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This issue is rich with papers spanning the
World from Bangladesh to Australia to UK
, Qatar, Yemen, Saudi Arabia, Pakistan,
Jordan, Nepal and others.

AlDughaither, & AlMutairi assessed the
knowledge and practice of breastfeeding
and contraception for post-partum wom-
en. They used a Questionnaire based
cross-sectional study for postpartum
women in 3 primary health care centers,
Riyadh, Saudi Arabia. Only 12.8% were
exclusively breastfeeding their babies,
while others were on mixed feeding (45%)
or formula milk alone (42.2%). The au-
thors concluded that the prevalence of
exclusive breastfeeding was low(12.8%)
despite the good knowledge in 67.8% of
the participants. Higher knowledge about
breastfeeding and contraception were
found with older age, having more than
3 children and receiving antenatal clinical
advices.

Alsharafi et al did a cross-sectional study
was carried out among a sample of Saudi
family physicians at primary health care
(PHC) centers belonging to the Ministry
of Health (MOH)in Abha City. The objec-
tive was to determine the difficulties fac-
ing family physicians in Abha City, Saudi
Arabia and to assess their satisfaction re-
garding their workplaces.

The study included 87 Saudi family medi-
cine physicians.The authors concluded
that family physicians working at PHC
centers in Abha city, face several difficul-
ties, which significantly affect their satis-
faction with workplace and could impair
quality of care delivered to patients.

BADAWY, et al., did an institutional
based cross-sectional study was con-
ducted among medical students at Ibn
Sina National College of Medical Science
of Jeddah, Saudi Arabia. The presence of
depression and its severity was based on
PHQ depression scale (PHQ-9) 19, using
Google form link . and factors associated
with depression among medical students
in Jeddah, Saudi Arabia. Depression was
detected in 75.31% of the studied popula-
tion, considering 10 score as a cut off point
for depression. The authors concluded
that depression is highly prevalent among
medical student populations. Implication
of depression is of serious concern that
could result in loss of potential to handle
various stressors at college, impairment of
functioning in classroom performance and
later in clinical practice.

Jaffar et al., did a cross sectional, ques-
tionnaire-based survey was conducted
at Jinnah Sindh Medical University from
June to September 2019. A total of 162
MBBS, BDS and PHARM D students were
included in the study. The aim was to ob-
serve the trend of genetic counseling and
screening tests in subjects with document-
ed positive family history of cancers and to
identify the knowledge of familial cancers
and related hereditary mutations among
MBBS, BDS and Pharm D students. The
authors concluded that most common
reported familial malignancy was breast
carcinoma and least frequent was retino-
blastoma. Documentation of family history
of cancer, advised screening and genetic
counselling was found to be inadequate in
our clinical setup. Students of MBBS had
a good knowledge of familial cancer and
related hereditary mutations in compari-
son to dentistry and pharmacy students.

Malik & Sadler stressed that the Covid-19
pandemic has hurried the need for health
services to consult remotely; this is to en-
sure the safety of health professionals and
patients by reducing disease transmission
rates. This review and useful guide will
increase confidence with remote consult-
ing. A health professional can feel over-
whelmed and worry about risks to consult-
ing on the telephone or via videocall. Most
clinicians have experience in telemedicine
and virtual consults, there are many ben-
efits which range from convenience, less
time consuming and cost effectiveness.

Shehata et al., tried to assess Prevalence
of primary headache among King Kha-
lid University students in 2019. He used
a descriptive cross-sectional approach.
Data were collected from participants
using electronic pre-structured question-
naire. The study included 421 students
whose ages ranged from 18 to 30 years
with mean age of 21.7 + 1.9 years old.

EDITORIAL

The authors concluded that , more than
three quarters of the students complained
of moderate to severe headache attacks
which was mainly related to sleeping dis-
turbance, studying hours, and stressful
lifestyle. Students should be learned strat-
egies for stress management training for
headache

Malik & Khan stressed that good interper-
sonal communication has always been a
part of everyday life, and is imperative for
an effective doctor-patient relationship,
not least for those practising Family Medi-
cine. The aim of their review is to focus on
the Arabian Gulf, was to see the potential
communication challenges faced between
expatriate doctors and patients of an Ara-
bic-speaking background. Their review
has added to the existing literature by find-
ing that language-barriers are just the be-
ginning of the communication challenges
that can inhibit the relationship between
health professional and patient. Although
there is enough to highlight awareness of
the problem, among a lack of research,
there is a lack of perspective found from
expatriate doctors. Future research, best
directed across the Arab-speaking world,
can guide the implementation of improved
language and communication skills train-
ing, leading to the delivery of better quality
healthcare across the region.

Shehata et al.,, followed a descriptive
cross-sectional approach was used tar-
geting all accessible population in Aseer
region, Southern of Saudi Arabia. The
aim was to assess population awareness
regarding colorectal cancer and its risk
factors in Aseer region. A total of 513 par-
ticipants completed the study survey. Par-
ticipant’'s ages ranged from 18 to 75 years
old with mean age of 27.3 £ 10.9 years.

Exact of 383 (74.4%) participants heard
about colorectal cancer. The authors con-
cluded that , the study revealed that public
awareness regarding CRC in Aseer region
was poor specially for check-up timing
and frequency. Also, check-up behaviour
to screen for CRC was poor and major-
ity of the population recorded their need to
improve their awareness level.

Baig et al., did a Cross sectional study
was conducted using a non-probability
sampling technique to select the diabetic
patients. A total of 244 diabetic patients
were interviewed, coming to the medical
OPD at Jinnah Post Graduate Medical
Center. The data was collected via inter-
views using a structured questionnaire. A
total of 220 individuals participated in this
study with ages ranging from 10 years to
78 years with highest number of individu-
als, 21 (9.5%) in 50 year old age group
(continued page 117)
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Abstract

Background: Colorectal cancer (CRC) is when ma-
lignant cells form in the large intestine or the rectum
usually due to old age and lifestyle habits and rarely
due to genetic factors, or other risk factors. Color-
ectal cancer (CRC) is considered to be the second
cause of death all around the world. The incidence
of colorectal cancer, as estimated by the cancer in-
cidence report of Saudi Arabia in 2013 accounted
for 11.9% of all cancers that were diagnosed in
2013 with males affected by 53.1% and females by
46.9%.

Aim: to assess population awareness regarding
colorectal cancer and its risk factors in Aseer region,
Saudi Arabia.

Methodology: Adescriptive cross-sectional approach
was used targeting all accessible population in Aseer
region, southern Saudi Arabia. Data were collected
from participants using an electronic pre-structured
questionnaire. The tool covered participants’ socio-
demographic data, participants’ medical and family
history, awareness and practice regarding colorec-
tal cancer and screening.

Results: A total of 513 participants completed the
study survey. Participant’s ages ranged from 18 to
75 years old with mean age of 27.3 £ 10.9 years.
Exactly 383 (74.4%) participants had heard about
colorectal cancer. About 55% of the participants
agreed that early-stage colorectal cancer is curable
and 204 (39.8%) agreed that early-stage colorectal
cancer can be asymptomatic. Regarding screening
methods, 45% of the participants were not aware
of them while 48% told about colonoscopy. In total,
good awareness regarding colorectal cancer was
detected among very few portions of the partici-
pants. Awareness was significantly associated with
middle ages and high level of education.

Conclusions: In conclusion, the study revealed
that public awareness regarding CRC in Aseer re-
gion was poor especially for check-up timing and
frequency. Also, check-up behaviour to screen for
CRC was poor and the majority of the population re-
corded their need to improve their awareness level.

Key words: Colorectal cancer, cancer colon,
population, awareness, practice, Risk factors
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Background

Colorectal cancer (CRC) is considered to be the second
cause of death all around the world. It is caused by
uncontrolled irregular cell growth with the ability to
regenerate and spread which harms the organ and the
whole body [1]. Colorectal cancer is when malignant cells
form in the large intestine or the rectum usually due to old
age and lifestyle habits and rarely due to genetic factors.
Risk factors include : obesity, tobacco smoking, lack of
physical activity, inflammatory bowel disease, and dietary
factors which include lack of fibre intake, consumption of
processed meat and alcohol [2]. Colonoscopy is the gold
standard for diagnosing colorectal cancer; other methods
include flexible sigmoidoscopy, faecal occult blood test,
and CT colonography [3].

The incidence of colorectal cancer as estimated by the
cancer incidence report of Saudi Arabia in 2013 accounted
for 11.9% of all cancers that were diagnosed in 2013 with
53.1% males affected and 46.9% of females [4]. Colorectal
cancer is the most common cancer in males and third
most common in females in Saudi Arabia with the median
age around 60 years for men and 55 years for women
with a death rate as estimated in 2004 by World Health
Organization of 8.3%. Moreover, Saudi patients are more
likely to present at a younger age and more advanced
disease compared to western countries, thus colorectal
cancer is a major concern to the health care system and
the community [5, 6].

In a a study in Riyadh city in which 1,070 participants
completed the survey the result was most participants
believed that the screening should begin when the
symptoms start (42.9%); 20% of participants believe
that polyps are a risk factor for CRC,and the majority of
educated persons answered correctly (less than 50% and
34% of all) that family history is a personal risk factor
for CRC (5). A second study conducted at the outpatient
department of a tertiary hospital in the western region of
KSA to assess the awareness of colon cancer included
619 participants, whereby 55.3% of them agreed to do
screening while the remaining wanted to do radiological
screening by using barium. The conclusion of the study
showed there is a decrease in awareness of colorectal
screening that related to decreased individual knowledge
not related to age and gender [7].

Methodology

A descriptive cross-sectional approach was used targeting
all accessible population in Aseer region, southern Saudi
Arabia. All those with ages of 18 years or more living in
Aseer region were invited to participate in the survey. A
total of 700 individuals received the study survey. Exactly
513 respondents completed the study questionnaire with
a response rate of 73.3%. After obtaining permission from
the Institutional ethics committee, data collection started.
Data were collected from participants using electronic pre-
structured questionnaire. The questionnaire was uploaded
online using social media platforms by the researchers

ORIGINAL CONTRIBUTION

and their relatives during the period from 15th March {ill
30th of April 2020. All accessible and eligible population
in the study setting were invited to fill in the attached tool.
The researchers constructed the survey tool after an
intensive literature review and expert’s consultation. The
tool was reviewed using a panel of 5 experts for content
validity. Tool reliability was assessed using pilot study of
30 participants with reliability coefficient (a-Cronbach’s) of
0.78. The tool covered the following data: participants’
socio-demographic data like age, gender, residence,
education, participants’ family history of colorectal cancer,
and participants’ practice regarding screening for CRC.
Awareness was assessed using 8 questions with multiple
allowed answers for 3 of them.

Data analysis

After data were extracted, it was revised, coded, and
fed into statistical software IBM SPSS version 22(SPSS,
Inc. Chicago, IL). All statistical analysis was done using
two tailed tests. P value less than 0.05 was considered
statistically significant. For awareness items, each correct
answer was scored one point and total summation of
the discrete scores of the different items was calculated.
A patient with a score less than 60% (21 points) of the
maximum score was considered to have poor awareness
while good awareness was considered if they had a score
of 60% (22 points or more) of the maximum. Descriptive
analysis based on frequency and percentage distribution
was done for all variables including demographic data,
awareness items and participants’ practice. Cross
tabluation was used to assess distribution of awareness
according to participants’ personal and medical data.
Relations were tested using Pearson chi-square test.

A total of 513 participants completed the study survey.
Participant’'s ages ranged from 18 to 75 years old with
mean age of 27.3 £ 10.9 years. Male respondents were 310
(60.4%) and 395 (77%) participants were from an urban
area. Regarding education, 342 (66.7%) were university
graduated and monthly income was averaged among 321
participants (62.6%). Family history for colorectal cancer
was reported among 55 (10.7%) participants (Table 1).

Table 2 demonstrates distribution of public awareness
regarding colorectal cancer. Exactly 383 (74.4%)
participants had heard about colorectal cancer. About
55% of the participants agreed that early-stage colorectal
cancer is curable and 204 (39.8%) agreed that early-stage
colorectal cancer can be asymptomatic. Regarding risk
factors of colorectal cancer, most identified by the study
participants were alcohol abuse (61.2%; 314) followed by
positive family history (47.6%; 244), low intake of fruits
and vegetables (45.6%; 234), high intake of red and grilled
meat (45.2%; 232), and high-calorie diet, particularly fat-
rich (31.4%; 161). About symptoms, the most identified by
participants were blood in stool (57.3%; 294) followed by
strong, crampy abdominal pain (54.8%; 281), change in
bowel habits (54.2%; 278), rectal bleeding (52.6%; 270),
and bloating (46.6%; 239). Regarding screening methods,
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45% of the participants were not aware of them while Table 4 demonstrates distribution of public awareness
48% referred to colonoscopy and 33.7% mentioned faecal regarding CRC according to participants personal data.
occult blood test while Sigmoidoscopy was reported by Good awareness was reported among 22.3% of those
28.1% of the participants. Also, 104 (20.3%) selected the aged 20-29 years in comparison to 9.1% of those aged
recommended age for starting colorectal cancer screening 40 years or more with recorded statistical significance
to be at 50 years or above and 36 (7%) of the participants  (P=.001). Also, 17.8% of participants with university level
reported it should be every three years. In total, good of education had good awareness level compared to 8.3%
awareness regarding colorectal cancer was detected of those who were at secondary level or less (P=.002).
among 72 (14%) participants. Exactly 36% of participants who had their information from
medical staff had good awareness level compared to 1.6%
of those who had no specific source (P=.001).

Table 1: Personal data of public participants in the study survey

Personal data Mo %
Age in years

< 20 years 138 26.9%
20-29 229 44.6%
-39 =g 13.5%
40+ tri 15.0%
Gender

Male 310 G0, 4%
Femaie 203 39.6%
Residence

Urban areq 395 TT.0%
Rural area 113 23.0%
Education

Below secondary 24 4.7%
Secondary 147 28.7%
University/ more 342 Ge, 7%
Monthly income

fnsufficient 43 9.4%
Just sufficient 321 Bb2.6%
More than sufficient 144 28.1%
Family history of cancer colon

Yes 55 10.7%
Mo 403 TE.6%
Dorn‘t krow 55 10.7%
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Table 2: Distribution of public awareness regarding colorectal cancer in Aseer region, Saudi Arabia

Calarectal cancerawareness items Mo %
Yas 35 T4.7%
Hezrd about colarectal cancer? Ha 130 2t 39
Early-stage colorectal cancer is s 2%0 54',b%
curzahle ol : i
Can't know 2246 44.1%
Early-stage colarectal cancer can be bts s 39'_3%
asymptomatic he ) 3_5 ?'b_%
Can't know 270 L2.6%
Can't know g 1.6%
Lows intake offruit andwvegetable 234 45 6%
High intake of redand grilled meat 232 4E5.2%
Foultry meat consumption LA 11.5%
Alcahaol abuse 314 B1.2%
High fluid intake 23 4. 5%
High-calarie dist, particulady fat-rich 161 31.4%
Fasitivefamily history 244 47 6%
Risk faetars contributing to the Age above Bl years 17a 34.3%
development of colorectal cancer Overweightness 153 29 739
Inflammatary boweldiseases 145 28.3%
Intestinal infections 101 19.7%
Smoking a4 18.3%
High bload prassurs 21 4.1%
Sedentary lifestyle 24 4. 7%
Oral contraceptives g 1.0%
Use of painkillers F) 1.4%
Superficialpolypsinthe calon =1 10.9%
Strang, crampy abdominal pain 281 L4 8%
Lnintentional weight loss 232 45.2%
Changs in bowel habits 278 L4.2%
Weakneassarfatigus 209 40.7%
Frequent nausea, vomiting 172 33.5%
High bload pressure Lo 9.7%
Elevatedlevelof blood glucose 33 6.4%
Symptamsof calorectal cancer : A
EBloating 239 46.6%
Blood in stool 294 L7.3%
Fewver a2 16.0%
Cizziness 7a 15.2%
Foorappetite 163 32.7%
Alump aroundtheanus 171 33.3%
Fectalbleeding 270 L2.6%
Fascalocoult bloodtest 194 a7.8%
M2Z-FEisoerzymetest a4 16.4%
Cancer calon screening methads Sigmoidascopy 144 28.1%
Colonoscopy 245 43.0%
Clon't knows 205 40.0%
Above the age of 40 years 173 33.7%
Recommended age to start sereening  ~Abovethe ageof 50 years 104 20.3%
farcancercalon Abovethe age of 60 years = 1.0%
Can't know 231 45.0%
Buery & rionths a1 15.8%
Fregquency of undergaing cancer -f-.!muallﬁr 12ﬂ2 2_3'3%
calon screening ianausly 3':'_ i'4%
Everythres year 36 7.0%
Can't know 236 46.0%
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Table 3: Participants practice regarding CRC in Aseer region, Saudi Arabia

Practice regarding CRC screening No %
How often do you visit your doctor and specialists for check-up?

Newver 340 e, 3%
Every I-3 months 24 4.7%
Every 3 months 23 5.5%
Annually 47 9.2%
Every 2-5 years 74 14.4%
If recommended to have colonoscopy, what will you do?

Will poy [own money) and have o test withing wee 330 a4 3%
Will wait for 6-8 months for free test 117 22.8%
ot prefer to have test at ail 1 12.9%
Would you like to get more information about colorectal cancer screening?

Yes 414 80.7%
No a9 19.3%

Figure 1. Source of information regarding colorectal cancer among population in Aseer region, Saudi Arabia

S0

A4
L 1%

A0

15 0%

30, 09%

27.1%

L 24.2%
i 23.6%
2L 14 %%
1500 13.3%
10.0%

508

LG

Intermet Medical staff Friends, colleagues Mass medisa  Foamily members MNo specific source
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Table 4: Distribution of public awareness regarding CRC according to participants personal data

Awarsness level

Persanzl data Paar Gaod Pvolue
Mo % ] %
< 20 pears 1380 94.2% & SE%
T | T i 59 =]
40+ 70 S0.9% 7 9.1%
hioie 274 S5.4% 36 11.6%
xcinler Female 167  82.3% 35 17.7% 0
Lrban area 337 83.3% 58 14.7%
st Rural oreg 104 881 14 118% 7
Below secondary 22 0i1.7 2 3.3%
Education Secondary 138 93.9% 9 5.1% gg2*
University/ mare 281 82.2% 5l 17.58%
insufficient 44 91 7% 4 3%
IMaonthlyincome Just sufficient 281 S7.5% 40 12.5% 054
Mlare than sufficient 116 S0.6% 28 19.2%
Yes 45 B37.3% 7 12.7%
Family history of cancer colon Mo 344 S6.6% 34 13.49% 404
Dan't know =44 80.0% 11 20.0%
Haw aften do you visit yaur dactar and Mo 297 7. 4% 42 12.6% 204
specialists far checlk-up? Yes 144 5309 29 158 5% et
Wauld yvou like ta get mare infarmationabout  Yes 354 83.5% =1 14.5% _—_
colorectal cancer sereening? Mo a7 B7.9% iz 12.1% -
Medical staff &9 4.4 30 F6.0%
Frignds, colleagues 39 e 7% 27 23.3%
Source of information Mt member &0 ek 8 ket oot
hloss media 79 83.2% 15 15.58%
intarnet 189 33.6% 37 15.9%
Mo specific source 122 S5.4% 2 5%

P: Pearson X? test
* P < 0.05 (significant)

Discussion

The current study aimed to assess public awareness regarding
colorectal cancer (CRC) and its determinants in Aseer region,
Saudi Arabia. The study findings were that nearly 3 out of each
4 heard about colorectal cancer which means that they may be
exposed to a case or relative with the cancer but family history
was positive among only 10% of the survey respondents. Early
stage curability and clinical presentation was also reported
by nearly half of the participants. Regarding risk factors, not
all were detected correctly by the study participants as two
thirds told about alcohol abuse and nearly half of the study
respondents know about positive family history as one of
the major risk factors. Dietary habits including low intake of
fruits and vegetables besides high intake of fat rich food was
selected as cancer colon risk factors by nearly 40% of the study
participants. Old age (above 50 years), inflammatory bowel
diseases and overweight were also selected by a considerable
portion of the respondent population.

Considering symptoms, blood in stool, rectal bleeding, and
crampy abdominal pain with change in bowel habits either
diarrhoea or constipation were the most reported by the
participants. General cancer symptoms and signs including
weight loss, fever, loss of appetite were reported by nearly
30% of the survey respondents which means they were
knowledgeable regarding the specific clinical features that aid
proper seeking of medical care in case of having similar clinical
presentations. The worst area in public awareness was for
diagnostic and screening methods for colorectal cancer as
nearly 40% said that they don’t know about it but colonoscopy
was reported by nearly half of the participants which may be
by chance of linking cancer colon with colonoscopy, not actual
awareness regarding this method. Also, public awareness
regarding the proper age to start screening for cancer colon
was questionable, which is a very important finding, as this item
if well known by public will be the main motivator for screening
behaviour helping in early detection and management of
the cancer at its curable stages. Only 20% (1 out of each 5)
reported for the age of 50 years or more. The situation was
worse regarding frequency of screening for CRC as only 7%
selected every 3 years which needs more effort to improve
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public awareness regarding check-up related behaviour.
In general, a very low percentage of the population
had good awareness level regarding CRC (14%) which
necessitates establishing intervention and health
education policies. The awareness level was significantly
higher among middle aged participants which may be due
to their concern as old aged mostly are poorly educated
and young aged participants don’t care about the health
problem. Also, females were more aware than males.
This can be explained by that females by default seek
screening for different cancers programs including breast
cancer screening or cancer of cervix screening, so they are
exposed to higher doses of information. Highly educated
participants also showed higher awareness level besides
they had their information from medical staff.

About public practice regarding check-up behaviour for
CRC, two thirds of the study participants said that they
never visited doctors or physicians for check-up purposes
which is mostly due to their poor knowledge regarding this
area. But also, two thirds reported that they may pay their
own money to do the screening test if recommended but
this misleading answer does not mean they have good
awareness or educational attitude bur fear of a ‘ghost’
named cancer and its sequelae. The promising finding
that may be used as a stimulator was their own perception
of having poor awareness and readiness to get more
information about colorectal cancer.

Sources of information reported by the study participants
explainthe poorawareness level as 24% ofthe respondents
had no specific source of information regarding CRC
while 27% had their information from physicians or nurses
but the main bulk recorded internet as the main source of
information (44%).

Poor knowledge especially for modifiable and non-
modifiable risk factors has been found previously in
different studies [8-12]. Improving public awareness can
significantly affect healthy lifestyle practices; in turn these
practices will participate in reducing cancer incidence as
well as other chronic morbidities [13]. The community
awareness may lead to increased healthy behaviours
and that could assist in reducing the overall burden of
ill-health on the population [14, 15]. Al-Maghrabi AA et al
conducted a survey in Makkah, Saudi Arabia to assess the
level of knowledge and awareness of colorectal cancer
among the general population of Makkah residents [16].
About 85% of the participants had heard of colorectal
cancer. However, nearly half (49.1%) of the participants
had received information regarding colorectal cancer
as part of their school curriculum. More than half of the
students (53.5%) recognized that colorectal cancer can
start without any obvious symptoms. More than one-
third (37.9%) of participants believed that men are more
likely than women to suffer from colorectal cancer, while
almost one-third (29.4%) said they knew nothing about
the symptoms, and 21.8% thought that men and women
have an equal chance of contracting colorectal cancer.
Regarding screening, nearly all participants (92.2%) had
never had an early screening for tumours of the colon and
rectum. Only 3.6% answered that they had undergone
such screening.

Study limitation

Irrespective of results that coincide with previous similar
studies’ findings regionally and internationally the main
limitation was using an online electronic questionnaire
and including survey participants consecutively which may
violate to some extent the generalizability of study results
as those who are educated and have internet access will
be the only participants. But due to the current situation of
COVID-19 pandemic and lockdown, no other method was
available to collect survey data.

Conclusions and Recommendations

In conclusion, the study revealed that public awareness
regarding CRC in Aseer region was poor, especially for
check-up timing and frequency. The highly educated
middle-aged group who had their information from
medical staff recorded the highest awareness level. Also,
check-up behaviour to screen for CRC was poor and the
majority of the population recorded their need to improve
their awareness level. Researchers recommend initiating
health education awareness programs to improve public
screening programs to cover all the citizens irrespective of
their demographics.
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Abstract

Background: Type 1 diabetes mellitus (T1DM) is
one of the most frequent chronic disorders of child-
hood. Teachers’ awareness regarding diabetes and
its complications, besides emergency care of their
diabetic children, can save their lives.

Aim: To assess knowledge, attitude and practice of
school teachers regarding T1DM and its acute com-
plications.

Methodology: A descriptive cross-sectional survey
was conducted in the schools of Abha city. Data
were collected using self-administered question-
naires distributed to all participants. Data collected
covered teachers’ socio-demographic data, work
related data including work years and educational
level. Teachers’ awareness, practice and attitude
twowardsT1DM were included in the questionnaire.

Results: The present study included 499 teach-
ers. With regards to teachers’ awareness regard-
ing T12DM among students, 91.2% of the teach-
ers mentioned that T1DM leads to polyuria in
diabetic students, 89.6% reported that DM leads to
polydipsia, and 77.6% said that tremors and sweat-
ing means hypoglycaemia in a diabetic student. The
study showed that 63.5% of the teachers had good
general awareness level regarding T1DM. As for
their awareness regarding consequences, 90.4%
of the teachers reported that in case of hypogly-
caemia, the diabetic student should take sweet
juice. About 95% of the teachers reported that they
support T1DM students in their classes and 47.1%
mentioned that their schools appointed someone to
look after T1DM children.

Conclusions & recommendations: The present
study documented a good level of knowledge,
practice and positive attitude of school teachers
towards T1DM students. It is suggested to increase
the role of schools by establishing educational and
training programs for teachers, especially teachers
who showed their willingness to join such programs.
More trained personnel should be present in schools
to deal with T1DM students.

Key words: T1DM, teachers, awareness,
knowledge, practice, attitude, complications
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Background

Type 1 diabetes mellitus (T1DM) is considered one of the
most common chronic diseases of childhood (1). It is an
autoimmune disease which may be diagnosed at any age
(2). It accounts for only about 5 to 10% of all cases of
diabetes. However, worldwide T1DM increases (3). The
immune system of the body destroys the Beta cells of the
Pancreas which affect the production of insulin (2). T1DM
is more common in males (4). T1DM incidence may vary
with seasonal changes and also with the birth month.
More cases were diagnosed in autumn and winter (5).
People are born in the spring to have a higher chance
of T1\DM (6). T1DM is considered to have an immune-
association. If TIDM is not directly immune-mediated, it
causes the destruction of insulin-producing pancreatic
B cells (7, 8). It was considered a disorder in children
and adolescents, but over the past decade, this opinion
has changed. Polydipsia, polyphagia, and polyuria are
commonly known as the classic trio of symptoms which
are associated with the disease onset (9). Over the past
decade, the technological improvements in insulin pumps
and the continuous glucose monitors can help patients
with T1IDM to manage the challenge of lifelong insulin
administration (10). T1DM complications are all related to
poor blood glucose control. To manage the symptoms and
prevent further damage, controlling blood glucose levels
is a must (11). Hypoglycaemia, diabetic ketoacidosis
(DKA) and severe hypoglycaemia are the major acute
complications of T1DM (12).

Teachers’ awareness regarding T1DM, its complications
and emergency care of their diabetic children can save
their lives. This can be achieved through assessing
teachers’ awareness level, to detect gaps and manage
through periodic training programs and health education
sessions. The current research objectives were to study
school teachers’ awareness regarding T1DM, its acute
complications and emergency management.

Methodology

A descriptive cross-sectional survey was conducted in
the schools of Abha city, Aseer region during the period
from late November 2018 through to February 2019.
The study targeted teachers from different schools. Two-
stage stratified cluster random sampling technique was
performed. Schools were stratified into kindergarten,
primary, intermediate or secondary. In the first stage,
within each stratum, 5 schools were randomly chosen. In
the second stage, all accessible teachers in the selected
schools were invited to participate after explaining the study
purpose and assuring that their data will be confidential.
After having permission from the school authority, self-
administered questionnaires were distributed to all
participants with explanations about the questionnaire by
the investigator and class teacher. Then, questionnaires
filled in by teachers were collected at the school after
30 minutes. The study questionnaire was developed by
the researcher after intensive literature review and after
experts’ consultation for tool validity and clarity. Response

rate exceeded 95%. Incomplete questionnaires were
not included. Data collected covered teachers’ socio-
demographic data, work related data including work years,
educational level, teachers’ awareness regarding diabetes
mellitus including general awareness data (7 questions)
and diabetes consequences awareness (6 questions). The
last part included school practice and teacher behaviour
and attitude towards diabetic students.

Data analysis

Data were extracted, revised, coded and fed into statistical
software IBM SPSS version 22 (SPSS, Inc. Chicago, IL).
All statistical analysis was done using two tailed test. P
value less than or equal to 0.05 was considered to be
statistically significant. For awareness items, each correct
answer was scored one point and total summation of the
discrete scores of the different items was calculated. A
teacher with score less than 60% of the maximum score
was considered to have poor awareness while good
awareness was considered if they had score of 60% of
the maximum or more. Descriptive analysis based on
frequency and percentdistribution was done for all variables
including teachers’ demographic data, awareness items
and practice and attitude. Cross tabulation was used to
assess distribution of awareness according to teachers’
personal data, practice and attitude. Relations were tested
using Pearson chi-square test.

The present study included 499 teachers. Their age
ranged from 20 to 60 years with an average of 40 + 7.3
years. The study showed that 67.1% of the teachers were
females and 85.8% had Bachelor’s degree while 6.8% had
postgraduate master or doctorate degrees. About 65% of
the teachers had teaching experience of 10 years or more
and 46.3% worked at primary schools (Table 1).

With regards to teachers’ awareness regarding T1DM
among students (Table 2), 91.2% of the teachers mentioned
that T1DM leads to polyuria in a diabetic student, 89.6%
reported that T1DM leads to polydipsia, and 77.6% said
that tremors and sweating means hypoglycaemia in a
diabetic student. The study showed that 63.5% of the
teachers had good general awareness level regarding
diabetes mellitus. As for their awareness regarding T1DM
consequences, 90.4% of the teachers reported that in the
case of hypoglycaemia, the T1DM student should take
sweet juice, 79.4% reported that T1DM children were
eligible to attend the physical education session, while
49.1% agreed that T1DM affects the student’s academic
performance. Generally speaking, 58.5% of teachers had
good awareness level regarding consequences of T1DM
while overall good awareness regarding diabetes among
teachers amounted to 68.3%.

Figure 1 illustrates teachers and schools’ practices towards
T1DM students. About 95% of the teachers reported that
they support diabetic students in their classes, 47.1%
mentioned that their schools appointed someone to look
after diabetic children, and 25.8% reported having a
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training program for dealing with diabetic children while
15.2% mentioned that their schools provide special meals
for diabetic students.

Considering teachers’ attitude (Table 3), 99.4% of the
teachers supported presence of a school nurse, 80.2%
stated that they would like to join a training program for
dealing with diabetic students, and 78% were willing to
have diabetic children in their class.

