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This issue is a special issue this year that
includes a a large cross sectional study from
Saudi Arabia, and another large revision of
Major Social Impacts of a Vegetarian Diet on
Vegetarians in Lebanon and a network paper
on Role of Evidence-Based Public Health in
Controlling Emerging Infectious Diseases

The cross ectional study form Riyadh attempt
to assess barriers, practice attitude and
knowledge of primary health care physicians
about communication skills during medical
consultations in primary health care centers
in National Guard Hospital in Riyadh,

Saudi Arabia. The study included seventy
primary care physicians were answered

a structured questionnaire about their
knowledge, practice and barrier of effictive
communication skills during medical
consultations. Survey of 70 PHC physicians
showed 25(35.7%) resident, 28(40%)
specialized. Majority of the physicians

did receive some form of training for
communication skills (85.7%), however, they
did perceive lack of proper training (68.5%)
as a barrier also. Common patient barrier to
better communication with patients were
different cultural norms from physicians or
gender being different (51.4%). Practice score
were significantly different for residents,
staff physicians and specialists. Physicians
who were confident of their communication
skills and who made a concious effort to
apply the skills that they had learned were
shown to score better on practicing these
communication skills, Chi-sq 30.11 p value
<0.001, and Chi-sqg. 12.67 p value 0.002,
respectively. The authors concluded that
knowledge of communication skills can
improve with training however having the
knowledge does not affect the practice of
communication skills unless the physician

is self-confident and has the right attitude
of consciously applying that knowledge in
his/her practice and improvement comes
with age and experience.

In the second paper the authors
discussed the role of evidence-based
public health in controlling emerging
infectious diseases. Emerging infec-
tious diseases are on the rise and pose
a growing challenge to Health Care
Providers around the world. They in-
clude infectious diseases that have not
occurred in humans before, diseases
that have occurred previously but af-
fected only small numbers of people in
isolated places such as AIDS and Ebola
hemorrhagic fever or diseases that have
occurred throughout human history but
have only recently been recognized

as distinct diseases due to an infec-
tious agent, such as Lyme disease and
gastric ulcers. The authors stressed that
the best available evidence, moderated
by patient circumstances and prefer-
ences, is applied to improve the quality
of clinical judgments, to ensure Patient
safety and facilitate cost-effective health
care. Evidence-Based public health

is defined as the development, imple-
mentation, and evaluation of effective
programs and policies in public health
through application of principles of sci-
entific reasoning, including systematic
uses of data and information systems,
and appropriate use of behavioral
science theory and program planning
models.

The last paper is the second paper of a
series in a previous study, the reasons
for adopting a vegetarian diet in Leba-
non and its health impact on preventing
and curing their diseases was inves-
tigated. In this study, the researcher
investigates some of the social effects
of a vegetarian diet on the Lebanese
vegetarians in some areas in Lebanon.
The purpose of this research is to find
out whether any type of vegetarianism
could be easily accepted and adopted
by the Lebanese market and society.
This study researched the feasibility and
social practicality of such a diet from a
social perspective. A cross-sectional
study of developmental research was
used for this research which consisted
of a quantitative approach that used a
questionnaire filled by a random sample
of respondents. The people surveyed,
or the respondents, were individuals
exposed (for any duration of time) to any
type of vegetarian diet. The hypotheses
were tested using frequency analysis,
chart analysis and cross-tabulation

FROM THE EDITOR

using the Statistical Package for the
Social Sciences (SPSS).Based on the
results of this research and the tested
statistical hypotheses, the researcher
believes that the social life of vegetar-
ians in Lebanon is minimally affected
and could actually have some positive
impacts on others. Most vegetarians
(semi-vegetarians having it easier and
more common than vegans) could enjoy
any social event or family meal.

While all efforts have been made to ensure
the accuracy of the information in this
journal, opinions expressed are those of the
authors and do not necessarily reflect the
views of The Publishers, Editor or the Editorial
Board. The publishers, Editor and Editorial
Board cannot be held responsible for errors
or any consequences arising from the use of
information contained in this journal; or the
views and opinions expressed.
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Abstract

Hospital in Riyadh, Saudi Arabia.

Design: Cross sectional study

with age and experience.

Objectives:To assess barriers, practice attitude and knowledge of primary health care physicians about
communication skills during medical consultations in primary health care centers in National Guard

Methodology: The study was conducted during the period from November 2009 till July 2010. Seventy
primary care physicians answered a structured questionnaire about their knowledge, practice and barrier
of effective communication skills during medical consultations.

Results: Survey of 70 PHC physicians showed 25(35.7%) residents, 28(40%) specialized. The majority of
the physicians did receive some form of training for communication skills (85.7%), however, they did
perceive lack of proper training (68.5%) as a barrier also. Common patient barriers to better
communication with patients were different cultural norms from physicians or different gender (51.4%).
A system related barrier noted by physicians was lack of time (82.8%). Mean score of practicing com-
munication skills was 37.2/60 and mean knowledge score was 3.31/6 for the physicians in our study. No
relationship between knowledge and practice was noted in our study but a positive correlation between
age, years of experience and practicing communication skills was found ( F-statistic 5.6, p value 0.006).
Practice scores were significantly different for residents, staff physicians and specialists. Physicians
who were confident of their communication skills and who made a concious effort to apply the skills that
they had learned were shown to score better on practicing these communication skills, Chi-sq 30.11 p
value <0.001, and Chi-sq. 12.67 p value 0.002, respectively.

Conclusion: Knowledge of communication skills can improve with training however having the knowl-

edge does not affect the practice of communication skills unless the physician is self-confident and has
the right attitude of consciously applying that knowledge in his/her practice and improvement comes

Key words: communication skills, barrier, practice, knowledge, atittude , primary health care physicians.

Introduction

The expectations of the public from health care providers
have increased over the last few decades and the majority
are familiar with their rights in the health care system.
As a consequence, it is of high priority that health care
providers have effective communication skills. It has been
well documented that the doctor-patient relationship is
central to the delivery of high quality medical care. It has
been shown to affect patient satisfaction, to decrease the
use of pain Killers, to shorten hospital stays, to improve
recovery from surgery and a variety of other biological,
psychological and social outcomes [1-4].

Good communication skills are integral to medical and
other healthcare practice. Communication is important
not only to professional-patient interaction but also
within the healthcare team. The benefits of effective
communication include good working relationships and
increased patient satisfaction. Effective communication
may increase patient understanding of treatment, improve
compliance and lead to improved health outcomes. It can
also make the professional-patient relationship a more
equitable one. Undoubtedly however, there are barriers to
effective communication ranging from personal attitudes,

to the limitations placed on doctors by the organizational
structures in which they work [5].

In orderto deliver effective healthcare, doctors are expected
to communicate competently both orally and in writing with
a range of professionals, managers, patients, families and
carers. Simply recognizing the need forgood communication
skills is not enough; healthcare professionals must actively
strive to achieve good communication skills by evaluating
their own abilities. Education providers need to ensure
that appropriate and effective training opportunities are
available to doctors to develop and refine such skills in
order to facilitate interaction with patients and others [5].

Benefits of good communication can be identified for both
doctors and patients.

Benefits for patients

* The doctor-patient relationship is improved. The doctor is
better able to seek the relevant information and recognize
the problems of the patient by way of interaction and
attentive listening. As a result, the patient’s problems may
be identified more accurately [6].

* Good communication helps the patient to recall information
and comply with treatment instructions thereby improving
patient satisfaction [7, 8]
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* Good communication may improve patient health and
outcomes. Better communication and dialogue by means
of reiteration and repetition between the doctor and
patient has a beneficial effect in terms of promoting better
emotional health, resolution of symptoms and pain control
[9].

* The overall quality of care may be improved by ensuring
that patients’ views and wishes are taken into account as a
mutual process in decision making.

* Good communication is likely to reduce the incidence of
clinical error [6]

Benefits for doctors

» Effective communication skills may relieve doctors of
some of the pressures of dealing with the difficult situations
encountered in this emotionally demanding profession.
Problematic communication with patients is thought
to contribute to emotional burn-out and low personal
accomplishment in doctors as well as high psychological
morbidity [10]. Being able to communicate competently
may also enhance job satisfaction.

 Patients are less likely to complain if doctors communicate
well. There is, therefore, a reduced likelihood of doctors
being sued.

In all doctor-patient interactions a variety of communication
skills are required for different phases of the consultation.
During the start of a consultation, doctors must establish a
rapport and identify the reasons for the consultation. They
must go on to gather information, structure the consultation,
build on the relationship and provide appropriate
information [11]. There is a trend in healthcare on pushing
the need for strong communication skills in medicine. In
relation to communication with patients, an increasing
focus on shared decision making and communication
of risk, are two of the most important factors [12]. For
example, communication skills can help healthcare staff
to explain the results of epidemiological studies or clinical
trials to individual patients in ways that can help patients to
understand risk [13]. Doctors can do this more effectively
if they develop relationships with their patients and if they
take into account knowledge and perceptions of health
risks in the general public [14].

