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Abstract 

Family medicine has attracted increasing policy and institutional support across the Gulf 

Cooperation Council (GCC) countries through health system reform, expansion of the healthcare 

workforce, and sustained public investment. Nevertheless, important challenges continue to affect 

the strength of primary healthcare systems, access to care, and the management of non-

communicable diseases. Regional priorities now include improving medical education and training, 

expanding the family medicine workforce, strengthening links with communities, promoting more 

equitable access to healthcare, and managing treatment costs through workforce development and 

digital health initiatives. Family medicine practice across the GCC is being supported increasingly by 

electronic health records, telemedicine, and interprofessional education. Policy directions in the 

region also suggest growing interest in value-based research, international collaboration, 

multidisciplinary care, and innovation in healthcare delivery. The future of development of family 

medicine in the GCC will depend on better integration of digital health, more effective use of data in 

planning and policy, continued investment in training, and broader adoption of patient-centred 

models of care. 

Keywords: family medicine; Gulf Cooperation Council; healthcare; primary care; treatment 

 

1. Introduction 

Healthcare systems worldwide are being shaped increasingly by developments in family 

medicine. [1] Over the past 25 years, the expansion of healthcare systems across the Gulf Cooperation 

Council (GCC) countries has largely reflected changing patterns of patient need. [2] In parallel, the 

healthcare workforce across the region has grown in response to increasingly diverse service 

demands. [3] 

Following the economic transformation associated with oil production, the disease profile in the 

GCC changed markedly as life expectancy and lifestyle patterns shifted. Non-communicable diseases 

and obesity-related conditions became major contributors to the regional burden of the disease, 

placing increasing pressure on healthcare systems. These changes required corresponding 

adjustments in resource allocation, workforce training, and strategic planning. [4,5] Poor health-

related quality of life is also an important contributor to chronic disease, including cardiometabolic 

disorders. [6] The high prevalence of these conditions has been linked to more than 152,000 deaths, 

rising disability-adjusted life years, and an increased healthcare burden. Growing incidence rates of 
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cancer and respiratory disease have added further financial pressure to health systems. At the same 

time, disparities in access to healthcare continue to weaken equity in treatment. [7] 

Across the GCC, the healthcare workforce is continuing to grow, with approximately 2,483 new 

workers added each year. If this pattern continues, the total number of healthcare professionals is 

projected to reach 54,231 by 2029. [8] Considerable variation remains evident across the region. In 

Abu Dhabi, for example, workforce density is nearly double that reported for the UAE overall, with 

134.7 versus 50.4 nurses and 52.4 versus 23.2 physicians per 10,000 population. In Bahrain, 

government-administered primary care services operate 28 patient support centres. [9] In Oman, the 

healthcare workforce in 2019 was reported at 44 nurses and 21 physicians per 10,000 population. [10] 

In the Kingdom of Saudi Arabia, the total health workforce was estimated at 467,650, of whom 7% 

were pharmacists, 20% physicians, 26% allied health professionals, and 43% nurses. [11] In Qatar, the 

reported average numbers of dentists, nurses, and physicians were 1,135.5, 13,118, and 4,343.5, 

respectively.[12] In Kuwait, Ministry of Health reports recorded a workforce of more than 66,000, 

including physicians, nurses, pharmacists, technicians, and administrative personnel. [13] 

Even with this expansion, primary care systems across most GCC countries continue to face 

comparable pressures. A continuing shortage of family physicians and other primary care providers 

remains a major concern. In many parts of the region, small populations spread over large geographic 

areas have contributed to ongoing dependence on expatriate healthcare workers. [14] This can 

weaken system stability, as high staff turnover may interrupt continuity of care and increase the need 

for repeated in-service training. All GCC countries have established family medicine residency 

programmes. [14] However, current training capacity is still not sufficient to meet growing healthcare 

demands, largely because of low trainee enrolment, limited numbers of supervisors and accredited 

trainers, and restrictions in available training sites. [15] At the same time, GCC countries have shown 

increasing awareness of the need for more innovative and cost-conscious healthcare strategies built 

around family medicine. [7] International developments in family medicine also point to the 

importance of diversifying the workforce, strengthening residency training, supporting primary care 

scholarship, expanding value-based research, and developing workforce policy at the national level. 

[16] Worldwide, family physicians make up nearly 40% of the primary care physician workforce, 

although the reasons for the wide variation in their scope of practice across settings remain unclear. 

