
Alameddine et al. BMC Health Services Research 2013, 13:504
http://www.biomedcentral.com/1472-6963/13/504
RESEARCH ARTICLE Open Access
Factors associated with consulting a dietitian for
diabetes management: a cross-sectional study
Mohamad Alameddine1, Lara Nasreddine2, Nahla Hwalla2, Yara Mourad1, Hikma Shoaib2, Dana Mousa2

and Farah Naja2*
Abstract

Background: Type 2 Diabetes (T2D) has reached epidemic levels in the Middle East region. Despite evidence that it
improves health outcomes and saves health costs, dietary counseling for T2D remains grossly under-investigated in
this region. The aim of this study was to assess the frequency and determinants of use of dietary counseling
services by T2D patients in Lebanon and recommend corrective measures that may guide the planning, organization
and delivery of care for chronic diseases in general and diabetes care in particular.

Methods: A non-experimental cross-sectional design was utilized to survey outpatients with T2D in two major health
centers in Lebanon. Patients diagnosed with T2D were invited to complete a questionnaire consisting of five sections:
socio-demographic characteristics, disease attributes, patients’ perceptions regarding T2D management, practice of
lifestyle modifications, and referral by a physician to a dietitian. The outcome of interest was the use of dietary
counseling services by T2D patients at least once since their diagnosis. Descriptive statistics and logistic regression
analyses were used to evaluate the frequency and determinants of dietary counseling services utilization.

Results: A total of 332 T2D patients completed the questionnaire (response rate 94.6%). Although 75% of study
participants believed that dietitians can assist them in changing their dietary habits, only 38% had consulted with a
dietitian. Among study participants, only 34% were referred to a dietitian by their physician. The main determinants of
the use of dietary counseling services were referral by a physician (OR: 112.25; 95% CI = 42.74-294.84), the presence of
outpatient social or private health insurance (OR: 5.86; 95% CI = 2.40-14.25) and the belief that a dietitian can assist in
changing dietary habits (OR: 3.74; 95% CI = 1.33-10.54).

Conclusions: The findings of this study show suboptimal use of dietary counseling services by T2D patients in
Lebanon. Key determinants were physicians’ referral, financial support for outpatient care, and patients’ belief in the
usefulness of dietary counseling. Suggested interventions entail enhancing the planning and organization of care
through inter-professional collaboration between physicians and dietitians; promoting public financing for high quality
outpatient care that includes dietary counseling; and promoting the value of dietary counseling and improving the
public image of dietitians.
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Background
Type 2 Diabetes (T2D) has reached epidemic levels in
many countries of the Middle East [1], with prevalence
rates ranging between 13.4% and 18.7% [2]. With a dia-
betes prevalence of 15.8% among adults older than
40 years, Lebanon is no exception [3]. This current
prevalence of T2D poses a heavy burden on the health-
care system, due to the costs associated with the man-
agement of this disease and its complications [4,5].
Recently, multiple studies have highlighted the effective-
ness and benefits of providing dietary counseling by a
registered dietitian (RD) for T2D patients. These benefits
include coordinating the lifestyle changes for patients
[6-9], improving glycemic control (decreased mean
HbA1c and reduced fasting plasma glucose) [9-13], re-
ducing the need for oral medication or insulin [13], and
enhancing cost-effectiveness through savings in drug
therapy and medical services as well as through reduced
expenditures for the management of diabetic complica-
tions [12,14,15].
Barriers to seeking dietary counseling services that have

been reported in literature can be grouped within three
main categories: personal/sociocultural barriers, profes-
sional barriers and financial barriers. From a socio-cultural
perspective, it remains critical to improve the social image
of the dietitian and reinforce the integral role that he/she
plays in managing T2D and other diet-related chronic
diseases. In general, patients seemed to expect dietary
counseling from their physician rather than from dieti-
tians [16], and when asked about their reasons for not
visiting a dietitian, most patients reported apprehension
and doubt towards the usefulness of dietary advice from
dietitians [17].
On the professional level, family physicians seemed to

perceive themselves as appropriately positioned to de-
liver health behavior counseling to their patients [18,19].
Although most physicians acknowledged the important
role of diet in management of chronic diseases, only a
few engaged dietitians in their patients’ care [16,20]. Phy-
sicians cited “limited access to dietitians” and “cost asso-
ciated with dietary counseling” as main obstacles for
referring to dietitians [21,22].
Refusal of insurance companies to reimburse dietary

counseling continues to be a barrier for the utilization of
these services. Evidence from the United States (US), has
shown that the presence of health insurance increased
utilization of outpatient physician services [23]. The re-
search showed that cost-sharing, which requires patients
to pay for a portion of healthcare costs not covered by
health insurance, reduced the probability that they would
use medical care [24]. Moreover, physicians expressed
reluctance to refer patients to dietitians for health services
not covered by public or private insurance plan [23,25].
Consequently and pointing to the scientific evidence
supporting the efficacy of dietary counseling in diabetes
management, the US Institute of Medicine recommended
that dietary counseling provided by an RD be a covered
Medicare benefit within a multidisciplinary approach to
diabetes care [6]. This policy change has since led to a
significant increase in the utilization of dietary counseling
services [13,26,27].
Given the high prevalence rates of T2D in the Middle