Recent research shows that poor communication between
healthcare staff and patients is still all too common.
For example, when the Lothian Hospitals NHS Trust in
Scotland asked patients for their views on communication
issues, they found that 60 per cent of patients complained
about a lack of involvement in decisions about their care,
33 per cent said they had been given no explanation of test
results and 31 per cent said they had no opportunity to talk
to the doctor. Twenty-three per cent complained of nurses
and doctors saying different things [6].

The General Medical Council (GMC) in London stresses
the need for communication skills in a number of its
guidance notes [15-18]. The GMC recognizes that the
communication skills required throughout a doctor’s career
are likely to change. Doctors should review their skills as
part of their continuing professional development, and take

ORIGINAL CONTRIBUTION AND CLINICAL INVESTIGATION

part in educational activities as a means of maintaining and
further developing their competence [16].

Other medical professional bodies have highlighted the
importance of communication skills and instituted various
approaches for communication skills education.

Examples of professional endorsement of the importance
of communication skills for doctors:

* Publications from medical organizations, such as the
BMA’s board of medical education report on communication
skills and continuing professional development (1998) [19]
and the Royal College of Physicians’ publication Improving
communication between doctors and patients (1997), [20]
have highlighted the importance of communication skills.

* The General Medical Council’'s Professional Linguistic
and Assessment Board (PLAB) examination has separated
its language and communication elements with the latter
being assessed through role play.

e The Academy of Medical Royal Colleges, in its
recommendations for general professional training,
includes communication skills among the generic skills
required of all trainees.

* Royal Colleges include communication skills assessment
in their training. For example, the Royal College of General
Practitioners has developed formal mechanisms using
video recordings for assessing communication skills in
candidates [3]. The Royal College of Physicians has
introduced communicationskillsassessmentintoitstraining.

The Royal College of Ophthalmologists includes
communication skills in both the basic higher specialist
training curricula and in the Part 3 MRCOphth
examination.

e The London Deanery and NHS London have
developed an online interactive educational program
in communication skills for healthcare professionals,
including  postgraduate  doctors undertaking the
foundation years of training: www.healthcareskills.nhs.uk.

The potential of communication skills education
There is substantial evidence that communication skills can
be taught, particularly using experiential methods [21].

To be effective, communication skills teaching should
include [7]:

e Evidence of current deficiencies in communication,
reasons for them, and the consequences for patients and
doctors

* An evidence base for the skills needed to overcome these
deficiencies

* A demonstration of the skills to be learnt

* An opportunity to practice the skills under controlled and
safe conditions

 Constructive feedback on performance and reflection on
the reasons

The problem of doctor-patient communication i

s more evident in Saudi Arabia for the following reasons:
Firstly, the number of foreign personnel in health services
is rather large [23]. This workforce communicates with
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and with one another in a variety of languages different
from the local one. In addition, not much orientation is
given to them on local traditions and the prevalent health-
related beliefs and culture. Secondly, this manpower
deals with a sizeable sector of consumers, who are
themselves expatriate and speak a variety of languages,
and hold health related traditions and beliefs. This situation
naturally creates a complex environment for doctor-patient
communication. A recent study from Riyadh [24] alluded to
the relationship between patient satisfaction and doctor-
patient communication. As in other parts of the world,
people in Saudi Arabia are expected to attempt to find out
and understand all aspects of their health problems [25].
Hence the need to train and orientate physicians in the
skills related to doctor-patient communication assumes
greater significance. In this regard, several methods of
training, especially for the situation of Saudi Arabia, can be
employed [26-27].

In Saudi Arabia, the acquisition of the skill of doctor-patient
communication hardly exists in any undergraduate or
postgraduate medical curriculum. There is also paucity
of research in this area. Consequently, it is vital that
comprehensive research be done to clarify the needs of
students and professionals, and outline the objectives and
the modalities of training in this skill [28].

Research result of study done in KSA, to explore patient’s
expectations before consulting their general practitioners
(GPs) and determine the factors that influence them,
showed 74.6% of the patients preferred Saudi doctors,
and 92.6% would like to have more laboratory tests for the
diagnosis of their illnesses while more than two thirds of
the patients (78.0%) felt entirely comfortable when talking
with GPs about the personal aspects of their problems
and about half thought that the role of GP was mainly to
refer patients to specialists, while 55.2% believed that the
GP cannot deal with the psychosocial aspect of organic
diseases, and the commonest reason for consulting GPs
was for a general check up. So, the conclusion was that
the GP has to explore patients’ expectations so that they
can either be met or their impracticality explained. GPs
should search for patients’ motives and reconcile this with
their own practice. The GP should be trained to play the
standard role of Primary Care Physician [29].

Objectives

This study attempts to explore:

1. Current practices of communication skills of primary
health care physicians in health care centers in National
Guard Health Affairs in Riyadh.

2. Main barriers that can affect doctor-patient
communications.

3. Primary health care physicians’ knowledge about
effective doctor-patient communications.

Methodology

Study Design: This is a cross-sectional study.

Setting: Held in National Guard Primary Health Care
Centers in Riyadh.

Duration of Study: This study was held during the period
from November 2009 till July 2010.

Sample Size: Seventy primary health care physicians
participated.

Sampling Technique: Survey questionnaire was
distributed to willing participants.

Sample Selection: All primary health care physicians of
different levels and qualifications.

Data Collection Procedure: Data for this study were
collected by questionnaire which was distributed during
Sunday morning professional education activity of the
department of Family Medicine and Primary Healthcare in
each center for physicians and Half Day Release Course
in Monday morning activity for residents.

Data Collection Instrument: Questionnaire consisted
of four sections. The first section asked for physicians’
demographic data, educational items and to rate
their communication skills with patients. The second
section asked about common barriers which can affect
communication skills. The third section asked about the
current practice, and the fourth asked about the physician’s
knowledge about communication skills by giving them a
sentence and asked about what kind of skills that sentence
indicates.

Ethical Consideration: Anonymity was maintained
throughout. The subjects received the self-administered
questionnaire with a cover letter explaining the project
and the subject’s rights. The choice of the items in the
questionnaire was based on the level of communication
skills a General Practitioner needs.

Data Analysis Procedure: Once the data collection was
completed, it was checked and entered into the computer
using the Statistical Package for Social Sciences (SPSS),
version 15. Descriptive analysis of mean, median mode,
frequencies and percentages were carried out on most of
the variables, including, age, gender, self-rating of skills,
years of experience, levels of experience, training history,
communication skill practices and knowledge scores. In
addition, relationships were explored using chi-square,
linear regression, Kruskal Wallis and Mann Whitney where
needed.

A total of 70 primary health care physicians participated
in the study. Table 1 shows, 30 (42.9%) were male and
40 (57.1%) were female. Maximum age was 58 years old
and minimum age 26 years. Fifty-one (72.9%) were Saudi,
19 (27.1%) were non-Saudi. The physicians position were
25(35.7%) residents, 17(24.3%) MBBS/MD and 28(40%)
specialists. The maximum years of experience were 25
years and minimum was 2 years.
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Table 1: Demographic data of participants

ORIGINAL CONTRIBUTION AND CLINICAL INVESTIGATION

Table 2 shows that 14.3% of the physicians did not receive
formal training about communication skills during medical
consultations, while 85.7% did receive formal training.
Over two-thirds of the primary care physicians consciously
applied specific communication skills frequently in their
daily practice. On a self rating scale of communication
skills (1-4 scale) over 75% of the physicians rated their
communication skills as good or excellent.

Barriers of effective communication skills were divided into
three categories: physician, patient and system barriers
[Table 3 - page 11]. The two most significant physician
barriers were lack of formal training (68.5%) and natural
limitationse.g. quietorshy personality (41.4%). Thetwomost
significant patient barriers to communication skills reported
by physicians, were cultural norms or gender different from
physicians (51.4%) and personality trait of patient, i.e. too
aggressive or shy (44.2%). The two most significant system
barriers as perceived by physicians were lack of consultation
time (82.8%) and lack of continuity of care with patients,
i.e. patient seen by different doctor each time (62.8%).

Characteristics Freguency Percentage | % )
Age|years)
MMean 353 +/-
Median 33.5 =
Mode 27
Gender
Male % 30 4295
Female % 40 57.1
Mationality
Saudi 51 729
MNon- Saudi 19 271
Current position
Resident 25 35.7
MBBS/MD 17 24.3
Specialized 2B 40
Experience [ years)
Mean B.BY +/-
Median 6 i
Mode 3

Table 4 Shows that nearly 69% of physicians rarely
or sometimes involved the patient in decision making;
another 70% rarely or sometimes discussed goals of
consultation with their patients or used ‘pause or silence’
in communicating with their patients. Around 2/3rds of
physicians rarely or sometimes inquire about the person
accompanying the patient. For female patients there were
73.2% of female physicians who rarely or sometimes felt the
need to ask their female patients to remove their face-cover
in daily practice to assess their facial expressions better.