[17] 

The need to transform healthcare systems through stronger primary care interventions has 

therefore remained a priority across the GCC. [14] In response, several countries have introduced 

national health strategies, including Oman’s Health Vision 2040, Bahrain’s National Health Plan, and 

Saudi Arabia’s Vision 2030. [18] This review aims to identify future trends, directions, perspectives, 

and opportunities that may strengthen the implementation of family medicine across GCC countries 

and, in turn, improve healthcare delivery. 

2. Strengthening the Primary Healthcare Systems 

2.1. Government Policy and Support Measures 

The strengthening of primary healthcare in GCC countries depends not simply on the presence 

of national policies, but on the extent to which those policies are translated into practice. This calls 

for regular assessment of system performance, sustained financial investment, a capable and well-

supported workforce, and legislative frameworks that facilitate service development. [19] In recent 

years, primary healthcare has moved closer to the center of health reform across GCC countries 

because of its recognized role in improving both service quality and patient outcomes. [20,21] In 

Saudi Arabia, Vision 2030 gives particular attention to prevention, health promotion, and 

community-based care. Bahrain’s National Health Plan and Oman’s Health Vision 2040 similarly 

treat primary healthcare as a key part of achieving universal health coverage. [2,22–24] These policy 

directions also point to greater interest in integrated care, digital health, and more decentralized 

forms of service delivery. Across the region, wider health coverage and a stronger place for family 
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medicine remain recurring priorities in ongoing reform efforts. [25] There is also increasing support 

for care models that are person-centered, holistic, and multidisciplinary, while still drawing on 

relevant international experience. [26] The value of these reforms will depend on continued review 

of healthcare costs, patient satisfaction, access to services, and other indicators of system 

performance. Their long-term effect will depend, in part, on how consistently governments respond 

to changing health needs. 

2.2. Regional and International Partnerships 

Regional and international partnerships have also taken on a more important role in efforts to 

strengthen primary healthcare across the GCC. [20] These collaborations allow countries to share 

resources, exchange expertise, and broaden access to both practical and academic knowledge relevant 

to patient care. They also support joint work in research, healthcare education, and professional 

training, while encouraging more effective use of available resources. Current initiatives led by the 

World Health Organization Eastern Mediterranean Regional Office aim to help member states refine 

and standardize primary healthcare approaches. [27] At the same time, the continued development 

of family medicine depends on stronger evidence-informed decision-making and more consistent use 

of scientific data in health policy. [28] 

International organizations continue to work with GCC countries to strengthen research 

capacity and academic activity in the health sector. [29] These collaborations also support the 

development of new models of care and broader capacity building. In addition, the World Health 

Organization has partnered with WONCA, the World Organization of National Colleges, Academies 

and Academic Associations of General Practitioners/Family Physicians, to support the expansion of 

family medicine programs, particularly in resource-limited settings. [30] This partnership represents 

an important step in strengthening service delivery and improving the organization of primary 

healthcare. 

As demand for primary healthcare continues to grow across the region, the need for family 

medicine training is also increasing at both national and international levels. [31] Cross-border 

training partnerships are especially valuable in helping countries respond to these rising service 

demands. Capacity development also depends heavily on how effectively human resources are 

deployed across GCC health systems. [32] In support of this, the UAE, Qatar, and other GCC 

countries have established formal links with universities in North America and Europe. [33] These 

partnerships are intended to help train healthcare professionals with the knowledge and skills 

needed for family medicine practice. They also support research innovation and contribute to 

improving the overall quality of family medicine training and service development across the GCC. 

Academic networks within GCC countries, together with WHO collaborating centers, continue 

to support ongoing international research initiatives. [20,34] The broader objective of these efforts is 

to refine existing healthcare delivery mechanisms through the integration of robust evidence and 

effective innovations. Recent initiatives across the GCC also reflect a strong commitment 

engagement, the improvement of mental health services, and the more systematic management of 

non-communicable diseases. 

Long-term investment in primary healthcare remains essential for the development of health 

systems that are capable of sustaining continuity of care while adapting to pressures such as 

pandemics and population ageing. GCC countries have already directed substantial financial 

resources towards this sector. [35] Future investment should continue to prioritize areas with the 

greatest public health relevance, particularly non-communicable diseases, mental health, and 

community engagement. [27] Ultimately, the strength of primary healthcare systems depends not on 

funding alone, but on the extent to which political commitment, sound policy, effective collaboration, 

and sustained financial support are brought together. 