Table 4 illustrates distribution of teachers’ awareness by
their background data. All teachers who had doctorate
degree had good awareness level regarding diabetes
mellitus among students compared to 66.4% of those

with Bachelor’s degree. This difference was statistically
significant (P=0.048). Also, 71.2% of the teachers with
teaching experience exceeding 10 years had good
awareness level compared to 63% of those whose
experience is less than 10 years with recorded statistical
significance (P=0.049). Exactly 75.4% of teachers whose
school has a training program for dealing with diabetic
students had good awareness level compared to 65.5%
of those who did not (P=0.034). Also, 71% of the teachers
who would like to join a training program for dealing with
diabetic students had good awareness level compared to
others who would not (P=0.012).
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Table 2: Teachers’ awareness regarding diabetes among their school students in Abha, Saudi Arabia
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Figure 1. Teachers and school practice towards diabetic students in Abha, Saudi Arabia
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Table 3: Teachers’ attitude towards diabetic students in Abha, Saudi Arabia

: Yes No Unsure
i No % No % no %
Willingto have disbetic childreninyour class 389 FED% &0 120% 50 10.0%
'-.'-.-'DLIII l:|1,-'I:II..I Ilh'n.?tcungntralnlngprngmm for 400 2039 57 114% 42 249
dealing with disbhetic student
Support presence of school nurse 496 99.4% 2 A% 1 2%

Table 4: Distribution of teachers’ awareness level regarding diabetes among students according to their personal data,
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Discussion

Studies in Saudi Arabia showed low level of knowledge
and awareness of DM among the Saudi population (13).
The present study included 499 teachers; the awareness
of teachers was studied regarding general awareness
about T1DM and consequences among students. The
general awareness of teachers was good among more
than half of them (63.5%), only 36.5% had poor general
awareness, whereas regarding diabetic complications, a
lower percentage of teachers had good awareness 58.5%,
whereas 41.5% had poor diabetic complications awareness.
The overall awareness of teachers was good among 68.3%.
Arecent study from Al-Jouf conducted on teachers of primary
and intermediate schools, reported that 75.4% of participants
had adequate general knowledge, whereas 43.78% only had
diabetic specific knowledge (14). Another study from Riyadh
revealed that 70% of teachers had fair knowledge (15). On
the other hand, a study from Al-Khobar that was conducted

on female diabetic school teachers reported that there was
low knowledge regarding the symptoms of hypoglycaemia
(16). Moderate knowledge was reported from another Saudi
study conducted on school teachers (17).

In the present study, educational level of teachers, years of
experience, presence of training programs in schools and the
willingness of teachers to join training programs significantly
affected the level of teachers’ awareness. Good awareness
was significantly associated with having bachelor degree,
teaching experience more than 10 years, no presence of
training program in school and this reflects the self-effort of
teachers to know about DM and to care for their students.
Also, good awareness was associated with the willingness
of teachers to join training programs. A recent study from Al-
Baha, Saudi Arabia showed that the experience of teachers
had a positive impact on the diabetic students (18). In
contrast to our findings, another Saudi study reported that
age and gender were associated with awareness level of
teachers (17).
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The practice of teachers in the present study was the
highest regarding giving support to the diabetic children
in the class (95.2%), followed by presence of someone
to look after the diabetic students in school (47.1%). Only
28.5% of teachers reported the presence of a training
program for dealing with diabetic students and 21.2%
reported the presence of a person to check blood sugar
for diabetic students and inject insulin in the school, if
necessary. Very few (15.2%) reported the presence of
special meals for diabetic students. The above-mentioned
results point out that practice of teachers was good, but
the practice of schools should be improved by providing
periodical educational and training programs about
DM and its complications and how to deal with diabetic
students. In one Saudi study only 16% of teachers
reported presence of training programs in schools (14).
Low practice was reported by another Saudi study, where
only 18.6% of teachers had a good total score of Diabetes
practice management (15).

Regarding attitude of teachers in the present study, it
was found to be positive and excellent. The maijority of
teachers (78%) were willing to have diabetic children in
their class, 80.2% agreed to join training programs and
99.4% supported the presence of school nurses to deal
with diabetic students. Our findings were in agreement
with a the previous Saudi study in Al Jouf, where 94%
of teachers were willing to join training programs, and
the majority (66.5%) supported presence of nurses at
schools (14). On the other hand a study from Riyadh
reported unfavourable attitudes of teachers toward taking
responsibility for diabetes care and education in schools
(15). This may reflect the need for a national program to
deal with this issue.

Conclusion and recommendations

The present study documented good level of knowledge,
practice and positive attitude of school teachers towards
diabetic students. It is suggested to increase the role of
schools by establishing educational and training programs
for teachers, especially teachers who showed their willing
to join such programs. More trained personnel should be
present in schools to deal with diabetic students. Further
studies are recommended to clarify in depth this important
issue.
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Abstract

Introduction: Type 2 Diabetes Mellitus (DM) has be-
come a global epidemic with patients suffering sig-
nificant disabilities and potential premature death.
Due to a lack of education regarding diabetes, most
patients suffer from diabetic complications. This
study was conducted to determine the knowledge,
attitudes and practices among patients with type 2
diabetes. Methods: A cross-sectional study was con-
ducted using a non-probability sampling technique
to select the diabetic patients. A total of 244 dia-
betic patients coming to the medical OPD at Jinnah
Post Graduate Medical Center, were interviewed.
The data was collected via interviews using a struc-
tured questionnaire. The data was collected using
Non Probability Purposive Sampling technique and
analyzed using Statistical Package SPSS software
version 20.0. The patients’ knowledge about the
disease, their attitudes and practices were the main
outcome measures. A chi square test was run at 95
% confidence interval (Cl).

Methodology: A Cross sectional study was conduct-
ed at the Medicine OPD and Ward of Jinnah Post
Graduate Center, Karachi from April 2019 and Au-
gust 2019. The sample size was calculated to be
220. The sample was selected using non probability
purposive sampling technique. A structured ques-
tionnaire with close ended questions was our data
collection tool. It was translated into simple Urdu
and divided into 4 sections pertaining to: demo-
graphic details, knowledge about DM 2, attitude and
practices adopted for DM 2. It was handed out to
our data collectors who, after obtaining verbal con-
sent, conducted personal interviews amongst pa-
tients coming to Medicine OPD and Ward of JPMC,
diagnosed with DM type 2. Patients not diagnosed
with DM type 2 or those unwilling to participate were
excluded.

Data collected was analyzed using the SPSS soft-
ware version 20.0 and a chi square test performed.
Frequencies and percentages were taken out. The
statistical analysis was conducted with a 95% con-
fidence interval and a p-value of <0.05 as threshold
of statistical significance. All ethical considerations
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were observed while seeking legal permission of
concerned authorities to assess data. Any research
misconduct was avoided and rights and well-being
of research participants were protected.

Results: Atotal of 220 individuals participated in this
study with ages ranging from 10 years to 78 years
with the highest number of individuals, 9.5% (n=21)
in the 50 year old age group. Of the diabetic patients
55.9% (n=123) of them were female and 44.1%
(n=97) were males. Among the patients 85.5%
(n=188) were married, 4.5% (n=10 ) were unmar-
ried and 10% (n=22) were widowed. Regarding their
level of education, 22.3% (n=49) were not formally
educated, 15.9% (n=35) were primary educated,
20.5% (n=45) were secondary educated and 41.4%
(n=91) were graduates. Most of the females who
were 34.7% (n=75) were house wives while males
represented all professions including government
jobs 4.7% (n=10), Engineers 4.1% (n=9), drivers
2.3% (n=5) and labourers 4.1% (n=9). Regarding
the monthly income of the participants about 34.5%
(n=76) earned from Rs 1000/- to Rs 29,999/- per
month, 22.7% (n=50 ) earned from Rs 30,000/- to
Rs 99,999/- per month and 6.8% (n=15) earned
up to or more than Rs 3,00,000/-. Regarding their
time since onset of diabetes, 11.4% (n=25) had it for
less than one year. About 30.5% (n=67) had it for
the last 1-5 years, 23.6% (n=52) had it from 6-10
years, 15.5% (n=33) had it for the last 11-15 years
and 19.5% (n=43) had it for more than 15 years.
When asked about any prior knowledge about dia-
betes, 60.9% (n=134) knew somewhat about dia-
betes and 39.1% (n=86) had no prior knowledge.
Regarding the source of their knowledge, the major-
ity who were 46.8% (n=103 ) had learnt from family
and friends and 28.6% (n=63) had learnt about it
from health care providers and only 4.1% (n=9) had
learnt about it through the media. Of the patients,
77.3% (n=170) of them had the belief that diabe-
tes was a genetic disease and 22.7% (n=50) did not
believe it to be a genetic disease. 28.2% (n=62) of
the diabetic patients correctly identified the symp-
toms of their disease such as increased thirst, ap-
petite and urination. 92.3% (n=203) of diabetic

patients declared their disease as a dangerous one
while 56.4% ( n=124) believed it is a preventable
illness; 23.2% (n=51) did not think of it as prevent-
able and 20.5% (n=45) were not sure of terming
diabetes as preventable. Responding to the ques-
tion whether blood sugar levels rise in diabetes,
82.7% (n=182) knew about it and 17.3% (n=38) did
not know about it. Almost 66.4% (n=146) patients
knew how to measure sugar levels with a glucom-
eter and 33.6% (n=74 ) did not know how to use a
glucometer. 15.5% (n=34) patients daily checked
their sugar levels, 57.7% (n=127) checked irregu-
larly and 12.3% (n=27) did not check at all. Almost
50.5% (n=111) had their blood pressure checked
a few days before, 26.4% (n=58) had it checked
a few weeks ago, 15.5% (n=34) had it checked a
few months ago and 7.7% (n=17) had it checked
one year ago. Regarding the type of treatment, 17.3
(n=38) patients were on oral hypoglycemic agents
and insulin, 63.2% (n=139) were on oral hypogly-
cemic, 10.5% (n=23) were on insulin only, 5.9%
(n=13) were on dietary control and 3.2% (n=7) did
not take any treatment. 67.3% (n=148) monitored
diet regularly and 76.4% (n=168) did not ever miss
taking their medicines. 18.2% (n=4 used to miss tak-
ing regular medication and 5.5% (n=12) were not
sure about their regularity. 65.5% (n=144) termed
insulin as the last level of treatment therapy for dia-
betes and 71.4% (n=157) knew that exercise can
help prevent occurrence of diabetes complications.
When the patients were asked whether insulin was
an addiction, 34.5% (n=76) said yes, 49.1% (n=
108) said no and 16.4% (n=36) said may be.

Conclusion: The majority had good overall knowl-
edge and attitude towards their disease. Despite
that, self-care practices were mediocre. We still have
miles to go in ensuring that every patient, regardless
of their education, not only fully comprehends but
also implements their self-care practices rigorously
via educational and awareness programs.

Key words: Type 2 Diabetes Mellitus (DM), Patients,
Attitude, Self Care

Introduction

Diabetes Mellitus has become a major health concern that
has been particularly growing in developing countries (1).
According to NDSP 2016-2017, the prevalence of Diabetes
mellitus is 26.3%. Hence, Pakistan has around 27.4 million
people >20 years of age suffering with diabetes (2).

It is widely acknowledged that poor control of Diabetes
leads to remarkably elevated risks for heart disease, stroke,
blindness, kidney failure, leg amputation and premature
death [3-4]. These potential complications may largely be
avoided in future by proper management of Diabetes [5].
This may be achieved by optimal glycemic control which
aims to delay both micro vascular and macro vascular

complications[6]. This involves lifestyle modification that
includes routine exercise, healthy diet, weight loss, and
drug therapy. Therefore, adequate health education is a
cornerstone of diabetes management. Patients who are
well aware and knowledgeable regarding diabetes and its
adverse complications seek proper treatment and care,
and are proactive regarding their health [7]. Therefore such
individuals, who are diligent with their diabetes self-care,
achieve better and long-lasting diabetic control [8, 9].

Furthermore, incorrect attitude and beliefs regarding
Diabetes, hinders proper guidance about the disease. For
future effective education programs to be better planned,
we need to explore patients’ awareness about diabetes,
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misconceptions about the disease itself and its treatment
especially diet and insulin (10). In view of the projected
rise in the incidence of type 2 Diabetes and the resultant
morbidity and mortality in a country like Pakistan, there has
been a dearth of KAP studies in Pakistan in recent years.
As of now, Pakistan currently lacks large scale structured
educational and awareness programs regarding diabetes
and its complications. This study aims to ascertain current
knowledge, mindset and self-care practices prevalent
amongst people suffering from Type 2 DM.

The information gained could subsequently be helpful to
design and initiate comprehensive programs for control of
diabetes and help prevent its sufferers from developing
debilitating complications and achieve better health
control.

Methodology

A Cross sectional study was conducted at the Medicine
OPD and Ward of Jinnah Post Graduate Center, Karachi
from April 2019 and August 2019. The sample size was
calculated to be 220. The sample was selected using non
probability purposive sampling technique. A structured
questionnaire with close ended questions was our data
collection tool. It was translated into simple Urdu and
divided into 4 sections pertaining to: demographic details,
knowledge about DM 2, attitude and practices adopted for
DM 2. It was handed out to our data collectors who, after
obtaining verbal consent, conducted personal interviews
amongst patients coming to Medicine OPD and Ward of
JPMC, diagnosed with DM type 2. Patients not diagnosed
with DM type 2 or those unwilling to participate were
excluded.

Data collected was analyzed using the SPSS software
version 20.0 and a chi square test performed. Frequencies
and percentages were taken out. The statistical analysis
was conducted with a 95% confidence interval and a p-
value of <0.05 as threshold of statistical significance. All
ethical considerations were observed while seeking legal
permission of concerned authorities to assess data. Any
research misconduct was avoided and rights and well-
being of research participants were protected.

A total of 220 individuals participated in this study with
ages ranging from 10 years to 78 years with A total of 220
individuals participated in this study with ages ranging
from 10 years to 78 years with the highest number of
individuals, 9.5% (n=21) in the 50 year old age group. Of
the diabetic patients 55.9% (n=123 ) of them were female
and 44.1% (n=97 ) were males. Among the patients 85.5%
(n=188 ) were married, 4.5% (n=10 ) were unmarried
and 10% (n=22 ) were widowed. Regarding their level
of education, 22.3% (n=49 ) were not formally educated,
15.9% (n=35 ) were primary educated, 20.5% (n=45
) were secondary educated and 41.4% (n=91 ) were
graduates. Most of the females who were 34.7% (n=75)
were house wives while males represented all professions
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including government jobs 4.7 % (n=10), Engineers 4.1%
(n=9) , drivers 2.3% (n=5 ) and labourers 4.1% (n=9).
Regarding the monthly income of the participants about
34.5% (n=76 ) earned from Rs 1000/- to Rs 29,999/- per
month, 22.7% (n=50 ) earned from Rs 30,000/- to Rs
99,999/- per month and 6.8% (n=15 ) earned up to or
more than Rs 3,00,000/-. Regarding their time since onset
of diabetes, 11.4% (n=25) had it for less than one year.
About 30.5% (n=67 ) had it for the last 1-5 years, 23.6%
(n=52) had it from 6-10 years, 15.5% (n=33 ) had it for
the last 11-15 years and 19.5% (n=43 ) had it for more
than 15 years. When asked about any prior knowledge
about diabetes, 60.9% (n=134 ) knew somewhat about
diabetes and 39.1% (n=86 ) had no prior knowledge.
Regarding the source of their knowledge, the majority who
were 46.8% (n=103 ) had learnt from family and friends
and 28.6% (n=63 ) had learnt about it from health care
providers and only 4.1% (n=9 ) had learnt about it through
the media.

Of the patients, 77.3% (n=170 ) of them had the belief that
diabetes was a genetic disease and 22.7% (n=50 ) did not
believe it to be a genetic disease. 28.2% (n=62 ) of the
diabetic patients correctly identified the symptoms of their
disease such as increased thirst, appetite and urination.
92.3% (n=203 ) of diabetic patients declared their disease
as a dangerous one while 56.4% ( n=124 ) believed it is
a preventable iliness; 23.2% (n=51) did not think of it as
preventable and 20.5% (n=45) were not sure of terming
diabetes as preventable. Responding to the question
whether blood sugar levels rise in diabetes, 82.7% (n=182
) knew about it and 17.3% (n=38 ) did not know about it.
Almost 66.4% (n=146 ) patients knew how to measure
sugar levels with a glucometer and 33.6% (n=74 ) did not
know how to use a glucometer. 15.5% (n=34) patients
daily checked their sugar levels, 57.7% (n=127 ) checked
irregularly and 12.3% (n=27 ) did not check at all. AlImost
50.5% (n=111) had their blood pressure checked a few
days before, 26.4% (n=58 ) had it checked a few weeks
ago, 15.5% (n=34) had it checked a few months ago and
7.7% (n=17 ) had it checked one year ago. Regarding
the type of treatment, 17.3 (n=38 ) patients were on oral
hypoglycemic agents and insulin, 63.2% (n=139 ) were on
oral hypoglycemic, 10.5% (n=23 ) were on insulin only,
5.9% (n=13 ) were on dietary control and 3.2% (n=7 )
did not take any treatment. 67.3% (n=148 ) monitored
diet regularly and 76.4% (n=168) did not ever miss
taking their medicines. 18.2% (n=40) used to miss taking
regular medication and 5.5% (n=12) were not sure about
their regularity. 65.5% (n=144 ) termed insulin as the
last level of treatment therapy for diabetes and 71.4%
(n=157) knew that exercise can help prevent occurrence
of diabetes complications. When the patients were asked
whether insulin was an addiction, 34.5% (n=76) said yes,
49.1% ( n= 108) said no and 16.4% (n=36) said may be.
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Figure 1: Depicting level of education of diabetic patients showing 22.3% (n=49 ) were not formally educated, 15.9%
(n=35) were primary educated, 20.5% (n=45 ) were secondary educated and 41.4% (n=91) were graduates
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Figure 2: Percentage of participants who follow regular self-practice routines. The figure shows that 67.3%
(n=148 ) of the patients monitored diet regularly , 15.5% (n=3 ) patients daily checked their sugar levels and
76.4% (n=168) did not ever miss taking their medicines.
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Figure 3 showing the patients’ type of treatment; 17.3 (n=38 ) were on oral hypoglycemic and insulin, 63.2%
(n=139) were on Oral hypoglycemic, 10.5% (n=23 ) were on insulin only, 5.9% (n=13 ) were on dietary control
and 3.2% (n=7) did not take any treatment.
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Figure 4 showing that when patients were asked whether insulin was an addiction, 34.5% (n=76) said yes, 49.1%

(n=108) said no and 16.4% (n=36) said may be.
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Discussion

This cross sectional study was conducted primarily in
Jinnah Postgraduate Medical Center, with 220 type 2
diabetics participating in the study. According to this study
when asked about any prior knowledge about diabetes,
60.9% knew somewhat about diabetes and 39.1% had
no prior knowledge. A majority of our population had
good knowledge regarding the disease; they knew
what diabetes was, knew about the symptoms, and the
complications. This is a significant improvement to one
our parent researchers did in Islamabad in 2010 where
half of their participants didn’t even know what diabetes
was (11). In this study regarding diabetic patients’ level
of education, 22.3% were not formally educated, 15.9%
were primary educated, 20.5% were secondary educated
and 41.4% were graduate An obvious parallel that we
noticed was that the education level had a major role to

Ho
Is insulin an addiction 7

play in the knowledge regarding the disease with most
people with higher education being well informed. Also the
use of a glucometer to monitor the disease was also tied
to the education level. These findings were also confirmed
by a study conducted in Uganda in 2010 (12). It was a
little disheartening how a less number of respondents got
their information from medical professionals, indicating the
need to further bridge this gap as in this study it was found
that regarding the source of their knowledge, the majority,
which was 46.8%, had learnt from family and friends and
28.6% had learnt about it from health care providers and
only 4.1% had learnt about it through the media.

This study showed that the attitude towards the disease was
good as well, with the majority of the participants knowing
this to be a dangerous condition that required changed diet
and regular exercise and constant monitoring. This was
confirmed by another study conducted in China (13).
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In addition to having a sound knowledge of diabetes, self-
management of diabetes is also vital for patients. Previous
researchers have assessed the attitudes and self —care
practices of each patient in order to maintain their disease
condition (14,15).

In this study, the majority of individuals were found to
exercise adequate control over their diet, and adopt
healthier food alternatives. This could be a potent indicator
of the growing mindset rampant in the general populace,
of relying on healthier diets to keep Type 2 Diabetes at
bay. However, a worrisome statistic has come to surface
with regards to checking routine Blood sugar levels. Only
15.5% of individuals regularly monitored their blood sugar
levels, as is consistent with the findings of a previous
research paper (16) where 14.5% reported checking of their
S=sugarlevels once disease showed worsening symptoms
and 12.3% did not monitor at all. 57.7% participants
did monitor their sugar levels, although irregularly (on a
weekly/ monthly basis). Despite a moderate decline in the
number of individuals who do not monitor, itis a concerning
issue nonetheless that even those who did monitor sugar
levels, did so infrequently and this imparts little or no
health benefit in the long run. This was also confirmed by
a study conducted in Indonesia in 2018 (17). In this study
67.3% monitored diet regularly and 76.4% did not ever
miss taking their medicines whereas 18.2% used to miss
taking regular medication and 5.5% were not sure about
their regularity. With regard to medication compliance, a
satisfactory number of individuals never missed a dose of
their medications indicating the individuals’ earnest belief
in drug therapy and their proactive, disciplined attitude
towards their health. A few, who did miss their doses,
did so infrequently, and this partial compliance might
be corrected by health professionals who can counsel
and place emphasis on strict adherence to medication.
Furthermore, our data showed a majority of individuals
who had received general formal education seemed to
know how to operate a glucometer while a large set of
those with no education, did not know. These findings
were also similar to a study conducted in Iran (18). This
might imply a greater sense of awareness regarding self-
management practices amongst the educated class and
theirincreased capability in handling technological gadgets
to monitor diabetes better. Those not educated, are at a
disadvantage and perhaps may benefit from educational
programs and practical demonstrations by health care
professionals.

Conclusion

The majority of our respondents had a good overall
knowledge and attitude towards their disease while
self-care practices were moderate. Despite an obvious
increase in awareness and know how about the disease
in recent times, we still have miles to go in ensuring
that every patient regardless of their education, not only
fully comprehends but also implements their self-care
practices rigorously. It seems that it is imperative that
patients of lower socioeconomic status and education are
not restricted by their circumstances, with the principal of

equity rather than equality being used to ensure better
results. Educational and awareness campaigns run on
different social media platforms, TV and print media may
help generate greater know how about Type 2 Diabetes
in people of all different backgrounds. This will encourage
them to have regular follow ups, get checked for various
complications, and to live a lifestyle that allows their body
to be the best it can be.

References

1)ZhengY.,LeyS., HuF. Global aetiology and epidemiology
of type 2 diabetes mellitus and its complications. Nat Rev
Endocrinol. 2018; 14: 88-98 (2018)

2) Basit A, Fawwad A, Siddiqui SA, Baga K. Current
management strategies to target the increasing incidence
of diabetes within Pakistan. Diabetes Metab Syndr Obes.
2018 Dec 27;12:85-96.

3) Hippisley-Cox J, Coupland C. Diabetes treatments
and risk of amputation, blindness, severe kidney failure,
hyperglycaemia, and hypoglycaemia: open cohort study
in primary care. BMJ. 2016 Mar 30;352:i1450.

4) Stratton IM, Adler Al, Neil HA, et al. Association
of glycaemia with macrovascular and microvascular
complications of type 2 diabetes (UKPDS 35): prospective
observational study. BMJ 2000;321:405-12.

5) Zimmet, P.Z. Diabetes and its drivers: the largest
epidemic in human history? Clin Diabetes Endocrinol ;
2017;3(1 ):1-8

6) Domingueti CP, Sant’Ana Dusse LM, Carvalho MC, Pires
de Sousa L, Gomes KB, Fernandes AP. Diabetes mellitus:
The linkage between oxidative stress, inflammation,
hypercoagulability and vascular complications. Journal of
Diabetes and its Complications.2016;30(4): 738-745

7) Asif M. The prevention and control the type-2 diabetes
by changing lifestyle and dietary pattern. J Educ Health
Promot. 2014 Feb 21;3:1.

8) Shrivastava SR, Shrivastava PS, Ramasamy J. Role of
self-care in management of diabetes mellitus. J Diabetes
Metab Disord. 2013 Mar 5;12(1):14.

9) Lee YJ, Shin SJ, Wang RH, Lin KD, Lee YL, Wang YH.
Pathways of empowerment perceptions, health literacy,
self-efficacy, and self-care behaviors to glycemic control
in patients with type 2 diabetes mellitus. Patient Education
and Counseling.2016;99(2): 287-294

10) Baig AA, Benitez A, Quinn MT, Burnet DL. Family
interventions to improve diabetes outcomes for adults.
Ann N 'Y Acad Sci. 2015 Sep;1353(1):89-112

11) Gul N. Knowledge, attitudes and practices of
type 2 diabetic patients. J Ayub Med Coll Abbottabad
2010;22(3):1-4

12) Baumann LC, Opio CK, Otium M. Self-care Beliefs
and Behaviors in Ugandan Adults With Type 2 Diabetes.
The Diabetes Educator.2010 Jan;36(2): 293-300

13) Gao J., Wang J., Zheng P. et al. Effects of self-care,
self-efficacy, social support on glycemic control in adults
with type 2 diabetes. BMC Fam Pract 14, 66 (2013).

14) Fisher EB., Boothroyd RI., Coufal MM., Baumann
LC, . Mbanya JC., Rotheram-Borus MJ., Sanguanprasit
B,. Tanasugarn C. Peer Support For Self-Management Of
Diabetes Improved Outcomes In International Settings.

WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 18 ISSUE 10 OCTOBER 2020

27



ORIGINAL CONTRIBUTION

Health Affairs. 2012; 31(1): 130-139

15) Stephani V., Opoku D., Beran D. Self-management
of diabetes in Sub-Saharan Africa: a systematic review.
BMC Public Health. 2018; 18(1148):1-11

16) Muchiri J, Gericke G, Rheeder P. Subjects’ experiences
of a nutrition education programme: a qualitative study
of adults with type 2 diabetes mellitus living in a rural
resource-limited setting in South Africa. S Afr J Clin Nutr.
2016;29(2):83-9.

17) Rusdiana., Savira M., Amelia R. The Effect of Diabetes
Self-Management Education on Hba1c Level and Fasting
Blood Sugar in Type 2 Diabetes Mellitus Patients in
Primary Health Care in Binjai City of North Sumatra,
Indonesia. Open Access Maced J Med Sci. 2018 Apr
12;6(4):715-718.

18) Reisi M, Mostafavi F, Javadzade H, Mahaki B, Tavassoli
E, Sharifirad G. Impact of Health Literacy, Self-efficacy,
and Outcome Expectations on Adherence to Self-care
Behaviors in Iranians with Type 2 Diabetes. Oman Med J.
2016 Jan;31(1):52-9.

28 WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 18 ISSUE 10 OCTOBER 2020



ORIGINAL CONTRIBUTION

Prevalence and predictors of depression among medical
students in Jeddah, Saudi Arabia

Yousria Badawy (1)
Areej Alsaggaf (2)
Amani Bardi (2)
Omnia Alganmi (2)
Turki Alshehri (2)

(1) Professor of Family Medicine, College of Medicine, Ibn Sina National College for Medical

studies

(2) Medical intern, Ibn Sina, National College for Medical studies

Corresponding author:
Areej Alsaggaf

Jeddah, Saudi Arabia
Mobile:00966532684559
Email: Areej.hs@outlook.com

Received: August 2020; Accepted:September 2020; Published: October 1, 2020.
Citation: Yousria Badawy et al. Prevalence and predictors of depression among medical students in Jeddah, Saudi Arabia.
World Family Medicine. 2020; 18(10): 29-35 DOI: 10.5742/MEWFM.2020.93871

Abstract

Background: Estimates of the prevalence of
depression or depressive symptoms among medical
students varies across studies from 1.4% to 73.5%.
Studies also report conflicting findings about if stu-
dent depression vary by undergraduate year, sex, or
other characteristics.

Objective: to assess the prevalence and factors
associated with depression among medical students
in Jeddah, Saudi Arabia.

Methods: Institutional based cross-sectional study
was conducted among medical students at Ibn Sina
National College of Medical Science of Jeddah,
Saudi Arabia. The presence of depression and its
severity was based on PHQ depression scale (PHQ-
9) 19, using Google form link. Data was collected
using data on the outcome of interest (depression),
socio-demographic characteristics (age, sex, source
of income and marital status), academic-related
factors (academic year of study).

Results: Depression was detected in 75.31% of the
studied population , considering 10 score as a cut
off point for depression. Among those depressed
groups 23.44% were scored as having moderate
depression (10-14) while those who had moder-
ately severe (15-19) and severe (20 or more) were
28.93% and 22.94% respectively. The present study
showed that depression was significantly more prev-
alent among female medical students compared to
male medical students. The prevalence of depres-
sion was more in the second year medical students
followed by the sixth year and the difference found
between the severity of depression and year of
studying was statistically significant.

Conclusion: Depression is highly prevalent among
medical student populations. Implications of depres-
sion are of serious concern that could result in loss
of potential to handle various stressors at college,
impairment of functioning in classroom performance
and later in clinical practice.

Key words: Saudi. Depression, medical students,
prevalence & severity
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The WHO considers mental health as a fundamental
aspect of human health and published an action plan for
2013-2020 to promote the prevention, treatment, and
overcoming of mental health disorders(1). Depression
is considered an important indicator for mental health,
and the inability to detect and address this psychological
disorder negatively affects individuals(2,3).

University students face various stressors such as
academic requirements, time pressure and social
adjustments, and medical students in particular, may face
additional challenges such as the large workload, the time
commitment and the number of assessments, as well as
the pressures of a clinical environment(4). Studies have
suggested that medical students experience high rates
of depression(5). However, estimates of the prevalence
of depression or depressive symptoms among medical
students vary across studies from 1.4% to 73.5%(6,7).
Studies also report conflicting findings about if student
depression vary by undergraduate year, sex, or other
characteristics(8-11).

A recent meta-analysis showed that depression affects
approximately one third of medical students worldwide,
(12). 1t is also likely that the overall prevalence of
depressive symptoms among medical students is higher
than that reported in the general population(13). As
most of the studies revealed that depression is common
in university students especially high among medical
students they also found no preponderance between
males and females and is higher in single students
than married ones(14,15). It may be a significant hidden
problem in medical students and mechanisms to identify
and help students with mental health problems should be
seriously considered(16).

Depression has a huge effect on society and individuals,
which can lead to suicidal tendency, relationship
problems, medical dropouts, and impaired work ability.
Therefore, proper counseling services are required for the
psychological well-being of medical students to improve
their quality of life(17).

Even though depression is found to be remarkably high
among medical students coupled withitsimpactsin causing
poor academic performance, disability and poor quality of
life, to our knowledge only a few studies are available in
the study area (Saudi Arabia). A better understanding of
the magnitude and correlates of depression is essential
for planning appropriate intervention for those population
groups.

Therefore, this study aimed to assess the prevalence
and factors associated with depression among medical
students in Jeddah, Saudi Arabia.

This study aimed to determine the prevalence and
associated factors of depression among undergraduate
medical students at Ibn Sini National Medical college,
Jeddah, Saudi Arabia.

Study design and setting:

Institutional based cross-sectional study was conducted
among medical students at Ibn Sina National College of
Medical Science of Jeddah, Saudi Arabia. The study was
conducted between October to December 2019.

Sample population:

The Sample size was determined based on a single
population formula using Epi-info version 7 with a 95%
confidence interval and 5% margin of error taking the
prevalence of depression as 27.7% . By considering a
10% non-response rate and applying sample correction
formula a total sample size of 400 undergraduate medical
students were involved in the study. The study population
consisted of male and female medical students, attending
the medicine program of all academic stages (from
year one till year six). Students with known depression
or under anti-depressive medications were included.
Students with other known psychiatric illnesses other
than depression,and chronic medical conditions known
to be associated with depression (diabetes, rheumatoid.
etc) were excluded.