In Table 5 the majority of empathy, empowerment and
negotiating knowledge were answered incorrectly while
the majority of listening, explaining and building rapport
knowledge were answered correctly.
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Characteristics Frequency  Percentage | % ) Table 2:
Communication skills:

training and attitude

Receivedformal training
No 10 143
s B0 B5.7

Consciously apply the skills

Sometimes 26 371
Quite Freguently 29 414
Always 15 21.4

Self rating of communication skill

CK. 17 243
Good 36 51.4
Excellent

Table 3: Barriers to

Physician barriers effective communication
skills in medical

* Lack of training consultation

* Matural limitations e.g. guiet or shy personality
* Language e.g. different country /area of origin
= Set communication habits over years

= Apathy or boredom

Patient barriers

* Personality traiti.e. too aggressive or shy

* Cultural normis or gender different from physician

* Expectation about physician role e.g. just give medication
* Educational level of patients

* Apathy or poor understanding towards the problem

System barriers

*Lack of consultation time

*Lack of privacy during consultation

*Lack of support from other healthcare team
*Lack of technology support

*Lack of continuity of care with patients
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Table 4: Communication of skill practice pattern and PHC physicians

Always (%) |Mu5tl1|r-['.~‘.'i.l | Sometimes (%) | Rarely (%)

1. Asks psatient sbout understanding of
medical words

2. Asks psatientabout the amount or type
of information s/he desires

3. Patient impact in decision making

4. Discussing goals of consultation

L. Shows willingness to answer patient
questions

6. Explains to the patient being asked
question isto better understand the patient

7. Mzkes = ststement thst indicates
recognition of patient’s emaotions.

B. Expresses to the patient that their
experience or emotional response is
Sppropriate.

8. Summarises the discussion at the
conclusion.

10. Uses pause to communicste with
patiant

11. Avoid documentation when patient
entered

12. 5tands up to greet the patient

13. 5ee offthe patient tothe clinic door or
hold the door for him/her.

14, Explains to the pstient what physical
examination or procedure they are going to
do on him ar her, and for what reason.

15. Usesfzcizal expressions to convey what
they are thinking aboutwhat the patiant is

5EYing

16. Inquires about the person accompamying
the patient.

17. [For Female Doctors) encourages female
patient to remave her face-coverso that she
can sss2ss her expressions better.

10 MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME13 ISSUE 4 JUNE 2015
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Knowledge category ‘ Caorrect (%) ‘ Incorrect [%)

Table 5: Communication
skills knowledge score
percentages of physicians

Empathy

Listening 2.5 371
Explaining l4 B.&
Empowerment 371 B2.9
Rapport Building B5.7 34.3

Megotiating

Figure 1: Distribution of practice scores among physicians

3:|_

15 —

Frequency

Mean=37.2
Std. Dev_ =7.053
M =10

20 23 3 35

Practice Score

The total maximum score of practice questions was 60.
Figure 1 shows mean of practice score 37.2, SD +/- 7.093,
maximum score 49 and minimum score 20. Questions # 13
& 17 were excluded from the total score (See Table 4). For
each questionthe valuerangedfrom 1-4. Total score foreach
physicianwasaddedandallscoresarepresentedinFigure1.

The total score of the knowledge questions was 6. If a
physician answered a question correctly one score was
awarded. Thirty-one (44.3%) physicians scored 3 out of 6.

MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME13 ISSUE 4 JUNE 2015

Figure 3 shows no relationship between score of knowledge
and practice of communication skills based on linear
regression.

Figures 4 & 5 show that age of physician and years of
experience are positively correlated to practice scores.
Linear regression of age and years of experience with
practice scores yielded an R Square 0.143, F statistic
5.602 and P value 0.006.
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Figure 2: Distribution of knowledge scores among physicians

30
Frequency
20 4
-.:|_
Mean =3.31
otd. Dev. =1.148
M =70
2 | T T T T | T
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Figure 3: Relationship between knowledge and practice scores
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Figure 4: Relation between Age and Practice
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Figure 5: Relation between Years of Experience and practice
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Table 6: Relationship of practice scores & communication skill values

Values ‘ Mean Rank ‘ i Test statistic

{ = 0.05 significant )

*Gender
Male
Female

*Received training
Mo
Yes

=*Current position Chi — Sguare
Resident 24.25
MBBS Y\, MD
Specialized

**Consciously Applying
the skills Chi — Sguare
Sometimes 1276
Cuite Frequent
Always

==Self Rating 5cal
2 EII:IFE el Chi — Sguare

R 30.117

Excellent

*Mann — Whitney Test
*# K rushal — Wallis Test

The score of practicing communication skills was found to be not significantly different based on gender of physicians.
Using Kruskal-Wallis Test it showed that communication skills practice scores were significantly different between
resident, MBBS/MD and specialists [Table 6].

Table 7: Relationship of knowledge scores & specific variables

Variahles ‘ Mean Rank ‘ S Test statistic

| = 0.05 significant )
*Received training

Mo
Yes

**Current position
Resident Chi — Square
MBES '\ MD : 3.881
Specialized

=*5elf Rating Scale
K. Chi — Square
Good 2596
Excellent

#iann — Whitney Test
** Krushal - Wallis Test
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The score of knowledge of communication skills was
significantly different based on whether the physicians
received training or not [Table 7], however there was no
statistically significant difference between the knowledge
scores on the basis of current position, self-confidence
of practicing skills or application of communication skills
consciously.

Multiple comparisons was done using Post Hoc Tukey
test between practice scores and current position of
participants. It showed there is a real difference between
communication skills practice score of residents with that
of MBBS/MD or specialized physicians but there was
no difference between MBBS/MD practice score and
specialized physicians.

Applying communication skills consciously was influenced
by the current position of physicians; most residents in a
sample (25) applied their communication skills rarely or
infrequently whereas 23 of the 28 specialized physicians
applied their skills quite frequently, Chi-square 15.505 and
P value 0.004.

The residents were less confident of their communication
skills, while MBBS/MD physicians and specialized
physicians rated their communication skills as good and
excellent, chi-square 13.754 and P value 0.008.

Discussion

This study provides information not previously available
from National Guard primary health care physicians on
the knowledge, attitude, practice and barriers of effective
communication skills during medical consultation. The
distribution of population was almost equal between male
(42.9%) and female (57.1%), the majority of them were
Saudis (72.9%), between residents (35.7%), specialized
(40%) and staff physicians (24.3%). Average years of
experience in primary care ranged between 2-25 years.
Most of the physicians did receive formal training of
communication skills in our study (Table 2). Communication
skills training has been embedded in the curriculum of
graduate medical and post-graduate trainings for over 15
years in some parts of the world [5]. Over forty percent
of physicians applied communication skills frequently and
51.4% rated themselves as good communicators (Table
2).

Most of the physicians thought that lack of training (68.5%),
cultural norms or gender difference between patient and
doctors (51.4%), and lack of time (82.8%) are the main
barriers to apply effective communication skills with patients.
In our study, one of the main patient related barriers, as
perceived by the physicians, was different cultural norms
or gender from that of the physician. There is one study
that showed the majority of patient's preferred Saudi
doctors, suggesting that doctor-patient communication is
much easier when both patient and doctor come from the
same culture [29].

In the same study most patients expected GPs to spend
some time explaining the nature of their illnesses and
the results of tests done [29]. This is consistent with the
findings of other studies [30] and this study, as most
physicians answered correctly the knowledge question
about explaining to the patient in detail, as an important
communication skill (Table 5).

A study conducted to assess the impact of two
communication skills training programs on the evolution of
patients’ anxiety following a medical consultation found no
significant difference was observed. Results of that study
confirm results of other studies that have shown that some
reassurance may produce anxiety and have suggested that
communication skills are probably efficient if physicians
discuss their patients’ concerns in depth by using some
basic communication screening questions [31].

In this study using non-verbal cues to communicate with
patients were obviously rarely and sometimes used (Table
4). In other studies they found that patients offer clues that
present opportunities for physicians to express empathy
and understand patients’ lives. In both primary care and
surgery, physicians tend to bypass these clues, missing
potential opportunities to strengthen the patient-physician
relationship. Research on teaching communication skills
demonstrates that physicians can learn to modify their
communication style [32-34].

Despite widespread interest in the effects of physician
gender on the care process, the literature describing
these effects is small [35], and in this study there were
no differences between male and female physicians in
practicing communication skills.

It was observed in this study that there was no correlation
between knowledge and practice of communication
skills (Figure 3) suggesting a gap between knowledge
and practice. It was also noted that the physicians who
consciously applied the communication skills in their
practice, scored better in daily practice of these skills with
their patients. The physician may have knowledge but if he
did not make a deliberate effort to apply that knowledge in
his practice, it did not show in his actual practice.

Most residents received training of communication skills
during their program but they seemed to apply these skills
in their daily practice to a lesser degree than the MBBS/
MD and specialized physicians (Table 6). Communication
skill training is very important to have knowledge of skills
but having a good knowledge did not affect the practice
if the physician did not have the attitude of applying that
knowledge in the practice (Table 7).

