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Stowo wstepne

Szanowni Panstwo! Kolezanki, Koledzy!

Przekazywany w Paristwa rece zeszyt kwartalnika ,Family Me-
dicine & Primary Care Review” zamyka dziesiaty rok wydawania
naszego naukowego periodyku. Prezentujemy w nim zagadnienia
wynikajace z codziennej pracy lekarza rodzinnego oraz pracowni-
kéw naukowo-dydaktycznych prowadzacych ksztatcenie przed-
i podyplomowe w zakresie medycyny rodzinnej.

Kontynuujemy prezentacje na tamach naszego kwartalnika cztonkéw Komitetu Nau-
kowego, a w przysztosci planujemy przyblizenie naszym Czytelnikom sylwetek czton-
kéw Komitetu Redakcyjnego.

Jestem przekonany, ze i ten numer spetni Paristwa oczekiwania, a zawarte w nim artyku-
ty przyczynia sie do uzupetnienia wiedzy tak niezbednej w praktyce lekarza rodzinnego.

W tym roku pozegnaliSmy naszego niezapomnianego cztonka Komitetu Naukowego
— Profesora dr. hab. Macieja Latalskiego, bytego Rektora Akademii Medycznej w Lubli-
nie, wieloletniego dyrektora Instytutu Medycyny Wsi. Profesor Latalski byt wspéttwérca
medycyny rodzinnej w Polsce. Do chwili przejscia na emeryture kierowat Miedzywy-
dziatowa Katedra Zdrowia Publicznego Akademii Medycznej w Lublinie.

Jak co roku pragne serdecznie podziekowaé Radzie Naukowej, Wspétpracownikom
Redakcji oraz wszystkim Recenzentom, za duzy trud i wysitek wtozony w recenzowa-
nie wszystkich artykutéw.

7 okazji Swigt Bozego Narodzenia oraz nadchodzacego Nowego Roku 2009 w imieniu
Redakcji Kwartalnika ,Family Medicine & Primary Care Review” i swoim wiasnym pragne
ztozy¢ Wszystkim Czytelnikom jak najserdeczniejsze Zyczenia zdrowia i spetnienia marzen
oraz sukcesow w Zyciu osobistym i zawodowym

Redaktor Naczelny
Prof. dr hab. Andrzej Steciwko



Komitet Redakcyjny ,Family Medicine & Primary Care Review”, liczac na dalszg owocna wspdtprace,
sktada najserdeczniejsze podzigkowania Recenzentom, ktérymi w roku 2008 byli:

Prof. dr hab. Andrzej Boznariski (Wroctaw)
Prof. dr hab. Alicja Chybicka (Wroctaw)
Prof. dr hab. Jan Ereciriski (Gdarisk)

Prof. dr hab. Krzysztof Grabowski (Wroctaw)
Prof. dr hab. Marian Grybo$ (Wroctaw)

Dr n. med. Wojciech Guzikowski (Opole)
Prof. dr hab. Wanda Horst-Sikorska (Poznari)
Dr hab. Beata Karakiewicz (Szczecin)

Dr n. med. Przemystaw Kardas (£6dZ7)

Prof. dr hab. Jerzy Kotodziej (Wroctaw)

Prof. dr hab. Jan Kornafel (Wroctaw)

Prof. dr hab. Jerzy Leszek (Wroctaw)

Prof. dr hab. Jan Lubinski (Szczecin)

Prof. dr hab. Jerzy topatyriski (Lublin)

Prof. dr hab. Walentyna Mazurek (Wroctaw)
Prof. dr hab. Andrzej Milewicz (Wroctaw)
Prof. dr hab. Zuzanna Morawska (Wroctaw)
Dr hab. n. med. Andrzej Mysiak (Wroctaw)
Prof. dr hab. Leszek Paradowski (Wroctaw)
Prof. dr hab. Bernard Panaszek (Wroctaw)
Prof. dr hab. Piotr Ponikowski (Wroctaw)
Prof. dr hab. Andrzej Rajewski (Poznar)
Prof. dr hab. Zbigniew Rudkowski (Wroctaw)
Dr hab. Joanna Rymaszewska (Wroctaw)
Prof. dr hab. Janusz Siebert (Wroctaw)

Prof. dr hab. Piotr Szyber (Wroctaw)

Prof. dr hab. Kazimierz Wardyn (Warszawa)
Prof. dr hab. Renata Wasik (Wroctaw)

Prof. dr hab. Mieczystaw Wozniak (Wroctaw)
Prof. dr hab. Zygmunt Zdrojewicz (Wroctaw)
Prof. dr hab. Barbara Zdziarska (Szczecin)
Prof. dr hab. Irena Zimmermann-Gérska (Poznan)



CZEONKOWIE KOMITETU NAUKOWEGO

Prof. zw. dr hab. med. Zygmunt Zdrojewicz

Urodzit sie 10 X 1946 r. w Watbrzychu. Szkote podstawowa ukoriczyt w Szczaw-
nie Zdroju. W latach 1960-1964 uczeszczat do Il LO w Watbrzychu, ktére ukoriczyt
z wyréznieniem. W latach 1964-1970 studiowat na Wydziale Lekarskim Akademii
Medycznej we Wroctawiu, ktére ukoriczyt z wynikiem dobrym. Bezposrednio po
studiach podjat prace w Katedrze i Klinice Endokrynologii AM we Wroctawiu jako
mtodszy asystent w Paristwowym Szpitalu Klinicznym nr 1, a od 1979 r. zostat za-
trudniony w tejze Klinice jako pracownik Uczelni, w ktdrej pracuje obecnie na sta-
nowisku profesora zwyczajnego.

W 1977 r. na podstawie rozprawy doktorskiej wykonanej pod kierownictwem dr. hab. med. Stanista-
wa Gruszki pt. ,Zachowanie sie¢ hormonéw kory nadnerczy w pierwotnej niedoczynnosci tarczycy” Ra-
da Wydziatu Lekarskiego Akademii Medycznej we Wroctawiu nadata mu stopieri naukowy doktora nauk
medycznych. W 1993 r. na podstawie oceny dorobku naukowego oraz pracy habilitacyjnej zatytutowa-
nej ,Ocena aktywnosci enzymu konwertujacego angiotensyne | (ACE) u oséb zdrowych i kobiet z dys-
funkcja tarczycy”, uzyskat stopieri naukowy doktora habilitowanego nauk medycznych. Tytut profesora
nauk medycznych Prezydent Rzeczypospolitej Polskiej nadat mu w 2002 r., stanowisko profesora nad-
zwyczajnego w wyzej wymienionej Klinice uzyskat w 2003 r., a stanowisko profesora zwyczajnego
w 2006 r. Posiada drugi stopien specjalizacji z choréb wewnetrznych oraz podspecjalizacje z endokryno-
logii, a takze z seksuologii.

W 1993 r. byt stypendysta DAAD w Heidelbergu — Niemcy. Dziatalnos¢ naukowa to: okoto 320 pu-
blikacji, ktére ukazaty sie w recenzowanych czasopismach krajowych i zagranicznych, ponadto jest au-
torem licznych rozdziatéw podrecznikowych, m.in. ,Endokrynologii klinicznej” (2007), ,Endokrynologii
na co dzien” (2003), a takze ksigzek: Mitos¢, hormony i seks, Leksykon kardiologiczny, Leksykon seksuo-
logiczny. Od 2001 r. jest Konsultantem Wojewddzkim w dziedzinie seksuologii dla wojewdédztwa wro-
ctawskiego, a takze biegtym sadowym w tej dziedzinie. Jest Konsultantem ds. naukowo-medycznych
Uzdrowiska Szczawno-Jedlina S.A., a takze Powiatowego Centrum Zdrowia w Kamiennej Gérze. Jest
cztonkiem licznych Towarzystw Naukowych, takich jak: Polskiego Towarzystwa Internistycznego, Pol-
skiego Towarzystwa Endokrynologicznego, Polskiego Towarzystwa Diabetologicznego, Polskiego Towa-
rzystwa Seksuologicznego, Polskiego Towarzystwa Nadcisnienia Tetniczego, Polskiego Towarzystwa Te-
rapeutycznego (cztonek Zarzadu), International Medical Association for Experimental and Clinical Re-
search, a takze cztonkiem Komisji Farmakologii Klinicznej PAN. Cztonek Rad Naukowych: ,Seksuologii
Polskiej”, ,Family Medicine & Primary Care Review”, ,Probleméw Terapii Monitorowanej , ,Przegladu
Terapeutycznego”. Promotor 3 prac doktorskich, kierownik licznych specjalizacji z choréb wewnetrznych
i endokrynologii. W latach 2004-2006 kierownik Zaktadu Edukacji Zdrowotnej Instytutu Pedagogiki Uni-
wersytetu Wroctawskiego. Posiada liczne odznaczenia paristwowe, resortowe i uczelniane, m.in.: Medal
Academia Medica Vratislavienses, Medal Komisji Edukacji Narodowej, Odznake ,Za wzorowa prace
w Stuzbie Zdrowia”, Krzyz Kawalerski Orderu Odrodzenia Polski. Gtéwne zainteresowania naukowe to:
przyczyny i patomechanizm nadcisnienia tetniczego w endokrynopatiach przebiegajacych z nadcisnie-
niem tetniczym, badania nad wptywem neuromodulatoréw, neurotransmiteréw na organizm cztfowieka.
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Woprowadzenie. Eksperci Swiatowej Organizacji Zdrowia informuja, ze wielko$¢ oddziatywania
czynnikéw srodowiska na zdrowie jest niedoszacowana, gtéwnie z powodu bardzo ograniczonych danych na ten
temat.

Cel pracy. Celem pracy byta ocena wptywu zanieczyszczern wybranych komponentéw srodowiska na zdrowie
populacji powiatu grodzkiego m. Poznan oraz ziemskiego powiatu poznarskiego.

Materiat i metoda. W badaniach zastosowano metode taksonomiczng wedtug Dutkiewicza i wspétautoréw. Me-
toda ta pozwala na ocene Srodowiskowych zagrozeri zdrowia populacji zamieszkujacej badany obszar.

Wyniki. Rejony pozamiejskie powiatu poznariskiego wykazaty wigksze zréznicowanie zaréwno stanu srodowiska,
jak i sytuacji zdrowotnej, a potencjalne korelacje nie byty silnie wyrazone. W powiecie m. Poznania czesciej wy-
stepowaty wartosci miar syntetycznych swiadczace o wysokim zagrozeniu dla zdrowia i wysokim nasileniu ujem-
nych skutkéw zdrowotnych. Korelacje miedzy miarg syntetyczna zagrozen srodowiskowych a wybranymi znorma-
lizowanymi wspétczynnikami — negatywnymi miernikami zdrowia, w rejonie powiatu grodzkiego swiadczyty o du-
zej sile zwigzku, z ktérych najsilniej korelowat wspétczynnik umieralnosci z powodu nowotworéw ztosliwych.
Whioski. Najwyzsze wspétczynniki korelacji zaobserwowano w przypadku umieralnosci z powodu nowotworéw
ztosliwych, matej urodzeniowej masy ciata oraz umieralnosci noworodkéw z powodu wrodzonych wad rozwo-
jowych. Stabsze korelacje uzyskano, poréwnujac miare stanu Srodowiska w rejonach gmin powiatu poznariskie-
go z negatywnymi miernikami stanu zdrowia. Zaobserwowano zmiany w strukturze zgonéw. Najwyzsze wspot-
czynniki korelacji stwierdzono w przypadku umieralnosci z powodu choréb sercowo-naczyniowych.

Stowa kluczowe: srodowiskowe zagrozenia zdrowia, zdrowie, populacja, metoda taksonomiczna.

Background. World Health Organization experts note that dimension of harmful effects of environ-
mental agents on human health is insufficiently assessed, mainly due to very limited data.

Material and method. Taxonometric methodology by Dutkiewicz et. al. has been applied. This methodology al-
lowed assessing of environmental health hazards in the studied areas. The main aim of this study was an asse-
ssment of impact of pollution in selected environmental componentson health of population living in urban (city
of Poznan) and non-urban areas of Poznan district.

Results. The non-urban areas have been more differentiated that urban areas in both environmental hazards and
the health status and thereby potential interactions have not been clearly expressed. In the city of Poznan, values
of integrated (synthetic) measures have been considerably more frequently noticed. It provides with the informa-
tion about high risk to health and high intensification of adverse health effects.

The correlations between integrated measure of environmental hazards and selected normalized coefficients — ne-
gative health rates, in the city area have been strong. The strongest correlation has been found in mortality from
malignant tumors.

Conclusions. The highest correlation coefficients have been observed while considering mortality from malignant
neoplasms, low-weighted births and newborns mortality from congenital malformations. There is a weak link be-
tween environmental hazards and health status of the population from non-urban areas. Change in death rate
structure has been also observed there. The highest correlation coefficients for mortality from cardiovascular di-
seases have been noticed.

Key words: environmental hazards, health, population, taxonometric method.
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Background

World Health Organization experts note that
dimension of harmful effects of environmental
agents on human health is insufficiently assessed,
mainly due to very limited data. It is assumed that
environmental factors determine premature deaths
and health breakdown. It is the risk that may not
be avoided by the population from polluted are-
as, as they can do so in case of lifestyle change
and individual health behaviour.

The environmental pollution is considered as
a potential causal factor or one of the causal factors
in relation to wide spectrum of health disturbances,
including, inter alia: cancer, respiratory diseases,
cardiovascular ones, diseases of nervous system,
allergy, and abnormalities of fetus growth [1-4].

In Poland, in last decade of the recent century,
favorable changes in sphere of environmental
protection were achieved. Despite this, Poland
has relatively high level of toxic substances emis-
sion.

Material and method

The aim of this study was to assess the impact
of pollution of selected environmental media (the
air, the water and the soil) on the population he-
alth — people living in urban and non-urban areas
of Poznan district in years 1996-2000.

Secondary information sources divided into
population health material and environmental
status one have been of essential importance.

The only data that have been taken into account
based on the following criteria: data availability,
territorial extent and data credibility. The data that
have been included in the study selected from
among over 40 of indicators were as follow: im-
mission of air pollutants, (mid concentration in
year of gas pollutants Da, excluding CO,); (mid
concentration in year of particle pollutants Da)
and number of industrial plants burdensome to
the natural environment.

Following indicators have been selected to
proceed the analysis: low birth weight rate, death
births, mortality from congenital malformations,
newborns mortality from hypotrophy, overall
mortality before age 50, mortality from neoplasms
(in age groups 0-4, 5-19, 35-49), mortality from
cardiovascular diseases (in age groups 0—4, 5-19,
35-49) and finally mortality from respiratory di-
seases (in age groups 0-4, 5-19, 35-49). The
indicators of environmental hazards as well as in-
dicators of negative health effects have been nor-
malized and then aggregation process. The taxo-
nometric methodology of Dutkiewicz et al. modi-
fied and adopted by the authors of this paper has
been applied [5, 6].

Synthetic measures of complex phenomena li-
mited by scale from 0 to 1 created the ranking in-
dexes.

The correlations between values of each nor-
malized health indicators and synthetic measure
of environmental hazards have been carried out
[7-9].

To create a ranking of studied areas, Paasivirta
model has been applied. The following interpre-
tation criteria have been adopted from this model.

If the value of synthetic measure Sj > 0,55,
then, there is a high hazard to health (index 3) in
the specific area.

If the value 0,55 > Sj = 0,30, there is potential
high hazard to health (index 2) and finally if Sj <
0,30, then there is no substantial risk (index 1).

Synthetic measures of population health status
have been arranged in the same way. The tables
of indexes being the effect of analyses of the two
collections were used to rank the studied areas
with regard to environmental hazards to health
and quality of life of the populations living in the
areas.

Results

In table 1 there are synthetic measures of envi-
ronmental hazards in the area of the city of
Poznan in the year 1996, 1997, 1998, 1999 and
2000. Moreover, the quarters of the areas being
studied, were ranked according to hazard indexes.

The values of synthetic measures of popula-
tion health status of the city of Poznan were pre-
sented in table 2.

The highest rates of low-weighted births in
1996 was noticed in the quarter of Poznan-Wilda
(805,01), in 1997 in the quarter of Poznan-Jezyce
(871,63), in 1998 in the quarter of Poznan-Stare
Miasto (611,93), in 1999 in the quarter of Po-
znan-Wilda (846,46) and 602,84 in 2000 per 10
thousand of live births).

The lowest rates of low-weighted births in
1996 were observed in Poznan-Stare Miasto
(543,48), in 1997 also in Poznan-Stare Miasto
(525,91), in 1998 in Poznan-Grunwald (543,16),
in 1999 in Poznan-Stare Miasto (527,08) and in
2000 in Poznan-Jezyce (461,78) per 10 thousand
of live births.

The lowest rates of death births in 1996 was
noticed in the quarter of Poznan-Nowe Miasto —
42,77, in 1997 in the quarter of Poznan-Stare
Miasto — 22,81, in 1998 in the quarter of Poznan-
-Wilda — 37,24, in 1999 in the quarter of Poznan-
-Jezyce — 32,10 and in 2000 in the quarter of Po-
znan-Nowe Miasto — 35,40 per 10 thousand of
overall births.

The highest rates of death births were recorded
in the quarter of Poznan-Jezyce in 1996 — 82,53,



R. Adamek et al. e Environmental hazard and health status of population in Poznan district  [§P{J)

Table 1. The values of synthetic measures of environmental hazards in quarters of the city of Poznan in years

1996, 1997, 1998, 1999 and 2000

Quarter | Synthetic measure Index of environmental hazards | Rank

1996 | 1997 | 1998 | 1999 [2000 | 1996 | 1997 | 1998 | 1999 | 2000 | 1996 | 1997 | 1998 | 1999 | 2000
Poznan- 0,76 {0,11 | 0,20 [0,54 |0,61 |3 1 1 2 3 5 1 1 5 4
Grunwald
Poznan- 0,66 10,64 (0,59 [0,53 /0,50 |3 3 3 2 2 4 5 3 4 3
Jezyce
Poznan- 0,30 0,47 [0,79 |0,17 10,23 | 2 2 3 1 1 1 4 5 1 1
Nowe
Miasto
Poznan- 0,47 10,53 {0,59 (0,50 |0,73 | 2 2 3 2 3 3 3 4 3 5
Stare
Miasto
Poznan- 0,41 10,30 |0,23 |0,27 |0,29 | 2 2 1 2 1 2 2 2 2 2
Wilda

Table 2. The values of synthetic measures of health indicators in quarters of the city of Poznan in years 1996,

1997, 1998, 1999 and 2000

Quarter | Synthetic measure Index of health effects Rank

1996 | 1997 | 1998 | 1999 [2000 | 1996 | 1997 | 1998 | 1999 | 2000|1996 | 1997 | 1998 | 1999 | 2000
Poznan- 0,75 10,57 10,35 (0,32 |0,78 | 3 3 2 2 3 5 4 3 2 5
Grunwald
Poznan- 0,57 10,66 [0,36 [0,11 |0,37 | 3 3 2 1 2 4 5 4 1 3
Jezyce
Poznan- | 0,24 (0,35 | 0,24 (0,51 |0,25 | 1 2 1 2 1 1 2 1 4 1
Nowe
Miasto
Poznan- 0,55 10,22 {0,71 |0,46 |0,58 | 2 1 3 2 3 3 1 5 3 4
Stare
Miasto
Poznan- 0,41 10,53 {0,29 (0,72 |0,26 | 2 2 1 3 1 2 3 2 5 2
Wilda

in the quarter of Poznan-Wilda in 1997 — 146,25,
in the quarter of Poznan-Nowe Miasto in 1998 —
116,17, in the quarter of Poznan-Stare Miasto in
1999 — 92,99 and Poznan-Grunwald in 2000 —
110,44 per 10 thousand of overall births. The
morbidity rate of malignant neoplasms in general
had an upward trend from 37,56 in 1996 to 41,09
in the year 2000.

In 1996 in the district of Poznan, in 5 gminas,
there weren’t environmental risk: Puszczykowo,
Buk, Dopiewo, Kleszczewo i Mosina, and the
best health status was represented by the popula-
tion of gminas: Lubon, Puszczykowo, Dopiewo,
Kleszczewo, Mosina, Murowana Goslina, Pobie-
dziska, Suchy Las i Swarzedz. The potential envi-
ronmental hazard to health (index 2) was obse-
rved in the following gminas: Czerwonak, Komor-
niki, Kostrzyn, Kornik, Murowana Goslina,
Pobiedziska, Rokietnica, Steszew i Suchy Las, ho-

wever, while considering the health status, signi-
ficant intensification of the adverse health effects,
was noticed in the following gminas: Buk, Czer-
wonak, Komorniki, Kostrzyn, Koérnik, Steszew
i Tarnowo Podgérne. In the other gminas, the va-
lues of synthetic measure of environmental ha-
zards to health exceeded the value of 0,55 and
thus they were recognized as ones of the highest
risk.

The best health situation of population was
observed in the following gminas: Lubon, Pu-
szczykowo, Dopiewo, Kleszczewo, Mosina, Mu-
rowana Goslina, Pobiedziska, Suchy Las i Swa-
rzedz. The worst health situation was noticed in
the population in one community: Rokietnica.

In 1997 in the following gminas: Puszczyko-
wo, Dopiewo, Kleszczewo, Komorniki, Pobiedzi-
ska and Rokietnica there weren’t any environmen-
tal hazards. The synthetic measure (value “2”) was

<
=
—
o
=
(=]
o
H
=
>
)
o
2
=
(]
9]
>
)
[+-]
£
S
-9
[~}
%)
4=
=
=
%)
b3
=
=
[+
(i




1270‘ R. Adamek et al. ® Environmental hazard and health status of population in Poznan district

<«
S
-
©
S
S
«
2
e
>
2
ez
o
e
&
(9]
>
B
&
=
=
o
5]
o
o=
S
5
54
>
=
£
&
[

noticed in the gminas: Buk, Czerwonak, Kostrzyn,
Koérnik, Mosina, Murowana Goslina, Steszew,
Swarzedz, Tarnowo Podgdrne. In the other gminas
the level of environmental hazards was higher
than 0,55 and there were high level of health risk.
The best health situation of population was obser-
ved in the following gminas: Puszczykowo, Do-
piewo, Komorniki, Kostrzyn, Kérnik, Mosina, Mu-
rowana Goslina, Steszew and Suchy Las.

In 1998 in eight gminas: Puszczykowo, Buk,
Dopiewo, Kleszczewo, Komorniki, Kostrzyn, Kor-
nik i Mosina there weren’t any environmental ha-
zards. The synthetic measure (value “2”) was no-
ticed in the gminas: Czerwonak, Murowana Go-
slina, Pobiedziska, Steszew i Tarnowo Podgorne.
In the other gminas the level of environmental ha-
zards was higher than 0,55 and there were high
level of health risk. The best health situation of
population was observed in the following gminas:
Puszczykowo, Czerwonak, Dopiewo, Komorniki,
Kostrzyn, Kérnik, Mosina, Murowana Goslina,
Pobiedziska, Steszew, Suchy Las i Swarzedz.

In 1999 in seven gminas: Puszczykowo, Buk,
Dopiewo, Kostrzyn, Kérnik, Mosina i Rokietnica.
There weren’t any environmental hazards. The
synthetic measure (value “2”) was noticed in the
gminas: Czerwonak, Kleszczewo, Komorniki,
Murowana Goslina, Pobiedziska, Steszew, Suchy
Las, Swarzedz i Tarnowo Podgérne. In the other
gminas the level of environmental hazards was
higher than 0,55 and there were high level of
health risk. The best health situation was noticed
in nine gminas: Lubori, Puszczykowo, Buk, Czer-
wonak, Kleszczewo, Komorniki, Rokietnica, Ste-
szew i Suchy Las. The worst health situation was
noticed in the population in one community: Mu-
rowana Goslina.

In 2000 no environmental hazards was obse-
rved in the following gminas: Puszczykowo, Buk,
Dopiewo, Kleszczewo i Mosina. Index 2 was cal-
culated for gminas: Czerwonak, Komorniki, Ko-
strzyn, Kérnik, Murowana Goslina, Pobiedziska,
Rokietnica, Steszew i Suchy Las. In the other gmi-
nas, the values of synthetic measure of environ-
mental hazards to health exceeded the value of
0,55, and thus they were recognized as ones of
the highest risk. The best health situation was pre-
sented by the inhabitants of the following gminas:
Buk, Czerwonak, Kleszczewo, Komorniki, Ko-
strzyn, Kérnik, Murowana Goslina, Steszew, Su-
chy Las i Tarnowo Podgdrne. The health status of
the citizens of the following gminas: Lubon, Pu-
szczykowo, Dopiewo, Kostrzyn, Mosina, Pobie-
dziska, Rokietnica i Swarzedz was considered as
significantly affected. There were no gminas of in-
dex 3.

The rate of low birth weight reached the high-
est value in 1996 in Pobiedziska — 935,67, in
1997 in Murowana Goslina — 935,67, in 1998 in

Kleszczewo — 1090,91, in 1999 in Murowana
Goslina — 1266,67, in 2000 in Dopiewo — 800
per 10 thousand of live births. The lowest rate of
low birth weight was recorded in 1996 in Pu-
szczykowo — 289,85, in 1997 in Komorniki —
240, in 1998 in Steszew — 322,58, in 1999 in Ro-
kietnica — 259,74 and in 2000 in Kleszczewo —
169,49 per 10 thousand of live births.

The rate of death births in 1996 reached the
highest value in Steszew — 191,08, in 1997 in
Czerwonak — 265,49, in 1998 in Lubonn — 197,37,
in 1999 in Murowana Goslina — 196,08 and in
2000 in Dopiewo — 196,08 per 10 thousand of
overall births.

The lowest rate of death births in 1996 was re-
corded in Kérnik — 57,14, in 1997 in Swarzedz —
26,95,in 1998 in Mosina - 38,61, in 1999 in Swa-
rzedz — 27,4 and in 2000 in Mosina — 38,76 per
10 thousand of overall births. The morbidity from
neoplasms among inhabitants of district of Poznan
increased from 27,11 in 1996 to 31,1 in 2000.

The analysis of accordance of the table of
environmental hazards and health effects showed
that this proportionality was not completed and
not obvious. The convergence coefficient of syn-
thetic measures of environmental hazards and
health effects in 1996 reached the value — 0,59, in
1997 — 0,50, in 1998 — 0,41, in 1999 — 0,36 and
in 2000 - 0,45.

Discussion of results

In the city of Poznan, the highest correlation
coefficient between environmental hazards mea-
sure and normalized indicators of adverse health
effects was calculated for the mortality rate from
malignant neoplasms (r = 0,6), mortality rate from
respiratory diseases (r = 0,6), death births rate (r =
0,5) in the year 1996. Weak correlations, including
those, without statistical significance were noticed
in case of mortality rate from cardiovascular di-
seases (r = 0,2) and mortality rate from congenital
malformations (r = 0,2). In 1997 the situation was
similar to the situation in 1996 (normalized indica-
tors for the mortality rate from malignant neo-
plasms, r = 0,4). There weren’t correlations
between environmental hazards and mortality rate
from cardiovascular disease and congenital malfor-
mations. In 1998 the mortality rate from malignant
neoplasms reached value — r = 0,5 and there was
correlation between environmental hazards and
low birth weight (r=0,5). In 1999 the mortality rate
from malignant neoplasms reached value — r= 0,6
and there wasn't correlation between environmen-
tal hazards and low birth weight.

The dramatic increase of the correlation coe-
fficient was recorded in 2000 in case of the im-
pact of environmental hazards on the incidence
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of deaths from malignant neoplasms (r = 0,9). The
highest value of correlation coefficient (r = 0,36)
was noticed for low-weighted births and mortali-
ty from congenital malformations (r = 0,31) in
1996, the mortality rate form cardiovascular di-
seases in 1997 (r = 0,32), in 1998 (r = 0,4) and
and in 2000 (r = 0,32).

As shown by the values of particular correla-
tion coefficients, only some of the adverse health
indicators may be determined by environmental
impact to some extend. This correlation may be
significantly more often seen in case of urban and
industrial areas, what is confirmed by the other
scientists [10].

The analysis of dependence between environ-
mental status and health condition of the popula-
tion showed the increase of risk of morbidity from
neoplasms in both the city of Poznan and the dis-
trict of Poznan.

Many studies revealed clearly that children,
including newborns and infants were the specific
population that was particularly susceptible to
environmental hazards. This is associated with
physiological conditions and different from
adults, features that may be essential in case of
exposition to toxic substances. This susceptibility
starts at prenatal period. Thus, there are cases of
congenital malformations, allergies and so on [6].
Konczalik at al. describes other factors potential-
ly influencing infant mortality rate being the spe-
cific indicator. They are as follow: access to
healthcare, lifestyle, and behaviors related to
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Cel pracy. Celem pracy byta ocena wzajemnych powiazan miedzy cechami morfologicznymi oraz
fizjologicznymi u chtopcéw w wieku szkolnym.

Materiat i metody. W analizie wykorzystano: pomiary ciagte cech wysokosciowych i masywnosci szkieletu, ob-
wodow miesniowych koriczyn, grubosci fatdéw skérno-ttuszczowych i masy ciata oraz wydolnosci fizycznej 117
chtopcéw w wieku 7-14 lat z Wroctawia. Korzystajac z pomiaréw, wyliczono udziat komponentéw budowy cia-
ta oraz typy budowy ciata. Uwarunkowania morfologiczne cech wydolnosci fizycznej zbadano za pomoca me-
tody analizy skupien, ktéra postuzono sie do uporzadkowania macierzy korelacji cech morfo-funkcjonalnych.
Wyniki. Uzyskane wyniki wskazujg na wystepowanie silnych powiazan miedzy cechami charakteryzujacymi po-
ziom ottuszczenia ciata i komponentu endomorfii. Kolejng wyrazng i izolowana strukture tworzy komponent ek-
tomorfii. Cechy zwigzane z masywnoscia szkieletu zwykle sa Scisle powiazane z cechami wysokosciowymi, ma-
sa ciata, obwodami migsniowymi koriczyn oraz komponentem mezomorfii. Parametry charakteryzujace wydol-
nosc fizyczna sa czesto powiazane z komponentem budowy — mezomorfig i ektomorfia. Pojemnos¢ zyciowa ptuc
natomiast tworzy niewielkie skupienie z dtugoscia tutowia i wysokoscia ciata. Nie zaobserwowano Scistych po-
wiazan miedzy wydolnoscia fizyczng i cechami zwigzanymi z ottuszczeniem ciata.

Whioski. Zastosowanie metody hierarchicznego uporzadkowania powiazan miedzy sfera czynnosciowa i morfo-
logiczna przyczynito sie do precyzyjnego okreslenia mozliwosci wysitkowych badanych chtopcéw w dwéch réz-
nigcych sie dynamika rozwoju etapach ontogenezy (okres wczesnoszkolny i dojrzewania ptciowego).

Stowa kluczowe: budowa ciata, typ budowy ciata, poziom wydolnosci fizyczne;j.

Background. Physical function is ability to hard, long-lasting physical work without exhaustion. The
decrease of ability to physical work is determined by the decrease of function of both respiratory and cardiovas-
cular systems as well as by changes in morphological structure. The diverse dynamics of increasing of somatic fea-
tures and body composition modifies level of physical function that determines human effort abilities.
Objectives. Evaluating of mutual relations between morphological and physiological features in boys aged 7 to 14.
Material and methods. Longitudinal measurements of somatic features (heights, breadths, circumferences, skin-
folds) and physical function (vital capacity, maximum oxygen consumption) of 117 boys were used. The body
build components were calculated: mesomorphy, endomorphy and ectomorphy. Physical endurance was assessed
by using an indirect method employing the cycloergometric test. Morphological factors of physical function fea-
tures were examined by using of cluster analysis.

Results. The obtained results indicate strong correlations between body fatness and endomorphy. Another isola-
ted structure is created by ectomorphy. Massiveness of the skeleton are correlated with height features, body mass,
limbs circumferences and mesomorphy. Parameters of physical function are connected with mesomorphy and
ectomorphy. Lungs capacity created an agglomeration with the trunk length and body height. No connections
between physical function and features relating to body fatness were found.

Conclusions. The application of method of hierarchical agglomeration of relations between morphological and
functional spheres contributed to precise determination of effort capacities of the examined boys in early school
and puberty period.

Key words: body building, type of body, physical endurance.
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Introduction

Dissemination of knowledge concerning
development phenomena is very significant as it
facilitates counteraction of various threats both of
social nature and arising from interferences in the
natural biogeographical environment, which are
brought on by civilization. For this reason, accu-
rate recognition of regularities governing ontoge-
nesis has basic significance for determining opti-
mal and harmful factors for human development.
A morphological description is based on the
analysis of quantitative parameters, which direct-
ly characterize the human body and may be used
for creation of a multidimensional and multi-
faceted view of the human being. Owing to this,
numerous methods allowing for evaluation of
body build types and tissues compositions have
been developed. Body build components have
many times been a point of reference for func-
tional characteristics of the body, which also
depend upon age and sex. Therefore physical
function of children is subject to constant chal-
lenges as regards the growth and development of
an organism [1, 2].

Experimental procedures

The research material consists of constant lon-
gitudinal measurement results of tests conducted
in a group of 117 boys aged from 7 to 14 and
attending one of the primary schools in Wroctaw.
The research work takes into account somatic
characteristics measured with the measurement
technique. The body build was characterized
using W. Sheldon’s typology and Heath &
Carter’s modification [3]. The research work has
used such physiological parameters as maximum
oxygen consumption per minute (VO,max |/min)
and the volume of performed work. The above-
mentioned physiological features have made it
possible to calculate indexes of quotients facilitat-
ing the evaluation of oxygen in relation to the
body mass [VO;max (ml/min)/body mass] of
a tested person. Additionally lungs capacity was
measured using the spirometer (cm3).

Results

The application of analysis of agglomerations
in seven aged boys made it possible to distinguish
four complexes of features (Fig. 1 and 2). The first
one includes a component of ectomorphy, oxy-
gen absorption in its absolute values and in rela-
tion to the body mass and the volume of per-
formed work. The other agglomeration includes
features characteristic of the body obesity and

massiveness of body, like skinfolds on trunk and
extremities and endomorphic component, Rohrer
or BMI indexes and mesomorphic component.
A separate group includes traits of muscles, skele-
ton and body mass. The fourth complex of fea-
tures includes parameters characteristic of height
and width measurements of the skeleton connect-
ed with the lungs capacity.

Another examination (8 years old) involved
the shifting of the considered features, whereas
the number of agglomerations remained
unchanged (Fig. 1). The endomorphy, skin folds
still create a clearly separated agglomeration.
Another examination took into account the meso-
morphy and muscle circuits of the arm, shin and
thigh as well as all the variables characteristic of
the level of the body massiveness. Another
agglomeration of three elements consisted of
physical function features and ectomorphy com-
ponent. The last group involved the body height,
the length of lower limbs and trunk, the width of
epiphysis and lungs capacity.

In the group of 9-year-old boys there has been
an increased value of agglomeration coefficients
(Fig. 1). The features of physical function and
slender of body constitute a clearly separated
complex. The second complex of features
includes parameters characterizing the stoutness
of the body build, among which there are: the
mesomorphy, the width of epiphysis, muscle cir-
cuits and the body mass. The other agglomeration
includes features relating to the body obesity and
connected with the endomorphy, the contents of
number of skinfolds on the arm regarded as
a good obesity indicator. The capacity of lungs
refers to the height and length features. Another
examination (10 years old) did not reveal any sig-
nificant changes in the outlay of particular
agglomerations (Fig. 1). It is worth noting the
increase of strength of relations between lungs
capacity, the length of trunk and, in general, the
features connected with the body obesity and
characteristic of stoutness of the body build.
Compared to the previous examination carried
out, 11-year-olds were proved to have a distinct
dichotomous division of the complex of features
constituting the stoutness of the body build (Fig.
2). One agglomeration consists of muscle circuits
and one mesomorphy component, whereas the
other includes the skeleton dimensions, lungs
capacity and the body mass and the volume of
performed work. Physical function parameters
strictly refer to the described agglomeration. The
features characteristic of the body obesity, the
slender body build, constitute separate complex-
es, which are relatively weakly linked with the
previous group of measurements.

As far as the age of 12 is concerned, they have
found still relations between oxygen absorption,
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Fig. 1. The cluster analysis of somatic and functional traits in prepubertal boys
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Fig. 2. The cluster analysis of somatic and functional traits in pubertal boys
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and the ectomorphy. On the other hand, the fea-
tures characteristic of the development of skele-
ton and muscle system, constitute a clearly sepa-
rated agglomeration with its volume of lungs
capacity and the work performed (Fig. 2).

Grouping of features in 13-year-old boys have
brought other changes (Fig. 2). Although there are
still four agglomerations, the attention is focused
on, as compared to the previous examination, the
fact that the oxygen absorption has been included
in the group of features characteristic of the mas-
siveness and length of skeleton. There are still
very permanent complex like the ectomorphy and
oxygen consumption per kilogram of body mass.
At the same time stricter connections between
obesity parameters and isolation these features
from general measurements of the body and its
massiveness have been found.

In another age group (14 years old) we can see
the dichotomous division of morphological fea-
tures into the complex consisting of the height
and width measurements of the skeleton with
weakly connection with physiological features on
the one hand, and the features characteristic of
the development of muscle system and body obe-
sity on the other hand (Fig. 2). Lungs capacity is
strictly connected with the length of trunk, where-
as the volume of oxygen absorption per kilogram
constitute a separate two-element complex as
regards the first agglomeration in question.
Another group of features consists of the endo-
morphy, skinfold on the iliac crest, under the bot-
tom angle of shoulder blade, on the arm and, a bit
weaker related, skinfold on the shin.

Discussion

Owing to the cluster analysis we separated
a complex of features consisting of parameters
characteristic of height sections and body mas-
siveness supplemented by lungs capacity. Oxygen
consumption and work performed by boys in
their pre-puberty stage indicate tendencies of
merging with the ectomorphy, whereas in older
boys these two elements tend to shift towards fea-
tures characteristic of the body massiveness [4].
The features characterizing the body obesity
always create a clear and separate agglomeration.

The correlations between the features of phy-
sical function are high. According to researchers
of the field there is a significant relation between
maximum oxygen consumption, restitution and
the performed work [5]. Owing to this, the maxi-
mum oxygen consumption and the level of per-
formed work seem to be good indicators of the
human physical function. The maximum oxygen
consumption indicated to a high degree of rela-
tion to physical function indicators, which is the

result of the same structure of both parameters.
However, with age, they indicate tendencies of
decrease of their influence upon the maximum
oxygen consumption.

The level of work performed depends upon
motivation; however, the dominant element is the
contents of the muscle mass facilitating the per-
formance of work with increasing load [6, 7].
Boys are characterized both by the increased will-
ingness to perform exercises and a greater num-
ber of active elements of the body composition
and, therefore, they have a higher level of per-
formed work. Additionally, males are character-
ized by the dominance of the mesomorphy com-
ponent in their body build which favours the per-
formance of a given work [8, 9].

Effort capacities, which are characterized by
oxygen consumption in relation to the body mass
and the lean body mass of an organism, depend
upon lungs capacity and the muscle mass. The
above mentioned indicators have greater values in
males during the entire ontogenetical develop-
ment [10, 11]. However, the evaluation of oxygen
consumption in case of children is ambiguous due
to the lack of plateau stage during exercises made
by some children, which is the result of nothing
else but unwillingness to make excessive effort.
Therefore we can discern some differences in the
evaluation of oxygen consumption depending on
a country or environmental background of the
examined children and young people [12, 13]. In
all of the tests boys proved to have greater skele-
ton mass, increased contents of the lean body
mass, which results in their mesomorphic build.
Moreover, boys achieved high degree of develop-
ment of physical function parameters [14, 15].

On the basis of their examinations of children
not related to one another and twins, Lutostawska
[16] and Halicka-Ambroziak [17] proved that the
volume of physical function (VO,max) and
capacity of lungs are genetically conditioned [18].
Lutostawska [19] also found a significant relation-
ship between the mass body height and oxygen
consumption value in one minute. Among the
examined they found a strong relationship
between the capacity of lungs, performed work
and morphological elements with the exception
of the body obesity elements. The build and tissue
components have a rather weak influence upon
the level of the examined parameters. Boys, being
more mesomorphic than girls, show higher level
of work performance than their female peers [20].

To sum up we can state that the features indi-
cating the body obesity in the examined boys
prove to create a clearly separated complex con-
sisting of skinfold on the arm, iliac crest, under
the bottom angle of shoulder blade, endomorphy,
and fat mass and, a weakly related, skinfold on
the shin. Another relatively stable agglomeration
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consists of the ectomorphic component and the
percentage share of water and the lean body. In
boys entering their puberty stage there are ten-
dencies of stronger relations between the
described complex and the stoutness of the body
build. At the same time in the pre-puberty stage
there is a tendency of attaching physical function

features. Boys have distinctly separated measure-
ments characteristic of the stoutness of the body
build. Additionally, their massiveness of build
indicates strong relations with physical function
features. Lungs capacity, however, most common-
ly co-exists with the length of trunk.
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Wstep. Stopy ludzkie bardziej niz inne czesci narzadu ruchu sa narazone na dziatanie niekorzy-
stnych czynnikéw srodowiskowych, stad tez ich wady staty sie zjawiskiem bardzo czesto spotykanym, zwtaszcza
u dzieci i mtodziezy [1].

Cel pracy. Celem badar byta préba oceny ilosci i rodzaju wad stép w stosunku do stép prawidtowo wysklepio-
nych u dzieci w wieku przedszkolnym i wczesnoszkolnym.

Materiat i metody. W listopadzie i grudniu 2007 r. przeprowadzono badania podoskopowe stép u dzieci w wie-
ku przedszkolnym i wczesnoszkolnym. Grupe badawczg stanowito 361 dzieci urodzonych w latach 1995-2004
uczeszczajacych do przedszkola i szkoty podstawowej w Krakowie. Do badania wykorzystano metode podosko-
powa. Wsréd ocenianych cech znalazty sie: wskaznik Sztritera-Godunowa (Ky), kat pietowy y, koslawos¢ palu-
cha a, szpotawos¢ palca matego B, dtugosc i szerokos¢ stopy.

Wyniki. W badanej grupie wraz z wiekiem zwieksza sie odsetek stép patologicznych. Czestszym zaburzeniem
wysklepienia jest stopa wydrazona.

Whioski. Najrzadziej wystepujaca patologia wysklepienia stép u dzieci w badanej grupie byto ptaskostopie.
U dziewczat po 8. r.z. najczesciej wystepuje stopa wydrazona. W badanej grupie dzieci 4-12-letnich zaobserwo-
wano niewielki odsetek nieprawidtowego ustawienia palcéw | i V. U ponad potowy dzieci kat pietowy przyjmu-
je wartosci poza norma.

Stowa kluczowe: ptaskostopie, stopa wydrazona, badanie podoskopowe, wady stép.

Background. Human feet are more than other parts of organ of movement, adverse environmental fac-
tors prone. Therefore, their defects are very common especially among children and youngsters [1].