East region and the evident effectiveness of dietitians’
role in the management of the disease, it is crucial to in-
tegrate dietitians in the multidisciplinary team caring for
T2D patients and increase the patients’ utilization of
dietary counseling services. However, there is a paucity
of research that has investigated dietary counseling with
a dietitian for T2D management in the Middle East
region in general and Lebanon in particular. The main
objectives of this study were to assess the frequency of
use of dietary counseling services by T2D patients in
Lebanon and to determine the factors associated with
consulting a dietitian among these patients. Concurrently,
the study aimed at providing policymakers with insight
into the enablers and barriers to optimizing the role of
dietitians in the management of T2D patients.

Methods
Research design
A non-experimental cross-sectional study was designed
to assess the utilization of dietary counseling services
among T2D patients in Lebanon. The patients were
recruited from out-patient clinics in two major medical
centers in Beirut that have a high T2D patient load; a
private not-for-profit teaching hospital and a large public
hospital. Both medical centers are accredited by the
Lebanese Ministry of Health. Ethics approval was ob-
tained from the Institutional Review Board (IRB) for
Social and Behavioral Sciences at the American University
of Beirut.

Study participants
Patients were eligible to participate in this study if they
were: older than 18 years of age, had been diagnosed
with T2D for at least one year prior to recruitment and
have returned to one of the two hospitals, outpatient
clinics to follow up with their treating physician. All the
surveyed patients were visiting their physician for the
management of their T2D. A sample size of 323 patients
with T2D was required to obtain a 95% confidence inter-
val of +/− 5% margin of error around a prevalence esti-
mate of use of dietary counseling services in Lebanon of
30%. Consequently, and to account for drop outs, a total
of 352 patients were invited to participate in the study.
Data collection took place between August and

December 2010. In order to ensure a representative
sample of patients from these centers, interviews were
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conducted on varying days and times of the week including
week ends. A nurse and a graduate student in Nutritional
Sciences carried out data collection. Both field workers
had undergone extensive training in questionnaire admin-
istration and interviewing techniques and were clearly
instructed and reminded to avoid asking any leading ques-
tions that could bias the patients’ answers in any particular
direction. In addition, weekly meetings of the research
team were held to ensure the inter-rater reliability and the
standardization of data collection protocol. The nurses in
charge at the clinic introduced the study to eligible
patients. A member of the research team approached inter-
ested patients in the clinics’ waiting areas and explained to
them the study objectives and protocol. In a one to one
interview, participants completed the study questionnaire.
Each participant was interviewed only once. Physicians in-
volved in the patients’ treatment were not present during
the interview. The participants were assured that any infor-
mation they reveal would remain confidential and would
be strictly used for research purposes. Patients were not
paid to take part in the study and were informed that they
were free to decline answering any questions they were not
comfortable with. A written informed consent was ob-
tained from each participating patient.

Survey instrument
The survey instrument was divided into five sections:
socio-demographic characteristics, disease attributes, pa-
tients’ perceptions regarding T2D management, practice
of lifestyle modifications, and referral by a physician to a
dietitian. Socio-demographic variables included age, gen-
der, marital status, place of birth, educational status, em-
ployment status, crowding index (the ratio of the
number of people over the number of rooms in the
house), and presence of health insurance. The second
section of the questionnaire included questions related
to T2D such as age at diagnosis, duration of the disease,
self-rated health status, presence of T2D complications,
and family history of T2D. The third section tackled the pa-
tients’ perceptions of the role of diet/dietitians in the man-
agement of T2D. The fourth section of the questionnaire
addressed the practice of lifestyle modifications pertaining
to the management of T2D, which include adherence to a
special diet or frequency of exercise. The last section
focused mainly on referral to a dietitian and attendance of
dietary counseling provided by a dietitian. The outcome of
interest in this study- use of dietary counseling services by
T2D patients at least once since diagnosis- was assessed by
the following question: Have you ever consulted with a
dietitian for the dietary management of your disease?
The content validity of the survey instrument was con-

firmed by a panel of experts consisting of one physician,
one nutrition epidemiologist and one health policy ex-
pert. The original version of the questionnaire was
written in English; yet since the questionnaire was
planned to be administered to the patients in the Arabic
language, it was translated to Arabic and back translated
to English to ensure parallel-form reliability. The original
and the back translated versions were reviewed for
consistency in meaning by two bilingual experts. A pilot
study was conducted with 15 selected T2D patients to
ensure that the target population understood the questions,
the wording was appropriate, and that the questions
would yield the required data.