Specialized and MBBS/MD physicians were more
confident in their self rating of communication skills, while
the majority of residents evaluated their communication
skills with lesser self-confidence. This translated into better
practice scores.
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Figure 4 and 5 show there is a strong relation between
age and years of experience in the medical field with
practicing of communication skills. Years of practice was
found to be a larger predictor of practicing communication
skills when compared to age, however both factors
had significant overlap, suggesting that with increasing
age and experience in work, physicians practiced their
communication skills more.

A study showed that the level of communication skills and
the content of the consultation with regard to psychosocial
issues, patient concerns and the informing and planning
of procedures (with a representative patient in a general
practice setting) among graduate medical students are
significantly correlated; that means having the knowledge
of communication skills is important [36], however in this
study, age and years of experience were more important
than having good knowledge only.

It means that training is important but having self confidence
and a genuine desire to apply that knowledge are valuable
in practicing communication skills, which certainly improves
with age and experience.

Limitations

There are four limitations of this study which deserve
emphasis:

1. Small sample size.

2. Study was done among primary health care physicians
in National Guard which cannot be generalized to PHC
physicians in Saudi Arabia.

3. The majority of the sample was Saudi and 35.7% were
residents.

4. Only six categories evaluated the knowledge of
physicians.

Conclusion

This study suggests that knowledge base in communication
skills can improve with training however having the
knowledge of good communication with patients does not
influence the practice of communication skills unless the
physician is self-confident and has the right attitude of
consciously applying that knowledge in his/her practice.
Lastly, communication skills improve with age and
experience.

Recommendations

1. Younger physicians need to put more emphasis on the
use of communication skills; having the knowledge is not
sufficient.

2. Involve the less expert physician in a teaching clinic
or increase the number of simulated clinics during the
training of communication skills program and improving the
continuity of care between physicians and their patients
will show good outcomes in improving the application of
those skills.

3. How can doctors best continue to develop their skills,
apply them within their daily work, survive emotionally,
and feel more satisfied? How can persistent behavioral,
perceptual, and personal changes be produced? Self
learning and self monitored feedback, distance learning,
and serial workshops seem to be promising approaches
for qualified doctors.

4. Finally, it is my hope that the findings will help in
planning a strategy for improving services, making
effective communication skills attitude more acceptable
and believable in the PHC sitting in our community to
improve patient care in all aspects.
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Abstract

In a previous study, the reasons for adopting a
vegetarian diet in Lebanon and its health impact on
preventing and curing diseases was investigated. In
this study, the researcher investigates some of the
social effects of a vegetarian diet on the Lebanese
vegetarians in some areas in Lebanon. The purpose
of this research is to find out whether any type of
vegetarianism could be easily accepted and adopt-
ed by the Lebanese market and society. This study
researched the feasibility and social practicality of
such a diet from a social perspective. A cross-
sectional study of developmental research was
used for this research which consisted of a
quantitative approach that used a questionnaire
filled by a random sample of respondents. The
people surveyed, or the respondents, were individu-
als exposed (for any duration of time) to any type of
vegetarian diet. The hypotheses were tested using
frequency analysis, chart analysis and cross-tabula-
tion using the Statistical Package for the Social Sci-
ences (SPSS).Based on the results of this research
and the tested statistical hypotheses, the researcher
believes that the social life of vegetarians in Leba-
non is minimally affected and could actually have
some positive impacts on others. Most vegetarians
(semi-vegetarians having it easier and more com-
mon than vegans) could enjoy any social event or
family meal.

Key words: Vegetarian, Lebanon, Social,
Mediterranean, Statistics.

Introduction

A vegetarian diet focuses on plants for food. These
include fruits, vegetables, dried beans and peas, grains,
seeds and nuts. There is no single type of vegetarian
diet. Instead, vegetarian eating patterns usually fall
into several groups: - The vegan diet, which excludes
all meat and animal products - The lacto vegetarian
diet, which includes plant foods plus dairy products
- The lacto-ovo vegetarian diet, which includes both
dairy products and eggs. -The semi vegetarian diet
which may include poultry or fish (pesco-vegetarian).
Some people who follow semi-vegetarian diets are also
called ‘flexitarians’ because of the occasional inclusion
of meat products in their diet [3].

In India and in many other spiritual cultures or traditions,
vegetarianism is a well-accepted and has universal
recommendation. So people don’t feel insecure in their
orientation and traditional roots; only a few may feel
uncomfortable when they live in a Western culture
surrounded by non-vegetarian friends and colleagues.
Although certain vegetarian diets are considered
healthy, the primary basis for vegetarianism in
Hinduism and Jainism is a moral one and based on the
doctrine of Ahimsa (meaning nonviolence). According
to this philosophy, one should minimize violence in
thoughts, words, and deeds towards others as well as
oneself. Since there is no meat-eating without violence
(without killing another living being), this philosophy
encourages veganism [18].

In the United States of America, vegetarianism is not
that uncommon, yet very well heard of. A US study
in 2007 presented the best estimates of various
meat consumption segments, including vegetarians,
semi-vegetarians, active meat reducers and health-
conscious consumers:

1. Health-conscious consumers, 35-50% of US adults,
or 73-105 million people. These consumers strived for
a balanced diet and/or replaced 2-3 meals per week
with meat free alternatives.

2. Active meat reducers, 22-26% of the US adult
population, or 46-54 million individuals. Active meat
reducers are those who report eating less meat
compared to one year ago.

3. Semi-vegetarians are 12-16% of the US adult
population or 25-33 million people. They eat any type
of meat (usually fish) with less than half of weekly
meals.

4. Self-described vegetarians comprise 4-6% of the
population or 8-13 million individuals. These consumers
said “yes” when asked if they are vegetarian, typically
with no definition of the term.
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5. Actual vegans and vegetarians make up 1-3% of
the population, or 2-6 million US adults. They “never”
consume meat, as described differently in various
surveys [6].

In the Arab world and specifically the Islamic one, Islamic
Sharia (law) in slaughtering prescribes using a well-
sharpened knife to make a swift, deep incision that cuts
the front of the throat, the carotid artery, windpipe, and
jugular veins to cause the least amount of suffering to
the animal. Animals are not to be subjected to others
being slaughtered. Unfortunately, that is not always

the case, especially in countries like Egypt. The case

for vegetarianism rarely gets a sympathetic hearing in
the region. Many Arab intellectuals and even animal
welfare campaigners believe it is not a readily accessible
concept. In Cairo, the sense was that vegetarianism is
“too foreign” a concept to take hold in the near future

- and they are probably right. When Ramadan is on the
horizon, followed by the Eid-Al- Adha holiday, including
the sacrificial slaughter of sheep by millions of Muslims
worldwide, it is important not to underestimate the
importance meat has, and has had, in Arab/Islamic
culture. The ancient Egyptians, for instance, kept cows in
one of the first massive domestication efforts [8].

Although families may not force meat onto their
vegetarian members, some make fun of such a decision
and believe it to be a “phase” that will pass. For those
who can afford meat, vegetarianism is a joke-while many
of those in the animal welfare community try to actively
ignore it. Vegetarians often decline azayem (banquet
invitations), especially family gatherings, to avoid all the
hassle about explaining their food choices. Generous by
nature, Arab hosts have to force-feed anyone at the table
and most dishes usually include meat or other animal
products. Not tasting every single dish or refusing more
food is considered an offense, let alone explaining a
different lifestyle. On the other hand, many vegetarians
find that friends are more supportive of the lifestyle shift.
They actually find it strange, but when dining together,
they show respect when their vegetarian friend is taking
time to choose a meal. Another aspect of meat culture

in the Arab world is social class. Meat is eaten daily

by upper-class families, and so the poor see this as
something to aspire to. Many Egyptians are vegetarians
without even knowing it. Since more than a quarter of the
Egyptian population live below the poverty line (CAPMAS
2013), there is no meat in their diets. This could be a
reason why the majority of Egyptians are healthier than
can be expected with everything else around - stress,
sicknesses due to the garbage around. Nevertheless,
they see vegetarianism in a cynical way when it's
presented from an animal welfare perspective. Many
mistakenly believe meat is the only source of protein.
Some of these people who question vegetarianism might
argue that plants have feelings like animals [17].

In Lebanon and Middle Eastern or Mediterranean Arab
countries in general (like Jordan and Syria), some
favorite dishes, and the dishes appealing to most vegans

and vegetarians are mezza, or rather a spread of small
appetizers. Culturally, these dishes are served at the start
of the meal and served family-style. Family-style is a bit
opposite from the American meal mentality, where meals
are plated and served individually. Instead, small dishes
are spread throughout the table for sampling and chunks
of pita are ripped off and dunked right onto the plate [16].

