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Background

Research has shown that the prevalence of depression 
among primary care patients is as high as 9.6%, whereas 
the prevalence of anxiety disorders is almost as high 
(Serrano-Blanco et al., 2010). As a result of the high preva-
lence of depression and anxiety in primary care and the 
fact that primary care providers often serve as gate keepers 
for patients with depression and anxiety, many evidence-
based interventions have been developed over the years in 
order to manage depression and anxiety in primary care 
(Katon et al., 2010; Roy-Byrne et al., 2010). Consistently, 
in Israel, about half of the individuals with mental illness 
seek services in primary care (Laufer et al., 2013; Lerner 
& Levinson, 2012). Moreover, officially, by July 2015, 
mental health treatment will come under the responsibility 
of the healthcare funds as part of the services offered in 
primary care (Mizrachi, 2007).

The present study examined alternative mental health 
help-seeking attitudes among Israeli Arab primary care 
women and primary care providers. Israeli Arabs constitute 

about 21% of the population. The majority are Muslim 
(83%), 9% are Christian and the remaining are Druze 
(Israel Central Bureau of Statistics, 2013). Despite great 
differences among these groups, researchers tend to group 
them together due to limited sample size and certain com-
mon characterizes (Levav et al., 2007). Past research has 
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shown that compared with Israeli Jews, Israeli Arabs tend 
to report higher levels of distress and lower levels of self-
appraisal of mental health (Levav et al., 2007). Consistently, 
a study conducted following exposure to terrorism and 
political violence found that Israeli Arabs are at a greater 
risk for post-traumatic stress disorder and distress com-
pared to their Jewish Israeli counterparts (Johnson et al., 
2009). Similarly, when compared to Jewish Israeli students, 
Israeli Arab students report lower life satisfaction. One 
potential explanation for these findings is the fact that 
Israeli Arabs also report fewer personal resources (Zeidner 
& Ben-Zur, 2013). A different explanation addresses the 
minority status of this group that might expose it to stress-
ors due to the Israeli Arab conflict (Johnson et al., 2009; 
Levav et al., 2007).

Israeli Arab women constitute a unique subgroup poten-
tially exposed to double-jeopardy associated with their sta-
tus as an ethnic minority group in Israel and women in a 
patriarchic society (Elnekave & Gross, 2004). Despite tran-
sitions toward modernization which tend to improve the 
status of Israeli Arab women (Baker, 2003; Ibrahim, 1998; 
Oplatka & Lapidot, 2012), men still hold superior positions 
as heads of the family and women are expected to accept 
their authority (Baker, 2003; Elnekave & Gross, 2004; 
Kulik & Klein, 2010). Consistent with worldwide epide-
miological findings, Israeli Arab women report higher lev-
els of depression and anxiety than men (Kaplan et al., 
2010). Hence, this is a particularly vulnerable population.

No matter what the reason for the higher levels of men-
tal illness among Israeli Arabs is, one would expect, 
accordingly, higher levels of mental health service use in 
this population. Unexpectedly, however, this group under-
utilizes mental health services (Levav et al., 2007). In a 
nationally representative study, we found lower levels of 
psychotropic medication use among Israeli Arab primary 
care patients compared with Jewish Israeli primary care 
patients (Ayalon et al., 2011). Others have shown that psy-
chological or psychiatric treatments are also under-utilized 
in this population (Levav et al., 2007). Among the reasons 
for underutilization of mental health services in the Arab 
population are the stigma associated with mental illness 
(Al-Krenawi & Graham, 2011), the tendency to rely on 
informal support in the form of one’s extended kin, reli-
gious beliefs that advocate for the acceptance of misfor-
tunes as part of God’s will and the attribution of mental 
illness to one’s sins (Savaya, 1998) and the scarcity of cul-
turally sensitive services (Levav et al., 2007). Arab women, 
in particular, were more likely to adhere to traditional 
beliefs concerning the nature of mental illness, rather than 
to the bio-psychosocial model (Al-Krenawi & Graham, 
1999; Bener & Ghuloum, 2011).