Data collection:

The presence of depression and its severity was based on
PHQ depression scale (PHQ-9) (18), using Google form
link developed by Kroenke et al to measure depression. It
was self-administered, and facilitated diagnosis of major
depression and also provided assessment of symptom
severity. The PHQ-9 is the depression module, which
scores each of the nine criteria as “0” (not at all) and “3”
(nearly everyday). Validity of this test has been assessed
against an independent structured mental health
professional (MHP) interview. PHQ-9 score of ten or more
had a sensitivity of 88% and a specificity of 88% for major
depression. It has been validated for use in primary care.
Data was collected using data on the outcome of interest
(depression), socio-demographic characteristics (age,
sex, source of income and marital status), academic-
related factors (academic year of study). The screening
instrument assesses depressive symptoms based on
nine questions for screening ,diagnosing, monitoring
and measuring the severity of depression level using the
cutoff values of 10 to 14 dysthymia (minor depression)
and 15 or above were considered to define major
depression among medical students. According to the
cutoff scores, students were classified as normal( 0-4),
mild (5-9), moderate (10-14), severely moderate (15-19)
and severe (20 or more ) depression

Ethical consideration:

Approval for this study was obtained from the ethics
committee of Ibn Sini National College of Medical Science.
All information obtained was kept confidential. Data
collection sheet also included a consent to participation.

Data analysis:

The data was analyzed by using Statistical Package
for Social Sciences (SPSS-22). The frequency and
percentages for qualitative variables were calculated. The
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association of depression with age , gender, marital status,
having income and level of education were calculated by
using Chi-square test. The P value less than 0.05 was
considered as statistically significant.

Table 1 revealed the distribution of the studied medical
students who shared in the study. A total of 401 medical
students participated in the study with a response rate of
85 %. Among the respondents the majority 186 (46.4%)
were in the age range of 18-21 years, 134 (33.4%) were
males and 267 (66.6%) were females. Most of the students
(96%) in the sample were single and 314 (78.3%) had no
additional source of income. Students from all the years
participated in this study ,however,, the majority were from
second year (30.9%) and the sixth year (29.9%).

Figure 1 shows the distribution of depression severity
among undergraduate medical students at Ibn Sini
National College , Jeddah, Saudi Arabia. The study
revealed that a minority (6.98%) were normal (0-4)
whereas the distribution of mild depression (4-9) was
17.71%. However, depression was detected in 75.31% of
the studied population , considering 10 score as a cut
off point for depression. Among those depressed groups
23.44% were scored as having moderate depression (10-

14) while those who had moderately severe (15-19) and
severe depression (20 or more) were 28.93% and 22.94%
respectively.

Table 2 reveals that moderate to severe depression was
more common in the youngestgroup. The majority (84.98%,
158/186 ) of those aged 18 — 21 were depressed followed
by 21 — 24 years (67.74%, 65/155 ) and those of age 25
years or more (65%, 39/60). The association between the
severity of depression and age was statistically significant
(P=.002).

The present study showed that depression was more
prevalent among female medical students (79.4%,
212/276)compared to male medical students (67.16%,
90/134). The association between the severity of
depression and gender was statistically significant (P .033)

Depression symptoms were found to be not associated
with marital status and presence or absence of a source
of income.

The prevalence of depression was more in the second
year medical students ( 85.48%, 106/124) followed by
the sixth year ( 65.55%, 78/119) and the difference found
between the severity of depression and year of studying
was statistically significant (P = .010).

Table 1: Sociodemographic characteristics of undergraduate medical students at Ibn Sini National College ,

Jeddah, Saudi Arabia

Value Number Percentage "4
Age
18-21 years old 186 46.4%
22-24 years old 155 38.7%%
25 and above 60 15%
Sex
Male 134 33.4%
Female 267 B6.6%
Marital status
Married 16 &4
MNon-married 385 96"
Source of income
Yes a7 21.7°%
Mo 314 78.3%
Level of education
First year 55 13.7%
Second year 124 30.9°%%
Third year 33 8%
Fourth year 25 6.3%
Fifth year 45 11.29
Sixth year 119 29,94
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Figure 1: Distribution of depression severity among undergraduate medical students at Ibn Sini National
College, Jeddah, Saudi Arabia
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Table 2: Severity of depression according to sociodemographic factors and level of education among undergraduate
medical students at Ibn Sini National College, Jeddah, Saudi Arabia

Mormal ild Mioderate MMioderately SEVere Total P-
SEVElE e
(0—4) (5= (10— 14) {15 - 19) (20-27)
Age
18-21 ] 20 47 G5 G5 156
(4. 30%) (L0 TS (25 27%) (300 11%) (29 57%) (LO0% )
22— 25 14 36 35 45 22 155 o0z *
(2030 123.23%) (22.58%) (30.97%) (L4 19%) (L0000 '
25 and above 5] 15 1z 1z 15 il
(L0.00% ) (25, 00%) (20.00% ) (20.00%) (25, 00%) (L00%)
Gender
Piale 1& 28 27 33 30 134
(11.94%) 120.9%) (20.15%) (24.53%) (22.38%) (L00%)
033*
Female 12 43 r) 83 &2 276
(4495 (LE 1% (25.09%) (3L.09%) (23.22%) (LO0% )
Marital state
Single 25 (S I} 110 an 3E5
(5. 7a%) (L7665 (22.85%) (25.87%) (23 54%) (LO0% )
, E11
Plarred 2 3 4 ] 2 1&
(L2.5%) (L3 75%) (25 00% ) (31.25%) (L2.5%) (LO0% S
Source of
income
Have source of 3] 20 1& 27 1 =y
income (5. 0% (22.99%) (20.69%) (3L.03%) (L3 359%) (LO0% )
JB13
Mo source of 22 =i ! Fi= o TG 314
income (F.01%) (L6, 25% ) (24 20% ) (28 34%) (24 20%) (L0000
Education
level
Firstyear 4 g 15 17 10 55
(7.2T%) (L. 36% ) (27.27%) (30.91%) (L3 19%) (LO0% )
Second year 7 11 26 3G 44 124
(5.85%) 8.87%) (20.96% ) (29.03%) (35.48%) (L00%:)
Third year 1 7 B a 8 33
(3.04%) (21.21%) (24, 24%) (27.27%) (24 24%) (LO0%% ) .010*
Fourth year 0 2 10 & 7 25
(00% ) (3.00%) (0.00% ) (24.00%) (23.00%) (LO0% )
Fifth year il 13 7 15 5] 45
8.89%) (28.89%) (15.56% ) (33.33%) (13.33%) (L00%)
Sixthyear 12 29 28 33 17 1149
(L0.00% ) (24 17%) (23.33%) (27.50%) (15 00%) (LO0% )
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Discussion

Prevalence of depression among medical students is
a matter of great concern as it may impair behavior of
students, affect academic performance, lead to diminished
learning and therefore affect patient healthcare upon
employment of these students.

In this study , the prevalence of depression among medical
students and their possible association with various
variables were assessed using patient health questionnaire
(PHQ-9) which measure the severity of depression level
using the cutoff values of 10 to 14 dysthymia (minor
depression) and 15 or above were considered to define
major depression. The results from the current survey
revealed that a remarkable proportion of medical students
(75.31%)had depression (taking all levels of depression
together). Three out of four students were found to have
depression. A recent study of the prevalence of overall
depression rate was found to be higher than the present
study for the medical students of Karachi which was 92%
(19), whereas it was previously recorded at 70 % in a study
of the same country several years ago(20). Regarding
the prevalence, the current finding was similar to other
studies carried out at Taif University, Saudi Arabia using
the patient health questionnaire (PHQ-9) scoring. The
overall percentage of depression in that study was seen
in 75.7% of the students(21). However, the current study
result is higher than the studies conducted in Madinah
(Saudi Arabia) which was 28.3%(22) , in Egypt which was
63.6% (23) , in Tabriz (Iran) which was 62.7%(24), in
Malaysia which was 64.4% (25).. The variation might be
due to the difference in sample size and data collection
tool which was PQ-2 with 60 participant in Madinah, Saudi
Arabia (22), DASS-21 with 412 participant in Egypt(23)
(12), , BDI with 175 participant in Tabriz (Iran) (24), DASS-
21 with 194 participants in Malaysia(25), and AKUADS in
Karachi (Pakistan) (20).

The present study showed that students who were in the
age interval of 18-21 years were significantly more likely
to have depression as compared to other age groups. This
result is similar to a study conducted in the International
Islamic University of Malaysia (25).

The present study showed significant differences in
depression scores between males and females. Similar to
our results, some previous studies showed higher levels
of depression among female

students. Some western studies (26,27) have also shown
female genderto be significantly correlated with depression.
However, findings of some studies (28) are contrary to our
results and found no differences in depression among
male and female students.

Regarding educational level, those who are in the second
and sixth year were more likely to have depression
compared to those in the other educational levels. The
current findings are similar partially with the Indian study
(29) which revealed that depression was more (66.3%)

ORIGINAL CONTRIBUTION

among second year medical students. This observation
of the current study may be because of difference in the
number of respondents as the highest response was from
second and sixth year. This might be due to other factors
such lack of social interaction; unfamiliar types of exam
schedule; lower grades than anticipated; lack of vacation
or break(30)or language problem(31).

Conclusion

Depression is highly prevalent among medical student
populations. Implication of depression is of serious
concern as it could result in loss of potential to handle
various stressors at college, impairment of functioning
in classroom performance and later in clinical practice.
In the light of the high percentage of depression seen in
this study, actions must be taken to figure out the causes
and solutions to these problems. It is very important to
address the issue through effective counseling and
instituting appropriate measures. Future recommendation
is to conduct a larger scale study across Saudi Arabia to
highlight the prevalence and causes of depression among
medical students.

The strength and limitation of the study:

The Current study had several strengths: Firstly using
adequate sample size from a well-defined catchment
area and secondly using a standard and valid instrument.
However the present study also had some limitations such
as not measuring the effects of other morbid psychiatric
disorders.
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Abstract

Introduction: Women'’s health is of particular concern
due to reproduction which affects their health. The
Saudi community has changed recently in regard to
women’s rights and education. Those changes are
expected to have a great impact on breastfeeding
practice and contraception use.

Objectives: To assess knowledge and practice of
breastfeeding and contraception for post-partum
women.

Methods: Questionnaire based cross-sectional study
for postpartum women in 3 primary health care cent-
ers, Riyadh, Saudi Arabia.

Results: 382 participants were included. Only
12.8% were exclusively breastfeeding their babies,
while others were on mixed feeding (45%) or for-
mula milk alone (42.2%). The most common barrier
against breastfeeding was insufficiency of breast-
milk in 51.8% of mothers. Women with three or
less children were able to breastfeed their babies
more than women with more than three children,
(P-value=0.012). Vaginal delivery was significantly
associated with a higher percentage of breastfeed-
ing than C-section, (P-value=0.045). Almost half of

the participants (49%) were using contraception;
45% of them chose their contraception based on
their physicians’ recommendations, 42.8% were
using combined oral contraceptive pills. More than
half the participants (67.8%) had good knowledge
about breastfeeding and contraception. Older age
was significantly related to higher knowledge; 75%
of women who were 30 years and above had good
knowledge (P-value=0.003). Women with three chil-
dren or more (76.7%) have better knowledge than
those with less than three children (P-value=0.01).
The majority of mothers who received antenatal
clinical advice about breastfeeding and contracep-
tion (72% ) had better knowledge, (P-value=0.003).

Conclusion :The prevalence of exclusive breast-
feeding was low (12.8%) despite the good
knowledge in 67.8% of the participants. Around
half of the participants were using contracep-
tion; the most common method was combined
oral contraceptive pills (42.8%). Higher knowledge
about breastfeeding and contraception were found
with older age, having more than 3 children and
receiving antenatal clinical advice.

Key words: knowledge, practice, breastfeeding,
contraception, postpartum, Saudi Arabia
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Introduction

There are some biological differences between men and
women that lead to differences in their health status.
Women’s health is of a particular concern due to their
reproductive role which has great impact on their health
and wellbeing (1). Contraception is defined as: “the
prevention of pregnancy by interfering with the normal
process of ovulation, fertilization, and implantation” (2). It
has been reported that global contraceptive use is about
48% (3). The use of contraception has several advantages
on both women and children as it prevents unintended
pregnancies and reduces the occurrence of high risk
pregnancies especially for women in older age groups.
It has been found that contraception reduces the need
for unsafe abortions (4). There are several contraceptive
methods that are used currently; for example, combined
oral contraceptive pills, implants, intrauterine devices, and
female or male condoms (4,5).

With the availability of various contraceptive methods, the
individual choice of each method is different. The choice
depends on multiple factors: the effectiveness of the
method, related side effects, the cost and the availability of
the contraceptive method as well as patient’s preference
(5). The most effective reversible methods according to
the Centers of Disease Control and Prevention (CDC)
are the implants and the intrauterine devices, which have
a rate of 1 unintended pregnancy in every 100 women
in a year. Secondary in effectiveness are the combined
injectable contraceptives, oral pills, patches, the ring
and the diaphragm. These methods have a rate of 6-12
unintended pregnancies in every 100 women in a year.
The least effective are male and female condoms, the
withdrawal method, the sponge, the fertility-awareness
based methods, and spermicide. These methods have a
rate of 18 or more unintended pregnancies in 100 women
in a year(6). In addition, some types contraceptive
methods have more benefits than for contraception use
only; condoms are an example. Females and males who
are seeking contraceptive advice should always know the
importance of condom use in the prevention of sexually
transmitted disease including HIV(5).

Breastfeeding benefits for both mothers and children
are well proven. For child health, breastfeeding reduces
child morbidity and mortality rates. It also contributes in
protecting infants from different infections and helps in
faster recovery of infants after sickness(7). For women'’s
health, breastfeeding contributes in reducing weight
after delivery, lowering the chance of developing anemia
and decreases the risk of postpartum depression (8). In
addition, for later life; breastfeeding helps to reduce the risk
of ovarian and breast cancer. Itis advised as per updated
WHO guidelines that the child’s nutrition for the first six
months of age depends on exclusive breastfeeding, then
continuing  breastfeeding with the addition of suitable
complementary foods until 2 years of age (7). Breastmilk
contains all the nutrients that the infants need for the first
months, then after six months it provides the child with
about more than half of the nutritional needs (7). Feeding

patterns are defined according to the WHO criteria as
follows:

Exclusive breast feeding: infants who received only breast
milk without any additional food, formula, liquids, or even
water, with the exception of oral rehydration solution, drops
or syrups consisting of vitamins, minerals supplements or
medicines.

Bottle-feeding: infants who did not breastfeed and received
only milk formula since birth (9,10).

Internationally a study conducted in Italy found that 57%
of mothers at time of discharge after birth were exclusively
breastfeeding their children(11). This number declined
after 6 months to reach 5.5% (11). Also, a cross sectional
study conducted in India, showed low levels of exclusive
breastfeeding in postnatal mothers (12). Hong Jiang et
al study found that the practice of breastfeeding of first-
time mothers in Shanghai, China is affected directly by the
awareness of mothers and their knowledge about WHO
guidelines; as the awareness increases the intention
and duration of breastfeeding will increase (13). On the
other hand, there was a gap between the awareness of
contraception and the compliance of child bearing age
women in the Ambareen Khan et al study conducted in
Karachi City, Pakistan (14). The mostimportant reason for
not using contraception was the fear of side effects (14).
Similar results were found in another study conducted in
India (15).

Recently the Saudi community has changed rapidly in
regard to women’s rights, education, employment and
their social role and participation. Those changes are
expected to have greaterimpact on breast feeding practice
and contraception use. In this study we assessed the
knowledge and practice of postpartum mothers regarding
exclusive breast feeding and their use of contraceptive
methods and to explore different reasons for mother’s
feeding practices and contraception use. We aimed to
develop appropriate measures to improve knowledge
and practice of mothers toward breast feeding and proper
contraception use.

Methodology

This is a cross-sectional study for postpartum women in
primary care centers, Ministry of National Guard, Riyadh,
Saudi Arabia. It was questionnaire based. The study was
conducted at 3 primary health care centers at King Abdul-
Aziz Medical city in Riyadh. The data was collected in
the outpatient well-baby and post-partum clinics of each
center. Health Care sSpecialty Centre (HCSC), King
Abdul-Aziz City Housing (Iskan clinic), and National Guard
Comprehensive Specialized Clinic (NGCSC) serving a
population of around 91,300 females in the child bearing
age group from 15-45 years. We included all postpartum
women who had follow up in the primary care centers
postpartum clinic that is usually 6 weeks after delivery,
and postpartum women who attended well baby clinic
with their babies either at 2 months or 4 months of the
baby’s age. On the other hand, postpartum women who
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did not agree to participate were excluded. The updated
definition of exclusive breast feeding by WHO was used
for this study (9,10).

The sample size was calculated using OpenEpi version 3,
epidemiologic calculator based on the 28.5% prevalence
of contraception used among women found as per the
2016 Saudi Arabia demographic survey (16). Using a 95%
confidence interval and 5% margin of error, the calculated
minimum sample size was estimated to be 313 and
this was adjusted to 380 to compensate for incomplete
questionnaires.

Convenience sampling technique was used and data was
collected on assigned clinic days as per clinic schedule for
postpartum and well-baby clinics per week for each center.
Each family medicine center was covered separately
until the required number of questionnaires were collected.
The sample size needed was 380 participants and that
was taken from the three centers proportionately.

This study was approved by King Abdullah International
Medical Research Center, Riyadh. A self-administered
questionnaire was distributed among participants attending
either postpartum clinic or well-baby clinic for 2 and 4
months of baby age. The questionnaire was delivered to
the patients and was collected by the nursing staff assigned
in the screening room of the clinics.

The questionnaire was prepared with reference to previous
studies in the literature. The content validity of the tool was
ensured by consulting experts both in family medicine
and obstetrics/gynecology specialty. It was initially written
in English, then translated into Arabic and then back to
English for validation. The completed questionnaire was
checked and pretested for clarity and suitability in a
small pilot study of ten participants and then necessary
corrections were made. The questionnaire included 24
questions. The questionnaire consisted of 3 parts:

Part 1: included 7 questions about demographics
characteristics (age, gender, level of education and
income), 4 questions about last pregnancy and delivery,
and 2 questions about postpartum education for breast
feeding and or contraception. Part 2: included 4 questions
to assess knowledge and practice of postpartum mothers
toward breastfeeding. Part 3: included 7 questions about
knowledge and practice of mothers toward contraception.
The time needed to fill this questionnaire was around 10
minutes.

Statistical Analysis:

All data were coded, entered and analyzed using Statistical
Package for the Social Sciences software, version 20.
Continuous variables were reported in terms of means
and standard deviation, while categorical variables were
described using frequencies and percentages. Analytic
statistics were carried out using the Chi-square (x2)
test for associations and/or the difference between 2
categorical variables. T- test and ANOVA were used for
mean comparisons. A P-value < 0.05 was considered

statistically significant. Any incomplete questionnaire was
removed from data analysis.

Baseline demographics of the participants :

The socio-demographic characteristics of the studied
participants are shown in Table 1. The study included 382
women, (56.6%) were 30 years and above with a mean
age of 31#6. Most of our participants had a university
degree and higher education (56.6%), with 2.6% illiteracy.
Almost two thirds of them (71%) were housewives. For
participants’ husbands, 56.7% were 35 years and above
with a mean age of 36+7. Most husbands (59.8%) were
school educated with no illiteracy. The majority of our
participants (65%) have less than 3 children and 66.8%
of the families in our study have an income of less than
10,000 Saudi Riyals.

Last pregnancy and delivery:

The details of participant’s last pregnancy and delivery are
shown in Table 2. Complications in last pregnancy were
found in 19% of participants; 32% of the complications were
gestational diabetes mellitus. The remaining complications
are shown in Figure 1.

Ofthedeliveries, 72% ofthe participantshad vaginal delivery,
88% of them had an uncomplicated mode of delivery. For
the complicated delivery, postpartum hemorrhage was
the most common in 28% of the patients. The remaining
delivery complications are shown in Figure 2. Moreover,
during their pregnancies 80% of the participants received
antenatal advice about breastfeeding. Conversely , only
54% received advice about contraception use.

Breastfeeding knowledge and practice:

A significant percentage of mothers were using mixed
milk (breast and formula milk) to feed their babies (45%),
42.2% were using formula milk alone, and only 12.8% were
breastfeeding exclusively. Among women who used mixed
feeding, 94.7% believed that breast milk alone is better,
and 91.1% of women using formula milk alone believed
that breastfeeding the baby exclusively is better. Many
barriers were against exclusive breastfeeding as shown
in Figure 3. The commonest barrier was the concerns
about the insufficiency of breast milk reported by 51.8%
of participants. Another 10.3% complained of conflicts
between their work times and breastfeeding, and 8% had
no time to breastfeed their babies. In our study, there was a
significant association between the number of children and
type of feeding. We found women with 3 or less children
breastfed their children more than women with more than
3 children (p-value=0.012). Additionally, vaginal delivery
was significantly associated with higher percentage of
breastfeeding than C-section (p-value=0.045).

Respondents’ knowledge was evaluated using a list
of 19 general facts about breastfeeding (Figure 4). No
respondent answered all questions correctly. The highest
number of correct answers was 18, while the lowest was
0. Twenty-one answered 18 questions correctly (5.5%),
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and 61 answered 17 questions correctly (16%). The mean
number of correct answers was 13.

Contraception:

The next point in our study was contraception; 60.1% of
the women used contraception before their last pregnancy,
with most (42.8%) using combined oral contraceptive
pills. The rest were using other options (Figure 4).
Almost half the participant (49%) were currently using
contraception; 45% of the contraceptive users chose
their contraception method based on their physician’'s
recommendation, 31% chose based on previous
experience, while 16% chose based on advice from a
friend or relative (Figure 5). However the commonest
cause for not using contraception was the desire for
more children, reported by 28.9% of the respondents.
Also, 18.9% believed that breastfeeding is enough as a
contraceptive method while 12.2% said their husbands
disagreed about using contraception. Respondents’
knowledge about contraception was evaluated using eight
general questions about contraception. Surprisingly, 60%
believed that Intrauterine devices cannot be used during
breastfeeding and 76% thought that progestin only pills
can also not be used. Additionally, 61.8%, 76.7% thought
that withdrawal and condoms, respectively, cannot be used
during breastfeeding. However, 89.5% found combined
contraceptive pills not compatible with breastfeeding.
Moreover, 65.7% of our respondents did not know the right
time to start contraception after birth. These results show
the lack of knowledge about appropriate contraception
use.

The association between their knowledge and several
factors:

Our respondents’ knowledge was measured using 28
basic general questions related to breastfeeding and
contraception, as mentioned above. The knowledge score
was calculated by counting each correct answer as 1 point
and other answers as 0 points. The highest grade among
our respondents was 23 out of 28, with a mean of 15. We
classified the results into two categories, poor knowledge
(lower than 15) and good knowledge (15 and more). In
this survey, 32.2% of patients had poor knowledge and
67.8% good knowledge.

We made comparisons between several factors and the
knowledge score. Firstly, older age was significantly related
to higher knowledge; 60% of those younger than 30 had
good knowledge and 75% of those 30 and older had good
knowledge (p-value = 0.003). The mean knowledge score
was 15 for women younger than 30 and 17 for women
aged 30 and older. The husband’'s age was also related
with higher knowledge: 62.7% of those younger than 35
years have good knowledge and 73.4% aged 35 and
older have good knowledge (p-value = 0.028). Moreover,
women with three or more children have better knowledge
than those with fewer than three (p-value = 0.01): 76.7%
of women with three or more children had good knowledge
but 60% of women with fewer than three children had good
knowledge. Additionally, antenatal advice in clinics related
significantly to higher knowledge: about 72% of those who

received antenatal advice about breastfeeding had good
knowledge compared with about 53% of those who did not
(P-value = 0.003). Additionally, exclusive breastfeeding
was significantly associated with higher knowledge (84%)
compared with exclusive formula milk use (64%; p-value
= 0.046). Moreover, contraception use was significantly
related to higher knowledge; 75% of women currently
using contraception have good knowledge, whereas 63%
of women who are not have poor knowledge (p-value =
0.23). Other assessed factors are listed in Table 4.

Discussion

Breastfeeding:

Our study showed that only 12.8% of mothers breastfed
exclusively; this correlates with the local low prevalence
of exclusive breastfeeding. AlSulaimani’s recent study
in Taif City, in western region of Saudi Arabia found a
low prevalence of exclusive breastfeeding (16.3%),
which is similar to our finding (17). Another study, which
was conducted in Makkah, a city located in the western
region of Saudi Arabia, showed a similar low prevalence
(18.5%)(18). An even lower prevalence rate, 7.3%, was
found in another study conducted in Abha, a city located
in the southern region of Saudi Arabia (19). However,
much higher percentages have been found in other local
studies (20,21). As the majority of our participants were
housewives (71%), maternal employment was not a
barrier in this study. This difference in rates of exclusive
breast feeding among local studies may be explained by
the finding of a systematic review for 17 cross-sectional
Saudi studies about breastfeeding, which concluded that
it was difficult to determine the prevalence of exclusive
breastfeeding depending on the included studies because
of differences in the definitions of “exclusive breastfeeding”
used and the nature of study design (22).

Internationally, a study conducted in Spain concluded that
the exclusive breastfeeding rate is 25.4%(23). Another
study conducted in India showed a prevalence of 62%
(24). Similarly, exclusive breastfeeding of 58% was
found in Bhutan (25). Additionally, studies conducted in
Austria, Luxemburg and the Netherlands found the rates
of exclusive breastfeeding to be 46%, 54% and 37%
respectively (19). Our result is much lower than the results
of these studies, which may be explained by differences in
socioeconomic status, education level and cultural beliefs
and the rapid modernization move in the Saudi community
especially in regard to women’s role.

In our population we found a correlation between vaginal

delivery and breastfeeding. A 2016 study by Fehintola
et al. found the same correlation. In fact, they found that
women who delivered by C-section are 70% less likely
to breastfeed exclusively (26). A similar correlation was
found in another study in Canada (27). Additionally, we
found that mothers in our population with three or fewer
children are more likely to practice breastfeeding. This
result contradicts several studies that found that lower
number of children is associated with failure to practice
exclusive breastfeeding (18, 28).
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Table 1: Baseline demographics of the participants

Demographical Data '} 2
Age Eelow 30 years 150 43.4%
30 years and above 1595 S6.6%
Mean X 50 3145
Fange 12-50
Education [Hiterate 10 2.6%
Schoal level 156 40.8%
University Degree 215 GE.3%
Career Housewife 263 70.9%
Employes 110 28.8%
Number of Up ta 3 children 247 4. 8%
children More than 3 children 134 35.2%
Husband's Age Below 35 years 155 43.3%
35 years and above 207 56 7%
Mean 50D 3617
Fange 23-73
Husband's School level 226 59.8%
Education University degree and above 152 40.2%
Family income L to 10,000 250 Be.3%
Maore than 10,000 124 33.2%
Table 2: Last pregnancy and delivery.
The questions W %5
Yes 260 H5 2%
Feguiar ahtenatal folfow Wp MO 18 4 8%
Antenatal advice about Yes a0z 78.9%
breastfeeding. Mo TG 20.1%
Antehatal advice about fes 206 54.5%
contracention. Mo 172 45 5%
Praghahclas cormplications LS 2 ko
Mo 206 20.1%
The mode of delivehs of last Yaginal delivery 22 72.2%
pragnancy C-section 102 2T.3%
Dafiviahs cormplic ations lES b LG
Mo 231 28.3%
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Table 3: Knowledge of breastfeeding

Right answer

The statements

M %o
Ereastfeeding and baby's health:
It protects infants from gastrosnteritis and diarrhea 331 B0.6%
It protecs infants from chestinfedtions 2496 T1.5%
It protecsinfants from allergies 274 T17%
It protecs babiesfrom diabetes 2538 Ga7.5%%
Itincreasesthe baby'sintelligence 10 2.6%
Lzing mixed feadingi bothformula and breast milkjistheideal way to 112 29.3%
ensure better nutritionfor the baky
Ereastfeeding and mother's health:
It protecs mothers from breast cancer. 340 B29%
It protects mothers from ovarian cancer. 273 71.5%%
Exclusive breastfesdingis beneficial in spacing birth 244 23.9%
Ereastfeading can improve the mother—baby relationship and bonding 3449 91.%
Ereastfeading practices:
Ereastfeading should beinitigted within 20 minutesafter delivery 277 72.5%
Colostrum isthe mather s early milk, whichisthick andyellowishincolor 337 Ba. 2%
Feedingcolostrumisvery good forthe baby' simmune systam 344 90.1%
Eaby shouldbe allowead to breadfesdfor at least LO-20 minutesfor each 288 75 4%
feeding
The infant should b e breastfed on demand after delivery {wheneverthe 311 31 4%
infant dedres during the day and night
Mo otherfoodanddrinks are needed for up to sikmonths of infant’ s age 305 79.5%
Ereastmilkcan expressadby handor breast bumpto be usad at latertims 312 21.7%
Expressedbreastmilkcanbe storedinthefridgeforuptoS days 209 54.7%
Expressedbreastmilkcanbe storedinthe despfreezerforé-12 months 147 45.5%
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Table 4: Knowledge about contraception

Right answer

The questions

M %

Coyouthinklrtrauterineg device can be used safely while

. 151 39.5%
breastfeeding?
G wou th.lnl-: Condoms can be used safely while a1 23.8%
breastfeeding?
Coyouthink Combination oralcontraceptives can be used 20 & 2%
while safely breastfeeding? e
Doyouthinkprogesticeonly pills can be used while safely : 3
breastfeeding? -
L think Implant [ d whil fel
o yau I|n mplants can be used while safely 145 38.2%
breastfeeding?
Covouthinkinjedable methods can be used while safely - ST
breastfeeding? A
Do yvou think withdrawal can be used while safely

: 342 29.5%
breastfeeding?
When to start contraceptives after delivery? 1=1 34.3%
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Table 5: Association between the knowledge score and several factors

Foor knowledge

Good knowledge

The associated factor M%) M) P- value
Eelow 30 yvears B0 G0% a0 | a0
Age 0,003
I years and above 449 {255 147 (75%)
Upto3 children g1 (36.9%) 156 (63.2%)
Mumber of childran 01
Maore than 3 children 32 (23.8%) 102 i7e.1%)
lHiterate 4 (4% =Ty
Education School level 53 134%) 103 5% 0.643
University degreeand higher 5 (30.2%) 150 (9. 8%
Below 35 years 59 (37.3%) 09 (62.7%)
Husband's Age 0,028
35 years and above 55 (26.6%) 15273 4%}
Hushand's School level T2 131.9%) 154 (65, 1%) e
Education University degreeand above 43 (31.6%) 104 (55.4%) '
Up to 10,000 29 (35.6%) 151 i6d.4%)
Family income 0.057
Mare than 10,000 32 (25.8%) 92 (74.2%)
Antenatal Feceived B85 (28.1%) 217 (71.9%)
breastfesding 0.003
: Mot received 35 (4. 1%) 41 (53.9%)
consultation
Antenatal Feceived ST 27T 149 127.3%)
contraception _ 0.082
! Maor received B3 (30.6%) 109 j53.4%)
consultation
Exclusive breastfesding Ble. T%) 40 (83.3%)
Baby feeding type Formula millk anly G (35.7%) 101 (54.3%) 0.045
Mixed feeding S5 32.2%) 11 (67.2%)
_ Yes 438 (25.9%) 137 (74.1%)
Contraception use 0.023
M 71 (36.8%) 122 (63.2%)

* P-value more than or equal 0.05 is considered significant
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Figure 1: Pregnancy complications
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Figure 2: Delivery complications
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Figure 4: Contraception methods
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The most common barrier against exclusive breastfeeding
in our population was concerns about insufficient milk
supply (51.8%) followed by conflict with working hours
and lack of time and knowledge. This is similar to the
results of Li et al., who found that 51.7% of women in the
United States stopped exclusive breastfeeding because
of insufficient milk production (29). Also, concerns about
insufficient milk supply were a frequent reason for stopping
exclusive breastfeeding in several other studies(30,31).
Milk insufficiency can be due to poor maternal nutrition or
lack of knowledge about the techniques of breastfeeding
(32). However, in some cases, lack of confidence and lack
of good knowledge about lactation can lead to an incorrect
perception that insufficient milk is being produced(33).
These results emphasize that we should increase
knowledge related to all aspects of breastfeeding, including
appropriate techniques and practice, to increase mothers’
confidence about breastfeeding.