There are plenty of vegetarian mezzas or appetizers

to choose from ranging from traditional salads (like
Tabouleh and Fattoush), to filling appetizers like
Hoummus (chickpeas with Tahini), Baba Ghannouj
(eggplant and tahini), Balila (cooked chickpeas with

oil and pine nut dressing), Waraq Arish (stuffed grape
vine leaves), Falafel (fried chickpea and herb balls),
Mhammarah (spicy red dish), Labneh or Shankleesh
(varied traditional dairy appetizers), etc.. There are

also full traditional meals that are basically vegetarian
like Moujadara (lentils with rice or bulgur), Fasoulya

bi zeit (red or white beans served with rice or bread),
stuffed eggplants or stuffed cabbage leaves, certain
traditional stews and soups. So availability of choices

is not an obstacle in this region, especially in traditional
restaurants or food stores. It’'s the fact that people choose
these foods as side dishes and meat as their main meal;
or they incorporate meat in their stuffing to make it their
main meal. In addition, Beirut has witnessed in the past
couple of years the opening and popularity of only a few
upscale vegetarian restaurants [19].

In spite of that and beyond health, there is another factor
to be aware of when it comes to placing your children on
a vegetarian diet in this region. One thing is that it can be
awkward for them socially. Although vegetarian diets are
becoming more accepted, and they are more common in
some areas than others, the fact remains that most of the
children’s friends will be meat eaters. This may become
a problem for some vegetarian children at cookouts and
parties if no or very little vegetarian options are served

[5].

Materials and Methods

In this study, the researcher investigates the social effects
of a vegetarian diet on the people in Lebanon: dining out,
their relationships with friends and family, eating at work
and its ease or practicality within a traditional diet. The
research follows a quantitative approach which consists
of a questionnaire and the analysis and interpretation of
the generated data with the help of Statistical Package
for the Social Sciences (SPSS).

a. Research variables

The researchers covered the necessary variables needed
in order to form a clear understanding about the subject.
And as clearly stated in the analysis below, two or more
of these different variables together with the help SPSS
were linked.

The set of independent variables investigated in this
study are:
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Profession Occupation

Age

Gender

Marital Status

Number of Members Living in the Same Household

Number of Meals Consumed per Day

Influence of Vegetarianism on Accepting and Giving

Out Invitations

Effect of Vegetarianism on Eating Out

9. Effect of Vegetarianism on Participating in Social
Events

10. Effect of Vegetarianism on Relationships with Friends

11. Effect of Vegetarianism on Relationship with Family

12. Relationship Between Vegetarian Food and

Traditional Food

Nookrwh-=

®

b. Data Collection and Analysis

The most common source of data for such research is
communicating with respondents. Thus, this study used
a set of questionnaires filled by a random sample of
respondents. Since the percentage population who have
followed a vegetarian diet or have sufficient knowledge of
it is small, only individuals who have been exposed to this
diet were studied. A subject data-gathering technique would
provide a deeper and wider range of information. For this
reason, a one-on-one survey was used. In addition, the
sample size was limited to 930 individuals. The samples
were collected from a few supermarkets (near the organic
and produce sections), universities, schools (staff) and at
gatherings (church events, friendly lunches, etc...) between
Beirut, Kesserwan and Northern Lebanon. These places
have residents or frequent visitors of different age groups
and from the main coastal cities or surrounding suburbs/
villages.

c. Research Question and Hypotheses

Q1: How are vegetarian people in Lebanon affected from
a social perspective?

All of the hypotheses discussed below are based on the
surveyed sample of vegetarians in Lebanon.

H1: Less than 25% of the sample decrease the number of
times eating out at restaurants.

H2: More than 50% of the sample change their food
choices at their regular restaurants.

H3: Less than 50% of the sample manage to encourage
friends or family members to consume more vegetarian
meals.

H4: More than 50% of the sample believe that they can
find many vegetarian traditional Lebanese foods during
family meals or social gatherings.

H5: More than 60% of the students or employed vegetarians
bring their own food to their occupations.

H6: More than 25% of the sample experience positive and/
or no effects on their overall relationships with friends and
family.

d. Scope and Limitations

There were several limitations to this study such as time
and places from which samples were collected. The first
maijor limitation of this study was the sample size. Choosing
people exposed to vegetarianism from a random sample

of respondents to gather data from, and then checking/
organizing the gathered data , the researcher was bounded
with a set of 930 questionnaires. Another limitation was the
fact that the researcher had limited places from which to
gather information. The researcher gathered information
from a few places from the coast of Beirut to the Northern
coast passing through Kesserwan ; yet trying to choose a
diversified sample from most parts of Lebanon (targeting
a sampled population residing, working in or visiting these
districts from suburbs and surrounding villages). A third
limitation was the integrity of the respondents, in answering
the questionnaires which plays a good deal of importance
in the efficiency of the model.

Results and Findings

The sample is composed of 930 respondents. According
to the “normal distribution theory”, the sample size lead to
results that have a 2.8 % margin error and 95% confidence
interval [1]. All the results are presented in charts and tables
obtained from the output files of the SPSS software.

a. Data Analysis & Testing

As illustrated in the bar chart opposite:

* 73.6% of the sample makes certain food choices at social
events, while only 3% don’t eat at certain social events
(Chart 1).

Itis clearlyillustrated in the tables following how vegetarians
can convince other family members to consume more
vegetarian food.

* During a family meal, 35.48 % of the sample managed
to convince other family members to eat more vegetarian
food, while 59.89 % consumed their own vegetarian food
when other members were eating their non-vegetarian
meal (Table 1).

b. Multiple Responses of Data

There were some multiple responses to several questions
targeted. Thus, some information was drawn based on
those responses, some of which are:

* Only 2% of the sample limited eating out at restaurants
and 16% limited their invitations to their own home, while
79% of the vegetarians experienced no effect in their social
life (Chart 2 - page 22).

* 26.04% of the sample had positive effects on their family
and friends, whether by encouraging them to eat more
vegetarian food or by simply making new friends that
encourage or follow a similar diet. A good 53.44% were
not affected by their vegetarian diet since much of the
served food, including the traditional food and ‘mezzas’,
had plenty of vegetarian options (Table 2).

* Only 5.1% of the sample had negative experiences such
as small arguments and 15.42% simply limited their social
relations (Table 2).

* 60.62% of the sample changed their food choices at
their regular restaurants, while only 14.76% changed the
restaurants (Table 3 - page 22).
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Chart 1: Percentage of sample responses to social events of vegetarians

HOW VEGETARIAMISM AFFECTS VEGETARIANS
AT SOCIAL EVENTS

an

G0 4

40 4

Percent

20 1

0 |

Has no effed make certain choices
clon't eat at events taketheir ownfood

Table 1: Sample responses to the effects of a vegetarian diet on other family members while dining together

Counts Percent

Has no effect 31 3.33%
| stopped eating or dining with them 12 1.25%
Some family members started eating more of my vegetarian food 330 35.48%
When eating with the family, | eat my cown vegetarian food 557 50.89%
Total 930 100.00

Table 2. Overall effects of Vegetarianism on relations between vegetarians and their non-vegetarian
friends & family

Category label Count % Responses HCases
Has no effect (many traditional foods/mezzas | 513 53.44 55.1613
arevegetarian)

Megatively affects our relationship 45 5.10 5.26EE2
[arguments, not eating together)

Positively affects (influencing others, making 250 26.04 26.BB17
new friends)

Limited my social relationships (frequency of 148 1542 15.514
going out, invitations )

Total responses SeD 10000 103.226
Total Cases 930
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Chart 2. Influence of Vegetarianism on the general social life of vegetarians

Limit your
invitation to

Limit the friends at home
acceptance of 16%
invitations
3%
Limit eating out

at restaurants
2%

Has no effect
79%

Table 3: Influence of Vegetarianism on eating out at restaurants

Category label Count % Responses % Cases
Has no effect 212 2251 22.80
Decreased the number of times eating at 20 212 2.15
restaurants

Changed restaurant choices 135 1476 1485
Changedfood choices attheir regular 571 B0.62 E1.40
restaurants

Total response 042 10000 101.29

c. Cross Tabulation of Data

Cross tabulation is extremely important, since it gives clear
information and comparison between any two variables.
The two tables below are used later on in the conclusions.
* Within marital status, both the married and single (a total
of 70.23% of the sample) managed to convince family
members to start eating more vegetarian food (Table 4).

* Within occupation, 85.78% of the students and 69.66% of
the employed brought their own food to school, college or
work (Table 5 - page 24).
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Table 4: Cross tabulation between “Marital Status” and “How Vegetarianism affects one’s relationship with

family members during a meal”
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Table 5: Cross tabulation between “Occupation” and “How vegetarianism affects one at work/school or

university”
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d. Hypothesis Testing

¢ H1: Less than 25% of the sample decrease the number
of times eating out at restaurants.

According to Table 3, 2.12% of the sample limits eating out
at restaurants. Thus, this hypothesis is accepted.
H1-> accept

e H2: More than 50% of the sample change their food
choices at their regular restaurants.

According to Table 3, 60.62% change their food choices at
their same regular restaurants. Therefore, this hypothesis
is accepted. H2 -> accept

* H3: Less than 50% of the sample manage to encourage
friends or family members to consume more vegetarian
meals.

