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Background: Compared to the general workforce, hospital staff has a greater incidence of chronic diseases and mental health 
illnesses. Wellness programs have been shown to improve the health and well-being of hospital employees by reducing risk factors and 
promoting healthy behaviors. In the Arab World, there are no available studies on the number, nature, or impact of wellness services 
provided to healthcare workers.
Objective: The study aims to assess the prevalence, characteristics, and components of health and wellness programs targeting 
hospital employees in Arab countries. It also aims to test the association of hospitals’ characteristics and the challenges faced by these 
hospitals with the availability of such programs.
Methods: A cross-sectional study was conducted through an online questionnaire in English and Arabic emailed to directors of Arab 
hospitals registered in the Arab Hospital Federation.
Results: Only 39.5% of the hospitals in the Arab region have an established wellness program. No significant association was found 
between hospital characteristics and the availability of these wellness programs. The most provided services for hospital staff are Flu 
vaccine (90.7%), pre-employment medical exam (79.1%), healthy food options (65.1%), and health risk assessment (60.5%), while the 
least common provided services are mental health (20.9%) and stress management (23.3%). The most common challenges facing 
wellness services (scale: 0–10) are financial restriction (5.95), creating a culture of health (5.88), and motivating employees (5.56). 
Only 4.7% of hospitals provide incentives to participate in their wellness programs.
Conclusion: In general, Arab hospitals lack a wellness culture, and more investment is needed in essential wellness services such as 
mental health, weight reduction, stress management, and smoking cessation.
Keywords: wellness services, well-being, health program, Arab hospitals, hospital staff

Background
Healthcare workers (HCWs) face unique occupational exposures. They work long hours, are subject to shift work and 
a hectic pace, and suffer from significant stress in jobs that can have life-or-death implications.1 They also tend to neglect 
their own health while providing care for others.

Evidence has shown that HCWs have some of the highest rates of health risks in many areas compared to the rest of 
the population. HCWs were found to have the second highest rate of obesity, following public administration 
employees.2 HCWs also have a high prevalence of cardiovascular risk factors3,4 and are more likely to be admitted to 
the hospital for chronic diseases such as diabetes, coronary artery disease, hypertension, congestive heart failure, and 
musculoskeletal disorders compared to the general workforce. Sickness absence, dissatisfaction, and distress are also 
more prevalent among HCWs compared to workers employed in other sectors.4 In addition, HCWs have been identified 
as a high-risk population for burnout;5–7 a psychological syndrome characterized by emotional exhaustion, a sense of 
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helplessness, depersonalization, negative attitudes toward work and life, and a diminished sense of personal 
achievement.8 Furthermore, HCWs’ highly prevalent burnout has been associated with inadequate patient care,9,10 

which results in reduced patient satisfaction,9,10 impaired quality of care,11,12 and consequently increases the probability 
of medical errors.13–18

These elevated rates of health risks and chronic diseases among HCWs subsequently lead to high healthcare costs. 
According to a 2012 Towers Watson/National Business Group on Health survey, hospital employees’ healthcare costs are 
13% more than the overall US workforce.19 Elevated rates of health risks and chronic diseases are also predictors of 
increased sick leave,20 which in turn increases both direct and indirect costs on employers.21 Direct costs include wages 
paid during sick leave and the cost of occupational health care, whereas indirect costs include lost productivity, the cost 
of alternative workers, overtime, and administrative fees.22 Moreover, employees with higher engagement levels have 
lower levels of sickness absence among staff, and also have lower spending on agency and bank staff.23 As a result, 
preserving employees’ well-being should be a major concern for hospitals and health systems. In addition to improving 
employees’ general health and therefore decreasing their healthcare costs in the hospitals, prioritizing HCWs’ physical 
and mental health resulted in better patient care.24–26