Objectives. The aim of the research was the attempt to estimate the number and kind of feet defects in relation to
feet correctly profiled.

Material and methods. In November and December 2007 podoscopic research was carried out among pre-school
and schoolchildren. The group researched consisted of 361 children born between 1995-2004 attending a kin-
dergarten and a school in Cracow. Podoscopic method was used for the research. The following characteristics
were evaluated: Sztriter-Godunow index (Ky), heel angle y, hallux valgus a, digitus varus 3, the length and width
of foot.

Results. In the group examined the percentage of pathological feet increases with the age. Hollow foot is a more
common foot profile disorder.

Conclusions. The least common pathology of feet profile among the children was flat foot. Hollow foot is the most
common pathology among the girls aged 8. Is it pathology or a desired feature? In the group of examined children
between 4-12 a small percentage of incorrect orientation of toes | and V. Over a half of children show the heel
angle value over the norm.

Key words: flat foot, hollow foot, podoscopic research, feet defects.

Introduction ne. Therefore, their defects are very common
especially among children and youngsters [1].
Human feet are more than other parts of organ There is a lot of news in literature on the wide-

of movement, adverse environmental factors pro- spread problem of feet profile constitution, both



longitudinal and lateral, especially among chil-
dren [2-5].

Taking into consideration an important role
that a foot plays in everyday life, it is justifiable to
carry out a proper diagnosis and the evaluation of
children’s feet state, in order to detect any poten-
tial problem in their constitution. It guarantees
a successful treatment taken at this stage [6, 7].
One of the modern methods of human feet consti-
tution is a podoscopic method. During diagnosis it
is possible to get a foot scanned and provide a so-
lid evaluation of chosen ratios. Simplicity of both,
receiving the picture of a foot and counting the an-
gles and the parameters chosen allow for a quick
and exact hollow level estimation, as well as its
length, width and other potential pathologies esti-
mation, such as hallux valgus or digitus varus.

Objectives

The aim of the research was the attempt to
estimate the number and kind of feet constitution
defects in relation to proper feet profile among
school and pre-school children.

Material and methods

The research was carried out in November
and December 2007. The children attended
a randomly picked kindergarten and school in
Cracow. Material under investigation included
361 children born between 1995-2004. Among
the pre-school children (111 children) there were

59 girls and 52 boys, while in the school children
group (250 children) there were 125 girls and 125
boys.

A podoscopic method of feet profile evaluation
was used to gather the basic research parameters.
An apparatus, which was the property of “Reh-As”
company from Cracow, was used to carry out the
survey. The set consisted of a scanner with built-in
sensors and a computer with an author’s program
for scanned picture analysis. Each measurement
was taken simultaneously for both feet. Feet scan-
ning was performed twice for every child — the first
picture was used for the calibration of the appara-
tus and the second was the proper picture. On the
basis of the second scan the parameters determi-
ning a foot constitution and level of its profile we-
re calculated. The following parameters were used
for feet evaluation: Sztriter-Godunow (Ky), heel
angle y, hallux valgus a and digitus varus . The
marking of the above parameters was based on the
norms included in a book “Wady postawy ciata”
by T. Kasperczyk [8].

Additionally, the height, weight and three skin-
folds (subscapula skinfold, abdominal skinfold,
triceps skinfold) were measured.

Results

Table 1 and 2 shows average values of angle
(hallux valgus), angle g (digitus varus) and y (heel
angle) as well as average values for Sztriter-Godu-
now index (Ky). In the group examined those va-
lues were shown separately for pre-school chil-
dren and school children.

Table 1. Average a, 8 and y angle values among pre-school children

X Sd min max X Sd min max
angle a left foot angle a right foot
Boys 4.4 2.9 0 13.5 4.6 3,6 0 17.4
Girls 4.1 3.1 0 10.9 4.1 3 0 12.9
Total 4.2 3 0 13.5 4.3 3.3 0 17.4
angle g left foot angle B right foot
Boys 4.3 4 0 16.4 4.9 3.8 0 21.3
Girls 3.1 2.4 0 8.3 4.5 3.8 0 18.9
Total 3.7 3.3 0 16.4 4.7 3.8 0 21.3
angle y left foot angle y right foot
Boys 15 2.1 10.4 20.1 15.5 2.1 10.1 19.4
Girls 14.8 2.2 9.2 21.9 15.3 2.4 9.2 229
Total 14.9 2.2 9.2 21.9 15.4 2.2 9.2 22.9
Ky index left foot Ky index right foot
Boys 0.3 0.23 0 1 0.34 0.2 0 0.96
Girls 0.26 0.24 0 1 0.29 0.21 0 1
Total 0.28 0.23 0 1 0.31 0.21 0 1

Source: own calculations.
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Table 2. Average a, § and y angle values among the school children

X Sd min max X Sd min max
Angle « left foot angle a right foot
Boys 4.2 29 0 12.1 4 2.9 0 12.3
Girls 4.4 3.2 0 14.4 3.7 3.1 0 15.4
Total 4.3 3 0 14.4 3.9 3 0 15.4
angle g left foot angle B right foot
Boys 3.9 2.3 0 9.8 4 2.9 0 15.2
Girls 3.8 2.7 0 14.7 4.3 3.2 0 14.3
Total 3.8 3 0 14.7 4.1 3.1 0 15.2
angle y left foot angle y right foot
Boys 14.6 1.9 9.6 20.6 14.8 1.9 9.6 20.6
Girls 14.4 1.9 8.8 19 14.4 1.9 7.1 18.3
Total 14.5 1.9 8.8 19 14.6 1.9 7.1 20.6
Ky index left foot Ky index right foot
Boys 0.2 0.2 0 0.89 0.2 0.2 0 0.82
Girls 0.14 0.17 0 0.45 0.16 0.16 0 0.48
Total 0.17 0.18 0 0.89 0.18 0.17 0 0.82
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Source: own calculations.

Table 3 shows a percentage of properly built
and profiled feet as well as a percentage of feet
with defects in given age groups. In the group
examined the percentage of children with the
norm of a and 3 angles exceeded is small. In some
age groups there are no children with hallux val-
gus or digitus varus. The different situation is with
regards to the values of y angle. In most age groups
and both sex groups the values for this angle are
exceeded over 50%. The correct values of y angle
found among over half of the children, occurred
among 4 year-old girls in right foot, among boys
the same age in both feet and among 12 year-old
boys also in right foot. In view of the small num-
ber of 4 year-old children, the results cannot be
reliable and they require a confirmation.

The foot profile was estimated on by analyzing
the Ky index value. Among the pre-school chil-
dren properly profiled feet were ascertained
among 45,9% of the children on the left side and
51,4% on the right side. In the school children
group the percentage of children with properly
profiled feet was 36,8% for both feet.

In the group examined the percentage of chil-
dren with flat foot was relatively small: 11,7% for
left foot and 12,6% for right foot in kindergarten,
and 2,8% for both feet among the school chil-
dren. The Ky index value indicating a hollow fo-
ot occurred among 60,4% of the school children.
In the kindergarten group these values were noted
among 42,3% of children for left foot and 36% for
right foot.

Table 4 shows the percentage distribution of Ky
index value for specific age groups and sex. Girls
after over the age of 8 were not suffering from flat

foot. In the same sex group the hollow foot was the
most common between 7 and 10. The percentage
of girls with hollow foot oscillated from 68% to
80% for left foot and 64% to 80% for right foot.
Over a half of girls with properly profiled feet we-
re found in groups aged 4 and 6. Flat foot was mo-
re common among the boys than girls. It was not
observed among 8 and 10 year-olds. The values of
10% children with flat foot were found in groups
of 4,5 and 7 year-olds for both feet among the
boys aged 9 (left foot) and 12 (right foot). Hollow
foot was less common in the group of boys rather
than in the group of girls. 74,1% of boys with hol-
low foot were at the age of 10. The overpoise of
properly profiled feet were observed in the group
of 6 year-olds only (66,7%).

Discussion of results

The feet constitution pathologies among chil-
dren and youth, are widely discussed in Polish
and foreign literature. According to Lizis [9] the
development of foot ends at the age of 11, so the
research among pre-school and school children is
the best way to show the dynamics of foot deve-
lopment as well as allow early diagnosis of occur-
ring pathologies.

In the work of Demczuk [10], evaluating the
percentage characteristics of the foot profiles
types based on different classification, the per-
centage of hollow foot is 21,4%, proper 51,4%
and flat 27,2%. The above results obtained by
Sztriter-Godunow method in foot weight do not
overlap the results of the research carried out by
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Table 3. Percentage of correct and defected feet in respective age groups among girls

Age [ n angle a L angle a R angle 8 L angle SR angley L angle y R
% € % d % ¢ % d % € % d % € % d % ¢ % d % C % d
Girls
4 3 100 | O 100 0 100 0 66 33 33 66 66 33
5 12 | 91.7 | 8.3 91.7 | 8.3 100 0 100 0 25 75 50 50
6 27 | 96.3 | 3.7 96.3 | 3.7 100 0 92.6 7.4 259 | 741 44.4 55.6
7 39 | 84.6 | 154 | 949 |5.1 97.4 2.6 92.3 7.7 46.2 | 53.8 43.6 56.4
8 20 | 95 5 95 5 100 0 100 0 40 60 40 60
9 20 100 | O 100 0 85 15 85 15 30 70 30 70
10 25 84 16 88 12 100 0 96 4 28 72 36 64
11 19 | 89.5 | 10.5 89.5 [10.5 | 100 0 94.7 5.3 42.1 57.9 26.3 68.4
12 16 | 93.8 | 6.3 100 0 100 0 87.5 12.5 | 375 | 62.5 43.8 56.3
Boys
4 4 100 | O 100 0 100 0 100 0 75 25 75 25
5 10 | 80 20 80 20 80 20 90 10 50 50 50 50
6 18 100 | O 100 0 88.9 11.1 83.3 16.7 | 50 50 44.4 55.6
7 37 | 89.2 | 108 | 946 |5.4 91.9 8.1 94.6 5.4 40.5 | 59.5 45.9 54.1
8 22 100 | O 100 0 95.5 45 95.5 4.5 27.3 | 72.7 72.7 27.3
9 12 90.9 | 9.1 100 0 100 0 90.9 9.1 45.5 | 54.5 63.6 36.4
10 27 | 96.3 | 3.7 96.3 | 3.7 100 0 96.3 3.7 259 | 741 33.3 66.7
n 27 | 85.2 | 148 | 926 |7.4 96.3 3.7 96.3 3.7 333 | 66.7 22.2 77.8
12 20 | 90 10 90 10 95 5 95 5 40 60 65 35

L — left foot, R — right foot. % c — correct foot, % d — defective foot.

Source: own calculations.

Table 4. Percentage distribution of feet profile kind among the examined children

Boys age Girls

Ky L Ky R Ky L Ky R

% h % n % f % h % n % f % h % n % f % h % n % f
50 25 25 25 50 25 4 33 66 0 33 66 0
50 30 20 30 40 30 5 33.3 41.7 25 25 50 25
27.8 | 66.7 5.6 33.3 66.7 0 6 40.7 51.9 7.4 33.3 59.3 7.4
37.8 | 48.6 13.5 45.9 43.2 10.8 7 69.2 28.2 2.6 64.1 30.8 5.1
68.2 | 31.8 0 50 50 0 8 70 30 0 65 30 5
545 | 27.3 18.2 54.5 36.4 9.1 9 80 20 0 80 20 0
74.1 | 25.9 0 74.1 259 0 10 68 32 0 72 28 0
51.9 | 44.4 3.7 48.1 48.1 3.7 " 52.6 47.4 0 52.6 47.7 0
35 55 10 45 40 15 12 56.3 43.8 0 56.3 43.8 0

L — left foot, R — right foot. % h — hollow foot, f % - flat foot, % n — normal foot.

Source: own calculations.

the authors of this article. In this research a con-
siderable percentage of hollow feet (60,4%) in
relation to the properly profiled feet (36,8%). The
lowest percentage values for the group examined
were gained for the flat foot (2,8%). In the group
examined, the differences between the sexes were
separated: in the group of girls there were more
cases of hollow foot (64,8%), but with the lack of

flat foot (0% left foot, 0,8% right foot). In the
group of boys there were more properly profiled
feet (38,4% left foot, 39,2% right foot) and lower
profile feet (5,6% left foot, 4,8% right foot).
However, hollow foot was still the most common
defect (56%). The biggest percentage of hollow
foot occurring in the group of girls can be associ-
ated with the progressing weight loss of girls con-
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nected with their development and finished with
the puberty leap, which drew attention of
Chrzanowska and Gotab et al. [11].

The above research results show an early sex
dimorphism in the group examined, which was
also proved in earlier research by Lizis [12]. Any
significant differences between both feet for boys
and girls were not observed.

In the group examined the foot profile diffe-
rences were observed in the respective age cate-
gories. The highest percentage of hollow foot
occurred among 9 year-old girls and 10 year-old
boys. Girls aged 6 had the properly profiled feet
most commonly. Flat foot was diagnosed among
6 year-old girls and 7-9 year-old boys.

Among the children examined the other
pathologies like hallux valgus and digitus varus
were very rare, which is accordant to the thesis by
Fixsen [13]. The main reason for these defects in

References

incorrect footwear and this problem often con-
cerns grown-ups. They are also genetically condi-
tioned which is also a reason for the small num-
ber of those defects among children.

Conclusions

1. The least common pathology of feet profile
among the children was flat foot.

2. Hollow foot is the most common pathology
among the girls aged 8. Is it pathology or a
desired feature?

3. In the group of examined children between
4-12 a small percentage of incorrect orienta-
tion of toes | and V.

4. Over a half of children show the heel angle
value over the norm.
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Trauma in children due to child abuse — own experience
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Cel pracy. Celem pracy byta ocena rodzaju obrazeni oraz czestosci hospitalizacji dzieci z powo-
du zespotu maltretowania dziecka (child abuse).

Materiat i metody. W Klinice Chirurgii i Urologii Dzieciecej Instytutu Centrum Zdrowia Matki Polki w latach
2001-2007 z powodu obrazeri ciata powstatych na skutek przemocy w rodzinie hospitalizowano 28 dzieci
(12 dziewczynek, 16 chtopcéw) w wieku od 2 miesiecy do 17 lat. Analizie poddano dokumentacje medyczna
ofiar przemocy w rodzinie. Oceniano: wiek, rodzaj obrazer ciata leczonych dzieci oraz sprawce przemocy.
Wyniki. Od 2004 r. liczba ofiar przemocy spadta, chociaz niepokojacy jest fakt duzej liczby matych dzieci do 7.
roku zycia (13/28). Najczestszymi urazami byty: pottuczenia ogélne i urazy gtowy. Az troje dzieci byto molesto-
wanych seksualnie.

Whioski. 1. Bardzo duza liczba ofiar maltretowania w rodzinie to dzieci mate, ponizej 7. roku zycia. 2. Bardzo
niepokojacy jest fakt molestowania seksualnego matych dzieci.

Stowa kluczowe: dziecko krzywdzone, agresja w rodzinie.

Objectives. The aim of study was evaluation of types of trauma and frequency of hospitalization
among children due to child abuse.

Material and methods. In the Department of Paediatric Surgery and Urology, Polish Mother’s Health Institute, be-
tween 2001-2007 28 children (12 girls and 16 boys) aged from 2 months to 17 years were hospitalized due to
traumatic lesions resulting from abuse in the family. Medical records of victims were analysed. We evaluated the
age of children, types of traumatic lesions in our patients and who was the child abuser.

Results. Since 2004 the number of maltreated children has decreased, however large number of very small chil-
dren (below 7 years of age) in this group (13/28) is distressing. The most common types of trauma were: genera-
lized trauma and head trauma. Three children were sexually abused.

Conclusions. 1. Among children abused in the family, a large number are very small children, below 7 years of
age. 2. Sexual abuse of small children is an alarming fact.

Key words: child abuse, familly agression.

Introduction Objectives

Child abuse is the physical, psychological or
sexual abuse or neglect of children. While most
child abuse happens in the child’s home, large
numbers of cases of child abuse have been iden-
tified within some organizations involving chil-
dren, such as churches, schools, child care busi-
nesses, and residential schools.

The aim of study was evaluation of types of
trauma and frequency of hospitalization among
children due to child abuse.

Material and methods

We analyzed medical records of children ho-
spitalized in the Department of Paediatric Surgery
and Urology, Polish Mother’s Health Institute,
from 2001-2007 due to traumatic lesions resul-
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ting from abuse in the family. We evaluated the
age of children, types of traumatic lesions and
perpetrator of abuse.

Results

In the Department of Paediatric Surgery and
Urology, Polish Mother’s Health Institute, from
2001-2007 28 children (12 girls and 16 boys)
aged from 2 months to 17 years were hospitalized
due to traumatic lesions resulting from abuse by
a family member or someone entrusted with the
care of the child. The number of patients increa-
sed from 2001 to 2004 and then decreased slow-
ly (Figure 1).

Most often the abuser was the father or mo-
ther’s partner (n = 21), in other cases the mother
(n = 2), brother (n = 2) or trusted supervisor (n =
2) (Figure 2).

The age of battered children ranged from 2
months to 17 years. Twelve battered children we-
re very small (below 7 years of age) (Figure 3).

Table 1 presents types of trauma and affected
body areas in victims of abuse in the family. Ge-
neralized trauma (n = 15) and head trauma (n =
12) were most common. In one child trauma was
accompanied by brain concussion. Three girls
were sexually abused. Two were aged 2 years and
one was 9 years old. In two cases the father was
the abuser, in one case the trusted supervisor.

Number of children

= .. —+° T~

2001 2002 2003 2004 2005 2006 2007

Year

‘_ _ _girls boys - - - .together‘

Fig. 1. Number of hospitalized children in years
2001-2007

Number of children
w
,

[

2001 2002 2003 2004 2005 2006 2007

year

‘Dfather O mother M brother Mteacher ‘

Fig. 2. Number of hospitalized children in years
2001-2007 and the perpetrator

Table 1. Types of trauma in victims of abuse in the

family

Types of trauma Number
by body area girls boys total
Generalized trauma 2 14 16
Head 3 9 12
Brain concussion 0 1 1
Nose 2 2 4
Chest and abdomen 2 2 4
Extremities 1 1 2
Others:
knee burns 1 1
buttocks 0 2 2
neck (choking) 1 1 2
sexual abuse 3 0 3
groin 0 1 1
fractured teeth 1 0 1

Discussion

Abuse within the family is present in all envi-
ronments, regardless of social status or financial
condition. This phenomenon is most common in
pathological families, broken families and fami-
lies with an alcohol problem [1-3]. In the majori-
ty of cases victims of abuse in the family are chil-
dren. Despite news media reports (after several
drastic acts of abuse in the family which ended fa-
tally) the problem of aggression in the family still
seems to be an embarrassing and concealed to-
pic. Often the necessity of hospitalization due to
bodily trauma reveals the long standing problem
and activates social and national institutions to
care for a child abused in his/her own family.

The material presented in this study constitutes
only the tip of the iceberg. It does not involve psy-
chological abuse or nurturing neglect, which are
parts of abused child syndrome. Victims of abuse,
which is reflected in our study group, are usually
small children, who cannot speak or cannot
understand that the situation is abnormal, or who
do not have anybody to ask for help. Older chil-
dren do not report trauma for fear of retribution or

1.5 11 ]
1+ ||
0.5 11 ] it

0 T T T T T T T T T T T T T T T 1
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17

Number of children

age of children

Fig. 3. Age of battered children
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embarrassment — they are ashamed of their pa-
rents [4].

The abusers in our study group were mostly
males (fathers, mother’s partners, brothers), only
in two cases it was the mother.

Although the number of children hospitalized
in our department decreased, it does not reflect
a decrease in the problem itself.

Injuries in victims of familial abuse involved al-
most all body areas. In our material these were
usually superficial lesions, bruises, excoriations.
Second most common were head trauma cases, in
one patient with signs of brain concussion. Three
girls from this small group were sexually abused,
two of them were below 2 years of age [1, 5, 6].

In this study we did not analyze the duration
of treatment, as it did not reflect the severity of
trauma, and resulted from the necessity of investi-
gating the social conditions of the child. All chil-
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dren hospitalized in our department due to abuse
are reported to our social worker, who analyzed
the situation of the child and took appropriate
steps to prevent further acts of aggression.

In a civilized society there should be no situa-
tions requiring hospitalization of a child due to
abuse, but in order to achieve this, everyone: tea-
chers and family physicians in particular, need to
be vigilant and take action towards even smallest
signs of familial abuse to children [1, 5-8].

Conclusions

1. Among children abused in the family, a large
number are very small children, below 7 years
of age.

2. Sexual abuse of small children is an alarming
fact.
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Wstep. W pracy przedstawiono zachorowalno$¢ na nieczerniakowate nowotwory ztosliwe skéry
mieszkafncéw woj. Slaskiego w latach 1999-2003.

Materiat i metody. Czestos¢ wystepowania nowotworéw oceniono, obliczajac wspétczynniki zachorowalnosci
(czastkowe, surowe i standaryzowane wzgledem ,populacji swiata”) oraz ryzyko skumulowane.

Wyniki. Na terenie woj. $laskiego stwierdza sie ich ciagla progresje. Srednioroczny wzrost zachorowalnosci
w okresie lat 1999-2003 u mezczyzn wynosit 4,2%, a u kobiet — 4,8%. Szanse zachorowania ma jeden na 67
mezczyzn i jedna na 91 kobiet. MezczyZni charakteryzuja sie wyzsza zachorowalnoscia (wspétczynnik standa-
ryzowany 12,9/100 tys.) w poréwnaniu z kobietami (wspétczynnik standaryzowany 9,70/100 tys.). Jest to skutek
zwigkszonej w poréwnaniu z kobietami zapadalnosci mezczyzn od 55 r.z., a réznica ta wzrasta wraz z wiekiem.
Wiekszos¢ zmian nowotworowych wystepujacych na ciele pacjentéw byta zlokalizowana w obrebie gtowy/szyi.
Stowa kluczowe: nieczerniakowe nowotwory ztosliwe skéry, zachorowalnosé, woj. slaskie.

Background. Our paper presents the study findings on malignant nonmelanoma skin cancer inciden-
ce in the inhabitants of the Silesian Voivodeship over the years 1999-2003.

Material and methods. The incidence rates were estimated by calculating a cumulative risk and the incidence co-
efficients in partial, raw and standardized form using “the world’s population” as a standard.

Results. It was observed that the coefficient values were increasing continuously in the Silesian Voivodeship. The
average annual incidence rate was 4.2% in men and 4.8% in women in 1999-2003, thus one in 67 men and one
in 91 women ran the risk of developing the skin cancer. The male population was characterized by higher inci-
dence rate (standardized rate of 12.9/100 000) than the female one (standardized rate of 9.70/100 000), which re-
sulted from increased incidence rates in men since the age of 55. The difference between male and female rates
was growing with ageing of the population. Majority of the lesions occurring on the patients” bodies was locali-
zed on the head and neck.

Key words: cutaneous nonmelanoma malignancies, incidence, the Silesian Voivodeship.

Introduction

In recent years, nonmelanoma malignant can-
cer of the skin has been ranked in the 4™ place
among the most frequent anatomic sites of the tu-
mor in the inhabitants of the Silesian Voivode-
ship. Despite high incidence, the prognoses of
the cases are good thus the cancer mortality is
ranked lower than in the first ten [1]. However,

frequent recurrence and still increasing inciden-
ce rates of those cancers are the measure of threat.
The authors of the study have already presented
epidemiological analyses of the incidence of tho-
se cancers [2—4]. Thus the aim of the present stu-
dy was to continue the evaluation of the inciden-
ce rates of nonmelanoma skin cancers in the in-
habitants of the Silesian Voivodeship in
1999-2003.
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Material and methods

Statistical data of skin cancers other than ma-
lignant melanoma (ICD-10 C-44) were analyzed
epidemiologically. The data were obtained from
Silesia Cancer Registry, Cancer Epidemiology De-
partment, Maria Sklodowska-Curie Memorial
Center and Institute of Oncology in Gliwice. The
cancer incidence rate was estimated by calcula-
ting incidence coefficients in raw and partial form
for 5 year age groups. The coefficients were stan-
dardized using “the world’s population” as a stan-
dard. The cumulative risk was also calculated.
Furthermore, the incidence rates were estimated
by the anatomic sites of the tumor [5].

Results

Constant progression of malignant nonmelano-
ma skin cancers was recorded in the Upper Silesia.
Over the years 1999-2003, the annual incidence
rate increased by 4.2% in men and by 4.8% in wo-
men. The values of standardized coefficients for
men increased since 1999 through 2003 as follows:
10.78/100,000 in 1999, 12.08/100,000 in 2000,
12.30/100,000 in 2001 and 2002, 17.09/100,000
in 2003. Over the years 1999-2003, 1952 cases
were recorded in the male population and the raw
and standardized coefficients were 16.9/100,000
and 12.9/100,000, respectively. One of 68 men and
one of 91 women may develop the cancer before
the age of 75. Systematic increase in the incidence
rate values was recorded in older age groups. The
cancers were diagnosed in 15 year old patients but
young women developed the cancer more frequen-
tly than young men. In general, 2103 skin cancer
cases were recorded in the female population, whe-
re the raw and standardized coefficients were
17.1/100,000 and 9.7/100,000, respectively. In the
following years, i.e. since 1999 through 2003, the
values of standardized coefficients of the incidence
(per 100,000 population per year) were higher and
higher, namely 7.99 (1999), 8.41 (2000), 9.04
(2001), 10.84 (2002) and 12.14 (2003). The data
show that the female incidence rates are lower than
the male ones, which results from the higher inci-
dence rates in men from age 55 years, and the dif-
ference increases with age. Mortality rates of malig-
nant nonmelanoma skin cancers for both genders
are low when compared to the incidence rates
(Table 1, Figure 1).

Most of neoplastic lesions were localized on
the head and neck, and they comprised 74% and
76% of all lesions in men and women, respecti-
vely. The standardized coefficient of nonmela-
noma skin cancer incidence for this location was
7.3/100,000 both in men and women. The same
values of the standardized coefficient for both

Table 1. Age — specific, crude and age - standard-
ized incidence rates of non-melanoma skin cancer

among men and women in the Silesia Voievodship,

1999-2003
Age Incidence Mortality

Males Females | Males Females
04 0.00 0.00 0.00 0.00
5-9 0.15 0.00 0.00 0.00
10-14 0.00 0.00 0.00 0.00
15-19 0.10 0.31 0.00 0.00
20-24 0.20 0.52 0.20 0.10
25-29 1.03 1.17 0.69 0.00
30-34 1.41 2.48 0,77 0.00
35-39 1.93 2.92 1.09 0.00
40-44 6.73 5.73 2.35 0.10
45—-49 | 8.10 12.10 2.73 0.10
50-54 18.01 18.46 3.77 0.23
55-59 30.58 23.45 4.84 0.62
60-64 49.33 38.05 6.30 1.11
65-69 73.71 43.86 5.33 1.24
70-74 105.09 72.09 11.54 3.50
75-79 161.41 89.14 13.54 5.39
80-84 190.47 111.01 26.83 18.67
+85 147.41 111.89 17.09 44.49

Age standardized rate for non-melanoma skin can-
cer by anatomic site

Males Females
Number | ASR Number | ASR
of cases of cases
Overall 1952 12.89 2103 9.70
(C44)
Head 1449 7.36 1597 7.36
& neck
(C44.0-4)
Trunk 184 0.81 168 0.81
(C44.5)
Arms 79 0.26 52 0.26
(C44.6)
Legs 92 0.48 110 0.48
(C44.7)
Unspe- 147 0.80 176 0.80
cified
(C44.8-9)

ASR-age-standardized rate (World Standard Population).

genders were registered as follows: trunk (0.81/
/100,000), legs (0.48/100,000) and arms (0.26/
/100,000) (Figure 2, Table 1).

Discussion

There has been recorded a constant and sys-
tematic increase in the skin cancer incidence
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Fig. 1. Age-specific incidence and mortality rate for nonmelanoma skin cancers in male and female inhabitants of

Silesia Voivodeship, in 1999-2003.

rates worldwide. In Poland, skin cancers com-
prise 10% of all malignant cancers, which means
that approximately 10,000 new cases are diag-
nosed yearly [6]. The increase is also evident in
the inhabitants of the Silesian Voivodeship. The
standardized coefficients from the years 1999-
2005 are higher [4] than those recorded in the
period included in this study. In the years 1999-
2004, the incidence rates increased by 33% and
30% in women and men, respectively [1]. The
present analysis showed that in 1999-2003 the
rates increased annually by 4.2% and 4.8% in
men and women, respectively. Such an increase
can be caused by more frequent occurrence of
risk factors, e.g., ionizing radiation, thermal
burns, oncogenic viruses or immunosuppressive
drugs [7-9].

In this case, the key role is played by ultravio-
let radiation, and the basal cell carcinoma inci-
dence rate increases linearly with the UV intensi-
ty [9]. The increase in the UV radiation which
reaches the earth surface is explained by the fact
of constant and significant reduction of the ozone
layer. In Australia and the USA, the skin cancer
incidence rates are higher than in Northern,
Central and Eastern Europe since sun exposure is
proportionally higher there than in the rest of the
European continent [6].

In the Silesian Voivodeship, an increase in the
cancer incidence rates was observed both in
females and males, however the values in the male
population are higher especially when the data for
squamous cell carcinoma are compared [4]. This
may be related to the fact that men more frequent-
ly work or do sports outdoors, and are exposed to
occupational risk factors due to industrial jobs.

In the 1970s, there was an increase in the

number of people who spent their vacations in
the sunny areas of Europe, and nowadays
Northern Africa has also become vacation desti-
nation. What is more, suntan has been regarded
as the symbol of social status, which imposes ta-
king additional doses of UV radiation in solar
salons.

In the Upper Silesia, the tendencies of the
cumulation of incidence are similar to those
recorded worldwide since the incidence rates are
high in older age groups, which may result from
accumulating over time the effects of risk factors
activity and constant increase of lifespan. It is
worrying that the skin cancer is developed at ever
younger ages, especially in women. The location
of the neoplastic lesions, i.e. mainly on the head
and neck, is in agreement with worldwide ten-
dencies.

Arsenic is one of the factors of special signi-
ficance in the pathogenesis of skin cancers relat-
ed to exposure to industrial activity [10]. In
Slovakia, for instance, in Prievidza region, ele-
vated concentration of arsenic in the air and soil
near the power plant, where coal is used for
heating, increased the incidence of skin cancers
[11]. Special attention should be paid to this fac-
tor in the Silesian Voivodeship since there are
several power plants, thermal-electric power
plants and coking plants, where coal is used.
Additionally, skin cancer development is
induced by groundwater or drugs contaminated
by arsenic [8, 9]. It would be interesting to carry
out the studies on the threats caused by above
listed industrial plants. The results of such stu-
dies could help to establish appropriate prophy-
lactic action against skin cancer, which are
becoming a social problem.
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Fig. 2. Age-specific incidence rate for nonmelanoma skin cancer by anatomic site, in the Silesia Voievodship,

1999-2003
Conclusion implement health education and prophylactic
strategies related to solar exposure. What is more,
Due to the increase in the values of malignant it would be advisable to sensitize doctors to atten-
nonmelanoma incidence rates in the inhabitants tively observe patients’ skin lesions.
of the Silesian Voivodeship, it is necessary to

1
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Wstep. Niewiele jest publikacji naukowych dotyczacych zjawiska niezdolnosci do samodzielnej eg-
zystencji w odniesieniu do zapotrzebowania na opieke, jak i stanu faktycznego w zakresie opieki nad ta grupa oséb.
Cel pracy. Celem pracy byta ocena opieki profesjonalnej Swiadczonej osobom z orzeczona niezdolnoscia do sa-
modzielnej egzystencji ubezpieczonych w Kasie Rolniczego Ubezpieczenia Spotecznego.

Materiat i metody. Metoda badawcza zastosowang w niniejszych badaniach byty: metoda klasyfikacji pacjentéw, son-
daz diagnostyczny z technika wywiadu. Narzedziem badawczym dla potrzeb klasyfikacji oceny sprawnosci oséb nie-
zdolnych do samodzielnej egzystencji byt kwestionariusz EASY-care z dodatkowymi pytaniami wtasnej konstrukgji.
Wyniki. Badania wiasne potwierdzity brak zorganizowanego systemu opieki nad osobami o znacznej niepetno-
sprawnosci. Wizyty lekarskie i pielegniarskie sa okazjonalne, rehabilitacja domowa na terenie wiejskim nie istnieje.
Ponadto nauczona wieloletnim doswiadczeniem, wiekszos¢ badanych ma bardzo skromne potrzeby i oczekiwa-
nia co do pomocy ze strony instytucji zdrowotnych.

Jednak powyzsza sytuacja nie zwalnia organizatoréw podstawowej opieki zdrowotnej, ptatnika swiadczen oraz
panstwa jako kreatora polityki zdrowotnej krajowej, jak i lokalnej, do wyjscia z inicjatywa zaspokojenia potrzeb
opiekuriczych oséb niezdolnych do samodzielnej egzystencji.

Stowa kluczowe: opieka profesjonalna, niezdolnos¢ do samodzielnej egzystencji, osoby ubezpieczone w Kasie
Rolniczego Ubezpieczenia Spotecznego (KRUS).

Background. In the literature there are few scientific reports concerning the phenomenon of incapa-
bility for independent existence from the aspect of the demand for care and, the actual state with respect to care
of this population group.

Objectives. The objective of the study was the evaluation of professional care provided for people who possess
a decision concerning incapability for independent existence and are insured by the Agricultural Social Insurance
Fund (KRUS).

Material and methods. The following research methods were applied in the presented study: patient classification
method, and the diagnostic survey with an interview technique. The research tool for the needs of classification of
evaluations of the efficiency of people incapable of independent existence was the EASY-care questionnaire, with
additional self-designed questions.

Results. The results of own studies confirmed that there is a lack of an organized system of care for people with con-
siderable disability. Doctors and nurses visits are occasional, and home rehabilitation in rural areas does not exist.
Moreover, the majority of respondents, through by many-years experience, have modest needs and expectations
concerning assistance on the part of health institutions.

The above-mentioned situation, however, does not absolve the organizers of primary health care, the payer of ser-
vices and the State as the creator of the national and local health policy, from undertaking an initiative to satisfy
the care needs of patients incapable for independent existence.

Key words: professional health care, incapability for independent existence, people insured by the Agricultural
Social Insurance Fund (KRUS).
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Introduction

With respect to the type of care and place of
its provision, professional and informal care may
be distinguished. Professional care of patients and
their families covers the provision of diagnostic,
treatment and rehabilitation services offered by
the care team, i.e. people with various vocational
preparation providing health care services [1]. For
example, a care team providing care for an adult
disabled person may consist of: a physician, an
exercise therapist, nurse, psychologist, social
worker, medical analyst, physiotherapist, massage
technician, dental technician, pedagog, dietician
and an electroradiologist. The composition of
a care team may vary, primarily according to the
problems of a patient, but also from the place
where care is provided [2].

The objective of professional care at
a patient’s place of residence are: reduction of the
number of hospitalizations of this group of
patients due to care-nursing neglect by a family,
prevention of complications in immobilized
patients, such as: bedsores, chafes, vascular com-
plications and complication on the part of the
respiratory system, teaching the family and
patient to correctly perform self-nursing and self-
-care activities, which a patient/family may per-
form themselves. Psychical support is also impor-
tant, which a patient should obtain as well as
interest in care problems exhibited to the family.

In order to relieve the health system from
transferring care from home to hospital, i.e. the
most expensive type of care, the ‘self-care’ system
should be supported on the part of physicians and
family nurses, long-term nursing care and rehabi-
litation services, and also by informal caregivers
employed by social care units.

A philosophical basis for the activities under-
taken by the representatives of care professions is
the idea of holism, where the ideas concerning
health and the subject of care are biased towards
the biopsychosocial model of approach to man
and health [2].

The family should be incorporated as an inte-
gral part of the care system. Omitting the family in
health care would be a serious mistake and would
lead to sectional actions, equivalent to neither the
holistic nor systemic concept [3]. The objective of
the study was the evaluation of professional care
provided for patients possessing decisions con-
cerning incapability for independent existence,
insured by the Agricultural Social Insurance Fund.

Material and methods

The following research methods were applied
in the presented study: patient classification

method, and a diagnostic survey with an inter-
view technique. The research tool for the needs of
classification of evaluation of the efficiency of
patients incapable for independent existence was
the EASY-care questionnaire, version 1999-2000,
with 100-score everyday life functions evaluation
scale. In addition, 4 own questions were applied,
concerning, among other things, the intensity and
frequency of using home visits by medical staff
and hospitalization within the period of the last 3
months.

At the first stage of the study, 464 decisions
were analysed concerning incapability for inde-
pendent existence issued by physician decision-
makers and medical commissions at the KRUS
Regional Agency in Przeworsk in 2003.

At the subsequent stage, every fourth person
was selected at random from among 464 people
listed according to the date of examination; 116
respondents therefore remained for further studies.

The survey was conducted in 2004. The
respondents were examined in the consultation
room at the KRUS Regional Agency (72 people),
and at respondents’ homes (44 people). The
patients were examined at home in the case of
their inability to report to the consultation room.
The decision about home examination was made
based on medical records or the opinion of the
physician in charge of the patient.

The patients lived in the southeastern region of
Poland, in the Provinces of Przemysl, Jarostaw,
Lubaczéw and Przeworsk.

The study covered 116 people — 46 males
(39.65%) and 70 females (60.35%).

The mean age of the population examined was
61.86; 66.20 among females and 57.52 among
males. The majority of males were aged under 65
(43.47%), whereas females — over 65 (45.54%).

The great majority of respondents lived with
their families (91.38%).

Results

A small percentage of the disabled receive
institutional assistance from the staff of health
care units. Significant differences were noted in
the frequency of using medical visits (p < 0.001).
Most often, these visits were not used (72.42%);
one or more visits were reported by only 13.79%
of respondents each (Tab. 1); the intensity of using
a physician’s home visits was not related with
gender (p > 0.05).

A similar situation was observed with respect
to nursing care; nursing visits were not used sig-
nificantly more often (p < 0.001). As many as 104
patients (89.66%) reported that they had had no
visits of a nurse within the last 3 months; and 4
people (3.44%) mentioned more than four visits
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Table 1. Intensity of using physician’s home visits during the last 3 months

Visits Gender
Males Females Total
L % L % L %
Physician no visits 34 73.92 50 71.42 84 72.42
one visit 6 13.04 10 14.29 16 13.79
3-6 visits 6 13.04 10 14.29 16 13.79
Total 46 100.00 70 100.00 116 100.00
%> =0.086 (-) p>0.05
frequency of visits y? = 79.1 p < 0.001 (***)

Table 2. Intensity of using nurse’s home visits during the last 3 months

Visits Gender
Males Females Total
L % L % L %
Nurse no visits 44 95.65 60 85.71 74 89.66
1-2 visits 2 4.35 6 8.57 8 6.90
more than 4 visits 0 0 4 5.92 4 3.44
Total 46 100.00 70 100.00 116 100.00

x2=3.65(-)p>0.05
frequency of visits 2= 53.1 p < 0.001 (***)

Table 3. Hospitalizations within the period of 3 months

Hospitalization Gender

Males N = 46 Females N = 70 Total N = 116

L % L % L %
Yes 8 17.39 10 14.29 24 20.69
No 38 82.61 60 85.71 92 79.31
Total 46 100.00 70 100.00 116 100.00

%2=0.20(-)p>0.05
Frequency of hospitalization y? = 39.9 p < 0.001 (**¥)

(Tab. 2). The intensity of using nurse’s home visits
was also not related with gender (p > 0.05).

Within the last three months, 24 patients
(20.69%) were hospitalized. Hospital care was sig-
nificantly more often not used than used (Tab. 3).

More than half of the respondents (58 people)
evaluated nurse’s visits as sufficient, the frequen-
cy of physician’s visits was similarly evaluated —
no statistically significant differences were noted
(p > 0.05) (Tab. 4).

While evaluating the demand for visits by
a rehabilitation specialist and social worker a sig-
nificant relationship was observed (p < 0.001).

The majority of respondents did not perceive the
demand for a rehabilitation specialist (65.52%);
however, they mentioned the need for a visit by
a social worker (56.90%) (Tab. 5).

Conclusions

Own studies confirmed the lack of an orga-
nized system of care of patients with a conside-
rable disability. Physician’s and nurse’s visits are
occasional, and home rehabilitation in rural areas
does not exist. During the period of the study,
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Table 4. Evaluation of frequency of physician’s and nurse’s visits by the respondents

Visits Evaluation of frequency

Sufficient Insufficient

L % L %
Physician 54 46.55 62 53.45
Nurse 58 50.00 58 50.00

%> =0.28 (-) p>0.05

Table 5. Evaluation of demand for visits by a rehabilitation specialist and social worker

Visits Evaluation of demand
There is a demand Does not perceive the demand
L % L %

Rehabilitation specialist 40 34.48 76 65.52

Social worker 66 56.90 50 43.10

x> =11.74 (***) p < 0.001

over 20% of respondents were hospitalized. This
may be explained by a hindered access to prima-
ry health care physicians (family physicians in
rural areas often cover by care several villages,
frequently at a considerable distance from one
another), the cancelling of ambulances for home
visits, with a simultaneous unwillingness of doc-
tors to use their private cars, especially along
roads in a bad state of repair, and the small
requirements of patients in relation to medical
staff. Based on the results of studies of people
incapable for independent existence living in
rural areas, it may be presumed that the majority
of them have very modest needs and expectations
concerning assistance from health institutions. For
years they have been accustomed to utilising
assistance from a health unit physician or nurse
only in situations requiring urgent intervention,
and that they must report to health institutions for
help, and do not anticipate assistance in the area
of care. None of the respondents expressed the
desire h to use assistance from a rehabilitation
specialist (if such assistance would be available in
the rural environment).

Similar results were obtained by Latalski, who
indicated that expenditures for treatment increase
with age and the deterioration of the state of
health, which is compensated by the reduction of
expenditures for physician, dentist and ‘other’
expenditures. Simultaneously, a decreased usage
of health care services is noted, and an increase
in the number of people who do not receive any
treatment [5, 9, 10].

The study showed that the number of visits by
physicians and nurses was small and concerned
a small group of patients (13.79% and 10.34%
respectively). These patients were satisfied with
the frequency of visits. The remaining respon-
dents did not anticipate assistance with care, nei-
ther from medical staff nor informal caregivers
(social care worker).

The above presented situation may be
explained by the fact that rural inhabitants, who
for a long time have had a modest offer on the
part of the PHC were realists, and expected no
more than what they have been used to. The
above-mentioned situation, however, does not
absolve the organizers of primary health care, the
payer of services and the State as the creator of
the national and local health policy, from under-
taking an initiative for satisfying the care needs of
patients incapable for independent existence. As
indicated by the term ‘the disabled’, these people
are not capable for independent functioning and
effectively demand such care.