Given the discrepancy between the high levels of men-
tal health needs reported by Israeli Arab women and the 
low levels of mental health service use, there is an urgent 
need to identify potential alternative sources of support in 

this population. This study examined attitudes concerning 
informal help-seeking behaviors (e.g. family, friends or 
religious figures) in an attempt to better characterize the 
mental health service use patterns in this population and 
potentially tailor future services to better meet the needs of 
this population.

Methods

The study was funded by the Israel National Institute for 
Health Policy Research and approved by the Institutional 
review board (Helsinki committee) of the Clalit Health 
Services. All participants signed an informed consent prior 
to participating in the study. Inclusion criteria were belong-
ing to one of the following three population groups: vet-
eran Israeli Jews, immigrants from the former Soviet 
Union and Israeli Arabs. Patients had to be over the age of 
20. We recruited both patients who had a diagnosis of men-
tal illness and patients with no diagnosis. Physicians had to 
work in primary care clinics as family physicians. We 
recruited physicians who specialized in family medicine 
and internal medicine. Because of the unique contents 
brought up in interviews with Israeli Arabs, this article is 
solely dedicated to this group with an attempt to obtain an 
in-depth understanding of this particular group. Data for 
this study concern two focus group interviews with Israeli 
Arab primary care providers and four focus group inter-
views with primary care patients. Table 1 summarizes the 
characteristics of focus group participants.

Primary care patients were recruited through advertise-
ments at the clinic as well as through a direct approach by 
primary care providers and nurses. Primary care providers 
were recruited through a direct approach of the study 
investigators. In selecting participants for this study, we 
attempted to reach maximum variations in terms of dis-
tress level (only relevant for primary care patients) geo-
graphic region, religion and age.

Procedure

Focus group methodology encourages informal discus-
sions among group members (Morgan, 1997). This meth-
odology was employed because of our interest in public 
views concerning depression and anxiety in an attempt to 
capture socially accepted and unaccepted attitudes held by 
group members. Some of the theoretical origins of this 
methodology stem from the theory of symbolic interaction 
which is concerned with the presentation of the self in eve-
ryday lives. According to this theory, individuals represent 
themselves differently in different social contexts and the 
interaction between the individual and his or her social 
realm creates the social reality (Benzies & Allen, 2001). In 
the present study, we were particularly interested in the 
intersection between the individual and his or her group of 
reference. As such, we attempted to keep each focus group 
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as homogenous as possible in terms of geographic loca-
tion, religion and education.

Focus groups with primary care patients were con-
ducted in Arabic by a social work student or a psycholo-
gist. Focus groups with primary care providers were 
conducted by a social worker in Hebrew, as Hebrew is the 
medical language of these physicians who had to complete 
their licensure exam in Hebrew, attend trainings provided 
by the healthcare fund in Hebrew and maintain medical 
records in Hebrew. All interviewers were trained by the 
primary author prior to conducting their first interview.

Interviews followed a funnel approach starting from a 
broad question, asking participants to discuss their thoughts 
about depression and anxiety, followed by more detailed 
questions, asking participants to discuss their treatment 
options for depression and anxiety as well as barriers to and 
facilitators of mental health treatment. Supplement 1 pro-
vides a detailed overview of the interview guide. Focus 
group interviews lasted between one and one and a half 
hour. All focus groups were recorded and transcribed ver-
batim. Focus groups conducted in Arabic were translated 
verbatim into Hebrew prior to analysis.

Analysis

Open coding, based on themes that emerged from the 
interview data, was employed by the first author, a clinical 
psychologist of more than 10 years of experience in quali-
tative research. Subsequently, constant comparisons were 
conducted both at the individual, interview-level and 
across focus group interviews and sources (primary care 
patients vs. providers) in order to capture broader thematic 

categories of relevance to participants (Miles, Huberman, 
& Saldana, 2014). The final stage included selective cod-
ing in an attempt to present a coherent story line (Corbin & 
Strauss, 1990). Only themes that were directly related to 
the topic of informal mental health help seeking and were 
addressed by at least 50% of the focus groups within each 
source (e.g. primary care patients and/or providers) were 
included. Hence, although additional themes concerning 
the stigma of mental illness, barriers to mental health ser-
vice use and perceptions concerning the etiology of depres-
sion and anxiety emerged during the interviews, these are 
not discussed in the present study. The additional study 
authors (family physicians, a social worker and a nurse; 
one of them an Israeli Arab), each with more than two dec-
ades of experience in primary care, actively participated at 
this stage of selective coding.