Improving healthcare professionals’ physical, emotional, and psychological health and well-being has been gaining 
interest worldwide.18 To pursue this objective, hospitals are establishing health and wellness programs and services. In 
short, health is a state of being, whereas wellness is the state of living a healthy lifestyle.27 Health refers to physical, 
mental, and social well-being; wellness seeks to improve this well-being.27 Health and wellness programs are defined as 
services or activities that intend to improve or promote the health and fitness of individuals. Services offered may include 
risk assessment tools, behavior modification programs, educational opportunities, workplace adjustments, immunization 
campaigns, employee assistance/mental health services, smoking cessation programs, weight loss programs, stress 
management, and personal health coaching. Such interventions targeting HCWs have been shown to positively affect 
exercise frequency, smoking behavior, and weight control28 and reduce the risk of developing chronic diseases in this 
population. Furthermore, stress management and mental well-being programs increased healthcare workers’ coping skills 
and promoted healthy behavior.29–31

According to the American Hospital Association survey, more than 80% of US Hospitals do offer established health 
and wellness programs or similar initiatives for employees to improve their health.32 There have been no such surveys 
conducted in the Arab region, including almost 22 countries with different income levels. In the United States, Health 
care facilities are largely owned and operated by private sector businesses, and only 21% are government owned.33 In the 
Arab region, health care systems are mainly private in some countries such as Lebanon34 and Palestine35 and are mostly 
run by the government in other countries such as Kuwait,36 Oman,37 Egypt,38 Saudi Arabia,39 Algeria,40 and Tunisia.41 

Thus, this study aims to assess the prevalence, characteristics, and components of health and wellness programs targeting 
hospital employees in Arab countries. Furthermore, it aims to test the association between the hospitals’ characteristics 
and the challenges faced by these hospitals, with the availability of such programs.

Methods
Study Design and Data Collection
This is a cross-sectional study conducted at the American University of Beirut (AUB) after the approval of the 
institutional review board (IRB). To allocate our sample of hospitals in the Arab region, the Arab Hospital Federation 
(AHF) was contacted. AHF is a regional nongovernmental organization founded in 2002 to represent and serve Arab 
hospitals. It has almost 500 members from the 22 Arab countries defined by the Arab League. Our sample population 
included all hospitals, private or governmental, academic, and non-academic, and registered in the AHF. Any hospital not 
registered in the AHF was excluded. An email invitation (in Arabic and English) was sent to the secretary of the AHF, 
who later forwarded the invitation to hospital directors of all hospitals registered in the federation. After one week, 
another reminder was sent. A final third reminder was sent four weeks after the original email.

Each email invitation contained an informed consent and a link to an online survey that populated the database 
located on the AUB servers. The hospital directors who were not able to fill out the survey themselves forwarded it to 
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a designated professional at the institution who was knowledgeable of the hospitals’ programs including quality officers, 
human resource managers, and other concerned HCWS. Out of the 500 reached hospitals, 43 hospitals responded to the 
survey (8.6% response rate). Data collected were anonymous, confidential, and protected.

Survey Content
The “hospital employee health and wellness programs” survey was created and validated by the American Hospital 
Association (AHA).32 It included three main sections covering the hospitals’ characteristics, the wellness program 
components and their features, and the challenges encountered by these hospitals to establish and maintain a wellness 
program.

Data and Variables
The categorical variables were: country income level, institution type (private v/s government), location (urban v/s rural), 
affiliation with an academic institution (academic v/s non-academic), number of beds, number of full-time employees, 
job title of the person who is filling the questionnaire, availability of a wellness center, implementation of a tobacco-free 
policy, offering of web-based health and wellness resources, availability of a reward system for wellness initiatives, 
measuring the return on investment (which is used to calculate the benefit of an investment by dividing the return of the 
investment by the total cost of investment),42 having program benchmark (which is a set of metrics used to compare the 
project performance to the designed plan),43 and type of entity that administers the wellness program (private company, 
v/s human resources, v/s hospital administration).