Hence, an offer in the area of institutional,
long-term care, rehabilitation, and above all,
home care for this group of patients should be
increased. Patients from rural areas, in contrast to
urban inhabitants, cannot be deprived of long-
term and rehabilitation care only because they do
not claim it. Moreover, the provision of home
long-term care, rehabilitation and informal care is
profitable for the budget of the payer of medical
services, because it prevents frequent and costly
hospitalization of this group of patients. The orga-
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nizational solutions of the countries of so-called
‘old’” European Union indicate the need for the
development of long-term home care in order to
reduce the general costs designed for health — pri-
marily in the Scandinavian countries, whose
experiences may be used [1]. The subjective eval-
uation by people incapable for independent exis-
tence is complementary with the definition of the
‘demand for health care’, where it is stated that
‘demand for care is the reflection of health needs
in the social awareness’ [7]. Hence, people inca-
pable for independent existence living in rural
areas, led by their experiences of the lack of this
care even from the PHC and social care workers,
do not expect such care.
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Wstep. W pismiennictwie jest niewiele publikacji naukowych dotyczacych zjawiska niezdolnosci
do samodzielnej egzystencji w odniesieniu do zapotrzebowania na opieke, jak i stanu faktycznego w zakresie
opieki nad ta grupa oséb.

Cel pracy. Celem pracy byta ocena opieki nieprofesjonalnej swiadczonej osobom z orzeczong niezdolnoscia do
samodzielnej egzystencji, ubezpieczonych w Kasie Rolniczego Ubezpieczenia Spotecznego.

Materiat i metody. Metodg badawcza zastosowang w niniejszych badaniach byty: metoda klasyfikacji pacjentéw,
sondaz diagnostyczny z technika wywiadu. Narzedziem badawczym dla potrzeb klasyfikacji oceny sprawnosci
0s6b niezdolnych do samodzielnej egzystencji byt kwestionariusz EASY-care.

Wyniki. Wszyscy badani byli uzaleznieni w zakresie instrumentalnych czynnosci, ale jednoczesnie zdecydowa-
na wiekszos¢ badanych wykazywata uzaleznienie réwniez w zakresie czynnosci podstawowych. Wyniki jedno-
znacznie potwierdzaja, ze pomoc badanym niepetnosprawnym swiadcza przede wszystkim cztonkowie rodzin.
Stowa kluczowe: opieka nieprofesjonalna, niezdolnos¢ do samodzielnej egzystencji, osoby ubezpieczone w Ka-
sie Rolniczego Ubezpieczenia Spotecznego (KRUS).

Background. In literature there are few scientific reports concerning the phenomenon of incapability
for independent existence from the aspect of the demand for care and the actual state with respect to care of this
population group.

Objectives. The objective of the study was the evaluation of informal care provided for people who possess a deci-
sion concerning incapability for independent existence insured by the Agricultural Social Insurance Fund (KRUS).
Material and methods. The following research methods were applied in the presented study: patient classification
method, and the diagnostic survey with an interview technique. The research tool for the needs of classification
of evaluations of the efficiency of people incapable of independent existence was the EASY-care questionnaire.
Results. All respondents were dependent with respect to instrumental activities; however, simultaneously, the great
majority of people in the study showed dependence, also with regard to primary activities. The results univocally
confirm that assistance for the disabled examined is provided primarily by family members.

Key words: informal health care, incapability for independent existence, people insured by the Agricultural Social
Insurance Fund (KRUS).

Introduction
may be distinguished. Non-professional care is

With respect to the type of care and the place provided at home by informal care providers (re-
of its provision, professional and informal care latives, friends, neighbours). Professional care of a
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patient and his/her family covers the provision of
diagnostic, treatment, and rehabilitation services
offered by a care providing team, i.e. people with
various occupational backgrounds, providing
health care services [1].

It is presumed that a rational organizational
model referring to care of the group of patients
incapable of independent existence should be
realized in the families of these people [2]. Health
care provided in home conditions produces good
results with relatively low costs [3]. However,
a common conviction of the managers and
administrators of health care system concerning
the obligation of providing care for the disabled
and the elderly by family is conducive to neglect
in the care system of the State [2]. Moreover, there
are few scientific reports pertaining to the actual
demand for care and the description of the pre-
sent state, with respect to both professional and
informal care.

Objectives

The objective of the study was evaluation of
informal health care provided for people possess-
ing a decision concerning incapability for inde-
pendent existence insured by the Agricultural
Social Insurance Fund.

Material and methods

The following research methods were applied
in the presented study: patient classification
method, and a diagnostic survey with an inter-
view technique. The research tool for the needs of
classification of evaluation of the efficiency of
patients incapable for independent existence was
the EASY-care questionnaire, version 1999-2000,
with 100-score everyday life functions evaluation
scale.

The EASY-care questionnaire is recommended
for the evaluation of the functional state of the
elderly in primary health care [4]. In the interna-
tional literature there are many methods of classi-
fication and assessment of the state of a patient in
various nosological units; however, there are no
specific tools for the needs of evaluation with
respect to the care of patients incapable of inde-
pendent existence in home conditions. The EASY-
-care questionnaire proved to be the most useful
tool for this purpose, because care needs of the
elderly and those incapable for independent exis-
tence, irrespective of age, are close. EASY-care
questionnaire consists of several subject modules.
The part covering the efficiency of activities of
daily life (ADL) covers 17 questions. The follow-
ing activities were considered as those of an

instrumental type (I-ADL): 1) performing hard
housework activities; 2) preparation of meals;
3) shopping; 4) managing own money; 5) using
a telephone; 6) taking drugs; 7) mobility outside
the home; 8) mobility at home; and 9) walking up
and down the stairs.

The following activities were considered as
primary (P-ADL): 10) mobility; 11) using toilet;
12) using a bath or shower; 13) care of appear-
ance; 14) dressing; 15) consumption of meals;
16) urine continence; and 17) stool continence.

By means of EASY-care questionnaire, within
each category of activities of daily life, the
patients were qualified into the following 3 cate-
gories of care:

1) performing an individual activity without diffi-
culty;

2) requiring some assistance from another person;

3) incapable of performing an individual activity.

The people who were incapable of performing
an individual activity required some assistance or
were totally reliant on their care providers, were
considered as dependent with respect to this ADL
activity.

At the first stage of the study, 464 decisions
were analysed concerning incapability for inde-
pendent existence issued by physician decision-
makers and medical commissions at the KRUS
Regional Agency in Przeworsk in 2003.

At the subsequent stage, every fourth person
was selected at random from among 464 people
listed according to the date of examination; 116
respondents therefore remained for further studies.

The survey was conducted in 2004. The
respondents were examined in the consultation
room at the KRUS Regional Agency (72 people),
and at respondents’ homes (44 people). The
patients were examined at home in the case of
their inability to report to the consultation room.
The decision about home examination was made
based on medical records or the opinion of the
physician in charge of the patient. The patients
lived in the southeastern region of Poland, in the
Provinces of Przemysl, Jarostaw, Lubaczéw and
Przeworsk.

The study covered 116 people — 46 males
(39.65%) and 70 females (60.35%).

The mean age of the population examined was
61.86; 66.20 among females and 57.52 among
males. The majority of males were aged under 65
(43.47%), whereas females — over 65 (45.54%).
The great majority of respondents lived with their
families (91.38%).

Results

All people in the study were dependent with
respect to instrumental activities; however, at the
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same time, the great majority of respondents
showed dependence also with respect to the prima-
ry daily life activities (Tab. 1). Table 2 presents the
degree of prevalence of disability with respect to the
instrumental daily life activities, while Table 3
shows disability with respect to primary activities.
Family members significantly more often pro-
vided assistance with all instrumental activities (p
< 0.001; approx. 60%), followed by spouses
(approx. 30%). Assistance from neighbours was

provided considerably more rarely, and con-
cerned all activities except using the telephone
and taking drugs. Neighbours most rarely assisted
with walking outside the home (2.38%), whereas
they most frequently helped with the preparation
of meals (6.96%) and household activities
(6.90%). Paid help occurred rarely, only in the
cases of the necessity for assistance with mobility
about outside home (2.38%), with the housework
(1.72%) and shopping (1.72%).

Table 1. Efficiency with respect to activities of daily living

Efficiency Gender

Males N = 46 Females N = 70 Total N = 116

L % L % L %
I-ADL dependent (Requiring assistance 46 39.65 70 60.35 116 100.00
with instrumental activities)
[-ADL and P-ADL dependent (Requiring 30 30.91 64 68.09 94 100.00
assistance with instrumental and primary
activities)
x> =1.35(-)p>0.05

Table 2. Dependence with respect to instrumental activities of daily living

Dependent people/ Frequency I-ADL function
respondents of occurrence
of dependence
%
1 116/116 100.00 housework activities
2 115/116 99.14 preparation of meals
3 116/116 100.00 shopping
4 84/116 72.41 managing money
5 54/116 46.55 using phone
6 58/116 50.00 taking drugs
7 84/116 72.41 mobility outside home
8 40/116 34.48 mobility at home
9 50/116 43.10 walking up and down stairs
<
=]
g
= Table 3. Dependence with respect to primary activities of daily living
°§ Dependent people/ Frequency P-ADL function
& respondents of occurrence
g of dependence
S %
=
(1]
£ 1 16/116 13.79 mobility
; 2 36/116 31.03 using toilet
@ 3 88/116 75.86 using bath, shower
S 4 40/116 34.48 care of appearance
2 5 80/116 68.97 dressing
E 6 26/116 22.41 consumption of meals
E 7 34/116 29.31 urine incontinence
£ 8 14/116 12.07 stool incontinence
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Family members and spouses also significant-
ly more frequently provided assistance with pri-
mary activities (p < 0.001). Neighbours’ assis-
tance occurred only in the following percentages:
in the case of using the toilet — 5.56%, shower or
bath — 2.27%, or with dressing — 2.5%. Paid assis-
tance occurred still more rarely, only in cases of
urine incontinence (23.53% - replacement of
catheters) and to a small degree (2.5%) with
dressing. The results univocally confirm that assis-
tance for the disabled examined was provided
mainly by family members.

Significant differences in the frequency of pro-
viding assistance by caregivers (p < 0.001) were
observed with respect to each type of depen-
dence (Tab. 4, 5).

Discussion and results

In Polish tradition, the family fulfils the basic
care functions with respect to their disabled clos-
est relatives [5]. The many-generation model of
a family concerned the rural rather than the urban
population (76% and 57% respectively) [6].
Despite the clear disintegration of a many-gene-
ration family, confirmed by 15-year cohort studies
of the elderly in Biatystok conducted by Ko-
tlarska-Michalska, it is indicated that as many as
87% of the elderly receive nursing care from their
families, and only 13% from neighbours and insti-
tutions [7, 8].

The study confirmed that the provision of care
is the domain of the family. Other family members
provided assistance for the disabled two or three

Table 4. Informal care with respect to instrumental activities of daily living

I-ADL function People providing assistance to those dependent with respect to an individual activity

spouse other family member | neighbour friends | paid assistance

L % L % L % L %o
Housework 36 31.03 70 60.34 8 6.90 2 1.72
Preparation of meals 40 33.91 68 59.13 8 6.96 0 0
Shopping 32 27.59 76 65.52 6 5.17 2 1.72
Managing money 32 27.59 48 57.14 4 4.76 0 0
Using phone 16 29.63 38 70.37 0 0 0 0
Taking drugs 20 34.48 38 65.52 0 0 0 0
Mobility outside home | 34 40.48 46 54.76 2 2.38 2 2.38
Mobility at home 16 40.00 22 55.00 2 5.00 0 0
Walking up and down 18 36.00 30 60.00 2 4.00 0 0

stairs

1.%%=100.0 p < 0.001 (***) 2. ¥22=100.8 p < 0.001 (***) 3. ¥?=119.9 p < 0.001 (**¥)
4.7?*=75.2 p<0.001 (***) 5. = 69.4 p < 0.001 (***) 6. x**=66.9 p < 0.001 (**¥)
7.x%=722p<0.001 (***) 8. y**=34.4 p < 0.001 (***) 9. y**= 46.5 p < 0.001 (***)

Table 5. Informal care with respect to primary activities of daily living

P-ADL function People providing assistance to those dependent with respect to an individual activity
spouse other family member | neighbour friends | paid assistance
L % L % L % L %
Mobility 8 50,00 8 50,00 0 0 0 0
Using toilet 18 50.00 16 44.44 2 5.56 0 0
Using bath, shower 30 34.09 56 63.64 2 2.27 0 0
Care of appearance 18 45.00 22 55.00 0 0 0 0
Dressing 32 40.00 44 55.00 2 2,5 2 2,5
Consumption of meals | 12 46.15 14 53.85 0 0 0 0
Urine incontinence 10 29.41 16 47.06 0 0 8 23.53
Stool incontinence 12 85.71 2 14.29 0 0 0 0

1.2%2=16.0 p < 0.001 (***) 2. 2= 28.9 p < 0,001 (**¥) 3. 22 = 95.6 p < 0.001 (***
4. 4% = 40.8 p < 0.001 (***) 5. 22 = 68.4 p < 0.001 (***) 6. x2?= 24.6 p < 0.001 (***
7.7%=14.7 p < 0.001 (**¥) 8. y22=12.5 p < 0.001 (**¥)
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time more often than spouses. This may be
explained by frequently noted widowhood or the
old age of a spouse, as well as by the model of the
functioning of a rural family, where the provision
of care is the domain of women (wives and
daughters). A small percentage of respondents
using paid care, accompanied by great needs
observed, results from the fact that the nursing
allowance is a small amount of money, and agri-
cultural health benefits are low-insufficient for the
satisfaction of even current needs.

The greatest majority of respondents (91.38%)
lived together with their families, and evaluated
their housing conditions as mediocre (53.44%),
or good (27.58%). This results from the many-
-generation model of the family, which still func-
tions in rural areas, as confirmed by the studies by
Piotrowski [6]; however, this is undoubtedly asso-
ciated with the necessity of providing frequent,
daily care of a disabled person. The poorly develo-
ped network of care providing facilities compells
care by the family. Economic aspects are also very
important. The financial benefits received or even
increased by nursing allowance do not cover the
cost of a stay in a care institution. In such a situa-
tion it would be necessary for families to pay an
extra amount of money, which for the majority of
home budgets would be a considerable burden.
On the other hand, the benefits received by the
disabled are frequently the only permanent
income of a family. Obviously, an important ele-
ment is the cultural pattern demanding the family
obligation to provide care for the ill and senior
members, which still functions in Poland [5].
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Wstep. Dodatek pielegnacyjny przystuguje osobie uprawnionej do emerytury lub renty, ktéra
zostata uznana za niezdolng do samodzielnej egzystencji.

Cel pracy. Ocena wykorzystania dodatku pielegnacyjnego przez osoby ubezpieczone w KRUS. Przebadano 116
0s6b, w tym 46 mezczyzn (39,65%) i 70 kobiet (60,35%).

Wyniki. Badanie wykazato, ze dodatek pielegnacyjny przeznaczany jest gtéwnie na zakup lekéw i biezace
potrzeby. Znacznie rzadziej osoby niezdolne do samodzielnej egzystencji przeznaczaty go na optacenie ustug im
potrzebnych, sprzet medyczny, odzywki i witaminy.

Stowa kluczowe: dodatek pielegnacyjny, niezdolnos¢ do samodzielnej egzystencji, ubezpieczeni w Kasie
Rolniczego Ubezpieczenia Spotecznego.

Background. Nursing allowance is eligible for a person entitled to old age pension or health benefit,
who has been considered incapable of independent existence.

Objectives. The objective of the study was evaluation of the usage of the nursing benefit by people insured by the
KRUS. The survey covered 116 respondents, including 46 males (39.65%) and 70 females (60.35%).

Results. The study showed that nursing allowance is mainly allocated for the purchase of drugs and current needs.
People incapable of independent existence considerably more rarely allocated this benefit for payment of the ser-
vices needed, medical equipment, nutrients and vitamins.

Key words: nursing allowance, incapability for independent existence, people insured by the Agricultural Social
Insurance Fund (KRUS).

Introduction

Nursing allowance is eligible for a person
entitled to old age pension or health benefit,
who has been considered as incapable for inde-
pendent existence [1]. Decisions concerning
incapability for independent existence are made
by medical decision-makers from the KRUS or
medical commissions based on physical exami-
nation and analysis of medical records submit-
ted. According to the decision-making system by
the KRUS the examinations cover patients under

the age of 75. People who possess decisions
confirming a considerable degree of disability
issued by the Provincial or Regional Teams for
the Matters of Making Decisions Concerning
Disability - receive nursing benefit [2].
According to the regulations in the Act of 1
December 1994 concerning family, nursing and
child benefits in the case of coincidence
between the right to nursing allowance with the
right to nursing benefit, a nursing allowance is
paid in addition to old age pension or health
benefit.
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According to the legal regulations in effect and
the principles of medical decision making, the
making of a decision about incapability for inde-
pendent existence is justified if the following is
diagnosed: ‘a disturbance of body efficiency to
a degree causing necessity for constant or long-
term care and assistance from other people in sat-
isfying basic needs of life’ [1]. The following
needs are taken into consideration: mobility at
home, consumption of meals, maintaining per-
sonal hygiene, dressing, and fulfilling basic bodi-
ly functions.

The decision about incapability for indepen-
dent existence is also justified in the following
persons:

— Bed-ridden patients in whom it is prognosti-
cated that the state of being bed-ridden will be
longer than 6 months.

— Patients with mental disorders (including
senile changes of dementia character), the
intensification of which may create a threat for
the patient and danger for the surroundings.

— Patients totally blind or with severe vision
impairment, when the acuity of vision — after
correction — does not exceed 0.05 in the bet-
ter eye, or with a considerable narrowing of
the field of vision to approx. 20 degree (tunnel
vision).

— People who, due to their state of health, are
unable to leave their homes, even intermit-
tently.

— Those with the diagnosis of local or general-
ized relapse of carcinoma remaining outside
the possibilities of treatment, both causative
and palliative [3].

In the decision-making by the KRUS, when
establishing the right to the nursing allowance,
the Zubord Scale and Karnofsky Scale are used
(Tab. 1 and Tab. 2). According to the Zubord
Scale, the decision about incapacity for indepen-
dent existence is made when the evaluation co-
vers 3 or more scores [3].

The decision concerning incapability for inde-
pendent existence is also made while evaluating
the state of health according to the Karnofsky
Scale, when a patient efficiency degree of 50% or
less is diagnosed [4].

The amount of the nursing allowance is estab-
lished every 3 months [1], since 1 March 2007
this amounts to 153.19 zlotys.

Objective of the study

What is the allocation of nursing allowance to
people possessing a decision concerning incapa-
bility for independent existence insured by the
Agricultural Social Insurance Fund?

Table 1. Scale of efficiency acc. to Zubrod

Efficiency degree acc. to Zubrod

0 Totally efficient patient, care not necessary

1 Patient with efficiency limited to a medium
degree, complaints of small intensity,
patient does not have to stay in bed

2 Patient incapable for occupational activity,
capable of self-care, spends less than 50%
of the day in bed

3 Patient incapable for self-care, constant
assistance necessary, spends more than 50%
of the day in bed

4 Totally disabled patient, constantly remains
in bed
5 Death

Source: Adamek-Guzik T. Outline of medical decision-
making. Krakéw: Jagiellonian University Press; 1999: 45.

Material and methods

At the first stage, 464 decisions were analysed
concerning incapability for independent exis-
tence issued by the medical decision-makers and
medical commissions at the KRUS Regional
Agency in Przeworsk in 2003.

At the subsequent stage, every fourth person
was selected at random from among 464 people
listed according to the date of examination; 116
respondents therefore remained for further studies.

The survey was conducted in 2004. The
respondents were examined in the consultation
room at the KRUS Regional Agency (72 people),
and at respondents’ homes (44 people). The
patients were examined at home in the case of
their inability to report to the consultation room.
The decision about home examination was made
based on medical records or the opinion of the
physician in charge of the patient.

The patients lived in the southeastern region of
Poland, in the Provinces of: Przemysl, Jarostaw,
Lubaczéw and Przeworsk. They were people who
were covered by insurance from the KRUS
Regional Agency in Przeworsk, and had been
receiving the nursing allowance for at least 3
months. The survey covered 116 people — 46
males (39.65%) and 70 females (60.35%).

The mean age of the population examined was
61.86 — 66.20 among females and 57.52 among
males. The greatest number of males were aged
under 65 (43.47%), whereas females — over 65
(45.54%). The most frequent causes of making
decisions concerning incapability for indepen-
dent existence in people insured by the
Agricultural Social Insurance Fund were diseases
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Table 2. Degree of patient efficiency acc. to Karnofsky Scale

General category Index Detailed criteria
Capable of normal activity, 100 Normal condition, no complaints or traits of disease.
no social care necessary. 90 Capable of normal activity, certain pathological symptoms in

physical examination and medical history taking.
80 Normal activity accompanied by some effort, pathological
symptoms in physical examination and medical history taking.

Incapable of occupational 70 May take care of himself/herself; however’ incapable of either

activity, may stay at home and normal or occupational activity.

perform the majority of nursing 60 Requires periodical outside assistance, but is able to

activities; needs outside independently satisfy the majority of own needs.

assistance of various degrees. 50 Requires considerable outside assistance and frequent medical
check-ups.

Incapable of independent 40 Invalidity, requires special care and assistance.

satisfying of own needs, 30 Severe invalidity, hospitalization indicated, no direct life threat.

requires hospital care or care 20 A very ill patient, hospitalization necessary, supporting

of a character similar to hospital, treatment indispensable.

the disease may progress rapidly. 10 A dying person.

Death.

Source: Jabtoniski L, Karwat ID, editors. Essentials of general epidemiology and epidemiology of contagious diseases.

Lublin: Czelej Publishers; 2002: 179.

of the organ of motion and carcinomas. In addi-
tion, 85% of respondents had 3 or more diseases
mentioned as the cause of disability [4].

Results

Table 3 presents the usage of nursing
allowance by people possessing a decision con-
cerning incapability for independent existence.

The greatest majority of respondents reported
that they allocated the money received for the
purchase of drugs — 70 people (76.34%), and cur-
rent needs (paying bills) — 20 people (17.24%). In

the case of allocation of nursing allowance to the
patients’ needs, significant differences in the
approach to this problem were noted with respect
to the purchasing of drugs, where females used
this allowance significantly more often (p < 0.01),
compared to males (71.43% and 43.48% respec-
tively). Significant differences were also noted
with respect to expenditures for medical equip-
ment, where males spend statistically more
money (p < 0.05) than females (21.74% and
5.71% respectively). As many as 14 respondents
(12.08%) allocated the money for the purchase of
medical equipment (wheelchairs, canes, etc.). In
other cases, no significant differences were

Table 3. Allocation of nursing allowance

<

Needs Males N = 46 Females N = 70 Total N = 116 S
L % L % L % g

o

Purchase of drugs 20 43.48 50 71.43 70 76.34 §
%2 =9.06 (**)p<0.01 &
Payment for care 4 8.70 2 2.86 6 5.17 £
- o
%2 =1.93(-)p>0.05 2
Current needs 8 17.39 12 17.14 20 17.24 E
x?=0.001 (-) p>0.05 &
™

Medical EQUIPMENT 10 21.74 4 5.71 14 12.08 @
%2 =6.72(*)p<0.05 S
=

Nutrients and vitamins 4 8.70 2 2.86 6 5.17 s
¥*=1.93(-)p>0.05 =
=

Total 46 100.00 70 100.00 116 100.00 s
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observed (p > 0.05). Only 6 respondents (5.17%)
reported that they used the allowance money to
pay for care.

Discussion and results

People possessing a decision concerning inca-
pability for independent existence insured by the
Agricultural Social Insurance Fund most frequent-
ly allocate nursing allowance for the purchase of
drugs and current needs. This is confirmed by the
results of studies by other researchers. Latalski
showed that expenditures for treatment increase
with age and the deterioration of the state of
health, which is compensated by the reduction of
expenditures for physician, dentist and ‘other’” ex-
penditures [5]. A small percentage of respondents
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Wstep. Wiedza o tendencjach zmian w zapisie EEG w zaleznosci od wieku rozwojowego oznacza
dziatanie w kierunku zachowania zdrowia.

Cel pracy. Celem badania byta ocena zmian w zapisie EEG w zaleznosci od rozpoznania wstepnego i wieku roz-
wojowego mtodziezy z wojewdédztwa zachodniopomorskiego, w okresie od 2005 do 2007 .

Materiat i metody. Badaniami objeto 102 respondentéw (66 dziewczat i 36 chtopcéw). Ocenie poddano wyniki
badan elektroencefalograficznych wykonanych systemem Neuroscan Plus, przeznaczonym do rejestracji i anali-
zy czynnosci bioelektrycznej mézgu. Do oceny zmian w zapisie EEG zastosowano program Statistica 7.1. Wyni-
ki badari obliczono w zaleznosci od grup wiekowych i grup diagnozy wstepnej. W obliczeniach statystycznych
zastosowano: tabele wielodzielcze, nieparametryczny test y? Pearsona, wspétczynnik korelacji R (rang) Spearma-
na.

Wyniki. Uzyskane wyniki Swiadcza o tym, ze lekarze specjalisci kieruja na badania EEG w najwigkszym stopniu
mtodziez w wieku od 7 do 18 r.z. Dla poszczegdlnych grup w wynikach badari stwierdzono wystepowanie
nastepujacych istotnych réznic: prawidtowy wynik badania EEG — liczba przypadkéw wsréd mtodziezy w wieku
14-16 lat jest istotnie wyzsza w stosunku do grup 7-13 lat oraz 17-18 lat (p < 0,01); podejrzenie guza mézgu
i padaczki — liczba przypadkéw wsréd mtodziezy w wieku 7-13 lat jest istotnie wyzsza w stosunku do grupy
14-16 lat (p £ 0,05) oraz w stosunku do grupy 17-18 lat (p < 0,01); wsréd wynikéw badar rozpatrywanych
w zaleznosci od rodzaju wstepnej diagnozy, w grupie ,do diagnostyki”, liczba dziewczat z prawidtowym
wynikiem badania EEG przewyzsza istotnie chtopcéw (p < 0,05), a w grupie ,do diagnostyki po urazie gtowy”
liczba chtopcéw ze stwierdzonym wystepowaniem fal ostrych przewyzsza istotnie dziewczeta (p < 0,1).

Stowa kluczowe: zapis EEG, wiek rozwojowy, guz mézgu, padaczka.

Background. Knowledge on tendencies to change in the EEG record, in relation to developmental age,
means an activity to maintain health.

Objectives. The aim of this study is to evaluate changes in the EEG record, in relation to initial diagnosis and devel-
opmental age of youth, from West Pomeranian Province, in 2005 to 2007.

Material and methods. In the research 102 respondents (66 girls and 36 boys) was examined. The evaluation
embraces the EEG examinations carried out in years 2005-2007 by the Neuroscan Plus system, designed to regi-
stration and analysis of bioelectric function of brain. To compare changes in the EEG record the Statistica 7.1 pro-
gram is used. Results are calculated in relation to age groups and initial diagnosis. In statistical calculations the
following methods are used: multidivision tables, the nonparametric Pearson’s y? test, the Spearman’s rank corre-
lation — R.

Results. The obtained results show that to EEG examinations physicians refer, in the highest degree, youth of 7-18
y.0. In particular groups there is stated the following significant differences: a normal EEG examination results —
a number of cases among youth aged 14-16 is significantly higher, in relation to the group 7-13 and 17-18 y.o.
(p < 0.01); a suspicion of brain tumor and epilepsy — a number of cases among youth 7-13 y.o. is significantly
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higher, in relation to the group 14-16 lat (p < 0.05), and in relation to the group 17-18 (p < 0.01); among research
results considering in relation to a kind of diagnosis, in the group “to diagnostics”, a number of girls with a nor-
mal result of EEG outnumbers significantly boys (p < 0.05), and in the group “to diagnostics after head trauma” a
number of boys with an occurrence of sharp waves outnumbers significantly girls (p < 0.1).

Key words: the EEG record, developmental age, brain tumor, epilepsy.

Introduction

World Health Declaration, accepted by
Poland in 1998, at the World Health Congress
confirms that health is one of the basic rights of
each individual human being. Supporting of
development physical and psychosocial health,
and also prophylaxis of health and social prob-
lems of children and youth are defined as opera-
tive purpose No. 111.8 and is included in National
Health Program for years 2007-2015 [1]. In this
declaration it is achieved a success in the transla-
tion of brain’s electric potentials language to the
language of concepts, understood for physiologist
and clinician [5].

Objectives

The aim of his study is to evaluate in the EEG
record of children and youth at the developmen-
tal age 7 to 18 years old a tendency of changes,
in relation to age and initial diagnosis, in referral
to the EEG laboratory.

Experimental procedures

The evaluation embraces the EEG examina-
tions carried out in years 2005-2007, by the
Neuroscan Plus system, designed to registration
and analysis of bioelectric function of brain. In
the research 102 patients, 66 girls and 36 boys,
participate. To compare changes in the EEG
record the Statistica 7.1 program is used. Results
are calculated in relation to age groups and initial
diagnosis. In statistical calculations the following
methods are used: multidivision tables, the non-
parametric Pearson’s x? test, the Spearman’s rank
correlation.

To make the analysis possible the whole
examined population is divided into 3 age groups
(a.g.): 1. a.g. — primary school - 7 to 13 y.0., 2. a.g.
—gymnasium — 14 to 16 y.o., 3. a.g. — adolescent
— 17 to 18 y.o. adequately to physiological
changes in body structure. Descriptions of the
initial diagnosis of physician referring to the
examination are listed into 7 groups of recogni-
tion: 1 — to diagnostics, 2 — to sport diagnostics,

3 —to diagnostics after head trauma, 4 — hyperex-
citability syndrome, 5 — head pains, 6 — faintings,
7 — a suspicion of epilepsy.

In results of examinations in regard to gender,
in turn, particular waves are separated, it means
graphoelements, and general results are intro-
duced in four groups: a) those with the normal
EEG record are without changes, b) after medi-
cine status is adequate to the beta waves, c) a sus-
picion of the brain tumor is adequate to the delta
waves, and d) a suspicion of brain tumor or/and
epilepsy is adequate to the rest of waves.

All subjects gave written informed consent for
participation in agreement with the Helsinki
Accords prior to the beginning of the study. The
research was carried out with the consent of the
Regional Commission for Research Ethics. The re-
port is financed with own funds of authors.

Results

At the tab. 1 there is a list of all examination
results of children and youth from 7 to 18 y.o., in
relation to general criterion — the normal or
abnormal EEG record.

It is clear at the base of tab. 1 that girls are
more often than boys referred to the EEG exami-
nations, thus their participation (41% of girls) in
discovered abnormalities of the EEG record is
smaller than boys (47% of boys).

At the tab. 2a, 2b there is a collective list of
examination results of children and youth from 7
to 18 y.o., in relation to age group and four crite-
ria — the normal EEG record, after medicine status,
a suspicion of brain tumor, a suspicion of brain
tumor or/and epilepsy.

In the 1. a.g. (713 y.0.) of patients is exam-
ined, in the w 2. a.g. (14-16 y.0.) there is the
greatest number of patients — 43, and in the 3. a.g.
(17-18 y.o.) the lowest number of patients — 22.
Generally, children from 7 to 18 y.o. are referred
to examinations.

In results of particular age groups the follow-
ing significant differences are stated:

— a suspicion of brain tumor and epilepsy —

a number of cases among youth from the 1. a.g.

(7-13 y.o.) is significantly higher than in the
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Table 1. Collective research results of the EEG in youth, in relation to gender

Result Girls Boys

n % of % n % of % p total % of

columns | totally columns | totally the line

The EEG record 40 58.8 37.7 20 52.6 18.9 0.539 | 60 56.6
normal or at the
limit of norm
The abnormal EEG | 26 41.2 26.4 16 47.4 17.0 0.539 | 42 43.4
record
Totally 66 100.0 64.2 36 100.0 35.9 102 100.0

1307

Age (years) 1(7-13 y.0.) 2 (14-16 y.o0.) 3 (17-18 y.o0.) p1-2 [ p1-3 | p3-4
Result n | % of % % of % % of %

columns | totally | n columns | totally | n columns | totally
The normal EEG 11 | 29.7 10.4 29 | 67.4 27.4 12 11.3 11.3 0.002* | 0.825 | 0.004*
After medicine 2 5.4 1.9 4 9.3 3.8 1 0.9 0.9 0.408 | 0.562 | 0.176
status
A suspicion of 2 5.4 1.9 0 0.0 0.0 1 0.9 0.9 0.157 | 0.562 | 0.317
brain tumor
A suspicion of 22| 595 20.8 10 | 23.2 9.4 8 7.6 7.6 0.022 | 0.006*| 0.623
brain tumor or /
and epilepsy
Total 37 | 100.0 34.9 43 100.0 40.6 22 100.0 20.8

Table 2b. Statistical test values of collective results of the EEG examination in youth, in relation to age group

of the whole studied population (three age groups)

Pearson’s 2 value | df p Spearman’s rank t p
correlation - R

27.776 12 0.006** -0.261 -2.752 ! 0.007*

* — a value highly statistically significant; n — number of responses.

** _ a value statistically highly significant.

2 a.g. (14-16 y.0.) (p < 0.05) and in the 3. a.g.

(17-18 y.0.) (p < 0.01).

— anormal result of the EEG examination —a num-
ber of cases among youth from the 2. a.g.
(14-16 y.o.) is significantly higher than in the
1. a.g. (7-13 y.0.) and in the 3. a.g. (17-18
y.0.) (p < 0.01).

The EEG examination results differ significant-
ly, in relation to age groups, at the level of signif-
icance p < 0.01 (tab. 2b).

At the tab. 2b there are shown statistical test
values of collective results of the EEG examina-
tions in youth, in relation to age group of the
whole studied population (three age groups).
Values of the Pearson’s test are statistically highly
significant (p = 0.06) and R of the Spearman’s rank
correlation is statistically significant (p = 0.07).

At the tab. 3a, 3b there is a detailed list of the
EEG examination results (graphoelements) in chil-
dren and youth from 7 to 18 y.o., in relation to
age group.

The greatest number of abnormal graphoele-
ments (tab. 3a) is in boys in the 1. a.g. (7-13 y.0.)
(sharp waves — 15.8%), (theta waves — 7.9%),
(beta waves — 5.3%), (sharp-free waves — 5.3%).
All these values outstrip significantly a number of
graphoelements in girls of the same age group
(p<0.1).

In the rest of age groups there are no signifi-
cant differences in the study results. Among the
oldest youth there are also no complex
graphoelements (tab. 3b).

At tab. 4a and 4b there is a list of examination
results of children and youth from 7 to 18 y.o., in rela-

Family Medicine & Primary Care Review 2008, 10, 4
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Table 3a. A comparison of the EEG examination results (graphoelements) in girls and boys, in relation to age

groups
Age (years) 1 (7-13 y.0.) 2 (14-16 y.o0.)
Result girls boys p girls boys p
n % n % n % n %
Normal EEG
record 5 7.35 6 15.79 0.175 | 22 32.35 7 18.42 0.126
Beta wave 0 0.00 2 5.26 0.059* | 3 4.41 1 2.63 0.646
Delta wave 2 2.94 0 0.00 0.288 | O 0.00 0 0.00 1.000
Theta wave 1 1.47 3 7.89 0.099* | 1 1.47 0 0.00 0.454
Sharp wave 4 5.88 6 15.79 | 0.097* | 2 2.94 3 7.89 0.251
Sharp-free
wave 0 0.00 2 5.26 0.059* | 2 2.94 0 0.00 0.288
Free wave 1 1.47 0 0.00 0.454 | O 0.00 0 0.00 1.000
Theta wave + 0 0.00 1 2.63 0.182 | O 0.00 0 0.00 1.000
sharp-free
Theta wave + 1 1.47 0 0.00 0.454 | O 0.00 0 0.00 1.000
sharp +
sharp-free
Needle wave + | 0 0.00 0 0.00 1.000 1 1.47 0 0.00 0.454
sharp +
sharp-free
Sharp wave + 1 1.47 1 2.63 0.674 1 1.47 0 0.00 0.454
sharp-free
Sharp wave- 0 0.00 1 2.63 0.182 | O 0.00 0 0.00 1.000
free + free
Total 15 22.06 22 57.89 32 47.06 11 28.95
* — a value statistically significant; n — number of responses.
Table 3b. A comparison of the EEG examination results (graphoelements) in girls and
boys, in relation to age groups, a sequel
Age (years) 3 (17-18 y.0.) p
Result girls boys
*\ n % n %
=
< Normal EEG record 8 11.76 4 10.53 0.847
= Beta wave 1 1.47 0 0.00 0.454
2 Delta wave 1 1.47 0 0.00 0.454
z Theta wave 2 2.94 0 0.00 0.288
f Wave 4 5.88 1 2.63 0.451
5 Sharp-free wave 1 1.47 0 0.00 0.454
> Total 17 25.00 5 13.16 n — number of responses.
E
il tion to the group of initial diagnosis and determina- In particular groups of the initial diagnosis
§8l tion by the physician referring to the examination. there are obtained the following results:
£ Totally, in the EEG examinations, in the great- — in the group to diagnostics —on 17 of examined
bl est way, there are obtained normal results, it means patients 6 confirmations of a clinician status;
% 53 of cases plus 7 results circumscribed as after — in the group to sport diagnostics (practicing of
% medicine status which can be recognized as sim- sport) — on 3 of examined patients 2 confirma-

ilar to normal results. tions of a clinician status;
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Table 4a. Collective results of the EEG examinations in youth, in relation to diagnosis

Diagnosis To diagnostics To sport diagnostics To diagnostics
after head trauma

Result n % n % n %

Normal EEG 11 10.38 0.94 2.83

After medicine status 0 0.00 0 0.00 0 0.00

Suspicion of brain

tumor 1 0.94 0 0.00 1 0.94

Suspicion of brain

tumor or/and epilepsy | 5 4.72 2 1.89 2 1.89

Total 17 16.04 3 2.83 6 5.66

Diagnosis Hyperexcitability Head pain Fainting Suspicion of
syndrome epilepsy

Result n % n % n % n %

Normal EEG 0.00 31 29.25 0.00 7 6.60

After medicine status | 0 0.00 6 5.66 0.00 1 0.94

Suspicion of brain 0 0.00 1 0.94 1 0.94 0 0.00

tumor

Suspicion of brain 3 2.83 17 16.04 2 1.89 11 10.38

tumor or/and epilepsy

Total 3 2.83 55 51.89 3 2.83 19 17.92

n — number of responses.

— in the group to diagnostics after head trauma —
on 6 examined patients 3 confirmations of
a clinician status;

— in the group of hyperexcitability syndrome —
on 3 of examined patients 3 confirmations of
a clinician status;

— in the group of head pains — on 55 of examined
patients 18 confirmations of a clinician status;

— in the group of faintings — on 3 of examined
patients 3 confirmations of a clinician status;

— in the group a suspicion of epilepsy — on 19 of
examined patients 11 confirmations of a clini-

is a better emotional contact between parents
and daughters and, as a consequence, of more
often appealing to physician with problems of
their children.

The analysis of collective results of the EEG
examinations of youth, in relation to the age
group, shows the greatest occurrence (20.8%) of
a suspicion of brain tumor and epilepsy in the 1.
a.g. (7-13 y.o.). A number of cases among youth
of 7-13 y.o. are significantly higher, in relation to
the 2. a.g. (14-16 y.0.): 9.4% (p < 0.05) and to the
3.a.g. (17-18 y.0.): 7.6% (p < 0.01) (tab. 2b). It is

cian status. shown that at the age of 10-14 y.o. changes in the
EEG records start to focus [8, p. 151]. It is also

connected with the puberty period of youth.
. X Totally, among youth below 16 y.o. there is
Discussion discovered 30.2% of cases as a suspicion of brain

It is clear from the analysis of the EEG exam-
ination results, in relation to gender, that major-
ity of patients, referred to examination by spe-
cialist physician are girls (64%), and only 36%
of them are boys. However, a percentage of boys
with discovered abnormalities in the EEG
records are higher (47%) than the percentage of
girls (41%) (tab. 1). The reason of this statement

tumor and epilepsy.

Itis relatively a low result as compare to a dec-
laration of [6, pp. 3-6], which indicates that
50-60% of cases of epilepsy incidence fall on
below 16 y.o. In [2, pp. 34-62], in turn, a value
of brain tumor etiology is determined as 6%.

The childhood age and graphoelement as
a sharp-free wave create probability of rolandic
epilepsy occurrence (it is one of the most often
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occurred forms of epilepsy), respected by [2, pp.
62-96]; it means that changes in the EEG record
have a great diagnostic meaning.

The greatest number of abnormal graphoele-
ments occurs in boys 7-13 y.o. (beta waves —
5.3%, theta waves — 7.9%, sharp waves — 15.8%
and sharp-free waves — 5.3%). All these values
outstrip significantly a number of graphoelements
occurred in girls of the same age group (p < 0.1)
(tab. 3a). Therefore, a mild rolandic epilepsy
occurs more often in boys [2, pp. 62-96]. The
reason can be also a strong genetic predisposi-
tion, stress, shortage of dream and drinking alco-
hol, in accordance to [3, pp. 18-19].

Among the oldest youth of 17-18 y.o. it is not
stated complex graphoelements. It can result from
physiological maturation and an entrance to adult
age after the period of puberty.

The obtained in own research, in the age
group of 7-13 y.o. (tab. 3a), a normal result of the
EEG examination and beta waves (21.1% in boys
and 7.4% in girls as a sum; tab. 3a) is similar to the
result of 10-20% of beta waves given by [6, p. 58].

The examination results, considered in rela-
tion to the initial diagnosis (tab. 4a and 4b), show
that totally the greatest number, it means 53 of
cases, are normal results of the EEG examinations
and 7 results of after medicine treatment status,
which can be stated as similar to normal. It is 57%
of the total number of patients (a collective result
at the tab. 1).

The greatest numbers of referrals (55) to the
EEG laboratory get patients with an initial diagno-
sis — head pains. Among patients with this diag-
nosis in 18 cases of them examinations confirm
a suspicion of brain tumor and a suspicion of brain
tumor or/and epilepsy. Among 19 of patients with
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an initial diagnosis a suspicion of epilepsy in 11
cases of them examinations confirm a suspicion
of brain tumor or/and epilepsy.

In the rest of diagnosis groups the following
results are obtained:

— in the group to diagnostics — on 17 of exam-
ined patients 6 confirmations of clinician sta-
tus;

— in the group of hyperexcitability — on 3 of
examined patients 3 confirmations of clinician
status;

— in the group of faintings — on 3 of examined
patients 3 confirmations of clinician status;

— in the group to sport diagnostics (practicing of
sport) — on 3 of examined patients 2 confirma-
tions of clinician status.

All stated abnormal results of the EEG exami-
nations require a clinician observation, and in it,
in the case of symptoms progress, a more deep
diagnostics [3, pp. 26-29; 4, pp. 21-27; 7, pp.
115-126; 8, pp. 191-271; 9, pp. 362-367; 10,
pp. 80-84].