3. Medical Education and Training 

3.1. Historical Context and Current Landscape 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 30 March 2026 doi:10.20944/preprints202603.2386.v1

© 2026 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202603.2386.v1
http://creativecommons.org/licenses/by/4.0/


 4 of 13 

 

Saudi Arabia was the first GCC country to establish formal medical education, with its first 

medical school opening in 1969. Bahrain, Kuwait, the UAE, and Yemen followed at later point. [36–

38] In Qatar, medical education was introduced into the university curriculum in 2002.[39] Together, 

these developments reflected a broader regional expansion in medical training and were 

accompanied by the growth of nearly 40 universities involved in medical education across GCC 

countries. [40] During the same period, countries in the region also moved towards closer alignment 

with international accreditation standards and increased the availability of postgraduate medical 

training. [41] 

Several postgraduate family medicine programs have since gained accreditation from the 

Accreditation Council for Graduate Medical Education International. [42] In Kuwait, some academic 

institutions have incorporated elements of the educational model used by the Royal College of 

General Practitioners in the United Kingdom. [43] In Saudi Arabia, a number of postgraduate family 

medicine programs have been shaped by Canadian competency-based medical education models. 

[44,45] Taken together, these developments reflect a regional willingness to draw on well-established 

international approaches while adapting them to local contexts. Nevertheless, medical education 

across the GCC still lacks a sufficiently coherent pedagogical framework, and this continues to affect 

the overall standards and consistency of training in the region. 

3.2. Family Medicine Residency 

There has been a growing need to establish and expand family medicine training programs in 

response to evolving healthcare demands. [46] Such programs are essential to meeting changing 

patient care needs and equipping healthcare providers with the necessary clinical competencies. 

Training interventions should also be tailored to strengthen leadership, quality improvement, 

administrative, and resource management skills among family physicians. The introduction of a 

health systems management curriculum by the Family Medicine Department of the Oman Medical 

Specialty Broad was intended to improve the resource management capacity of medical 

professionals. [47] In 2015, this specialty program received ACGME-I accreditation. [48] However, 

efforts to expand training programs have been constrained by high clinical workload, low trainee 

enrolment, and an insufficient number of accredited training sites. 

3.3. Continuing Professional Development 

GCC countries have sought to strengthen family medicine training through a learner-centered 

approach. [38] To address the limited availability of educators, some programs have drawn on adult 

learning theory by enabling the same trainers to contribute to both competency assessment and 

learning development. [49,50] Research has also indicated considerable potential for expanding e-

learning platforms in training delivery, given their scalability and acceptability among trainees in the 

GCC. [51] For example, Tebyan is an e-learning platform implemented by the Oman Medical 

Specialty Board. [52] Its primary purpose is to enhance collaboration among participants involved in 

training and medical education. It also contributes to continuing professional development in family 

medicine across the GCC. To remain effective, continuing professional development programs 

should be aligned with international standards in medical education while also reflecting changes in 

workforce demands, community health priorities, and the expanding digital context of healthcare 

delivery. [32] 

3.4. Interprofessional Education 

Although interprofessional education remains at an early stage in many GCC countries, the UAE 

and Qatar have made notable progress through the development of stronger institutional 

frameworks and dedicated working committees. [53,54] Across the region, there is increasing 

recognition of the need to strengthen interprofessional education through improved accreditation 
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processes and better alignment of national frameworks. Evidence has shown that interprofessional 

education can improve care coordination, patient safety, and team-based clinical outcomes. [55,56] 

3.5. Integration of Advanced Technology in Family Medicine 

3.5.1. Digital Health 

The integration of telemedicine, Cerner- and Epic-type electronic medical record systems, and 

artificial intelligence has continued to expand the scope and clinical application of family medicine. 