For each wellness program, we assessed if it was offered to doctors, if participation was mandatory, and if the 
program was free of charge.

To determine the challenges encountered to establish and maintain a wellness program, we used the challenges 
domain from the 26-Qs “hospital employee health and wellness programs survey” created and validated by the American 
Hospital Association (AHA).32 It includes potential challenges that hospitals might face when offering employee health 
and wellness programs or services. The challenge scores range from zero to ten (zero for no challenges encountered and 
10 for extreme challenges).32

Statistical Analysis
Data were analyzed using SPSS version 20. Frequency and percentages were presented for categorical variables, whereas 
medians, means, and standard deviations were presented for continuous variables. To test the association between the 
primary outcome (having an established wellness center) and independent variables, Mann–Whitney U-Test was used for 
continuous variables and the Chi-square test (or Fisher exact test if any cell < 5) for categorical variables. Any P-value 
less than or equal to 0.05 was considered statistically significant.

Results
Forty-three hospitals completed the survey. Figure 1 shows the percentage of participating hospitals from each country. 
The highest response was from Kuwait (32.6%), followed by Saudi Arabia (27.9%) and Lebanon (20.9%).

Table 1 shows the participating hospitals’ descriptive characteristics. More than half of the hospitals were located in 
a high-income level country (62.8%), were private hospitals (67.4%), and were non-academic (55.8%). Most hospitals 
had less than 160 beds (58.1%) and employed 400 or more full-time employees (65.1%). Almost half reported having 
a tobacco-free policy (51.2%), 37.2% had web-based wellness resources, and 23.3% had a wellness newsletter.

Only 39.5% of the hospitals had a structured wellness center. More than half of the wellness centers were 
administrated by the hospital administration (56.2%), 11.8% had a reward system, and 23.5% had program benchmarks. 
To add, 23.5% had measured the return on investment, with 100% reporting a positive result.

Table 2 shows the wellness services provided at the hospitals. For each wellness service, we assessed whom it was 
delivered to (doctors, staff, or both) if it was mandatory, applied routinely, and free of charge. Most of the hospitals 
offered individual risk assessments, influenza vaccines, and pre-employment evaluations for both doctors (79.1%, 86%, 
72.1%) and staff (83.7%, 90.7%, 79.1%,) and these were free of charge for the most part (81.4%, 81.4%, 58.1% 
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respectively). In more than half of the sample, health risk assessments prevention programs and healthy food programs 
were delivered to both doctors (53.5%, 53.5%, 69.8%) and staff (60.5%, 55.8%, 65.1%) and were free of charge (58.1%, 
46.5%, 11.6%). Almost a third of the hospitals provided biometric assessment for doctors (34.9%) and staff (32.6%), and 
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Figure 1 Country-wise Distribution of Participating Hospitals.

Table 1 Descriptive Characteristics of the Participating Hospitals

Variables Frequency (N) Percentage (%)

Country Income Level (N=43)

Low and low middle 7 16.3

Middle 9 20.9
High 27 62.8

Institution (N=43)
Governmental 14 32.6

Private 29 67.4

Location (N=43)

Urban 41 95.3

Rural 2 4.7

Affiliated with an academic institution (N=43)

Non-academic 24 55.8
Academic 19 44.2

(Continued)
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they were free of charge a third of the time (34.9%). Only 20.9% of the hospitals offered mental health services to their 
employees (doctors and other staff) and only 14.3% and 23.3% offered stress management services to their doctors and 
staff respectively. Almost a quarter (or less) of the hospitals reported having other essential services like smoking 
cessation, weight reduction, and health coaching.

Table 3 shows the association between hospitals’ characteristics with the availability of a wellness program. All the 
hospital characteristics and wellness program features described were not associated with the presence or absence of 
a wellness program at the hospital.

Table 1 (Continued). 