Conclusions

1. The obtained results prove that specialist physi-
cian refer more ofen to the EEG examination
youth from 7 to 18 y.o. than at the other age.

2. Girls are more often than boys referred to the
EEG examinations, thus a number of abnor-
malities in the EEG record discovered in girls
is lower.

3. The greatest occurrence of a suspicion of brain
tumor and epilepsy is stated in the age group
of 7-13 y.o., and significantly more often in
boys than in girls.
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ECP concentration and ECP/Eo ratio in children
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Wstep. Wysokie stezenie ECP w surowicy jest markerem aktywnosci proceséw patologicznych
w astmie oskrzelowej i w przewlektych chorobach pasozytniczych. W diagnostyce toksokarozy poszukuje sie me-
tody, ktéra pozwalataby odrézni¢, kiedy wykrywane przeciwciata przeciw Toxocara canis oznaczaja aktywne za-
razenie od wykrywania przeciwciat pozostatych po zarazeniu i bedacych skutkiem poliklonalnej stymulacji lim-
focytéw Bepsilon Oraz pozwalajacej monitorowac leczenie.

Cel pracy. Celem pracy byta ocena mozliwosci wykorzystania badari markeréw aktywnosci eozynofiléw (ECP
i ECP/Eo) do okreslenia aktywnosci zarazenia Toxocara canis i monitorowania leczenia toksokarozy.

Materiat i metody. Badaniami objeto 45 dzieci w wieku od 3 do 18 lat z po raz pierwszy rozpoznanym zaraze-
niem Toxocara canis, a grupe poréwnawczg stanowito 41 dzieci w wieku od 2 do 18 lat, u ktérych nie stwierdzo-
no przeciwciat przeciwko nicieniom. Zarazenie larwa glisty psiej ustalono na podstawie badania serologicznego,
do ktérego zastosowano test immunoenzymatyczny (ELISA) firmy Bordier Affinity Products. W badaniu serologicz-
nym oznaczano stezenie przeciwciat przeciwko antygenowi ekskrecyjno-sekrecyjnemu E/S larwy Toxocara canis
w klasie IgG.

Wyniki. Srednie stezenie ECP u dzieci z toksokaroza przed leczeniem wyniosto 30,19 pg/l i byto istotnie wyzsze
niz w grupie poréwnawczej. Srednia wartos¢ wspétczynnika ECP/Eo wyniosta 0,067 i nie byfa istotnie wyzsza niz
w grupie poréwnawczej. ECP moze by¢ markerem aktywnosci zarazenia T. canis i przydatne podczas monitoro-
wania leczenia toksokarozy. Wyniki wskazuja na brak mozliwosci wykorzystania do tych celéw wskaznika ECP/Eo.
Stowa kluczowe: toksokaroza, Toxocara, ECP, stosunek ECP/Eo, dzieci.

Background. High serum ECP concentration is a marker of the activity of pathological process in
bronchial asthma and in chronic parasitic infections. In the diagnostics of toxocariasis a method is searched for
which would allow to differentiate when the detected anti- Toxocara canis antibodies mean active infection from
postinfectiions effect of polyclonal stimulation of Beyilon lymphocytes. In addition there is a strong need to intro-
duce the method allowing to monitor the treatment.

Objectives. The aim of the study was to estimate the possibility of the use of ECP and ECP/Eo ratio for the deter-
mination of T. canis infection in children and the analysis of their values as the markers of an therapy.

Material and methods. The study comprised 45 children, aged 3-18 years, with the first time diagnosed Toxocara
canis infection and the control group — 41 children, aged 2-18 years in whom no anti-nematode antibodies were
detected. Toxocara canis infection was established based on the basis of serological examination with ELISA
(Bordier Affinity Products). The concentration of IgG antibody anti-excretory-secretory antigen from Toxocara
canis larva was determined in serological examination.

Results. Before the therapy ECP mean concentration was 30,19 pg/l in children with toxocariasis. and it was sig-
nificantly higher than in the control group. Mean value of ECP/Eo ratio was 0,067 and it wasn't significantly high-
er than in controls. ECP can be a marker of T. canis infection activity and it can be useful during toxocariasis the-
rapy monitoring.

Key words: toxocariasis, Toxocara, ECP, ECP/Eo ratio, children.
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Background

Parasitic infections such as toxocariasis, trichi-
nosis or strongyloidiasis manifest chronic course
and the involvement of other defense mechanisms
than those observed in case of bacterial and viral
infections. Eosinophils play a particular role in para-
sitic infections [1]. The activated eosinophil cells
have in their granules four basic proteins of strong
pro-inflammatory activity, eosinophil cationic pro-
tein (ECP), eosinophil-derived neurotoxin (EDN),
eosinophil peroxidase (EPO) and major basic pro-
tein (MBP) [2, 3]. These proteins are responsible for
tissue damage, they damage parasites and
bronchial epithelium in bronchial asthma. They
are specific for eosinophils and treated as the mark-
ers of acidophil cells activity. ECP is the most fre-
quently determined marker of eosinophils activity
and the calculation of ECP/Eo ratio indirectly points
to the activity of a single eosinophil [2].

ECP was for the first time obtained in 1971
from human bone marrow cells, identified as eosi-
nophil granule protein in 1975. ECP is a hetero-
genic protein of 16-24 kDa molecular weight of
strong alkaline reaction (pH 10.8) [3]. The deter-
mination of ECP in serum is very useful in diag-
nostics of allergic diseases, particularly in asthma
monitoring [4-6] as well as the monitoring of the
effects of specific immunotherapy (sIT) [5]. The
determination of eosinophil cationic protein is
also important in non-atopic diseases (initial phase
of myocardial infarction with eosinopenia and
high ECP concentration, ankylosing spondylitis (in
which serum ECP is treated as a marker of inflam-
mation) [5]. The presence of ECP has been also
detected in intestinal washings of patern with
Crohn’s disease and ulcerative colitis). Reaction to
parasites also results in the increase of ECP con-
centration and eosinophilia [5].

In the diagnostics of toxocariasis a method is
searched for which would allow to differentiate
when the detected anti-Toxocara canis antibodies
mean active infection from postinfectiions effect
of polyclonal stimulation of Bepsilon lymphocytes.
In addition there is a strong need to introduce the
method allowing to monitor the treatment.

Objectives

The aim of the study was to evaluate the pos-
sibility of eosinophil activity markers (ECP and
ECP/Eo) use for the determination of Toxocara
canis infection and its treatment monitoring.

Material and methods

The study comprised 45 children, aged 3-18
years, with the first time diagnosed Toxocara canis

infection (14 girls, 31 boys) and the control group
— 41 children, aged 2-18 years in whom no anti-
nematode antibodies were detected (23 girls, 18
boys). The children were diagnosed and treated at
the Department of Gastroenterology, in the
Gastroenterological and Allergological Outpatient
Clinic, Institute Polish Mother Health Centre.
Apart from clinical examinations, peripheral blood
cell count was performed eosinophils percentage
and with the determination of their absolute num-
ber in T mcl of blood as well as the concentration
of eosinophil cationic protein. The tests were per-
formed immediately after establishing the infec-
tion diagnosis and every 3 months after introduc-
tion of the therapy. Mebendazole (Vermox) was
applied in children with toxocariasis [7]. It was
administered every 3 months.

Toxocara canis infection was established
based on the basis of serological examination
with ELISA (Bordier Affinity Products). The con-
centration of IgG antibody anti-excretory-secreto-
ry antigen from Toxocara canis larva was deter-
mined in serological examination. Absorbance
measurement was performed with spectropho-
tometer PR 2100 Sanofi (Pasteur) at the wave
length 405 nm. The results of the measurements
are negative if the absorbance of the analysed
serum is lower than of weak positive control. The
results of the measurements are positive when the
absorbance of the analysed serum is higher than
of weak positive control. To simplify, the results
are given in per cent. The values from 0 to 28%
are related to the negative control absorbance,
from 28 to 32% weak positive and from 32 to
100% positive control. The value from 32 to
100% is considered to be the one confirming
Toxocara canis infection.

ECP concentration was determined with the
use of Immuno CAP ECP test (Pharmacia
Diagnostics) with Uni CAP 100 apparatus. In the
test anti-ECP antibodies covalently coupled to
ImmunoCap bind to ECP protein from the
patient’s serum. After washing mouse monoclon-
al anti-ECP antibodies are added. The concentra-
tion of enzyme-anti ECP-ECP antibody complexes
was determined by fluorescence method. The flu-
orescence values are read in the form of concen-
trations with calibration curve. The values are
given in ug/l (normal values 0-13.3 pg/l). All
measurements were performed at 0, 3, 6 and 9
months after treatment. Wilcoxon signed-rank test
and Mann-Whitney U test were used in statistical
analysis.

Results

In the group with the first time diagnosed
toxocariasis there were significantly fewer -



14 (31.1%) girls than boys — 31 (68.9%) (p < 0.05).
Covert toxocariasis was diagnosed in all the
examinated children acc. to the division suggest-
ed by Pawtowski [8]. In majority of children
abdominal pain was observed — 33 children
(77.7%). All children were subjected to ophthal-
monological examination and no ocular form of
this disease was found. In the group of infected
children mean titre of anti-Toxocara antibodies
before introduction of the treatment was 68.57%
(from 38% to 100%), 3 months after the treatment
it decreased to 56.42%, after 6 months to
39.67%. In 19 children the therapy was repeated
for the third time and then the mean titre of anti-
bodies was 33.05%, that is close to normal va-
lues. Three months after the therapy introduction
in 7 (15.6%) children the titre remained on the
same level as before the therapy, after 6 months —
it decreased to nearly normal values in 14
(31.2%) children and in 4 (8.8%) it was higher
than before the therapy.

Among children with toxocariasis eosinophi-
lia was observed in 14 (31.1%) before the intro-
duction of the therapy. Mean percentage of
eosinophils in peripheral blood in children with
toxocariasis was 5.58%. In the controls
eosinophilia was detected in 4 (9.75%) children,
on the average in the control group eosinophilia
was 2.02% (p < 0.05) (Fig. 1).

Mean level of ECP in children with toxocariasis
before treatment was 30.19 pg/l and it was signifi-
cantly higher than in the control group (p < 0.05);
6 months after therapy ECP level decreased signifi-
cantly in children with toxocariasis (17.59 pg/l, p <
0.05) in relation to the initial value (Fig. 2).

Mean value of ECP/Eo ratio was 0.067 and it
was not significantly higher than in the control
group. The decrease of the ratio after 3 and 6 months
of treatment was not statistically significant in rela-
tion to the value before the therapy (Fig. 3).

Discussion

Eosinophilia is observed both in allergic and
parasitic diseases. The aim of the study was to
assess the usefulness of eosinophil markers (ECP,
ECP/Eo) in the determination of the activity of
T. canis infection. The diagnostics of toxocariasis
is based mainly on serological investigation ELISA
anti-Toxocara canis ES antigen which gives the
possibility to confirm the activity of the infection.
Thus, a question arises, when the presence of
anti-Toxocara antibodies represents active infec-
tion when the symptoms are not specific.
Toxocara infection induces a complex immune,
humoral and cellular response. In laboratory tests
eosinophilia was found to be among the most fre-
quent unspecific changes [9].

% of
eosinophilia

5.80%

5.60%

5.40%

5.20%

5.00%

4.80%

0 month

4.60%

3 month
6 month

4.40%

treatment period

Fig. 1. Mean value eosinophilia in children with
toxocariasis.
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Fig. 2. Mean value of ECP in children with toxo-
cariasis.
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Fig. 3. Mean value of ECP/Eo ratio

In the group of patients with anti-Toxocara
antibodies 1gG class the titre was determined at 3,
6 and in part at 9 months after the therapy. In 30
children (66.6%) significant decrease was
observed of mean titre of antibodies after this
period. In part of children (11 children, 24.5%)
the antibody titre remained at the level from
before the therapy and in 4 (8.8%) it increased in
relation to the initial values. However, the titre of
the antibodies in IgG class does not seem to be
a good marker of recovery from the infection.
Similarly, the determination of antibodies in IgE
and 1gG, class does not seem to fulfil such a role.

M. Niedworok et al. ® ECP concentration and ECP/Eo ratio in children with toxocariasis  [NB3 K]

<
=
—
o
=3
=)
o
H
2
>
]
-5
2
=
<
9}
>
o
[
£
=
W
£}
%}
4=
&
=
>
=
=
[
[T




IRAFY M. Niedworok et al. ® ECP concentration and ECP/Eo ratio in children with toxocariasis

<
=
—
©
(=3
(=]
N
3
=
>
)
-5
[
=
<
o
>
4
[}
£
=
™
5]
)
o=
=
-]
%)
=
=
£
<
e

In the studies of Magnaval et al. the 1gG class-spe-
cific antibody titre correlated with the concentra-
tion of total IgE [10, 11].

In experimental studies on toxocariasis in
Primates a possibility was demonstrated of an
active larva survival in tissues for over 10 years
despite the decrease of antibody titre [12].
Moreover, Toxocara canis larva displays the
defense mechanisms against host immune system
in the form of the so called “disguising” consisting
in the production and inclusion of glycolipid
human blood group antigens in the composition
of its cuticle which results in inhibition of the pro-
duction of antibodies against parasite antigen
[13]. Thus, the decrease of anti-Toxocara canis
antibodies cannot be the only sign of Toxocara
canis larva elimination from the host’s organism.

Eosinophilia has been observed in blood and
tissues infected with Toxocara canis since the
description of toxocariasis in the fifties of the pre-
vious century. It has also been also found out that
only 5 eggs of Toxocara canis is required to devel-
op hypereosinophilia in experimental toxocariasis
in mice. However, the percentage of acidophil
cells decreases with the duration of the infection
[14]. In the group of children with anti-Toxocara
canis antibodies significant differences were
observed in the percentage of eosinophilicl cells
in relation to the control group. Six months after
treatment a significant decrease of eosinophilia
was detected in relation to the period before the
therapy which can point to smaller stimulation of
eosinophilic cells production together with the
decrease of anti-T. canis antibody titre.

In the group of children with toxocariasis we
found elevated mean concentration of eosinophil
cationic protein as compared to the control
group. Dominguez-Ortega J. et al., who demon-
strated elevated serum ECP level in the infections
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with strongyloidiasis, ancylostoma and human
ascaris, obtained similar results [15]. Other
authors confirmed high activity of eosinophils
indirectly by elevated ECP in schistosomatosis.
Tischendorf et al. detected that higher ECP level
accompanies chronic parasitic infections [16]. In
our study 6 months after the therapy a statistical-
ly significant decrease of ECP was observed
which can help to assess the effectiveness of the
therapy. Similar phenomenon of ECP decrease
with the decrease of the number and activity of
eosinophils is manifested in allergic inflammatory
reaction [17-20 .

Stelmach et al. demonstrated that ECP/Eo ratio
is a better and more useful indicator of bronchial
asthma severity in children than ECP and Eo sep-
arately [20]. Similiary Fujitaka et al. observed
a correlation between ECP/Eo ratio and asthma
severity [18]. In the case of a parasitic disease — in
our studies we did not find higher values of
ECP/Eo ratio in relation to the control group.
There were no differences 3 and 6 months after
the introduction of therapy as compared to the
values before the therapy. The differences in the
behaviour of eosinophil activity markers in aller-
gic and parasitic diseases may result from differ-
ent ways of eosinophil activation: in atopic
pathologies the known pathway Th2 associated
with cytokines IL5, IL4 and IL13 and in parasitic
infections the so called internal pathway associat-
ed with IL1, TNF and GM-CSF [17, 19].

Conclusion

ECP can be a marker of T. canis infection activ-
ity and it can be useful during toxocariasis therapy
monitoring. The results point to the impossibility
of using ECP/Eo ratio for these purposes.
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Cel pracy. Okreslenie zachowari zdrowotnych dzieci w wieku szkolnym uczeszczajacych do
szkét promujacych albo nie promujacych zdrowie.

Materiat i metody. Grupa badawcza sktadata sie z 800 trzecioklasistéw szkét Srednich w Szczecinie. Szkoty zo-
staty wybrane losowo; wsréd liceéw promujacych zdrowie, pie¢ zostato wybranych w sposéb losowy, a dwa wy-
brano sposréd tych, ktére nie promowaty zdrowia. Wypetnionych kompletnie 596 kwestionariuszy zostato prze-
analizowanych za pomoca testu chi?.

Wyniki. Ponad potowa badanych ocenita swoja diete jako dobra, dziewczeta jadly znaczaco lepiej, a ci, ktérzy
uczeszczaja do szkét promujacych zdrowie takze jedli lepiej. Istotny byt fakt, ze dziewczeta w szkotach sa bar-
dziej aktywne fizycznie niz chtopcy. Z badania wynika, ze mtodzi ludzie w szkotach promujacych zdrowie sa
bardziej aktywni od tych w szkotach nie promujacych zdrowia. Badanie pokazato, ze 66,27% nie pali i nigdy nie
palito papieroséw, podczas gdy 16,44% przyznaje sie do palenia od czasu do czasu, z przewaga dziewczat
w grupie palacych. Okoto 4,53% przyznaje si¢ do przyjmowania narkotykéw systematycznie, podczas gdy 0,67 %
przyjmuje je od czasu do czasu.

Stowa kluczowe: zachowania zdrowotne, dieta, aktywnos¢ fizyczna, pobudzacze, styl zycia.

Objectives. The research aimed to identify schoolchildren’s health behaviours in schools which either
promoted or did not promote health.

Material and methods. The study group comprised 800 third-year high school students in Szczecin. Schools were
selected by random sampling; among high schools promoting health, five high schools were selected by simple
random sampling, with two high schools selected from those which did not promote health. Ultimately 596 com-
pleted questionnaires were submitted, which were analysed using a chi-square test,

Results. Over half of those surveyed (61.07%) evaluated their diets as good, with girls eating significantly better,
and those studying at schools promoting health also eating better. A significant fact is that the girls in the study
were more physically active than the boys. The study also showed that young people at schools promoting health
were more active than those at schools which did not promote health.

The research show that 66.27% did not smoke and have never smoked cigarettes, while 16.44% claimed to have
smoked for some time, with a group of girls making up the smokers. As many as 4.53% admitted to taking drugs
systematically, whereas 0.67% claimed to taking them occasionally.

Key words: health behaviours, diet, physical activity, stimulants, lifestyle.

Introduction tion [1]. Health is of vital importance at every
stage of life, both in childhood and in old age [2].

The worsening situation with regard to public An individual’s health, health behaviours and
health along with the numerous threats to health changes in them should be considered when at
and health problems for the general population school [3]. During the period of habit formation,

are forcing us to seek ways to improve the situa- time for an individual’s own health, living a healthy



lifestyle and health education should not be for-
gotten [4].

The professional literature suggests that this
area of life and education is somewhat neglected,
undoubtedly varies greatly, and is qualified by the
influence of a variety of factors, both environ-
mental as well as personal [5].

Hence the identification of threats, the recog-
nition of their condition and the diagnosis of the
situation, in particular among schoolchildren, is
of the utmost importance and expected. The cre-
ation of health promotion and prevention pro-
grammes for schoolchildren must be based on
a completely reliable documented and monitored
diagnosis of the social situation [6].

Current information coming from school envi-
ronments and the daily press indicate the necessi-
ty of taking specific action with regard to health
education in schools, which should be taught by
specially trained staff. These are the expectations
and needs of young people and of those who take
an interest in young people’s health.

Materials and methods

For the purposes of this study original research
tools were developed, with a pilot study testing
the research tools and the organisation of the
research.

The study group comprised 800 third-year
high school students in Szczecin.

The schools which took part in the study were
chosen as follows:

a) among those high schools which promoted
health, simple random sampling was used to
select five for the study.

b) among those high schools which did not
promote health, two were selected by random
sampling.

Ultimately, 596 correctly completed question-
naires were analysed by computer using a chi-
square test.

Table 3. Subjective assessment of diet according to sex

Results

As seen in table 1, young people aged
between 16 and 17 years old formed the greatest
number among the study group, with girls pre-
dominating (64.09%).

Diet in the health behaviours of schoolchildren.

The results in table 2 indicate that only
23.83% of those surveyed evaluated their eating
habits as very good, although it is comforting that
over half (61.07%) declared that they had a good
diet. Among the study group, girls had a signifi-
cantly better diet (p < 0.05) (tab. 3). Girls aged
between 16 and 17 belonged to this group.

From the results in table 4 it can be seen that
young people studying at schools which promot-
ed health and who came from families where
both parents had had a higher education, had
a better diet (p < 0.05).

Table 1. Structure of the subjects in view of age
and sex

Age of subjects Number (n) Percent (%)
16-17 336 56.38
18-19 260 43.62

Total 596 100.00

Sex of subjects n %

Girls 382 64.09

Boys 214 35.91

Total 596 100.00

Table 2. Subjective assessment of diet

You evaluate Number (n) Percent (%)
your diet as:

Very good 142 23.83

Good 364 61.07
Adequate 80 13.42
Inadequate 10 1.68

Total 596 100.00

You evaluate Sex of subjects Total
your diet as: .

girls boys

n % n %o n %o
Very good 75 12.58 67 11.24 142 23.83
Good 243 40.77 121 20.30 364 61.07
Adequate 56 9.40 24 4.03 80 13.42
Inadequate 8 1.34 2 0.34 10 1.68
Total 382 64.09 214 35.91 596 100.00
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Table 4. Subjective assessment of diet according to school attended

You evaluate Type of school Total

diet as: . .
your diet as school promoting health school not promoting health

n % n % n %o

Very good 103 17.28 39 6.54 142 23.83
Good 257 43.12 107 17.95 364 61.07
Adequate 55 9.23 25 4.19 80 13.42
Inadequate 7 1.17 3 0.50 10 1.68
Total 422 70.81 174 29.19 596 100.00

Table 5. Breakfast according to school attended

Frequency Type of school Total
breakfast . .
ier:tezs school promoting health school not promoting health

n % n % n %
Always 218 36.58 85 14.26 303 50.84
Often 91 15.27 38 6.38 129 21.64
Rarely 84 14.09 34 5.70 118 19.80
Never 29 4.87 17 2.85 46 7.72
Total 422 70.81 174 29.19 596 100.00

Table 6. Packed lunches

| take a packed Number (n) Percent (%)
lunch to school:

Always 242 40.60

Often 120 20.13
Rarely 133 22.32
Never 101 16.95

Total 596 100.00

Only 50.84% of those surveyed confirmed
that they ate breakfast, with 7.72% claiming
never to do so.

The group which ate breakfast was comprised
of young people studying at schools which pro-
moted health (tab. 5) (p < 0.05) and who came
from families with a high social status.

Only 40.80% of the study group took a small
packed lunch to school (in Poland called the ‘sec-
ond breakfast’), with 16.95% taking nothing
(tab. 6).

Those taking a packed lunch to school pri-
marily attended schools which promote health
(tab. 7), and had parents with a higher or mixed
level of education.

58.54% claimed to eat 3 meals daily, with
21.31% even more. Physical activity in the health
behaviours of schoolchildren.

It is significant that the girls in the study were
more physically active than the boys. From table

8 it can be seen that the subjects attending health-
promoting schools were more active than those
who attended schools which did not promote
health. Stimulants in the health behaviours of
schoolchildren.

As seen in table 9, 66.7% of those surveyed
stated that they have never smoked, while
16.44% stated that they regularly smoked approx-
imately 20 cigarettes daily. To this group of sys-
tematic smokers belonged the girls.

A worrying fact is that 45.64% were regular
consumers of alcohol (tab. 10), with girls also
outnumbering boys. A further worry is that as
many as 4.53% claimed to be regular drug users,
with 0.67% occasional users.

Discussion

According to Woynarowska [3], research on
health behaviours is currently considered to be an
important element in the evaluation of the popu-
lation’s state of health, and also forms the basis for
planning the implementation of health education
and the creation of health programmes. Health
behaviours and lifestyle are the principal factors
influencing human health [7], with the current
health situation extremely worrying, including
that of children and teenagers [8].

Research suggests that there are great short-
comings in young people’s health behaviours
which would favour their health (pro-health
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Table 7. Packed lunches according to school attended

| take a packed Type of school Total
lunch to school - -
unei o schoo school promoting health school not promoting health

n % n % n %
Always 170 28.52 72 12.08 242 40.60
Often 87 14.60 33 5.54 120 20.13
Rarely 94 15.77 39 6.54 133 22.32
Never 71 11.91 30 5.03 101 16.95
Total 422 70.81 174 29.19 596 100.00

Table 8. Physical activity of the subjects according to school attended

Physical actvity Type of school Total
school promoting health school not promoting health
n % n % n %
Yes 336 56.38 143 23.99 479 80.37
No 86 14.43 31 5.20 117 19.63
Total 422 70.81 174 29.19 596 100.00
Table 9. Smoking Table 10. Alcohol consumption
Do you smoke cigarettes? n % Do you drink alcohol: n %
I have never smoked 395 66.28 I have never drunk alcohol 126 21.14
I have smoked, but not at 97 16.28 I have drunk approximately
present 100 g of alcohol daily for a year 14 2.35
I smoke 10-20 cigarettes a day 98 16.44 I drink more than 100g (almost
and have done so for a long every day, several times a week) 272 | 45.64
time | drink occasionally 184 | 30.87
I smoke fewer than 10 cigarettes 6 1.01 Total 596 100.00
a day and have done for a long
time
Total 596 100.00
behaviours), and that anti-health behaviours are of young people between the ages of 11 and 15 =
much more widespread [9]. (90% of 15 year-olds) have consumed alcoholic 5
Our health depends on us ourselves, with the drinks once a week. g
obligation for healthy people being to improve As many as 6.5% of young people have given 5
their own health and to equip children and young up drug taking, but there is still 0.67% who do so 2
people with the appropriate knowledge of how to daily and have done so for at least a year, with z,
take care of their own and others’ health [10]. a further 4.6% taking drugs on a regular basis. o
Currently 16.5% of young people smoke, and Altogether, 5.2% of the Szczecin high school stu- 8§
have done for at least a year, from 10-20 cigarettes dents surveyed take drugs. Woynarowska’s re- e
daily; 16.3% have smoked at some point, and only search [3] found that 21% of young people had [
66.3% have never smoked. The psychosocial con- used at least one of 11 psychoactive substances, [
ditioning of nicotine addiction has been stated by with similar results occurring in research con-  §&
Jakubik [11]. In Woynarowska’s research, this ducted in Lublin province [12]. =
problem affects 43% of children aged from 11 to Inseparably linked with research into health [
15, and rises sharply with age [12]. behaviours is the problem of pro-health aware- 5
47.99% of the study group drink alcohol. ness among those studied. There were clear dif- E

Other studies have shown (9) that from 40-76% ferences in health behaviours based on the sex of
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the participants, with male pupils showing far
more inappropriate health behaviours than the
female pupils. Woynarowska also came to a si-
milar conclusion [3].

There were also differences in health beha-
viours according to the age of the participants,
with positive health behaviours acquired at
a younger age maintained to a large extent later
on in life. Woynarowska and Witkowski also
came to a similar conclusion [10].

Schools which promote health should be
places where pro-health attitudes are forged in
young people, as well as making the opportunity
to pass on knowledge about health and create the
chance to influence children and young people’s
health behaviours in their own environment.
Young people who attend such schools show
more pro-health behaviours.

This is a significant signal for health education
in schools, for its scope, direction and teaching

References

methods as well as the design of individual edu-
cational programmes, in view of the diversity of
needs and health problems which exist in partic-
ular schools [13].

Conclusions

1. There was a prevalence of pro-health behav-
iours over anti-health behaviours in the group
of young people studying at health-promoting
schools.

2. Inappropriate health behaviours were con-
firmed in the following areas:

a) diet,
b) low levels of physical activity,
) increased use of stimulants.

3. There should be increased class time in

schools for health promotion and prevention.
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Cel pracy. Celem badan byta analiza zachowar zdrowotnych i ich uwarunkowan wsréd mtodzie-
zy wiejskiej oraz opracowanie zalecen i wytycznych dla potrzeb promocji zdrowia prowadzonej w Srodowisku
wiejskim.

Materiat i metody. Badanie zostato przeprowadzone w roku 2002, objeto nim mtodziez od 15. do 19. roku zy-
cia pochodzaca ze srodowiska wiejskiego. Narzedziem badawczym byt kwestionariusz ankiety wtasnego autor-
stwa. W badaniu wzieto udziat tacznie 984 osoby. Uzyskane wyniki poddano analizie statystyczne;.

Wyniki. W wyniku przeprowadzonych badan stwierdzono znaczng przewage zachowari antyzdrowotnych nad
zachowaniami prozdrowotnymi w grupie mtodziezy wiejskiej.

Nieprawidtowosci dotyczyty gtéwnie: zwyczajéw zywieniowych, stosowania uzywek: zagrozenie badanych pa-
leniem tytoniu, piciem alkoholu i stosowaniem narkotykow.

Stwierdzono istotng zaleznos¢ zachowan zdrowotnych badanych od ich ptci, wieku, wyksztatcenia rodzicéw, sy-
tuacji finansowej gospodarstw domowych.

Whioski. Zachowania zdrowotne wystepowaty istotnie czesciej w grupie chtopcéw niz w grupie dziewczat oraz do-
tyczyty czesciej badanych, ktérych rodzice mieli nizszy status materialny. Nalezy monitorowaé na biezaco zacho-
wania zdrowotne i prowadzi¢ edukacje zdrowotna wsréd wszystkich grup wiekowych ze srodowisk wiejskich.
Stowa kluczowe: zachowania zdrowotne, mtodziez.

Objectives. The objective of the study was to analyze health behavior and its conditionings among
rural youth and to work out recommendations and directives for health promotion in the rural environment.
Material and methods. The study was conducted in 2002 and embraced rural youth aged 15-19 years old. The
author’s questionnaire was used a research tool. 984 individuals took part in the study and results were statisti-
cally analyzed.

Results. The results of the study proved that the anti-health behavior was in significant majority. It usually con-
cerned nutrition habits, use of stimulants: smoking, alcohol and drugs. There was a considerable relation between
health behavior and sex, age, parents’ education and a household'’s financial situation.

Anti-health behavior was more common among boys than girls and more frequently concerned children with par-
ents indicating a difficult financial situation.

Conclusions. It is necessary to monitor health behavior on a regular basis and educate all age groups of the rural
environment in the area of health.

Key words: health behavior, rural youth.

Introduction factors [1-3]. That is why identifying threats,
learning their conditions and diagnosing the situ-

Literature information indicates that health ation among school children in particular, must
education of youth is unsatisfactory and deter- be based on a reliable diagnosis of a documented

mined by various environmental and personal and monitored social situation. There is a lot of
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adverse health behavior among rural and urban
youth [4-7] and it is increasingly difficult to
observe the health-promoting behavior.

Studying health behavior of youth is a particu-
larly difficult problem that concerns rural youth as
well [8]. A schoolchild should be aware that
knowledge and complying with principles of
a healthy lifestyle is crucial for keeping good
health. It is not easy because the majority of pop-
ulation is accustomed to faulty lifestyles and
ignoring doctor’s recommendations [9, 10].

Satisfying the most important requirements for
health promotion may improve the entire popula-
tion’s health status. There are actions necessary to
promote health at school and home and ability to
analyze and search for factors that condition
health behavior of youth [11]. Clever balance
between thinking, acting and knowing factors that
condition health behavior will let one react
against one-sided tendencies in teaching and
concentrate more on abilities to grow up youth in
a harmonious way.

Objectives

The objective of the study was to analyze
health behavior and its conditionings among rural
youth and to work out recommendations and
directives for health promotion in the rural envi-
ronment.

Material and methods

The study was conducted in Powiat
Starogardzki area in 2002. It embraced youth
aged 15-19-students of junior high and high
schools from rural areas. The research trial was
randomized.

The author’s questionnaire was used as a re-
search tool. 984 people took part in the study. The
analysis included mainly calculation of intensity
factors that determined socio-demographic condi-
tions, health behavior of study subjects according
to universal variables, such as: age, sex, parents
education and their financial situation.

The results were statistically analyzed using
the chi® test of independence. The intensity of
relations was estimated using the V-Cramer factor.

Results

The study embraced 984 people aged 15-19
with girls accounting for 56.1% and boys for
43.9%. 85.87% lived with both parents. The resi-
dential conditions were very good according to
69.61% of subjects; 14.5% described it as bad.
The household had enough money for everything
according to 6.7%. The largest proportion of sub-
jects (35.52%) picked “we live modestly and have
some problems with larger shopping”.

Most of the subjects had body mass within the
norm (76.9%), 4.6% were obese and 17.4% were
below the norm. Variations between groups were

Table 1. Relation between eating at home and age, sex of subjects

You eat meals at home

all just 2 meals | home +

cafeteria

Age
16 91.77% 4.94% 3.29% p = 0.046
17 96.51% 2.22% 1.27%
18 90.38% 4.3% 5.08%
19 92.38% 1.9% 5.71%
Sex
Girl 90.71% 4.55% 4.74% p = 0.004
Boy 96.13% 2.18% 1.69%

Table 2. Relation between frequency of meals and sex of subjects

Frequency of meals

Sex no answer | 3 meals/day | 2 meals/day | p
Girl 23.26% 60.81% 15.93% p = 0.0000
Boy 39.39% 55.94% 4.66%
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statistically significant (p < 0.05). Almost 87% of
youth eats meals regularly at their homes.

Daily menu usually includes: meals made out
of healthy products, salads, fruits, white and red
meat (49.5%); salads and meat (21.44%). 49%
always carried their lunch to school, 16.8% fre-
quently, 20.3% rarely and 13.2% never. 54% ate
their breakfast at home; 10.4% didn’t eat anything
before school. 70% of students ate three meals
a day. 19.2% ate meat every day; 19.3% four
times a week. 2.1% of subjects didn’t eat meat at
all during the analyzed week. 35% of youth ate
fruits and vegetables every day during the ana-
lyzed week; 2.1% did not eat any.

Around 27% had sweets every day. 16.7% had
no milk during the analyzed week. Only 18.3%
drank milk every day. Ca. 37.6% of subjects said,
they consumed all basic products in last 30 days;
20% consumed it just 19-20 times a month (p <
0.05).

The relaxation time was usually passive
(watching TV, computer) according to 59%. An
active relaxation is favored by just 14.3% of
youth. Ca. 21% did both. 81.4% described them-
selves as ,physically active”. It usually included:
riding a bike, exercises, walks. 12.8% of subjects
admitted to smoking; 1.12% to frequent drinking;
57.2% to occasional drinking. 4% of subjects had
or still has contact with drugs. There was a signif-
icant relation between eating at home and age,
sex of subjects (Table 1). Frequency of meals was
related to age and sex (Table 2). The forms of
relaxation were related to sex and household’s
financial situation (Table 3).

Discussion

The health behavior analysis is a part of pre-
vention measures and makes up for a significant
element of health programs elaboration. By com-

municating the knowledge on health, shaping
proper habits and getting the youth to take care of
their health, we make it easier for them to estab-
lish their own lifestyles [12].

Health education at school helps students
make responsible decisions that enables them to
develop in harmonious way, achieve good health,
shape healthy lifestyles and determine their own
health problems as well prevent them [13, 14].

Parents are in the position to support health
education — “The health starts at home” (WHO).
They are the first to teach their children on health
issues and they remain that function throughout
entire school education [15].

The amount of support from parents will be
related to their education, financial situation,
view of the world and health attitude. Eventually
the education will depend on cooperation
between school and parents [16].

The health behavior is shaped from the early
childhood at home, kindergarten, school and by
peers, and mass media [17]. The second decade
of life is extremely important and must be includ-
ed the health education programming and health
promotion necessary to shape healthy lifestyles.
58% of subjects ate three meals a day according
to the study; 10% ate twice a day. Oral hygiene
is practiced by just 83%. These result are slightly
worse than the results achieved among urban
youth [18, 19]. The literature addresses attention
to the school of leaders in the area of addictions
prevention and consequences of smoking for
health [7]. According to the study, boys are vul-
nerable to it. However there is a certain equaliz-
ing tendency.

Conclusions

The study proved that there is significantly
more of anti-health behavior than health-promot-

Table 3. Relation between forms of relaxation and sex and household’s financial situation of subjects

Forms of relaxation

active passive activeand | p

passive
Sex
Girl 10.92% 73.18% 15.90% p =0.000
Boy 20.29% 50.00% 29.71%
Household’s financial situation
Enough money for everything 29.58% 40.85% 29.58% p =0.001
Living modestly but with enough for everything 12.83% 65.66% 21.51%
Living modestly and having problems with larger shopping 15.82% 60.30% 23.88%
Enough money for cheap food and clothing 18.18% 65.66% 16.16%
Enough money for cheap food. but not for clothing 10.89% 68.32% 20.79%
Not enough money for food and clothing 5.77% 78.85% 15.38%
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ing ones among rural youth. Incorrectness usual-
ly concerned:
1. Nutrition habits.
2. Smoking, use of drugs and alcohol.

There was a significant relation between anti-
health behavior among subjects and their sex,
age, parents’ education and household’s financial

situation. The behavior was more frequently
recorded among boys than girls and usually con-
cerned subjects in poor financial situation.

Thus there is a need for constant monitoring of
health behavior and promoting health education
among all age groups from rural areas.
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Evaluation of risk factors of Ascaris species infection
in children in own material
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Ocena czynnikéw ryzyka zarazenia Ascaris species u dzieci
w materiale wiasnym
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Wstep. Glistnica jest jedna z najczestszych kosmopolitycznych choréb pasozytniczych przewodu
pokarmowego na $wiecie. Wystepuje gtéwnie w Azji, Afryce, Ameryce Srodkowej i Potudniowej. W Polsce sytu-
acja epidemiologiczna nie jest w petni rozpoznana. Celem pracy byta analiza sSrodowiskowych czynnikéw ryzy-
ka zarazenia Ascaris species u dzieci z rozpoznanag glistnica.

Materiat i metody. Badaniem objeto grupe 200 dzieci, wybranych losowo, w wieku od 3 do 19 lat, w tym 100
z rozpoznanym zarazeniem Ascaris species i 100 dzieci z wykluczonym zarazeniem. Rozpoznanie postawiono
na podstawie wywiadéw, objawoéw klinicznych i stwierdzenia obecnosci przeciwciat przeciw Ascaris species
w klasie IgG w surowicy krwi metoda ELISA. W celu oceny srodowiskowych czynnikéw ryzyka zarazenia prze-
prowadzono ankiete wsréd rodzicéw badanych dzieci.

Wiyniki. Istotng statystycznie zaleznos¢ zaobserwowano miedzy zarazeniem Ascaris species a czerpaniem wody
do picia ze studni (y>=5,797), odprowadzaniem nieczystosci do szamba (y?> = 10,727), spozywaniem niemytych
jarzyn (x> = 5,792) oraz brakiem nawyku mycia rak po skorzystaniu z toalety i przed spozywaniem positkéw (y?
= 4,087).

Whioski. Niektére czynniki srodowiskowe oraz brak przestrzegania zasad higieny stanowig nadal istotny czynnik
ryzyka zarazeri Ascaris species wsréd dzieci.

Stowa kluczowe: ascaris, czynniki ryzyka, dzieci, glistnica, epidemiologia.

Background. Ascariasis is a helminthic infection of global distribution. The majority of infections
occur in Asia, Africa and Central America. In Poland epidemiological situation of Ascaris is not fully known. The
purpose of this study was to evaluate the risk factors of Ascaris species invasion in children.

Material and methods. The clinical material involved 200 patients, aged 3-9 years: 100 with ascariasis and 100
with excluded Ascaris infection. The diagnosis of ascariasis was made on the basis of anamnesis, clinical assess-
ment and the ELISA test detecting Ascaris species antibodies in the serum. A special questionnaire was used to
assess environmental risk factors of ascariasis.

Results. A significant association was found between the Ascaris infection and using drinking water from wells (>
= 5.797), draining sewage to cesspools (y>= 10.727), eating unwashed vegetables (x> = 5.792) and a lack of the
habit of washing hands (y* = 4.087).

Conclusion. Some environmental factors and inappropriate sanitary habits still constitute significant risk factors of
Ascaris species infection in children.

Key words: ascaris, risk factors, children, ascariasis, epidemiology.

the average infection rates range up to 45%, in
Africa 34% population is infected, mainly chil-

Ascariasis is a helminthic infection of global
distribution — it affects approximately 25% of the

world’s population. The majority of infections
occur in the developing countries of Asia, Africa
and Central America; in some over-populated
countries of South-East Asia over 80% people suf-
fer from ascariasis; in Central and South America

dren [1-3]. Cases of human Ascaris infection are
diagnosed sporadically in areas such as North
America and Western Europe, where this parasite
is thought to be non-endemic [4]. In some
European countries there is no registration system
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for ascariasis; therefore it is a “hidden” disease
[5]. In Poland epidemiological situation of Ascaris
is not fully known. The long-recognized low
prevalence of ascariasis lead to the judgment that
from epidemiological point of view it is of low
importance and that growing risk of population
over-contamination by Ascaris species does not
exist. The observations of the relatively high fre-
quency of ascariasis in children in our clinic, on
the basis of serological examinations [6], prompt-
ed us to perform an analysis of environmental risk
factors of Ascaris infection as well as determina-
tion an association between ascariasis and exter-
nal factors.

Objectives

The aim of the study was to evaluate the risk
factors of Ascaris species invasion in children
treated at the hospital gastroenterology depart-
ment because of ascariasis.

Material and methods

The clinical material involved 200 randomly
selected children, aged between 3 and 19 years
(mean 11,5). The group consisted of 100 children
with Ascaris species infection (Ascaris+) and 100
children with excluded Ascaris infection (Ascaris-).
The diagnosis of ascariasis was made on the basis
of anamnesis, clinical assessment and detecting of
Ascaris species antibodies in the serum. The pres-
ence of anti-Ascaris species 1gG antibodies were
determined by enzyme-linked immunosorbent
assay (ELISA) Novum Diagnostica GMBH; sensi-
tivity — 90% and specificity — 80%; purified pro-
teins of Ascaris made an antigen. For an evalua-
tion of environmental risk factors of infection, it
was performed a questionnaire among parents of
the infected children. In the anonymous
questionnaire the following factors were evaluat-
ed: a place of occupation, sanitary conditions of
the environment, a contact with domestic animals,
a possession of garden and the use of organic soil
fertilizer as well as the hygiene of consuming
meals. Statistical analysis, the associations
between the presence of infection and environ-
mental factors were assessed using Chi-square test
of independence (p value < 0.05).

Results

The group of 200 randomly selected, exam-
ined children consisted of 127 (63.5%) girls and
73 (36.5%) boys, aged from 3 to 19 years (mean
11.5). Children aged 11-15 years were the most

frequent subgroup, 39.5% of the sample.
Children aged 3-6 years were 20%, 7-10 years
were 18.5%, 15-19 years were 22%. The majori-
ty of children lived in the urban area (70.2%). The
percentage of children with ascariasis from
households in which drinking water came form
wells amounted to 72%; in which sewage were
drained to cesspools amounted to 64.3%. 51.7%
families of infected children possessed garden
plots or farms, whereas organic soil fertilizer was
applied in 57.1%. Out of examined children with
ascariasis: 52.9% had a contact with domestic
animals, 52.9% spent their holidays in rural
regions, 55.8% did not have a habit of washing
hands after using a toilet and before meals, and
67.5% consumed unwashed vegetables.