According to Table 1, 35.48% of the sample managed
to convince family members to consume more of their
vegetarian food. Therefore, this hypothesis is accepted.
H3 -> accept

* H4: More than 50% of the sample believe that they can
find many vegetarian traditional Lebanese foods during
family meals or social gatherings.

According to Table 2, 53.44 % of the sample believe they
can find and enjoy many traditional vegetarian foods and
their relationship with others was not affected by their
vegetarianism. Therefore, this hypothesis is accepted.

H4 -> accept

e H5: More than 60% of the students or employed
vegetarians bring their own food to their occupations.
According to table 5, more than 85% of the students and
69% of the employees bring their own vegetarian food to
work. Therefore, this hypothesis is accepted.

H5 -> accept

* H6: More than 25% of the sample experience positive
and/or no effects on their overall relationships with friends
and family.

According to Table 2, around 53% experience no effects
(because they enjoy some available traditional vegetarian
food) and around 26% experience positive effects (like
making new friends who share the same lifestyle or
manage to convince others to adopt vegetarianism). Thus,
put together, over 79% experience no or positive effects.
Therefore, this hypothesis is accepted. H6 -> accept.

Discussion of Results

Q1: How are vegetarian people in Lebanon affected
from a social perspective?

This question is tackled in hypotheses H1 through H6. The
social life of the Lebanese people represents a major facet
in their daily lives. Therefore, the above research question
(Q1) was elaborated on using 6 hypotheses to be tested.

According to Chart 2, only 2% of the sample limits eating
out at restaurants, 16% limit inviting people over to their
homes and 79% of the sample’s general social life was not
affected at all by their vegetarian diet. According to table
3, of those who dine out, 14.76% changed restaurants
and 60.62% made different food choices that suit their
vegetarian diet at their same regular restaurants.

Inregards to how a vegetarian diet affects ones’ relationship
with others while sharing a meal, 3.3% of the sample weren’t
affected at all, and only 1.29% of the sample stopped
eating meals with the rest of the family. Over 59% of them
eat their own vegetarian food while seated with the rest of
the family or friends, while 35.48% were able to convince
family members and friends to eat more of their vegetarian
food (Table 1). Only around 34% of the single and 36%
of the married vegetarians were able to encourage and
convince other family members to join them in eating more
of their vegetarian food. While around 56% of the single
and 61% of the married enjoy their own vegetarian food
while other family members are eating non-vegetarian
food (table 4). Over 53% of the sample believe that they
can find many vegetarian options among the served food,
including in the traditional food and mezzas. Fortunately,
most vegetarians (over 79%) experience either no effect
or positive effects in their general social life, attend regular
social events and make certain food choices that suit their
vegetarian diet wherever they are.

Summary, Recommendations and Conclusion

Vegetarians have many reasons not to eat the flesh of
animals. In addition to religious beliefs, there are health-
based, ecologic, ethical, and philosophical reasons[10].
To maintain or retain good health, the consumption of an
individually optimal diet is recommended [9]. The term
preventative diet has been used recently to underline the
possibility of avoiding nutrition-based diseases [11]. The
aggregate of most studies suggests that the consumption
of plant-derived foods (grains, vegetables, fruits,
legumes, nuts) should be increased and that the intake
of animal-derived foods (meat products, dairy products,
and eggs) should be reduced [15,21]. Adherence to
vegetarian principles and practice may be narrow or wide
depending on the person’s understanding and condition.
Many people who identify themselves as vegetarians
occasionally eat foods generally excluded from the typical
‘healthy vegetarian diet’ in a temperate climate such as
meat, poultry, dairy, eggs, sugar, chemicals, and simple
carbohydrates. They consider themselves to be semi-
vegetarians or “flexitarians”. Because we have all abused
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food at some time, we need to find variety within balance.
Ideally we need to regain the center on a daily basis. There
is always variety, never narrowness. This requires simple
eating [13,14].

In spite of the positive results from this research, the
researcher prefers to simplify vegetarianism and address
it to the Lebanese as a healthy nutritious lifestyle. People
who get involved in vegetarianism are coming to it from a
compulsion to heal, philosophical interest or because of
celebrity driven PR that promotes well-being. That’s all fine
and well, but ultimately, the most inspiring factor that can
sustain vegetarianism will be truly healthy converts that
do not become fanatical, condemning or arrogant about
their philosophy or other healing modalities. Some people
in this region do not like to be labeled as “vegetarians”,
causing confusion, or discouraging people around them.
Just follow a healthy lifestyle and be a good and happy
example to others. Being an example can influence others,
hopefully to also let go of the many sugared, processed,
‘chemicalized’ and other ways ‘adulterized’ foods. An
individual could just start with his/her household by easily
avoiding meat, poultry and processed food and enjoying a
well balanced diet rich in seasonal fruits, vegetables, grains
legumes and some fish and dairy products or alternatives
[7,12]. The researcher believes that organic food has to
be made more accessible and affordable in the region, to
encourage following vegetarianism or any other healthy
lifestyle. Now is the time to do so, since the media has
been highlighting recently the negative effects and health
hazards of consuming some of Lebanese agriculture
(fruits and vegetables using loads of chemical fertilizers,
herbicides, etc...).

Very few social and practical drawbacks of following a
vegetarian diet include the requirement of extensive home
cooking, conflicts with family and friends, difficulty finding
balanced meals in restaurants, and the awkwardness of
refusing certain food when invited to a meal at someone’s
home [2,4].

For people who eat out frequently when traveling, busy or
on social events, making the best available food choices
is crucial. The researcher believes that vegetarians can’t
always get away with this for an extended time. They
might start to develop small symptoms that may be
adjusted by fasting and chewing well. Vegetarians can
enjoy restaurants only a few times a week, but vegans
in particular, should rely mostly on cooking well balanced
meals . They should always try to choose the best quality
restaurant and the most appropriate, balanced and varied
food when eating out.

It is not easy to practice any healthy lifestyle on your
own. Some people are lazy and may not want to make
the effort needed for vegetarianism. Nevertheless, the
more “healthier” family members and friends one has,
the easier to socialize. Learning how to serve appealing
healthy appetizers and meals would encourage people to
come over or socialize at eating events. If you are a long-
time vegetarian or newly-turned vegan, you might find that

some social situations can be awkward. However, there
are a few tips that can help fellow vegetarians get through
such situations. As a guest, remember that when the host
or hostess of a party does make a special vegetarian dish
for you, be sure to thank them. Also, when someone offers
you a non-vegetarian/non-vegan dish to try, you can simply
say, “No Thanks”. Make a point to mention how much you
liked a vegetarian dish.

On the other hand, when you are hosting your event, try
to make foods which are familiar to most people, such as
seasonal or popular salads, pasta, hummus, vegetable
soups, bean chili, salsa, Lebanese vegetarian mezza
dishes, semi-vegetarian options (with fish or dairy) and
vegan versions of common sweet-foods such as cookies
and cakes. You could also welcome the thought of guests
that bring their own dishes as well. While vegan and
vegetarian meals are no different than regular meals
(except for the fact that they don’t have animal products)
and are just as tasty, some people may not care for them
or be open to trying them.

Finally, at a restaurant, choose convenient meals or just
be polite and patient when asking the waiter about which
dishes could be made without animal products. If you do
ask a lot of the servers, tip them appropriately. It's important
that you realize you may have to skimp a bit or make do. If
all of their entrees use meat or animal products, it might be
easier to just order a sandwich and a few “safe” side dishes
instead of insisting they make special accommodations.

If only a few vegetarian choices are available, be gracious
and simply order a drink and some side dishes. Remember
that dining out should also be about the company, and
raising a fuss can make for an uncomfortable if not ruined
dining experience. Most of the time, two or three side
dishes will be a satisfying meal [20].

In conclusion, the researcher believes that the social
life of vegetarians in Lebanon is minimally affected and
could actually have some positive impacts on others.
Most vegetarians could enjoy any social event or family
meal, simply take their own food to their work or school,
or even dine out at restaurants as long as they make
certain choices from whatever is available. It's actually
a positive factor to be living in Lebanon, since many of
their traditional foods and even mezzas (appetizers) are
vegetarian. It's definitely easier to be a semi-vegetarian
than a strict vegan, since you would have a wider selection
of foods from the Mediterranean diet that are prepared with
seafood or dairy products.

Itis not as hard as many might speculate to be a vegetarian
in Lebanon because of the availability of seasonal fruits,
vegetables and simple traditional meals or appetizers.
The only thing to pay attention to, is to be knowledgeable
enough to make the right balanced choices (making
sure the vegetarian gets his fair share of protein and key
vitamins/minerals).
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This research revealed that over 35% of the vegetarians
were able to encourage or convince their family members
during a meal to eat more of their vegetarian food. It is
easier to encourage others to include more vegetarian
food in their meals rather than convince them to become
vegetarians permanently. From a social perspective, one
of the major barriers is the habit of a lot of Lebanese to
have weekend barbeques, especially in good weather
(focusing on meat and chicken). This could be partly
addressed using seafood and delicious vegetables from
time to time.