[57–61] The use of technological innovation in family medicine can improve the quality of patient 

care by supporting healthcare providers and empowering patients through greater health awareness, 

improved access to services, and more informed shared decision-making. [62,63] The increased use 

of artificial intelligence applications may also enhance patient awareness of health and self-care by 

improving understanding of personal health concerns and their underlying causes. More broadly, 

the role of technology in family medicine is to strengthen communication between patients and 

physicians, support the effective use of self-management strategies, and improve the flow of 

healthcare information. [64,65] 

3.5.2. Artificial Intelligence and Medical Decision-Making 

Technological support can reduce physicians’ workload, allowing more time for the assessment 

of patient information and helping to lower the risk of diagnostic and treatment errors. [66] In 

addition, the integration of artificial intelligence into primary care services may improve patient 

communication. [67] Artificial intelligence tools can also support broader initiatives in population 

health management and preventive care. [68] They may further reduce cognitive burden and improve 

physicians’ adherence to clinical practice guidelines. However, concerns have been raised regarding 

the potential impact of artificial intelligence on person-centered care, particularly when healthcare 

delivery becomes increasingly automated. Addressing this concern requires the development of 

appropriate regulatory guidance and patient support frameworks at both national and international 

levels. 

3.6. Care Continuity Improvement with Electronic Health Records 

Many of the limitations associated with paper-based documentation have been addressed 

through the adoption of electronic health records. [69,70] Their systemic use has improved healthcare 

providers’ access to relevant patient information. The implementation of advanced electronic medical 

records has also contributed to substantial improvements in population health management and 

continuity of care. [71] The incorporation of analytical functions within electronic health records, 

together with e-prescribing systems, helps physicians identify potential drug-drug interactions, 

recognize contraindications, and determine appropriate medication dosages, thereby reducing 

prescribing errors. [72] These systems also support more consistent collaboration among physicians, 

pharmacists, patients, and caregivers. In addition, e-prescribing can help estimate disease prevalence 

and patterns of drug misuse, while enabling the monitoring of commonly used therapies through 

medication-use data. Electronic appointment systems have further improved scheduling processes. 

[73–75] Moreover, the automation of physician dictation and transcription has contributed to greater 

accuracy in medical records. [76] 

3.7. Telemedicine in Family Medicine 

The introduction of telemedicine into family medicine practice has reduced the need for face-to-

face consultations. [77] It has also improved access to care and supported service delivery in resource-

limited settings. However, major limitations of telemedicine-based care include low levels of digital 

literacy and concerns related to data protection. [78] Although digital transformation has reshaped 

family medicine practice, it continues to face challenges in protecting patient choices and maintaining 

equitable, value-based care across GCC countries. [79] 
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4. Future Opportunities for Research and Innovation in Family Medicine in the 

GCC Countries 

Research continues to play a central role in the development of effective and sustainable 

healthcare systems by informing clinical practice, supporting innovation, and guiding health policy. 

[80,81] In countries with established healthcare systems, research has long been seen as a core element 

of health sector development, and sustained investment in research capacity and scholarly output 

remains an important priority. In the GCC, however, progress in research has been less pronounced 

than the advances made in healthcare infrastructure and population health. Although substantial 

investment has been made and major health indicators have improved, research productivity remain 

comparatively limited. A regional bibliometric analysis by Al-Farsi et al. found that GCC countries 

had lower publication rates and weaker citation impact than North America and Western Europe, 

underscoring a persistent gap between progress in healthcare delivery and the generation of new 

knowledge. [82] 

These challenges are even more apparent in family medicine. Globally, research in family 

medicine has historically lagged behind that of other specialties in both funding and productivity. 

[83] Evidence from the United States indicates that fewer than one-quarter of family medicine 

departments maintain sustainable research programs, and that the specialty receives only a small 

proportion of national research funding. [84] For decades, family medicine has had to define its 

academic identity alongside organ-based and disease-focused disciplines, a struggle that has directly 

affected its research productivity. [83] As a result, family medicine research output worldwide 

continues to trail that of most other medical specialties. 

In the GCC, barriers to research in family medicine arise from both specialty-specific challenges 

and wider systemic constraints. Family medicine is still a relatively young discipline in the region, 

and public understanding of its central role in effective health systems remains limited. At the policy 

level, decision-makers have traditionally prioritized investment in tertiary hospitals and subspecialty 

services, often at the expense of primary care research and development. The perceived lower 

prestige of family medicine, which is largely delivered in health centers with basic infrastructure and 

essential equipment, has further contributed to its undervaluation in policy agendas. These 

difficulties are compounded by structural barriers, including limited research infrastructure, lack of 

protected time, shortages of trained researchers, and inadequate funding. 