The obtained results, the risk factors for the
infection with Ascaris species, values of Chi? test
of independence and p values were shown in the
Table 1.

The statistically significant association was
found between the infection with Ascaris species
and using drinking water from wells (y*> = 5.797),
draining sewage to cesspools (y?>=10.727), eating
unwashed vegetables (y? = 5.792) and a lack of
the habit of washing hands after using a toilet and
before meals (x> = 4.087). No statistical signifi-
cance was noted between the invasion and: the
place of occupation (y? = 0.217), cultivating the
garden (y? = 0.016) and using of organic soil fer-
tilizers (x> = 1.656), the contact with domestic
animals (y? = 0.002) and spending holidays in the
rural areas (x> = 1.953).

Discussion

Cases of human Ascaris infection are diag-
nosed sporadically in Europe. In Austria, in
1990-2000 the percentage of Ascaris infection
was 0.03% [7]. In one of the provinces of Spain,
the study on 891 healthy, randomly selected chil-
dren aged 5-14 years, revealed 0.67% positive
stool samples [8]. In Albania, in 2005, 277 faecal
samples of healthy patients were analysed — the
presence of Ascaris eggs was detected in 3 cases
(1.08%) [9]. In Denmark, there is no registration
system for ascariasis. It has been suggested that up
to 1% of Danes are infected. In Scotland 53 cases
were reported within a 5-year period [5]. In the
Russian Federation, ascariasis is the most com-
mon geohelminthiasis [10]. Morbidity of children
in 2002 was 217.7 per 100.000; children under
14 years old were 70% of all the infected people.
Recently, in that country it has been observed
a tendency to an increase in ascariasis morbidity
[10, 11]. The increased prevalence of Ascaris
lumbricoides is observed in children in Slovakia.
In 2002 in the total amount of 2050 children from
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Table 1.

Ascaris (+) Ascaris (-) Chi*-test
N % N % x2 p

Sex M n=73 38 52.1 35 47.9 - -

F n=127 62 48.8 65 51.2
Age classes 3-6 n =40 9 22.5 31 77.5 - -

7-10 n=37 15 40.54 22 59.45

11-15 n=79 47 59.49 32 40.51

16-19 n=44 29 65.90 15 34.09
Residence urban n=139 68 48.92 71 51.08 0.217 0.05

rural n=59 31 52.54 28 47.45
Drinking well n=25 18 72 7 28 5.797" 0.05
water piped n=173 80 46.24 93 53.75

water
Sewage cesspool | n=70 45 64.28 25 35.71 10.727° 0.05
draining sewage n=129 54 41.86 75 58.13

system
Garden plots | yes n=120 62 51.66 58 48.33 0.016 0.05
or farms no n=169 35 50.72 34 49.27
Using of yes n=>56 32 57.14 24 42.85 1.656 0.05
organic soil no n=66 30 45.45 36 54.54
fertilizer
Contact with | yes n=34 18 52.94 16 47.05 0.002 0.05
domestic no n =380 42 52.5 38 47.5
animals
Spending yes n=121 54 52.89 57 47.10 1.953 0.05
holidays in no n=79 36 45.57 43 54.43
rural areas
Washing yes n=92 38 41.30 54 58.69 4.087" 0.05
hands after no n=104 58 55.76 46 44.23
using a toilet
and before
meals
Eating yes n =140 27 67.5 13 32.5 5.792" 0.05
unwashed no n=158 73 46.20 85 53.79
vegetables

“Statistically significant.

Bratislava at the age of 2-15, 3.95% children
from kindergartens and 5.3% in primary school
were infected. In 80s and 90s in Slovakia geo-
helmints in nurseries and kindergartens were not
found, in primary school 0.1%, out of 6780 chil-
dren had Ascaris lumbricoides, 0.3% from 1763
secondary school students were infected [12].

In Poland, the epidemiological situation is not
fully recognized. In national screening studies
which are performed every 5 years, starting from
1988, in 7-years old children, the infection with
Ascaris lumbricoides did not exceed 1%
(0.7-0.8%). Only in 1997/1998, it was found that
frequency of ascariasis increased to 2.8% in the
whole country, which was associated with high
frequency of infection in the Tarnobrzeskie

Province, amounting to 38%. The studies men-
tioned above were based on the examination of
a single faecal specimen [13, 14]. B. Mazur et al.
evaluated the frequency of ascariasis in children
aged from 0 to 3 years hospitalised in Wards of
Silesian Medical University and ZOZ in Chorzéw.
In 1980-1984 there were conducted triple exam-
ination whereas in 1987 hextuple examination of
the stool in a large group of children. Among
5948 children, the infection with Ascaris lumbri-
coides was found in 2.06%. The highest frequen-
cy was observed in children aged form 0 to 12
months (46.4% of the total infected cases). It was
observed also, that more frequent stool’s exami-
nations lead to the higher rate of ascariasis detec-
tion as well as it was stressed that traditional
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methods for detection of parasites of alimentary
tract are imperfect [15]. Biadun et al. examined
2828 children in the Lublin Region in 1976-
2000. The infection with Ascaris lumbricoides
was detected in 3% children and a higher extent
of the invasion was demonstrated in the rural
population [16].

The epidemiological situation of ascariasis dif-
fers between various regions of Europe and the
World. A mechanism of the transmission is also
different and depends on the population. In our
work, we demonstrated the higher risk of trans-
mission and the association between the invasion
and using water from wells and draining sewage
to the cesspool. The water contaminated with
eggs of the parasite and a soil contaminated due
to its fertilization with cesspools contents and
sewage are the leading factors contributing to the
spreading of ascariasis [1, 3]. A lack of sewage
system enhances a risk of invasion; the invasion
occurs more frequently in children living in insuf-
ficient sanitary conditions [1, 3, 12]. Using
“cesspools”, in practice often implicates a lack of
proper sewage draining system. In Poland, nowa-
days, there are still many households in which
sewage are drained directly to a soil. In 2005
Kasianov demonstrated the impact of large-scale
solid waste storage on ascariasis morbidity in the
population of the Moscow region. He showed
that the use of sewage sediments as an organic
soil fertilizer to grow strawberries and table
greens substantially increased the risk of Ascaris
infection in the population [17]. In the Moscow
region, the ascariasis invasion rate among people
living in the area affected by solid waste sedi-
ments was from 13.3 to 17.3%, and in farms to
30%. The largest group of the infected individuals
were children (14.3-24.3%) [10, 17]. The conta-
mination of vegetables with eggs of the Ascaris is
proportional to the contamination of soil, and the
rate of the contamination of soil is strongly asso-
ciated with the area affected by sewage. Sewage
sediments lead to the presence of the invasive
eggs in the soil and vegetables, which carries
a high risk of invasion and spreading the ascaria-
sis [10, 18]. For example, strawberries grew on
soil, which were fertilized with the sewage sedi-
ments contained, on average, from 24 to 40 eggs
of Ascaris per kilogram, out of them 65% were
invasive eggs. The samples of the carrot grew in
such farms contained Ascaris eggs in 40-60%, for
the lettuce the value was 40-56%, for the cucum-
ber 42-45% [17]. In our analysis, we observed an
association between the invasion and consuming
unwashed vegetables and a lack of the habit of
washing hands after using a toilet and before
meals. An import of vegetables and fruits, conta-
minated with eggs of Ascaris, from the countries
in which ascariasis is endemic is a significant

cause of spreading the infection. Its consumption
by children is multiplying the risk of parasite
infection [10, 12]. Ascaris eggs are able to survive
in soil, especially under favorable environmental
conditions (warmth and moisture), for 1 year min-
imum to 12 years maximum, and remain viable
and infective more often than eggs of any other
helminth species [3, 12]. An import of vegetables,
traveling and a migration of people from the
countries having high morbidity of ascariasis
(Asia, Central America, Africa) can also be
a source of new invasions in the countries in
which there are no large-scale problems with
draining sewage directly to the soil [5, 10]. In our
work, we did not observe the statistically signifi-
cant association between the invasion with
Ascaris and a place of occupation in rural area,
cultivating the garden plots and the applying of
organic soil fertilizers. The literature data suggest
a high frequency of the Ascaris invasion in the
rural areas [9, 13, 14, 16], however in our study
the majority of children came from the city of
Lodz. Besides, we did not observe an association
between the ascariasis and contacts of children
with domestic animals and spending holidays in
rural regions. In our analysis we studied also
a contact of children with pigs, however the con-
tacts were rare and the results in this group were
not significant. Some data indicated an associa-
tion between Ascaris infections in human and
contact with pigs or pig manure [5]. Infections
with the closely related nematode Ascaris suum
are common in pigs [19]. It is known that cross-
infection from pigs may occur. Nejsum P. et al.
confirmed by AFLP analysis and PCR-RFLP analy-
sis, that some human ascariasis are zoonotic.
They showed that cross-infections from pigs are
a common transmission route for human ascaria-
sis in Denmark. Infections caused by Ascaris there
are most common in small children living in or
visiting rural areas and with a risk of contact with
pig manure (36 per 100.000 per year). Authors
indicated that pigs are the main source of the
human Ascaris infections in areas considered to
have no or a low prevalence of the human form
of this parasite. Zoonotic ascariasis can also be
a problem in other industrialized countries with
high hygienic standards and proper sewage main-
tenance [5].

Conclusion

Some environmental factors and a lack of
respecting hygienic rules still constitute signifi-
cant risk factors of Ascaris species infection in
children.
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Kryzys adolescencyjny a postawa wobec wartosci
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Wstep. Artykut stanowi refleksje nad zwigzkiem nasilenia normatywnego kryzysu przezywanego
przez mtodych ludzi w okresie dorastania a ich postawa wobec wartosci.

Cel pracy. Poznanie zwigzku pfci i typu formacji edukacyjnej (klasy) z czestoscia przezywania kryzysu wartosci,
jako jednego z obszaréw kontestacji mtodziericzej. Podstawe teoretyczng pracy stanowi koncepcja klasycznej,
obiektywnej hierarchii wartosci Maxa Schelera.

Materiat i metody. Badaniami objeto 54 uczniéw (31 chtopcéw i 23 dziewczeta) z Liceum Ogdlnoksztatcacego.
Autorzy poszukuja zwiazkéw miedzy postawami wobec wartosci mtodziezy w wieku 18, 19 lat, a sposobem ra-
dzenia sobie przez nich z symptomami kryzysu adolescencyjnego, takimi jak: miedzy innymi depresja, lek, utra-
ta sensu zycia, sieganie po uzywki. Pytanie, na ktére starano sie znalez¢ odpowiedz, dotyczy wptywu modyfiku-
jacego indywidualnej hierarchii wartosci na trudnosci przezywane przez dorastajaca mtodziez.

Whioski. Wspdétczesna polska rzeczywistos¢ stanowi znaczne wyzwanie dla wartosci tradycyjnych przekazywa-
nych mtodym przez starsze pokolenia. Badanie tej problematyki wydaje sie istotne nie tylko ze wzgledu na zro-
zumienie zachowania wspétczesnej mtodziezy, ale dostarcza réwniez danych co do transformacji pokoleniowe;j.
Stowa kluczowe: adolescencja, kryzys, wartosci.

Background. The report reflects on relations between normative adolescence crisis experienced by
young people and their attitude towards values.

Objectives. The aim of this research is to explore the links between sex, the type of education (humanithies or ma-
thematical classes) and how often the value crisis happens, with its frequency, as a one of the adolescence objec-
tion fields. This research basis on the Max Scheler theory, specifying the classical hierarchy of values.

Material and methods. 54 students (31 boys and 23 girls) of the Secondary School (liceum ogélnoksztatcace) we-
re subjects in the research. The authors try to find out relations between attitude towards values in the age of 18,19
and the manners of young people in coping with the symptoms of adolescence crisis such as : depression, anxie-
ty, lost of meaning of life sense, addition to drugs and alcohol. The research focuses also on answering the que-
stion if some kind of hierarchy of values can modify the consequences of the experienced difficulties in adolescen-
ce age. The students were asked to fill two paper instruments : the Scheler Scale of Values and a questionnaire
with opened questions.

Conclusions. Polish contemporary reality represents today a great challenge for the traditional values transmitted
from the older generations. The authors state, that to explore this field is important for understanding of contem-
porary youth behavior and the social processes of generational transformation.

Key words: adolescence, crisis, values.

self identification. The adolescence crisis involves
formal and essential (connected with values)
changes [2, 3]. Emotional instability, opposition and
negation in behavior, worsening of cognitive and

Introduction

Adolescence is a dynamic time in the human
development in the age of 11 to 20, that means

a dynamic growth and transformation processes [1].
This temporary normative destabilization is called
the adolescence crisis and defined as a specific
change in the hithero going psychological develop-
ment. Its aim is to lead a young man to the better

social functioning are here the typical sighs of this
change. Described above difficulties concern to the
whole youth and have got a temporary character.
The change experienced by teenagers has also
its developmental aim. According to Erik Erikson
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this is the time for solving the two-pools dilemma:
identity or role confusion. The result ought to be
finding and define oneself [4].The developmental
helpfulness of crisis in the human life underlined
Kazimierz Dabrowski in his conception of the
positive disintegration [5]. The teenager crisis is
also the verge, that must be overgone in the
process of selfconstitution. The experience of the
developmental effort in the following changes is
a necessary condition of the mental health,
according to Dabrowski.

Instability symptoms can manifest heavier and
longer in some young people. The differential
diagnose can help in such cases and answer the
question about psychopathology. The sighs of the
intensive adolescence crisis are lost of the mean-
ing of life, anxiety, depression, sleep disturbances,
eating disorders, suicide tendencies, alcohol and
drugs addiction Teenagers can react on the in-
adaptative way in confrontation with some life
events, using it as a coping strategy.

Difficulties experienced by young person have
different meaning for him, in contrast to the adult
person. The school problems, friends conflicts or
social opinion can often be taken very serious, as
a dramatic end of the individual world. Extreme
hard life events were described by Karl Jaspers as
border situations [6]. The border character comes
from the individual attitude towards it, in connec-
tion with the question about sense of the ones
existence. The border situation have got a deter-
mined nature, it is impossible to avoid their. They
are necessary and inscribed in the human life, lie
the life-span along from birth to death. The attrib-
utes of the border situation are sadness, suffering,
helplessness, distress. They are experienced as
terminal moments in life and seemed to have got
no exit. They are the confrontation with borders
of ones possibilities. Classical border situations
according to Jaspers are: involving in a concrect
situation, faith, death, fortune, guilt. There are
more moments in ones life, possible to describe
as a extreme hard with the characteristics men-
tioned above.

He axiology field (of values) is often involved
in devaluation and transformation processes in
adolescence. This domena is close connected
with the adolescent rebel against authorities, what
conducts to the opposition towards their values.
The question central for this paper is demanges
achieving the high level of the cognitive develop-
ment. The meaning of many axiology concepts
are not open for the younger teenagers. Therefore
young people above 16 were subjects in this
research. This age is considered as a mark line
between early adolescence (with overweight biol-
ogy dynamics) and older adolescence with domi-
nance of reflectation and identity transformation.
In this time it comes to the increasing of sensitiv-

ity. In 16 years old teenagers is the highest level of
neurotismus to observe [7].

Material and methods

The aim of the research is to find out the rela-
tions between individual hierarchy of values and
experiencing of the adolescence crisis. Moreover
there is interesting to explore the group of values
with the helping function in coping with difficul-
ties in the adolescence period. Not everyone of
the young people experiences dramatic ones
growing. It is interesting to ask about those values,
which can protect us in the extreme hard life sit-
uation and help in the coping with suffering in
this time. The presumption means that higher val-
ues (moral and sacral) are the most constant in the
objective hierarchy according to Max Scheler.
The research hypothesis assumpts, that the per-
son, who copes better in the border situation
respects rather higher values.

54 students (31 boys and 23 girls) of the
Secondary School (Liceum Ogdlnoksztatcace)
were subjects in the research. The group gather-
ing of the research material took place in spring
2008 in two classes. There were choosen two dif-
ferent classes profiles — humanities and science
(mathematics and informatics).

The research was preceded by the short intro-
duction with the topic axiology. There were
explained the terminology connected with the
project, the place of values in the human life and
the classical definition of the border situation.
The research was conducted in groups in their
classrooms. The students were asked to fill two
paper instruments. The first one was the Scheler
Scale of Values [8] with ordering of 50 detail val-
ues with regard their importance for subjects.
The scale basis was the Scheler conception of the
objective hierarchy of higher and lower values.
To the first group belong hedonistic values H (eg.
erotic love), vital values V (eg. fitness), estetic E
(eg. harmony) and values of truth (eg. know-
ledge). The second group consists of moral va-
lues M (eg. Honesty) and a sacred values S (eg.
Redemption). The vital level deals to fitness and
body power values group (F) and endurance val-
ues (EN). The sacred level deals to the laic sanc-
tity LS (homeland) and religious sanctity RS
(God).

The second measure instrument was a ques-
tionnaire with opened questions:

1. Have you ever experienced the crisis of val-
ues? With what value was it connected and in
what circumstances took it place?

2. What are your experiences and the conse-
quences connected with the border situation
in your life?
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Results and discussion

Over half of the teenagers in the sample
(51.9%) with a little overweight of female part
experienced a crisis of the values in their life. The
strength of relation between sex and declaration of
experiencing of crisis is not great (fi = 0,23) and sta-
tistical not significant (what can mean a deficit of
such a connection or a possibility to manifest it in
the greater sample). In the whole teenager group
The most frequent experienced crisis was connect-
ed with the level of sacral values (24%, the next
one was trust to the other (9.2%) and category “all
values” (7.4%). The results agree with the pattern of
opposition and rebel against the authorities (God,
parents, adults) characteristic for adolescence.
Moreover the results are expression of the formal
thinking without taking into consideration such
factors as of relativity of the social phenomena and
complexity of the human behavior (what causes
a severe estimation and quick negation).

Hypothesis: Young people, who better cope
with the border situation, respect rather the high-
er values.

The research material gathered for the verify-
ing this hypothesis comes from the questionnaire.
The spontaneous subjects” answers are ordered to
the specified categories.

52% of subjects declared experiences, which
was described as a extreme hard life event. The
border character were connected with following
situations: serious parents’ illness, to be a mob-
bing victim in the school, the end of the many
years friendship, a deception in the family.
Teenagers wrote about reactions for that terminal
hard life moments. The reactions seemed to be
similar to those in the strong stress situation [8].
The most often were enumerated distress, over-
loading and lost of the meaning of life (each
28.6%), closeness and isolation (17.8%) and
strong anxiety (14.2%).

Difficulties and suffering are inscribed in the
human life. The possibilities to cope with the
extreme hard situation are important factors for
the optimal development and the keeping of men-
tal health. Teenagers in the sample spoke in the
majority (66%) about negative consequences of
their confrontation with the hard life events. Only
34% of the students declared the positive solu-
tion, effective coping and achieving new abilities
in such a situation.

Table 1. Type of reaction to the border situation,

N =28
Symptoms % answers | % cases
Distress 8 17.02 28.57
Closeness 5 10.64 17.86
Overloading 8 17.02 28.57
Suicide tendencies 3 6.38 10.71
Alcohol, drugs 2 4.26 7.14
Lost of the meaning

of life 8 17.02 28.57
Anxiety 4 8.51 14.29
Guilty feeling 2 4.26 7.14
Sleep disturbances 2 4.26 7.14
Helplessness 3 6.38 10.71
Lonelyness 1 2.13 3.57
Eating diesorders 1 2.13 3.57
Total 47 100.00 167.86

The base for next analyses in this hypothesis
was the Scheler Scale of Values. The results in
percentages were changed into means and than
into stens with regarding sex and age of the sub-
jects. Quality analysis shows the effects of the
choice of values among people who overcame
the border situation in their life. The analysis gave
the answer for the question if it is possible to find
values with the helping function in the difficult
life moments and facilliting function in coping
with the individual suffering in this period.

The table presents in the order the following
groups of values: hedonistic, vital, esthetic, values
of truth, moral, sacred and subgroups - fitness and
body power values, endurance values, laic sancti-
ty and religion sanctity values. The highest out-
comes are connected with the values of the lower
level: endurance (x = 6.2) and vital values (x=5.8).
Only one result links with the higher level: moral
values (x = 5.7). This order shows that the students
who overcame the border situation in their life
without negative emotional consequences esti-
mate higher rather the lower values (vital) and
only little part from the group of higher values
(moral) The hypothesis saying that the person,
who copes better in the border situation respects
rather higher values is partially verified. Teenagers
demonstrate a tendency to relay rather on their
own resources like endurance, vitality, power and
only in the sequence on the moral values.

The comparison between the hierarchy of val-
ues in the whole sample and in the “better cop-

Table 2. The choice of values among people who overcame the border situation in their life, N = 6

Value H \% E T M S F EN LS RS
Total 31 35 28 32 34 24 32 37 28 23
Mean 5.2 5.8 4.7 5.3 5.7 4 5.3 6.2 4.7 3.8
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ers” group results in some differences between
them.

The obtained result corresponds with the date
from researches on existential values in young
people in 90. XX [9]. The interesting result of
those explorations was the fact that teenagers and
young adults (university students) mean challen-
ges, effort and difficulties in life as important and
valuable experiences. Their attitudes show the
leave from the stabile, composed, safety life as
a model of the great worth. Hard life events are
treated as a possibility to proof and check his/her
own abilities. Swida-Ziemba means the mass
media influence as a reason for this mental
change. The competition and success ideology
create so called “transformation axiology” which
differs from the hierarchy of values in the older
generation.

Conclusions

The research results lead to the conclusions
that factors protecting the mental health in the

stress situation are to find in other personal fields
too. The one of them can be resilience — the pos-
sibility to cope with the border situation without
or with the only little losses [10]. Resilience is
meant as a self-treat tendency.

The next concept which facilities the under-
standing coping processes with the extreme stress
is emotional intelligence [11, 12]. Such it's com-
ponents as empathy, optimism, enthusiasm, inde-
pendency, self confidence and persistence have
a help function in the emotional hard life events.

Besides the approaches considering the adoles-
cence as a specific difficult and full of dangers peri-
od there exists in psychology the another tendency.
This concurrent approach, based on the empirical
researches believes that psychopathology symp-
toms aren’t more often in adolescence in the com-
parison with the other life periods [13]. The studies
on stress experiencing and wellbeing in teenagers
bring interesting outcomes. Only 27.5% of the
young people group raport the experiences of
a strength stress but the majority of them can use-
fully apply their inner resources in the coping
process with the environmental stressors [14].
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Efekty wdrozenia programu edukacji zdrowotnej w jednym
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Wprowadzenie. W pracy przedstawiono program edukacyjny promujacy zasady zdrowego odzy-
wania, wdrozony w jednym z poznariskich przedszkoli.

Materiat i metody. Wykonano badanie poczatkowe nawykéw zywieniowych dzieci w jednej z grup (22 dzieci
i ich rodzicow) m.in. przy uzyciu autorskiego kwestionariusza ankiety, nastepnie zrealizowano 11-punktowy pro-
gram i po roku zbadano ponownie nawyki zywieniowe dzieci. Efekty przeprowadzonych dziatari edukacyjnych
badano, poréwnujac: 1) dane z ankiet od rodzicéw, 2) tabel wypetnionych przez dzieci — na poczatku i po za-
koriczeniu programu. Na podstawie réznic opracowano wyniki. W specjalnie wykonanych tabelach zywienio-
wych dzieci zaznaczaty produkty za pomoca kolorowych kropek. Kolorem czarnym oznaczono produkty nieod-
powiednie w zywieniu dzieci, zielonym — produkty niezbedne.

Wyniki. Wykazano istnienie silnej korelacji miedzy danymi uzyskanymi od rodzicéw i danymi wynikajacymi
z obserwacji dzieci — zaréwno w fazie poczatkowej, jak i po ukoriczeniu programu edukacyjnego. Wyniki prze-
prowadzonego programu edukacyjnego: ,Co jem? Jedzmy zdrowo!” wskazuja, ze spozycie warzyw wrosto
0 40%, owocéw — 0 30%, mleka — 10%, a stodyczy spadto prawie o 50%, chipséw — spadto o 30%, napojéw ga-
zowanych — spadto prawie o 20%.

Whioski. Przeprowadzony program edukacji zdrowotnej spowodowat wzrost Swiadomosci zdrowotnej rodzicéw
z zakresu zywienia; jest to tzw. heteroedukacja odwrécona, kiedy to wychowanek zaczyna edukowac innych. Ten
efekt jest najwyzszym etapem, jaki mozna osiagnac w procesie wychowania zdrowotnego.

Stowa kluczowe: edukacja zdrowotna, zywienie, przedszkole.

Background. The article presents the results and conclusions concerning an educational programme,
which promoted principles of healthy diet, and was introduced in one of kindergartens in the City of Poznan.
Material and methods. The study, in its initial phase, examined nutritional habits in a group of 22 children and
their parents, employing a questionnaire as one of the tools. The next phase comprised the educational pro-
gramme itself which consisted of 11 parts. After one year the children’s nutritional habits were examined once
again. The effects of the educational activities, which constituted a part of the project, were studied by confronting:
1) the data collected from the parents through the questionnaire, 2) tables filled out by the children — at the begin-
ning, and after completing the programme. The revealed differences assisted in formulating the final results. In spe-
cial nutritional tables, designed for the purpose, the participating children marked the foodstuffs they consumed,
by entering colour dots in the appropriate places throughout the tables. They would use black colour to mark prod-
ucts inappropriate in children’s diet, and green — to indicate the recommended ones.

Results. The study revealed that the data sourced at the parents, and those resulting from observation of the chil-
dren participating in the project were convergent — both in its initial phase, and also after the completion of the
educational programme. The results of the implemented educational programme, entitled “What do | eat? Let’s
have a healthy diet!” indicate that the consumption of: vegetables — increased by 40%, fruit — increased by 30%,
milk — increased by 10%, sweets — came down by almost 50%, chips — came down by 30%, carbonated bever-
ages — came down by almost 20%.
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Conclusions. The health education programme increased the level of health consciousness in the participating par-
ents, concerning nutritional issues; it is known as the, so called, reversed “heteroeducation”, when a disciple starts
to educate others. The effect is construed as the highest phase to be attained in health education.
Key words: health education, nutrition, kindergarten.

Introduction of its symptoms. It is very probable that the

We are nowadays overwhelmed by achieve-
ments of reconstructive medicine, commonly
termed clinical medicine. It is principally directed
at development and implementation of sophisti-
cated diagnostic and therapeutic methods, low-
invasion operating techniques in surgery, cardiol-
ogy and in a whole host of other medical special-
ities. We are capable of repairing what has
“broken down” in a human body; however, we
have all but completely forgotten about preven-
tion. And only as late as the past decade that pub-
lic health, as a university subject, and other simi-
lar majors would appear in medical schools
throughout Poland. As the result of negligence
and careless approach to activities in the preven-
tion of diseases domain — the health indicators in
this country are much worse as compared with
other, more developed European countries, mem-
bers of European Union (UE) which is illustrated
by the comparisons below. We have every reason
to believe that we are likely to attain the current
average mortality rates due to cardiovascular dis-
eases (the first cause of death in Poland) through-
out the countries of European Union not sooner
than in 17 years. As long as 28 years is going to
be necessary to get even in the second cause of
death, malignant neoplasms, whereas the third
cause of death — consequences of accidents and
injuries will require another 21 years. The aver-
age lifespan in Poland is shorter by 5 years in
males, and 3 years in females, as compared with
other member-states of UE; a dozen or so years
will take to achieve the same lifespan as is now
enjoyed throughout UE countries [1].

Health promotion is all about forming the
view throughout a society that health represents
the highest value of all: “I am aware that | want to
be healthy, because this will bring about a better
quality of life, and | know how to behave in order
to stay healthy” [2]. | assume a pro-health atti-
tude, and | keep my body and the surroundings in
a perfect balance”. The definition of health pro-
motion by WHO defines the health promotion as
a process enabling person to increase the control
over one’s health — to maintain and to improve
one’s health [3].

In traditional Chinese medicine of ancient
times a competent physician was able to diagnose
a disease as early as three years before the onset

knowledge on behavioural patterns, conducive
either to health or to development of a disease
existed by then; it was also known how a disease
can be prevented. Hippocrates maintained that in
order to attain a complete health a human being
requires — aside from inner balance — a state of
external equilibrium with environment.

Health education, also known as hygienic
education is, in the context of health promotion,
particularly important. It constitutes — according
to Demel — an integral element of shaping a com-
plete personality [4]. Health promotion is associ-
ated with the notion of prevention. The latter’s
first phase is the most valuable: a wide prophy-
lactic approach, not directed at specific disease or
diseases, encompassing the possibly greatest part
of a population, potentially the youngest one; it is
effective but only in the long run, and while it
requires a methodical application, it is less expen-
sive than the directed (oriented) and the conse-
quent phases of prevention (also termed as the
second and the third phase, respectively) [5-8].

Material and methods

Presentation of results of an educational pro-
gramme, promoting healthy nutrition in a kinder-
garten is the article’s objective.

Within the framework of the educational pro-
gramme, entitled “Three years of health education
in No. 127 Kindergarten in Poznai” — healthy nu-
trition (“What do | eat? Let’s have a healthy diet!”)
— constituted the first element of health education,
scheduled for the three-year kindergarten stay
(this part of the project was carried out in 2003/
/2004). The second element (“How do | spend my
leisure time?”) — was implemented during the se-
cond year of a child’s kindergarten residence (2004/
/2005), whereas the third element (“How do | care
about environment?”) was carried out in 2005/
/2006.

The following, principal elements of the 3-year
health education programme, entitled “What do
| eat? Let’s have a healthy diet!” were implemented:

1. Preparation of a questionnaire for parents,
with a view to introduce the programme to them,
and to collect information about nutritional pref-
erences of their children.
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2. A conversation with the parents: are they
inclined to try limit the consumption of tea by
their children during breakfast both at home and
in the kindergarten, so that dairy products could
be introduced instead?

3. Performance of an educational cycle, pro-
moting the principles of proper nutrition.

4. Performance of a 4-week exercise where
the children are encouraged to fill out custom-
designed nutritional tables, by entering colour
(green and black) dots in appropriate spaces,
twice in a school year (1* and 2" half-year term).

5. Dissemination of a catchphrase (among the
children): “Let’s first have something healthy, and
then something sweet!”, mostly concerning tea
time meals, during which we encourage to first
consume yoghurt and fruit, and only later wafers
and candy bars.

6. Preparation (in separate groups of children)
of special boards where clusters of healthy nutri-
tional products (for example, fruit, vegetables,
dairy products etc.) were set against dishes whose
consumption should be limited (from example,
sweets).

7. Introduction of a rule providing that all
dishes, during mealtime, are to be served on
plates, even if a child declared that he/she had no
intention to eat at all.

8. Maintaining persistent persuasion during all
meals, so that the children at least tried to con-
sume all dishes.

9. Arrangement for a conversation with the
parents and the teachers, on the proper diet of
children and adolescents (the chat was moderat-
ed by the school nurse, in cooperation with a die-
tician).

10. A survey among the parents, summing up
the results of the programme.

11. A cooperation established with a local pri-
mary school (No. 29, in Poznar), and a secondary
school. The two institutions carry out a similar, to
the Kindergarten’s, health promotion programme.

Initial information — concerning nutritional
habits of the children — were collected in two
ways:

1. from the parents — who filled out the study’s
questionnaire (designed by the authors),

2. from the children — through observation and
asking questions.

The questionnaire was distributed among the
parents of all 22 children, attending the kinder-
garten in their first year there (school year
2003/2004); 19 questionnaire forms correctly
filled out were collected altogether. The results
may be interpreted as representative for the whole
group under study.

Results and discussion of results

Results of the questionnaire-led
part of the study

The parents declared daily, and even more than
once in a day, serving their children fruit and veg-
etables. The study revealed that the children were
reluctant to consume vegetables, particularly
boiled ones. It corresponds with the group obser-
vation, during meals served in the kindergarten.
The majority of the respondents pointed to the
cream cheese “Danio”, as the children’s favourite
dairy product (70%); yoghurt with fruit was less fre-
quently mentioned (60%). According to the parents
their children at home willingly consume milk in
large quantities, and also have cheese sandwiches.
The authors find it quite annoying that the kinder-
garten pupils frequently — and with their parents
permission — consume chips and drink carbonated
beverages. Only 20% of the respondents declared
that they tried not to purchase such products, in
order “not to tempt” their young ones. In the major-
ity of the households concerned (60%) Coca-
Cola® and similar beverages, as well as chips are
readily available to the children, on a daily basis.
The same applies to sweets. The pupils consume
them in alarming quantities. Only 20% of the
respondents maintained that they occasionally sug-
gested that their little ones had a fruit, instead of
something sweet. In the authors’ opinion the par-
ents devote too little time to assist their offspring in
shaping proper nutritional habits. According to the
parents participating in the study their descendants
willingly consume meat and cured meat dishes in
appreciable quantities, particularly frankfurters. As
many as 90% of the parents revealed that they pur-
chased nutritional products, destined especially for
the children (labelled to that effect).

Results of the children’s observation

The majority of the pupils consume a lot and
willingly. They frequently accept additional help-
ings of preferred dishes; however, not all of them
eat as heartily. There is a smaller group of chil-
dren, dominated by girls, that eat little (1-2 half-
slices of bread, fragmentary lunch/dinner portion).
Two pupils manifested evident food allergy symp-
toms; one of them being allergic to milk, eggs,
chocolate, etc. The kitchen is able to arrange for
special meals, as and when they are required. One
of male pupils refused to eat an appreciable num-
ber of dishes, simply because he did not like
a great majority of them. He would have bread
with plum confection for his daily breakfasts, with-
out butter even. It is taking place according to

<
=
—
o
=3
=)
o
H
2
>
]
-5
2
=
<
9}
>
o
[
£
=
W
£}
%}
4=
&
=
>
=
=
[
[T




R%EH M. Stawiniski et al. o Results of introducing a health education programme in a Poznan kindergarten

<
=
—
©
(=3
(=]
N
S
=
>
)
-5
[
=
<
o
>
4
[}
£
=
™
5]
)
o=
=
-]
%)
=
=
£
<
e

2005/2006

2004/2005

2003/2004

What do | eat?

How do | spend
y time of leisure

How do I care about environment?

Fig. 1. A diagram of the “Three years of health
education in No. 127 Kindergarten” educational
programme

a clear wish of his parents, even despite objection
on our part. He actually does not eat any soups,
aside from a tomato soup, without rice, however.
Most of the children (80 %) have milk every day,

combined with cocoa or with tea or have corn-
flakes/oatmeal with milk. The remaining children
are served tea, supplied by their parents and pre-
pared by the female janitor, at the distinct wish of
the former. The kindergarten pupils are reluctant to
eat salads and boiled vegetables. Better but still
not satisfactory appears to be the case with fruit.
During tea time meal the children would have
sweets first, and put off the consumption of
yoghurt or an apple till later. The authors’ conver-
sations with the pupils indicate that approximate-
ly 50% of them have chips almost every day
whereas approximately 40% drink carbonated
beverages and practically all of them consume
sweets on a daily basis. At the same time only
60% of the children would willingly have yoghurt
which was particularly evident during tea time
meals. Actually all the children are aware of the
detrimental effect of sweet dishes on teeth. They
are also able to arrange pictures of dishes, accord-
ing to their respective conducive or detrimental
effect to health. They would not, however, apply
the acquired rules in every day nutrition.

Confrontation of the questionnaire
and observation-sourced results

The data gained from 1) the questionnaire-led
part of the study, 2) from the parents, and 3) di-
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Fig. 2. In special nutritional tables, designed for the purpose, the participating children marked the foodstuffs they
consumed, by entering colour dots where appropriate. Black colour was used to mark products inappropriate in
children’s diet, and green — to indicate the recommended ones
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O before the implementation of the programme
E after completion of the programme

Fig. 3. Consumption of
particular groups of
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foodstufs before and
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60% | |
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50% ||
40% ||
30% ||
20% ||
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consumption consumption consumption consumption consumption consumption

of milk of fruit

rectly from the children — are convergent and they
confirm the existence of the same nutritional
habits throughout the studied group.

The effects of the educational activities, which
constituted a part of the project, were studied by
confronting: 1) the data collected from the parents
through the questionnaire, 2) tables filled out by the
children — at the beginning, and after completing
the programme. The revealed differences assisted in
formulating the final results. In special nutritional
tables, designed for the purpose, the participating
children marked the foodstuffs they consumed, by
entering colour dots in the appropriate places
throughout the tables. They would use black colour
to mark products inappropriate in children’s diet,
and green — to indicate the recommended ones.

Summing up, the study revealed that the data
sourced at the parents, and those resulting from
observation of the children participating in the
project were convergent — both in its initial phase,
and also after the completion of the educational
programme.

The results of the implemented educational
programme, entitled “What do | eat? Let’s have
a healthy diet!” (Fig. 3) indicate that the con-
sumption of:
vegetables — increased by 40%,
fruit — increased by 30%,
milk — increased by 10%,
sweets — came down by almost 50%,
chips — came down by 30%,
carbonated beverages — came down by almost
20%.
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Conclusions

1. It is possible not only to teach children spe-
cific types of behaviour conducive to health
in a passive, instrumental way but also to
actively shape their conscious attitudes
towards health.

2. The health education programme increased
the level of health consciousness in the partic-
ipating parents, concerning nutritional issues;
it is known as the, so called, reversed heteroe-
ducation, when a disciple starts to educate
others. The effect is construed as the highest
phase to be attained in health education.

3. The programme presented here is highly effec-
tive, and it does not require a great deal of
expenditure.

4. The programme is expected to yield consider-
able benefits in the long run, such as thepre-
vention of cardiovascular diseases, diabetes
and a whole variety of other medical
issues,stemming from inappropriate diet [6, 7].

5. The educational programme was charac-
terised by considerable involvement on the
part of the parents.

6. The health-related effects of the programme
promise to be long-lasting, as reflected in the
two-year observation.
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Gastroesophageal reflux and asthma
at the schoolage children
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Refluks zotadkowo-przetykowy i astma u dzieci w wieku szkolnym
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Wstep. Epizody krztuszenia sie i kaszlu, niepokdj i/lub rozdraznienie, czynnosciowa dyspepsja to
najczestsze zgtaszane dolegliwosci i objawy chorobowe u dzieci z refluksem Zotadkowo-przetykowym (GER).
Cel pracy. Celem pracy byto okreslenie wspétwystepowania choréb alergicznych i astmy oskrzelowej i GER
u dzieci ze wskazaniami do 24-godzinnej pH-metrii przetyku.

Materiat i metody. Grupe badang stanowito 30 dzieci, w wieku 5-12 lat, u ktérych zebrano kwestionariusz aler-
gologiczny i wykonano testy skérne PRICK oraz spirometrie. U 3 dzieci rozpoznano astme wysitkowa, u 6 dzie-
ci — astme atopowa, u 10 — astme infekcyjna. 6 dzieci miato pozytywny wywiad atopowy.

Wyniki. Srednia masa ciata w badanej grupie wynosita 3375 g (2550-4500). Sredni wiek badanych dzieci wyno-
sit 10,85 lat (3-17). Sposréd analizowanych parametréw pH-metrii: EL5, FT, pH < 4 byty znamiennie ré6zne mie-
dzy grupami dzieci prezentujacymi objawy oddechowe, gastryczne lub mieszane (p < 0,05). Nie stwierdzono za-
leznosci parametréw pH-metrii 24-godzinnej od astmy (p > 0,05).

Whioski. R6zne typy astmy nie maja zwiazku z parametrami pH-metrii 24-godzinne;j.

Stowa kluczowe: refluks zotadkowo-przetykowy, astma, dzieci.

Background. Choking, cough, anxiety, irritation and functional dyspepsia are the most frequent symp-
toms in GER (gastroesophageal reflux).

Objectives. The aim of the study was to determine the co-existence of allergic disease/asthma and GER in chil-
dren with indication for 24 pH-metry.

Material and methods. 30 children, aged 5-12 years old, were examined. SPT test, spirometry was performed and
questionnaire was filled out. 3 children had exercise-induced asthma, 6 children had allergen-induced asthma and
10 children had virus-induced asthma. 6 children had positive atopy family history.

Results. The mean birth weight of children was 3375 g (2550-4500 ) and the mean age of children was 10.85 y.o.
(3-17). We found difference in EL5, FT, pH < 4 depending on GER presentation (respiratory, gastrointestinal or
mixed symptoms) (p < 0.05) but no difference in pH-metry parameters in groups of children with different types
of asthma (p > 0.05).

Conclusions. Different types of asthma were not related to GER parameters in our children.

Key words: gastroesophageal reflux, asthma, children.

normal 2 months olds [2] but in less than 50% of
children older than 4 years GER disappears spon-
taneously. Complications of GER include follow-

Introduction

Gastroesophageal reflux (GER) is defined as

the “effortless passage of gastric material into
esophagus” [1]. The pathophysiology of GER
involves dysfunction of the LES, poor gastric emp-
tying, loss of esophageal acid clearance, and
impaired mucosal protective mechanisms. The
physiologic reflux is observed in more than half of

ing: failure to thrive, bleeding, dysphagia and it
might cause respiratory problems such as bron-
chospasm, laryngospasm or pneumonia. The
most common gastrointestinal symptom of GER is
effortless or projectile vomiting [3]. However, it
causes respiratory symptoms so GER was assu-
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med to contribute in asthma, chronic cough, stri-
dor, laryngitis, laryngospasm and obstructive
apnea [4].

It is noteworthy that approximately half of
children with chronic respiratory disease have at
the same symptoms of GER. So far, it is not known
if there is a direct causal relationship between
asthma and GER [1]. It is even more difficult to
establish because very often patients with GER-
associated cough and asthma do not have the
classic symptoms of reflux [5]. There are several
reasons that GER might develop in patients with
asthma. Firstly, patients with respiratory disease
have altered mechanics in the chest with
increased positive intra-abdominal pressure and
negative intra-thoracic pressure. Secondly, med-
ications used in pulmonary diseases like theo-
phylline, oral B-adrenergic agonists lower LES
tone increasing the likelihood of GER [1, 4].

In the contrary, patients with GER have
increased chance of pneumonia or bronchitis due
to aspiration of gastric contents that leads to intra-
tracheal acidification, then increasing the pul-
monary resistance [1, 5]. It was also suggested
that acid reflux induces vagally mediated reflex
resulting in laryngospasm or bronchospasm [1, 4,
5]. Finally, it was hypothesized that there is a syn-
ergistic interaction between esophageal nocicep-
tors and airway sensory nerves or there is an air-
way pH deviation-induced inflammatory cell acti-
vation in the airway [6, 7].