Contraception:

We found that 49% of our population are using
contraceptives; this percentage is similar to several
local and international studies(34,35). Also, combined
contraceptive pills are the most common method used in
our population, followed by the intrauterine contraceptive
device. This is similar to the results of a 2017 systematic
review about contraceptive knowledge and use in Saudi
Arabia(36). Another study in Qatar showed similar
results(37). Additionally, the knowledge source of almost
half of our respondents was physicians. Conversely,
the knowledge source about contraception knowledge
and use in Saudi Arabia for most of the population in
the 2017 systematic review was family members and
friends(36). However, we found that only 54% of our
population received antenatal contraception advice. This
number may show a lack of education and consultation
about contraception because every women has the right
to receive proper education regarding contraception use.
The low percentage of antenatal contraception advice may
be the reason for the lack of knowledge in our population.

Knowledge regarding breastfeeding and
contraception:

Although 67.8% of our population had good knowledge,
their practice did not match WHO recommendations.
This is similar the results of a study by Ayed et al(19).
Another study showed a similar gap between knowledge
and practice(17). Maternal age greater than 30 years was
associated with higher knowledge in our study. The same
correlation was also found in another local study(38). Older
maternal age is also associated with a higher likelihood of
exclusive breastfeeding(19,39,40). This finding, combined
with our finding, may indicate that older women have a
higher level of knowledge and practice, which may be
because they have more experience. Additionally, having
more than three children was associated with higher
knowledge in our population. This is the opposite of the
findings of a study in the UAE in which in Alketbi found
women with one child to have higher knowledge (41).

Antenatal clinical advice was significantly associated
with increasing knowledge among women. This expected
correlationis seenin several otherresults(19,38,41). Mattar
et al. investigated the correlation between counseling
and education during antenatal follow ups and found that
education and counseling were significantly associated
with improved breastfeeding practices (42).

Conclusion and Recommendations

The prevalence of exclusive breastfeeding in our
population was low (12.8%) despite the good knowledge
in 67.8% of the population. The main barriers to exclusive
breastfeeding were insufficiency of breast milk for 51.8%
and conflicts between theirworking hours and breastfeeding
for 10.3%. Vaginal delivery and parity of three or fewer
were significantly associated with exclusive breastfeeding.
Almost half of our population were using contraception
at the time of the study; 45% of the participants who
were using contraception depended on their physicians’
recommendations to choose. The commonest method
was combined oral contraceptive pills, used by 42.8%.
Our respondents’ knowledge regarding contraception
was low. Higher general knowledge about breastfeeding
and contraception was significantly associated with older
maternal age, having more than three children, antenatal
clinical advice and exclusive breastfeeding practice.

We recommend greater efforts to reduce the gap
between mothers’ knowledge and practice of exclusive
breastfeeding. This can be done by increasing education
programs and awareness to educate all women
specifically targeting the younger population and ensuring
availability of proper facilities to help mothers breastfeed
their babies anywhere, especially at work, public places
and hospitals. Additionally, proper education regarding
appropriate contraception use can be done as a part of
school education about reproductive health, premarital
counseling and early on during pregnancy. Accordingly, a
national survey is recommended to study breastfeeding
and contraception knowledge and practice to improve
mothers’ and children’s health and wellbeing.

Limitations:

This study includes mothers attending postpartum or well-
baby clinics at different family medicine centers in King
Abdulaziz Medical City, Riyadh, which may not represent
the whole community of Saudi Arabia. Additionally, the
study was limited to mothers of infants from birth to 4
months of age.
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Abstract

Background: Family history is a significant tool to
identify at risk population. For cancer, about 22%
positive family history has been reported which in-
cludes breast, ovarian, endometrial, prostate and
colorectal carcinoma. Documentation of family his-
tory of cancer facilitates the decision of screening
test and counselling in susceptible subjects.

The aim of the present study was to observe the
trend of genetic counseling and screening tests in
subjects with documented positive family history
of cancers and to identify the knowledge of famil-
ial cancers and related hereditary mutations among
MBBS, BDS and Pharm D students.

Methods: A cross sectional, questionnaire-based
survey was conducted at Jinnah Sindh Medical Uni-
versity from June to September 2019. A total of 162
MBBS, BDS and PHARM D students were included
in the study. Data were analyzed by SPSS version
22.

Result: Approximately 42(25.9%), 67(41.4%) and
60(37.0%) participants had positive family history
of cancer in first, second- and third-degree rela-
tives, respectively. Most commonly reported familial

malignancy 45(27.8%) was breast carcinoma.
BRCA gene screening and mammography was pre-
scribed to 6(3.7%) and 20(12.3%) subjects respec-
tively with positive familial history of breast cancer.
Family history of hereditary nonpolyposis colorec-
tal carcinoma was positive in 16(9.9%). However,
colonoscopy was prescribed to 7(4.3%) subjects.
About 44(27.2%) subjects reported documentation
of family history and 36(22.2%) of participants were
advised genetic counselling or referred to a genetic
counsellor (p=0.000). Students of MBBS were more
aware of familial cancers and hereditary mutations
in comparison to dentistry and pharmacy students.

Conclusion: The most common reported familial
malignancy was breast carcinoma and the least fre-
quent was retinoblastoma. Documentation of fam-
ily history of cancer, advised screening and genetic
counselling was found to be inadequate in our clini-
cal setup. Students of MBBS had a good knowledge
of familial cancer and related hereditary mutations in
comparison to dentistry and pharmacy students.

Key words: cancer; family history; screening;
genetic counselling; documentation.
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Introduction

Cancer is the primary cause of mortality in high income
states and an ultimate cause of mortality in middle and
low-income countries (1). It is estimated that by 2020 the
incidence of cancer would constitute 10 million deaths
and 15 million new cases per year (2). Proportion of the
commonly diagnosed malignancies varies globally (3).

Family history is a health risk element for a number of
diseases and has acquired global importance in genetics
science for preventive medicine and public health.
Reported positive family history was 22% for cancers,
inclusively breast, ovarian, endometrial, prostate and
colorectal carcinomas (4). In addition to environmental
factors, positive family history and associated genetic
mutations have a predominant role in development of
cancer risk. Researchers have used family history of first-
degree relatives as a marker for hereditary risk of cancer.
Family history identifies outcomes of genetic mutations,
environment factors and associated life style. Individuals
with first-degree relatives are more prone to suffer from
malignancies in comparison to general population (5).

Specific genetic mutations can multiply risk of certain
cancers. For instance, hereditary non polyposis
colorectal carcinoma is associated with mutated MLH1
and MSH2 genes. These mutated genes elevate the
risk in family members up to 80%. In a similar manner,
mutated BRCA1 and BRCA2 genes constitute 5-10% of
breast and ovarian cancers and associated with familial
risk of these malignancies (6). Breast cancer is the
most common cancer of females in Karachi, Pakistan.
However, mutations of BRAC1, BRAC2 have not been
sufficiently studied in the local population. Cancer control
programs emphasizing on population screening, routine
breast clinical checkup of females and control of breast
cancer are required (7). Cancers of breast, ovary, uterus
and colorectal region are associated with familial risk and
a screening test may be required for first- and second-
degree relatives (8).

Cancer risk assessment includes documentation of
history, identification of susceptible subjects, cancer
screening recommendation and genetic screening test
(9). Documentation and assessment of family history is a
primary step which a family physician can take in reporting
candidates who will obtain advantage from screening.
Family physicians should emphasize on family history
documentation and risk factors assessment (10). Studies
demonstrate that family history of malignancy is not only
significant in identifying first-degree relatives but second
and occasionally third-degree relatives of cancer patients
may also require screening and genetic counseling (11).

Furthermore, genetic education, counseling and screening
are essential in cases with positive family history with
genetic susceptibility to a particular cancer. Genetic
counseling is required before performance of genetic
screening. Subjects prone to inherited mutations and
cancer syndromes should seek genetic counseling that

will be useful in evaluation of risk of underlying cancer and
need for preventive medicine and screening test (12).

The current study was designed to identify the prevailing
clinical approach towards recording of family history of
cancer, genetic counseling and screening tests in the
relatives of cancer patients. Furthermore, this survey
may prove to be a useful tool in assessing knowledge of
familial cancers and related hereditary mutations among
the medical students of Jinnah Sindh Medical University.

Materials and Methods

Study design, period and area: A student based cross
sectional study was conducted in Jinnah Sindh Medical
University (JSMU) during the period of June to August
2019. JSMU is one of the oldest and prestigious medical
institutes of Karachi, which offers undergraduate program
in Bachelor of Medicine and Bachelor of Surgery (MBBS),
Bachelors of Dental Surgery (BDS) and Doctor of
Pharmacy (PHARM-D) among a few others. Authorization
to conduct the study was ascertained by Institutional
Review Board of JSMU (JSMU/IRB/2019/-200).

Study population: Undergraduate medical students
of Sindh Medical College (SMC), Sindh Institute of Oral
Health Sciences (SIOHS) and Institute of Pharmaceutical
Sciences (IPS) of JSSMU with age range of 19 to 25 years
were included in the current study. Students of JSMU
enrolled in non-medicinal fields were excluded.

Sample size and sampling techniques: Sample size
was calculated on open EPI software using population
of 2550 (total population of above-mentioned institutes
of JSMU was 2550, MBBS= 1750, BDS= 300, PHARM-
D= 500). Anticipated % frequency was 12.9% (8),
confidence level was 95% with 5% margin of error. With
this calculation, the final sample size obtained was 162.
Simple random sampling technique was applied to select
the study subjects. All volunteers were asked to fill out
the questionnaire in their free time within the university
premises. Written informed consent was obtained from
participants.

Data Collection: A self-administered structured
questionnaire was used to collect the data. It consisted
of open and close ended multiple-choice questions that
have met the objectives of the study. Clinical oncology
consultantassessed validity of the contentof questionnaire.
Furthermore, the questionnaire was pretested on 15
students (excluded in sampling) to certify the accuracy of
content. The questionnaire was distributed to respondents.
Participants were guaranteed the provision of anonymity.
Theirs f part includes demographic data. The second part
contains questions that were structured to assess the
knowledge of students regarding hereditary cancers and
particular genes mutated in familial cancers. The third part
assessed prevalence of familial cancers in relatives of
participants. The fourth part emphasizes on cancer history
taking attitude from their family physicians, subsequent
routine examinations, genetic counselling and screening.
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We assigned one point (1) to a correct answer and zero
(0) for don’t know or an incorrect answer.

Data Analysis: Collected data was entered, coded and
processed in SPSS Statistics version 22.0 for analysis.
The current study is a descriptive study. Therefore, results
were calculated in percentages. Chi-square test was
applied to observe the association of different variables. A
P < 0.05 was considered as statistically significant.

Atotalof 162 medical students wereinterviewed. Distribution
of medical students from the disciplines of MBBS, BDS and
Pharm D was equal. Mean age was 21.3+1.52. Males were
38(23.5%) and females were 124 (76.5%). Approximately
42(25.9%), 67(41.4%) and 60(37.0%) participants have
positive family history of cancer in first, second- and
third-degree relatives, respectively. Moreover, 44(27.2%)

participants reported that family history with respect to
malignancy was documented by general physicians.
Subsequently, 49(30.2%) of participants were advised
for screening of cancers and 36(22.2%) were referred for
genetic counselling. (Table 1)

Prescription of genetic counselling and screening test
by physicians in subjects with positive family history
of particular cancer was questioned. Comparative
analysis of documentation of family history and advised
genetic counselling and screening revealed a significant
association. About 44(27.2%) subjects reported
documentation of family history and 36(22.2%) of
participants were advised genetic counselling or referred
to a genetic counsellor (p= 0.000). Knowledge of familial
cancers and related hereditary mutations among MBBS,
BDS and Pharm D students was evaluated. Medical
students had better knowledge in comparison to dentistry
and pharmacy students (p=0.006). (Table 3)

Table 1: Family history of cancer, trend of genetic counseling and screening tests in subjects with

documented positive family history of cancers. (n=162)

Variables Responses
n %)
Do yourfirst-degree relatives have a history of cancer? J20{25.9%)
Doyour seconddegree relatives have a history of cancer? 741 4%
Coyourthird-degreerelatives have a history of cancer? GBOEET.0%)
Which type of familial cancer did they suffer from?
Ereast 45027 5%
Ovarian 13(8.0%)
Frostate 199011.7%%)
Coloractal TR
Endometrial CTERY
Eetinoblastoma Gi3.1%)
Medullary thyroid cancer Si5.6%)

Total

110{57.9%)

Documentation of family history, advice of genetic counseling and screening test:

histaory concerningcancerrs

Has physician ever documertedyour madicl andfamily

4427, 2%

consideringthe positive familial risk of cancer?

Has physician advised genetic counseling or referred you,
vourrelatives arfamily membersto a genetic counselor

30(22.2%)

cancerfamily history?

Has physician ever explained to you ar any of your relatives
aboutrouting examination and scresningrelevant to your

49(30.2%)

and screening

Opinion regarding modes of improved attitude and practice of genetic counseling

Onlinefamilial cancer registration appliztion
Advertisement on mediato create mass awarensss
Awareness programsin eductional i nstitution

counselingforfamilial riskof cancer

Family physician should document familial history anddo

27016, 7%)
428 4%
GOi30.9)

32d. 1%
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Table 2: Advised genetic counselling and screening test by Physicians in subjects with positive family history
of particular cancer. (n=162)

Diagnosed cancer types Advised cancer screening NEA P value*
M e}
Breastds(27.8%) Ereast cancel s-_r.een.mg. 17(10.5%)
Breast selff-examination 4 i
20012.3%)
Mammography 301 9% )
Ereast MEI e .; LF ]
BRCA screening E"stj?m" y
. : 30018 5%
Mo advised screening
Colorectal 1609.9%) HHCF screening
Stool testfor ocoult blood i a%)
Sigmoidoscopy 2{1.2%)
Colonosoopy Tid.3%) 0,000
CT Colonography 442 5%
Mo advised screening I0(LE.5%)
Ovarianl3is.0%e) VAN an cancer scresning: 60379
CA 125 Screening 20,89 s
Transvaginal Ultrasound et T
L, 2 g 32119.8)
Mo advised screening
Endometrial 5{3.7%) Endometrial cancer screaening:
Transvaginal Ultrasound 3iL.9%) o.014
Endometrial biopsy 1207 4%} i
Mo advised scresning 20015 0%
RetinoblastomaSi3. 1% Eetinoblastoma scresning:
Eegular eye examination from Bi3.7%) P
Birthto 3 years
Mo advised screening 3Li19.1%)
Prostate19(11.7%) Frostate cancer soreening:
Digital rectal examination 3L.9%) pe
Frostate specific antigen 15i9.3%) T
Mo advised screening 3119 1%
Thyroid 2{%.6%) Thyroid cancer scresning:
Utrasound 31.9%) i R
FHAC 5(3.1%)
MEMZ screening B3 7%)
Mo advised screening 28iL7. 3%
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Table 3: Knowledge of familial cancers and related hereditary mutations among MBBS, BDS and Pharm D

54

students. (n=162)

Students of various sub-specialties

Knowledge Variables: MEBES EDS Fharm D Fvalue

n{%a) n {%c) n {%c)
Dovyou belisve cancer canbe S2(38.2%) 4029 4% 0.006
hereditzry? 44032 4%}
Which of thefollowing cancers are heraditary?
Frostate Cancer 3304d.6%) 23131 3%) | 18(24.3%) 0,000
Breast Cancer 42(40.0%) 0027 5% | 3Li258.4%) 0.001
OwvarianCancer 4344 8% 2T(28.1%) | 26(27.1%) 0,001
Colorectal Cancer 354 9% 18025 4% | 14419 7%) 0,000
Thyroid Cancer 29(37.7%) 23129.9%) | 25(32.5%) 0015
Endometrial Cancer 4Lidin 1% 20129 2% | 22024.7%) 0001
Fetinoblastoma 3549 3%) 17i23.9%) | 19(26.8%) 0,000
Flutations: Genes mutated infamilial cancers
Breast: ERCAL and2 JLi50.0%) 2Fi32.9%) | 14917.1%) 0,000
FProstate: BRCAL 2 and HOXELS 1554 5%) dil2 1% 11i33.3%) 0013
Colorectal: APC 2755, 3% 10{20.8%) | 11{22.9%) 0,000
Endometrial:
FTEM, PIEZCA, TPS32 23(Ta.7%) 1i3.3%) Gi20.0%) 0,000
Ovarian:
BRCAL 2 and TFS2 32{5L.6%) 17027.4%) | 13{21.0%) 0,000
Kedullary thyroid: MEM 24i53.2%) TilE.4%) TilE.4%) 0,000
Fetinoblastoma: RE 2E05T. 3% 15¢27.8%) | 10415.5%) 0.002

Discussion

Family history is a health risk element for cancer. Genetic
education, counselling and screening are essential in
cases of positive family history with genetic susceptibility
to a particular cancer. In the current study a considerable
number of responses from students showed varying
frequency of malignancy in first, second- and third-degree
relatives. The most commonly reported malignancy was
breast cancer 27.8%. A study conducted in Pakistan
agrees by reporting 25.6% of cancer patients who had
positive family history of malignancy with breast cancer
as the most frequent type (13). However, oral cancer has
also been frequently reported (14). Prostatic carcinoma
was reported as 11.7% in our survey. In Europe and
North America however, the reported frequency (39%)
was much higher (15). Another study conducted on a
large scale in Pakistan recorded the following frequencies
of malignancies including prostatic 2.4%, colorectal
5.9%, ovarian 2.5%, thyroid 1.4% and endometrial 4.8%
carcinomas (16). Proportion of familial medullary thyroid
cancer in our survey was 5.6% which is comparable with
a past study suggesting that familial medullary thyroid
cancers are underestimated (17). These data enlighten the
region wide distribution of various malignancies, globally.
Physicians can play a fundamental role in genetic risk
evaluation, counselling and screening (18). According to
our findings, 27.2% and 30.2% participants acknowledged

documentation of family medical history and subsequent
screening tests of cancer by general physicians,
respectively. Mammography and colonoscopy were
advised in a small number i.e. 12.3% and 2.5% of family
members of breast and colorectal cancer patients,
respectively. Moreover, only a few respondents related to
ovarian cancer patients were advised CA125 screening
(3.7%) and transvaginal ultrasound (4.9%). Scheuner
et al. is in agreement with inadequate documentation of
family history in clinics by primary care practitioners (19).
However, research published in the American Journal
of Oncology showed a comparatively higher frequency
(42.7%) of patients being referred for genetic counselling
and testing with a positive family history of breast and colon
cancer (20). Another study reported advised colonoscopy
in 50.4% of participants (21). This comparative analysis
shows the difference in approach and practices of general
practitioners between advanced and less developed
countries.

Studies on ovarian cancer revealed about 11%—65% risk
of acquiring this malignancy in first- and second-degree
relatives, respectively. Genetic mutations in BRCA1,
BRCA 2 genes, Lynch Il syndrome, and Li-Fraumeni
syndrome have shown significant association. Currently
in Pakistan, CA 125 levels and transvaginal ultrasound
are being advised for ovarian cancer screening. However,
both of these are not considered as satisfactory screening
markers due to a low sensitivity and specificity (22).
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Conclusion

The most common reported familial malignancy was breast
carcinoma and the least frequent was retinoblastoma.
Documentation of family history of cancer, advised
screening and genetic counselling was inadequate in our
clinical setup. Students from the discipline of medicine
possessed comparatively better knowledge of familial
cancer and related hereditary mutations in comparison to
dentistry and pharmacy students.

Recommendations

A mobile application inquiring family history of cancer from
individuals may help physicians and oncologists to identify
at risk population. This may also be useful in preventing
a large number of deaths occurring due to familial cancer
each year.

Limitation

Study population included students from only one public
sector university.
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Abstract

Background: Headache is one of the most common
complaints among medical students more than the
general population, as a result of multiple physi-
cal and psychosocial stressors. Also the degree of
headache severity has a great impact on quality of
life, psychological behavior, academic performance
and work. The pathophysiology of the primary head-
ache is not clear, but several hypotheses suggest
that neurovascular disorders can result in migraine
and cluster headache; overactivity of pericrania or
cervical muscles result in tension type headache.

Aim: to assess prevalence of primary headache
among King Khalid University students in 2019.

Methodology: Adescriptive cross-sectional approach
was used targeting all accessible student population
in Aseer region, southern Saudi Arabia. Data were
collected from participants using electronic pre-
structured questionnaire. The questionnaire data
included student’s socio-demographic data such
as age, gender, faculty nature (medical, non-medi-
cal), and family history as well as , causes and risk
factors of different types of headache among stu-
dents, and co-morbidities. Headache data including
duration, complaint, type of headache, medical
intervention and outcome.

Results: The study included 421 students whose
ages ranged from 18 to 30 years with mean age of
21.7 £ 1.9 years old. Males were 71.5% of the sam-
ple and 56.3% were from medical colleges. Gener-
alized headache pain was the most recorded (45%)
followed by migraine (31.2%) while frontal headache
was recorded among 21% of the students. Head-
ache started suddenly in 29.6% of the attacks and
it was more in the evening and night times (63.8%).
The most recorded Prodroma signs were blurred vi-
sion (37.8%) followed by drowsiness (24.6%) while
no Prodroma was recorded among 44.2% of the stu-
dents.

Conclusions: In conclusion, more than three quar-
ters of the students complained of moderate to se-
vere headache attacks which were mainly related to
sleeping disturbance, studying hours, and stressful
lifestyle. Students should be taught strategies for
stress management training for headache.

Key words: headache, primary, students, university,
prevalence, risk factors
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Background

Headache is a pain of the head that can be confined to
a specific site of head or is diffuse across the head from
one point or affecting one or both sides [1]. It could start
gradually or be of abrupt onset, with duration ranging
from several minutes up to many days, and has different
manifestations that are revealed as throbbing, sharp or
dull pain [2]. Also, headache can be episodic or chronic
(headache that occurs for 15 days or more than a month)
[3]. The total socioeconomic cost of headache to society
is about $14 billion per year [4]. Lifelong prevalence of
headache is 96% [5]. According to the 3rd edition of
the International Classification of Headache disorders
published by the International Headache Society,
headache can be classified as primary headache that
includes migraine, tension-type headaches, trigeminal
autonomic cephalgia and other primary headache disorder
(headache not of the other 3 groups and that does not have
a secondary cause). Secondary headache results from
a clinical condition or underlying disease [3]. Headache
is one of the most common complaints among medical
students, moreso than the general population, as a result
of multiple physical and psychosocial stressors [6]. The
degree of headache severity has a great impact on quality
of life, psychological behavior, academic performance and
work [7].

The pathophysiology of primary headache is not clear,
but several hypotheses suggest that neurovascular
disorders can result in migraine and cluster headache;
overactivity of pericrania or cervical muscles result in
tension type headache [8, 9]. Several hypotheses have
emerged to explain the specific causes of Migraine, such
as a mutation in a calcium gene channel that makes the
individual more sensitive to environmental factors, and
accordingly, migraine is considered s complex familial
disorder [10]. Also, a clear association between headache
and releases of calcitonin gene-related peptide have been
demonstrated, as well as additional release of vasoactive
intestinal peptide in cluster and chronic paroxysmal
headache [11].

Globally, according to the American Journal of Medicine,
the prevalence of tension-type headache is approximately
40%; migraine is 10% and 3 times more common in
females; cluster headache which is a type of trigeminal
autonomic cephalgia is 0.1% and chronic daily headache
at 3%-5% and mostly in the form of chronic migraine [5].
A study done in Sweden on an elementary school, reports
that about 22% of pupils had a headache at least once a
week, and this study shows a great association between
smoking and headache in both sexes [12]. A study was
done in 2015 among nursing staff in North China (n=
1102 ), noted that the prevalence of primary headache
was 45.3%, in which tension type headache was 26.2%,
migraine was 14.8% (3.4% with aura and 11.4% without
aura) and chronic daily headache in 2.7%. Only 10 nurses
were diagnosed with two primary headache types, and two
nurses with both chronic daily headache and medication
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over use headache [13]. The current study aimed to assess
the prevalence of primary headache and its subtypes
among students in King Khalid University.

Methodology

A descriptive cross-sectional approach was used targeting
all students in King Khalid University, Abha, Saudi Arabia,
duringacademicyear2019-2020. The study was conducted
during the period from March 2019 to June 2020. Students
with chronic psychological disorders, chronic deviated
nasal septum, and visual disturbance were excluded.
Data were collected using structured questionnaire which
was developed by the researchers after intensive literature
review and experts’ consultation. The questionnaire data
included student’s socio-demographic data such as
age, gender, faculty nature (medical, non-medical), and
family history. Also, causes and risk factors of different
types of headache among students, as well as co-
morbidities. Headache data including duration, complaint,
type of headache, medical intervention outcome was
recorded. A panel of 3 experts reviewed the questionnaire
independently for content validity and all suggested
modifications were applied till the final tool was achieved.
The questionnaire was uploaded online using social
media platforms by the researchers and their relatives
and friends to be filled out by all the student population
in Aseer region. A consecutive convenience sampling
method was used due to the current lockdown and lack
of physical contact due to COVID-19 pandemic. All those
who received the electronic questionnaire during the study
period and fulfilling the inclusion criteria were invited to
participate through filling out the questionnaire.

Data analysis

After data were extracted, it was revised, coded and fed
into Statistical Software IBM SPSS version 22(SPSS,
Inc. Chicago, IL). All statistical analysis was done using
two tailed tests. P value less than 0.05 was considered
to be statistically significant. Descriptive analysis based
on frequency and percent distribution was done for all
variables including demographic data, headache related
data and its risk factors. Cross tabulation was used to
assess univariate analysis for different risk factors of
headache among students. Relations were tested using
Pearson chi-square test. Multiple logistic regression
model was used to assess the most significant adjusted
determinants of students’ headache complaints. Factors
extracted were based on backwards LR model.
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The study included 421 students whose ages ranged from
18 to 30 years with mean age of 21.7 £ 1.9 years old.
Males were 71.5% of the sample and 56.3% were from
medical colleges. Insufficient family income was recorded
among 28.7% of the students and 15% were smokers.

Headache during the last 3 months was recorded among
362 students (86%). Headache was recorded among
90% of the students aged less than 20 years and among
87.8% of those aged 25 years or more with no statistical
significance (P=.600). As for gender, 82.7% of the male
students complained of headache in the last 3 months
compared to 94.2% of the females with a statistically
significant difference (P=.002). Considering faculty nature,
headache was recorded among 84.4% of the medical
college students compared to 88% of non-medical college
students (P=.284). All married students complained of
headache during the last 3 months compared to 85.5%
of single students. Smoking and family income were not
significantly related with headache complaint (Table 1).

Table 2 demonstrates the characteristics of the headache
episodes among the students. Generalized headache
pain was the most recorded (45%) followed by migraine
(31.2%) while frontal headache was recorded among 21%
of the students. Headache started suddenly in 29.6%
of the attacks and it was more in the evening and night
times (63.8%). The most recorded Prodroma signs were
blurred vision (37.8%) followed by drowsiness (24.6%)
while no Prodroma was recorded among 44.2% of the
students. Regarding aggravating factors, stress was the
most reported (83.7%) followed by sleep disturbance
(76%), and tiredness (30.4%). Sleeping was the most
identified relieving factors (75.4%) followed by having
analgesics (55.8%), sitting in a quiet dark room (45.6%),
and having coffee (1.7%). With regard to pain severity, it
was moderate among 55.8% of the students and severe
among 29.8% of them. Daily activities performance was
affected among 76% of the students who had headache
and 47% of them used drugs to overcome pain.

With regard to predictors of headache among the students
(Table 3), headache was reported by all students who
studied for more than 12 hours daily compared to 82.6%
of those who studied for 1 to 5 hours daily with recorded
statistical significance (P=.001). As for skipping meals
daily, headache was reported by 90.4% of the students
who skipped one of their daily meals, especially breakfast,
compared to 77% of those who didn’t (P=.001). Also
headache was reported by 91.1% of the students who
have stimulants (coffee or tea) regularly compared to 71%
of those who didn’t (P=.001). Sleep duration was also
significantly associated with headache as it was reported
by 95.5% of the students who sleep for less than 5 hours
daily compared to 68.3% of those who sleep for more than
8 hours (P=.001). All students who usually experienced
unexpected events during the last period of their life had
headache attacks compared to 37% of those who were
rarely exposed (P=.001). Also 99.5% of the students
who had a permanent feeling of stress had headache

compared to 20.6% of those who rarely feel stressed.
Ability to control trouble source was associated with less
frequent headache than others (70.6% vs. 91%).