Regional evidence suggests that these barriers do not reflect a lack of interest or motivation. A 

study from Saudi Arabia showed that family physicians value research and recognize its importance, 

yet face substantial challenges related to time, mentorship, funding, and training in biostatistics and 

scientific writing. [85] These findings closely mirror international experiences and support the view 

that the limitations affecting family medicine research are systemic rather than individual. [81,84] 

The accelerating digital transformation across GCC healthcare systems offers an important 

opportunity to advance family medicine research. Electronic medical records, national data 

platforms, and artificial intelligence applications provide a strong foundation for population-based 

research, and quality improvement initiatives. Family physicians are well positioned to lead this 

work and translate these data into improvements in clinical practice and healthcare systems. 

Experience from high-income countries shows that progress is achievable. Studies have 

demonstrated that relatively simple, low-cost interventions, such as research skills workshops, 

structured mentorship, and formal recognition of scholarly activity, can shift departmental cultures 

from a predominantly service-oriented model to a more productive academic environment. [86] More 

broadly, the growth of family medicine research has been supported by institutional leadership, 

policy advocacy, and the deliberate integration of research with clinical improvement. [87] A recent 

scoping review also noted that lasting progress in family medicine research depends on several 

interconnected elements, particularly training, opportunities, mentorship, professional networking, 

and dedicated funding support. [88] 

Further progress in research and innovation in family medicine across GCC countries will 

require action at several levels, from the individual family physician to institutional, national, and 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 30 March 2026 doi:10.20944/preprints202603.2386.v1

© 2026 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202603.2386.v1
http://creativecommons.org/licenses/by/4.0/


 7 of 13 

 

regional structures. Research needs to be treated as a routine part of professional practice rather than 

a peripheral activity. This requires early exposure during training, access to mentorship, and 

protected time for scholarly work. Within primary care, practice-based research groups and networks 

are especially valuable because they produce evidence that is closely linked to local priorities and the 

realities of day-to-day clinical work. [1,8] At the institutional and national levels, promotion 

pathways, funding decisions, and research infrastructure should more clearly recognize the strategic 

importance of family medicine. At the regional level, the establishment of a GCC academic 

association for family medicine research could provide an important platform for collaboration, 

shared learning, and capacity building. Strategic engagement with digital transformation, together 

with a strong culture of inquiry, will enable family medicine in the GCC to strengthen its academic 

identity and contribute more effectively to sustainable, high-quality healthcare systems. 

5. Public Collaboration 

5.1. Multidisciplinary Procedures 

Integrating family medicine into existing healthcare models is essential for strengthening public 

engagement and promoting person-centered care. [89,90] The effectiveness of multidisciplinary 

healthcare approaches depends on sustained and trustworthy collaborations among communities, 

patients, and healthcare professionals. [91] Recent developments in family medicine are reflected in 

the Patient-Centered Medical Home (PCMH) model, which has been used to improve several aspects 

of care, including lifestyle modification, specialist referral pathways, management of non-

communicable diseases, and preventive care. [92,93] Evidence also supports the value of 

interprofessional collaboration in improving the management of chronic diseases. [94] 

5.2. Medical Tourism 

Medical tourism hubs in GCC countries draw on strategic geographic location, technological 

advancement, and specialized services to improve the patient care experience. [95,96] The 

development of family medicine in the GCC also intersects with the expansion of medical tourism, 

particularly through its role in supporting continuity of care, post-procedural follow-up, and pre-

travel health assessments. [97] Individualized family medicine approaches are intended to tailor care 

plans to patients’ specific needs. [98] 

5.3. Preventive Health and Promotion Campaigns 

Preventive health strategies aim to improve population health while reducing long-term 

treatment costs. [99] Population-level campaigns led by health ministries across GCC countries use 

community partnerships and digital platforms to strengthen health literacy, promote vaccination 

uptake, and raise awareness of risk factors for non-communicable diseases, including metabolic, 

cardiovascular, and mental health conditions. [7,22,100] 

6. Conclusion 

The adoption of innovative multidisciplinary approaches represents an important step in 

strengthening and advancing family medicine practice across GCC countries. Further progress will 

depend on stronger international collaboration, supportive healthcare policies, technological 

innovation, and continued development of medical education and training. There is a clear need for 

resilient, patient-centered healthcare systems in the GCC that incorporate global best practices while 

strengthening the capacity of the healthcare workforce. Greater integration of family medicine within 

mainstream healthcare systems is also needed to improve the prevention and long-term management 

of non-communicable diseases. Ultimately, stronger community engagement and the development 

of more accountable and innovative healthcare systems across GCC countries will require sustained 

investment in family medicine. 
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