The researcher believes that the most efficient method
of “encouragement” is to be a living example. When a
vegetarian naturally shows how easy, convenient, fun
and practical it is, friends and family would be lured into
trying. Looking energetic, happy and definitely at your
ideal weight, will sure bump up their enthusiasm or at
least curiosity to try. A vegetarian could imply simple
changes like incorporating more fruits and vegetables,
eating one vegetarian meal a day or 2-3 vegetarian meals
a week and to see the difference. People, especially the
Lebanese in the areas surveyed, are usually more enticed
to try diet changes when they are trying to lose weight,
especially before beach weather or an important event
(like a wedding). It would be a good idea for a vegetarian
to share delicious vegetarian food with people (without
actually talking about it). Just cook for your family, your
friends, etc. It may get many people to see that eating
vegetarian can be fun, adventurous, interesting - and

not as hard as they probably thought. Other than that,

it is also advisable not to preach. Extend the courtesy

of accepting others’ lifestyles since vegetarians also do
not appreciate being nagged about their choices too.
People may or may not get excited about eating with

you and eating vegetarian for many social, health or
other reasons. While they may never totally commit, a
vegetarian would at least kill some of the myths about
vegetarianism and probably make a slight positive
difference.
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Introduction

Emerging infectious diseases are on the rise and pose a
growing challenge to Health Care Providers around the
world. They include infectious diseases that have not
occurred in humans before, diseases that have occurred
previously but affected only small numbers of people in
isolated places such as AIDS and Ebola hemorrhagic
fever(1) or diseases that have occurred throughout human
history but have only recently been recognized as distinct
diseases due to an infectious agent, such as Lyme disease
and gastric ulcers.

Today we live in the era of evidence based medicine (EBM)
that entails an approach to health care, which promotes

the collection, interpretation, and integration of valid,
important and applicable patient-reported, clinician-
observed, and research-derived evidence. The best
available evidence, moderated by patient circumstances
and preferences, is applied to improve the quality of clinical
judgments, to ensure Patient safety and facilitate cost-
effective health care. (2) Evidence-Based public health is
defined as the development, implementation and evaluation
of effective programs and policies in public health through
application of principles of scientific reasoning, including
systematic uses of data and information systems, and
appropriate use of behavioral science theory and program
planning models.(3,4,5) (Table 1)
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Table 1: Key Differences between Evidence-Based Medicine and Evidence-Based Public Health (ED)

Evidence-Based
Medicine

Characteristic

Evidence-Based
Public Health

Cuality of evidence Experimental studies

Observational and guasi-
experimental studies

Volume of evidence Larger smaller
Time from

intervention to Shorter Longer
outcome

More formal, with
certification and/or

licensing

Professional training

Less formal, no standard
certification

Decision making Individual

It is important to apply principles of Evidence-Based Public
Health(6) to meet the challenge of emerging infectious
diseases. This approach has several advantages which
include incorporating the best existing medical interventions
with clinical practice whenever suitable evidence about its
usefulness is available. It provides guidance to best use
resources through identifying interventions that work and
defers those lacking evidence for their effectiveness. It
helps in finding a common language and general rules for
defining the efficacy of available intervention. It provides
grounds for improving the graduate studies and continuous
medical education programs.(7)

Benefits of implementing Evidence-Based emerging
disease practices include improving Health Professionals
knowledge, their understanding of research and its
methods, confidence in managing clinical situations,
computer literacy and data searching skills. It allows group
problem solving and teaching and it offers more effective
use of resources. It allows better communication with the
patient about the rationale behind treatment and juniors can
contribute as well as seniors to improve team work.(7)

Barriers to evidence based practice in Emerging Diseases
include difficulty in providing best evidence based
service that may not be possible within limited resources.

No credible health professional could deny that sound
evidence should be an integral part of clinical decision
making. The demand for up to date information to inform
care and treatment highlights the crucial role of research
and development in the modern health service. However,
within an ordinary health system, Health Practitioners have
not always been able to underpin their actions with robust
research findings. (8)

The potential barriers for use of Evidence-Based decision
making in emerging diseases include lack of leadership in
setting a clear and focused agenda and lack of a long term
view (horizon) for program implementation and evaluation.
External pressure drives the process away from an
Evidence-Based approach and inadequate training in
key public health disciplines is an issue. Lack of time to
gather information, analyze data and renew the literature
for evidence are some of the other challenges. There is
also lack of comprehensive, up-to-date information on the
effectiveness of programs and policies and lack of data on
the effectiveness of certain public health interactions or for
special populations.

Evidence-Based Public Health acts on good practice
guidelines, incorporating expertjudgments withappropriate,
systematic research. There exists a need in public health
to identify the scientific basis for efficacy of policies and
programs, change evidence into recommendations, and
increase evidence used in public health practice. (7)

Policy-makers should invest in scientifically proven and
cost-effective remedies with regards to emerging diseases.
Scientific basis for efficiency of interventions in programs,
practices, or policies, can be used as justification for
selection of a certain course of action and allocation
of funding and other resources. Patient safety should
be addressed through evidence based public health
approaches. (9)
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Tools to support Evidence-Based Public
Health

1. Health Impact Assessment (HIA)

HIA is an approach to assess burden on health and the
potential of health improvements by modifying underlying
conditions.(10)

It is a combination of procedures, methods, and tools by
which a policy, program, or project may be judged as to
its potential effects on the health of a population and the
distribution of those effects within the population.

Itrequiresahighdegree ofinterdisciplinaryandinter-sectoral
collaboration, well-trained Practitioners, appropriate data
sets for analysis, and funders that recognize the value of
the collaborations and the information.

Because of their focus on specific policy options facing
decision-makers, it is more likely than other evidence-
based decision tools to affect decisions outside the health
sector.

It educates decision-makers about how the public’s health
is strongly influenced by many decisions in spheres outside
health.

2. Systematic Reviews

A systematic review(11) is a formal process that identifies
all of the relevant scientific studies on a topic, assesses
their quality, individually and collectively, and sums up their
results.

Systematic approaches for summarizing scientific
evidence and linking that evidence to practice and
policy recommendations increase the transparency,
understandability, and credibility of recommendations.

Systematic reviews make it easier for practitioners and
policymakers to understand all of the relevant information
that is available, how it was collected and assembled, and
how the conclusions and recommendations relate to the
information that was reviewed.

In the health sphere, reviews now summarize information
on the efficacy of medical treatments, clinical preventive
services, public health interventions and policies, and
related social policies.

3. Portfolio of Tools
A range of techniques and tools are evolving in this area.
Some of the important ones include the following:

A) Participatory research: performing research in
collaboration with those affected by the issue under
study for the purpose of taking action or making
change has the potential to increase the relevance
of research findings and their subsequent use in
communities. (Figure 1)

B) Increasing collection and reporting of qualitative
information about the context in which research studies
were conducted will provide users with more
information about whether particular strategies are
likely to be feasible and useful in local contexts as well
as providing a basis for allowing systematic reviews to
assess the impact of context on results.

C) Economic evaluations of public health interventions
will provide critical information about costs and value.

D) Finally, decision analytic and other modeling
approaches can be very helpful in systematically
collecting and analyzing available data, comparing the
value of two or more decision options and assessing
the importance of uncertainties on results.

Public health decision making is a complicated process
because of complex inputs and group decision making.
Implementation of EBPH requires not only a workforce
that understands and can implement EBPH efficiently but
also sustained support from health department leaders,
practitioners, and policy makers.

With evidence-based medicine guidelines, physicians can
use proven treatment methods based on the best evidence
available to develop patient-care strategies.

Itis necessary to develop and promote a culture of Evidence
Based Public Health approach for dealing with Emerging
Diseases in the region. This will include use of Healthcare
informatics, Research in Gulf Cooperation Council (GCC)
countries and multidisciplinary team approach.

Multi-sectoral actions are needed to strengthen policies
and improve practices that are driven by the best available
evidence and knowledge. Funders often require programs
to be evidence-based. Because formal public health
training in the workforce is lacking, on-the-job training and
skills development are needed. The need may be even
greater in local health departments, where practitioners
may be less aware of and slower to adopt evidence-based
guidelines than state practitioners and where training
resources may be more limited.(12)

There are barriers to effective implementation of evidence
based public health and solutions need to be found.(13,
14)

Asafirststepinthe EBPH process,acommunity assessment
identifies the health and resource needs, concerns,
values, and assets of a community. This assessment
allows the intervention (a public health program or policy)
to be designed and implemented in a way that increases
the likelihood of success and maximizes the benefit to the
community. Public health surveillance is a critical tool for
understanding a community’s health issues.

Once health needs are identified through a community
assessment, the scientific literature can identify programs
and policies that have been effective in addressing those
needs.
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Figure 1: The practice of Evidence-Based Public Health (EBPH) is an integration of science-based
interventions with community preferences for improving population health
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Population
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and preferences

research evidence
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expertise

Environment
and
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The amount of available evidence can be overwhelming;
Practitioners can identify the best available evidence by
using tools that synthesize, interpret, and evaluate the
literature.