In patients without emesis GER might be diag-
nosed with help of 24-hour-pH-metry. It is con-
firmed by pH less than 4,0 for more than 5% of
the total time of examination.

The present study was designed to determine
the co-existance of asthma and GER in nonatopic
and atopic children at schoolage.

Material and methods

The diagnosis of asthma was based on the
PRACTALL consensus report (the European Aca-
demy of Allergy and Clinical Immunology and the
American Academy of Allergy, Asthma and
Immunology 2008).

We studied 30 children aged from 3 to 16
years examined by 24-hour-pH-metry. All chil-
dren had an abnormal pH study. Medical history
data were collected for each patient and includ-
ed: sex, birth weight, atopy family history, the
direct indication for pH-metry measurement
(heartburn, stomach ache, nausea, emesis, loss of
weight, chronic cough, chronic bronchitis), sever-
ity and characteristics of respiratory symptoms,
past medical history, presence, if any allergy.
Esophageal pH was measured by 24-hour com-
puterized monitoring of the main measures in all

patients. The number of reflux episodes (NRE), the
episodes longer than 5 minutes (EL5), the longest
reflux episodes (LRE), the duration of the longest
episode (LE), the fraction time (FT), the percentage
of time the esophageal pH was less than 4 (pH <
4), the overall score were considered for the pur-
pose of this study. pH-metry was measured by
POLYGRAM NET (Medtronic, Denmark).

Blood tests (RBC, WBC, PLT, eosinophil
count), total Ige (UniCAP Pharmacia, Sweden),
skin prick test (Allergopharma, Germany), spirom-
etry was performed. Children had been tested for
the following allergens: inhalant (alnus, birch,
grass, mugwort, Alternaria, Cladosporium), food
(apple, hazelnut, milk, white egg, wheat, tomato).

We divided patients into 3 groups. First group
(n=10) included children with respiratory symp-
toms such as. Second group (n = 8) included chil-
dren with clear gastrointestinal (Gl) presentation
of GER such as abdominal pain, vomiting, heart-
burn. Group 3 (n = 12) included children with
both respiratory and Gl symptoms.

On the basis of the PRACTALL report, we diag-
nosed asthma. 6 children had allergen-induced
asthma, 10 children had virus-induced asthma,
3 children had exercise-induced asthma and
3 children had unresolved asthma. 6 of 30 chil-
dren had positive atopy family history.

For statistical purposes we used computer pro-
gram MedCalc 5.0 performing statistics summary
and comparison of variables. Variables were
compared simultaneously across groups using
Kruskal-Wallis test. All tests were considered sig-
nificant at p < 0.05.

Results

The population study consisted of 30 children
aged from 3 to 16 years. The group included 20
girls and 10 boys. The mean birth weight of chil-
dren was 3375 g (2550-4500 ) and the mean age
of children was 10.85 (3-17) years old. The
results of 24-h monitoring pH-metry depending
on GER presentation are shown in Table 1. Table
2 presents results of esophageal pH measurement
in children with different types of asthma and
Table 3 includes the results depending on atopic
heredity.

Discussion

Respiratory disease (RD) is often considered
a complication of gastroesophageal reflux and it
was suggested to be associated with more severe
reflux. We tested whether main pH-metry mea-
surements are linked with respiratory, Gl or both
symptoms, with special regard to asthma. In this
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Table 1. Results of 24-hour esophageal measurement in total group and subgroups divided according

to GER presentation (respiratory, Gl or mixed symptoms). Mean (min-max)/Cl 95 %

Total group Children with Children with Children with
(n = 30) respiratory Gl symptoms mixed symptoms
symptoms (n=8) (n=12)
(n=10)
NRE 90.8 (34-325)/ 113 (44-325)/ 90.0 (41.6-138.4)/ 72.9 (34-144)/
(p > 0.05) 68-113.6 51.4-174 41.6-138.4 54.3-91.5
LE 16.7 (0.0-75)/ 25.0 (7.0-5.0)/ 15.4 (6-33)/ 10.0 (0.0-10.0)/
(p>0.05) 11.0-22.3 10.8-41.0 6.0-24.7 0.6-13.4
EL5 4.1 (0.0-14.0)/ 5.9 (1.0-14.0)/ 4.4 (1.0-10.0)/ 2.4 (0.0-5.0)/
(p < 0.05) 2.9-5.3 3.2-8.0 2.0-6.7 1.3-3.5
FT 10.6 (4.4-44.8)/ 14.9 (5.1-44.8)/ 9.98 (5.7-23.0)/ 7.3 (4.4-16.7)/
(p < 0.05) 7.6-13.5 8.8-23 5.3-14.7 5.1-9.4
pH < 4 147.6 (2-552)/ 224.8 (72-552)/ 115.2 (2-319)/ 104.7 (60-265)/
(p < 0.05) 106.7-188.3 127.7-321.9 38.5-191.9 70.7-138.7
Score 40.5 (17.5-153)/ 54.2 (18.5-153)/ 35.2 (18.5-86.2)/ 32.6 (17.5-86.1)/
(p > 0.05) 29.5-51.5 25.2-83.2 17.2-53.2 20.1-45.1

Table 2. Results of 24-hour esophageal measurement in total group and groups of children divided on the basis

of PRACTALL report. Mean (min-max)/Cl 95%

Total group Children Children with | Children with | Children with | Children wih
(n = 30) without allergen- virus-induced | exercise- unresolved
asthma induced asthma induced asthma
(n=8) asthma (n=10) asthma (n=3)
(n=6) (n=3)
NRE 90.83 90.0 69.66 109.9 86.3 76.33
(p>0.05) | (34-325.0/ (44-224)/ (42-92)/ (44-325)/ (48-158)/ (34-142)/
68.0-113.65 41.5-138.41 | 50.56-88.7 50.6-169.2 68-240.63 66.8-219.5
LE 16.73 15.37 7.16 24.5 18.3 12.0
(p>0.05) | (0.0-75.0)/ (6-33)/ (0.0-15.0)/ (8.0-75.0)/ (8.0-37.0)/ (7.0-19.0)/
11-22.3 0.02-24.7 1.63-12.7 9.8-39.1 21.9-58.56 3.51-27.5
EL5 4.1 4.37 1.83 5.6 5.33 3.66
(p>0.05) (0.0-14.0)/ (1.0-10.0)/ (0.0-4.0)/ (2.0-14.0)/ (1.0-7.0)/ (1.0-5.0)/
2.93-5.27 2.0-6.73 0.02-3.84 2.91-8.3 4.6-11.31 2.57-9.4
FT 10.0 9.98 6.91 14.25 10.0 7.56
(p>0.05) | (4.4-44.8)/ (5.7-23.0)/ (4.4-9.3)/ (5.0-44.8)/ (5.1-18.9)/ (5.1-11.5)/
7.6-13.51 5.26-14.7 4.86-8.96 6.0-22.43 8.98-29.1 1.78-18.9
pH < 4 147.56 115.25 91.3 178.9 200.6 188.6
(p>0.05) | (2.0-552.0)/ (2.0-319.0)/ | (60-119.0)/ (72-552)/ (72-285)/ (81-319)/
106.7-188.3 38.5-191.9 67.5-115.1 77.7-280 75.1-477.5 110.9-488.3
Score 40.53 35.2 25.23 53.07 34.23 34.23 49.83
(p > 0.05) (17.5-153.3)/ (18.58-6.1)/ | (17.5-33.1)/ (10.81-53.3)/ (18.563.0)/ (18.5-86.1)/
29.53-51.52 17.2-53.19 18.78-31.67 24.2-81.84 27.74-96.21 34.8-134.4

study, performed in children aged 3-16 years, we

included chronic rhinitis, chronic cough, chronic
bronchitis, asthma. We have not found any signif-
icant difference between children with different
types of asthma. This might be true as the linkage
between GER and asthma is still controversial.
Our study completes the study by Gorenstein
et al. [8] that showed pH study-designated para-

found that the episodes longer than 5 minutes
(EL5), fraction time (FT), percentage of time the
esophageal pH was less than 4 (pH < 4) was sta-
tistically different between the studied subgroups.
All above evaluated parameters had been the
highest in children with respiratory symptoms that

<
=
—
o
=
(=]
o
H
=
>
)
o
2
=
(]
9]
>
)
[+-]
£
S
-9
[~}
%)
4=
=
=
%)
b3
=
=
[+
(i




IRTYY K. Stencel-Gabriel, A. Kaczmaryk, M. Paul e Gastroesophageal reflux and asthma at the schoolage children

Table 3. Results of 24-hour esophageal measurement in total group and atopic and nonatopic children. Mean

(min-max)/Cl 95%

Total group Nonatopic children Atopic children

(n=30) (n=24) (n=6)
NRE (p > 0.05) 90.8 (34-325)/68-113.6 92 (34-325)/63.9-120 86.1 (54-158)/48.9-125.5
LE (p > 0.05) 16.7 (0.0-75.0)/11-22.3 17.1 (3-75)/10.6-23.6 15.0 (0.0-37.0)/0.8-30.8
EL5 (p > 0.05) 4.1 (0.0-14.0)/2.9-5.3 4.2 (0.0-14.0)/2.7-5.6 3.8 (1.0-7.0)/1.5-6.0
FT (p > 0.05) 10.5 (4.4-44.8)/7.6-13.5 10.8 (4.4-44.8)/7.2-14.4 9.5 (6.2-18.9)/4.5-14.5
pH <4 (p>0.05) | 147.5 (2-552)/106.7-188.3 152.7 (2-552)/103-202.4 128.8 (81-255)/53.3-200.4
Score (p > 0.05) 40.5 (17.5-153.3)/29.5-51.5 42.7 (17.5-153.3)/29.3-56.1 31.6 (18.5-63)/14.8-48.4

meters of severity of reflux alone cannot predict been an indication for pH-metry, not the diagno-
the likelihood of developing RD. Although we sis of asthma. Therefore, in our study group we
showed that some pH-metry parameters might be searched for different GER manifestations, espe-
associated with RD, it was not confirmed for asth- cially RD.

ma alone. Even though aspiration of gastric con- The parameters of esophageal pH measure-
tent has been reported [1, 5], there is little evi- ment allow to confirm GER. Therefore, our find-
dence that aspiration is common among asthmat- ing that EL5, FT and pH < 4 are related to respira-
ic patients [8]. This may explain our results. The tory symptoms might be helpful in defining chil-
number of examined children was limited to 30, dren with refractory or difficult-to-treat asthma-
but children with asthma constituted more than -like airway diseases. It should be remembered
70% of the study group. It is important, however, that the clinical manifestations of GER might be
to notice that respiratory symptoms that we found deceitful and sometimes GER is diagnosed late in
in the study group like chronic rhinitis, chronic life-threatening situations (anemia, severe loss of
cough or chronic bronchitis might lead to more weight, bleeding or irritability). While the exact
severe RD like asthma. Study by Yuksel et al. [9] role of GER in chronic RD in children remains to
showed that patients primarily suffer from wheez- be defined, it appears that is not directly related to
ing and cough and abnormal pH parameters are asthma.

common in nonatopic patients with asthma-like
airway disease. Numerous studies have been

directed towards ascertaining the frequency of Conclusions

GER in patients with asthma ranging from 34% to

89% [10] and medications used in GERD relieved Asthma is not directly related to GER.
symptoms in refractory or difficult-to-treat asthma However, children with difficult-to-treat respirato-
[11]. The difference found in our study is proba- ry problems should be diagnosed for GER as it
bly due to the sample selection. The inclusion cri- might be its hidden manifestation.

teria for children to be enrolled in the study had
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Computer — a chance or a threat to a child’s development?
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Komputer — szansa, czy zagrozenie w rozwoju dziecka?
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Wstep. Uzaleznienie to stan osoby zaleznej od kogo$ lub czegos. Zrédto natogu tkwi w przyjem-
nosciach dostarczanych przez dane przedmioty oraz w potrzebie ucieczki w inny swiat. Wspétczesna cywiliza-
cja zrodzita nowe, nieznane dotad formy uzaleznien — jedna z nich jest uzaleznienie od komputera i internetu.
Cel pracy. Rozpoznanie roli komputera w ksztattowaniu rozwoju dziecka — w opinii rodzicéw.

Materiat i metody. Badanie przeprowadzono w 2008 r. w wojewédztwie wielkopolskim. Objeto ono populacje
105 rodzicéw dzieci w wieku przedszkolnym i wczesnoszkolnym — nauczanie poczatkowe. Zastosowang meto-
da badawcza byt sondaz diagnostyczny, wykorzystanym narzedziem — kwestionariusz ankiety.

Wyniki. Na podstawie przeprowadzonych badan stwierdzono, ze wigkszos¢ dzieci od najmtodszych lat korzysta
z komputera, ktéry zalicza do grupy najlepszych zabawek. Nie inicjuje on jednak probleméw zdrowotnych, jesli
posiada odpowiednie zabezpieczenia oraz przestrzegane sa ustalone normy: czas przebywania przed ekranem,
zachowania odpowiedniej odlegtosci od monitora, prawidtowa postawa i dobre oswietlenie.

Whioski. 1. Wiekszos¢ dzieci posiada i korzysta z komputeréw — zaréwno w srodowisku domowym, jak i w pla-
céwkach oswiatowych. 2. Preferowanymi przez dziecko programami komputerowymi sg gry o zréznicowane;j te-
matyce. 3. Wirtualna rzeczywistos¢, w ktérej coraz czesciej przebywaja dzieci, staje sie istotng konkurencja
w Swiecie zabaw dla klockéw, maskotek, samochodéw i ksiazek. 4. Prezentowane przez rodzicéw przekonanie,
dotyczace wptywu komputera na rozwdj dziecka, ogranicza sie do postrzegania tylko jego pozytywnych skutkow.
5. Komputer, podobnie jak wszystko co nas otacza, moze by¢ wspaniatym narzedziem rozwoju i Zrédtem radosci,
lecz nieumiejetnie uzywany moze stac sie przyczyna wielu probleméw zwiazanych z rozwojem i zdrowiem dziecka.
Stowa kluczowe: komputer, zagrozenie, rozwéj dziecka.

Background. Addiction is a state of being dependent on somebody or something. Its origin lies in the
pleasure provided by a given object and in the need to escape into a different world. Modern civilisation has cre-
ated new, hitherto unknown forms of dependence like, e.g., computer and internet addiction. The work was focused
on the recognition of computer’s role in shaping the development of children — in opinions of their parents.
Material and methods. The study was conducted in 2008 throughout the Province of Wielkopolska (Great Poland),
and comprised a group of 105 parents of preschool and early-school age children (primary education). A diag-
nostic opinion survey was applied, using authors’ own questionnaire.

Results. The results showed that the majority of the subjects, since their early childhood, used a computer, and
treated it as one of their best toys. The phenomenon has not been found to induce specific health concerns, pro-
vided appropriate safety precautions and accepted norms are observed, including: duration of computer use, prop-
er distance to monitor, correct posture and optimal illumination.

Conclusions. 1. Most children of preschool and early-school age possess or have access to a PC — both at home
and at school. 2. PC games are the preferred by children type of computer programme. 3. Virtual reality in which
children increasingly dwell is quickly becoming a fiercely competing rival of building-blocks, toys like cars, stuffed
animals or books. 4. Parents tend to perceive only positive influences, stemming from the use of PC by their chil-
dren. 5. Computer, as almost we have, may be a fantastic tool, serving the development and bringing joy and ela-
tion, also to a very young human being. However, allowed to be used immoderately it may become the source of
serious threats to the development and health of a child.

Key words: computer, threat, child’s development.
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Introduction

The everyday living space of a child is chang-
ing rapidly, and so are the area and the type of
social and cognitive contacts. There are still more
and more new sources of knowledge and infor-
mation, exceedingly varied in character, which
contribute to shaping child’s perceptions and
experiences. Modern living environment of a child
is made up not only of what is taking place in its
immediate vicinity but also what gets through by
way of the, so called, indirect transmission, for
example electronic media.
Children, since their earliest phases of life, with
insatiable interest enter the world of media — form-
ing specific relations with it. It is a world different
from the real one, with peculiar properties [1].
It is characterised by:
= Great variability of images on offer, of behav-
ioural patterns, opinions, views,
= Attractiveness of the transmitted content,
= Competitiveness with the real world (it is a sim-
ulated world, rendered unreal, capable of tak-
ing possession of children’s time, of disorganis-
ing its life, and subjugating other activities),

= Ambivalence - in promoted images (which are
carefree, full of wealth, accomplishments, suc-
cesses — but also wars, chaos, poverty, conflicts),

= Synthetic, simplified approach to the present-
ed issues, instances of brachylogy, important,
complex, difficult problems trivialised,

= Avalanche of information, invasion of exceed-

ingly diverse content [2, 3].

Computer games and internet play a particular
role in children’s life today. The former are being

Table 1. Unfavourable influence of computers on children’s development

Negative consequences of child — computer relationship

taken advantage of not only in leisure-time of the
latter but also in the time devoted to preschool and
school education. The part of the web associated
with this country, including its content directed at
children, is quite well-stocked and rich. It com-
prises interesting, involving games, plays, tasks to
perform, even children’s books. Teachers in
preschool institutions are, quite often, writing and
editing their own multimedia presentations [4].
However, beside numerous benefits a child
derives from multimedia programmes, there are
also various hazards. Naturally, a whole variety of
factors occurring together, contribute to the pres-
ence of the latter, with content and mode of trans-
mission being arguably the most significant here.

A proper supervision and prudent dosage of
information technologies made accessible to a child
bring about:
= Expansion of child’s cognitive spheres,
= Making the cognitive process more attractive,
= Ability to store, transform, and transmit infor-

mation,
= Triggering off of self-reliance and creativity in

a child.

The following indicators describe inappropri-
ate “association” of a child with multimedia:
excessive time devoted everyday to this activity
(more than two hours), improper, for a child, time
of day (after 8 p.m. or in the morning, before going
to school), type of programme or game content,
and choice of transmission mode. The destructive
nature of the media may therefore impact on vari-
ous spheres of children’s life, and affect certain
important processes related to: family upbringing,
day planning, development, school education,

Daily activities Health

Cognitive sphere and
interpersonal contacts

Emotional sphere

= Peer-group contacts, = skeletal system diseases

(defects, reduction of

= intellectual laziness = sleep disorders

play with siblings
= reading
= extraschool activities
= culture
= physical activity
= hobbies
= domestic tasks
= family conversation
= sleep
= education at home

muscle mass, pain)
nervous system diseases
(dissociation, loss of
energy, nightmares,
anxiety, aggression)
ophthalmic diseases
(dimness of vision,
inflammatory processes,
burning sensation,
lacrimation, vertigo)
metabolism disturban-
ces (excessive choles-
terol level)

allergies

= improper vocabulary = night terror

inhibition of creative
activity

gaps in the picture of
the world as perceived
by child

uncritical acceptance
of information
cognitive and ethical
relativism

adoption of aggressive
attitudes

cognitive passivity

nightmares

excessive excitability
egocentric, impulsive
emotional reactions
constant, unjustified fear
of aggression

emotional insensitivity

Source: authors’ own concept, based on: ). Izdebska, Dziecko w swiecie mediéw elektronicznych, pp. 159-197.
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contacts within a peer-group, participation in cul-
tural events, and transformations in diverse
spheres of child’s personality — for example cogni-
tive, emotional, behavioural ones, and also those
associated with children’s health (Tab. 1) [1].
Acts of aggression, performed by apparently
human characters towards other persons present
on the screen — are also undesirable in this
respect. According to generally accepted view,
watching acts of violence will result in develop-
ment of aggressive attitudes. The following behav-
ioural patterns among children enjoying “aggres-
sive” computer games tend to occur more and
more frequently:
= cognitive and emotional insensitivity towards
aggression,
= stimulation of aggressive fantasies,
= vulgar vocabulary,
= induction of new forms of aggressive attitudes,
= inclination to impulsive and egocentric behav-
joural patterns,
= manifestation of destructive tendencies,
= aggression level increase,
= passive attitude towards life [1].
The study presented here focused on identify-
ing the role of computer in shaping the develop-
ment of a small child — in its parents opinion.

Material and method

The project was conducted throughout April,
2008, in the City of Poznan. It comprised a group
of 105 parents of preschool and early-school-
aged children — elementary education. Diagnostic
survey was the adopted research method while
a questionnaire was employed as a tool.

Results

The studied group included 105 parents of the
same number of children (64 boys and 41 girls).
Most of them were residents of the City of Poznarn

(94.29%), and the remaining 5.71% - of the com-
munes adjacent to this City. Subjects aged 30-39
dominated in the sample (fathers — 67.62%, and
mothers — 57.14%). Children attending school —
elementary education — constituted a negligible
majority (51.43%).

The prevailing proportion of the respondents
declared that their child had access to a comput-
er, whether in the home or in educational institu-
tions the minor attended. Fig. 1 presents detailed
comparison data.

The subjects were also asked about the
amount of time their child spent with the com-
puter. It deserves notice that 45.71% of
preschool-aged children, and those just beginning
their school education do it for 1-2 hours a day.
It is rather annoying, however, that some children
spend more than 3 hours a day with the device.

Their parents’ opinions now follow:
= approximately 1 hour a day — 22.86%,
= approximately 2 hours a day — 22.86%,
= less than 1 hour daily — 19.05%,
= several sessions a week — 14.29%,
= one time a week — 9.52%,
= child does not use PC —9.52%,
= approximately 3 hours a day — 1.90%.

Another question in the survey concerned the
age a given child started its “affair” with a com-
puter. Again a scant majority (50.48%) of the
respondents pointed to 4-6 years-of-age sub-
group. The remaining parents (23.81%) indicated
the 7-9 year-of-age one, and the 1-3 one -
19.06%. An evidently less numerous subgroup of
parents (6.66%) declared that their child did not
have any contact with a computer whatsoever
(whether in their own home, or homes of their
wider family/acquaintances or in educational
facility the given child attended).

Computer games were, most evidently, pre-
ferred by the youngest PC users. The reported fre-
quency of using the computer both to develop
plastic gifts or as an accessory in learning were
similar (22.73% v. 21.43%, respectively). The
access to internet turned out to be the least attrac-

100.00%
90.00% 92.38% 83.81%
80.00%
O,
70.00% 64.76%
50.00%
40.00%
30.00%
20.009
10.00%
0.00%
Presence of Use by a child Presence of Use by a child
computer computer
in the home in kindergarten
or school

Fig. 1. Computer in the life of a child
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Fig. 2. The uses of computer

tive in this context. Fig. 2 presents detailed break-
down of the pertinent data.

Since the respondents’ children were so inter-
ested in using their computer for entertainment,
the authors ventured to find the extent it occupied
the mind of a child, as compared with other child-
hood attractions: toys, books, and television. The
collected data show that, on the average, approx-
imately 33% of the respondents considered the
PC the most important early-life companion for
their offspring.

Opinions of the respondents concerning the
influence of computers on the development of
their children were also sought. The related
returns prove that the parents, on the average,
believed the “electronic friend” had a positive
influence on the life of the young human being
(58.10%). The option “hard to say” selected
34.39% of the subjects. However, a more modest
percentage of the parents were ready to acknowl-
edge the desirable impact of a PC on their child’s
development — as compared with that of their
minors’ peers. And so only 17.14% of them
would consider their progeny better developed
intellectually than its male and female colleagues.

The subjects perceive the computer’s positive
influence on their child’s development in the fol-
lowing spheres:
= improvement in memorising skills — 34.81%,
= improvement in visual-motor coordination —

26.58%,
= improvement in concentration — 22.78%,
= wider range of vocabulary — 15.82%.

A prevailing proportion of the respondents
(88.57%) also did not observe any annoying
symptoms in their children that could be linked
to the use of a computer. The remaining 11.43%
did notice the following manifestations: excita-
tion in a child, aggression (particularly the
moment the latter was denied any further play
with the computer), lacrimation, deterioration of
visual acuity.

Discussion

At the time when new technological inven-
tions, processes, methods, etc. are being intro-
duced, it is hard to imagine everyday life of a mo-
dern, actively living man without a computer [5].
This observation is backed by hitherto conducted
studies and evaluations which established that
most families and educational institutions were
equipped with computer systems, which were
more or less easily accessed also by children,
even those one-year-old. It is truly amazing that
such contacts are far from sporadic. Quite the
reverse: they are rather systematic, last approxi-
mately one hour, and in extreme cases much
longer. These findings have been confirmed by
other authors [6]. This admittedly considerable
tolerance on the part of the parents concerned,
towards the use of computer terminals by their
children may, to all intents and purposes, be jus-
tified only by conviction of the former and belief
that such use is ultimately beneficial. Another fac-
tor here could be a lack of knowledge on the
potentially detrimental influence of electronic
media on human health.

Similarly annoying is that children, more often
than not, prefer computer games, of often ques-
tionable content and quality, purchased and pre-
sented to the offspring by the parents themselves.
Available references indicate that more than 90%
of children and adolescents much more enthusias-
tically select games with appreciable aggression
content, with brutal acts of violence [7]. It should
be emphasised that long-lasting contemplation of
drastic images, augmented with other factors, may
lead to permanent build up of aggression, hostili-
ty, and insensitivity to violence in social life. The
principal cause of children’s preference to com-
puter games of this type undoubtedly lies in con-
siderable attractiveness of such articles. They pro-
vide, more often than not, a first class entertain-
ment, brimming over with emotions, full of colour
and punchy sound. They feature interesting graph-
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ics, tri-dimensional images, while the child may
participate in the most exciting adventures, limited
by little more than computer programmer’s imagi-
nation. This may explain why children are increas-
ingly less enthusiastic about learning through play
and fun, turning rather to computer educational
programmes. The attractiveness of this 21 Cent.
principal toy makes it considerably more impor-
tant for over 30% of the youngest children, as
compared with traditional, everyday joys (build-
ing-blocks, dolls, toy-cars, etc.), books, and even
television programmes. It is hard, therefore, to stop
pondering over imaginable consequences that
may arise, as a result of such considerable involve-
ment of children in the virtual activities discussed.
The parents participating in the project maintained
that their offspring do not, generally, access the
internet. It is very probable that in the coming
years relations between the child and the comput-
er will become more and more intensive. This, in
turn, may bring about new experiences, for exam-
ple, of entering alternative realities, and genuine
threats resulting from it [8].

The currently available references demonstrat-
ed also that parents are much more likely to
notice benefits, associated with computer games
consumption. Improvement in memorising skills,
visual-motor coordination, or enhanced concen-
tration are most frequently mentioned advantages
of the presence of a new “friend” of their child.
Only a few respondents admitted that, as a result
of their minor's play with computer, they
observed certain disturbing symptoms: psy-
chomotor excitation, aggression, lacrimation, and

References

other warning signs. These manifestations are mir-
rored by the results from other similar research
projects in the literature [8].

The principal issue, emerging from the study
presented here, appears to be the necessity to
demarcate a clear line between accepted as nor-
mal, and that going beyond it, use of a computer
system by a child. And the same goes for abiding
by this norm by persons responsible for the child’s
development.

Conclusions

1. Most children of preschool and early-school
age possess or has access to a computer sys-
tem — both in their own home environment,
and in the educational institutions it attends.

2. Games of diverse content are the preferred by
children type of computer programme.

3. Virtual reality in which children dwell more
and more frequently, is quickly becoming
a fiercely competing rival of building-blocks,
toys like cars, stuffed animals or books.

4. Parents are more inclined to perceive only
positive influences, stemming from the use of
computer by their children.

5. Computer, as almost everything at our dispos-
al, may be a fantastic tool, serving the devel-
opment and bringing joy and elation, also to
a very young human being. However, allowed
to be used immoderately it may become the
source of serious threats to the development
and health of a child.
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Wstep. Istotng dziedzing ludzkiego zycia jest praca zawodowa. Rzadko jednak podkresla sie fakt,
iz najcenniejszy zaséb organizacji stanowi cztowiek. Nauka ukierunkowana na optymalne dostosowanie srodo-
wiska pracy do potrzeb cztowieka jest ergonomia. Nalezy jednak zaznaczy¢, iz wspétczesnie cele jej powinny
prowadzi¢ nie tylko do ochrony zycia i zdrowia cztowieka, ale réwniez zapewni¢ mu petny i harmonijny rozwaj.
Cel pracy. Zebranie opinii personelu pielegniarskiego na temat czynnikéw wptywajacych na przeciazenie praca
w podsystemie pielegniarskim.

Materiat i metody. Badania przeprowadzono w 2008 r. w wojewdédztwie wielkopolskim. Objety one osoby zatru-
dnione w podsystemie pielegniarskim. Zastosowana metoda badawcza byt sondaz diagnostyczny, wykorzystanym
narzedziem — kwestionariusz ankiety.

Wyniki. W wyniku przeprowadzonych badan stwierdzono, ze realizacji zadarn zawodowych przez personel pie-
legniarski czesto towarzysza przeciazenia o charakterze ilosciowym — odzwierciedlajace sie w zdrowiu fizycz-
nym oraz jakosciowym, inicjujace niepozadane sytuacje w zakresie dobrostanu psychicznego.

Whioski. 1. Zmeczenie i objawy mu towarzyszace moga wptywac na obnizenie jakosci pielegnowania. 2. Kadra
kierownicza zaktadéw opieki zdrowotnej powinna zwracac¢ wigkszg uwage na rzeczywiste potrzeby placéwek,
ktérymi zarzadza, oraz ustalac priorytety w oparciu o kryteria zgodne z zasadami ergonomii oraz bezpieczeristwa
i higieny pracy. 3. Zakt6écenia w przeptywie informacji miedzy poszczegélnymi cztonkami zespotu terapeutycz-
nego sa gtéwnym problemem w podsystemie pielegniarskim — integralnie zwigzanym z jakoscia podejmowanych
decyzji oraz poziomem wspétpracy.

Stowa kluczowe: przecigzenie praca, pielegniarka, zdrowie.

Background. Professional work constitutes an important element of life, in which the human being is
regarded the most valued organisational resource. Ergonomics as a science, is directed at adjusting the work envi-
ronment to human needs. It is worth stressing, however, that its modern tasks should not only assure safety and
health but also a complete and harmonious development.

Objectives. The article’s objective was to analyse opinions of nursing personnel on factors influencing work over-
load in the nursing subsystem.

Material and methods. The study was carried out in 2008 throughout the Wielkopolska (Great Poland) Province,
and comprised persons employed in the nursing subsystem. A diagnostic opinion survey was applied, using
authors’ own questionnaire.

Results. It was found that the performance of nurses’ professional tasks is frequently accompanied by quantitative
work overload, affecting somatic health, and the qualitative one, which induced undesirable elements in the well-
ness’ psychical sphere.

Conclusions. 1. Tiredness and its symptoms may influence a decline in quality of nursing. 2. Managing staff of
medical institutions should take note of real needs in the facilities they Command, and set priorities based on cri-
teria compatible with principles of ergonomics as well as of health and safety at work. 3. Disturbances in infor-
mation flow between members of therapeutic teams appear to constitute the principal issue among nursing sub-
system — integrally related to the process of decision-making and level of co-operation.

Key words: overwork, nurse, health.
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Introduction

Performance of professional duties in a com-
prehensive, integrated manner is unavoidably
associated with issues of workload and work
overload. The former phenomenon may be con-
strued as a notion multi-dimensional in nature
which is expressed by: number of required tasks
the worker is obliged to undertake, irrespective of
his/her principal task; level of difficulty/difficul-
ties, associated with a task (subjectively per-
ceived); extent of concentration required with
a given task; the pressure of time, and situational
aspects of a task. Unlike workload (which may
also have positive implications), work overload is
a phenomenon where, once a critical point is
passed, the workman is unable to gain any further
benefits [1, 2].
Physicians of various specialties, nurses, mid-
wives, and physiotherapeutics belong to the pro-
fessional categories the most exposed to quantita-
tive and qualitative work overload [3].
Nurses are, beside medical staff, a vital pillar
among medical professions. Full realisation of
preventive, therapeutical and rehabilitative func-
tions would be not possible without them,.
However, as it was justly pointed out, nurses’ pro-
fessional activity takes place in difficult condi-
tions, stemming from the lack of necessary
resources [4].
This professional group is also considerably
burdened physically, both throughout prepara-
tions to, and during actual care over the patient,
and psychically as well which results from func-
tioning among ill persons. Medical condition and
suffering of the latter substantially contribute to
the resultant perception of working conditions by
nursing personnel [5].
Most authors, discussing elements of workload
in nursing subsystem, typically list the following
factors:
= professional duties which include, in most sit-
uations, the necessity to solve human issues,
= specific profile of occupational tasks, fre-
quently bringing about the feeling of helpless-
ness and failure,

= imprecise description of success criteria in this
particular profession — its representatives are
exposed to experiencing lack of satisfaction
and fulfilment.

Intensifying frustration and fatigue result, in
turn, from the lack of:
= ability to manage one’s own time and energy,
= readiness to cope with the chosen profession-

al role,
= autonomy and feeling of personal satisfaction,

associated with the profession,
= control over the ways and management style
of one’s own medical institution,

= influence on important issues associated with
one’s work place; the unwillingness to com-
municate the employer the perceived needs,
expectations, views and feelings, as it would
and could bring about potential threat, that of
being recognised as an employee causing
trouble or of losing a chance for promotion,
also

= too great a number of persons under a given

nurse’s care [6].

Opinions of nursing personnel, as the actual
participants in the work process, well-versed in
reality and issues existing in their respective med-
ical institutions, are particularly important, as they
may prove useful in implementing changes facili-
tating the functioning of health care institutions,
reducing the workload of the personnel and, at
the same time, making their profession a more
rewarding one.

The study depicted here was principally
focused on seeking the opinions of nursing per-
sonnel, concerning factors contributing to work-
load in the nursing subsystem. The intermediate
objectives addressed the perception of fatigue —
its manifestation, intensity, principal symptoms,
preferred forms of rest, and its influence on psy-
chical disposition (frame of mind), finding the
performed work either rewarding or not particu-
larly so, suffered losses, and health self-assess-
ment by this professional category’s representa-
tives.

Material and methods

The study was conducted throughout
March/April, 2008, in the district of Kalisz, and
comprised 118 persons employed in the nursing
subsystem there. Diagnostic survey was the
employed method, with the use of authors’ own
questionnaire.

Results

Socio-demographic data

The studied group included 4 males and 114
females. Fifty six respondents were aged between
36 and 40. The average job seniority as a nurse
(whether male or female) was 16 years.

As far as the education of the group under
study is concerned, 60 persons graduated from
vocational (nursing) school, 38-nursing college
whereas 20 subjects graduated from BA (nursing)
courses. None of the respondents had university-
level education. Eighty six persons were em-
ployed in a hospital or hospital-type medical
institution, 26 nurses worked in ambulatory med-
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ical care, 4 subjects — in social welfare facilities,
and 2 — in day nursery centres. Three respondents
were employed in medical facilities of diverse
profiles. Fifty eight persons were engaged in
a two-shift system while 14 worked in more than
one medical institution.
The respondents were employed in the fol-
lowing hourly systems:
= twelve-hour working day system — 67.80%,
= eight-hour working day system — one-shift
duty — 22.03%,
= eight-hour working day system — three-shift
duty — 8.47%,
= mixed system, associated with additional
employment elsewhere — 1.69%.

Perception of fatigue, as related to performing
nursing duties

Most of the respondents reported permanent
feeling of tiredness (72.88%) while 90.7% of this
latter subgroup felt that the intensity of the phe-
nomenon was rising.

Following symptoms of tiredness were men-
tioned (in descending order):
= memory disorders and difficulties with con-

centration — 50.85%,
= problems with physical health — 27.12%,

6.78%

40.68%

52.54%

[ passive [active Mmixed

Fig. 1. Preferred forms of leisure

= adecline in efficiency — 18.64%,
= decline in efficiency, memory disorders and

difficulties with concentration — 3.39%.

The nurses participating in the study also
emphasised that appropriately chosen form of
rest would diminish the undesirable feelings and
experiences associated with the performed work
(72.88%). However, 23.73% of the subjects
pointed to the existence of only temporal rela-
tionship between the sense of fatigue and recre-
ation, whereas 3.39% male and female nurses
did not observe any differences in their general
feeling.

Surveyed about the preferred forms of rest the
respondents declared, in most cases, the active
way of leisure. Detailed data on this are present-
ed in Figure 1.

30.00%
26.67%
25.00%
20.00% 19.39%
15.76% 15.76%
15.00%
11.52%
10.00%
5.00% 6.06% 4.85%
OOOOA) T T T T T T |
excessive  interpersonal insufficient excessive  closeness endangering  poor housing
number of  conflicts amount of number of  to human of one’s own  conditions
tasks means to patients suffering health and life

perform tasks

Fig. 2. Selected factors contributing to perception of work overload among nursing personnel

120.00%

13.56% 8.47%

100.00%

35.59%

80.00%-

60.00%-

40.00%-

20.00%-

0.00%

(by) decision making  (processing) information

O work overload not present
@ work overload present

(by) necessity
of co-operation

Fig. 3. Analysis of work requirements
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Elements of work overload in nursing subsystem

The next step of the study concerned the most
important — in the respondent’s view — factors
contributing to the perception of work overload.
The excessive number of tasks to perform was
mentioned the most frequently here. Insufficient
amount of means to this end, as well as interper-
sonal conflicts were also quoted. Detailed data on
this issue are presented in Figure 2.

Analysis of work requirements is one of the
principal methods, facilitating the assessment of
work overload on a given workstation. The analy-
sis carried out in the present study focused on
establishing the degree of nursing personnel’s
work overload, using such components as: neces-
sity of making a decision, amount and quality of
information necessary to render a (medical) ser-
vice and necessity to co-operate with other mem-
bers of a therapeutical team. All the components
mentioned above contribute considerably —in the
respondents’ view — to the degree of fatigue, per-
ceived by male and female nurses (cf. Fig. 3). The
presented data revealed that information is the
most important issue here — its frequency, com-
plexity, variability, accuracy and level of signifi-
cance.

The following factors were most frequently
mentioned by the subjects as those diminishing
the perceived intensity of work overload:
= work that makes sense — assisting other per-

sons — 39.20% of responses,
= support from co-workers — 32.00%,
= appreciation and acknowledgement of the

performed tasks by other persons — 28.80%.

Owing to the above-mentioned factors 86.44%
of the studied group admitted being satisfied, with-
in the framework of their respective terms of refer-
ence. However, 32.20% of those “satisfied” would
never choose their current profession again. This
implies — in the context of the opinions presented
above — that at least one half of nursing personnel
are not pleased with their current professional sit-
uation. Such factors as permanent psychical stress
(44.07%), and irregular way of living (40.68%) —
were also most frequently mentioned by the sub-
jects as those integrally associated with the per-
ception of work overload. They truly mirrored — in
the respondents’ opinion — their health situation
and their family issues.

Despite such unsatisfactory circumstances the
nursing personnel participating in the project had
not — in the majority of cases - availed themselves
of doctor’s leave throughout the past year
(72.88%). A tendency among the respondents to
frequently change an employer has also not been
revealed by the study (never — 50.85%, once —
16.95%, and — the highest recorded frequency
(five times) — 6.78% of the subjects).

Discussion

The nurses’ duties are characterised by con-
siderable psycho-physical work overload. It is
reflected in health situation of the group partici-
pating in the project, and in quality of the services
rendered by them.

The study confirmed that the majority of male
and female nurses experience permanent tired-
ness — often not subsiding even after rest. Similar
results were obtained by a research team from
Jagiellonian University (Cracow, Poland) [7]. The
finding that nursing personnel at least tried to
spend their leisure-time in an active way may be
considered an advantage here.

Feeling of fatigue is integrally associated with
working conditions. The respondents most fre-
quently mentioned too great a number of tasks to
be performed, insufficient amount of means
towards accomplishment of the latter, and also
interpersonal conflicts. Reports from other
authors’ projects show similar results [5]. The lat-
ter study revealed that 81.7% of nurses thought
the equipage of medical institutions was insuffi-
cient, 44% assessed the number of nurses
employed there as too modest, in comparison
with corresponding number of physicians while
73% considered the nurses’ contingent as inade-
quate, in the context of their patients needs. Forty
three percent of hospital managers, in the quoted
study, admitted that their facilities lacked the reg-
uisite number of nurses for optimal functioning.
As far as psychical work overload is concerned,
most nurses queried in the Cracow project point-
ed to strain, associated with work among suffering
persons, ultimate responsibility for the latter’s life
and health, and also the occupational risk. In
a number of cases they emphasised the influence
of negative interpersonal relations on their work,
both in their contacts with patients and their fam-
ilies, as well as those within their own team (as
many as 25% of the Cracow nurses admitted to
working with colleagues they did not want to co-
operate with). All the above-mentioned findings
have been confirmed by the present study. It is
annoying, however, that one of the components
in the analysis of work requirements discussed
above, i.e., quality of information, and especially
its flow between members of therapeutical team)
— constitute an overriding issue within the health
care system [8].

Among the factors the respondents in the pre-
sent project described as reducing the perceived
intensity of work overload, the second one — in
the hierarchy indicated by the subjects — needs
underscoring. Beside the realisation that they per-
form a meaningful job, of considerable impor-
tance is the perception of received support from
other colleagues. The availability of such assis-
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tance acknowledged 32% of the studied group.
Other authors emphasise, however, that a clear
majority of persons involved in difficult situations
(77%) expect support from their immediate sur-
rounding [9, 10]. A considerable proportion of the
respondents in the present study could have,
therefore, never experienced such assistance (par-
ticularly in the aspect of frequency of interperson-
al conflicts occurring).

The respondents also expressed their opinion
on the perceived level of satisfaction derived from
work. The returns show it to be unexpectedly high
which is, considering the specific work profile,
quite remarkable. Less enthusiastic views were
offered on the hypothetical, repeated choice of
the profession. On the one hand, the subject
appear to accept the situation they have found
themselves in (by becoming nurses), on the other
— they are not ready to admit it was the right
choice in the beginning. Relatively low perceived
position of their profession appears to be the rea-
son here.

Opinions of nurses, being directly involved in
health care functioning, and thereby well-versed
in reality and problems therein, are particularly
important. They may prove considerably useful in
introducing changes meant to improving the work

References

process, reducing workload of the personnel, and
further increasing the level of satisfaction. An
urgent need emerges then, to initiate and conduct
comprehensive testing of nurses’ workstations
which would reveal, for example, instances of
apparent work overload, and other specific prop-
erties. This activity should be complemented by
wide health education campaign, of appropriate
scale, which would address both active profes-
sionally nurses, and students of nursing, preparing
themselves for this demanding profession [11, 12].

Conclusions

1. Tiredness and its symptoms may influence
a decline in quality of nursing.

2. Managing staff of medical institutions should
take note of real needs in the facilities they
Command, and set priorities based on criteria
compatible with principles of ergonomics as
well as of health and safety at work.

3. Disturbances in information flow between
members of therapeutic teams appear to con-
stitute the principal issue among nursing sub-
system — integrally related to the process of
decision-making and level of co-operation.
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Wstep. Uszkodzenie wzroku oddziatuje bezposrednio i posrednio na wiele sfer zycia oséb niewi-
domych i stabo widzacych, w tym réwniez na ich rozwdj biologiczny i postawe ciata.