Data analysis
Descriptive statistics, including frequencies and means,
were reported for the socio-demographic characteristics,
disease attributes, patients’ perceptions regarding T2D
management and practice of lifestyle modifications for
all study participants. The association of each of the
characteristics of study participants with the use of diet-
etic services was assessed using a univariate logistic re-
gression analysis. In order to evaluate the determinants
of the use of dietary counseling services, a multivariate
logistic regression model was used. Variables were put in
the model in order of strength of their association with
the outcome variable as per the univariate analysis and
according to their reported importance in predicting the
use of dietary counseling services in the literature. The
effect of each variable on the model was assessed and
the variable was kept in if it significantly contributed to
a better fit of the model. The Hosmer and Lemeshow
test was used to examine the goodness of fit of the final
model. The Statistical Package for the Social Sciences
software version 20.0 (SPSS Inc., Chicago, IL, USA) was
used for all computations.

Results
Out of 352 T2D patients invited to participate in this
study, a total of 333 T2D patients completed the survey
questionnaire (response rate 94.6%). Nineteen patients
refused to participate, with the lack of time being the
main reason behind refusal. One study participant had
the question about the use of dietary counseling services
missing and hence was only included in the overall de-
scriptives and was excluded from the rest of the analysis.
Among study participants (n = 332), 127 had ever con-
sulted with a dietitian since diagnosis with T2D, result-
ing in a prevalence of use of dietary counseling services
of 38.25% (95% CI = 33.04- 43.74). Of those patients who
consulted with a dietitian (n = 127), only 33% (n = 42)
did so more than one time.

Descriptive analysis
The socio-demographic characteristics, disease attributes,
patients’ perceptions regarding T2D management and prac-
tice of lifestyle modifications of the study participants are
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presented in Table 1. The average age of survey respon-
dents was 60.18 ±11.90 years, with a comparable distribu-
tion by gender. The majority of participants were married
(71.5%). Only 26.0% of subjects held a post-graduate degree,
and the majority (66.4%) reported being unemployed (in-
cluding housewives, retired and unemployed subjects). Re-
garding health insurance, over half of the study participants
(56.3%) were under no coverage for outpatient visits.
In reference to disease attributes, while 67% of study par-

ticipants perceived their health status as either ‘fair’ or
‘poor’, only 33% reported having a ‘good’ health status. The
sample population was evenly distributed between public
(53.8%) and private (46.2%) clinics. The mean duration of
T2D was 11 years, with more than half of the participants
(58.6%) suffering from disease complications.
In terms of health beliefs, around 90% of the partici-

pants reported that they placed a high importance on
proper blood sugar control in the management of T2D.
Diet and exercise were perceived to play an important
role in controlling blood sugar levels by 83.8% and
93.1% of respondents, respectively. Moreover, 75% of the
participants in this study agreed that a dietitian is cap-
able of assisting them in fostering dietary changes.
When asked about their current practice of lifestyle

modifications, 50% of survey respondents indicated that
they are not following any special diet and 58.6% re-
ported exercising less than one time per week.
Table 1 also shows the results of the bivariate logistic

regression describing the association between the vari-
ables previously described (as independent variables)
and consulting with a dietitian (as a dependent variable).
Among the patients’ socio-demographic characteristics,
respondents who indicated having health insurance for
outpatient visits had 2.23 times the odds of consulting
with a dietitian compared to those who reported absence
of it (OR: 2.23, 95% CI = 1.42-3.50). In relation to disease
attributes, the type of clinic attended and the duration of
T2D were both significantly associated with consulting
with a dietitian. Participants attending private clinics
were more likely to consult with a dietitian than those
attending public clinics (OR: 2.18; 95% CI = 1.39-3.42).
Furthermore, the odds of consulting with a dietitian
were slightly higher with longer duration of the disease
(OR: 1.03, 95% CI = 1.01-1.06).
Among study participants, only 34% were referred to a

dietitian by their physician. Of those who were referred,
the majority did consult with a dietitian (91%). On the
other hand, out of all patients who were not referred by
their physician, only 11% did consult with a dietitian
(Figure 1).

Multivariate analyses
Using multivariate logistic regression, two models were
constructed to investigate determinants of consulting
with a dietitian among T2D patients (Table 2). The first
model included age, sex, duration of T2D, presence of
diabetes complications, presence of health insurance,
and the belief that a dietitian can assist in changing diet-
ary habits. Model 2 included all the aforementioned vari-
ables in addition to ever being referred by a physician to
a dietitian. Although the type of clinic attended (private
or public) was significantly associated with the outcome
variable, it was not included in neither of the two final
models given its high association with the presence
of health insurance for outpatient visits (r = 0.70).
Nagelkerke’s Pseudo R2 was 0.20 and 0.72 for model 1
and model 2 respectively. Furthermore, Hosmer and
Lemshow test indicated that both models had a good fit
(Model 1: Chi square: 9.07, p = 0.0.38, Model 2: Chi
square: 6.82, p = 0.556). Out of all the variables studied,
referral by physicians emerged as a strong determinant,
increasing the odds of consulting with a dietitian by
more than a 100% (OR: 112.25; 95% CI = 42.74-294.84).
Furthermore having health insurance coverage and be-
lieving that a dietitian can assist in changing dietary
habits were both significantly associated with consulting
a dietitian (OR: 5.86; 95% CI = 2.40-14.25 and OR: 3.74;
95% CI = 1.33-10.54, respectively).