Results

The present study is focused on attitudes toward informal 
mental health services by Israeli Arab primary care women 
patients and providers. Three main informal help-seeking 
behaviors were identified: (a) social support, (b) religious 
support and (c) self-help. Direct quotes from interviews 
with both patient and providers are provided in order to 
support the conclusions reached from the analysis.

Social support

Society as a source of support. Participants tended to make a 
distinction between extended kin and neighbors on the one 
side and close friends and nuclear family on the other side: 

Table 1. Sample characteristics.

Primary care providers (2 
focus groups; 13 physicians)

Primary care patients (4 
focus groups; 32 patients)

Gender
 Men 13  
 Women 32
Age, Mean (SD) 43 (7.7) 53 (7.7)
Geographic region
 North 9 4
 Center 4 28
Religion
 Muslim 11 29
 Christian 1 3
 Druze 1  
Mental health training 5  
Education, Mean (SD) 10 (5.2)
Ever told by a physicians that suffers from mental illness 7
Ever took psychotropic medication 4
PHQ-9; range (0–27), Mean (SD) 8.7 (5.7)
GAD-7; range (0–21), Mean (SD) 6.9 (4.9)

SD: standard deviation; PHQ-9: 9-Item Patient Health Questionnaire; GAD-7: 7-Item Generalized Anxiety Disorder scale.
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‘There is a big difference between extended kin and nuclear 
family … if you talk with your sister about your daughter, 
she (sister) is going to be happy to hear your problems’, 
said a patient. Whereas extended kin and neighbors were 
almost unanimously viewed as inadequate sources of sup-
port at times of emotional distress and even as sources of 
distress, perceptions concerning the effective support pro-
vided by friends and nuclear family were somewhat more 
positive, though still regarded with caution.

Extended family and neighbors as inadequate sources of 
support. Both primary care provider and patients were 
clear that in most cases it was better not to share nega-
tive mental health experiences with extended kin. This was 
attributed to several reasons, including a lack of awareness 
or acceptance of mental illness, the stigma of mental ill-
ness and the bad reputation it brings upon the entire clan as 
well as gossip, which may intentionally or unintentionally 
harm the individual with mental illness.

The following statement by a patient demonstrates this 
clearly:

R1: But, there are some people who misbehave. Perhaps 
these people constitute about 10% and 90% are good, the 
rest aren’t. We will skip these 10%, even 20%. About 80% 
are supportive and relate to you. This is good. R2: most 
people are not good. It really depends on the environment 
you live in. Not everyone is good. Not everyone is 
supportive. Some people stand against you and this just adds 
to your sorrow.

This was consistent with statements made by primary care 
providers:

Society looks at … most often, they refuse to agree or to 
admit that he (patient) is in a state of anxiety or depression or 
that something is bothering him mentally. The word mental in 
general is seen as an insult.

The social environment as a source of mental distress. The 
social environment was identified as a potential source of 
substantial distress and agony. Participants attributed the 
development of mental illness to the multiple negative 
events that are so prevalent in their social surroundings: 
‘we all hear and see murder, problems all the time. It cre-
ates stress’.

Physicians also referred to the built environment in the 
Arab sector, as an intensifier of negative emotions:

if you go to a Jewish town, even a small one, with ten people 
… you will find in that institute … in that town, entertainment 
places, many pretty gardens, walking paths that can really 
relax. Even someone with major depression can go there and 
get out without medicine. If you go in an Arab village, you 
just look at the roads and what we’ve got; you will die even if 
you are really strong.