Finally, logistic regression model revealed that among
all included headache predictors (Table 4), study hours,
having stimulants, exposure to stressful conditions, and
ability to control trouble sources were the most important
determinants of headache attacks. Studying for more
hours daily was associated with 3 times more likelihood
for headache (OR: 3.25; 95% CI. 1.0-10.6). Having
stimulants was associated with increased likelihood for
headache attacks by about 2.5 times more (OR: 2.5; 95%
Cl: 1-7.1). Also experience stressful unexpected events
was associated with increased likelihood for headache
by about 5 times (OR: 4.75; 95% CI: 1.5-15.4). Ability to
control trouble source was associated with decreased
likelihood for headache by about 57% (OR: 0.37; 95% CI:
0.18-0.76).
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Table 1. Distribution of age according to students’ socio-demographic data, KKU, Saudi Arabia

Total (%) Heodoche duringlast 3 months
- ; Yes MNo P-
Socio-demographic data (n=362) =53] R
No % No %
Frissn <20 years 12 rf;ﬂﬁﬂ 3:3 5‘?.:’*%’ 4 5.:"fﬁ'
years 20-24 230 (75.4%) 281 83.2% 249 12.5% .e00
25-20 49 (11.5%]) 43 87.8% 5 12.2%
hlois 301 (71.5%) 244 82.7% 52 17.3%
REDEE: 120(28.5%) 113 942% 7 sax 00
Medical 237 (56.32%) 2040 4.4 37 15.6%
Facult? . Mon-medical 184 (43.7%) 152  88.0 22 1208 284
Marital Single 405 (95, 4%) 347 83.5% 58 14 5% 111
status Married 15 (2.5%) i5 100.0% g O.0% )
_ insufficient 121 (28.7%) 107 88.4% 14  116%
Family L o it e i
A Just sufficient 159 {44.85) 162 B5.7% 27 14.3% 588
fdore than sufficient 111 [256.4%) 93 532.353% 18 15 2%
Smaker 532 (15.0%) 52 82.5% i1 17.5%
Emoking  Ex-zmaoker 207 1%) 25 B8 7% 4 12.3% 694
flan-smaker 3258 (77.9%) 284 S5.5% 44 13.48%

P: Pearson X? test
* P < 0.05 (significant)
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Table 2: Characteristics of headache among KKU students, Saudi Arabia

Hezdache data [n=r:;2:l %
figraine 113 31.2%
. Frantal 75 21.0%
Headache site
ke Oecipital 10 2.8%
Generglized 153 45.0%
Sudden 107 29.8%
Onset of headach
e Gragual 253 70.4%
forning 131 I6.2%
Ti f k
gtz o Evening 231 53 5%
Cthers = 1.1%
Extremities numbness 25 9. 9%
Orowsiness 85 24.5%
Prod
ez Nouseo 24 23.2%
Biurred visian 137 A758%
tathing 160 44.2%
MNanes | 2%
Strezs 203 53.7%
Aggravating factors Sim e S0 s
Cough 39 10.8%
Cthers ag 24.9%
Slesping 273 75.4%
Quiet dark room 165 45.58%
Relieving factars Analgesics 202 55.8%
Others 55 15.0%
Caffss = 1.7%
fAifg 424 12.2%
Bai : aderate 202 535 5%
mRIeNEny Severs 103 25.5%
introctabls 8 2.2%
: ; e Yes 275 Ta.0%
Pain affects dail t
ain cts daily activity Ne a7 24 08
Use drugs for the pain o e AZ 0%
& Pe o 182 53.0%
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Table 3: Determinants of headache among KKU students, Saudi Arabia

Headache during lost 2 months

Risk factars Ves Mo uupj':m
Mo % Mo %
1-5 255 52.5% 58 17.4%
Daily study hours 5-5 55 95.7% 3 4.3% a1t
> 12 hre ad 100.0% J J.0%
. res i8 90 0% 2 10.0%
Wark besides study i 242 25 35 =7 18 39 586
Yes i 100.0% J 0.0%
Pregnant No 112 94.1% 7 59% 503
Yer 5 100.0% J J.0%
OCP at last 3 months N 103 g3 gy - g 15 570
Skip meals during day IrE: il';:i f:;: '_:‘? ;;.5;:;, .00
Yos 285 91 1% 28 3.9% .
Jeric aatiee) fen No 75 71.0% 31 290% I
< 5 hours 212 95. 5% 14 £.5%
Sleep duration 5-% hours 122 772% 285 22.8% 001t
» & hours 28 55 3% i3 31.7%
Rarely 20 I70% 51 52.0%
::’::: ::E:;:ﬁ::“‘e" Sometimes 159 95.9% g 4.1% .001*
Usualiy 143 100.0% d J.0%
: : Rarely i3 20.58% 50 75.4%
:_I'E:I_'I't? Temedmng |t Samerimes 153 95 5% g2 45%  .001°
Usualiy 181 95. 5% i 5%
_ : Rarely 45 86.5% 7  135%
:f:: :z:r““ peidicl e Sometimes 150 32.5% 12 7.4% 001
Usualiy 167 S0.7% =0 19 3%
Rarely ) 91.0% i 9.0%
Can contral troubles source Sametimes 185 4 2o 12 5 A% Aaar
Usualiy e 2 FO 6% 20 29.4%
Rarely %5 £8.0 54 51.0%
Accumulated troubles feeling Sometimes 185 95.9% & 4.1% 001t
Usualiy 129 95 2% i LE%

P: Pearson X? test, * P < 0.05 (significant)

Table 4. Multiple stepwise logistic regression results for predictors of headache among KKU students,

Saudi Arabia

Factor B SE.  Pvale  OR el b
Lower Upper

Study hours 115 Q.60 0.05 3.25 1.00 10.a2

Havingstimulants .90 .54 .05 247 1.00 7112

Unexpededeavents 15a Q.60 0.01 4.75 1.47 1535

Stressduringday 3.49 063 0.00 3281 2.6 12387

can controltrouble 099 036 00l 037 018 0.76

SoUrce

Constant -0.53 141 0.00 0.00

Model Pseudo RE; significance ;001

ALIC 87

B: regression coefficient; SE: standard error; OR: adjusted odds ratio; Cl: confidence interval; AUC: area under curve
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Discussion

Headache is the symptom of pain in the face, head, or
neck. It can occur as a migraine, tension-type headache,
or cluster headache [14]. Frequent headaches can
affect relationships and employment [15]. There is also
an increased risk of depression in those with severe
headaches [16]. Headaches can occur because of
many conditions. Causes of headaches may include
dehydration, fatigue, sleep deprivation, stress, and the
effects of medications, the effects of recreational drugs,
viral infections, loud noises, common colds, head injury,
rapid ingestion of a very cold food or beverage, and dental
or sinus issues [17, 18].

The current study aimed to assess the headache as a
disabling factor among the university students and also to
assess its determinants and effects. The study revealed
that about 4 out of each 5 included students complained
of chronic headache during the last months before the
study onset. This assessed prevalence is nearly close
to that recorded by many researchers who assessed the
prevalence ranging from 41.2% to 98% [19-21]. Nearly
half of the students had generalized headache all over the
head and couldn’t detect its main site. Migraine was the
second most reported type which is not the situation in the
literature as classical migraine is the most recorded. The
generalized headache recorded for the study students is
mostly tension headache which is more common among
university students as reported by Ferri-de-Barros et al,
2011 and by Ghorbani A et al in Iran, 2013 [6, 21]. Among
more than half of the student migraine started gradually
and with no Prodroma. The most recorded aggravating
factor for the headache was sleep disturbance which is
consistent with this age group who are hyperactive with
more outdoor time. This in turn confirms that sleeping
was the most important relieving factor followed by having
analgesics as the pain was moderate to severe among
more than three quarters of the students.

Headache attacks were more recorded among female
students which is the trend in most of the literature due
to physiological and psychological factors including
menstruation with higher incidence of anaemia and also
females are more susceptible to stress conditions including
university academic affairs [22, 23]. Also, headache was
more reported by married students who had extra life
responsibilities outside the university environment due
to family requirements. The most surprising finding was
that headache was reported more by non-medical college
students whichis againstwhatis known as medical students
had more affairs and more stressful study requirements.
This may be explained by that non-medical students
spend more time outdoors with friends due to their lower
study commitment requirement making them more liable
for less sleeping and inadequate dietary habits. Medical
college students spend more time at home studying and
fulfilling academic requirements which may help to have
more organized daily life activities and dietary habits.
Skipping meals was also recorded as a main predictor
especially skipping breakfast which in some literature is

named as fasting headache. This headache is usually
diffuse or located in the frontal region, and the pain is
non-pulsating and of mild or moderate intensity matching
what is reported by the current study participants [24].
Also having coffee or other stimulants was significantly
associated with headache which was confirmed by Milde-
Busch A et al, 2010 [25], and by Moschiano F et, 2011
[26]. Stress exposure with the ability to deal with stress
sources were also among the mostimportant determinants
of headache attack and its type. Much of the literature
confirmed the association between stress and having
headache episodes or even transforming headache from
episodic to a chronic condition [27-29].

A study was done in King Saud University which showed
that, among 4,943 who responded to questions about
headache, 4,158 had recurring headache, and among
them 1,333 had migraine headache, and 2,691 with non-
migraine headache [30]. Also there was a cross-sectional
study of headache prevalence among medical students
in Umm al-Qura university on a total 758 participants
with 82.2% responses (623 responses). The one year
headache prevalence was 89.6% (558) with predominance
of Tension type headache (n=173, 31%) then probable
infrequent Tension type headache (n=114, 20.4%) then
probable frequent Tension type headache (n=63, 11.3%)
while migraine was (n=2, 40.0%; n=14, 34.4%; n=11,
33.3%) [31].

Another study was done among Arab countries (Saudi
Arabia, Qatar and Oman) with two papers in Saudi Arabia
and one paper in Qatar and one paper in Oman. The
prevalence of headache in Saudi Arabia in the first paper
was 12.1, 5% migraine, 9.5% Tension type headache
while 2.4% mixed migraine and Tension type headache.
In the second paper with 8% headache prevalence,
2.6% migraine, 3.1% tension type headache and 2.3%
with mixed migraine and tension headache, while the
prevalence of headache in Oman was 83.6% and 10.1%,
11.2% and 16% for migraine, Tension type headache, and
Mixed migraine tension headache respectively, and in
Qatar the prevalence was 72.5% while for migraine was
7.9% [32].

Headache is an annoying health condition which may be
exaggerated from just episodic attacks to a low grade
life lasting health condition affecting students’ quality of
life including daily activities, scholastic achievement, and
absenteeism up to depression with its consequences.

Conclusions and Recommendations

In conclusion, more than three quarters of the students
complained of moderate to severe headache attacks
which was mainly related to sleeping disturbance, studying
hours, and stressful lifestyle. Students should be taught
strategies for stress management training for headache
that teaches them more adaptive ways of interpreting and
managing stress through the application of coping skills.
These strategies are significantly helpful for improving
stress management and are likely to be similarly effective
in the prevention/treatment of headache progression.
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Abstract

Introduction: Since the launch of the Global Polio
Eradication Initiative (GPEI) in 1988, the number
of annual polio cases has decreased by >99%. As
of March 2013, circulation of indigenous wild polio-
virus (WPV) continued in only three countries: Af-
ghanistan, Nigeria and Pakistan. Pakistan is one of
only three endemic countries in the world still strug-
gling to interrupt poliovirus transmission and meet
the target of global polio eradication by 2012. The
failures to successfully immunize the population of
Pakistan has impacted child mortality in the country
and is an important area of research for the progres-
sion of child healthcare. Children who are under the
age of five make up 15% of the population of Pa-
kistan. Unfortunately, this demographic makes up
50% of the mortality rate in this country. Polio is an
acute viral disease that is still endemic in Pakistan
mainly due to failure of efforts to promote commu-
nity participation. The polio vaccination program is
facing many challenges that result in an increased
number of new cases in the country. This research
was conducted to find out the parents’ knowledge,
attitudes and practices regarding polio vaccination.
Pakistan is still not polio free and findings of this
research reflect the mindset of parents regarding
polio vaccination.

Objective: To determine the perceptions of parents
regarding polio vaccination at National Institute of
Child Health in Karachi.

Methodology: A Cross sectional study was conduct-
ed at the OPD of National Institute of Child Health in
Karachi from April 2019 to August 2019. The partici-
pants were the parents of children under five years
of age who had brought the latter for treatment at
the hospital. The sample size was calculated to be
385. The sample was selected using non probability
purposive sampling technique. A structured ques-
tionnaire with close ended questions was the data
collection tool. It was translated into simple Urdu.
It was handed out to our data collectors who after
obtaining verbal consent, conducted personal in-
terviews amongst the parents of children who had
come to the OPD. Data collected was analyzed us-
ing the SPSS software version 20.0. Frequencies
and percentages were taken out for categorical var-
iables. The statistical analysis was conducted with
a 95% confidence interval and a p-value of <0.05
as threshold of statistical significance. All ethical
considerations were observed. Any research mis-
conduct was avoided and rights and well-being of
research participants were protected.

Results: Out of the 385 parents of children under
five years, their frequencies and percentages with
respect to their age ranges, 63.9% (n=246) were
18-22 years, 23.4% (n=90) were 23-26 years, 8.8%

(n=34) were 27-30 years, 3.1% (n=12) were 31-40
years and 0.8% (n=3) were more than 40 years.
Regarding the relationship status with the under
five children the participants accompanying them,
51.4% (n=198) were fathers and 48.6% (n=187)
were mothers. According to the literacy status,
43.4% (n=167) of the parents were educated and
56.6% (n=218) were uneducated. When asked
what polio was, 68.1% (n=263) called it a disease,
18.7% (n=72) called it fate, 4.4% (n=17) termed it
as a superstitious happening and 8.5% (n=33) did
not know what it was. Stating their source of infor-
mation about polio, 31.1% (n=120) learnt about it
from TV, 11.4% (n=44) from the internet , 48.2%
(n=186) through their surroundings and 9.1%
(n=35) learnt about polio from polio workers. De-
scribing polio severity, 110(28.5%) called polio se-
vere, 56.6% (n=216) termed it extremely severe,
6% (n=23) regarded it as moderate and 9.3%
(n=36) as mild. When asked about any relative of
the parents who suffered from polio , 25.1% (n=97)
said yes and 74.4% (n=287) said no. Responding
to the question about mode of spread of polio, ac-
cording to 30.3% (n=117) by food and water, 16.8%
(n=65) airborne, 11.7% (n=45) by vector and 40.9%
(n=158) did not know the mode of spread of po-
lio. According to 65.8% (n=264) a vaccine existed
for polio, 13.2% (n=51) denied existence of polio
vaccine, 5.2% (n=20) were not sure and 15.5%
(n=60) did not know about such a vaccine. About
the mode of administration of polio vaccine, 74.1%
(n=286) thought it was oral, 6.7% (n=26) thought it
was parenteral and 68 (17.6%) did not know. When
asked at what age should a child get polio vaccine,
according to 33.4% (n=129) it was at birth, 51.8%
(n=200) during childhood, 5.2% (n=20) during adult-
hood and according to 9.3% (n=36) parents a child
could get polio vaccine at any age. Responding to
the question regarding polio vaccine effectivity, 58%
(n=224) termed it as good, 19.4% (n=75) called it
normal, 11.9% (n=46) referred to it as not effective
and 10.4% (n=40) had no idea.

When asked whether their child can become sterile
after taking polio vaccine, 23.6% (n=91) said yes,
50.5% (n=195) said no, 12.7% ( n=49) said maybe
and 13% (n=50) said that they did not know. Reply-
ing to question if polio can be caused by malnu-
trition, 23.6% (n=91) said yes, 39.1% (n=151) said
no, 16.1% (n=62) said maybe and 21%(n=81) did
not know. When asked whether polio vaccine was
haraam or forbidden in religion, 72.5% (n=279) said
no and 27.5% (n=106) said yes. Responding to
the question whether there were proper preventive
measures against polio in Karachi, 58% (n=224)
said yes, 20.7% (n=80) said no, 7.5% (n=29)
said maybe and 13.5% (n=52) did not know. Giv-
ing answers to how many times did polio workers
had visited the parents’ houses, 9.6% (n=37) said
monthly, 33.4% (n=129) said twice a year, 43.8%
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(n=169) said once a year and 12.4% (n=48) said
that polio workers never visited their homes. When
asked whether there were any preventive meas-
ure available against polio other than vaccination,
20.2% (n=78) said yes, 49% (n=189) said no and
28.2% (n=109 ) said maybe; replying to the ques-
tion was polio a contagious disease, 28.2% (n=109)
said yes, 69.7% (n=269) said no and 1% (n=4) said
maybe. Giving answer to the question whether polio
as a disease was treatable, 38.3% (n=148) said
yes, 59.8% (n=231) said no and 1.6% (n=6) said
maybe. When asked if any member of their family
was suffering from polio, 22% (n=85) said yes and
76.9% (n=297) said no. When asked the question
if those suffering from polio in their family received
polio drops at the time of vaccination, 39.6% (n=153)
said yes and 60.1% (n=232) said no.

Conclusion: Pakistan is among three countries in
which polio is still endemic. Most of the cases sprout-
ing up in the city are from slum areas where the ma-
jority of the population is uneducated. Several reli-
gious and fictional beliefs and misconceptions have
been playing a pivotal role in keeping polio endemic
in the area despite many sincere efforts of govern-
ment. More efforts are needed to be done in this
respect particularly in educating parents of children
and carrying out social campaigns to spread aware-
ness among every single parent and make them af-
firm that polio is preventable and by only vaccinating
their children they can save them from this disease

Key words: polio vaccination, endemic, parents,
misconceptions
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Introduction

Poliovirus (PV), an enterovirus belonging to the
Picornaviridae familyis the etiological agent of poliomyelitis,
an acute paralytic disease. This disease results from
lower motor neuron damage and is characterized by
asymmetric persisting weakness (flaccid paralysis) (1).
In May 2012, the World Health Assembly of the World
Health Organization (WHO) declared the completion of
polio eradication a programmatic emergency (2). Since
the launch of the Global Polio Eradication Initiative (GPEI)
in 1988, the number of annual polio cases has decreased
by >99%. As of March 2013, circulation of indigenous
wild poliovirus (WPV) continued in only three countries:
Afghanistan, Nigeria, and Pakistan (the last case in India
had onsetin January 2011). This report provides an update
on progress toward global polio eradication during January
2011-March 2013, using data reported as of April 23, 2013
(3). Pakistan is one of only three endemic countries in the
world still struggling to interrupt poliovirus transmission
and meet the target of global polio eradication by 2012.
Polio supplementary immunization activities (SIAs) for the
home delivery of oral polio vaccine (OPV) were initiated
in the country in 2000, when 119 cases of polio were
reported. Although the number of cases declined to 32 in
2007, it has been rising steadily since 2008(4). According
to a study conducted in Pakistan by Mangrio, he states
“the ways in which various immunization efforts, for a
range of vaccine-preventable diseases, have achieved
success or failure and the reasons why this plays a part in
the disease burden of Pakistan “ (5).

Immunization is the most cost-effective public health
intervention that has had the greatest impact on health of
the people. According to a study in Pakistan, the proportion
of incompletely immunized children in Pakistan varies
from 37-58%, and this has recently resulted in outbreaks
of measles and polio. Despite the efforts of national and
international organizations, polio has not been eradicated
from Pakistan. The failures to successfully immunize the
population of Pakistan has impacted child mortality in

the country and is an important area of research for the
progression of child healthcare. Children who are under
the age of five make up 15% of the population of Pakistan.
Unfortunately, this demographic makes up 50% of the
mortality rate in this country. For comparison, the world
average for under-five mortality as a percentage of overall
mortality is around 8% (6). Another study in Pakistan
states that 10-20% of the children who have received their
first dose of trivalent polio vaccine were deprived of their
2nd and 3rd dose because of poor performance of EPI and
lack of information about immunization. The number of
global polio cases has fallen dramatically and eradication
is within sight, but despite extraordinary efforts, polio
retains its grip in a few areas (7).

Parental attitudes and level of awareness are of key
importance to promote successful polio vaccination.
A study conducted in Jordan showed that vaccination
coverage rate was high; however, some aspects of
knowledge, attitudes, and practice of vaccination needed
to be improved. Knowledge and attitudes of mothers were
directly associated with their practice of vaccination (8).

Polioisanacute viral disease thatis stillendemicin Pakistan
mainly due to failure of efforts to promote community
participation. The polio vaccination program is facing
many challenges that result in an increased number of
new cases in the country. The success of polio vaccination
has been threatened in different parts of Pakistan. In the
past, the immunization program was affected by different
factors including insecurity, inducing mass migration and
displacement, life threats to polio workers, and restricted
access to the vulnerable population. In addition to that,
misconceptions and misunderstanding about the polio
vaccine are a major obstacle in polio eradication which
need to be erased by organized effects of increasing
vaccine awareness (9). This research was conducted to
find out the parents knowledge, attitudes and practices
regarding polio vaccination. Pakistan is still not polio free
and findings of this research reflect the mindset of parents
regarding polio vaccination.
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Objective

To determine the perceptions of parents regarding
polio vaccination at National Institute of Child Health in
Karachi.

Methodology

A Cross sectional study was conducted at the OPD of
National Institute of Child Health in Karachi from April
2019 to August 2019. The participants were the parents
of children under five years of age who had brought the
latter for treatment at the hospital. The sample size was
calculated to be 385. The sample was selected using non
probability purposive sampling technique. A structured
questionnaire with close ended questions was the data
collection tool. It was translated into simple Urdu. It was
handed out to our data collectors who, after obtaining
verbal consent, conducted personal interviews amongst
the parents of children who had come to the OPD.
Data collected was analyzed using the SPSS software
version 20.0. Frequencies and percentages were taken
out for categorical variables. The statistical analysis was
conducted with a 95% confidence interval and a p-value
of <0.05 as threshold of statistical significance. All ethical
considerations were observed. Any research misconduct
was avoided and rights and well-being of research
participants were protected.

Out of the 385 parents of children under five years, their
frequencies and percentages with respect to their age
ranges 63.9% (n=246) were 18-22 years, 23.4% (n=90)
were 23-26 years, 8.8% (n=34) were 27-30 years, 3.1%
(n=12) were 31-40 years and 0.8% (n=3) were more
than 40 years. Regarding the relationship status with the
under five children the participants accompanying them,
51.4% (n=198) were fathers and 48.6% (n=187) were
mothers. According to the literacy status, 43.4% (n=167)
of the parents were educated and 56.6% (n=218) were
uneducated. When asked what polio was, 68.1% (n=263)
called ita disease, 18.7% (n=72) called it fate, 4.4% (n=17)
termed it as a superstitious happening and 8.5% (n=33) did
not know what it was. Stating their source of information
about polio, 31.1% (n=120) learnt about it from TV, 11.4%
(n=44) from the internet , 48.2% (n=186) through their
surroundings and 9.1% (n=35) learnt about polio from
polio workers. Describing polio severity, 110 (28.5%) called
polio severe, 56.6% (n=216) termed it extremely severe,
6% (n=23) regarded it as moderate and 9.3% (n=36) as
mild. When asked about any relative of the parents who
suffered from polio, 25.1% (n=97) said yes and 74.4%
(n=287) said no. Responding to the question about mode
of spread of polio, according to 30.3% (n=117) it was by
food and water, 16.8% (n=65) airborne, 11.7% (n=45)
by vector and 40.9% (n=158) did not know the mode of
spread of polio. According to 65.8%(n=264) a vaccine
existed for polio, 13.2% (n=51) denied existence of polio
vaccine, 5.2% (n=20) were not sure and 15.5% (n=60)

did not know about such a vaccine. About the mode of
administration of polio vaccine, 74.1% (n=286) said it was
oral, 6.7% (n=26) it was parenteral and 68 (17.6%) did not
know. When asked at what age should a child get polio
vaccine, according to 33.4% (n=129) it was at birth, 51.8%
(n=200) during childhood, 5.2% (n=20) during adulthood
and according to 9.3% (n=36) parents a child could get
polio vaccine at any age. Responding to the question
regarding polio vaccine effectivity, 58% (n=224) termed
it as good, 19.4% (n=75) called it normal, 11.9% (n=46)
referred to it as not effective and 10.4% (n=40) had no
idea.

When asked whether their child can become sterile after
taking polio vaccine, 23.6% (n=91) said yes, 50.5%
(n=195) said no, 12.7% ( n=49) said maybe and 13%
(n=50) said that they did not know. Replying to question
if polio can be caused by malnutrition, 23.6% (n=91) said
yes, 39.1% (n=151) said no, 16.1% (n=62) said maybe
and 21%(n=81) did not know. When asked whether polio
vaccine was haraam or forbidden in religion, 72.5%(n=279)
said no and 27.5% (n=106) said yes. Responding to the
question whether there were proper preventive measures
against polio in Karachi, 58% (n=224) said yes, 20.7%
(n=80) said no, 7.5% (n=29) said maybe and 13.5%
(n=52) did not know. Giving answer to how many times
had polio workers visited the parents’ houses, 9.6% (n=37)
said monthly, 33.4% (n=129) said twice a year, 43.8%
(n=169) said once a year and 12.4% (n=48) said that polio
workers never visited their homes. When asked whether
there were any preventive measure available against
polio other than vaccination, 20.2% (n=78) said yes, 49%
(n=189) said no and 28.2% (n=109 ) said maybe, replying
to the question was polio a contagious disease, 28.2%
(n=109) said yes, 69.7% (n=269) said no and 1% (n=4)
said maybe. Giving answer to the question whether polio
as a disease was treatable, 38.3% (n=148) said yes,
59.8% (n=231) said no and 1.6% (n=6) said maybe.
When asked if any member of their family was suffering
from polio, 22% (n=85) said yes and 76.9% (n=297)
said no. When asked the question if those suffering from
polio in their family received polio drops at the time of
vaccination, 39.6% (n=153) said yes and 60.1% (n=232)
said no.
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Figure 1 showing the ages of the children’s parents as 63.9% (n=246) were 18-22 years, 23.4% (n=90) were 23-26
years, 8.8% ( n=34) were 27-30 years, 3.1% (n=12) were 31-40 years and 0.8% (n=3) were more than 40 years.
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Figure 2 showing the relationship status of the parents with the under five children who they were accompanying,
51.4% (n=198) were fathers and 48.6% (n=187) were mothers.
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Figure 3 showing literacy status of the parents which was 43.4% (n=167) of the parents were educated and 56.6% (n=218)
were uneducated.
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Figure 4 showing parents responses when asked what polio was, 68.1% (n=263) called it a disease, 18.7%
(n=72) called it fate, 4.4% (n=17) termed it as a superstitious happening and 8.5% (n=33) did not know what
it was
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Figure 5 showing that when asked whether their child can become sterile after taking polio vaccine, 23.6% (n=33)
said yes, 50.5% (n=195) said no, 12.7% (n=49) said maybe and 13% (n=50) said that they did not know

Do you think after taking this vaccine your child will become sterile?
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Do you think after taking this vaccine your child will become sterile?
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Figure 6 showing that when the parents were asked whether polio vaccine was haraam or forbidden in religion,

72.5% (n=279) said No and 27.5% (n=106) said yes.

Is Polio Vaccine Haraam( Forbidden in Religion) ?

:
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Is Polio Vaccine Haraam( Forbidden in Religion) ?

Discussion

Poliowas once adisease feared worldwide, striking suddenly
and paralyzing mainly children for life. WHO is a partner in
the Global Polio Eradication Initiative, the largest private-
public partnership for health, which has reduced polio
leaving its traces only in three countries of the world one
of which is Pakistan where polio is still endemic. Pakistan
has come a long way in its struggle to eradicate polio. In the
early 1990s, the annual incidence of polio was estimated at
more than 20,000 cases a year. Since its initiation in 1994,
the national polio eradication programme has made major
strides in reaching children with immunization in all parts
of the country. The current polio epidemiology remains
promising (10). Why cant Pakistan eradicate polio despite
undying efforts of the government because the country still
hasn’t achieved that level of awareness at its community
level where every single parent should know the value of
polio vaccine. In this research as the data was collected
at a tertiary care children hospital in Karachi .Many of the
parents who were interviewed were uneducated and the
researchers found that the false mindset and misconception

was still prevailing among them that polio is not a disease
but can happen superstitiously or by fate and vaccine has
nothing to do with it. Pashtuns from low as well as high
income groups refuse to get their children vaccinated. This
is due to scarcity of polio awareness, trust deficiency in
vaccine efficacy, vaccine related misconceptions, and lack
of confidence on polio worker.

According to this study the literacy status was distributed
as 43.4% of the parents were educated and 56.6% were
uneducated. These findings were also confirmed by a study
conducted in Nigeria where literacy played an important
role in community participation in polio eradication (11). In
this study when the parents were asked what polio was,
68.1% called it a disease, 18.7% called it fate, 4.4%
termed it as a superstitious happening and 8.5% did not
know what it was. Such poor levels of awareness in almost
30% of population was very alarming. These findings were
also similar to another study conducted in Pakistan in
2019 (12). Another misconception that was discovered in
this study was that sterility was caused by polio vaccine
in children. When the parents were asked whether their
child could become sterile after taking polio vaccine, 23.6%
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said yes, 50.5% said no, 12.7% said maybe and 13% said
that they did not know. These findings were confirmed
by another study conducted in Pakistan in 2019 (13). So
the foremost step needed to be taken is to educate the
local people by arranging different workshops and
awareness campaigns to remove the misconceptions of
people about polio vaccination present in the society
because if people will not be educated then there is no use
of any polio vaccination campaigns and it will always
result in a failure.

The foremost disturbing finding which was made in this
study was the religious mindset of some of the parents
showing that when the parents were asked whether polio
vaccine was haraam or forbidden in religion, 72.5% said no
and 27.5% said yes. The same mindset was demonstrated
by some communities in Nigeria where polio vaccination in
high-risk communities had been considerably low despite
routine and supplemental vaccination activities. Large
numbers of children were left unvaccinated because of
community misconceptions and distrust regarding the
cause of the disease and the safety of the polio vaccine
(14). Although progress toward global polio eradication
has continued, challenges in identifying and vaccinating
every missed child remain. Much of the recent progress
reaching previously missed children has been associated
with recruitment of trusted community volunteers who are
invested in their locality for vaccination and surveillance
efforts (15). Intensification of efforts to improve the quality
of immunization and surveillance activities and to develop
additional innovations in addressing persisting challenges
is necessary. Until poliovirus eradication is achieved, all
countriesmustremainvigilantbymaintaininghighpopulation
immunity and sensitive poliovirus surveillance (16).

Despite various setbacks, the target is still not impossible.
Possible interventions need to be proposed which include
effectively using modern mass media and educating
vaccinators on the social and cultural background of the
target community. Another approach in the eradication
of polio from Pakistan is to hire more and more local
female lady health workers because they can carry out the
polio campaigns more efficiently in a Pashtun community
and they are more reliable in overcoming the fear and
misconceptions aroused by the rumors related to polio
vaccination.

Conclusion

Pakistan is among three countries in which polio is still
endemic. Most of the cases sprouting up in the city are
from slum areas where the majority of the population is
uneducated. Several religious and fictional beliefs and
misconceptions have been playing a pivotal role in keeping
polio endemic in the area despite many sincere efforts of
government. What has been concluded from this cross
sectional study is that there are more efforts needed to
be done in this respect particularly in educating parents
of children and carrying out social campaigns to spread
awareness among every single parent and make them
affirm that polio is preventable and by only vaccinating
their children they can save them from polio forever.
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Abstract

Background: To assess level of awareness and
pattern of utilizing family planning methods among
married women (20-45 years) of reproductive age
in Duwakot, Bhaktapur.

Methodology: A cross-sectional study was conduct-
ed from March 2019 to February 2020 at different
wards of Duwakot, Bhaktapur. Four hundred and
twenty three (423) couples of reproductive ages
were interviewed by using a pre tested semi struc-
tured questionnaire. After taking informed written
consent, socio demographic characteristics, knowl-
edge, attitude and pattern of using family planning
methods were recorded. The data was analyzed by
using Statistical Package SPSS version 21.

Results: Knowledge about different contraceptive
methods was present among the majority (88.89%)
of respondents. 73.75 % respondents were using a
contraceptive method at the time of study. 20.56%
were using oral contraceptives followed by use of
condoms in 19.15% of the respondents, Tubec-
tomy (11.11%), intra-uterine device (5.43 %) tradi-
tional methods (4.50 %), injectables (2.6%) and va-
sectomy (10.40%) respectively. The reason given
by most of the respondents (36.94 %) for not using
any contraceptive method during the study was the
desire for a male child. The use of contraceptive
methods increased with increasing age, number of
living children and level of education of both women
and their husband.

Conclusion: A good number of women were aware
about the contraceptive methods but the practice
of contraception in Duwakot and utilization of fam-
ily planning services were low. The gap between
knowledge and implementation of contraceptive
methods was found in the study population. This
shows the need for more informative awareness
campaigns for promoting contraceptive utilization.

Key words: Knowledge, Practice, Family Planning
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Introduction

Family planning (FP) means a way of thinking, perceiving
and utilizing which is adopted voluntarily upon the bases
of attitude, knowledge, and genuine decisions by couples
(1). Family planning refers to a conscious effort by
husband and wife to limit or space the number of children
they have through the utilization of contraceptive methods
(2). Family planning is an acceptable, logical, and an
important component of global health and development.
It can have a wide range of positive effect to women,
their families, the societies and a nation as a whole. An
International Conference on Population and Development
(ICPD) Cairo, 1994, and the fourth world conference on
women Beijing, 1995, focused on women empowerment
including reproductive and sexual rights as the fundamental
aspect for development (3). Family planning is mainly
concerned with the overall and reproductive health of the
mother, having enough birth spacing, avoiding unwanted
pregnancies and abortions, preventing sexually transmitted
diseases and improving the quality of life of mother, infant
and the family (4).

