to 7 scale (high agreement)]
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Gulf subgroups. These included expectations from an inte-
grated CTM consultation if provided within the oncology cen-
ter, whereas in Israel, QOL improvement was given the
highest priority. Thus, in terms of prioritizing life quality, Is-
rael’s position lies at the opposite end of the spectrum. This
approach was evident not only in respondents’ perspectives
towards integrated CTM consultation, but also in their assess-
ment of potential barriers to CTM integration (involving a
better interaction with the integrative physician). A mid-
point position emphasizing both survival/cure and QOL ex-
pectations was reported by respondents from Lebanon and
Cyprus and to a lesser extent from the North African
subgroup.

Barriers to CTM integration and HCPs’ recommendations
for overcoming these barriers are additional topics highlighted
in this study. Oncologists’ skepticism and objection to CTM
integration within the oncology care system was viewed as the
leading barrier to integration. Nonetheless, the focus on pa-
tients’ well-being and function was highly scored as a means
of overcoming CTM integration barriers and of promoting
successful patient-integrative physician interaction. The issue
of QOLwas by far prioritized over the oncologists’ skepticism
towards CTM. These findings suggest that the theme of CTM
integration in oncology practice is a complex one and not just
limited to evidence-based data on efficacy and safety of CTM
use. The issue of integration also involves aspects of patient-
practitioner communication.We therefore suggest that patient-
practitioner communication should focus on the importance of
CTM’s role in improving QOL, coping, and wellbeing. This
recommendation is in accordance with Schofield et al. com-
prehensive guidelines for clinicians on effectively discussing
complementary and alternative medicine with patients in a
conventional oncology setting [31]. Our study has several
strengths. We believe that it is the largest assessment of the
opinions of HCPs for integrative oncology practice to date,
with 339 participants. The study encompassed 16 countries
and used uniform, standard questions in all of them. In spite
of current geopolitical barriers, our response rate totaled 80 %.

A limitation of the present study is the lack of uniformity in
the sample size of the different countries. We decided both to
analyze the entire cohort and to add subgroup analysis of
countries with close demographics. This approach may be
questioned by readers, and we agree that the analysis of dif-
ferent countries placed together into subgroups needs to be
interpreted with caution.We are currently considering a larger,
more encompassing study that would provide greater general-
izability of results relevant to other regions worldwide.

In conclusion, CTM is perceived by HCPs to be widely
used in the Middle East by people with cancer. Integration
of CTM should focus on improving QOL, while this point
needs to be better communicated to patients. This conclusion
is supported by a number of ongoing clinical studies that con-
firm the beneficial role of CTM in QOL improvement rather

than in survival prolongation [11]. The process of CTM inte-
gration needs also to meet the challenge of the overwhelming
use of herbs as reported in our study, which imposes potential
risks and may detrimentally impact oncology drug efficacy as
discussed before [10]. We call to implement our research re-
sults in real-life oncology practice across the Middle East by
initiating educational clinical workshops for HCPs who are
willing to lead CTM integration in their oncology centers.
This challenging collaborative project will need international
support of medical educators, researchers, and clinicians who
are willing to join the integrative process of welding tradition-
al and high-tech modern medicine shared by clinicians who
deeply value patients’ care regardless of regional differences.

Our study suggests that integrative oncology is a potential
seed for fruitful collaboration in a region renowned for its
conflicts and for deep-seeded differences among its people
in terms of culture and religion. It is specifically these differ-
ences, as well as the multicultural societies, that exist in the
Middle East, which seem to make this region the ideal labo-
ratory for future research on the role of CTM in advancing
patient-cancer care.
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