Nuclear family and close friends as sources of support that 
often are inadequate. The picture was somewhat more 
favorable with regard to the nuclear family and close 
friends. Some participants freely admitted that they would 
have consulted a husband, a child or a close friend at times 
of mental illness. Some even attributed their mental recov-
ery to their loved ones and the important role they played 
in their lives, ‘I have a friend that I see once every 20 years, 
but I tell her everything and I have another friend that I see 
more often, but cannot tell her things’.

Physicians too were able to identify family members as 
a potential resource: ‘sometimes you shouldn’t reveal 
mental illness to the family and sometimes you should. It 
depends’.

Nevertheless, in all focus groups, there were voices that 
had argued that it was better not to share experiences of 
mental illness even with loved ones. A common reason for 
not sharing one’s distress was the belief that one’s mental 
illness directly impacts other family members’ mental dis-
tress: ‘I am happy for them (kids), but inside, in my heart, 
I would cry. I would hide so that they won’t notice. So that 
they can still dance and be happy’, said a patient.

Family members and close friends were seen as poten-
tial sources of aggravation of mental illness due to con-
flicting relationships. Negative life events and heightened 
loneliness as a result of the modernization processes that 
have taken place in the Arab sector were also offered to 
explain higher levels of mental illness:

All the time we lived together, happy, with my kids and my 
parents in law. Thank God nothing bad happened. All of a 
sudden, I stayed at home alone. This is hard. I am always 
afraid that something worse will happen. There is no one who 
speaks with you,

said a patient.
Consistently, a physician said, ‘families are falling apart 

now. We don’t have the families of the past. The family is not 
as powerful. This is why depression is so big and the crime 
rate. This is part of becoming modern. Turning “Jewish”’.

Physicians identified family members as an active bar-
rier to mental health treatment due to stigma and lack of 
awareness: ‘The father does not agree to treatment or to 
sending the daughter over there (psychiatrist) because he 
might see someone or she might see someone who knows 
her over there as this is a catastrophe’.

Religious support

Participants made a distinction between inner religious 
activities and religion mediated through religious figures. 
Whereas inner religious activities were viewed unani-
mously by primary care patients as potential sources of 
support, the attitude toward religious figures was more 
equivocal, especially among primary care providers: ‘as 
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Maria [pseudonym] said, I pray to God, but do not go to 
church. I do not belong to a particular church’.

In contrast, primary care providers never mentioned 
inner religious practices as a source of support, but rather 
addressed only the potential role of religious figures and 
only in response to direct queries:

In our religion (Islam), there is no place to send someone to a 
religious person. The religious person does not sit in his place 
giving advice. He comes, gives his pray and goes away. He 
doesn’t sit down in one place and accept people. The Jews 
have the rabbi; he sits there for these things. The Christians 
have the priest, he sits. We don’t have something like this.

Inner religious activities. Praying to God and reading reli-
gious scripts were identified as sources of comfort and 
support. Faith in God and the belief that things happen 
according to God’s will were proposed as reassuring and 
comforting thoughts: ‘I prayed for her (a woman who suf-
fers depression) that God will help her. Inshalla (thank 
God)’. Even though these practices were coded under the 
general theme of religiosity, they could easily fall under 
the third theme of self-help, as participants regarded reli-
gious practices as a solar activity.

Religious figures. Official religious figures in the form of a 
priest (in the case of Christians) or a Sheikh (in the case of 
Muslims) were viewed somewhat equivocally by primary 
care patients. Although in all groups there was at least one 
voice arguing for their effectiveness and potential benefit, 
there were many other voices, arguing for their ineffec-
tiveness, portraying them as a barrier, rather than as a 
mediator between a person with mental illness and God: 
‘with a psychiatrist you can actually unpack your burden. 
A religious person will just preach, “you need to pray. 
Work for God”’

The negative perception of religious figures was par-
ticularly apparent in the case of primary care physicians 
who did not bring up the topic spontaneously and tended to 
dismiss religious figures as a potential source of help. 
Accordingly, by the time a patient sought the assistance of 
a primary care provider, the patient has already sought 
various religious sources of assistance, who turned up to 
be to no avail: ‘before they arrive, on their first visit, they 
have already been to a religious figure and got some medi-
cine to get Satan out’.