Materiat i metody. Badaniami postawy metoda punktowania objetych zostato 104 dziewczeta oraz 138 chtop-
cow w wieku 7-19 lat. Grupe poréwnawcza stanowili petnosprawni uczniowie szkét krakowskich. Ocene stop-
nia dojrzatosci ptciowej przeprowadzono dla chtopcéw na podstawie rozwoju owtosienia tonowego wedtug ska-
li Tannera, a dla dziewczat na podstawie wieku menarche.

Wyniki. Wadami, ktére wystepowaty najczesciej niezaleznie od ptci badanych dzieci i mtodziezy niepetnospraw-
nych wzrokowo, byty wysuniecie gtowy do przodu i asymetria barkéw oraz boczne skrzywienia kregostupa.
Whioski. Czestos¢ wystepowania wad postawy ciata u dziewczat i chtopcéw z uszkodzeniem narzadu wzroku
jest na ogot wieksza w poréwnaniu z krakowskimi réwiesnikami. R6znice w czestosci wystepowania wad posta-
wy ciata miedzy dziewczetami i chtopcami niewidomymi a stabo widzacymi przewaznie nie sq istotne. R6znice
w czestosci wystepowania wad postawy miedzy grupami chtopcéw i dziewczat ré6zniacymi sie zaawansowaniem
w dojrzewaniu ptciowym dotyczyty gtéwnie czestszego wysuniecia do przodu gtowy przez dziewczeta,
a u chtopcéw istotne zréznicowanie nie wystapito.

Stowa kluczowe: Slepota, osoby niewidome, dojrzatos¢ ptciowa.

Background. Vision impairment directly and indirectly affects many spheres of lives of the blind and
people with low vision, including their biological development and posture.

Material and methods. The research involved 104 girls as well as 138 boys aged 7-19 years. The comparative
group comprised healthy children from schools in Krakow. The assessment of their sexual maturation degree was
carried out for the boys on the basis of their pubic hair growth, and for the girls on the basis of their menarche
ages. Body posture was evaluated by point score methods.

Results. The shifting of the head forwards, shoulder asymmetry and scoliosis were among the defects which
occurred most often regardless of the gender of the subjects with vision disabilities.

Conclusions. The incidence of faulty posture in boys and girls with impaired organ of vision is generally greater
in comparison with their peers from Krakow. The differences occurring in the incidence of faulty posture between
the blind boys and girls and those who have low vision were generally insignificant. The differences appearing in
the incidence of faulty posture between the groups of boys and girls who differed in terms of the stage of their sex-
ual development concerned mainly the higher frequency of faulty posture of scapular bones that was present in
the boys, whereas no significant diversification occurred in the girls.

Key words: blindness, blind persons, sexual maturation.

Introduction This problem concerns healthy children, and —
perhaps to a more considerable degree — children
Nowadays faulty posture in children and ado- and adolescents with impaired vision. Good

lescents is more and more of a health problem. vision plays an important role both in the process
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of controlling good posture and in posture re-edu-
cation. The lack of vision causes a gap in invol-
untary regulation of the muscle tone responsible
for keeping and correcting good posture [1].
Vision impairment directly and indirectly affects
many spheres of lives of the blind and people
with low vision, including their biological devel-
opment [2] and posture [3-5].

Evaluation of posture in boys and girls from
Krakow who are blind or with low vision in com-
parison with their healthy coevals including the
stage of their sexual maturation.

Material and methods

The research involved 104 girls (26 blind girls
and 78 ones with low vision) as well as 138 boys
(34 blind boys and 104 ones with low vision)
aged 7-19 years. The comparative group, random
and representative group of 3480 normal vision
pupils (1552 girls and 1928 boys) from four dis-
tricts of Krakow, who participated in the research
project called “The Child of Krakow 2000” were
tested at the same time, with use of the same
methods [6]. Body posture was evaluated by
point score methods [6].

The assessment of their sexual maturation
degree was carried out for the boys on the basis of
their pubic hair growth, and for the girls on the

basis of their menarche ages. Collected material
was divided within the same sex, for groups dif-
fering in extent of sexual maturation advance.

The first menarche, as a manifestation of sexu-
al maturation, was the main criterion for dividing
girls into different groups. In this way the follow-
ing groups were selected: the girls before menar-
che (developmentally younger) and the menstru-
ating ones (developmentally older). Boys were
divided based on sexual maturation, according to
a five degree Tanner scale into: the boys at stage |
or Il of their pubic hair growth (developmentally
younger) and the boys at stage Ill, IV or V of their
pubic hair growth (developmentally older).

Statistica software, version 6 (STATISTICA —
StatSoft Inc.) was implemented to measure a sta-
tistically important difference in the frequency of
incidence of faulty body posture between the
research and comparative groups.

Results

The incidence of faulty posture in the boys
with impaired organ of vision is generally greater
in the case of the majority of assessed elements in
comparison with their peers from Krakow (Table
1). Slightly smaller differences were found in the
frequency of incidence of individual faulty pos-
ture elements in the girls with impaired vision in

Table 1. Frequency (%) of faulty posture in the boys and girls with impaired vision and in their healthy peers

from Krakow*

Boys Girls
Evaluated elements with compara- | difference | with compara- | difference
of body posture defective | tive group defective tive group

sight N=1928 sight N = 1552

N =138 N =104
Shifting of head forwards 49.3 34.0 15.3%** 54.8 28.9 25.9%xx*
Faulty position of shoulders 49.3 27.6 27.7%%* 48.1 22.4 25.7%%%
Faulty position of shoulder 42.8 53.9 -11.1% 45.2 39.2 6.0
blades
Chest deformation 40.6 35.5 5.1 28.9 24.1 4.8
Bulged abdominal integument | 27.5 23.9 3.6 28.9 19.0 9.9*
Pectoral hyperkyphosis 39.1 13.5 25.6%%* 39.4 9.7 29.7%%%
Hyperlordosis 6.5 15.0 -8.5%* 21.2 14.8 6.4
Flat back 11.6 12.9 -1.3 16.4 16.4 0
Scoliosis 49.3 48.7 0.6 48.1 47.7 0.4
In-knee 22.5 25.3 -2.8 29.8 30.2 -0.4
Bowleg 24.6 32.8 -8.2* 18.3 24.0 -5.7
Foot deformation 37.7 52.0 -14.3** 52.9 44.9 8.0

* Level of significance for differences between studied group and control group is denoted by * p < 0.05, ** p < 0.01,

#% p < 0.001.
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Table 2. Frequency (%) of faulty posture in the boys and girls with different degree of vision impairment

Boys Girls

Evaluated | with poor | difference | blind with poor | difference

elements | eyesight N =26 eyesight body

of blind N=104 N=78 posture

N =34
Shifting of head forwards 52.9 49.0 3.9 80.8 46.2 34.6**
Faulty position of shoulders 41.2 529 -11.7 50.0 47.4 2.6
Faulty position of shoulder
blades 58.8 37.5 21.3* 46.2 44.9 1.3
Chest deformation 50.0 38.5 11.5 30.8 28.2 2.6
Bulged abdominal integument | 38.2 25.0 13.2 26.9 29.5 -2.6
Pectoral hyperkyphosis 38.2 39.4 -1.2 42.3 38.5 3.8
Hyperlordosis 14.7 3.8 10.9 19.2 21.8 -2.6
Flat back 11.8 11.5 0.2 11.5 18.0 -6.5
Scoliosis 50.0 51.0 -1.0 57.7 44.9 12.8
In-knee 41.2 16.3 24.8** 34.6 28.2 6.4
Bowleg 8.8 29.8 -21.0* 11.5 20.5 -9.0
Foot deformation 47.1 34.6 12.4 61.5 50.0 11.5

relation to the comparative group. The shifting of
the head forwards, shoulder asymmetry and scol-
iosis were among the defects which occurred
most often regardless of the gender of the subjects
with vision disabilities. Apart from scoliosis, the
remaining defects appeared in the research group
considerably more often than in the comparative
group. However, the greatest difference between
the boys and girls with impaired vision and the
ones from Krakow was noticed in the frequency
of incidence of pectoral hyperkyphosis, observed
— depending on gender- approximately 25-30%
more often in the children and adolescents with
dysfunction of the organ of vision.

Evaluating the body posture in the children
and adolescents with impaired vision from the
point of view of sexual dimorphism one can
notice that differences in the frequency of inci-
dence of individual faulty posture elements were
not significant. The most frequent faulty posture
in the boys was scoliosis (Table 1), observed in
almost half of the subjects, and improper position
of the head and shoulders occurring with signifi-
cant frequency (app. 49%). Shifting the head for-
wards and improper foot arch appeared over 50%
more often in the girls. Moreover, in the girls with
impaired vision — like in the boys — asymmetric
shoulders, rachiscoliosis and faulty posture of
scapular bones were very often observed.
Pectoral hyperkyphosis appeared with frequent
incidence in both the boys and girls.

A statistically significant diversity in the inci-
dence of bowleg and in-knee was noticed in the

male subjects under research, depending on the
degree of their loss of vision (Table 2). In the case
of the boys with low vision bowleg occurred
more often while in-knee was of a more frequent
incidence in the blind ones.

The blind girls postures mostly differed from
those of the girls with low vision in the position of
their heads which were considerably more often
shifted forwards in the case of the blind girls.

While analysing posture depending on the
stage of sexual maturation of the boys with
impaired vision one can notice that faulty posture
of scapular bones (Table 3), which was the most
frequent faulty posture in the developmentally
younger boys, appeared 30% less often in the
developmentally older group in comparison with
the younger one. The group of sexually more
mature boys had a slightly better formation of the
chest while scoliosis, which turned out to be their
most frequent faulty posture, appeared more often.

There was no statistically significant diversity
as for frequent incidence of faulty posture ele-
ments between the developmentally younger and
older girls with impaired vision. The shifting of
the head forwards and improper position of their
scapular bones were the most frequent faulty pos-
tures in the developmentally younger girls.

Discussion

Impaired vision affects physical development
of children [7, 8]. Some authors say that the
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Table 3. Frequency (%) of faulty posture in the boys and girls with impaired vision in groups with different level

of sexual maturation

Boys Girls
Evaluated elements develop- | develop- difference | develop- develop- difference
of body posture mentally | mentally mentally mentally

younger older younger older

N =55 N =83 N =24 N =80
Shifting of head forwards 49.1 49.4 -0.3 70.8 50.0 20.8
Faulty position of shoulders 49.1 49.4 -0.3 50.0 47.5 2.5
Faulty position of shoulder 60.0 31.3 28.7%%% 62.5 40.0 22.5
blades
Chest deformation 49.1 34.9 14.2 29.2 28.8 0.4
Bulged abdominal integument | 30.9 25.3 5.6 25.0 30.0 -5.0
Pectoral hyperkyphosis 40.0 38.6 1.4 37.5 40.0 -2.5
Hyperlordosis 7.3 6.0 1.2 12.5 23.8 -11.3
Flat back 7.3 14.5 -7.2 8.3 18.8 -10.5
Scoliosis 47.3 50.6 -3.3 41.7 50.0 -8.3
In-knee 30.9 16.9 14.0 37.5 27.5 10.0
Bowleg 18.2 28.9 -10.7 12.5 20.0 -7.5
Foot deformation 32.7 41.0 -8.2 58.3 51.3 7.0

kyphotic or lordotic posture is the most typical of
vision defects [4, 9], others maintain that the lor-
dotic posture is typical of blind people and equiv-
alent in people with poor vision [10], while still
others [11], on the basis of the body of the chil-
dren with low vision, do not observe any features
characteristic of them.

There is less doubt in the statement saying
that a bigger number of faulty posture appears in
the children with impaired vision than in healthy
children [4, 12]. It was confirmed in my own
research, although it did not concern all the ele-
ments of body posture. The differences in the
results obtained by the authors concerned with
the issues of faulty posture in the boys and girls
who are blind and the ones with impaired vision
emerge, among others, from different methodolo-
gy of research.

The research results presented in this paper
confirm, to a considerable degree, the earlier
research results obtained by Wilinska [1], and
they show that in the case of the boys and girls
with impaired vision their bad posture results
(more often than in children with good vision)
from a faulty position of the head, shoulders and
hyperkyphosis, that is the parts of the body func-
tionally most closely connected with vision.

The research results show that there are differ-
ences in the quality of posture between boys and
girls with impaired organ of vision [11, 13]. The
research results presented in this paper did not
demonstrate significant differences between the

boys and girls with impaired vision as for the fre-
quency of incidence of faulty body build of indi-
vidual elements of body posture.

The specialist literature presents reports on dif-
ferences in the pace of sexual maturation of boys
and girls with impaired vision in relation to their
healthy peers [14, 15]. Quicker or slower pace of
development may, in some periods of time, affect
greater or smaller differences in the somatic build
and in consequence also in body posture.

Hawrylak et al. [11] found more faulty pos-
tures in children with poor vision in the older age
group, whereas Wiliriska [1] observed more faulty
postures in blind children in the younger age
group.

A greater number of faulty posture in boys and
girls with disabled vision can be accounted for
their smaller physical activity [16], greater fat
deposition in their bodies [16, 17] and a harder
control of their posture caused by impairment of
vision [18]. Faulty posture within shoulders and
pectoral hyperkyphosis, and especially improper
head position, may result from using the remains
of vision or from not using it at all, which mani-
fests itself in adopting a specific position of the
head while observing the environment or listen-
ing out. Lowered head and bulged pectoral
hyperkyphosis with shoulders simultaneously put
forward are often visible signs of involuntarily
actions done by a blind person or the one with
low vision at the moment of focused attention,
stress or fear of danger.
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Conclusions

1.

The incidence of faulty posture in boys and
girls with impaired organ of vision is generally
greater in comparison with their peers from
Krakow. This concerns especially the fact that
their heads and shoulders were shifted for-
wards and that they evinced pectoral hyperky-
hosis.

2. The differences occurring in the incidence of

faulty posture between the blind boys and girls
and those who have low vision were general-
ly insignificant. The greatest differences
occurred in the position of knees in the boys
and the position of head in the girls.

3. The differences appearing in the incidence of

faulty posture between the groups of boys and
girls who differed in terms of the stage of their
sexual development concerned mainly the
higher frequency of faulty posture of scapular
bones that was present in the boys, whereas
no significant diversification occurred in the
girls.

. Given the high incidence of faulty posture

involving the head, shoulders and scapular
bones and the frequent incidence of scoliosis,
one should first organise preventive measures
to correct faulty posture that occurs in the
regions mentioned above during faulty posture
correction.
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Otytosc¢ jest chorobg, ktérej czestos¢ wystepowania osiagneta rozmiary epidemii. W Polsce nad-
wage ma okoto 50% kobiet oraz ponad 40% mezczyzn, a otytych jest 20% dorostych. Stanowi ona zagrozenie
dla zdrowia i zycia. U oséb otytych czesciej wystepuje cukrzyca typu 2, nadcisnienie tetnicze, zaburzenia lipi-
dowe, miazdzyca, choroba niedokrwienna serca, niewydolnos¢ krazenia i niewydolnos¢ oddechowa, kamica
z6kciowa, niektére nowotwory i choroby uktadu kostno-stawowego. U oséb z BMI > 30 kg/m? ryzyko przed-
wczesnego zgonu jest o 50-100% wigksze niz u oséb z prawidtowym BMI. Istnieje wiele przyczyn rozwoju oty-
tosci i dlatego jej lecznie powinno by¢ wielokierunkowe. Zawsze powinno ono obejmowac leczenie dietetyczne
i zwiekszenie aktywnosci fizyczej, w czesci przypadkéw moze by¢ konieczne zastosowanie leczenia farmakolo-
gicznego, a czasem — chirurgicznego. Podstawowym celem leczenia jest osiagniecie ujemnego bilansu energe-
tycznego. Zmniejszenie masy ciata u osoby otytej daje wymierne korzysci zdrowotne — redukcje nadcisnienia tet-
niczego krwi, poprawe w zakresie gospodarki weglowodanowej i lipidowej. Ryzyko rozwoju choréb zwigzanych
z otyloscia obniza sie istotnie wraz z utrata zbednych kilograméw.

Stowa kluczowe: otytos¢, dieta, aktywnosc¢ fizyczna, farmakoterapia, bariatria.

Obesity is a disease with incidence rate of epidemic proportions. About 50% women and over 40%
men in Poland are overweight, and 20% adults are obese. Obesity is a serious health and life threat. The most
common disorders in obese patients are: type 2 diabetes, arterial hypertension, lipid disorders, arteriosclerosis,
ischemic heart disease, circulatory and respiratory insufficiency, cholecystolithiasis, some types of tumors and
bone and joint diseases. The risk of premature death in patients with the BMI > 30 kg/m? is 50-100% higher than
in those with normal BMI. There are many causes of obesity, so the treatment should be multidisciplinary. It always
needs to include a dietetic treatment and an increase in physical activity, with pharmacological and sometimes
also surgical treatment necessary in some cases. The main aim of treatment is to achieve a negative energy bal-
ance. The reduction of the body mass in obese patients leads to measurable health advantages, i.e., decrease in
the arterial hypertension, improvement of the carbohydrate and lipid metabolism. The risk of diseases related to
obesity is significantly lowered along with the weight loss.

Key words: obesity, diet, physical activity, pharmacotherapy, bariatric surgery.

Otytosc¢ jest choroba charakteryzujaca sie nad-
miernym nagromadzeniem tkanki tluszczowej
w organizmie [1]. W Polsce nadwage ma okoto
50% kobiet oraz ponad 40% mezczyzn, a otytych
jest 20% dorostych [2]. Stanowi ona zagrozenie
dla zdrowia i zycia. U oséb otytych czesciej wy-
stepuje cukrzyca typu 2, nadcisnienie tetnicze,
zaburzenia lipidowe, miazdzyca, choroba niedo-
krwienna serca, niewydolnos¢ krazenia i niewy-
dolno$¢ oddechowa, kamica zétciowa, niektére
nowotwory i choroby uktadu kostno-stawowego.
U o0s6b z BMI > 30 kg/m? ryzyko przedwczesne-
go zgonu jest o 50-100% wieksze niz u osob
z prawidtowym BMI [3].

Do pomiaru zawartosci ttuszczu w organizmie
stosowane sg rézne metody, np. metoda bioimpe-
dancji elektrycznej czy rezonansu magnetycznego.
Nie sa one metodami ogdlnodostepnymi w prakty-
ce lekarskiej, dlatego najczesciej stosowanym mier-
nikiem stanu odzywienia jest wskaznik masy ciata
— BMI (ang. Body Mass Index).

BMI oblicza sie wedtug wzoru

BMI Masa ciata (kg)

~ [Wysokos¢ ciata (m)]>

Prawidtowa mase ciata stwierdzamy wtedy,
gdy BMI miesci sie w granicach 18,5-24,9 kg/m?.
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Nadwage rozpoznajemy wéwczas, gdy wskaznik
ten miesci sie miedzy 25 a 29,9 kg/m?, a otytos¢,
kiedy jest réowny lub wiekszy od 30 kg/m?2. Oty-
tos¢ olbrzymia, nalezy rozpoznac wtedy, gdy BMI
jest réowne lub wieksze niz 40 kg/m?.

Okreslenia typu otytosci, czyli rozmieszczenia
tkanki ttuszczowej, dokonujemy przez obliczenie
wskaznika stosunku talii do bioder (ang. Waist to
Hip Circumference Ratio — WHR). Otytos¢ brzu-
szng mozna rozpoznac wtedy, gdy WHR u kobiet
jest réwny lub wiekszy niz 0,85, a u mezczyzn
réowny lub wiekszy niz 1,0. Nalezy pamietaé
o tym, ze obwdd talii mierzy sie¢ w potowie odle-
glosci miedzy dolnym brzegiem zeber a gérnym
brzegiem grzebienia kosci biodrowej, a nie na
wysokosci pepka [4].

Podstawa leczenia otytosci jest wypracowa-
nie ujemnego bilansu energetycznego, co ozna-
cza, ze ilo§¢ energii dostarczonej z pozywie-
niem ma by¢ mniejsza od ilosci zuzytej przez
organizm. Osiagniecie tego celu jest mozliwe
przez zmniejszenie podazy energii oraz zwiek-
szenie jej wydatkowania. Gtéwng metodg lecze-
nia powinno by¢ leczenie dietetyczne, z jedno-
czesnym zwiekszeniem aktywnosci fizycznej.
W niektorych przypadkach moze byc¢ konieczne
zastosowanie farmakoterapii i/lub leczenia ope-
racyjnego.

Na poczatku leczenia istotne jest wyznacze-
nie celu realnego do osiagniecia. Czesto, zwta-
szcza przy otytosci znacznego stopnia, obnize-
nie masy ciata do BMI ponizej 25 kg/m?, czyli
osiagniecie prawidtowej masy ciata, nie jest
mozliwe. W praktyce najczesciej dazy sie do re-
dukcji 5-10% wyjsciowej masy ciata i utrzyma-
nia tej zmiany przez pot roku, a nastepnie pod-
jecie dalszego odchudzania. Nalezy podkresli¢,
ze redukcja masy ciata o 5-10% przynosi kon-
kretne korzysci zdrowotne — powoduje zmniej-
szenie stezenia glukozy i lipidéw w surowicy, ob-
niza cisnienie tetnicze krwi, co jest jednoznaczne
ze zmniejszeniem zagrozenia miazdzyca i cu-
krzyca.

Leczenie dietetyczne

Podstawg do leczenia dietetycznego jest dieta
niskokaloryczna. Deficyt energetyczny powinien
wynosi¢ od 500 do 1000 kcal/dobe, co daje sre-
dnio ubytek masy ciata od 0,5 do 1 kg w ciagu ty-
godnia. Aby okresli¢ deficyt kaloryczny dla danej
osoby, nalezy obliczy¢ jej podstawowa przemia-
ne materii (PPM) oraz catkowite zapotrzebowanie
kaloryczne (CMP)

PPM u kobiet = 665,09 + 9,56 x masa ciata
(kg) + 1,85 x wzrost (cm) — 4,67 x wiek (lata)

PPM u mezczyzn = 66,47 + 13,75 X masa cia-
ta (kg) + 5 x wzrost (cm) — 6,75 x wiek (lata)

PPM okresla w przyblizeniu podstawowa
przemiane materii, natomiast CMP oblicza sig,
uwzgledniajac aktywnos¢ fizyczna danego pa-
cjenta. | tak dla matej aktywnosci fizycznej przyj-
muje sie wspdtczynnik 1,4-1,5, dla Sredniej —
1,7, a dla duzej - 2,0.

CMP = PPM X wspétczynnik aktywnosci
fizycznej [5].

Najczesciej dla kobiet proponuje sie diete
o wartosci energetycznej 1000-1200 kcal, a dla
mezczyzn 1200-1500 kcal/dobe. Zazwyczaj na
poczatku kuracji odchudzajacej pacjent traci na
wadze najszybciej. Wynika to ze zuzywania
w tym okresie glikogenu, ktérego 1 g zwigzany
jest z 3 g wody — utracie glikogenu towarzyszy
wiec utrata wody [6]. Dodatkowo ograniczenie
spozycia weglowodanéw ma takze wiasciwosci
moczopedne. Po 2-3 miesigcach odchudzania
zazwyczaj dochodzi do tzw. adaptacji metabo-
licznej — w tym czasie mimo stosowania tej same;j
diety pacjent nie chudnie, poniewaz zwalnia si¢
podstawowa przemiana materii. Wymaga to zmia-
ny postepowania terapeutycznego [7].

W proponowanych dietach nalezy pamietac¢
o uwzglednieniu wszystkich niezbednych dla
organizmu sktadnikach: weglowodanach, biat-
kach, ttuszczach oraz o wodzie, witaminach
i sktadnikach mineralnych.

Weglowodany

Weglowodany powinny stanowic¢ gtéwne
Zrédto energii i w diecie niskokalorycznej powin-
ny dostarcza¢ 45-50% przyjmowanej energii.
Uwaza sig, iz zawartos¢ weglowodanéw w diecie
nie powinna by¢ mniejsza niz 100 g, poniewaz
chroni to organizm przed zaburzeniami bilansu
wodnego oraz przed kwasica. Spozywanie we-
glowodanéw ponizej 50 g dziennie jest bez-
wzglednie przeciwwskazane u pacjentéw z nie-
stabilng choroba niedokrwienng serca, zaburze-
niami rytmu, chorobami zwigzanymi z utrata biatka,
a takze wtedy, gdy przyjmowane sa leki sprzyja-
jace ucieczce biatka przez nerki oraz u kobiet
w ciazy i podczas karmienia piersia [7].

Niezwykle istotnym sktadnikiem diety jest
btonnik, nalezacy do weglowodanéw. Jego opty-
malna zawarto$¢ w diecie wynosi 25-30 g, z cze-
go 25% powinien stanowi¢ btonnik rozpuszczal-
ny. Przyczynia sie on do obnizenia gestosci ener-
getycznej pozywienia oraz obnizenia stezenia
trojglicerydow i cholesterolu w surowicy krwi.
Btonnik rozpuszczalny tworzy wraz z woda w je-
licie zele, utrudniajac wchtanianie glukozy, co
sprzyja zmniejszeniu glikemii popositkowej oraz
zmniejszonemu wydzielaniu insuliny [7].
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Biatko

W dietach niskokalorycznych udziat procento-
wy biatek jest wyzszy niz w przecietnej, prawidto-
wej diecie, poniewaz dochodzi do obnizenia pro-
centowego udziatu weglowodandéw i ttuszczéw.
W ciagu doby pacjent powinien otrzymac¢ 0,8 g
biatka na 1 kg naleznej masy ciata oraz 1,75 g biat-
ka na kazde 100 kcal deficytu energetycznego.
Oznacza to, ze w diecie redukcyjnej 20-25%
energii powinno pochodzi¢ z biatka. Sprzyja to ob-
nizeniu masy ciata i zmniejszeniu ilosci ttuszczu
trzewnego. Nalezy pamieta¢ o tym, ze synteza
biatka w organizmie zalezy od biatka dostarczone-
go w diecie i przy niedoborze tego sktadnika mo-
ze dochodzi¢ do rozpadu biatka wewnatrzustrojo-
wego i spowolnienia przemiany materii [7].

Tluszcze

W dietach redukcyjnych ilos¢ energii pocho-
dzacej z tluszczu nie powinna by¢ wieksza niz
20-25%. Korzystne jest takie zaplanowanie diety,
aby z tluszczéw nasyconych pochodzito najwy-
zej 7% energii, z wielonienasyconych kwaséw
ttuszczowych n-6 — okoto 8%, a z n-3 — okoto 2%
energii.

Thuszcz jest najbardziej kalorycznym sktadni-
kiem pozywienia (1 g dostarcza 9 kcal). Jest on fa-
two magazynowany w tkance ttuszczowej,
a koszt energetyczny tego magazynowania jest
stosunkowo niski (4% energii), podczas gdy prze-
miana weglowodanéw w ttuszcz pochtania 23%
energii. Pokarmy obfitujace w ttuszcz zazwyczaj
maja matg objetos¢, co powoduje péZniejsze roz-
cigganie zotadka i péZniejsze powstawanie uczu-
cia sytosci, ponadto ttuszcz przyspiesza opréz-
nianie zotadka. Kolejnym niekorzystnym zjawi-
skiem towarzyszacym spozyciu ttuszczu jest niska
popositkowa termogeneza (produkcja ciepta po
positku) w stosunku do tejze po spozyciu weglo-
wodandéw. Nalezy pamietad, ze ttuszcz zwierze-
cy przyjmowany w nadmiarze sprzyja opornosci
tkanek na insuline, zwieksza wydzielanie insuliny
i nasila taknienie [7, 8].

Woda

U oséb otytych pragnienie jest czesto zmniej-
szone i dlatego pija one zbyt mato ptynéw. Przy
stosowaniu diety niskoenergetycznej zawartosc¢
wody w positkach jest zmniejszona, nalezy wiec
zwracaé uwage na to, zeby pacjenci pili przynaj-
mniej 2 litry wody dziennie. Chroni to przed wy-
stepowaniem bélow gtowy towarzyszacym od-
chudzaniu i wprowadza nawyk picia wody w za-
mian za picie ptynéw stodzonych cukrem [7].

Do codziennego picia poleca sie¢ wody sre-
dniozmineralizowane z niska zawartoscig sodu

i stosunkiem wapnia do magnezu 2 : 1. Wody
o duzej zawartosci sodu polecane sa do picia
w czasie wysitku fizycznego [9].

Witaminy i sktadniki mineralne

Diety niskokaloryczne, zwtaszcza ponizej
1200 kcal na dobe, wymagaja suplementacji wi-
tamin i sktadnikéw mineralnych, zwtaszcza wita-
miny By, Be, kwasu foliowego, niacyny, wapnia,
magnezu, potasu i zelaza [7].

Aktywno$¢ fizyczna

Obok nieprawidtowej diety, mata aktywnosc¢
fizyczna jest najwazniejsza przyczyna nadwagi
i otytosci. Badania epidemiologiczne wskazuja
na to, ze od lat spozycie energii utrzymuje sie na
podobnym poziomie. Wynika z tego, iz nie nad-
konsumpcja, a zmniejszenie aktywnosci fizycz-
nej jest powodem wzrostu zapadalnosci na oty-
tos¢ [6].

Wysitek fizyczny wptywa korzystnie na wiele
zaburzenri zwigzanych z otyloscia, np. zmniejsza
insulinoopornos¢, poprawia tkankowe zuzycie glu-
kozy i obniza glikemie, zmniejsza stezenie tréjgli-
cerydéw i zwiegksza stezenie cholesterolu frakcji
HDL, zmniejsza zapadalnos¢ na chorobe wien-
cowa, zwieksza tolerancje wysitku [8].

W terapii pacjentéw z otytoscia zaleca sie:

1. Cwiczenia aerobowe o umiarkowanym na-
tezeniu, tzn. takie, w czasie ktérych czestos¢ ude-
rzen serca na minute siega 50-70% maksymalnej
czestosci uderzen serca. Maksymalng czestosc
pracy serca (HR max) oblicza sie, odejmujac wiek
w latach od 220. Oznacza to, ze np. HR max dla
osoby 40-letniej wynosi: 220 — 40 = 180 uderzen
na minute, a czestos¢ pracy serca u tej osoby
w czasie wysitku aerobowego powinna wynosié
90-126 razy na minute. Przy braku mozliwosci
kontrolowania czestosci pracy serca nalezy stoso-
wac¢ metode ,Ewicz i méw”, poniewaz mozli-
wos¢ mowienia podczas wykonywania ¢wiczen
$wiadczy o ich aerobowym charakterze. Korzyst-
ne sg ¢wiczenia w odciazeniu, np. jazda na ro-
werze, ptywanie, aqua-aerobic i unikanie skfo-
néw i skretéw tutowia.

2. Nalezy podejmowac ¢wiczenia codziennie
lub minimum 5 razy w tygodniu. Powinny one
trwac¢ 40-60 minut lub 2 razy dziennie po 20-30
minut. U oséb z niska aktywnoscia fizyczng i oty-
toscig ¢wiczenia fizyczne nalezy wprowadzaé
stopniowo, np. 2-3 razy w tygodniu 3 razy dzien-
nie po 10 min, stopniowo zwiekszajac do 30 min.

3. Wazne jest zwigkszenie aktywnosci fizycz-
nej przez modyfikacje zachowan na co dzien, np.
wchodzenie po schodach zamiast korzystania
z windy, spacer do pracy zamiast jazdy samocho-
dem, parkowanie samochodu daleko od wejscia,
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ograniczenie drzemki przed telewizorem (prze-
cietny Polak poswieca na ogladanie TV 3-4 go-
dziny dziennie). Wprowadzenie pilota do telewi-
zora stato sie prawdopodobnie przyczyna wzro-
stu masy ciata o 1,5 kg rocznie u wielu oséb.

4. Pacjenci z BMI >40 czesto wymagaja kon-
sultacji lekarskiej przed zastosowaniem wzmozo-
nej aktywnosci fizycznej.

5. W celu podtrzymania efektéw odchudzania
konieczne jest utrzymanie zwiekszonej aktywno-
Sci fizycznej, poniewaz w czasie stosowania die-
ty niskokalorycznej czesto dochodzi do spowol-
nienia spoczynkowej przemiany materii.

Leczenie farmakologiczne

Leczenie farmakologiczne wskazane jest wte-
dy, gdy efekty leczenia dietetycznego wraz z mo-
dyfikacja stylu zycia nie przynosza oczekiwanych
rezultatéw, to znaczy wtedy, kiedy leczenie 3-6-
-miesieczne spowodowato utrate masy ciata
mniejsza niz 5% wyjsciowej masy ciata. Farma-
koterapie stosuje sie u pacjentéw z BMI powyzej
30 kg/m? lub u oséb z BMI przekraczajacym 27
kg/m? ze wspétistniejacymi czynnikami choréb
sercowo-naczyniowych, takimi jak: cukrzyca, nad-
cisnienie tetnicze lub zaburzenia lipidowe.

Obecnie w Polsce dostepne sg dwa leki przezna-
czone do leczenia otytosci: sibutramina i orlistat.

Sibutramina

Sibutramina jest lekiem hamujacym zwrotny
wychwyt noradrenaliny i serotoniny w podwzgérzu.
Podstawowym efektem jej dziatania jest zwieksze-
nie uczucia sytosci. Uczucie petnosci w zotadku
w trakcie jedzenia pojawia sig¢ szybciej i w zwiaz-
ku z tym pacjent szybciej konczy positek, ponadto
orientacja smakowa zmienia si¢ w kierunku pro-
duktéw biatkowych. Sibutramina zwigksza takze
termogeneze przez pobudzenie osrodkowego
uktadu adrenergicznego i przez stymulacje recep-
toréw beta3 w brunatnej tkance ttuszczowej [9].
Ponadto lek ten zapobiega spowolnieniu spoczyn-
kowej przemiany materii, co jest zjawiskiem cze-
stym przy stosowaniu diet niskokalorycznych bez
réwnoczesnej zwiekszonej aktywnosci fizycznej
i w ten sposob zapobiega efektowi jo-jo[7].

Zazwyczaj w czasie 12-miesiecznej kuracji
obserwuje sie ubytek masy ciata okoto 5% [10].
W 1-rocznej randomizowanej prébie, w ktérej
wzieto udziat 224 pacjentéw, przy zastosowaniu
sibutraminy, przecietny ubytek masy ciata wyno-
sit 5 kg, a u oséb, u ktérych oprécz sibutraminy
dokonano zmiany stylu zycia, ubytek masy ciata
wynosit 12,1 kg [11]. Wykazano, ze na skutek le-
czenia sibutraming obniza sie poziom tréjglicery-
déw i podnosi poziom cholesterolu HDL [12].

Sibutramina jest dostepna w 2 dawkach: 10 mg
i 15 mg. Przy dawce 10 mg utrata masy ciata
w czasie 3 pierwszych miesiecy powinna wyno-
si¢ > 5% poczatkowej masy ciata. Jesli pacjent
w tym czasie schudt mniej niz 2 kg, stanowi to
podstawe do odstawienia leku, a jesli schudt od 2
do 4 kg, to dawke mozna zwiekszy¢ do 15 mg.
Przy braku odpowiedzi przez kolejne 3 miesigce
lek nalezy odstawi¢ [13]. Leczenie powinno
trwac nie dtuzej niz 12 miesiecy.

Najczestszymi objawami niepozadanymi wy-
stepujacymi przy stosowaniu sibutraminy sa: su-
chos¢ w jamie ustnej, zmeczenie, niepokdj, za-
parcia, béle gtowy i bezsennos¢. Nalezy jednak
pamieta¢ o tym, ze sibutramina moze podnosi¢
cisnienie krwi o 3 mm Hg oraz przyspieszyc
czynnos¢ serca o 5-6 uderzen na minute. Wzrost
cisnienia powyzej 10 mm Hg lub czestosci serca
powyzej 10/min obserwowany w czasie 2 kolej-
nych wizyt powinien sktoni¢ lekarza prowadza-
cego do zmniejszenia dawki z 15 do 10 mg lub
zaprzestania terapii przy dawce 10 mg [13].
U pacjentéw z nadcisnieniem tetniczym mozna
sibutramine stosowac tacznie z B-blokerem, co
zapobiega wystepowaniu dziatain niepozada-
nych, w tym kotatar serca. Podobne efekty uzy-
skano, stosujac ACE-inhibitor lub ACE-inhibitor
tacznie z diuretykiem tiazydowym [14].

Przeciwwskazaniami do zastosowania sibutra-
miny sa: nadwrazliwos¢ na sktadniki preparatu,
otytos¢ wtérna (np. niedoczynno$¢ tarczycy),
anoreksja, bulimia, zaburzenia psychiczne, ze-
spét Gilles de la Tourette’a, stosowanie inhibito-
row MAO oraz innych lekéw dziatajacych na
centralny ukfad nerwowy.

Inhibitory izoenzymu CYP 3A4, np. erytromy-
cyna, ketokonazol, cymetydyna, werapamil, sok
grejpfrutowy) nasilaja dziatanie sibutraminy, a ak-
tywatory tego enzymu (makrolidy, fenobarbital,
deksametazon) — je ostabiaja.

Orlistat

Orlistat jest inhibitorem lipazy zotadkowej
i trzustkowej. Efektem jego dziatania jest zmniej-
szone wchtanianie ttuszczéw z przewodu pokar-
mowego okoto 30% [15]. W podobnym stopniu
zahamowana jest absorpcja witamin rozpu-
szczalnych w ttuszczach i beta-karotenu.

Ocenia sig, ze 12-miesieczne stosowanie orli-
statu powoduje ubytek masy ciata o 2,89 kg [16].
Lek ten wptywa na gospodarke lipidowa —
zmniejsza poziom tréjglicerydéw, cholesterolu
catkowitego, cholesterolu LDL i HDL oraz obniza
poziom glikemii u oséb chorych na cukrzyce
[12]. W badaniach Orlicardia (The Orlistat and
Cardiovascular Risk Profile in Patients with Meta-
bolic Syndrome and Type 2 Diabetes Study) 6-mie-
sieczna kuracja orlistatem pacjentéw z zespotem
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metabolicznym redukowata ryzyko powiktan ser-
cowo-naczyniowych o 50%, podczas gdy w gru-
pie kontrolnej, leczonej wytacznie dieta, reduk-
cja ryzyka wynosita 4,5% [7].

Najczesciej wystepujacymi objawami niepo-
zadanymi przy stosowaniu orlistatu s3: biegunka
ttuszczowa, wzdecia, przelewania, béle brzucha,
plamienia ttuszczowe.

Nalezy pamietad, ze przeciwwskazaniami do
podawania tego leku s zespoty ztego wchtania-
nia, cholestaza oraz ze nie powinno sie go stoso-
wac u kobiet w ciazy i u matek karmiacych oraz
u 0s6b leczonych cyklosporyna.

Orlistat wystepuje pod postacia 120 mg ka-
psutek. Nalezy je stosowac 3 razy dziennie tacz-
nie z gtéwnymi positkami zawierajacymi tluszcz
(lub w czasie do 1 godziny po positku).

Leczenie chirurgiczne otytosci
— operacje bariatryczne

Leczenie chirurgiczne stosuje sie u pacjentow
niepoddajacych sie leczeniu zachowawczemu.
Kwalifikuja sie do niego osoby z otytoscig olbrzy-
mia, tj. z BMI > 40 lub pacjenci z BMI > 35 i cho-
robami towarzyszacymi, takimi jak: choroba nie-
dokrwienna serca, cukrzyca typu 2, nadcisnienie
tetnicze, dyslipidemia, choroba refluksowa przety-
ku, nietrzymanie moczu, choroby uktadu kostno-
stawowego bedace nastepstwem ich nadmiernego
obciazenia, nieptodnos¢, zespét bezdechu senne-
go [8].

Ponizej pokrétce opisano podstawowe meto-
dy bariatryczne.

Opaska zotadkowa (Gastric Banding)

Jest to metoda laparoskopowa polegajaca na
zatozeniu opaski wokot gérnej czesci zotadka.
Opaska dzieli zotadek w taki sposéb, ze gérna je-
go czes¢ ma pojemnos¢ okoto 25 ml. Opaska jest
potaczona z drenem, ktérego koniec umieszczo-
ny jest w tkance podskdrnej tak, aby mozna byto
regulowac objetos¢ zotadka. Skutecznos¢ tej me-
tody wynika ze zmniejszenia objetosci przyjmo-
wanych pokarmoéw. Nie powoduje ona zaburzen
wchifaniania i wystepowania ,dumping syndro-
me”, cechuje sie stosunkowo mata liczbg powi-
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ktari. W ciagu 2 lat pacjent zazwyczaj traci 40-60%
nadmiernej masy ciata [7].

Operacja ominiecia zotadkowego
z uzyciem petli Roux-en-Y

Metoda ta polega na wytworzeniu z proksy-
malnej czesci zotadka tzw. matego zotadka o po-
jemnosci okoto 25 ml i zespoleniu jelitowym
w ksztatcie litery Y. Do zotadka dotacza sie gérna
czes¢ dystalnego odcinka jelita cienkiego,
a czesc jelita z ujsciami przewodéw zétciowego
wspolnego i trzustkowego taczy sie z dolng cze-
$cig dystalnego odcinka jelita cienkiego. Zabieg
ten jest bardzo skuteczny — po roku uzyskuje sie
redukcje nadmiernej masy ciata o 75%.

Po zabiegu dochodzi do zmniejszenia spozy-
cia pokarmow i uposledzenia trawienia. Czasem
dochodzi do rozwoju ,dumping syndrome”, nie-
dokrwistosci z niedoboru zelaza, niedoboru wita-
miny By,, hipokalcemii i wzrostu homocysteiny
w krwi. Czestym powiktaniem po operacjach ba-
riatrycznych jest kamica zétciowa [7, 8].

Balon zotadkowy

Zatozenie balona do zotadka odbywa sie za
pomoca endoskopu. Dawniej metoda ta stosowa-
na byta jako etap wstepny do zabiegu chirurgicz-
nego, ale obecnie jest osobng metoda leczenia
otytosci. Polega na umieszczeniu w zotadku ba-
lona, co zmniejsza objetos¢ zotadka. Sél fizjolo-
giczna wypetniajaca balon zabarwiona jest na
kolor niebieski. Jesli dosztoby do pekniecia balo-
na, mocz pacjenta zabarwi sie na kolor niebie-
skozielony. Powiktanie to zdarza si¢ niezwykle
rzadko. Po 6 miesigcach pacjent traci 15-25 kg,
lecz niestety, po wyjeciu balona u wielu oséb do-
chodzi do efektu jo-jo [7].