Family planning can help in reducing maternal mortality
by decreasing the number of pregnancies, the number of
risky abortions, and the proportion of births at high risk. It
has been estimated that fulfilling women’s need for modern
contraceptives would prevent about one quarter to one-
third of all maternal deaths, saving 140,000 to 150,000
lives annually (5,6).

Many reproductive aged women have little or incorrect
knowledge and information regarding family planning
methods. Even when they know some methods of
contraceptives, they don’'t know the availability or how
to use them properly. Many women have a negative
perception about family planning, while some have heard
misleading and incorrect information (7).

Knowledge, attitude and practices towards family planning
are the basic fundamentals of achieving the goals and
targets of family planning of national and international
organizations. Regarding the higher use of contraceptives,
knowledge and positive attitude towards family planning
plays the most important role (8).

Methods

It was a cross-sectional study conducted among married
women of reproductive age group (20-45 years) in the
urban area of Duwakot from March 2019 to February
2020. The different wards of Duwakot were selected by
random sampling method. All the married women in each
house belonging to the age group of 20-45 years were
interviewed. A total 423 married women were interviewed
using a pre-designed and pre-tested questionnaire. The
purpose of study was explained and written consent was
taken from the respondents. The questionnaire elicited
information regarding their age, nationality, religion, caste,
socio-economic status, educational status of respondents
and their husband, number of living children, knowledge
and practice of different contraceptive methods, and the
reasons for not using any contraceptive methods during the
study period. The data was analyzed by using Statistical
Package SPSS version 21.

In our study we found good knowledge about different
contraceptive methods was present among the majority
(88.89%) of respondents (Table 2). 73.75 % respondents
were using a contraceptive method at the time of
study (Table 3 and Figure 2). 20.56% were using oral
contraceptives followed by use of condoms in 19.15%
of the respondents, Tubectomy (11.11%), intra-uterine
device (5.43 %) traditional methods (4.50 %), injectables
(2.6%) and vasectomy (10.40%) respectively (Table 3 and
Figure 1). The reason given by most of the respondents
(36.94 %) for not using any contraceptive method was
the desire for a male child (Table 4). Only 54.84 % of
the respondents were employed (Table 1). The use of
contraceptive methods increased with increasing age,
number of living children and level of education.
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Table 1: Socio-demographic characteristics of the respondents (N=423).

VARIABLES Mumber Fercentage
Age (Year)

20-35 324 TE.60 %
36-45 99 23.40 %

Educational Status

Middle s chool 36 0851 %
High S chool 37 08.74 %
College 201 47.51 %
University 127 30.02 %
[literats 22 05.22 %
Employment

Employed 232 54.24 %
Mon-employed 191 45 15 %%
Economic Status

High 34 B8.03 %
Medium 342 20.85 %
Loy 47 1112%

Hushand's Educational Status

Middle school 26 06.15 %
High School 26 06.15 %
College 213 50.37 %
University 145 34.29 %
[Hiterate 12 02.84 %

Mo. of living children

0 121 2860 %
1 1749 42,32 %
2 o 23.18 %
3 17 04,01 %%
4 orGreater a 01.59 %%
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Table 2: Distribution of respondents according to knowledge about contraceptive methods

KNOWLEDGE Mumber FPercentage
Knowledge about any contraceptive method (n=423)

Tes 376 BE.89 %
Mo 47 11.11 %%

Knowledge about different types of contraceptive methods {n=423)

Oral Pills 212 50.12 %
IMale Condom 321 75.88 %
Tubectomy |Femals sterilization) 72 17.02 %
Vasedomy (Male sterilization) a7 1583 %
Intra-uterine device 26 0514 %
Traditional methods 29 0585 %%
Emergency contraception 101 23.88 %
Injectables a7 22.83 %

Table 3: Distribution of respondents according to current use of any contraceptive method

Current Use Mumber Percentage

Currently using any contraceptive method (n=423)

fes 312 7375 %
Mo 111 26.25 %

Type of contraceptive method currently using (N=312)

Oral contraceptives a7 20.56 %
Condom 21 1915 %
Tubectamy (Femals sterilization) 47 11.11 %
Vasedomy (Male sterilization) 44 10.40%%
Intra-uterine device 23 05.43 %
Traditional methods 19 04.50 %
Injectables 11 0260 %
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Table 4: Distribution of respondents according to reasons for not using any method of contraception (N=111).
REeasons Mumber FPercentage
Cesireforamale child
Mo pern nfrom huskand
Cesireformore children
Fear of side effects
Fregnant
Breastfeading

Husband away

Figure 1: Distribution of respondents according to current use of different types of contraceptive methods
(N=312)

11.11% 1040%

243%  acow

2.60%

Figure 2: Comparisons of respondents using and not using contraceptives in the study population (N=423).

= Women using
contraceptives

= Women not using
contraceptives
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Discussion

Increasing population in most countries of the world is
the burning issue. Only contraceptives can control this
exponential population growth.

In our study most of the women have good knowledge
about at least one method of contraception (89%). Similar
results were found in a study done by Sunita TH et al in
Dharwad (9). Also in a similar study done by Saluja N.
et al in rural Haryana 96% women had good knowledge
of contraception (10). Our finding was higher than the
study conducted in Ethiopia that showed only 42.3%
good knowledge towards family planning (11) and a study
conducted in Fiji which showed 45.5% of respondents had
a good level of knowledge about family planning (12).

In our study, pills was the most well-known method followed
by condoms. Similar results were seen in other developing
countries and demographic survey of Nepal. (13, 14). In
our study 11.11% had adopted tubectomy as a permanent
sterilization method. According to a study conducted
by Das NP and Shah U in urban slums of Baroda, the
maximum (48.8%) of the respondents adopted female
sterilization which was very high compared to ours (15).
Rizvi A et al in their study done in urban slums of Lucknow
showed similar trends as ours and reported that female
sterilization (tubectomy) was the most common method
(16.7%) used by the respondents (16).

We also found that women who have a good level of
education were practicing family planning more than those
who were uneducated or had a low level of education
(86.27% and 13.73%) respectively. This finding was in line
with a study done in Jimma, Ethiopia (17). In our study
association of educational status of the respondents with
knowledge of contraception was found to be statistically
significant. Similar association was seen in a study done
in Qatar (18).

The current study also showed that knowledge and attitude
of reproductive age women were related to family planning
utilization. Reproductive aged women who had good
knowledge were utilizing different methods better than
those who were less knowledgeable. Those participants
with favorable attitude were practicing better than those
who had an unfavorable attitude. Better knowledge and
positive attitude for specific activities are the key factors
to start behaving and maintaining it continuously. Family
Planning has been considered as an effective way to
improve health of the mother and infant and enables them
to decide freely and logically the number and spacing of
their children.

Conclusion

This study shows that the knowledge and attitude of married
females in Duwakot are favorable for family planning
methods but actual practice lags behind the requirement.
Awareness and education plays a very important role in
acceptance of contraceptive method. Efforts should be
targeted towards health educational activities regarding
family planning methods.

Respondent’'s educational level, number of children,
Employment, maternal age, knowledge, attitude and their
family size were associated with family planning utilization
habit.

Limitation of the study

As the data were collected using questionnaire method,
reported KAP might have been overestimated or
underestimated.
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Abstract

Objectives: The physical health of people diagnosed
with mental illness is a significant source of health
inequality, with this group being three times more
likely to have a physical illness and dying 15-20
years earlier than those without diagnosed mental
illness. Unhealthy lifestyles are a major contributor
to this. The purpose of this study was to explore the
barriers and facilitators of the Making Every Contact
Count (MECC) approach, an opportunistic health
promotion strategy for improving the physical health
of patients with diagnosed mental illness in primary
care.

Methods: A qualitative study involving semi-struc-
tured interviews in which ten people diagnosed with
mental illness from a Lancashire practice and ten
GPs including stakeholders within the Clinical Com-
missioning Group were interviewed. Interview data
was subject to thematic analysis.

Results: Themes were identified relating to patient
factors, clinician communication, and systemic fac-
tors. Patients were more likely to take on brief inter-
ventions if they trusted and had good rapport with
their clinician. Clinicians, if given the chance, valued

opportunities for discussing the effects of unhealthy
lifestyles with patients. Systemic factors influencing
the MECC approach included provision of continu-
ity of care and the annual review, although some
patients viewed the latter as rarely offering fruitful
discussion. Some clinicians felt time and workload
pressures prevented them from carrying out mean-
ingful interventions. Clinicians felt further training
was needed to support them delivering brief inter-
ventions. Patients were pleased to focus on physical
health.

Conclusion: Poor physical health of patients diag-
nosed with mental illness can be addressed using
a ‘making every contact count’-based approach.
MECC is a low-resource approach based on build-
ing a relationship of trust and casually introducing
physical health as a topic of conversation as the
opportunity arises. The research highlights barriers
and facilitators to doing this within primary care from
both patient and clinician perspectives.

Key words: Health promotion, Health inequalities,
Mental Health, behaviour Change, Making Every
Contact Count, Primary Care
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Introduction

Reducing health inequalities is a key goal of public health
policy. The physical health of patients diagnosed with
mental illness is a source of significant health inequality.
People with long-term mental health problems are three
times more likely to have a physical illness and die 15 to
20 years earlier than their peers without a mental health
diagnosis(1-3) .The gap in life expectancy is worsening
(3-4). Main causes of death are heart disease, stroke, liver
disease, respiratory disease and cancer(1,5). This may
be primarily because of lifestyle factors, harmful effects
of psychotropic medication and disparities in healthcare
access, utilisation and provision (5). Increased rates of
unhealthy lifestyle choices such as higher rates of smoking
and obesity may be due to negative symptoms of mental
illness and impaired emotional regulation (6-7). The
literature indicates that general practice is significant for
providing preventative health and medical care for people
with mental health problems (8-9).

Health related behaviour change is notoriously difficult to
achieve yet extremely important in the context of rising
rates of non-communicable disease. The primary care
team is well placed to understand patients’ economic
and social circumstances as they develop relationships
with individuals and families over decades and countless
practice encounters.

Making Every Contact Count (MECC) is an approach
to behaviour change that capitalises upon these routine
interactions between patients and health professionals to
encourage positive change to physical health and mental
wellbeing. It is an opportunity to achieve an integrated
approach to addressing health inequality as part of a
range of interventions(10-13). It is an approach consistent
with principles of person-centred healthcare that makes
the most of opportunities for health promotion specific
to individual need’ (14). Through the MECC approach
professionals can act on opportunities to introduce physical
health and well-being into conversations, without offending
the individual (15-16). Brief interventions typically involve
using behaviour change techniques to support patients
to take action around unhealthy lifestyle behaviours (16).
Research has shown that opportunistic health promotion
such as MECC has the potential to improve the overall
health of the population at a low cost (16). Application of
the MECC approach has been argued to impact health
inequality by engaging people who would not otherwise
engage in brief interventions (17-18).

However, there is little research evaluating the
implementation of the MECC approach to health behaviour
change in primary care, and no such evaluation has been
undertaken for people with mental health problems in this
context, nor have the views and experiences of patients
and clinicians been investigated. The purpose of this study
was to explore the barriers and facilitators of implementing
the MECC approach for primary care clinicians and
patients who are under psychiatric services.

Methods

Participants were purposively recruited from a single
General Practice (GP) surgery in Lancashire. Prospective
patient participants were invited using a poster in the
surgery reception as well as via the patient participation
group Facebook page. The inclusion criteria for patients
were adult patients aged 18 to 65 with capacity who were
under or had previously been under the care of psychiatric
services, this was to focus the research on patients with
severe and enduring mental illness who are worst affected
by physical health inequality (5). Purposive sampling
ensured patients with a variety of mental disorders
were included, from different age groups and genders.
Clinically active GPs were recruited via email, diverse
with regard to gender and age and the practitioner sample
also included GPs with a role in commissioning. Semi-
structured interviews explored experiences, perceptions,
and acceptability of the MECC brief intervention model. All
interviews were face-to-face, at the Practice for patients
and at the place of work (or another preferred venue) of
GPs. With participant consent, all interviews were audio
recorded and transcribed. Field notes were written during
and shortly after interviews. These included comments on
what interviewees said, salient points and the emotions
and reflections of the interviewer and were referred to
during data analysis. Sample size was based on principles
of data saturation (19); ten patients and ten clinicians were
interviewed.

Patients were asked to describe their journey of care with
reference to brief interventions. Their views and clinician’
views were sought of current services, gaps in provision,
and perceived barriers and facilitators to delivering
brief interventions within primary care. Aspirations for
future service delivery, including referral mechanisms,
components and approach to delivery were also sought.
Six key questions were considered:

» What experience do people with mental health problems
have of receiving brief interventions to improve their
physical health?

» What experience do clinicians have of delivering brief
interventions to people with mental health problems to
improve their physical health?

+ What are the facilitators for people with mental health
problems to engage with brief interventions to improve
their physical health?

* What are the facilitators for clinicians to implement brief
intervention approaches to improve the physical health of
people with mental health problems?

+ What are the barriers for people with mental health
problems to engage with brief interventions to improve
their physical health?

* What are the barriers for clinicians to implement brief
intervention approaches to improve the physical health of
people with mental health problems.
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Ethical approval was obtained via NHS HRA processes
(IRAS ID 200959) and UCLan university ethics committee.
Patients who had given their details to be interviewed were
given a participant information sheet and a minimum of 24
hours ‘cooling off’ period prior to obtaining written consent.
Support was on hand should an individual become upset
or distressed during an interview, though this was not
required. Data was stored in locked filing cabinets in a
locked office, held on password-protected computers
and encrypted accordingly. Identifiable information held
about participants was destroyed 6 months after final data
collection.

Thematic data analysis was undertaken according to
principles set out by Bazeley (20). Each transcript was
anonymised. Transcripts were initially read briefly in
completeness to gain a broad understanding capturing
the essence of the interview, and then re-read in further
detail. The data was coded, labelled, summarising and
linking discrete portions of data, and then grouped into
categories, linking together ‘families’ of codes which
shared some characteristics. These categories were later
organised into themes; higher-level and abstract concepts
which were drawn out in the course of analytical reflection.
Investigator triangulation occurred whereby the research
team reviewed the raw data, discussing codes, categories
and themes in regular meetings, enhancing the depth and
nuance of analysis.

With regard to reflexivity, the interviewer was a research
student who also worked as a trainee GP. Recruitment
of clinicians was easier than expected, potentially due to
the perception of supporting a colleague within their work.
Some clinicians gave strong and at times controversial
views, which may have been due to feeling able to
converse openly with a colleague in a similar position to

POPULATION AND COMMUNITY STUDIES

themselves. Mental health service users were aware of
the dual role of the interviewer, as both a researcher and
a GP. To be aware of and minimise bias and strengthen
awareness of researcher rather than clinician role, a
reflexive diary was kept.

Ten patients were interviewed, three men and seven
women, with ages ranging from 30s to 60s. Diagnoses
included severe depression, paranoid schizophrenia,
bipolar affective disorder, schizoaffective disorder
and personality disorder. All were taking psychotropic
medication. Of the 10 GPs interviewed, seven were
male and three were female. All bar one were involved
in extra clinical activities, such as with the Clinical
Commissioning Group, medical education and out-of-
hours work. Interview lengths were commonly around
40 minutes. Key themes identified accounted for patient
factors, clinician communication and systemic factors.
Participant names have been replaced with pseudonyms
and a forename reflective of gender. Clinicians have been
given pseudonyms with ‘Dr’ to differentiate from service
users.

Patient factors

Demand for brief interventions: Patients expressed clearly
that they wanted brief interventions and that they found them
a valuable part of their primary care experience. Thomas felt
brief interventions should be ‘brought up all the time, yes,
because it’s good, because it’s helping the person (Thomas).’
In fact, even when patients did not feel in a position to make
changes, they still felt that the advice should be offered.
For example, regarding smoking cessation ‘You’re doing a

Patient Factors

# Demand for brief
interventions

* Patient
vulnerability

* Mental health

Communication

* Rapport
» Holistic care

* Training needs

Systemic Factors

o Annual review

* Continuity of care

* Time and workload
constraints
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positive thing by mentioning it. Whether the patient wants
to take it up, it's down to them really but yeah, I think it’s
good (Teresa).’ There was a sense that patients felt better
about themselves because their physical health was
inquired into, as opposed to feeling only defined in terms
of mental disorder.

A minority of patients did not feel they needed brief
interventions. For example, ’I think the thing is | haven't
asked for a solution... it's the patient’s responsibility for
me to ask you (Anna).” This implies that the onus is on
patients to raise their unhealthy lifestyles and ask for
advice rather than being brought up opportunistically by
clinicians.

Patient vulnerability: Vulnerability within this context
refers to the increased susceptibility to health problems
as well as reduced coping mechanisms or ability to make
lifestyle changes without support in patients with severe
mental health illness. The demand for brief interventions
was felt by clinicians to be stronger in this patient group
due to increased vulnerability, as ‘mental health patients
as a cohort are more vulnerable and a lot of them, there
is a reliance on the GP to guide them (Dr Ahmed).” This
highlighted an increased responsibility of clinicians to be
proactive when managing this cohort’s health. Vulnerability
made seemingly simple habitual acts become challenging,
as it is a big thing for me to have a shower every day,
brush my teeth every day.’ If such acts require significant
motivation and determination, it can only be assumed
that achievements such as stopping smoking and other
lifestyle changes would be more challenging.

Mental health: When patients’ mental health was stable,
clinicians felt more able to take opportunities to deliver brief
interventions. Dr Smith explained ‘in fact they have just
got a mental health issue just like someone (with) a lung
problem and they are just getting on with it and managing
it fine, so they should be treated exactly the same as all
other patients (Dr Smith).” By having healthier lifestyles
patients felt that their mental health improved, for example
‘I've certainly seen mental health can be improved greatly
by exercise (Dr Stevens).” In periods of low mood Dr Khan
felt it may be beneficial via giving small achievable targets
which can boost self-confidence and morale, ‘building
yourself up’ as dealing with something like smoking can
lead to a ‘quick win’ that may build confidence and coping
ability.

Clinicians were less willing to deliver brief interventions
when a patient’s mood was unstable. If one were to bring
up lifestyle intervention in this stage it could give the
impression that 1 am not listening (Dr Hughes).” If brief
interventions were brought up in a crisis 1 would have
probably taken it as another insult and that | wasn’t worth
anything (Sarah).’

Clinican communication

Rapport: Clinician communication is a core concept in
the effectiveness of any brief intervention or any fruitful
clinician-patient relationship. If the clinician does not
have good communications skills and causes a negative
experience for a patient ‘they’re not going to want to come
to the doctors for anything (Kate).” Rapport was considered
as ‘halfthe battle or probably more (Dr Khan).’ Sarah stated
her reason for making a lifestyle intervention was that ‘you
know try and cut down like (Name) says. Because (Name)
is nice and very kind (Sarah).” This positive attitude was
felt to come from ‘being genuine in what you’re doing (Dr
Khan).” There was a concern from clinicians that rapport
could be damaged by discussing brief interventions, as
‘some people could take offence that you’re asking them
to stop drinking, stop smoking (Dr Jones).” This fear of
brief interventions damaging rapport appeared to be more
of a potential rather than actual experience, as ‘I've not
known it to go down badly (Teresa)'.

Dr Jones described how it is necessary to ‘tailor-make’ the
intervention according to the patient’s understanding and
interests and provide healthy alternatives. For example,
one patient explained the financial cost of cigarettes
made her decide to quit. The clinician’s role was felt to
be an ‘agent of change (Dr Avons). Anna felt that brief
interventions were only useful in a ‘partnership approach’
of joint responsibility and understanding between the
patient and clinician.

Holistic care: The essence of general practice should be
‘a continuity of holistic care not just your mental health
(Dr Williams) and ‘primary care team are best placed
to deliver brief interventions (Dr Hughes).” Conversely,
patient experiences included routinely feeling their
physical ailments were ignored or paled into insignificance
in relation to index mental health issues, ‘I think my other
practitioners had ignored (symptoms of fibromyalgia)
because of my mental health problem (Lucy).” The effect
of an enduring mind-body dualism was highlighted as an
area where brief interventions were considered less when
dealing with people with mental health problems, as ‘you
are either doing someone’s physical health problem or
you are doing someone’s mental health problem often,
that is how people perceive things (Dr Ahmed).” Aspects
of standard medical practice appear to mitigate against
an authentic holistic approach such that one practitioner
felt that there was an expectation of poor physical health
in patients with mental health problems stating, ‘there is
an acceptance (of ) their physical health will be bad (Dr
Williams).’

There was a significant variation in clinicians’ sense of
importance of delivering brief interventions. Some were
very enthusiastic about discussing diet and exercise
as, ‘the single best intervention for anything is diet and
exercise (Dr Stevens). This enthusiasm was not perceived
to be present amongst all clinicians and did not always
translate into practice. Dr Khan described how ‘the reality
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is that we are quite poor at brief intervention... quite often
it might just be a flying remark that doesn’t get anywhere
(Dr Khan). Sarah stated ‘no-one ever pinpointed the fact
that | was overweight. | was very overweight, | was nearly
14 stone (Sarah).’

Training needs: Patients felt that clinicians were doing
well at their jobs and did not need any further training. For
example, when asked if any further training was needed
William answered, ‘not that | can think of, no’ (William).’
A clinician training need was felt for the evidence behind
the effectiveness of brief interventions, as ‘just seeing that
evidence in the first instant gives me encouragement to
do brief interventions and the value of them (Dr Hughes).’
Motivational interviewing was suggested by a number of
clinicians. In terms of delivery, suggestions included ‘role
play... VTS (GP training scheme) training (Dr Jones),’
‘practices to have training (Dr Ahmed)’ and a greater push
for public health in ‘undergrad programmes (Dr Hughes).’

Systemic factors

Annual review: Dr Jones described how the annual
review is an excellent opportunity to discuss lifestyle
interventions as patients attend with this expectation. It was
considered as ‘a perfectly reasonable opportunity because
people usually aren’t arriving in a crisis (Dr Jones).” Dr
Smith highlighted cases where multiple medical problems
needed an annual review, such as diabetes and mental
health reviews, with all the problems being reviewed
within the same time leading to less detailed reviews.
The annual review was felt by patients to be superficial
in addressing physical health problems. Anna stated that
she was informed she was drinking foo much’ alcohol
without any further advice. Dr Hughes stated it is a tick
box symmetric culture have you done this tick, if you press
tick you get paid (Dr Hughes).” Dr Avons felt that illness-
based reviews constrain holistic care and also render
practices less accessible by using up appointments.

Continuity of care: Continuity of care was viewed as an
important facilitator making patients more likely to act upon
briefinterventions. When continuity is present ‘you’re going
to know that they’re not just bringing it up, just for hell of it,
they’re doing it for the best (William).” In this case it is the
continuity of care that made the patient feel that they could
trust their doctor due to the relationship built, leading to
potentially better health outcomes. Clinicians were further
supportive of continuity of care as a facilitator in the
delivery of brief interventions. Dr Jones felt able to build
up interventions in a step-by-step manner during multiple
consultations to maintain continuity of care. Sarah felt a
lack of continuity of care is more damaging for people with
mental health problems due to their vulnerability and past
experiences, making it more difficult for them to develop
rapport and trust others. As well as continuity of care with
the same clinician, there was also a type of institutional
continuity of care in respect that patients preferred to
be seen by services in the same building as opposed to
services outside of the building. Kate preferred to be seen
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in ‘a familiar environment’ (Kate) and Anna described a
loss of ownership by being sent to different places.

Time and workload constraints: The most emotive
category during all interviews was the issue of time
within general practice. Clinicians felt that delivering brief
interventions would increase the short-term workload,
as it (lifestyle interventions) increases the workload and
it increases the time (Dr Jones).” Clinicians described it
would potentially decrease the long-term workload, ‘that
hopefully saves me time in the long run, because they
might recover better (Dr Jones),” which is more difficult to
consider during a busy day. 10-minute consultations were
felt to be ‘certainly a barrier to having more holistic care
(Dr Mahmoud).’ Dr Hughes felt that the increased workload
was a direct contributor to brief interventions not taking
place, explaining that ‘It is not happening because people
are just trying to get through the working day, they are
just trying to manage (Dr Hughes).” Dr Williams agreed,
stating ‘GPs are all overworked we try and fight fire and
you prioritise things, this | suspect you say right where is
patients with mental health physical health on your priority
list and I think it would be pretty low near the bottom...(Dr
Williams)'.

Conclusion

The results demonstrated patients valued brief
interventions to discuss their physical health in mental
health consultations, finding it very helpful and affirming
a more positive sense of self which should encourage
primary care practitioners to deliver brief interventions
more often, especially within a mental health consult and
ideally at every contact where appropriate. The embrace
of holism evident in the findings of this study concords
with the policy narrative of Bringing together physical and
mental health: a new frontier for integrated care in 2016
in which the fourth priority of strengthening primary care
for the physical health needs of people with severe mental
illness states that ‘Primary care can play an important
role in ensuring that people with mental illnesses receive
equitable access to care across the system’(21).

Despite the potential for patients to experience these
interventions in a negative way, they actually reported a
positive impact resulting from engagement in talk about
physical health problems. Such benefits appeared to be
conferred independently of any actual commitment to
make lifestyle changes. Good clinician communication,
good patient-doctor rapport, a tailored brief intervention
with good signposting to additional services were
key ingredients for making a MECC approach to brief
intervention a positive experience.

Notably, even if a patient was unwilling at the time to
make any lifestyle change they still had an appreciation
for those aspects of the MECC approach that involved
positive and proactive enquiries regarding their wellbeing.
This may be due to aspects of identity, whereby self-worth
is associated with the desire to be treated as a person
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rather than a diagnosis. Clinicians demonstrating concern
for holistic care may thus reinforce a more positive
sense of personhood and improve trust and relationship
variables within the clinical encounter. Timing would
appear to be crucial: practitioner attention and prioritising
of mental distress at times of crisis was valued, and to
do otherwise would seem disrespectful. However, the
implied recognition of full personhood(22-23) associated
with enquiring into physical wellbeing at other times was
welcomed by patients who were arguably used to feeling
stigmatised and devalued carrying a mental iliness label
into other medical encounters and in society at large (24-
25), with consequential detriment to self-esteem(26).

Some of the key reasons given by clinicians for not
engaging in brief interventions during every mental health
consultation were lack of time and workload pressures
within primary care. Clinicians spoke of ten minute
appointments and the ‘one appointment one problem’
policy. This is a good indicator that policy makers and
commissioners should work towards making mental health
reviews and consultations longer to accommodate for the
opportunity to deliver brief interventions in an attempt to
reduce health inequality in this cohort of patients. It is also
pertinent for clinicians to remember that any time invested
in brief interventions is likely to result in time saved in the
long run from the improved physical health of patients with
severe mental health problems.

The findings of this study also suggest that it is almost
expected that this cohort of patients will have poor physical
health and we need to move away from this fatalism and
adopt a more proactive approach in primary care by
embracing the make every contact count approach in
the knowledge that this will tend to be well-received.

Patients were more comfortable in engaging in brief
interventions with clinicians they were familiar with, in
environments they were familiar with and valued the holistic
longitudinal relationship that primary care is best placed to
develop in the context of coproducing patient centred care
(27-29). Improving health in the most vulnerable groups
can make important contributions to preventing further
increases in health inequalities, including the physical
health care of those diagnosed with mental health
conditions who have a reduced life expectancy due to a
constellation of risks, including or resulting in unhealthy
lifestyle behaviors (30).

Lawrence et al. (2016) found that trained practitioners
showed significantly better and more regular use of the
skills needed to assist behaviour change when compared
to untrained peers (31). This should also encourage local
commissioning groups and primary care networks to deliver
training for clinicians on delivering brief interventions.

MECC is based on the premise that clinicians are able to
make use of opportunities to deliver health promotion by
way of healthy conversations and continuity of care allows
for a context of trust to develop. This builds on the relational
ideals professed within general practice settings (32).

The strength of the research is that it achieved its objective
in exploring barriers and facilitators to delivering brief
interventions within primary care, furnishing rich data and
findings offering new perspectives. It offers suggestions
which may have a positive implication on practice.

A limitation is the selection of patients and clinicians who
were interviewed. Due to limited time and resources,
patients interviewed were from one practice. Patients
who volunteered to be interviewed may have been those
most keen to work with medical professionals and more
actively involved in looking after their health. They may
not be fully representative of the population of people with
mental health problems. The clinicians being from the
same CCG also meant that their experiences of services
and provisions, as well as patient populations, may not be
fully transferable throughout the UK. The study would be
further strengthened by larger and longer term projects
involving patients and clinicians from different practices
and localities.

The need for primary care to be a bastion for preventative
medicine is clear, and there are many examples of good
practice. However, due to the challenges discussed, there
is still some way to go for primary care to fully embrace a
make every contact count approach to promoting health
related behaviour change. MECC is an ideal means for
dealing with poor physical health of people with mental
health problems. This pragmatic approach has a significant
potential to improve physical health if used appropriately.
Its strength is that it is a potentially cost-effective ideology
and intervention that can be applied to existing practice
in a whole manner of contexts. Without addressing the
current challenges within primary care, MECC may remain
an interesting idea without fulfilling its potential.
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Abstract

Background: Family medicine is a well-developed
specialty in the western world. However, in most
Arab countries, family medicine practice is still
limited; with several problems that hinder its
development.

Objectives: To determine the difficulties facing fam-
ily physicians in Abha City, Saudi Arabia and to as-
sess their satisfaction regarding their workplaces.

Subjects and methods: A cross-sectional study was
carried out among a sample of Saudi family physi-
cians at primary health care (PHC) centers belong-
ing to the Ministry of Health (MOH) in Abha City,
Aseer Region, Saudi Arabia. A self-administered
questionnaire was developed by the researchers
and was used for data collection. It included demo-
graphic data, inquiry about various difficulties faced
by physicians at workplace and inquiry about their
satisfaction regarding their workplaces.

Results: The study included 87 Saudi family medi-
cine physicians. Males represent 52.9% of them.
The commonest reported difficulties related to trans-
portation and staff were shortage of nurses (59.8%),
unavailability of radiologists (43.7%), unavailability
of radiology technicians (35.6%) and unavailability
of drivers (33.3%). The most frequently mentioned
difficulties related to infrastructure and work envi-
ronment were the unavailability of cafeteria (58.5%),
poor biomedical services (40.2%), unavailability of
internet services (40.2%) and unavailability of a

toilet for staff (40.2%), while regarding difficulties
related to diagnostic, immunization, and pharmacy
services, there were problems receiving radiology
reports from referral facilities (58.6%), problems
receiving results from reference laboratory (52.9%),
insufficient laboratory test kits (37.9%) and unavail-
ability of ultrasound equipment (33.3%). More than
one third of the family physicians were satisfied with
clinics (41.4%), working hours (41.4%), job (35.6%),
and working environment (34.5%). On the other
hand, a considerable percentage of them were un-
satisfied with laboratory (65.6%), medical records
(54.1%), and radiology (49.4%).

Conclusion: Family physicians working at PHC
centers in Abha city, face several difficulties, which
significantly affect their satisfaction with work-
place and could impair quality of care delivered to
patients.