Self-help

Self-help techniques were mentioned in all focus groups 
with primary care patients as the single most effective 
technique. Nevertheless, this technique was most often 
viewed as synonymous with religious practices as is 
clearly depicted in the following statement:

A person has to trust only himself. No neighbor is going to 
help. No brother is going to help. Only you to yourself. You 
and God. You are sitting with yourself and thinking. I have to 
take care of myself because there are people who will glow at 
my sorrow.

In addition to religious self-help techniques, respondents 
also mentioned the importance of staying active physically 
and mentally and the ability to distance oneself from the 
situation: ‘When I am depressed and want to get out of it, 
I keep myself busy’, said a patient. Physicians hardly dis-
cussed any of the self-help techniques as a potential source 
of support.

Other informal sources of support. Self-help groups, herbal 
medicine, positive thinking and information gathering 
received only very limited attention in focus group inter-
views. Hence, these may not reflect common alternatives 
in this population.

Discussion

The present study evaluated attitudes toward informal 
mental health help-seeking attitudes among Israeli Arab 
primary care patients and primary care providers. This 
study is particularly timely given the high prevalence of 
mental illness among Israeli Arabs in general and Israeli 
Arab women in particular (Kaplan et al., 2010), coupled 
with documented low rates of formal mental health service 
use in this population (Ayalon et al., 2011; Levav et al., 
2007). Previous alternatives discussed in the literature 
include the family system and religious beliefs and prac-
tices (Savaya, 1998). Although these alternatives emerged 
in the present study as well, their contribution is viewed 
more ambivalently in the present study.

In interpreting the findings, it is important to take into 
account the gender divide of our data sources, which limits 
our interpretation of the findings. Despite our attempts to 
obtain samples of maximum variations, our samples of 
providers consist solely of men, whereas all patients inter-
viewed in this study are women. This sampling frame is a 
true reflection of the Arab society, in which highly edu-
cated women who capture prestigious positions are still the 
exception, and not the norm (Oplatka & Lapidot, 2012). 
Consistently, Arab women are more likely to report mental 
illness than men (Kaplan et al., 2010) and are more likely 
to receive help from male physicians (Gross & Bramley-
Grinberg, 2000). Values of masculinity have shown to 
serve as a barrier for mental health service use (Vogel, 
Heimerdinger-Edwards, Hammer, & Hubbard, 2011). 
Potentially, these values which are likely more prevalent in 
the patriarch Arab society serve as a barrier to discussing 
issues concerning mental illness by Israeli Arab men in the 
present study. Although this was not the focus of the pre-
sent study, the gender divide could serve as a barrier to 
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mental health service use among Arab women who are 
most likely to have men physicians as their providers. The 
fact that providers were younger and more educated than 
patients in the present study could serve as an additional 
barrier to service use and explain the more traditional 
views reported by patients compared with providers.

Past research has largely acknowledged social and 
intergenerational solidarity as assets to the Arab commu-
nity in Israel (Khalaila & Litwin, 2011). Nonetheless, this 
study shows that the extended family, neighbors and soci-
ety at large are often ineffective in alleviating one’s mental 
illness. This was attributed both to their inadequacy to sup-
port individuals with mental health needs as well as to the 
fact that society at large might even be a cause of one’s 
mental illness, rather than a source of support. Although 
close family members and friends were viewed somewhat 
more favorably as potential sources of support, disclosure 
of personal information about mental illness was seen as 
having negative emotional ramifications on other family 
members as well as a potential source of aggravation of 
mental illness.