Discussion
The study had a number of shortcomings that are worth
mentioning. First, participants in this study were re-
cruited from two major hospitals in Beirut (the capital of
Lebanon). The socioeconomic background and the ser-
vice structure in Beirut might limit the generalizability
of our findings to rural and underserviced settings which
have limited availability and access to dietary counseling
services. Second, recruitment of patients from hospital
settings might have increased the likelihood that these
patients would have access to such services. Third, even
with the explicit assurances that answers are confidential
and anonymous, it cannot be ruled out that patients
might have biased their answers in favor of physicians
since interviews were conducted in the waiting room of
the physicians’ clinics. Fourth, despite every effort by the
research team to avoid asking the patients any leading
question, the study results could potentially be biased by
the fact that one of the interviewees has a background in
nutrition. Yet, it is anticipated that the effect of the
above-mentioned shortcomings will lead to an overesti-
mation of the outcaome and that the utilization of the
dietetic services might be in fact less than what has been
reported in this study, which would further support the
results and recommendations of this study. It is important
to note that the cross-sectional design of the study does
not support causal inferences but only associations.
Healthcare systems around the globe are striving for

more effective and efficient delivery of quality health



Table 1 Comparison among T2D patients who consulted a dietitian and those who did not across a number of selected variables*

Independent variables Overall n=333+ Consulted a dietitian n = 127 Did not consult a dietitian n = 205 OR (95% CI)

Socio-demographic characteristics Age (years) 60.18 ± 11.90 59.50 ± 11.91 60.63 ± 11.90 0.99(0.97-1.01)

Gender

Male 184(55.3) 65(35.3) 119(64.7) 1

Female 149(44.7) 62(41.9) 86(58.1) 1.32(0.85-2.06)

Marital status

Not married 95(28.5) 38(40.4) 56(59.6) 1

Married 238(71.5) 89(37.4) 149(62.6) 0.88(0.54-1.44)

Education

Illiterate 39(11.8) 12(30.8) 27(69.2) 1

Elementary School level 119(36.0) 40(33.9) 70(66.1) 1.15(0.53-2.52)

High School level 87(26.3) 33(37.9) 54(62.1) 1.38(0.61-3.08)

Diploma, graduate/postgraduate 86(26.0) 42(48.8) 44(51.2) 2.15(0.96-4.78)

Employment

Unemployed 221(66.4) 87(39.5) 133(60.5) 1

Employed 112(33.6) 40(35.7) 72(64.3) 0.85(0.53-1.36)

Crowding Index

≤2 persons/room 251(75.8) 101(40.4) 149(59.6) 1

>2persons/room 80(24.2) 24(30.0) 56(70.0) 0.63(0.37-1.09)

Place of birth

Village/Town 142 (42.6) 54(38.0) 88(62.0) 1

City 191(57.4) 73(38.4) 117(61.6) 1.02(0.65-1.59)

Presence of insurance for outpatient visits

No 187(56.3) 56(30.1) 130(69.9) 1

Yes 145(43.7) 71(49.0) 74(51.0) 2.23(1.42-3.50)

Disease Attributes Self-assessment of current health status

Poor 66(19.8) 25(38.5) 40(61.5) 1

Fair 157(47.1) 63(40.1) 94(59.9) 1.07(0.59-1.94)

Good 110(33.0) 39(35.5) 71(64.5) 0.88(0.47-1.66)

Type of Clinic Attended

Public 179(53.8) 53(29.8) 125(70.2) 1

Private 154(46.2) 74(48.1) 80(51.9) 2.18(1.39-3.42)
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Table 1 Comparison among T2D patients who consulted a dietitian and those who did not across a number of selected variables* (Continued)

Family history of diabetes

No 151(45.3) 51(33.8) 100(66.2) 1

Yes 182(54.7) 76(42.0) 105(58.0) 1.42(0.91-2.22)

Duration of T2D (years) 11.08 ± 8.65 12.60 ± 9.23 10.11 ± 8.17 1.03(1.01-1.06)

Complications of Diabetes

No 138(41.4) 46(33.3) 92(66.7) 1

Yes 195(58.6) 81(41.8) 113(58.2) 1.43(0.91-2.26)

Patients’ perceptions regarding T2D management Importance of controlling blood glucose in managing T2D

No/maybe it helps 43(12.9) 12(27.9) 31(72.1) 1

It helps a lot 290(87.1) 115(39.8) 174(60.2) 1.71(0.84-3.46)

Importance of diet in controlling blood glucose levels

No/maybe it helps 54(16.2) 15(27.8) 39(72.2) 1

It helps a lot 279(83.8) 112(40.3) 166(59.7) 1.75(0.92-3.33)