Variables Frequency (N) Percentage (%)

Number of beds (N=43)

Less than 160 25 58.1
161–264 8 18.6

265 or more 10 23.0

Number of full-time employees (N=43)

Less than 400 15 34.9

400 or more 28 65.1

Job title of the personnel who filled the survey (N=43)

Hospital director 9 20.9
HR 4 9.3

Quality officer 8 18.6

Other concerned health care workers 22 51.2

Tobacco-free policy (N=43)

Yes 22 51.2
No 21 48.8

Web-based health and wellness resources (N=43)

Yes 16 37.2

No 27 62.8

Wellness newsletter (N=43)

Yes 10 23.3
No 33 76.7

Having a well-established wellness program (N=43)
Yes 17 39.5

No 26 60.5

Who administers wellness program (N=16)

Private company 1 6.2

Human resources 6 37.5
Hospital administration 9 56.2

Have a rewarding system (N=17)
Yes 2 11.8

No 15 88.2

Measured the return on investment (N=17)

Yes 4 23.5

No 13 76.5

Having program benchmark (N=17)

Yes 4 23.5
No 13 76.5
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The challenges to establishing and maintaining employee health and wellness programs are shown in Table 4. The 
highest reported challenges were financial restriction, creating a culture of health, and motivating employees (mean= 
5.95, 5.88, and 5.56 respectively). There was no statistical difference in challenges between hospitals that have 
established wellness programs versus those that do not have a wellness program.

Discussion
In Summary, only 39.5% of the participating Arab hospitals had a structured wellness program. All the hospital 
characteristics and wellness program features described were not associated with the presence or absence of 
a wellness center program at the hospital. As for implemented services, flu vaccination, pre-employment evaluations, 
healthy food, and health risk assessment were among the top four wellness services provided for Arab hospital 

Table 2 Descriptive Characteristics of Wellness Services Provided by the Hospital

Name of Wellness Service Total Name of Welness Service Total
N (%) N (%)

N= 43 43

Health risk assessment Healthy food
For Doctors (yes) 23 (53.5) For Doctors (yes) 30 (69.8)

For Staff (yes) 26 (60.5) For Staff (yes) 28 (65.1)

Obligatory (yes) 17 (39.5) Obligatory (yes) 7 (16.3)
Routine (yes) 16 (37.2) Routine (yes) 22 (51.2)

Free of charge (yes) 25 (58.1) Free of charge (yes) 5 (11.6)

Biometric assessment Weight reduction
For Doctors (yes) 15 (34.9) For Doctors (yes) 8 (18.6)

For Staff (yes) 14 (32.6) For Staff (yes) 8 (18.6)

Obligatory (yes) 8 (18.6) Obligatory (yes) 1 (2.3)
Routine (yes) 9 (20.9) Routine (yes) 2 (4.7)

Free of charge (yes) 15 (34.9) Free of charge (yes) 8 (18.6)

Safety assessment Health coaching
For Doctors (yes) 34 (79.1) For Doctors (yes) 7 (16.3)

For Staff (yes) 36 (83.7) For Staff (yes) 6 (14.0)

Obligatory (yes) 26 (60.5) Obligatory (yes) 3 (7.0)
Routine (yes) 29 (67.4) Routine (yes) 3 (7.0)

Free of charge (yes) 35 (81.4) Free of charge (yes) 5 (11.6)

Influenza vaccine Smoking cessation
For Doctors (yes) 37 (86.0) For Doctors (yes) 12 (27.9)

For Staff (yes) 39 (90.7) For Staff (yes) 12 (27.9)

Obligatory (yes) 13 (30.2) Obligatory (yes) 5 (11.6)
Routine (yes) 32 (74.4) Routine (yes) 9 (20.9)

Free of charge (yes) 35 (81.4) Free of charge (yes) 12 (27.9)
Stress management Mental health program
For Doctors (yes) 6 (14.0) For Doctors (yes) 9 (20.9)