Of note is the description of multiple negative life 
events as potential sources of mental illness. Some of these 
life events are uniquely related to the lives of the Arab 
community in Israel, such as the high levels of murder and 
crime in this community as well as the lack of an adequate 
infrastructure for leisure time activities and social interac-
tions. For instance, although the Arab population in Israel 
constitutes about 21% of the population (Israel Central 
Bureau of Statistics, 2013), one out of three Israelis killed 
in car accidents is an Arab (Kubovich, 2014). Similarly, 
the murder rates are significantly higher in this population 
(Kubovich, 2014), the poverty rate is higher, infant mortal-
ity is higher and the average lifespan is lower than that in 
the Jewish population (Myers-JDC-Brookdale Institute, 
2012). These dry statistics are clearly reflected in respond-
ents’ accounts as reasons for their mental distress.

Not only was the social structure perceived as an inef-
fective source of support, but it was also viewed as a 
source of mental distress due to modernization processes 
that have taken place in society. Reportedly, social and 
intergenerational solidarity have deteriorated and are often 
replaced by loneliness and loss of social values. Past 
research has found loneliness to be an independent risk for 
depression (Cacioppo, Hughes, Waite, Hawkley, & 
Thisted, 2006). This empirical finding is supported by 
respondents’ observations of the increasing rates of loneli-
ness along with the increasing rates of mental distress in 
this population.

Although religiosity and particularly the inner belief in 
God and the praying to God were identified as effective 
sources of coping by the women who were interviewed in 
this study, none of the physicians identified these as poten-
tially helpful practices. This again is an indication of the 

modernization processes experienced by the Arab society. 
Most Israeli Arab primary care providers obtained their 
training in Israel (studying at Jewish universities) or in 
Europe. Hence, they are well accustomed to more modern 
notions concerning mental illness and tend to use the bio-
psychosocial model to address it. Their attitudes toward 
religion and secularity might differ from primary care 
patients. Primary care patients, in contrast, largely hold 
onto their religious values and may not be as familiar with 
the bio-psychosocial model (Al-Krenawi & Graham, 
1999). This discrepancy could become a barrier to mental 
health service use for patients who do not see the role of 
religiosity in the same way as their providers.

Another interesting finding was the distinction between 
private religiosity and public religiosity through the use of 
religious mediators. Whereas all primary care patients 
raved about the important role of private religiosity in their 
lives, public religiosity was viewed more ambivalently. 
This too could potentially be a sign of transition from a 
traditional society to a more modern one, which has to 
reinvent its coping mechanisms at times of distress.

Finally, similar to worldwide trends concerning self-
help activities, primary care patients and to a lesser degree 
primary care providers mentioned the engagement in 
activities and the disengagement from stressful life events 
as potential effective coping mechanisms. Interestingly, 
primary care patients made a strong connection between 
self-help mechanisms and religiosity, seeing the two as 
interconnected or even synonymous.

The present study has several limitations that should be 
acknowledged. First, as already noted, we ended up inter-
viewing women as primary care patients and men as pri-
mary care providers. Although this division reflects the 
gender distribution of mental health users and providers in 
this population, it limits the information provided by these 
groups. Second, the findings are based on a relatively 
small number of focus groups. The small number of groups 
does not allow for testing differences across different reli-
gious subgroups within the Arab community, but does 
allow identifying potentially important themes, using an 
in-depth perspective. Nevertheless, the reliance on two 
sources of information and the highly diverse samples of 
primary care patients and providers are strengths of this 
study. The findings suggest that the Arab population in 
Israel might be lacking informal sources of support at 
times of mental health needs. The lack of effective alterna-
tive means to cope with mental illness might even put 
Israeli Arab women at a risk for heightened levels of men-
tal illness. This can be partially explained by the moderni-
zation processes that have taken place in this society.

Acknowledgements

The study was approved by the Helsinki Committee of the Clalit 
Health Care Fund.



392 International Journal of Social Psychiatry 61(4)

Funding

The study was funded by the Israel National Institute for Health 
Policy Research.

References

Al-Krenawi, A., & Graham, J. R. (1999). Gender and biomedi-
cal/traditional mental health utilization among the Bedouin-
Arabs of the Negev. Culture Medicine Psychiatry, 23, 
219–243.