Importance of exercise in controlling blood glucose levels

No/maybe it helps 23(6.9) 9(39.1) 14(60.9) 1

It helps a lot 310(93.1) 118(38.2) 191(61.8) 0.96(0.40-2.29)

A dietitian can assist in changing and regulating dietary habits

No 77(25.2) 25(32.9) 51(67.1) 1

Yes 229(74.8) 102(44.5) 127(55.5) 1.64(0.95-2.83)

Practice of lifestyle modifications Currently following a special diet

No 167(50.2) 68(40.7) 99(59.3) 1

Yes 166(49.8) 59(35.8) 106(64.2) 0.81(0.52-1.26)

Frequency of exercise per week

<one time per week 195(58.6) 37(37.4) 62(62.6) 1

≥one time per week 138(41.4) 90(38.6) 143(61.4) 0.86(0.55-1.36)

*Values in this table represent n and (%), except for age where means ± (SD) are presented+. One study participant had the question about the use of dietary counseling services missing and hence was only included
in the overall descriptives and was excluded from the rest of the analysis.
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Figure 1 Use of dietary counseling among patients who were referred by physicians versus those who were not (n = 332).
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services [28]. Approaches to achieve this goal include
strengthening primary health care, investing in health
promotion and disease prevention initiatives, and proper
management of chronic diseases - among others [29,30].
A multidisciplinary healthcare team is an essential elem-
ent for the success of these approaches. While progress
has been noted in developed and some developing coun-
tries in the effective utilization of the services of physi-
cians and to a lesser extent nurses, the role of other
health providers, especially dietitians, has not been prop-
erly integrated into the policies of health care systems
[31,32]. This issue is even more pertinent to the Middle
East region since most of its countries are suffering from
Table 2 Determinants of consulting with a dietitian in the stu
(n = 332)

Independent variables

Age (years) (mean ± SD)

Gender

Male

Female

Duration of T2D (mean ± SD)

Presence of Complications of Diabetes

No

Yes

Presence of insurance for outpatient visits

No

Yes

Belief that a dietitian can assist in changing dietary habits

No/maybe it helps

It helps a lot

Referral by the physician

No

Yes

*Model 1 included the following variables: age, sex, duration of T2D, presence of di
dietitian can assist in changing dietary habits. Model 2 included all the aforementio
an epidemic of diet-related diseases, including T2D
[33-35].
The results of this study showed that, among Lebanese

patients with T2D, only 38% visited a dietitian, of whom
only 33% did so regularly. This finding is in agreement
with previous reports from countries of the Middle East
and North Africa (MENA) region. A study assessing the
dietary practices among patients with diabetes in the
United Arab Emirates revealed that 46% had never been
seen by a dietitian since their diagnosis [33]. Further-
more, another study of Emirati and Omani adults with
diabetes revealed that 25% of patients relied on informal
networks such as friends and family for nutrition
dy sample using multivariate logistic regression models *

Model 1 OR, 95% CI Model 2 OR, 95% CI

0.97, 0.95–1.00 0.98, 0.94–1.02

1 1

1.27, 0.77–2.08 1.19, 0.54–2.59

1.05, 1.02–1.08 1.03, 0.98–1.08

1 1

2.02, 1.14–3.57 1.33, 0.56–3.15

1 1

4.20, 2.39–7.4 5.86, 2.40–14.25

1 1

1.47, 0.82–2.63 3.74, 1.33–10.54

Not included 1

Not included 112.25, 42.73–294.84

abetes complications, presence of health insurance, and the belief that a
ned variables in addition to ever being referred by a physician to a dietitian.
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information. The authors highlighted the need to enhance
the role of dietitians in providing diabetes education [36].
Moreover, results of a survey of private and public
outpatient healthcare facilities in Qatar showed that the
majority of diabetes programs were led by physicians
while a few (17%) included dietitians' participation [37].
The underutilization of dietary counseling services clearly
highlights a lost opportunity to benefit from the proven
effectiveness of services of dietitians in the management
of T2D [38]. These findings do not only cast doubt over
the degree of integration of dietitians in the management
of patients with T2D but also raise questions on the com-
prehensiveness and quality of outpatient care.
Moreover, our results indicated that consulting a

dietitian was significantly associated with believing that
a dietitian can assist in changing dietary habits. This
finding is consistent with a large body of literature
underscoring the significant impact patients’ psycho-
logical belief in the effectiveness of therapeutic regimens
has on their compliance with these regimens [17,39].
Such an impact is particularly relevant should the com-
pliance with the therapeutic regimen require long-term
modifications to dietary and lifestyle habits, such is the
case of T2D [17,40,41].
In the Lebanese context, the two main types of out-