Key words: Family Medicine, Primary health care,
Difficulties, Satisfaction, Saudi Arabia.
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Introduction

As medical awareness developed and technology
advanced, many physicians chose to specify their practices
to defined medicine areas. After World War Il, the number
of specialized physicians grew at a phenomenal rate,
while the proportion of generalists diminished dramatically.
Nevertheless, the public became increasingly aware of
their care fragmentation and the shortage of physicians
who can provide initial, continuing and comprehensive
care. Thus, began the reorientation of medicine back to
primary care, and the concept of the generalist was reborn
with the establishment of family medicine (1-2).

In western countries, family medicine became a well-
developed specialty. However, in almost all Arab countries,
family medicine practice is still limited. This may be due to
the lack of equipped primary healthcare (PHC) centers,
and the inadequate financial support for family physicians
and PHC. Therefore, there is low job satisfaction among
family physicians compared to those working in secondary
and tertiary healthcare facilities (3) .

This study aimed to determine the difficulties facing family
physicians in Abha City, Saudi Arabia and to assess their
satisfaction regarding their workplaces.

Methodology

Following a cross-sectional study research design, this
study was conducted in PHC centers belonging to Ministry
of Health in Abha City, Aseer Region, Saudi Arabia. This
study was conducted during the period from March 2019
to February 2020. The inclusion criteria were all family
physicians in Abha City, who are involved in direct patient
care.

Based on extensive review of relevant literature, a fully-
structured multi-item questionnaire was designed by the
researchers and was used for data collection. It comprised
three parts. The first part included the necessary
demographic and professional data, namely gender and
marital status. The second part included questions that
explore difficulties faced by family physicians, and had
only “Yes” or “No” answer options. The third part used a
Likert scale to determine the level of family physicians’
satisfaction and how it is affected by the difficulties they
encounter during their practice.

The Statistical Package for Social Sciences (IBM, SPSS,
version 25.0) was used for data entry and analysis. Since
all variables were categorical, frequency and percentages
were utilized to describe the data. Chi-square test was
applied to test significance of differences. P-values <0.05
were considered as statistically significant.

The study included 87 Saudi family medicine physicians.
Males represented 52.9% of the family physicians who
participated in the study (Figure 1), and 65.5% were
married (Figure 2).

Figure 3 shows that the commonest reported difficulties
were shortage of nurses (59.8%), unavailability of a
radiologist (43.7%), unavailability of a radiology technician
(356%) and unavailability of a driver (33.3%).

Driver unavailability was reported by 36.6% of females
compared to 30.4% of males, (p<0.001). Similarly,
transportation difficulties were mentioned by 26.8% of
females compared to only 13% of males, (p<0.001). The
difficulty related to unavailability of laboratory technicians
was mentioned by 19.3% of females compared to only
4.3% of males, (p<0.001). Similarly, the unavailability of
radiology technician was reported by 63.4% and 10.9%
of females and males, respectively (p<0.001). Moreover,
61% of females compared to 28.3% of male physicians
reported the unavailability of radiologists (p=0.002).
There was no statistically significant difference between
physicians regarding shortage of nurses and unavailability
of pharmacist according to their gender (Table 1).

More than one-quarter of single physicians (26.7%)
compared to 15.8% of married physicians had difficulties
regarding transportation, (p=0.018). There was no
statistically significant difference between married and
single physicians regarding other difficulties-related to
transportation and availability of staff (Table 2).

The commonestreported difficultiesrelated toinfrastructure
and work environment among family physicians were the
unavailability of cafeteria (58.5%), poor biomedical service
(40.2%), unavailability of internet service (40.2%) and
unavailability of staff toilet (40.2%), as shown in Figure 4.

Missing patients’ files were reported by 56.5% of male
physicians compared to 51.2% of females. Additionally
it was reported sometimes by 37% of male and 19.5%
of female physicians, (p=0.012). Dissatisfaction with
managers was more observed among female physicians
compared to males (31.7% versus 6.5%), p=0.007.
Similarly, dissatisfaction with colleagues was more
observed among female physicians compared to males
(26.8% versus 2.2%, p=0.003). There was no statistically
significant difference between male and female physicians
regarding other difficulties related to infrastructure and
work environment, as shown in Table 3.

There was no statistically significant difference between
married and single physicians regarding all studied
difficulties related to infrastructure and work environment
as demonstrated in Table 4.

As realized from Figure 5, the most frequently reported
difficulties related to diagnostic, immunization, and
pharmacy services were problems receiving radiology
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report from referral facility (58.6%), problems receiving
result from reference laboratory (52.9%), insufficient
laboratory test kits (37.9%) and unavailability of ultrasound
equipment (33.3%).

More than one-third of female physicians (39%) compared
to 10.9% of males reported unavailability of reagents,
(p=0.006). Almost half of male physicians (47.8%)
compared to only 17.1%) of female physicians reported
unavailability of ultrasound equipment, (p=0.004). About
half of female physicians (46.3%) compared to 13% of male
physicians reported unavailability ofimmunization services,
(p=0.002). Female physicians were more complaining of
unavailability of drugs than male physicians (22% versus
4.3%, p=0.047). There was no statistically significant
difference between male and female physicians regarding
other difficulties related to diagnostic, immunization, and
pharmacy services, as shown in Table 5.

There was no statistically significant difference between
married and single physicians regarding all studied
difficulties related to diagnostic, immunization, and
pharmacy services as shown in Table 6.

Figure 1: Gender distribution of participants

Table 7 shows that more than one third of the family
physicians were either satisfied or very satisfied with
clinics (41.4%), working hours (41.4%), job (35.6%),
and working environment (34.5%). On the other hand, a
considerable percentage of them were either unsatisfied or
very unsatisfied with laboratory (65.6%), medical records
(54.1%), and radiology (49.4%).

Female physiciansweremoresatisfiedthanmalesregarding
laboratory services (12.2% versus 4.3%, p=0.040). Half of
male physicians compared to 31.7% of female physicians
were satisfied with working hours, (p=0.007). Also 39.1% of
male physicians compared to 31.7% of female physicians
were satisfied with job. However, the difference did not
reach the statistically significant level (p=0.080). There
was no statistically significant difference between male
and female family physicians regarding other healthcare
services, as shown in Table 8.

Table 9 shows that 40% of single physicians compared
to only 19.3% of married physicians were satisfied with
medication and pharmacy, (p=0.043). There was no
statistically significant difference between married and
single family physicians regarding other healthcare
services.

Ifll, 47.1%

B Men
DOWomen
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Figure 2: Distribution of the participants according to their marital status

Married

H Unmarried

Figure 3: Difficulties related to transportation and staff among family physicians, primary healthcare centers,
Ministry of Health, Abha City
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Table 1: Comparison between male and female family physicians regarding difficulties related to transportation

and staff
Males (n=45&) Females (n=41]

Difficulties Yes Ma Sometimes Yes Mo Sometimes P

Mo, (%] Ma. 6] Ma. %) Ma, (%] MNa. %) Mo, (%] value®
Criver unavailability 14 30 2 1t 10 16

(30.4) 65,20 4.4 (36.6) i24.4) (39.00 =0.001
Transportation & el 5 11 12 182
difficulties (13.00 76,1} (10,9} (26,80 (29,30 43,90 =0,001
Unavailability of 2 28 16 g =] 28
labaratarytachnicians 4.3 609 (34.2) i19.5) (12.2 (52.3)

=0.001
Unavailability of 5 Ef 11 26 E] 12
radiologytechnicians (10.9) i65.2) {23.9) i63.4) (7.3 {29.3)
=0.001

Unavailability of 13 24 9 25 7 9
radiologists {228.3) i52.2) (19.6) i61.00 i17.1) i21.9) 0.002
Shortage of nurses 3l 4 11 21 2 12

(67.4 (8.7} {23.9) 1.2} (4.9} 43.9) 0.135
Unavailability of 7 3l ] 12 12 11
pharmacists (15.2) i67.4) (17.4) i29.3) i43.9) (26.2) 0.0283

* Chi-square test

Table 2: Comparison between married and single family physicians regarding difficulties related to transportation

and staff
Difficulties Married (n=57) Single (n=30)
Yes MNa Sametimes MNa Sometimes

Mo, %] | Mo, %] Mo, %] Mo, (%] Mo, (%] Mo, 6] value®
Crriver unavailability 17 30 10 12 10 g

i29.2 (526 {17.5] 0.0 (33.3) (26.71 0.224
Transportation 9 a7 11 g 10 12
difficultias 15,2} (64,90 {19.3) (26.7) (33.3) 40,00 0.013
Unavailability of L 22 a0 L 11 14
labaratorytechnicians (2.2 (38.6 (2.6 i16.7] (36.7 i46.71 0.542
Unavailabilty of 149 25 13 12 g 10
radiologytechnician i33.3) i43.9) i22.8) i40.00 (26.7) i33.3) 0.272
Unavailability of 25 22 10 13 9 g
radiaologist i43.9) (32.6 {17.5] i43.3 (30.00 (26.71 0.5449
Shaortage of nurses 3k 4 g 17 2 11

i61.4) (7.00 (31.6) {CE.7) (6.7} (36.7) 0.291
Unavailability of 11 L 11 14 g
pharmacist i19.3) (1.4 {19.3) (26.7) (46 6] (26.7) 0.420

* Chi-square test
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Figure 4: Difficulties related to infrastructure and work environment among family physicians, primary healthcare centers,
Ministry of Health, Abha City.
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Table 3: Comparison between male and female family physicians regarding difficulties related to infrastructure and work environment
Difficulties Males in=45) Females in=41} F
Yes Mo Sometimes Yes Mo Sometimes | value®
Mo. %) Mo, (#) Mo, () Mo. %) | Mo. #) Mo, (%)
IMissing patient files 26 3 17 21 12 g
(Ga.5 (6.5l (37.00 1.2 (29.3) i{19.5) 0.012
Unavailability of i 20 149 2 24 9
EMEs** (15,2} 43,5} 41.3 {19.5) {C2.5) (22.00 0,155
Foorbuilding 12 20 14 20 15 G
maintenancs i26.1 i43.5) (304 i43.28 (36.6] i14.6) 0.059
Faarbiomedical 149 1t 12 1& 1& 49
service i41.3) i32.6) i26.1) (39.0) (39.00 (22.00 0.206
Unavailability of 17 22 7 12 24 g
library (37.00 i47.3 (15.2 (29.3 i{G&.5] i12.21 0.607
Lnavailability of 14 22 10 21 15 g
internet connection (30.4) i47.2) i21.2) 1.2} (36.6) i12.2) 0.122
Unavailability of 20 13 13 15 14 7
stafftoilets {43.5) i23.3) {28.3) {36.6) {46.3) (17.1) 0.136
Unavailability of 27 16 3 23 14 4
cafateria (2.7} i34.2) i5.C) iC6.1) i34.1) (9.2} 0.256
Linsatisfied with E] 29 14 13 16 12
Managers (6.5} 63,1} (30.4) (31.7) (39.00 {29.3) 0.o007
Linsatisfied with 1 a4 11 11 21 |
colleagues 2.2) i73.9 (239 (26,2 1.2 (22.00 0.003

*Chi-square test; **Electronic medical records
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Table 4: Comparison between married and single family physicians regarding difficulties related to infrastructure
and work environment

Difficulties Married (n=57] Single (n=30) P
Yes Mo Sametimes Yes Ma Sometimes [ valus?
Mo, %] Ma., %] Mo, %) Mo, %) [ Mo, (2] Mo, (%]
[Mizzing patient files 32 49 16 1t (= 49
ic6. 1) (15.2) i22.1) iS0.0) (20.00 (30.0) 0.233
Unavailability of 12 29 16 3 15 12
ENFs i21.1i (50.9 i28.10 i10.0 (50.00 0.0 0.322
Foaor building 20 22 15 12 13 L
maintenance 35,1} (32.6) (26.3) i40.0) i43.3) (16.7) 0.596
Foor biomeadical 23 20 14 12 11 )
service 40.4) {35.1) (246} 40.0) (36.7) {23.3) 0.937
Unavailability of 18 30 9 11 16 3
library i31.6) {G2.6) (15.2) (36.7) (3.3 (10.0) 0.729
Unavailability of 21 24 12 14 13 3
internet connection i36.8) 42.1 21.1) 46.7) {43.3) (10.0) 0.392
Unavailability of 23 19 15 12 13 L
stafftoilets i40.4) i33.3) (26.30 i40.00 i43.3 i16.71 0.514
Unavailability of a2 20 L 18 10 2
cafeteria ice. 1) (35.1) (3.2 (60,0 (33.30 (6.7} 0,915
Unsatisfied with 11 29 17 L 16 9
managers i19.3) (50.9) (29.2 i16.7) (53.3) (30.00 0.853
Unsatisfied with g 35 14 4 20 (=
colleagues i14.00 61.4) 246} i13.3) (66.7) (20.00 0.273

* Chi-square test
Table 5: Comparison between male and female family physicians regarding difficulties related to diagnostic,
immunization, and pharmacy services

Males (n=4§) Females (n=41) F
Difficulties Yes Mo Sometimes Ves Mo |[Sometimed valus®
Ma. #2) | Mo, %) Ma. 220 Ma. %) Ma. %) Ma. 220

Unavailability of 4 27 15 10 17 14
laboratary service 8.7 8.7 (32.6) (24.4) i41.5) i34.10 0.100
Unawvailahility of g 20 21 16 9 16
reagent i10.9) i43.5) i45.7) (39.0) i22.00 {39.00 0.006
Insufficient laboratory 14 13 14 13 12 10
tasts i30.4) i(39.1) (304 46,30 i29.3) (24 .4 0.310
Froblemsreceiving 29 4 13 17 4 20
result fromreference i63.00 2.7 i23.3) i41.5) (9.2 i43.2) 0.114
laboratory
Unavailability of X-ray 10 25 11 & 28 7
equipment i21.7) 54,3} (23.9) (14.6) 633 i17.10 0.411
Unawvailahility of 22 15 9 7 27 7
ultrasound equipment i47.2) (32.6) i19.6) i17.1) 6520 i17.1) 0004
Froblemsinreceiving E b 3 19 10 12
radiology repart fram 696 i13.00 (17.4 46,30 i24.4) (29.3 0.0z9
raferral facility
Unavailabilty of = 20 20 19 14 8
immunization services (13,00 43,5} {43.5) 46,30 34,1} {19.5} 0.002

A 2 27 17 9 19 13
Unavailability of drugs i4.3) (58.7) i37.0) i22.00 i46.3) (31.7) 0.047

* Chi-square test
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Figure 5: Difficulties related to diagnostic, immunization, and pharmacy services among family physicians,
primary healthcare centers, Ministry of Health, Abha City
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Table 6: Comparison between married and single family physicians regarding difficulties related to diagnostic,
immunization, and pharmacy services

Difficulties Married (n=57] Single (n=30] P
Yes Mo Sametimes Yes Ma Sometimes [ value?
Ma. %) | Mo, %) Mo, %] Mo, (%) [ Mo, %) Ma., %]

Unawvailability of 2 28 21 [ 1A o

laboratory service (14.00 i49.2) (36.3) (20.00 i£3.3) (26.7) 0.573

Linavailability of 13 20 29 g 9 13

reagent i22.8) i35.1 i42.10 (26.71 (30.00 i43.30 0.269

Insufficient laboratory 23 1s 1z 10 14 B

tests 40.4) i22.1) (31.5) (33.3) i46.7) (20.00 0.204

Froblemsreceiving 29 E 23 17 3 10

result from reference (50.9) (5.3 40.4) (G6.7) (10,00 {33.3) 0.314

labaratory

Unawvailability of ¥-ray 49 EL 13 7 18 c

equipment (15.2) i61.4) i22.8) i23.3) (B0.0) (16.7) 0.615

Lnavailability of 17 27 13 12 15 3

ultrasound equipment i29.3) 474 i22.8 0.0 50,0 i10.00 0.302

Prablemsinreceiving a4 10 13 17 6 7

radiologyreportfrom (C9.6) {17.5} (22.8) CE.7) {20.00 (23.3) 0.953

referral facility

Unavailability of 17 19 21 g 15 7

immunization services i29.3) i33.3) (36.2 (26.71 iS0.0 i23.3) 0.275
S R g 3l 18 3 15 12

HnayailRbinyardiugs | waini | iEad) (31.6) (10.0) | (50.0) (40.0) 0.595

* Chi-square test

Table 7: Satisfaction level of family physicians in primary health care centers with different healthcare
services

cirGeas UEF‘,‘UI‘IEIE‘ti.FfiEd Unsati_sfil.ar.l I"Jeutral. SEtiEf.iE!:l ‘.-'en,.-Sat.is.fied
Mo, %] Ma. %) Ma. %4 Ma, %) Mo, 2]
Laboratory 20423.00 37 i42.6) 23(26.4) C (5.7 242.3)
Fadiology 19(21.58) 24 (27.6) 26/ 129.9) 16 {15.4) 2(2.3)
Medicationand pharmacy G i6.9) 19021.2) 39449} 21i24.1) 242.3)
Clinics 3i{3.4) 17 {19.5) 31{35.7) 300345 AR
Medical records 13(14.9) 34139.2) 21124.1) 17 {19.5) 212.3
Building maintenance 209.2) 25{28.7) 33{32.00 2109.2) 13014.9)
Biomedical services 7ig.o 27 (31.1) 39 {44.9) 9{10.3) CiC.7}
Jab C{5.7 104{11.5) 41047.2) 28{32.2) 3{3.4)
Working hours Tiz.0 12120.7) 26/ 129.9) 33(38.0) 31(3.4)
Waorking environmeant G693 20023.00 31(35.6) 26029.9) 4 4.6}
Frofessional opportunitias 104011.5) 24{27.6) 32036.3) 194021.8) 242.30
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Table 8: Comparison between male and female family physicians regarding satisfaction level with different
healthcare services at primary healthcare centers

Services Mazalesin=46] Females (n=41] P
Unsatisfied Meutral Satisfied Linsatisfied Meutral Satisfied value*
Ma., %] Mo, %] Mo, %] Mo, %] Mo, %) Mo, %]
Laboratory 27 i5E.7) 17 i37.0) 2i4.3) 30073.2) G i14.6) Ci12.2} 0.040
Fadiology 21145.7) 121261 131258.3) 22i83.7) 14 (34.1) Ci12.2} 0,178
Medicationand 14 (30.4) 19 {41.3) 13125.3) 111268} 4 (3.8 10 (244 0.732
phiarmacy
Clinics 13(28.3) | 13 (28.3) 20 (43.4) 7117.1) 12 (33.9) | 16139.0) 0.250
Medical records 23050.00 11i24.00 12iz6.00 24 {525} 100(24.4) 771 057y
Building maintenance 17 {37.0) 17 i37.0) 12i26.00 16 {39.0) 16 {39.00 izz.00 0.904
Biomedical servicas 16 034.2) 20i43.5) 100217 12 i43.9) 19 i46.3) 49,3 0.296
Jab 11i23.9) 17 i37.0) 12039.1) 49,3} C{2.5l 130317 n.oga2
Working hours 16 [34.8) 7115.2) 23 (50.0) 9(22.0) 19 /46.3) | 13(31.7) 0.007
Working environmeant 13(28.3) 16 (34.7) 17 (37.0) 13(31.7) 15 (36.6) 13(31.7) 0.270
Professional 22(47.8) | 13(28.3) 11/23.9) 12 29.3) 19 96.3) | 10(24.4) 0.147
oppartunities

* Chi-square test

Table 9: Comparison between married and single family physicians regarding satisfaction level with different
healthcare services at primary healthcare centers

Services Married in=57) Single in=30) F
Lnsatisfied Meutral Satisfied | Unsatisfied Meutral Satisfied value®
Mo, (%) Mo, #) Mo, (#) Mo. %) Mo. %) Mo. %)
Laboratary 35 {61.4 19{33.3) 315.3) 221(73.4 4i13.3 41i13.3 0.0a2
Fadialagy 27 147.3) 180316} [ 12{21.1) 16 {53.3) Bi26.7) B 2000 0.256
Medicationand 19(33.3) | 271474 | 11(19.3) | &i20.0) 12 40.0) 12 140.0) 0.043
pharmacy
Clinics 13(22.8) | 231404) | 21(36.8) | 7(23.3) 2 126.7) 15 (50.0) 0.395
Medical records 32(56.1) | 14 (24.6) | 11(19.3) | 15 (50.0) 7123.3) 1267 0.727
Building maintenance 21036.2) 22032.8) | 14i24.8) 12 i40.0) 110367} Fiz3.3 0.959
Biomedical services 211{36.8) 26 (45.7) | 104{17.5) 13143.3) 13143.3) 4{13.4} 0.793
Job 3(15.8) | 25(43.9) | 23 140.4) | 6(20.0) 16 (53.3) 2126.7) 0.447
Working hours 16(28.1) | 16(28.1) | 25/43.9) | 9(30.0) 10(33.3) 11(36.7) 0797
Working environment 17 §29.8) 21036.8) [ 19{33.4) 930,00 104033.3) 110367 0.936
Frofessional 20(35.1) | 21(36.8) | 16(28.1) | 14 [46.5) 11(36.7) 5 {16.7) 0.420
opportunitiss

* Chi-square test
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Discussion

The government of Saudi Arabia provides an excellent
quality of healthcare services in terms of quantity and
quality and it is ranked 29th in the world according to the
World Health Organization(4). Nevertheless, the Saudi
healthcare system has high rates of turnover and turnover
intention, particularly among nursing and technician staff
(5). In accordance with that, the present study revealed
that the commonest reported difficulties related to
transportation and staff among family physicians were
shortage of nurses, unavailability of radiologists, radiology
technicians and drivers. The same difficulties have been
reported in previous studies carried out in Saudi Arabia(6,
7) and abroad (8, 9) .

Driver unavailability and transportation difficulties were
more reported by females in the present study, although
recently females were allowed to have a driving licence in
Saudi Arabia but still most of them rely on drivers to go to
work. Similar findings were reported by Mumenah and Al-
Raddadi (7) . However, till a couple of years ago, women
have been prohibited from driving in Saudi Arabia. So, it
is expected that more female physicians will start to drive
their own cars and their previous need of drivers for a lift
will be minimized.

Also, unavailability of laboratory technicians, radiologists
or radiology technicians was more reported by females.
The same has been observed in a previous study carried
out in Jeddah (7) . The Scientific Committee of Quality
Assurance in Primary Health Care suggested that in order
to provide a good quality health services, infrastructure
and work environment should be appropriate to work
comfortably (10) .

In the present study, concerning difficulties related to
infrastructure and work environment among family
physicians, the commonest reported were unavailability of
cafeteria, poor biomedical service, unavailability of internet
connection and unavailability of staff toilet. Accordingly,
these deficiencies could impact negatively the work of
the physicians. These obstacles have been observed by
others(7, 11). These difficulties are reflected in lower job
satisfaction among family physicians.

In the current study, missing patients’ files was more
reported by male physicians, whereas dissatisfaction
with managers or colleagues was more observed among
female physicians. These findings could be attributed to
biological differences between males and females.

In accordance with other studies, (7-9) difficulties related
to diagnostic, immunization, and pharmacy services
were common in the present study. Despite the great
improvement of the organization of primary care services
in Saudi Arabia during the last years, several studies
showed some difficulties related to shortage of resources
(12-13).

The unavailability of ultrasound equipment, reagents,
immunization services, and drugs were more reported
by female physicians in the present study. These findings
might reflect the higher need of female physicians than
males to these services especially for antenatal and
postnatal care.

Regarding the overall satisfaction of family physicians with
services provided by primary care settings, considerable
proportions of them were satisfied with clinics, working
hours, job, and working environment. However,
considerable proportions were dissatisfied with laboratory,
medical records and radiology services. In another study
carried out in Jeddah(7) all physicians were satisfied with
immunization services. However, we did not specify this
service in the present study.

Several studies indicated that electronic medical records
systems have many advantages in improving the quality
of health care, (14,15) reducing paperwork time,(16)
and enhancing patient satisfaction (17) . However, in the
current study, a considerable percentage of participants
were disatisfied with medical records. Therefore, in-depth
research may be needed to investigate the possible
reasons for this dissatisfaction.

The current study revealed that female physicians were
more satisfied regarding laboratory services while male
physicians were more satisfied with working hours than
female physicians. This could reflect the higher family
demands of women than men.

The main limitation of the present study is the conduction
of the study in one city and among those working in primary
care centers belonging to the MOH, which might limit the
generalizability of findings over the entire population of
family physicians all over the Kingdom or even in Abha City.
Another important limitation is the relatively small sample
size, which did not allow us to find statistically significant
findings in some comparisons. Despite those limitations,
the study is very important in exploring some difficulties
faced by family physicians at primary care centers and
these findings could be of importance for policy makers.

In conclusion, PHC family physicians in Abha City face
several difficulties at the workplace. These difficulties are
related to transportation and staff, such as shortage of
nurses, unavailability of radiologist, radiology technician
and driver or related to infrastructure and work environment
such as poor biomedical service and unavailability of
cafeteria, internet connection and staff toilet or related
to diagnostic, immunization, and pharmacy services,
such as problems receiving radiology report from referral
facility or reference laboratory, insufficient laboratory test
kits and unavailability of ultrasound equipment. There
are differences between male and female physicians
regarding some of these difficulties, such as transportation
and unavailability of ultrasound equipment which are more
among female physicians, whereas missing patients’ files
is more faced by male physicians. Family physicians are
satisfied with clinics, working hours, job, and working
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environment. On the other hand, they are dissatisfied
with laboratory, medical records, and radiology services.
Female physicians are more satisfied than males
regarding laboratory services, while male physicians are
more satisfied with working hours. Therefore, the Saudi
MOH should provide all essential equipment and supplies
to improve physician satisfaction. Difficulties related to
infrastructure might need a specific authority to plan,
monitor and care for them.
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Abstract

The Covid-19 pandemic has expedited the need for
health services to consult remotely; this is to ensure
the safety of health professionals and patients by
reducing disease transmission rates. This review
and useful guide will increase confidence with re-
mote consulting. A health professional can feel over-
whelmed and worry about risks to consulting on the
telephone or via videocall. Most clinicians have ex-
perience in telemedicine and virtual consults. There
are many benefits which range from convenience,
less time consuming and cost effectiveness. Virtual
consultation is a new skill that clinicians will need to
get comfortable with and by transferring their prac-
ticed and mastered consultation skills this will aid
transition in remote consulting. Understanding the
challenges and how to overcome these will give as-
surance and prevent medicolegal issues occurring.
Importance needs to be placed on consent, capacity,
confidentiality, effective communication and consul-
tation skills, correct patient assessment, safe pre-
scribing and comprehensive documentation. Quality
of care must not be compromised and we must con-
tinue teamwork and sharing of information where
necessary. The General Medical Council in the UK
gives clear guidance on remote consulting and how
to decide if this is best path. Clinicians should feel
reassured that converting to face to face consulta-
tions is still an option and are there as a back-up
should it be needed after a risk assessment.

In these unpredictable times, a health care profes-
sional needs to be able to work a mix of face to face
consultations and remotely as this will become our
normal working patterns.

Key words: remote consultations, medicolegal
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Introduction

Remote consultation is not a new skill for General
Practitioners (GPs) as most of us do this as part of our
routine day. It can be a telephone call or virtual consultation
via programmes like Skype, Facetime or Zoom. In the UK
there has always been a push towards remote consultation
as people’s lives evolve and become busier and this
method of consulting has to be easily accessible. Also, with
the introduction of the new primary care contract in April
2020 all practices have to do online consultations and by
April 2021 must provide video consultations. Covid-19 has
accelerated the implementation of remote consultations to

General Medical Council (GMC) Advice

ensure safety to health care professionals and our patients
by minimizing the risk of transmission of coronavirus. There
are challenges for clinicians that range from consulting,
technical issues and medicolegal aspects. However, there
are many benefits when we are in uncertain times of a
pandemic; financial efficiency and clinical effectiveness.
If clinicians or patients are self-isolating or shielding, if
patients are in a care home, those working from home, if
patients just need reassurance or patient’s clinical need is
simple, those with work commitments or childcare issues
and those with mental health issues are examples of
situations that benefit from remote consultations as time
saving and less stressful for many.

The GMC have developed an excellent flowchart in helping decide if remote consultation is appropriate (5).

Wizigh up the factors to
decide what to do

Femuaote tregtment
may be approprigte

when

Face to face
treatment may be

preferable when

Yiou are not the patient's

104

The patient's clinical nead
or treatment request iz

straightfonuard

“You can give patients all the
information they want and
need about treatment
options by phone,
intermet or widea link

You hawve a safe system
in place
to prescribe

‘fou hawe access to
the patient's medical
records

You dan't need to
examine the patient

The patient has capacity
to decide about tregtment

The patiert has
comples clinical needs
or iz requesting higher risk
tregtments

You do not hawe
aczess to the patient's
medical records

Itz hard for wou to ensure
by remote means, that
patients hawe all the
information

they want and need about
treatment options

2a

usual doctor or GP and they

hawve not given wou consent
to =hare their information

particulary if the
tregtment needs follow up or
monitoning

You need to
examine the patient

¥ou are unsure about
the patient's capacity to
decide about
treatment

You are prescrbing injectable
cosmetic products, such as
Botox, Dywsport or hWstabel.
Theze injections must not
be prescrbed on the basis
of phone, wideo or online
consultations

WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 18 ISSUE 10 OCTOBER 2020



EDUCATION AND TRAINING

Health care professionals need to ensure good practice
with the following points to adhere to:

. Consent including checking capacity

. Privacy and confidentiality

. Continuity of care

. Empathy and patient centred communication
. Safe prescribing

. Rigorous documentation

. Work within competence

. Do not compromise on quality

Challenges

Despite being in the 21st century and advancements in
technology we cannot always guarantee the line will be
clear and working so patients need to be prepared for this.
There needs to be a secure internet connection and use of
an organisation approved device with appropriate software
and smartcard access. Another challenge is with many
now working from home is finding a quiet empty space to
get on with consulting and if working in an office ensuring
there is space for all. Leading on from this, continuity
of care can be difficult with consulting patients who we
do not know, so we need to communicate with our team
and document competently. Patients can present with a
variety of problems and more complex sensitive issues
are better dealt with face to face. For example, can we
break bad news on a telephone/video consultation? It can
be very impersonal to the patient and uncomfortable for
us as clinicians. If there are issues of safeguarding or an
examination is needed consent needs to be obtained to
take images and save them in patient records, but again
see them if needed. Other complex consultations include,
language barriers, patients with learning disabilities,
patients with physical disabilities e.g. the deaf, the blind,
those paralyzed and those with mental health issues.
With experience we can map out how best to deal with
such situations effectively whether that be using a live
translation service online whilst virtually consulting or
arranging a virtual multidisciplinary team meeting for those
with mental health issues or learning/physical disabilities.
Can clinicians use their highly mastered consultation skills
on the phone and virtually? Skills can definitely be applied
and adjusted to the type of consultation conducted but after
assessing risk it may be more effective for a face to face
consultation. As health professionals the more we absorb
and participate in this new culture we will become aware
of its limitations and what engages our patients best.

Medicolegal advice

In an increasingly litigious society, many health
professionals understandably have concerns from a
medicolegal aspect when it comes to remote consultation
which are fraught with the potential for complaints or even
legal action. Firstly, check that your indemnity covers
remote consultation. A number of alerting points were
highlighted in a Care Quality Commission (CQC) 2018
report on the condition of care in independent online
primary health services:

« unsuitable prescribing of antibiotics and over prescribing
of opioid-based medicines without talking to the patient’s
registered GP

» unacceptable methods of safeguarding children and
those lacking mental capacity to understand or consent to
a consultation

* not collecting patient information or sharing information
with a patient's GP

 inappropriate prescribing of medicines for chronic
diseases.