Al-Krenawi, A., & Graham, J. R. (2011). Mental health help-
seeking among Arab university students in Israel, differen-
tiated by religion. Mental Health, Religion & Culture, 14, 
157–167. doi:10.1080/13674670903454229.

Ayalon, L., Gross, R., Yaari, A., Feldhamer, E., Balicer, R., & 
Goldfracht, M. (2011). Characteristics associated with pur-
chasing antidepressant or antianxiety medications through 
primary care in Israel. Psychiatric Service, 62, 1041–1046. 
doi:10.1176/appi.ps.62.9.1041.

Baker, K. A. (2003). Marital problems among Arab families: 
Between cultural and family therapy interventions. Arab 
Studies Quarterly, 25(4), 53–74. doi:10.2307/41858462.

Bener, A., & Ghuloum, S. (2011). Gender differences in 
the knowledge, attitude and practice towards men-
tal health illness in a rapidly developing Arab society. 
International Journal of Social Psychiatry, 57, 480–486. 
doi:10.1177/0020764010374415.

Benzies, K. M., & Allen, M. N. (2001). Symbolic interactionism 
as a theoretical perspective for multiple method research. 
Journal of Advanced Nursing, 33, 541–547. doi:10.1046/
j.1365-2648.2001.01680.x.

Cacioppo, J. T., Hughes, M. E., Waite, L. J., Hawkley, L. C., 
& Thisted, R. A. (2006). Loneliness as a specific risk fac-
tor for depressive symptoms: Cross-sectional and longi-
tudinal analyses. Psychology and Aging, 21, 140–151. 
doi:10.1037/0882-7974.21.1.140.

Corbin, J., & Strauss, A. (1990). Grounded theory research: 
Procedures, canons, and evaluative criteria. Qualitative 
Sociology, 13, 3–21. doi:10.1007/bf00988593.

Elnekave, E., & Gross, R. (2004). The healthcare experiences of 
Arab Israeli women in a reformed healthcare system. Health 
Policy, 69, 101–116.

Gross, R., & Bramley-Grinberg, S. (2000). Health and welfare of 
women in Israel: Findings from a national survey. Mihtav 
L‘Haver, 62, 40–43 (in Hebrew).

Ibrahim, I. (1998). The status of Arab women in Israel. 
Critique: Critical Middle Eastern Studies, 7(12), 107–120. 
doi:10.1080/10669929808720123.

Israel Central Bureau of Statistics. (2013). Population by popu-
lation group.Available at: http://www.cbs.gov.il/reader/
cw_usr_view_SHTML?ID=629 [in Hebrew].

Johnson, R. J., Canetti, D., Palmieri, P. A., Galea, S., Varley, 
J., & Hobfoll, S. E. (2009). A prospective study of risk 
and resilience factors associated with posttraumatic stress 
symptoms and depression symptoms among Jews and Arabs 
exposed to repeated acts of terrorism in Israel. Psychological 
Trauma: Theory, Research, Practice, and Policy, 1, 291–
311. doi:10.1037/a0017586.

Kaplan, G., Glasser, S., Murad, H., Atamna, A., Alpert, G., 
Goldbourt, U., & Kalter-Leibovici, O. (2010). Depression 
among Arabs and Jews in Israel: A population-based study. 

Social Psychiatry and Psychiatric Epidemiology, 45, 931–
939. doi:10.1007/s00127-009-0142-1.

Katon, W. J., Lin, E. H. B., Von Korff, M., Ciechanowski, 
P., Ludman, E. J., Young, B., . . . McCulloch, D. (2010). 
Collaborative care for patients with depression and chronic 
illnesses. New England Journal of Medicine, 363, 2611–
2620. doi:10.1056/NEJMoa1003955.

Khalaila, R., & Litwin, H. (2011). Does filial piety decrease 
depression among family caregivers? Aging & Mental 
Health, 15, 679–686. doi:10.1080/13607863.2011.569479.

Kubovich, Y. (2014, September 3). Murder rate, road accidents 
among Israeli Arabs drop in 2012, police says. Haaretz. 
Retrieved from http://www.haaretz.com/news/national/
murder-rate-road-accidents-among-israeli-arabs-drop-in-
2012-police-says-1.462298.