patient insurance coverage are social insurance for
employed individuals (the National Social Security Fund)
and private insurance [42,43]. Our analysis revealed a
strong and significant association between seeking diet-
ary services and the presence of social or private health
insurance, whereby participants who possessed insurance
had almost six times the odds of consulting a dietitian
than those who did not. The lack of insurance coverage/
reimbursement has been previously documented to
impede seeking dietary counseling on an outpatient basis
and has been identified as a perceived barrier by patients
with diabetes [16,23,44-46]. In the context of Lebanon, the
higher odds of consulting a dietitian observed among
those with health insurance, even if the insurance does
not cover any dietary services, could be explained by the
fact that those individuals are financially relieved from the
bigger portion of healthcare cost associated with the
disease treatment and would thus be more willing to pay
out-of-pocket for the dietary consultation.
This study identified the referral by physician as an im-

portant factor that significantly influences the utilization
of dietary counseling services by patients with T2D,
whereby 91% of those who were referred by their phys-
ician did in fact visit the dietitian. Studies showed that
interventions seeking to increase delivery of care by dieti-
tians have only succeeded through solid partnerships with
physicians who were committed to the referral system;
when physicians’ commitment was lacking, utilization of
dietary counseling services was often minimal [46,47]. The
importance of strengthening physicians’ referral of patients
with T2D to a dietitian is further underscored when physi-
cians themselves reported that the amount of nutrition
education received during their medical training is sub-
optimal and that they lack the sufficient knowledge of
dietary counseling for T2D [19,21,38]. Furthermore, phy-
sicians rarely have time to allocate for one-to-one diet-
ary counseling with their patients, and have often
reported time as the predominant barrier to providing
dietary counseling [16,23,38,48].

Conclusions
Findings of this study highlighted the underutilization of
dietary counseling services among patients with T2D in
Lebanon, and identified referral by a physician, presence
of insurance coverage for outpatient visits and patient’s
belief in the usefulness of dietary counseling as determi-
nants to seeking dietary counseling. Although some find-
ings may be context-specific, we believe that the trends
observed in this study may be extrapolated to other
countries of the MENA region. National efforts should
promote subsidized or affordable dietary counseling
services, offered through the national network of primary
healthcare centers to patients with T2D and those with
other chronic diseases. The current lack of financial
support for these services not only affects the outcomes of
care but also casts doubt over the equity of access to diet-
ary services in Lebanon.
Furthermore, the strong interrelationship between

seeking dietary advice and being referred to a dietitian
by a physician should encourage educators to emphasize
the multidisciplinary approach to disease prevention and
management and to ensure its integration within the
curricula of medical studies.
Study findings also suggest a role for the Lebanese

Academy for Nutrition and Dietetics [49], through its
executive committee, in lobbying for a more prominent
and integrated role for dietitians in primary healthcare.
The Academy could also work on educating the public
on the significant role that dietitians play in the manage-
ment of chronic diseases; thus improving the public
image of dietitians.
Dietitians represent an integral element within the

health human resources matrix and are capable of fulfill-
ing an active role in disease prevention and manage-
ment, if provided the opportunity. Since diet is
repeatedly reported as the most challenging aspect of
diabetes care [44,50], why not delegate the task of deliv-
ering dietary and lifestyle education to healthcare
personnel that are most qualified to do so? The findings
of this study certainly plants the seeds for further inves-
tigations and for future actions by policymakers that
would lay out a path for optimizing the role of dietitians
in the management of T2D.



Alameddine et al. BMC Health Services Research 2013, 13:504 Page 9 of 10
http://www.biomedcentral.com/1472-6963/13/504
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
MA conceptualized the topic, led the write up of the proposal, contributed
to data collection and analysis and prepared the first draft of the manuscript.
LN helped with the conceptualization of the idea, contributed to data
analysis and the write up of the manuscript. NH contributed to analysis and
write up of the manuscript. YM contributed to literature review and synthesis
and helped with the write up of the manuscript. HS contributed to the
coding and cleanup of data collected, statistical analysis and write up. DM
carried out data collection and contributed to data analysis and write up. FN
co-led all aspects of the study and co-led the write up of the proposal and
the write up of the manuscript. All authors read and approved the final
manuscript.
Acknowledgments
This study was funded by the American University of Beirut Research Board.
The authors would like to thank Dr Amy Zenger who provided thorough
English editing for the manuscript.

Author details
1Faculty of Health Sciences, Department of Health Management and Policy,
American University of Beirut, Riad El-Solh, Beirut 1107 2020, Lebanon.
2Faculty of Agricultural and Food Sciences, Department of Nutrition and
Food Sciences, American University of Beirut, Riad El-Solh, Beirut 1107 2020,
Lebanon.

Received: 26 May 2013 Accepted: 28 November 2013
Published: 5 December 2013
References
1. Hossain P, Kawar B, El Nahas M: Obesity and diabetes in the developing

world–a growing challenge. N Engl J Med 2007, 356(3):213–215.
2. Shaw JE, Sicree RA, Zimmet PZ: Global estimates of the prevalence of

diabetes for 2010 and 2030. Diabetes Res Clin Pract 2010, 87(1):4–14.
3. Hirbli KI, Jambeine MA, Slim HB, Barakat WM, Habis RJ, Francis ZM:

Prevalence of diabetes in greater Beirut. Diabetes Care 2005, 28(5):1262.
4. Brown JB, Pedula KL, Bakst AW: The progressive cost of complications in

type 2 diabetes mellitus. Arch Intern Med 1999, 159(16):1873–1880.
5. Brandle M, Zhou H, Smith BR, Marriott D, Burke R, Tabaei BP, Brown MB,

Herman WH: The direct medical cost of type 2 diabetes. Diabetes Care
2003, 26(8):2300–2304.