Systematic reviews use explicit methods to locate and
critically appraise published literature in a specific field or
topic area.

The products are reports and recommendations
that synthesize and summarize the effectiveness of
particular interventions, treatments, or services and often
include information about their applicability, costs, and
implementation barriers.

It is useful to consider several overarching, common
characteristics of an evidence-based approach to public
health practice.

* Making decisions based on the best available peer-
reviewed evidence (both quantitative and qualitative
research);

* Using data and information systems systematically;

* Applying program planning frameworks (that often have
a foundation in behavioral science theory);

* Engaging the community in assessment and decision
making;

* Conducting sound evaluation;

* Disseminating what is learned to key stakeholders and
decision makers; and

» Synthesizing scientific skills, effective communication,
common sense, and political acumen in making
decisions.

The successful implementation of EBPH in public health
practice is both a science and an art. The science is
built on epidemiologic, behavioral, and policy research
showing the size and scope of a public health problem
and identifying interventions that are likely to be effective
in addressing the problem.

The art of decision making often involves knowing what
information is important to a particular stakeholder at
the right time. Significant decisions in public health must
balance science and art, since evidence-based decision
making often involves choosing one alternative from among
a set of rational choices. Interdisciplinary cooperation
is necessary for success of implementation of evidence
based public health initiatives. (15)

To increase the implementation of EBPH in practice
settings (e.g., health departments), greater attention to
administrative practices is needed, including:

1) Workforce development

2) Leadership

3) Organizational climate and culture
4) Relationships and partnerships, and
5) Financial processes
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All available information must be weighed:

* Assessment data on the magnitude of the problem,
epidemiologic data on determinants

¢ Stakeholder opinion on the nature of the problem and
acceptable solutions,

 Existing practices and traditions

e Less robust yet promising intervention evaluations,
program options within budgetary constraints

* Legal considerations such as privacy laws

* Political will to address the issues

There are at least FOUR ways in which a public health
program or policy may not reach stated goals for
success:

* Choosing an intervention approach that’s effectiveness
is not established in the scientific literature;

* Selecting a potentially effective program or policy yet
achieving only weak, incomplete implementation or
“reach,” thereby failing to attain objectives;

* Conducting an inadequate or incorrect evaluation
that results in a lack of generalizable knowledge on the
effectiveness of a program or policy; and

* Paying inadequate attention to adapting an intervention
to the population and context of interest.

Conclusion

Numerous benefits accrue when decisions in public health
are based on scientific evidence including the area of
emerging diseases. By applying the concepts of EBPH,
decision making and, ultimately, public health practice in
emerging diseases can be improved. Public health doctors
with sound clinical knowledge, skills & competency armed
with the latest research evidence are able to translate their
role into effective care and public health interventions in
emerging diseases.
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Office procedures - Review and Practice Tips

Introduction

The technique of history taking, combined with the
art and skill involved in the physical examination, still
remains the basis of diagnosis, despite continuing
advances in medical technology.

The diagnostic process requires correlation and
interpretation of the patient’s history, symptoms and
signs. The skill arises in placing all these factors in proper
perspective.

After arriving at a provisional clinical diagnosis, a decision
is then made regarding the need for further investigation
or for surgical intervention.

Many factors must be taken into account before deciding
to operate. The most important of these is to have arrived
at a clinical diagnosis.

This is becoming increasingly important in terms
of medical economics, hospital priorities, patient
convenience and safety.

The following issues, form the basis of all surgery:

1. Clinical diagnosis

2. Method of anaesthesia, analgesia and pain control;
and

3. Surgical technique and post-operative care.

These principles can be applied not only to skin surgery
but also to:

- Hernias

- Scrotal and testicular conditions

- Ano-rectal region and pilonidal sinus

- A diverse group including lipomata, ganglia, bursae,
lymph nodes, ingrown toenails and varicose veins.

Surgery should only be undertaken by those who have
had appropriate training and whose skills have beend
eveloped under the supervision of acknowledged
teachers and experts in each field, as well as by practice
under supervision.

Any surgical condition requires a thorough preoperative
and postoperative assessment in addition to evaluation of
progress during the operation.

The reasons for the decision to operate, the result
expected by the patient, the family and by the treating
doctors, depend on thorough assessment and detailed
explanation.

A method is presented which in most cases allows for
such evaluation. It involves:

1. The history of the presenting problem;

2. A general history of the patient;

3. An analysis of factors which may affect the problem;
and

4. The clinical examination.

For every clinical case involving the presence of an
abnormal lump, tumour or mass, a thorough history is
taken.

What questions should be asked?

Think about what questions you would ask prior to
proceeding.

There are particular questions that should be asked.
The Lesion -Why has the patient attended?

- How did the lesion occur?

- When did it happen or when was it first noticed?

- What were the associated circumstances?

- What changes have occurred, for example, in size,
shape, colour, discharge and when did the changes
occur?

- Has there been any pain or discomfort?

- What are the features of the discomfort or pain?

- Has there been any change in the quality or the intensity
of the pain or discomfort? When did this happen?

- Has there been any associated features such as fever,
loss of weight, swelling, lymph gland enlargement or
jaundice?

Present situation - What is happening now?

When, where, how and why did the condition develop?
What are the associated features of other symptoms,
which can aid in diagnosis of the lesion?

Are there any family or other contacts who have a similar
problem?

General Assessment

Are there any factors which may affect (positively or
negatively) the presenting complaint, its treatment or the
patient’s recovery?

What are the present effect(s) of past activities?
Are there any factors in the past or present social,
economic, educational, religious, occupational, family
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history, or involvement with sporting clubs or other social
networks or people in the patient’s life, which may affect
(positively or negatively) the cause, treatment or outcome
of the presenting problem?

What are present effects of present lifestyle?

What predictions are present which will influence future
management and health of the patient?

Are there any factors in the past medical (including
surgical and anaesthetic) history, socio-economic or belief
systems of the patient which may influence the intended
therapy? Is the intended treatment the most appropriate
in the circumstances?

The Ethical Issues - What does the patient want,
understand and expect?

Is the intended treatment necessary and affordable by
the patient or patient’s family; is it best performed by the
attending doctor at this or a later time?

What is the best and the most appropriate surgical
procedure and method of anaesthesia for this patient at
this time by this surgeon, in these circumstances?

What can be done?

What should be done?

Who should do it?

Where should it be done?

Who else is present, if anyone?

Can or should treatment be delayed or deferred?

Will the optimal result be achieved (immediately or later)
by not doing anything, or by undertaking a definitive
procedure?

Written or verbal consent must be given by the patient to
the doctor, before any procedure is performed.

The Clinical Examination

What steps should be taken?
This is performed in 4 practical steps:

1. Direct Diagnostic Approach
The examination of the lump or lesion. There should be
adequate exposure of the part, and adequate illumination.

2. Extended Direct Examination
For example, examine the rest of the affected limb and
compare it with the opposite side.

3. Regional or Systemic Examination

When a lesion is likely to be associated with other relevant
findings elsewhere, for example, a malignant melanoma
may be associated with enlargement of the liver, or the
lymph nodes, regional or elsewhere.

4. Full Generation Examination

To ascertain fitness for the intended anaesthesia, and
operation, the extent of disease or co-existent diseases,
to help in planning rehabilitation of the part or the whole
patient.

Thus it can be seen that when any lump, tumour or mass is
discovered, or any illness, a comprehensive approach will
lead, not only to the correct diagnosis, but also determine
the appropriate decisions regarding management with the
best prospects for a successful outcome.
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Key Concepts and Practice Tips Reference

Do not consider a lump in isolation from the rest of the Office procedures. M. Brygel, medi+WORLD International
body.

Consider the implications of questions and diagnostic
decisions for each patient.

Inspect before palpating.
While inspecting, think of active tests which may be
appropriate for certain locations (e.g. swallowing for neck

lumps and coughing for groin swellings).

Palpate gently in a definite sequence used every time. Do
not prod.

If a patient says the lesion is painful, proceed gently while
simultaneously watching the patient’s facial expression.
Locate the lump in terms of its relationship to anatomical
landmarks and regions.

Determine the anatomical tissue plane in which the lesion
lies.

Test mobility both with and without underlying muscular
resistance.

Systematically examine each of the relevant physical
characteristics.

Interpret the clinical findings in terms of the pathological
process and the most likely diagnosis in relationship to
any given site.

Examine for possible causes and effects.

Examine for factors which may affect clinical
management.

Do not forget to examine the regional lymph nodes.
If ymph nodes are enlarged, assess whether it is a
consequence of the presenting lesion or a consequence

of an undetected lesion or a primary lymphoid problem.

Remember to examine the opposite side of the body, for
comparison.

A provisional diagnosis should be made.

Histological examination of a biopsy may be required to
ensure accurate diagnosis.
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