Kulik, L., & Klein, D. (2010). Swimming against the tide: 
Characteristics of Muslim-Arab women in Israel who initi-
ated divorce. Journal of Community Psychology, 38, 918–
931. doi:10.1002/jcop.20405.

Laufer, N., Zilber, N., Jecsmien, P., Maoz, B., Grupper, D., 
Hermesh, H., . . . Munitz, H. (2013). Mental disorders in 
primary care in Israel: Prevalence and risk factors. Social 
Psychiatry and Psychiatric Epidemiology, 48, 1539–1554. 
doi:10.1007/s00127-012-0620-8.

Lerner, Y., & Levinson, D. (2012). Who gets mental health 
treatment from the GP? Results from the Israel National 
Epidemiological Mental Health Survey. Family Practice, 
29, 561–566. doi:10.1093/fampra/cms017.

Levav, I., Al-Krenawi, A., Ifrah, A., Geraisy, N., Grinshpoon, 
A., Khwaled, R., & Levinson, D. (2007). Common men-
tal disorders among Arab-Israelis: Findings from the Israel 
National Health Survey. Israel Journal of Psychiatry and 
Related Sciences, 44, 104–113.

Miles, M. B., Huberman, A. M., & Saldana, J. (2014). Qualitative 
data analysis: A methods sourcebook (3rd ed.). Thousand 
Oaks, CA: SAGE.

Mizrachi, M. T. (2007). The reform in mental health: Selected 
issues for discussion. Jerusalem, Israel: Haknesset, The 
Center for Research and Science (in Hebrew).

Morgan, D. L. (1997). Focus groups as qualitative research (2nd 
ed.). Thousand Oaks, CA: SAGE.

Myers-JDC-Brookdale Institute. (2012). The Arab popula-
tion in Israel 2012: Facts and figures. Jerusalem, Israel: 
Author.

Oplatka, I., & Lapidot, O. (2012). Muslim women in graduate stud-
ies: Some insights into the accessibility of higher education 
for minority women students. Studies in Higher Education, 
37, 327–344. doi:10.1080/03075079.2010.514899.

Roy-Byrne, P., Craske, M. G., Sullivan, G., Rose, R. D., Edlund, 
M. J., Lang, A. J., . . . Stein, M. B. (2010). Delivery of 
evidence-based treatment for multiple anxiety disorders in 
primary care: A randomized controlled trial. Journal of the 
American Medical Association, 303, 1921–1928.

Savaya, R. (1998). The under-use of psychological ser-
vices by Israeli Arabs: An examination of the roles of 
negative attitudes and the use of alternative sources 
of help. International Social Work, 41, 195–209. 
doi:10.1177/002087289804100207.

Serrano-Blanco, A., Palao, D., Luciano, J., Pinto-Meza, A., 
Luján, L., Fernández, A., . . . Haro, J. (2010). Prevalence 
of mental disorders in primary care: Results from the 

http://www.cbs.gov.il/reader/cw_usr_view_SHTML?ID=629
http://www.haaretz.com/news/national/murder-rate-road-accidents-among-israeli-arabs-drop-in-2012-police-says-1.462298


Ayalon et al. 393

diagnosis and treatment of mental disorders in primary 
care study (DASMAP). Social Psychiatry and Psychiatric 
Epidemiology, 45, 201–210. doi:10.1007/s00127-009-
0056-y.

Vogel, D. L., Heimerdinger-Edwards, S. R., Hammer, J. H., 
& Hubbard, A. (2011). ‘Boys don’t cry’: Examination of 
the links between endorsement of masculine norms, self-

stigma, and help-seeking attitudes for men from diverse 
backgrounds. Journal of Counseling Psychology, 58,  
368–382. doi:10.1037/a0023688.

Zeidner, M., & Ben-Zur, H. (2013). Personal resources at 
the juncture of culture and life satisfaction. Personality 
and Individual Differences, 54, 187–191. doi:10.1016/j.
paid.2012.08.033.