6. Institute of Medicine: The role of nutrition in maintaining health in the
nation’s elderly: evaluating coverage of nutrition services for the medicare
population. Washington, DC: National Academy Press; 2000.

7. American Diabetes Association: Evidence-based nutrition principles and
recommendations for the treatment and prevention of diabetes and
related complications. Diabetes Care 2002, 25(1):202–212.

8. Wylie-Rosett J, Delahanty L: An integral role of the dietitian: implications
of the diabetes prevention program. J Am Diet Assoc 2002,
102(8):1065–1068.

9. UK Prospective Diabetes Study Group: UK prospective diabetes study 7:
response of fasting plasma glucose to diet therapy in newly presenting
type II diabetic patients. Metabolism 1990, 39(9):905–912.

10. Al-Shookri A, Khor GL, Chan YM, Loke SC, Al-Maskari M: Effectiveness of
medical nutrition treatment delivered by dietitians on glycaemic out-
comes and lipid profiles of Arab, Omani patients with Type 2 diabetes.
Diabet Med 2012, 29(2):236–244.

11. Battista MC, Labonte M, Menard J, Jean-Denis F, Houde G, Ardilouze JL,
Perron P: Dietitian-coached management in combination with annual
endocrinologist follow up improves global metabolic and cardiovascular
health in diabetic participants after 24 months. Appl Physiol Nutr Metab
2012, 37(4):610–620.

12. Franz MJ, Monk A, Barry B, McClain K, Weaver T, Cooper N, Upham P,
Bergenstal R, Mazze RS: Effectiveness of medical nutrition therapy
provided by dietitians in the management of non-insulin-dependent
diabetes mellitus: a randomized, controlled clinical trial. J Am Diet Assoc
1995, 95(9):1009–1017.
13. Pastors JG, Warshaw H, Daly A, Franz M, Kulkarni K: The evidence for the
effectiveness of medical nutrition therapy in diabetes management.
Diabetes Care 2002, 25(3):608–613.

14. Sheils JF, Rubin R, Stapleton DC: The estimated costs and savings of
medical nutrition therapy: the Medicare population. J Am Diet Assoc 1999,
99(4):428–435.

15. Herman WH, Eastman RC: The effects of treatment on the direct costs of
diabetes. Diabetes Care 1998, 21(Suppl 3):C19–C24.

16. Kolasa KM, Rickett K: Barriers to providing nutrition counseling cited by
physicians: a survey of primary care practitioners. Nutr Clin Pract 2010,
25(5):502–509.

17. Spikmans FJ, Brug J, Doven MM, Kruizenga HM, Hofsteenge GH, van
Bokhorst-van der Schueren MA: Why do diabetic patients not attend
appointments with their dietitian? J Hum Nutr Diet 2003, 16(3):151–158.

18. Flocke SA, Crabtree BF, Stange KC: Clinician reflections on promotion of
healthy behaviors in primary care practice. Health Policy 2007, 84(2–3):277–283.

19. Kolasa KM: “Images” of nutrition in medical education and primary care.
Am J Clin Nutr 2001, 73(6):1006–1009.

20. Wynn K, Trudeau JD, Taunton K, Gowans M, Scott I: Nutrition in primary
care: current practices, attitudes, and barriers. Can Fam Physician 2010,
56(3):e109–e116.

21. Kuppersmith NC, Wheeler SF: Communication between family physicians
and registered dietitians in the outpatient setting. J Am Diet Assoc 2002,
102(12):1756–1763.

22. Nicholas L, Roberts DC, Pond D: The role of the general practitioner and
the dietitian in patient nutrition management. Asia Pac J Clin Nutr 2003,
12(1):3–8.

23. Freeman JD, Kadiyala S, Bell JF, Martin DP: The causal effect of health
insurance on utilization and outcomes in adults: a systematic review of
US studies. Med Care 2008, 46(10):1023–1032.

24. Nicholas LG, Pond CD, Roberts DC: Dietitian-general practitioner interface:
a pilot study on what influences the provision of effective nutrition
management. Am J Clin Nutr 2003, 77(4 Suppl):1039S–1042S.

25. Kolasa KM, Kay C, Henes S, Sullivan C: The clinical nutritional implications
of obesity and overweight. N C Med J 2006, 67(4):283–287.

26. Franz MJ, Warshaw H, Daly AE, Green-Pastors J, Arnold MS, Bantle J:
Evolution of diabetes medical nutrition therapy. Postgrad Med J 2003,
79(927):30–35.

27. Fitzner K, Myers EF, Caputo N, Michael P: Are health plans changing their
views on nutrition service coverage? J Am Diet Assoc 2003,
103(2):157–161.