For Staff (yes) 10 (23.3) For Staff (yes) 9 (20.9)
Obligatory (yes) 3 (7) Obligatory (yes) 3 (7.0)

Routine (yes) 4 (9.3) Routine (yes) 0 (0)

Free of charge (yes) 7 (16.3) Free of charge (yes) 9 (20.9)
Prevention program Pre-employment
For Doctors (yes) 23 (53.5) For Doctors (yes) 31 (72.1)

For Staff (yes) 24 (55.8) For Staff (yes) 34 (79.1)
Obligatory (yes) 18 (41.9) Obligatory (yes) 33 (76.7)

Routine (yes) 19 (44.2) Routine (yes) 33 (76.7)

Free of charge (yes) 20 (46.5) Free of charge (yes) 25 (58.1)
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employees. Almost a quarter or less of the hospitals reported having other essential services like weight reduction, health 
coaching, mental health, stress management services, and smoking cessation.

Only 17 Arab region hospitals that participated in our survey (39.5%) had a wellness program in place. This 
percentage is much lower when compared to the prevalence of wellness programs available in US hospitals (85%).32 

In Europe, there is no comprehensive survey examining the prevalence of structured wellness programs in hospitals and 
medical centers.44 Moreover, less than one-quarter of the hospitals in the region reported that they had measured the 
return on investment. Those that have effectively measured ROI show positive results. This proves that in addition to the 
benefits of the wellness programs to the HCWs themselves, the investment in such programs is profitable to the hospitals. 
Most institutions worldwide do not monitor the return on investment of implemented wellness programs. This might be 
due to companies’ unwillingness to engage more time and money in gathering data, distributing surveys, or calculating 
the variables required to calculate the return on investment.45 Given the necessity of assessing ROI to verify the 
effectiveness of implemented programs,42 and the fact that estimating ROI normally takes several years, Arab hospital 
leaders must commit to measurement, evaluation, and improvement over a multi-year period.

According to our research, the top four wellness services for Arab hospital staff were flu vaccination (90.7%), pre- 
employment evaluations (79.1%), healthy food (65.1%), and health risk assessment (60.5%). In comparison, the most 
common services offered by surveyed US hospitals were flu and other immunizations (100%), healthy food (93%), 
mental health services (93%), and safety programs like ergonomics and workplace violence education (92%).32 The 
difference in services provided may be attributed to the difference in beliefs and culture among Arab and American 

Table 3 Bivariate Association Between Hospital Characteristics and Wellness Features with the 
Availability of an Established Wellness Center at the Hospital

Established Wellness Center/ Program P-value

Yes N (%) No N (%)

17 (39.5) 26 (60.5)

Country Income Level* 0.095

Low and low middle 1 (5.9) 6 (23.1)
Middle 6 (35.3) 3 (11.5)

High 10 (58.8) 17 (65.4)

Institution 0.757
Governmental 6 (35.3) 8 (30.8)

Private 11 (64.7) 18 (69.2)

Location 0.511
Urban 17 (100) 24 (92.3)

Rural 0 (0) 2 (7.7)

Affiliated with an academic institution 0.118
Non-academic 7 (41.2) 17 (65.4)

Academic 10 (58.8) 9 (34.6)

Number of beds 0.307
Less than 160 8 (47.1) 17 (65.4)

161–264 3 (17.6) 5 (19.2)

265 or more 6 (35.3) 4 (15.4)
Number of full-time employees 0.964

Less than 400 6 (35.3) 9 (34.6)

400 or more 11 (64.7) 17 (65.4)
Job title 0.475

Hospital director 6 (35.3) 3 (11.5)
HR 1 (5.9) 3 (11.5)

Quality officer 4 (23.5) 4 (15.4)

Other concerned health care workers 6 (35.3) 16 (61.6)
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populations. In Arab countries, studies show that mental health literacy, even among healthcare professionals, is limited, 
and high levels of stigma and negative attitudes towards mental health illness were reported among the public.46 Besides, 
Arab hospital employees often suffer from workplace violence due to the lack of proper policies and legislation 
addressing workplace violence in many Arab hospitals.47–49 Providing workplace safety programs is not possible in 
the absence of appropriate policies and regulations that both outline a safe workplace environment and prevent events of 
this nature.