Consent and checking capacity should be at the forefront of
remote consulting as the patient needs informing of clinical
limitations, consent to record the consultation, consent to
take and store images if necessary and be made aware
of potential security breaches. The next is ensuring both
clinician and patient are in private settings so to maintain
confidentiality. Patients need to be assessed effectively,
adequately reassured with safe prescribing especially
when consulting with patients who are not known to the
clinician. High quality of consulting must be maintained but
it can be difficult to interpret discussions over the phone or
video call and this is where misunderstanding, break down
in rapport and misdiagnosis can occur. There needs to be
robust documentation primarily to communicate with other
health professionals to ensure continuity of care, and to
provide a reference should things go wrong. Following the
above will remove insecurities both patient and clinician
have, giving confidence in this process which is to be the
new norm.

Conclusion

From this short review you can see there are many
skills we already practice in face to face consultations
that we can transfer to remote consultation. Planning
and setting up the process beforehand will ensure it is
smooth running for both health professionals and patients
but we need to accept there may be problems. Decide
if remote consultation is appropriate when you triage the
patient and feel reassured you have a back up plan of
seeing the patient face to face. Remember the ethics of
consulting remotely and discuss with colleagues if there
is anything you feel uncomfortable with. Remember your
skills of consultation and communication skills, pick up on
(and provide) non-verbal cues and show empathy as you
would if the patient was sat in front of you. It is challenging
times for all but we need to ensure the safety of health
professionals and patients without comprising on quality
and safety of care.

WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 18 ISSUE 10 OCTOBER 2020

105



References

1. Donaghy, E et al, 2020. Acceptability, benefits, and
challenges ofvideo consulting: a qualitative studyin primary
care. British Journal of General Practice. Accessible on:
https://bjgp.org/content/69/686/e586#sec-25

2. Pranklin, S., 2019. Conducting online consultations-
medicolegal advice. Accessible on: https://www.gponline.
com/conducting-online-consultations-medico-legal-
advice/article/1440537

3. The Medical Defence Union (MDU), 2020. Conducting
remote consultations. Accessible on: https://www.themdu.
com/guidance-and-advice/guides/conducting-remote-
consultations

4. British Medical Association (BMA), 2020. Covid-19:
video consultations and homeworking. Accessible on:
https://www.bma.org.uk/advice-and-support/covid-19/
adapting-to-covid/covid-19-video-consultations-and-
homeworking

5. General Medical Council, 2020. GMC Remote
Consultations. Accessible on: https://www.gmc-uk.org/
ethical-guidance/ethical-hub/remote-consultations

6. Horton, T & Jones, B., 2020. Three key qualities
considerations for remote consultations. Accessible on:
https://www.health.org.uk/news-and-comment/blogs/
three-key-quality-considerations-for-remote-consultations
7. Greenhalgh, T et al, 2016. Virtual online consultations:
advantages and limitations (VOCAL) study. British
Medical Journal. Accessible on: https://bmjopen.bmj.com/
content/6/1/e009388

106 WORLD FAMILY MEDICINE/MIDDLE EAST JOURNAL OF FAMILY MEDICINE VOLUME 18 ISSUE 10 OCTOBER 2020



EDUCATION AND TRAINING

Bridging The Gap: A review of communication skills challenges
for expatriate doctors in the Arabian Gulf

Asif Parvez Malik
Ameer Muhammad Khan

Consultant Family Physician Primary Healthcare Corporation Qatar

Corresponding author:

Dr Asif Parvez Malik
Consultant Family Physician
Primary Healthcare Corporation
Qatar

Email: apmalik@phcc.gov.qa

Received: August 2020; Accepted:September 2020; Published: October 1, 2020.
Citation: Asif Parvez Malik, Ameer Muhammad Khan. Bridging The Gap: A review of communication skills challenges for
expatriate doctors in the Arabian Gulf. World Family Medicine. 2020; 18(10): 107-111 DOI: 10.5742/MEWFM.2020.9381

Abstract

Good interpersonal communication has always
been a part of everyday life, and is imperative for
an effective doctor-patient relationship, not least

speaking world, can guide the implementation of im-
proved language and communication skills training,
leading to the delivery of better quality healthcare

for those practising Family Medicine. However, the across the region.
movement of doctors around the world brings with
it discordance in language and culture, which can
bring about a challenge to communication skills in
this doctor-patient relationship. This challenge to
delivering quality healthcare may be evident in the
Arabian Gulf where many expatriate doctors of a
non-Arabic speaking background are employed.
The aim of this literature review, focussing on the
Arabian Gulf, was to see the potential communica-
tion challenges faced between expatriate doctors
and patients of an Arabic-speaking background. A
review of important literature is presented from the
perspectives of patients, nurses and medical stu-
dents.

Key words: communication, expatriate doctors,
Arabian gulf

This review has added to the existing literature by
finding that language-barriers are just the beginning
of the communication challenges that can inhibit the
relationship between health professional and patient.
Although there is enough to highlight awareness of
the problem, among a lack of research, there is a
lack of perspective found from expatriate doctors.
This among other perspectives, including all health-
care providers and patients, is needed to guide fur-
ther research into the needs of those involved in the
relationship between patient and healthcare provid-
er. Future research, best directed across the Arab-
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Interpersonal communication is paramount to establishing
professional relationships. It is the medium through which
relationships are defined and benefit derived. One of the
key interactions in which this is realised is that between
the doctor and patient. Over the last 40 years the domain
of communication skills from its beginnings in Western
Europe has forged a well-established place in medical
education and practice [1]. It is also considered to be the
cornerstone of Family Medicine Physician post-graduate
training [2]. In the midst of a fast-paced world where
communication carries a different and rather virtual reality
to what we have known before, the contemporary Primary
Care Physician is seen to be at the forefront of knowing
their patient, enhancing the professional yet interpersonal
doctor-patient relationship through good verbal and non-
verbal communication skills [3], thus increasing a patient’s
satisfaction on their journey of wellbeing through life [3].

In a globally evolving medical diaspora, one of the key and
often critical perceived barriers to effective communication
between doctor and patient is when each speaks a
language which is foreign to the other. Without wanting to
state the obvious, miscommunications in medicine due to
language barriers can go as far as being life-threatening if
key information is missed depending on the context [4].

One of the regions which is rapidly coming to the forefront
of this evolving medical diaspora is the Arabian Gulf [5].
Doctors are among the many professionals which make
up the large expatriate communities in GCC countries
including the state of Qatar where Arabic is the national
language [6]. Despite this, a doctor’s knowledge of the
Arabic language across most of the region appears to be at
most, a mere recommendation rather than a requirement
for the license to practice in most parts of the GCC [7][8].

This literature review aims to explore the discourse
surrounding communication challenges between doctor
and patient, through the medium of Arabic language,
with Arabic-speaking patients, in the Arabian Gulf. The
questions which will be explored are; what does existing
evidence suggest regarding mutual language being key
to improved patient-practitioner relations? How important
is it for an expatriate doctor in the GCC to be able to
communicate in Arabic with their patients? What are the
challenges faced by health professionals and patients
in such an ethnically diverse community? How should
expatriate medical practitioners working in the Arabian
Gulf respond to these findings?

In doing so this paper hopes to add to the current
debates discussing whether speaking the language of
the community should be a requirement for expatriate
doctors.

A number of scholarly articles were reviewed from varying
perspectives. This included a patient-perspective study
on language-discordance (when health-care provider and
patient don’t speak the same language) in an outpatient
setting in Qatar [9], a review on nursing perspectives to
communication barriers on various studies in Saudi Arabia
[10] and the viewpoint of native Arabic-speaking medical
students in the UAE [11]. Attitudes towards interpreters
were also considered through the lens of migrant Arabic-
speaking patients in Sweden [12].

Abdelrahim et al, outline the current language
discordance between patients and health care providers
in a hospital outpatient context in Qatar [9]. This was
a multilingual and multicultural study with 24 out of the
84 patients interviewed being Arab-speaking. Patients
were interviewed for their perspectives and experiences
with language discordance. This study found that most
patients had experienced language barriers during their
visits to clinics. Among the reasons reported for these
barriers were the dominance of English language in the
hospital setting [9], [8]. Participants in the study reported
a hindrance in the doctor-patient relationship, and a lack
of information preventing informed decision-making.
Patients also reported adaptive methods used to overcome
language barriers such as involving incidental interpreters
or relatives and friends for interpretation. Abdelrahim et
al, also reported that patients had taken upon themselves
strategies to learn Arabic or English [9].

A significant integrated review from Saudi Arabia [10],
where most patients are Arabic-speaking, derived from
studies with a nursing perspective, also found experiences
of language and culture clashes with Saudi patients.

A further study conducted in Sweden [12], where Arabic-
speaking migrant patients were interviewed with regards
to their experiences with interpreters, corroborates the
above findings. Participants in the study reported that
although they were happy that interpreters facilitated
verbal communication between them and the doctor, they
found it difficult to express themselves if the interpreter did
not share their dialect, culture or national identity [12].

The closest study to exploring the attitudes among
medical professionals communicating in Arabic was
carried out with Arabic-speaking medical students at
UAE University [11]. Via questionnaires a small sample
was asked about their confidence in consulting patients
in Arabic after having been taught communication skills in
English. Despite all students surveyed being native Arabic
speakers, only 27.8% felt confident to communicate with
patients in Arabic while 72.2% said they were confident to
communicate in English [11].

This research has thus far concluded that the language-
barrier as well as cultural differences, both served to inhibit
communication between practitioners and their patients in
the Middle Eastern context.
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However, Abdelrahim et al, further suggested that as Arabic
is one of many languages spoken in the Arabian Gulf
[9], would it therefore be unfeasible to expect expatriate
doctors to learn Arabic amidst a multilingual community
and where English has become the lingua franca?

On review, there was very little literature studying or
discussing this subject matter and particularly what it
means for a migrant population of expatriate doctors.
However, there are quite a few interesting points of
discussion which may guide further research.

1. Language is just the beginning

Some studies in the Western World have suggested that
language-discordance between clinician and patient is a
hindrance to communication [13]. Abdelrahim et al, provide
an insight into language-related difficulties and the effects
from them that patients perceive [9]. Some patients in the
study felt that language-discordance hindered the doctor-
patient relationship, one even going as far as saying ‘it
made the doctor seem unfriendly’ [9]. It's very interesting
to see that there is a universal desire for patients to have
an interpersonal and comfortable relationship in their
interface with the clinician. As other participants pointed
out, this would clearly improve information sharing and
improve the level of autonomy that patients have in the
quality of their care [9]. The consequences of language-
discordance are seen not just from patients’ perspectives
but also from the point of view of a clinician. In Saudi
Arabia, nurses reported difficulty in providing good quality
of care due to the inability to speak and understand the
Arabic Language [10]. Amongst the few studies were
reports of the language barrier affecting end of life care
discussions [14], family-centred care [15], and the ability
to carry out duties [16].

The consequences of language-discordance are clear to
see. However, meeting patient language requirements is
just the beginning in the pursuit of effective communication
skills and the provision of quality healthcare. By the
researchers’ own admissions, Abdelrahim et al, did not
look comprehensively at communication challenges for
Qatari native patients, as the study focussed specifically
on language-discordance [9]. However, the review of
nursing care in Saudi Arabia [10] reports frequently on
how a clash of cultures hinders the health professional
in understanding patients’ needs. Many communication
skills such as establishing rapport, and recognising verbal
and non-verbal cues are embedded in recognising and
understanding the culture and values of a patient.

In the Swedish study Hadziabdic and Hjelm identified that
most patients were happy to have an interpreter in order
to aid verbal communication, which would have otherwise
been impossible in that particular context [12]. However,
the desire for a shared identity with the interpreter which
most participants sought shows a clear desire for a
relationship that goes beyond language concordance.
The wish to share culture, identity and even country

and dialect gives an idea of the further understanding
required to enhance communication with people of a
Middle Eastern background. Therefore, is language alone
enough to suitably break down communication barriers?

Mirza and Hashim primarily focus on the implications
of a communication skills training programme routed in
western culture [11]. Although from the perspective of
medical students, this study may serve to provide an idea
of the challenge for expatriate doctors to meet Arabic
language requirements, and therefore provide good
quality of care through effective communication skills.
This is worth noting considering the proportion of Arabic-
speaking students who felt unconfident to take a history
in Arabic [11]. What then for those who are non-Arabic
speakers?

2. Are interpreters enough?

The advantages and potential pitfalls of interpreter use
have been discussed above. In their paper, Hadziabdic
and Hjelm recognise that interpreters were found to have
variation in the ability to translate [12]. This may also be a
difficulty with the health professional so certainly doesn’t
negate the use of an interpreter. However, it should also
be considered that an interpreter brings a third party
to the relationship, and with that all its implications. An
understanding and relationship between doctor and
interpreter becomes just as important as the relationship
between interpreter and patient, in order to achieve the
higher goal of a good doctor-patient relationship. This skill
required can vary depending on whether this interpreter is
a professional or a relative and possession of the identity
factors mentioned above.

In an ideal world, the doctor should be able to speak the
same language as the patient. But surely for a doctor to
anticipate and know the language of every patient they
encounter is an insurmountable task? However, if the
language in question is the official language of a country, as
is the case with Arabic in all countries in the Arabian Gulf,
is it too much to require doctors to be able to speak that
language? “Why is English required in an Arab country”
was the frustration of one Arabic-speaking participant in
the study conducted in Qatar [9], a study where a lot of the
Arab-speaking participants were appropriately concerned
about the dominance of the English language in the
hospital setting. The authors can testify to the fact that in
the Western setting the ability to speak English is a pre-
requisite for any health professional. The British regulatory
body for doctors, The General Medical Council, stipulate
knowledge of the English language as a prerequisite for
the license to practice in the UK [17]. Why then is Arabic
not a prerequisite in large parts of the Arabian Gulf? This
remains yet to be explored.

3. Perspectives

Despite the limited number of studies and sample sizes,
this review has managed to elucidate perspectives of
Arab-speaking patients [9], [14], Nurses [10], [15], [16]
and medical students [11]. In the pursuit of developing
quality healthcare in a two-sided relationship it would
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make sense to know the views of both parties of that
relationship. However, the perspective of the expatriate
doctor in the Arabian Gulf, which is the import of this
discussion, can only be elucidated through analogy in this
review, and therefore requires further research. The greatest
source of this so-called analogy is the study conducted at
the UAE University [11]. Medical students are the doctors of
the future and the earlier they can be trained for a particular
clinical context, the better. The struggles of a non-Arabic
speaking doctor are merely left to the imagination considering
the challenges faced by a native Arabic medical student.
However, as close as this study came, it is also very far from
understanding the difficulties for an expatriate doctor. The
participants in this survey were third-year medical students
who were yet to approach the clinical setting. There is a
chasm of difference assessing their confidence in history-
taking in Arabic and the views of a qualified Family Medicine
Consultant who is likely to possess skills and experiences
which transcend languages and cultures. A clinician
experienced in communications skills would have a better
understanding of how language and culture impact those
skills, reflecting on fitness to practice and quality of care,
rather than someone who has just been recently trained in
those skills. Somewhat similar limitations can be found when
trying to analogise from a nursing perspective to a doctor’s
perspective if one is to appreciate that these are two very
different careers requiring different skills and experiences.
Having said that all perspectives are useful, and certainly for
the import of this discussion further study is required into the
perspectives of patients and doctors in order to expand the
body of research in this area.

Conclusions and future implications

This literature review highlights the importance of health
professionals understanding patient language, culture
and values in order to deliver safe, effective and quality
healthcare. Studies in Arabian Gulf states have shown that
language-discordance as well as lack of cultural awareness
can be a barrier to good communication thus hindering the
doctor-patient relationship. Having said that the studies
found in this research are very limited to say the least
and illustrate the need for deeper exploration of this topic,
particularly from the perspective of an expatriate doctor.
Although the authors of this article consider it important for
expatriate doctors relocating in the Middle East to be able
to speak Arabic, qualitative perspectives are required from
a wide range of parties. It is vital to hear more from patients
and certainly in the interests of this research, doctors. From
this, needs can be fully assessed whether that be a patient’s
unmet needs or a doctor’s educational needs in order to
enhance communication in this two-way relationship. Once
such needs are elucidated, only then can those needs be
met by implementation of quality training. Perspectives from
all relevant parties, qualitative study in greater quantity, are
needed, whether it be patients, relatives, doctors, nurses
and all health professionals. This would include looking more
at the challenges of language-discordance, communication-
barriers and cultural awareness. It is hoped further research
will be carried out across the Arabic-speaking world. From this
more attitudes and opinions can be discerned with regards
to learning language as well as the challenges of culture,
dialect, identity and values in developing communications

skills. With all the above taken into account, then and only
then, can healthcare systems across the Arabian Gulf begin
bridging the gap.
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Abstract

Background: Older patients with depression may Key words: depression, elderly patients,
not complain of sadness or feeling depressed on general practice

presentation. Delay in diagnosis can cause signifi-

cant suffering to the patient and their families with

increased health expenditure resulting from compli-

cations.

Objective: This article outlines an approach to help
with diagnosis and assessment, of elderly patients
with depression in the primary healthcare setting.

Discussion: Recognising depression in old people is
not always easy as its presentation may differ from
that of younger people. Older people tend to under
report depressive symptoms and may not concede
that they are depressed. This could be due to age,
lack of cognisance of the disorder, shame or a belief
in not talking about depression or admitting to not
coping - it may also be embedded in their culture.
Some common depressive symptoms such as poor
sleep, chronic unexplained pain, poor concentra-
tion or impaired memory are wrongly ascribed to old
age, dementia or poor health. As a result, depres-
sion in old age may go undetected and untreated for
a long time. An assessment process which is less
time consuming but has high sensitivity leading to
the direct diagnosis of depression can help general
practitioners in their busy general practice to facili-
tate management tailored to individual needs.
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Types of depression Assessment in general practice

Major Depression: Severe symptoms that interfere with
ability to work, sleep, concentrate, eat, and enjoy life. Most
people would experience multiple episodes, although some
may experience only a single episode in their lifetime.

Persistent depressive disorder (Dysthymia): Symptoms
are less severe than those of major depression but last a
long time (at least two years).

Minor Depression: Symptoms that are less severe than
those of major depression and dysthymia, and symptoms
do not last long (1) [National institute of Mental Health,
NIH].

Presenting symptoms of older patients with
depression

The frequently encountered symptoms of late-life
depression are persistent low mood or sadness (lasting
two weeks or more), low energy, feeling hopeless or
worthless, fidgeting and pacing, uncontrolled worries about
health or finances, poor attention and concentration, sleep
disruption, weight changes, other physical symptoms such
as chronic inexplicable pain or gastrointestinal symptoms.
Such symptoms on presentation should raise some
suspicion in the general practitioner to consider further
assessment for depression. One should bear in mind that
older people tend not to divulge depressive symptoms and
may not always acknowledge being sad or depressed.
This could be due to age, shame or belief in not talking
about depression or coping poorly (2). [Depression in older
people, Black dog institute]. Depression with agitation is
common and biological symptoms may not manifest that
often. One important sign of depression is when people
isolate themselves socially. Often depressed persons
will give divergent explanations rather than explaining
their symptoms as a medical illness. The cognitive and
functional impairment and anxiety are more common in
older people than in younger adults with depression.

Why to assess for depression

Depression in older adults (65 years and older) is
associated with emotional suffering. It increases the costs
of health care, morbidity, risk of suicide, and mortality.
Depression is common and remains a significant problem
for older adults (3).

Medical ilinesses are a common trigger for depression in
the older population and often it worsens the symptoms
of physical illness. Correct early diagnosis and treatment
would reduce the physician’s workload as physical
symptoms will decrease with resolution of depression (4).
The results of non-treatment may lead to non-adherence
with medication and other treatments, self-neglect, or non-
attendance at clinic.

A thorough history, corroborative information and mental
state examination is required for proper diagnosis. It is
essential to do a physical examination. Investigations to
consider when depression is suspected; Full blood count,
Urea and electrolytes, Liver function tests, Thyroid function
tests Vitamin B12, Folate, Fasting glucose, Bone profile,
Further tests dictated by clinical presentation.

Severity can be assessed by DSM V (Diagnostic and
Statistical Manual; in Australia) or ICD -10 criteria. However
minor depression which is more common in the elderly will
not fulfil the necessary criteria for major depression (5).

When screening is positive for depression, the diagnosis
should be confirmed using DSM-V or ICD-10 criteria.
When symptoms do not meet the criteria for depression,
other mental health disorders should be considered,
such as bereavement, dysthymia, medication induced
depressive disorder (6). The primary care physician will
not have enough time to complete the assessment in one
sitting although recognition can be achieved accurately
within routine consultations. It is worthwhile to arrange
follow up appointments which will provide additional
time to allow not only recognising the illness, but also to
device management plan and establishing a therapeutic
relationship with the patient (6). Opportunistically the
annual health assessment may be used for screening.

Discerning Depression Delirium and Dementia:
Depression, delirium and dementia can all present in a
similar way, hence it is important to distinguish depression
from the others. Typically, an acute behavioural or mood
change is suggestive of delirium. Once medical conditions
are excluded, depressive symptoms characterised by
more pervasive or chronic low mood state with or without
cognitive impairment should be considered. Patients with
dementia are less likely to report their problems than are
the patents with depression (7).

Scales used for assessment of depression : The
Geriatric Depression Scale has been validated the best
among the depression screening instruments (8) and is
suggested for routine use in primary health care service
due to its high sensitivity (9). The majority of patients
screening positive for depression will not meet criteria
for major depression and screening instruments are not
sufficient for diagnosis, but this would indicate the need
for more detailed follow-up by the primary care physician
to determine whether the person’s depressive disorder
progresses, and to explore other possible causes for
depression (such as hypothyroidism or medication or
substance use) and assess for co-existing psychiatric
disorders (10). The Cornell Scale for Depression in
Dementia (CSDD) is suitable for patients with dementia

(4)-
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How to improve recognition

There are some doctors who are more adept in recognising
depression than others. Such physicians tend to make
more eye contact with the patient and are generally good
listeners. They tend to ask direct, informed questions with
psychological or social content. Certain behaviours in
doctors can make it more difficult to detect depression as
they may inhibit the distressed patient by asking closed
questions or questions derived from theory rather than
from the patient’s unique situation (11).

Studies have shown that greater identification occurs in
those consultations where patients mention psychological
symptoms early and mention more symptoms; where the
consultation is longer; and where the doctor shows high
empathy and tolerance while also following up the patient’s
answerswithfurtherdiscussion. Itisalsoadvantageousifthe
physician is able to comprehend non-verbal behaviour (6).

Interview skills training has been shown to improve
recognition of depression and other mental disorders as
the skills taught are maintained over time and have an
impact on satisfaction and outcome (6).

Conclusion

Depression in elderly can be difficult to diagnose. Failure
to identify and treat depression increases mortality and
morbidity in the elderly population increasing demands on
relatives, health and social services. Early detection and
management will reduce the workload of the physician in
the medium to long term. Family physicians can increase
their ability to recognise depression by improving interview
skills and undertaking mental health skills training and
using appropriate tools for diagnosis.
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Case Presentation

A 44-year-old female presented to our practice with
the complaints of sudden onset of severe headache
and migraine associated with visual aura, dizziness
and fogginess in her head. This was her first epi-
sode of the kind and she could only see through half
of her vision. She was having daily headaches and
migraine in the lead up to this episode.

Past medical history included depression, migraine
and rosacea. She was medicated with citalopram 20
mg daily for treatment of depression and was on mi-
nocycline 50 mg twice daily for rosacea.

On physical examination she had malar rash, her
visual acuity was normal with no evidence of papil-
loedema or vascular changes. Extra ocular move-
ments were normal. The rest of the cranial nerves’
examination were normal. Upper and lower limb ex-
aminations were normal. A gait examination did not
reveal any abnormality. Cognitive assessment was
unremarkable.

As part of the initial assessment and due to suspi-
cion of a possible intracranial pathology a CT brain
scan was performed, showing patchy low-density
regions throughout the white matter and a recom-
mendation was made for an MRI scan for a detailed
assessment. The patient was referred to a neurolo-
gist and subsequent investigation with MRI revealed

extensive bilateral periventricular and deep white
matter hyper intensity throughout the cerebral hemi-
spheres as well as anteromedial aspects of the an-
terior temporal poles bilaterally, favouring CADAS-
IL. Differentials considered were, Systemic Lupus
Erythematous (SLE), CADASIL and Fabry disease.
Further investigations included serum autoantibod-
ies, inflammatory markers, spinal fluid analysis and
thrombophilia screen which returned normal results.
For confirmation of diagnosis of CADASIL patient
was referred for skin biopsy by a dermatologist. A
confirmed diagnosis of CADASIL was made by pres-
ence of osmophilic granular deposits in the arteri-
oles. Investigation for Fabry disease was deferred.

Corroborative history was taken from family mem-
bers. Patient's mother suffered from migraine and
was under care of a neurologist. Patient’s father had
long standing history of epilepsy, since the age 18.
No other relevant history of note. Both parents were
alive, both were in their late sixties and none were
diagnosed with CADASIL.

The patient declined genetic testing and following
skin biopsy, declined genetic counselling initially
due to fear of implications it held for her three young
children. After further discussions with empathetic
approach, the family decided to have genetic coun-
selling.
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Discussion

Cerebral Autosomal DominantArteriopathy with Subcortical
Infarcts and Leukoencephalopathy (CADASIL) is a
hereditary vascular disease the onset of which can be early
causing multiple asymptomatic strokes and commonly
accompanied by migraine, psychiatric symptoms i.e
depression and progressively severe neurological deficits
over a period of time (1). MRI of the brain can be an
important tool to aid diagnosis. A pathognomonic feature
of the condition is typical involvement of the temporal lobes
and external capsule. MRI changes have been detected
in younger adults even below the age of 35 (2,3,4). Most
affected individuals with CADASIL will have an affected
parent. Nevertheless no apparent family history of
CADASIL should not preclude the diagnosis, for example,
the case mentioned above (5,6). A conclusive diagnosis of
the condition requires genetic testing detecting mutation
in NOTCH 3 gene or electron microscopy of skin biopsy
specimens showing osmophilic granular deposits in the
arterioles (7). However, a significant proportion of genetic
testing for CADASIL may vyield false negative results. If
there is strong suspicion for the disease, a skin biopsy
should be considered (7).

Conclusion

The case of CADASIL reported, in addition to the typical
MRI findings, was confirmed by presence of granular
deposits in the arterioles, from skin biopsy. The patent’s
presentation with worsening migraine and aura were
consistent with those mentioned in literature. Important
information not to be missed here was the history of
depression, which is also well recognised, evident from
the studies. The patients’ refusal to have genetic testing
and later declining genetic counselling indicates how the
affected individuals are confronted with such a predicament
in the diagnostic process and management planning.

Important learning points

1. CADASIL should be considered a possible cause
in patients with migraine and aura associated with
psychiatric disorder i.e. depression

2. A lack of apparent family history should not preclude
the diagnosis of CADASIL.

3. Diagnosis of affected patients will allow family members
to seek genetic counselling, but one has to be mindful
of the predicament of the affected individual which may
hinder management.

4. MRI scan of the brain can be an important diagnostic
aid.

Ethical concerns: Consent for case presentation taken
from patient.
Conflict of interest: None
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EDITORIAL (continued)

The authors concluded that the majority had good overall
knowledge and attitude towards their disease. Despite
that, self-care practices were mediocre. We still have miles
to go in ensuring that every patient regardless of their
education not only fully comprehends but also implements
their self-care practices rigorously via educational and
awareness programs.

Binod & Sushil followed a cross-sectional study to
assess level of awareness and pattern of utilizing family
planning methods among married women (20-45 years)
of reproductive age in Duwakot, Bhaktapur. Knowledge
about different contraceptive methods was present among
majority (88.89%) of respondents. 73.75 % respondents
were using contraceptive method at the time of study.
The authors concluded that good number of women
was aware about the contraceptive methods but the
practice of contraception in the Duwakot and utilization
of family planning services were low. The gap between
knowledge and implementation in contraceptive methods
was found in the study population. This shows the need
for more informative awareness campaigns for promoting
contraceptive utilization.

Dr Ansary, outlined an approach to help with diagnosis
and assessment, of elderly patients with depression in the
primary healthcare setting. He stressed that recognizing
depression in old people is not always easy as its
presentation may differ from that of younger people. Older
people tend to underreport depressive symptoms and may
not concede that they are depressed. This could be due to
age, lack of cognizance of the disorder, shame or a belief
in not talking about depression or admitting to not coping
- it may also be embedded in their culture. As a result,
depression in old age may go undetected and untreated
for a long time. An assessment process which is less time
consuming but has high sensitivity leading to the direct
diagnosis of depression can help general practitioners
in their busy general practice to facilitate management
tailored to individual needs.

Arshad et al., did a Cross sectional study was conducted
to determine the perceptions of parents regarding polio
vaccination at National Institute of Child Health in Karachi.
The author concluded that Pakistan is among three
countries in which polio is still endemic. Most of the cases
sprouting up in the city are from slum areas where majority
of population is uneducated. Several religious and fictional
beliefs and misconceptions have been playing a pivotal
role in keeping polio endemic in the area despite many
sincere efforts of government. More efforts are needed to
be done in this respect particularly in educating parents
of children and carrying out social campaigns to spread
awareness among every single parent and make them
affirm that polio is preventable and by only vaccinating
their children they can save them from this disease

Shehata et al., tried to assess Prevalence of primary
headache among King Khalid University students in 2019.
He used a descriptive cross-sectional approach. Data were
collected from participants using electronic pre-structured

questionnaire. The study included 421 students whose
ages ranged from 18 to 30 years with mean age of 21.7
+ 1.9 years old. The authors concluded that , more than
three quarters of the students complained of moderate
to severe headache attacks which was mainly related
to sleeping disturbance, studying hours, and stressful
lifestyle. Students should be learned strategies for stress
management training for headache

Dr Razan did a descriptive cross-sectional survey to
assess knowledge, attitude and practice of school teachers
regarding T1DM and its acute complications. She included
499 teachers. With regards to teachers’ awareness
regarding T12DM among students, 91.2% of the teachers
mentioned that T1DM leads to polyuria in diabetic student,
89.6% reported that DM leads to polydipsia, and 77.6%
told that tremors and sweating means hypoglycaemia in
diabetic student. The authors concluded that good level
of knowledge, practice and positive attitude of school
teachers towards T1DM students. It is suggested to
increase the role of schools by establishing educational
and training programs for teachers, especially teachers
who showed their willing to join such programs. More
trained personnel should be present in schools to deal
with T1DM students.

Awan et al., did a qualitative study involving semi-
structured interviews in which ten people diagnosed with
mental illness from a Lancashire practice and ten GPs
including stakeholders within the Clinical Commissioning
Group were interviewed. Interview data was subject
to thematic analysis. The purpose of this study was to
explore the barriers and facilitators of the Making Every
Contact Count (MECC) approach, an opportunistic health
promotion strategy for improving the physical health of
patients with diagnosed mental iliness in primary care. The
authors concluded that Poor physical health of patients
diagnosed with mental illness can be addressed using a
‘making every contact count’-based approach. MECC is a
low-resource approach based on building a relationship
of trust and casually introducing physical health as a topic
of conversation as the opportunity arises. The research
highlights barriers and facilitators to doing this within
primary care from both patient and clinician perspectives.

Dr Ansary report a case of CADASIL (Cerebral Autosomal
Dominant Arteriopathy with Subcortical Infarcts and
Leukoencephalopathy) in a young adult with migraine. The
patient is A 44-year-old female presented to our practice
with the complaints of sudden onset of severe headache
and migraine associated with visual aura, dizziness and
fogginess in her head. This was her first episode of the
kind and she could only see through half of her vision. She
was having daily headaches and migraine in the lead up
to this episode.
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