28. Grone O, Garcia-Barbero M, WHO European Office for Integrated Health
Care Services: Integrated care: a position paper of the WHO European
office for integrated health care services. Int J Integr Care 2001, 1:e21.

29. Starfield B, Shi L, Macinko J: Contribution of primary care to health
systems and health. Milbank Q 2005, 83(3):457–502.

30. Maher D, Harries AD, Zachariah R, Enarson D: A global framework for action to
improve the primary care response to chronic non-communicable diseases: a
solution to a neglected problem. BMC Public Health 2009, 9:355.

31. Moore H, Adamson AJ, Gill T, Waine C: Nutrition and the health care
agenda: a primary care perspective. Fam Pract 2000, 17(2):197–202.

32. Crustolo AM, Ackerman S, Kates N, Schamehorn S: Integrating nutrition
services into primary care: experience in Hamilton, Ont. Can Fam
Physician 2005, 51:1647–1653.

33. Al-Kaabi J, Al-Maskari F, Saadi H, Afandi B, Parkar H, Nagelkerke N:
Assessment of dietary practice among diabetic patients in the United
Arab Emirates. Rev Diabet Stud 2008, 5(2):110–115.

34. Al-Lawati JA, Al Riyami AM, Mohammed AJ, Jousilahti P: Increasing
prevalence of diabetes mellitus in Oman. Diabet Med 2002,
19(11):954–957.

35. Ashraf H, Rashidi A, Noshad S, Khalilzadeh O, Esteghamati A: Epidemiology
and risk factors of the cardiometabolic syndrome in the Middle East.
Expert Rev Cardiovasc Ther 2011, 9(3):309–320.

36. Ali H, Bernsen R, Taleb S, Al Azzani B: Carbohydrate-food knowledge of
Emirati and Omani adults with diabetes. Int J Diabetes Metab 2008,
16:25–28.

37. Wilbur K, Al Ameri M: An inventory of diabetes care in Qatar.
Pract Diabetes Int 2011, 28(1):35–36.

38. Kapur K, Kapur A, Ramachandran S, Mohan V, Aravind SR, Badgandi M,
Srishyla MV: Barriers to changing dietary behavior. J Assoc Physicians India
2008, 56:27–32.



Alameddine et al. BMC Health Services Research 2013, 13:504 Page 10 of 10
http://www.biomedcentral.com/1472-6963/13/504
39. Jin J, Sklar GE, Min Sen Oh V, Chuen Li S: Factors affecting therapeutic
compliance: a review from the patient’s perspective. Ther Clin Risk Manag
2008, 4(1):269–286.

40. Jackson R, Asimakopoulou K, Scammell A: Assessment of the
transtheoretical model as used by dietitians in promoting physical
activity in people with type 2 diabetes. J Hum Nutr Diet 2007, 20(1):27–36.

41. Assal JP, Jacquemet S, Morel Y: The added value of therapy in diabetes:
the education of patients for self-management of their disease.
Metabolism 1997, 46(12 Suppl 1):61–64.

42. Ammar W: Health Beyond Politics: First ed. World Health Organization Eastern
Mediterranean Regional Office: Beirut, Lebanon; 2009.

43. Ammar W: Health System and Reform in Lebanon: Beirut. World Health
Organization Eastern Mediterranean Regional Office: Lebanon; 2003.

44. Nagelkerk J, Reick K, Meengs L: Perceived barriers and effective strategies
to diabetes self-management. J Adv Nurs 2006, 54(2):151–158.

45. Graziani C, Rosenthal MP, Diamond JJ: Diabetes education program use
and patient-perceived barriers to attendance. Fam Med 1999,
31(5):358–363.

46. Peyrot M, Rubin RR: Access to diabetes self-management education.
Diabetes Educ 2008, 34(1):90–97.

47. Senior PA, MacNair L, Jindal K: Delivery of multifactorial interventions by
nurse and dietitian teams in a community setting to prevent diabetic
complications: a quality-improvement report. Am J Kidney Dis 2008,
51(3):425–434.

48. Eaton CB, Goodwin MA, Stange KC: Direct observation of nutrition
counseling in community family practice. Am J Prev Med 2002,
23(3):174–179.

49. No APD: 15796- Licensing Dietitians in Lebanon. Lebanon: Lebanese ministry
of Health; 2005.

50. Whittemore R, Chase SK, Mandle CL, Roy C: Lifestyle change in type 2
diabetes a process model. Nurs Res 2002, 51(1):18–25.

doi:10.1186/1472-6963-13-504
Cite this article as: Alameddine et al.: Factors associated with consulting
a dietitian for diabetes management: a cross-sectional study. BMC Health
Services Research 2013 13:504.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Research design
	Study participants
	Survey instrument
	Data analysis

	Results
	Descriptive analysis
	Multivariate analyses

	Discussion
	Conclusions
	Competing interests
	Authors’ contributions
	Acknowledgments
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