Obesity ranks fifth worldwide, among known risk factors for death and chronic illnesses, including cardiovascular 
disease, cancer, and diabetes, aside from mental health difficulties.50 The Arab countries have witnessed a considerable 
increase in the incidence of obesity over the last few years, with approximately 30% of the Arab population being 
classified as obese.51 HCWs in particular have some of the highest rates of obesity compared to other occupations, 
only second to those who work in public administration.2 This finding was also described in recent studies in Nigeria and 
England where almost one-quarter of the participating HCWs were obese.52,53 Although lifestyle improvements, such as 
healthy food, exercise, and behavior changes, are still the cornerstones of obesity management,54 participating hospitals 
in this study rarely reported these interventions. Our study showed that only a small percentage of Arab hospitals 
incorporated weight management (18.6%) and health coaching (14%) services into their wellness programs. A large RCT 
found that wellness programs promote behavior change, with employees who participate in worksite wellness programs 
reporting an 8.3 percentage point higher rate in engaging in regular exercise and a 13.6 percentage point higher rate in 
weight management than those who work at sites where a program is not available.55 This emphasizes the necessity of 
offering weight management services to Arab HCWs, especially in settings where the prevalence of overweight and 
obesity is high.

There was also a particularly low prevalence of available mental health services in our study population: less than 
a quarter of the participating hospitals had a mental health program or a stress management program. Even though work 
stress is a major concern in hospitals,44,55,56 specifically in the Arab region, it was not among the top issues addressed in 
the surveyed hospitals in our study. Burnout among health care professionals was found to be highly prevalent in Arab 

Table 4 Challenges to Offer Successful Employee Health and Wellness Program on a Score from (0–10)

Total Established Wellness Center/ Program P-value

N (%) Yes No

N= 43 17 26

Motivating employees 0.679

Median 6 6 6

Mean (SD) 5.56 (2.71) 5.29 (3.02) 5.73 (2.54)
Measuring program effectiveness 0.930

Median 6 6 5.50

Mean (SD) 5.23 (2.63) 5.24 (2.77) 5.23 (2.58)
Creating a culture of health 0.755

Median 6 6 6.5

Mean (SD) 5.88 (2.90) 5.71 (2.91) 6 (2.94)
Obtaining employee health information 0.793

Median 5 5 5

Mean (SD) 5.12 (2.82) 5.29 (2.80) 5 (2.88)
Financial restraints or limitations 0.980

Median 6 6 6

Mean (SD) 5.95 (3.00) 6 (2.74) 5.92 (3.21)
Communicating with employees 0.652

Median 5 6 4.5

Mean (SD) 4.88 (3.05) 5.24 (3.42) 4.65 (2.83)

Note: $ using Mann–Whitney U-Test.
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countries across all burnout categories, including high Emotional Exhaustion (20.0–81.0%), high Depersonalization (9.2– 
80.0%), and low Personal Accomplishment (13.3–85.8%), according to a systematic review of 19 studies.44 Evidence has 
proven the efficacy of mindfulness-based- stress management approaches in reducing burnout and promoting resilience 
in healthcare providers.57 Alleviating burnout among HCWs consequently decreases its negative outcome on patient 
quality of care including unsafe care, unprofessional behaviors, and low patient satisfaction.58 Thus, more efforts should 
be deployed in medical centers in the Arab region to address the growing need for mental health services among HCWs.

As for smoking among HCWs, a recent meta-analysis and systematic review including 229 studies found that the 
overall prevalence of tobacco use in HCWs was 21%.59 This figure is alarming as HCWs play an important role in 
curbing the global tobacco epidemic.60 The importance of HCWs serving as role models and setting an example by not 
smoking tobacco is especially stressed in Article 14 of the WHO Framework Convention on Tobacco Control (FCTC).61 

Despite its importance, only 27.9% of the participating hospitals provided smoking cessation services for their staff 
compared to 85% of the surveyed US hospitals.32 This highlights the importance of tobacco treatment and preventive 
measures specifically targeting HCWs through workplace interventions, restriction on smoking while at work, and 
provision of cessation support for smoking HCWs.

No significant association was found between hospitals’ characteristics and having a wellness program. This finding 
is opposite to the results of a study evaluating wellness programs in 338 US Hospitals, where larger hospitals were more 
likely than smaller hospitals to offer wellness programs (P<0.01).62 The absence of this association in Arab hospitals 
proves that the country’s income level, hospital capacity, its type (private or governmental/academic or non-academic), 
and its location do not affect the implementation of such a program. Indeed, the scarcity of established wellness programs 
in Arab hospitals may be directly linked to the absence of wellness culture in Arab workplaces and the presence of 
a knowledge gap on the importance of these wellness programs for hospital employees’ well-being and consequently 
their quality of work. This highlights the need to educate hospital directors and employees in the Arab hospitals on the 
importance of wellness services to both the employers and the employees through scientific and realistic evidence such as 
successful scenarios from other hospitals and institution, and published wellness articles.

It is also worth mentioning that the top three challenges faced by hospitals in the Arab region were similar to those 
reported by US hospitals, namely: financial restrictions (5.95 vs 0.5.5), creating a culture of health (5.88 vs 5.6), and 
motivating employees (5.56 vs 6) (respectively).32 Even though financial constraints were the most commonly reported 
challenge; a higher level of country income was not associated with a higher percentage of having established 
wellness programs.

Studies have shown that incentives encouraging employees to join wellness programs are linked to higher participa
tion rates.56 In the Arab region, only 4.7% of hospitals provided incentives to participate in a wellness program, whereas, 
in the US, 79% provided incentives and 21% imposed consequences for not participating.32 Thus, hospital managers 
should encourage their employees to participate in the provided wellness services by offering different kinds of 
incentives such as cash prizes, gift cards, paid day-offs, and others.

Strengths and Limitations
There is a lack of literature on wellness programs in the Arab region. This study is the first to address wellness 

programs in Arab region hospitals. However, it has a few limitations. The main limitation of our study is the low 
response rate and consequently the small sample size. The low response rate was lower than expected since the survey 
was administered during the beginning of the COVID-19 pandemic (from January to September 2020), when hospitals 
were focusing all of their efforts on preparing for the emerging outbreak. Even though only 43 hospitals participated in 
our survey, our sample offered a good representation of the Arab region as it included hospitals from high, middle, and 
low-income countries. Another limitation is the cross-sectional design which only provides a snapshot of the available 
data. Furthermore, employee perceptions of the provided wellness services and their suggestions for potential future 
services were not assessed. Future research may aid in addressing this issue. Finally, participation was only limited to 
hospitals registered in the Arab Hospital Federation database.
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Conclusion
Results have shown a significant shortage in the establishment of wellness programs in Arab hospitals, especially for 
essential services such as mental health and weight management. The availability of such programs was not associated 
with having a higher income or other hospital characteristics, highlighting the lack of wellness culture rather than the 
financial constraint.

To promote a culture of wellness in the Arab regions, efforts should be made to educate hospital directors and 
employees in the Arab hospitals on the importance of wellness services for improving healthcare workers’ well-being, 
enhancing the quality of patient care consequently, and decreasing the burden of employees’ healthcare costs on the 
hospitals.

Future studies should highlight the long-term impact of providing wellness services to Arab hospital employees on 
both, the healthcare workers, and their organizations.
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