Podsumowujac, dieta redukcyjna i zwieksze-
nie aktywnosci fizycznej to podstawowe metody
leczenia otytosci. Powinny byc¢ one zalecane
rowniez w przypadku stosowania farmakoterapii
czy metod bariatrycznych. Kazda terapia ukierun-
kowana na redukcje masy ciata musi byc¢ racjo-
nalna, prowadzac do stopniowej redukcji masy
ciata, co daje najwieksza szanse trwatego efektu
odchudzajacego.
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Punkcja optucnej — wskazania, przeprowadzenie zabiegu,
powiktania
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Thoracentesis — indications, procedure, and complications
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A — przygotowanie projektu badania, B — zbieranie danych, C — analiza statystyczna, D — interpretacja danych,
E — przygotowanie maszynopisu, F — opracowanie pismiennictwa, G — pozyskanie funduszy

Ptyn w jamie optucnowej jest czestym problemem klinicznym, zas punkcja optucnowa jest bez-
piecznym zabiegiem pozwalajacym na przeprowadzenie diagnostyki tego ptynu. W pracy przeprowadzamy do-
ktadny opis zabiegu punkcji optucnowej oraz rozwazamy wskazania do tego zabiegu i jego powiktania.

Stowa kluczowe: punkcja optucnowa, zabieg, powiktania.

Pleural effusion is a common clinical problem and thoracentesis is a safe method of evaluation of this
problem. We describe in detail the procedure of thoracentesis and discuss the indications and complications of

this procedure.
Key words: pleural effusion, thoracentesis.

Wstep

W warunkach fizjologicznych istnieje stan
rownowagi miedzy procesem tworzenia ptynu
optucnowego a jego wchtanianiem, zas jama
optucnowa zawiera minimalne ilosci ptynu. Do
zaburzenia tej réwnowagi moze dojs¢ w wyniku
zwiekszonego tworzenia ptynu wywotanego
uszkodzeniem bariery wtosniczkowej optucnej,
zwigzanym najczesciej z jej stanem zapalnym,
obnizeniem cisnienia onkotycznego krwi, powo-
dujacego zwiekszong ucieczke ptynu z prze-
strzeni wewnatrznaczyniowej, zwiekszenia ci-
$nienia wewnatrznaczyniowego w naczyniach
wiosowatych optucnej sciennej lub przenikania
do jamy optucnej ptynu z sasiednich narzadéw
lub struktur [1]. Procesy doprowadzajace do za-
burzenia réwnowagi miedzy cisnieniem hydro-
statycznym a onkotycznym osocza prowadza do
powstania ptynu przesickowego, zas procesy
uszkadzajace btone optucnowag prowadza do
powstania wysieku. Diagnostyka réznicowa pty-
nu optucnowego byta przedmiotem niedawnego
opracowania [2].

Stwierdzenie obecnosci
ptynu optucnowego

Cho¢ tradycyjna metoda postawienia podej-
rzenia ptynu w jamie optucnowej jest stwierdze-
nie triady sttumienia wypuku, $ciszenia szmeru
oddechowego oraz zmniejszenia drzenia gtoso-
wego, to jednak czutosé samego badania fizykal-
nego nie jest wysoka. W badaniach Kalantri
i wsp. najbardziej przydatnymi objawami fizykal-
nymi potwierdzajacymi obecnosc ptynu optucno-
wego byta asymetria ruchu wdechowego klatki
piersiowej i sttumienie wypuku; obecnos¢ obu
tych objawéw u chorego podnosi okoto 8,5-krot-
nie prawdopodobieristwo istnienia u niego ptynu
optucnowego [3].

W praktyce najczestszym badaniem stawiaja-
cym podejrzenie ptynu optucnowego jest zdjecie
klatki piersiowej. Tylno-przednie zdjecie klatki
piersiowej nie jest zbyt czutym badaniem. Dopie-
ro obecnos¢ 175 ml ptynu w jamie optucnowej
prowadzi do wypetnienia kata przeponowo-ze-
browego, pierwszego objawu obecnosci ptynu
optucnowego na zdjeciu; w niektérych wypad-
kach nawet obecnos¢ 500 ml ptynu moze nie dac
zadnych radiograficznych objawéw [4]. Najbar-
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dziej czutymi metodami wykrywania ptynu
w optucnej sa tomografia komputerowa i ultraso-
nografia. Badanie ultrasonograficzne przeprowa-
dzone przy t6zku chorego potrafi wykry¢ juz kil-
ka mililitrow ptynu [5].

Stwierdzenie obecnosci niewielkiej ilosci pty-
nu nie wigze sie z koniecznoscia jego usuniecia.
Tradycyjnie uwaza sie, ze stwierdzenie na zdje-
ciu klatki piersiowej wykonanym w pozycji leza-
cej na boku >10 mm warstwy ptynu o nieznanej
etiologii jest wskazaniem do przeprowadzenia
punkcji optucnej [6].

Wskazania i przeciwwskazania
do punkcji optucnej

W wigkszosci wypadkéw, stwierdzenie zna-
czacej (p. powyzej) ilosci ptynu optucnowego
jest podstawa do wykonania naktucia optucno-
wego i pobrania prébki ptynu do badania (punk-
cja diagnostyczna). Najczestsza przyczyna po-
wstawania ptynu optucnowego jest niewydolnos¢
serca. Dlatego uwaza sig, ze stwierdzenie ptynu
optucnowego u chorego z zaostrzeniem niewy-
dolnosci serca nie wymaga potwierdzenia tej
etiologii przez punkcje optucnej, jesli ptyn jest
obustronny, a pacjent nie goraczkuje i nie ma
bolu w klatce piersiowej [6]. W niektérych przy-
padkach obecnos¢ duzych ilosci ptynu optuc-
nowego moze powodowac ucisk tkanki ptucnej
wywotujacy objawy dusznosci i/lub objawy nie-
wydolnosci oddechowej. Wykonanie zabiegu pun-
kcji optucnowej ma wéwczas réwniez zamyst te-
rapeutyczny.

Istnieja nieliczne przeciwwskazania do wyko-
nania punkcji optucnej. Do bezwzglednych prze-
ciwwskazan nalezy brak zgody lub wspdtpracy
pacjenta, a takze niestabilnos¢ krazeniowo-odde-
chowa. Niewielkiego stopnia zaburzenia uktadu
krzepniecia krwi nie zwiekszaja znaczaco ryzyka
krwawienia; matoptytkowos¢ 50-99 tys./mm3
oraz podwojenie czasu protrombinowego i czasu
czesciowej tromboplastyny nie byto zwigzane ze
znaczacym wzrostem liczby powiktari krwotocz-
nych w grupie 608 chorych poddanych punkcji
optucnej lub otrzewnej [7]. Niewydolnos¢ nerek
moze zwiekszaé ryzyko krwawienia po punkgcji
[7]. Podsumowujac, w przypadku istnienia zabu-
rzen krzepniecia decyzje o przeprowadzeniu za-
biegu nalezy podjac¢ po analizie spodziewanych
korzysci zabiegu i jego ryzyka. Przeprowadzenie
zabiegu punkcji optucnej u chorego wentylo-
wanego mechanicznie moze by¢ obarczone
zwiekszonym ryzykiem powiktan, zwtaszcza odmy
optucnowej. Zabieg taki powinien by¢ przepro-
wadzony przez doswiadczonego operatora, naj-
lepiej za pomoca ultrasonografu [8]. W kazdym
wypadku podczas zabiegu nalezy unika¢ prze-

chodzenia igta punkcyjna przez obszary skory
objete stanem zapalnym (zapalenie tkanki pod-
skornej, pétpasiec).

Przeprowadzenie zabiegu
punkcji optucnej

Zabieg punkcji optucnej przeprowadza sie za-
zwyczaj w ustawieniu chorego w pozycji siedza-
cej. Choremu poleca sie sigs¢ na brzegu tézka
i oprzec sie na tokciach o stolik ustawiony przed
nim [8]. Taka pozycja powoduje rotacje topatki
i lepszy dostep do przestrzeni przykregostupowej,
w ktorej bedzie wykonywana punkcja. Za pleca-
mi chorego nalezy zapewni¢ odpowiednia prze-
strzen dla operatora.

Wyboru miejsca wktucia igty mozna dokona¢
na podstawie badania fizykalnego (sttumienie
wypuku, Sciszenie szmeréw oddechowych, osta-
bienie drzenia gtosowego), lub za pomoca ultra-
sonografu. Jesli miejsce wktucia ustala sie jedynie
na podstawie badania fizykalnego, to zaleca sig
wkiucie igty 1-2 przestrzenie miedzyzebrowe po-
nizej poziomu sttumienia. Ze wzgledu na ryzyko
uszkodzenia narzadéw jamy brzusznej, nie zale-
ca sie wktuwania igty ponizej dziewiatego zebra.
Nalezy zawsze oznaczy¢ miejsce potozone bli-
sko gérnej krawedzi zebra. Pozwoli to na unik-
niecie naktucia tetnicy lub nerwu miedzyzebro-
wego, przebiegajacych ponizej kazdego zebra.
Wybrane miejsce wktucia mozna oznaczy¢ na
skorze przed dezynfekcja odciskajac lekko na
skérze niewielki dotek za pomoca koricéwki wy-
taczonego dtugopisu.

Zabieg punkcji optucnowej przeprowadza sie
w sterylnych rekawiczkach. Po odkazeniu wybra-
nego miejsca okolice punkcji nalezy przykry¢ ja-
towa serweta z pozostawionym otworem w miej-
scu punkcji. Nastepnie wykonuje sie znieczule-
nie miejscowe w planowanym miejscu wktucia.
Roztwor 1-2% lignokainy podaje sie za pomoca
cienkiej (25G) igty najpierw w obrebie skéry wita-
Sciwej, a nastepnie tuz pod nig. Wazne jest, aby
przed znieczuleniem gtebszych warstw odczekac
okoto 30-60 sekund na dziatanie podanej ligno-
kainy. Do znieczulenia gtebszych warstw (tkanka
podskdrna, migsnie miedzyzebrowe, optucna
$cienna) uzywa sie dtuzszej i nieco grubszej igty
(20-22GQ), majacej wieksza sztywnos¢. Igte prze-
prowadza sie przez uprzednio znieczulony frag-
ment skory, a nastepnie, kierujac sie po gornej
krawedzi zebra, stopniowo znieczula sie coraz
gtebsze tkanki. Przed kazdym kolejnym poda-
niem okoto 0,5 ml porcji lignokainy przeprowa-
dzajacy punkcje powinien pociagnac za tloczek
strzykawki, sprawdzajac czy koricéwka igty nie
znajduje sie we wnetrzu naczynia. Zwykle za po-
moca igty znieczulajacej udaje sie osiagnac jame
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optucnowa, czego dowodem jest zaaspirowanie
do strzykawki ze srodkiem znieczulajagcym ptynu
optucnowego. Strzykawke nalezy wtedy wycofac
okoto 0,5 cm, tak aby doktadnie znieczuli¢ do-
brze unerwiong optucng Scienna.

Wihasciwy zabieg punkcji optucnowej mozna
przeprowadzic¢ za pomoca strzykawki potaczonej
z cewnikiem na igle lub jednym z gotowych ze-
stawéw do punkcji optucnowej. Zestaw taki za-
wiera zwykle igte z cewnikiem i strzykawka, ze-
staw drenéw oraz worek na ptyn. Jesli uzywa sie
cewnika na igle, konieczne bedzie oddzielne przy-
gotowanie kranika tréjstronnego, zestawu dre-
néw oraz worka.

Trzymajac zestaw strzykawka-igta w obu re-
kach oraz caty czas kierujac sie po gornej krawe-
dzi zebra, wprowadza sie igte przez tkanke pod-
skorng do jamy optucnowej. Cewniki o szerokim
Swietle moga wymagac¢ wykonania 1-2 mm na-
ciecia skéry w celu umozliwienia im przejscia
przez te warstwe. Podczas przechodzenia igty
przez kolejne warstwy nalezy kontrolowac¢ site,
z jaka zagtebia sie igta, a takze stale utrzymywad
podcisnienie w strzykawce. Objawem przejscia
przez optucng S$cienng jest pojawienie sie
w strzykawce ptynu. Nalezy wtedy przerwac
wprowadzanie igly i przy uzyciu wolnej reki
zsuna¢ cewnik z igty i wprowadzié go do jamy
optucnej. Nastepnie pozostawiajac cewnik
w jamie wyciaga sie igte. Istotne jest, aby po
wyciagnieciu igly otwarty koniec cewnika za-
tka¢ palcem do czasu podtaczenia kranika tréj-
stronnego i drenu, i nie dopusci¢ do zassania
powietrza do jamy optucnowej. Po podtaczeniu
kranika tréjstronnego oraz zestawu drenow
mozna rozpocza¢ usuwanie ptynu z jamy
optucnowe;j.

Ptyn optucnowy usuwany jest w czasie punk-
Cji za pomoca powtarzanego zasysania 20-50 ml
porcji ptynu strzykawka. Ptyn jest nastepnie od-
prowadzany do wiekszego zbiornika przy uzyciu
drenéw potaczonych za pomoca kranika tréj-
stronnego lub systemu zastawek jednokierunko-
wych. Modyfikacja tego systemu moze by¢ zasto-
sowanie butli z podcisnieniem, podtaczanej do
cewnika. Cho¢ drenaz przy uzyciu butli jest szyb-
szy, to moze prowadzi¢ do wigkszego ryzyka po-
wstawania powiktan, zwtaszcza odmy optucno-
wej [9].

Istniejq sprzeczne dane na temat dopuszczal-
nej ilosci ptynu, jaka mozna pobrac z jamy optuc-
nowej podczas jednego zabiegu. Niektérzy auto-
rzy sugerowali, ze pobranie ptynu optucnowego
w ilosci przekraczajacej 1000 ml moze zwigk-
sza¢ ryzyko pojawienia sie obrzeku ptuc lub
odmy optucnowej [10]. W innych duzych bada-
niach tej zaleznosci nie stwierdzono — pobranie
ponad 2000 ml ptynu nie taczyto sie ze zwigksze-
niem ryzyka powiktan, o ile wykonaniu punkcji

nie towarzyszyto pojawienie sie objawdéw tepego
bélu, uporczywego kaszlu lub dusznosci [11, 12].

Kaszel jest objawem, ktéry wystepuje u wiek-
szosci chorych poddawanych punkcji optucno-
wej. Nadmierny kaszel i powstanie dusznosci
podczas zabiegu powinno by¢ natomiast sygna-
tem do przerwania zabiegu. Powiktfania te moga
Swiadczy¢ o rozwijajacych sie powiktaniach za-
biegu — odmie optucnowej [11].

Postepowanie po zabiegu

Wiekszos¢ autoréow uwaza, ze u kazdego cho-
rego po wykonaniu punkcji optucnowej nalezy
wykonac zdjecie klatki piersiowej w celu wyklu-
czenia odmy optucnowej. W ostatnim czasie poja-
wity sie prace kwestionujace takie podejscie i zale-
cajace wykonywanie rutynowych zdje¢ tylko
u 0séb, u ktérych podczas punkcji pojawity sie ob-
jawy — bdl lub dusznosc. Sugestie te opieraja sie
na wynikach badai wskazujacych na rzadkie
(1-2%) wystepowanie odmy u 0séb bez objawdw,
i jeszcze rzadsza (okoto 0,2-2%) koniecznos¢ zakta-
dania drenazu optucnowego u tych oséb [9, 13, 14].

Zabieg punkcji optucnowej jest zabiegiem
ambulatoryjnym, chory moze podja¢ normalng
aktywnosc fizyczng wkrétce po jego wykonaniu.

Powiktania punkcji optucnej
Bol

Najczestszym powiktaniem punkcji optucne;j
jest bl w miejscu wktucia. W duzych badaniach
prospektywnych bdél w miejscu wktucia podczas
zabiegu punkcji odczuwany byt przez 3% cho-
rych poddanych zabiegowi [11]. Juz samo poda-
nie znieczulenia miejscowego przed zabiegiem
moze wywotywac ostry bl zwiazany z podraz-
nieniem zakoriczer bélowych optucnej Scienne;j.
Zabiegowi pobierania ptynu czesto towarzyszy
uczucie tepego bélu, ktére moze swiadczyc
o tym, ze ptuco sie nie rozpreza i powinno byc
sygnatem do przerwania zabiegu [11]. Bl optuc-
nowy pojawiajacy sie po zabiegu moze Swiad-
czy¢ o tarciu obu powierzchni optucnej, ktére
przed zabiegiem si¢ nie stykaty. Bél moze byc
czestszy u chorych, ktérym podczas zabiegu po-
biera sie wiekszg ilos¢ ptynu [11].

Odma optucnowa

Odma optucnowa jest spowodowana wpro-
wadzeniem powietrza do jamy optucnowej pod-
czas zabiegu. Cytowane w literaturze ryzyko ta-
kiego powiktania podczas punkcji optucnej siega
okoto 2,5-41,7% [11-22], przy czym w wiekszo-

<
=
—
o
=3
=)
o
H
2
>
]
-5
2
=
<
9}
>
o
[
£
=
W
£}
%}
4=
&
=
>
=
=
[
[T




1370

<«
S
-
©
S
S
«
2
e
>
2
ez
o
e
&
(9]
>
B
&
=
=
o
5]
o
o=
S
5
54
>
=
£
&
[

T. KuZniar, K. Kasibowska-KuZniar ¢ Punkcja optucnej

$ci badan wynosi ponizej 5%. Pierwszymi obja-
wami odmy podczas zabiegu punkcji optucnowej
sq zwykle dusznos¢ lub boél w klatce piersiowej
[11]. Wydaje sie, ze zaréwno wybor sprzetu do
punkgji, jak i zastosowanie metod obrazowych
podczas zabiegu moze mie¢ wptyw na czestosc
wystepowania odmy. Zastosowanie cewnika na
igle moze by¢ zwiazane ze zwigkszeniem czesto-
$ci wystepowania tego powikfania, prawdopo-
dobnie z powodu manipulacji, jakich trzeba
dokonac podczas podtaczania zestawu [15]. Jed-
nocze$nie zastosowanie zestawdw niewymagaja-
cych takich manipulacji — igty lub cewnikéw za-
wierajacych systemy zapobiegajace wystapieniu
odmy — zwiazane jest ze zmniejszeniem czestosci
jej wystepowania. Mniejszy rozmiar igty drenuja-
cej moze by¢ zwigzany z mniejszym ryzykiem
wystapienia odmy [17]. Dane opisujace wptyw
ilosci drenowanego ptynu na ryzyko powstawa-
nia odmy sa rézne; choc¢ w niektérych badaniach
wieksza ilos¢ drenowanego ptynu byta zwigzana
z wiekszym ryzykiem wystapienia odmy [11, 17],
to jednak inne badania nie potwierdzity tej zalez-
nosci [12]. Nie jest jasne, czy ma tu znaczenie sa-
ma objetos¢ drenowanego ptynu, czy czas, w ja-
kim wykonany jest drenaz. Do innych znanych
czynnikéw ryzyka wystapienia odmy podczas
punkcji optucnowej nalezy pojawienie sie
w strzykawce powietrza podczas zabiegu [14],
wykonywanie zabiegu u chorego po napromie-
niowaniu klatki piersiowej [14] i wielokrotne po-
wtarzanie punkgji [9].

Uzycie ultrasonografu dla wyznaczenia punk-
tu whbicia iglty zmniejsza szanse wystapienia odmy
do okoto 2-5% [11, 12, 15, 17, 21]. Chorzy na
przewlekta obturacyjna chorobe ptuc, zwtaszcza
ci, u ktérych stwierdza sie pecherze rozejmowe
na zdjeciu klatki piersiowej, maja wieksze ryzyko
odmy po punkcji optucnej [13, 16], choc nie
wszystkie badania to potwierdzaja [17].

Postepowanie po wystapieniu odmy optucno-
wej zalezne jest od stanu ogélnego pacjenta, obe-
cnosci objawow klinicznych oraz szacowanej
wielkosci odmy na zdjeciu klatki piersiowej. Nie-
wielkie (< 20% objetosci klatki piersiowej) odmy
niewywotujace objawéw, wystepujace u chorego
w dobrym stanie ogélnym nie wymagaja swoiste-
go leczenia. W przypadku podejrzen powieksza-
nia sie odmy niektérzy autorzy zalecajg wykony-
wanie zdjec klatki piersiowej co 6-8 godzin [11].
U czesci chorych (14-50%), u ktérych doszto do
powstania odmy optucnowej, konieczne jest za-
tozenie drenazu optucnej [11-13, 21].

Krwotok

Krwotok jest rzadkim powiktaniem zabiegu
punkcji optucnej, wystepujacym w 0,2-1,2% za-
biegéw [11, 14]. Krwawienie spowodowane jest

zwykle przez uszkodzenie tetnicy miedzyzebro-
wej podczas wprowadzania igty do jamy optuc-
nowe;j i jest zwiazane z brakiem mozliwosci uci-
$niecia krwawigcego naczynia. Krwotok moze
gromadzi¢ sie w jamie optucnej (hemothorax),
w Scianie klatki piersiowej lub by¢ krwotokiem
zewnetrznym [11, 14]. W zaleznosci od ciezko-
$ci krwawienia postepowanie moze obejmowac
obserwacje lub zabieg chirurgiczny.

Zakazenie

Zakazenie przestrzeni optucnowej jest rzad-
kim powiktaniem zabiegu punkcji optucnowe;j.
Czestos¢ wystepowania tego powiktania nie jest
znana, za$ zapobieganie zakazeniu polega na
przestrzeganiu aseptyki w trakcie wykonywania
zabiegu.

Obrzek ptuc

Obrzek ptuc po punkcji optucnowej jest rzad-
kim, ale powaznym powiktaniem, ktére rozwija
sie najczesciej w ciagu 1-24 godzin po punkgcji
optucnowej [23]. Czestos¢ tego powiktania jest
na tyle niska, ze w wiekszosci przypadkéw nie
opisuje sie tego powiktania [11]. Ciezkos¢ tego
powiktania moze sie wahac od bezobjawowego,
klinicznie nieistotnego obrzeku stwierdzanego je-
dynie radiologicznie na zdjeciu wykonanym po
zabiegu, do ciezkiego obrzeku ptuc wywotujace-
go niewydolno$¢ oddechowa wymagajaca we-
ntylacji mechanicznej, ze smiertelnoscia do 20%
[23, 24]. Zwykle dotyczy on ptuca, ktére rozpre-
za sie w wyniku punkcji optucnowej, lecz moze
rowniez obejmowac drugie ptuco [10, 25]. Postu-
luje sig, ze obrzek ptuca jest wynikiem uszkodze-
nia btony pecherzykéw ptucnych w wyniku me-
chanicznego rozciagania, uszkodzenia o mecha-
nizmie hipoksji-reperfuzji lub miejscowego
niedoboru surfaktantu w ucisnietym fragmencie
ptuca. Niektére doniesienia wskazuja na to, ze
pobranie wiekszej ilosci ptynu optucnowego
podczas jednego zabiegu lub zastosowanie pod-
cisnienia w czasie punkcji zwiazane jest z wiek-
szym ryzykiem tego powiktfania [26].

Leczenie obrzeku ptuc po punkcji jest pod-
trzymujace. W zaleznosci od stanu pacjenta mo-
ze ono obejmowac obserwacje, tlenoterapie lub
wentylacje mechaniczna. Przy wentylacji mecha-
nicznej nalezy sie liczy¢ z duzymi réznicami
w podatnosci miedzy ptucem objetym obrzekiem
a drugim ptucem, co moze wymagac niezaleznej
wentylacji obu ptuc [27].

Objawy wazowagalne

Objawy spowodowane stymulacjg nerwu
btednego — nudnosci, poty, omdlenie, zawroty



gtowy, bradykardia i spadek cisnienia tetniczego
— s rzadkim powiktaniem punkcji optucnowe;j
i pojawiaja sie w 0,6% zabiegéw [11]. Objawy te
zwykle przechodzg samoistnie po przerwaniu za-
biegu i pofozeniu pacjenta na wznak i uniesieniu
nég [11]. Jesli objawy utrzymuja sie, mozna cho-
remu dozylnie podac atropine.

Podsumowanie

Punkcja optucnowa jest czestym zabiegiem
wykonywanym ze wskazan diagnostycznych lub
terapeutycznych. Wtasciwe przygotowanie po-
zwala na sprawne przeprowadzenie zabiegu
i unikniecie rzadkich powiktan tego zabiegu.
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Zapotrzebowanie na witamine D w okresie noworodkowym
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Vitamin D intake needs in the neonatal period
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A — przygotowanie projektu badania, B — zbieranie danych, C — analiza statystyczna, D — interpretacja danych,
E — przygotowanie maszynopisu, F — opracowanie pismiennictwa, G — pozyskanie funduszy

Witamina D odgrywa kluczowa role w prawidtowej mineralizacji szkieletu cztowieka. W pierw-
szych dniach zycia gtéwnym Zrédtem witaminy D pozostaja zapasy zgromadzone in utero. Mleko ludzkie zawie-
ra bardzo niewielkie ilosci witaminy D, noworodki karmione piersig (zaréwno donoszone, eutroficzne, jak i z ma-
ta masa urodzeniowa ciata) sa wiec szczegélnie zagrozone niedoborem witaminy D i jego konsekwencjami.
W ostatnich latach w Polsce nastapity istotne zmiany dotyczace zaréwno srodowiska, jak i zachowan spotecz-
nych, ktére maja niewatpliwy wptyw na wartosci stezeri witaminy D w organizmie noworodka. Zr6znicowane za-
potrzebowanie na witaming D, a takze ryzyko jej przedawkowania w przypadku suplementacji stanowig o ko-
niecznosci indywidualnego okreslenia zapotrzebowania na te witamine u noworodka.

Stowa kluczowe: witamina D, kalcidiol, noworodek.

Vitamin D is a key factor in normal mineralization of human skeleton. During the first days of life the
main source of vitamin D are stores accumulated by fetus in utero. Human milk contains very low amounts of vi-
tamin D and breast feed newborns: full-term, eutrophic as well as low birth weight newborns (LBW) are in parti-
cular at risk of vitamin D deficit and its consequences. Recent social and environmental changes have undoubte-
dly influenced vitamin D concentration levels in Polish newborns. Overdose risks related to supplement consump-
tion and individual variations in vitamin intake needs necessitate a case-by-case assessment of newborn vitamin

D dosage.
Key words: vitamin D, calcidiol, newborn.

Zasoby ustrojowe witaminy D w organizmie
cztowieka zalezg od stopnia nastonecznienia da-
nego obszaru i zwiazanej z tym syntezy tej wita-
miny zachodzacej w skorze. Stezenie witaminy
D w surowicy krwi cztowieka uwarunkowane jest
wiec szerokoscig geograficzng miejsca zamie-
szkania, dlatego tez przyjete sa rézne zakresy
norm dla danego obszaru, np. w krajach o duzej
intensywnosci dziatania promieni stonecznych za
norme stezeri kalcidiolu przyjmuje sie wartosc¢
w przedziale: 54-90 ng/ml. Poniewaz Polska na-
lezy do paristw o niskim nastonecznieniu, za nor-
me stezen kalcidiolu w surowicy przyjeto wartosc¢
11-43 ng/ml [1]. Skéra noworodka jest skéra
,wyjatkowa”: niedojrzata i wrazliwa, z tego po-
wodu nie zaleca sie ekspozycji noworodkéw na
bezposrednie dziatanie storica, stad synteza skor-
na witaminy D w 1. miesigcu zycia dziecka jest

bardzo niewielka. Dlatego praktycznie jedynym
Zrédtem witaminy D w okresie noworodkowym
sq zasoby zgromadzone in utero oraz dieta i su-
plementacja. Nalezy pamieta¢, ze pula witaminy
D zgromadzona wewnatrzmacicznie zalezy od
zasobow ustrojowych matki, a to uzaleznione jest
od wielu czynnikéw, m.in.: pory roku, stopnia za-
nieczyszczenia atmosfery, ilosci czasu spedzane-
go na otwartej przestrzeni, diety oraz uzupetnia-
nia tej diety preparatami wielowitaminowymi
w okresie ciazy.

W Polsce w ciggu ostatnich 20 lat przeprowa-
dzono jedynie kilka badari, w ktérych dokonano
oceny stezeri aktywnych postaci witaminy
D w surowicy krwi noworodkéw (z czego czes¢
dotyczyta wczesniakéw z masa ciata ponizej
1500 g). Pozycje pismiennictwa autoréw zagra-
nicznych dotycza albo obszaréw o wiekszym od

* Praca powstata w ramach grantu KBN nr 2P05E05026 (0771) realizowanego w latach 2004-2007; Kierownik Kliniki
Neonatologii AM oraz Kierownik grantu: prof. zw. dr hab. n. med. Elzbieta Gajewska.
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Polski stopniu nastonecznienia (Turcja, Grecja),
badzZ tez mniejszym (Finlandia), albo tez krajéw
o zupetnie innych uwarunkowaniach dietetycz-
no-kulturowych (Indie, Liban, Iran, USA, Zjedno-
czone Emiraty Arabskie, Japonia). W niektérych
z tych krajow produkty zywnosciowe s dodatko-
wo wzbogacane w witamine D, natomiast w kra-
jach muzutmariskich stréj kobiety szczelnie osta-
niajacy ciato uniemozliwia skérng synteze witami-
ny D, co ma niewatpliwy wpltyw na zmniejszong
jej pule w organizmie nowo narodzonego dziecka.
Odmienne uwarunkowania sa wiec przyczyna
trudnosci poréwnawczych danych zawartych
w pismiennictwie zagranicznym dotyczacych za-
sobéw ustrojowych witaminy D z wynikami ba-
dan przeprowadzonych w populacji polskich no-
worodkéw.

Czech-Kowalska, analizujac stezenia kalcidio-
lu u 37 noworodkéw donoszonych, nie stwierdzi-
ta réznic w zasobach ustrojowych witaminy D
miedzy dzie¢mi matek zamieszkatych na tere-
nach wiejskich a noworodkami matek mieszkaja-
cych w miescie [1]. Wydawatoby sie, ze matki
zamieszkate na obszarach wiejskich, z dala od
zanieczyszczen atmosfery uprzemystowionych
miast, sg bardziej eksponowane na promienie
storica. Ponadto mozna przypuszczaé, ze wiecej
przebywaja na otwartej przestrzeni i wobec tego
wieksza jest ich synteza skérna witaminy D. Jed-
nakze zmiany cywilizacyjne zachodzace takze
i w naszym spoteczenistwie powoduja, ze ludzie
coraz wiecej czasu spedzaja w domu, w za-
mknietych przestrzeniach, z ograniczonym doste-
pem do sSwiatta stonecznego, a kobiety w okresie
cigzy unikaja ekspozycji na storice. Z ciekawym
przypadkiem, przeciwnym do tej ostatniej obser-
wacji, zetkneli sie francuscy lekarze w swej pracy
poswieconej metabolizmowi witaminy D u wcze-
$niakéw. Oceniali oni stezenia kalcidiolu i kalci-
triolu w populacji francuskich wczesniakéw
i stwierdzili nieoczekiwanie wysokie stezenia kal-
cidiolu u dwojga dzieci — pary bliZnigt. Okazato
sie, ze ich matka w ostatnim okresie ciagzy mie-
sigc wakacji spedzita na plazy dla nudystéw, na
jednej z wysp greckich, a nastepnie kontynuowa-
ta ekspozycje na promienie UV, korzystajac przez
tydzien z solarium [2].

Interesujace obserwacje na temat zwiazku ma-
sy ciata noworodkéw ze stezeniem kalcidiolu za-
prezentowali badacze kanadyjscy po przeprowa-
dzeniu analizy stezeri kalcidiolu w surowicy krwi
50 matek i ich donoszonych noworodkéw. Auto-
rzy ci dokonali nie tylko oceny stezeri kalcidiolu
w surowicy krwi matek oraz w krwi pepowinowej
noworodkow, ale dokonali takze u dzieci pomia-
ru zawartosci mineratéw w kosciach (BMC - Bo-
ne Mineral Content) oraz doktadnych parametréw
antropometrycznych. U 36% dzieci stwierdzono
hipowitaminoze D (stezenie kalcidiolu w krwi pe-

powinowej ponizej normy). Okazato sie, ze nie-
dobér witaminy D byt zwigzany z wiekszg masa
ciafa, dtugoscia i obwodem gtowy, zaréwno przy
urodzeniu, jak i w ciagu nastepnych dwdéch tygo-
dni obserwacji (dzieci z hipowitaminoza D byty
ciezsze i dtuzsze w poréwnaniu z noworodkami
z prawidtowymi poziomami kalcidiolu). Ponadto
noworodki z hipowitaminoza D miaty nizsze war-
tosci BMC (wyrazone w gramach). Stwierdzono
rowniez ujemng korelacje miedzy wartosciami
BMC u dzieci a stezeniami kalcidiolu u ich matek.
Pomimo wiekszych rozmiaréw noworodki z hipo-
witaminoza D miaty gorsze parametry mineraliza-
cji kosci w stosunku do ich masy ciata. Zasoby
ustrojowe witaminy D u tych noworodkéw byty
wiec niewystarczajace, by sprosta¢ zapotrzebo-
waniom i zapewni¢ odpowiednig mineralizacje
szkieletu. Noworodki ciezsze i dtuzsze powinny
mie¢ wyzsze wartosci BMC, poniewaz ich szkie-
let byt wiekszy [3].

Bez odpowiedzi pozostaje pytanie, czy pora
roku urodzenia ma wptyw na zasoby ustrojowe
witaminy D u nowo narodzonego dziecka, a tym
samym na jego zapotrzebowanie na witamine D.
Cytowana juz wczesniej polska autorka, analizu-
jac zasoby ustrojowe witaminy D u 37 donoszo-
nych, eutroficznych, polskich noworodkéw (krew
do badar pobierano jednorazowo - do 5. d.z.)
nie stwierdzita zwigzku miedzy poziomami wita-
miny D u noworodka a pora roku, w ktérej doszto
do narodzin, tzn. noworodki urodzone w sezonie
letnio-jesiennym miaty srednie stezenia kalcidio-
lu tylko nieco wyzsze, nieistotne statystycznie,
w poréwnaniu z dzie¢mi urodzonymi w okresie
zimowo-wiosennym [1]. Ponad dwadziescia lat
temu (w 1987 r.) inni polscy autorzy [4] dokonali
odmiennych obserwacji. Stwierdziwszy, ze ,mato
uwagi poswieca sie wptywowi przebiegu cigzy
na zasoby ustrojowe witaminy D noworodka
w chwili urodzenia”, przeprowadzili badania do-
tyczace sezonowej zmiennosci stezen kalcidiolu
w surowicy krwi ciezarnych i ich noworodkéw.
Do badari zakwalifikowano kobiety po przebyciu
prawidtowej cigzy i porodu oraz ich zdrowe, do-
noszone noworodki. Pierwsza grupe stanowity
kobiety, ktére urodzity w sierpniu lub we wrze-
$niu (tzw. ciagza letnia), do drugiej zas grupy za-
kwalifikowano pacjentki, ktérych porody odbyty
sie w marcu (tzw. cigza zimowa). Stwierdzono
statystycznie istotng réznice miedzy Srednim po-
ziomem kalcidiolu u matek i dzieci z grupy
| a srednim poziomem kalcidiolu u matek i dzie-
ci z grupy Il. Uzyskano ponadto korelacje miedzy
stezeniami kalcidiolu w surowicy krwi matki
a stezeniem kalcidiolu w surowicy krwi pepowi-
nowej. Wyniki powyzszych badari potwierdzity
zalezno$¢ zasobéw ustrojowych witaminy D no-
worodka od zasobéw witaminy D u matki oraz
wykazaty réznice w stezeniu kalcidiolu w surowi-
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cy w zaleznosci od pory roku. W ,ciazy letniej”
poziomy stezen kalcidiolu byty wysokie zaréwno
u matek, jak i dzieci, i miescity sie w zakresie
norm ustalonych dla zdrowej populacji. Brak su-
plementacji witaminy D nie wptywat na obnize-
nie sie poziomu stezen kalcidiolu ani u matek,
ani dzieci nalezacych do grupy I. Poziomy wita-
miny D w ,ciazy zimowej” byty istotnie nizsze,
za$ w podgrupie bez suplementacji — byty kry-
tycznie niskie. Autorzy tych badari wysnuli wnio-
sek, ze w warunkach polskich zapotrzebowanie
na witaming D w ,ciazy letniej” jest pokryte
przez odpowiednio zwiekszong synteze skdrna.
W ,ciazy zimowej” natomiast konieczne jest do-
ustne podawanie preparatéw witaminy D w ostat-
nim trymestrze cigzy przebiegajacym w zimie.
Wedtug autoréw cytowanych badan na zasoby
ustrojowe witaminy D matki i noworodka wpty-
wata wiec pora roku, w jakiej przebiegaty ostat-
nie miesigce ciazy [4].

Rézne sa jednak dane z pismiennictwa Swia-
towego dotyczace sezonowej zmiennosci stezen
witaminy D, zwiazanej z synteza w skoérze pod
wptywem promieni stonecznych. Z badari Nam-
gung i wsp. wynika, ze noworodki urodzone zi-
ma miaty nizsza gestos¢ mineralng kosci w po-
réwnaniu z dzie¢mi, ktére przyszty na swiat la-
tem [5]. W niektérych doniesieniach podkresla
sie sezonowa zmiennosc¢ stezen kalcidiolu, ktére
sa wyzsze zaréwno u ptodu, jak i u matki w mie-
sigcach letnich, gdy ekspozycja na Swiatto sto-
neczne jest wieksza [6-10]. Jednak w innych pra-
cach takiej zaleznosci nie zaobserwowano, tzn.
nie stwierdzono nizszych wartosci stezen kalci-
diolu u ciezarych i noworodkéw urodzonych
w sezonie zimowo-wiosennym [11, 12]. Trudno
wiec jednoznacznie przyjac¢ kryterium pory roku,
w ktérej miaty miejsce narodziny, jako kryterium
istotne w okresleniu zapotrzebowania na witami-
ny D w okresie noworodkowym.

W praktyce lekarze podstawowej opieki zdro-
wotnej (lekarze rodzinni), dokonujac oceny zapo-
trzebowania na witamine D, postuguja sie czesto
wielkoscig ciemienia przedniego. Na fakt zawod-
nosci kierowania sie jedynie wymiarami ciemie-
nia przedniego w ocenie zapotrzebowania na wi-
taming D zwrdcit uwage Konsultant Krajowy
w dziedzinie Pediatrii w ostatnich zaleceniach
dotyczacych suplementacji witaminy D: ,Zespé6t
ekspertéw, ktéry przygotowat zalecenia, zwraca
uwage, ze nie ma zadnych podstaw do zmiany
zalecanego dawkowania witaminy D jedynie na
podstawie stwierdzenia izolowanych objawoéw,
takich jak: nieprawidtowa wielkos¢ ciemienia,
opd6znione zabkowanie, opdZnione pojawianie
sie jader kostnienia gtowy kosci udowej czy
nadmierne pocenie sie dziecka! W razie watpli-
wosci diagnostycznych nalezy w takich przypad-
kach oznaczy¢ podstawowe parametry gospodar-

ki wapniowo-fosforanowej oraz stezenie witami-
ny D (250H-D)” [13].

Niedobory witaminy D moga wystepowac juz
w pierwszych dobach zycia dziecka, poniewaz
w tym okresie czasu Zrédtem witaminy D pozo-
stajg wylacznie zapasy zgromadzone in utero,
a pula witaminy D zgromadzona wewnatrzma-
cicznie zalezy od zasobéw ustrojowych matki.
Suplementacja witaminy D w okresie ciazy wpty-
wa korzystnie na parametry gospodarki wapnio-
wo-fosforanowej u noworodka. W krajach o ni-
skim nastonecznieniu i braku wzbogaconych
w witaminy D produktéw spozywczych zaleca
sie suplementacje tej witaminy, zwtaszcza
w ostatnim trymestrze ciazy. Na obszarze potkuli
potnocnej endogenna synteza witaminy D jest
ograniczona porg roku — zwykle od kwietnia do
sierpnia. Tak wiec i w naszej szerokosci geogra-
ficznej niedostateczne nastonecznienie powodu-
je, ze konieczna staje sie suplementacja witaminy
D u ciezarnych zgodnie z zaleceniami — 400
IU/dobe przez caty okres ciazy. W przypadku po-
dazy tylko w ostatnim trymestrze cigzy zaleca sie
zwiekszenie dawki do 1000 IU. W badaniach
przeprowadzonych w Polsce wykazano, ze no-
worodki matek, ktére otrzymywaty 400 1U/dobe,
nie krécej niz przez 4 ostatnie miesigce ciazy,
miaty prawidtowe stezenia kalcidiolu w surowi-
cy. U noworodkéw matek niestosujacych suple-
mentacji w okresie ciazy, badZ za krétko przyj-
mujacych preparaty wielowitaminowe, stwier-
dzono stezenia kalcidiolu ponizej normy, co
$wiadczyto o niewystarczajacych zasobach ustro-
jowych witaminy D w organizmie tych dzieci
i zwiekszonym zapotrzebowaniu. Do czasu roz-
poczecia suplementacji u noworodka witamina
D zawarta w diecie musi zaspokaja¢ potrzeby
organizmu. Uwzgledniajac fakt, ze mleko ludzkie
zawiera bardzo niewielkie ilosci witaminy D, no-
worodki karmione piersig (zaréwno eutroficzne,
jak i z mata masa urodzeniows ciata) sg szczegol-
nie zagrozone niedoborem witaminy D i jego
konsekwencjami [11, 14].

Prasa kobieca, adresowana do przysztych ma-
tek, zawiera obecnie wiele reklam réznych pre-
paratéw wielowitaminowych przeznaczonych
dla kobiet w ciazy, dostepne sg takze blankiety
kart przebiegu ciazy wydrukowane przez firmy
farmaceutyczne produkujace preparaty wielowi-
taminowe dla ciezarnych. Przy takiej stosunkowo
agresywnej kampanii reklamowej prawie jedna
czwarta kobiet w ciazy (wyniki badari wtasnych
[15]) suplementacji witamin, szczegélnie witami-
ny D, nie stosuje w ogdle, co zwigksza ryzyko hi-
pokalcemii noworodkowej i moze prowadzi¢ do
zahamowania wzrostu wewngatrzmacicznego
ptodu, opéZnionego wzrastania w 1. r.z oraz hi-
poplazji szkliwa zebéw. W 2004 r. Hollis i Wa-
gner opublikowali wyniki swoich badan, w kto-
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rych opisali dtugofalowy wptyw zasobéw ustrojo-
wych witaminy D u ciezarnych na rozwdj ich
dzieci - dzieci matek z hipowitaminoza D
w okresie ciazy (wyrazona niskim stezeniem kal-
cidiolu) miaty obnizong gestos¢ mineralng kosci
i mniejsza mase ciata w 9. r.z. w poréwnaniu
z dzie¢mi matek z prawidtowymi poziomami wi-
taminy D [16].

Dzieki szeroko zakrojonym badaniom popula-
cyjnym i laboratoryjnym obecnie wiadomo, ze
witamina D wptywa nie tylko na rozwdj i prawi-
dtowe funkcjonowanie szkieletu cztowieka, ale
takze na inne — wydawatoby sie bardzo odlegte —
struktury i narzady. W 2001 r. Hypponen i wsp.
z kilku osrodkéw klinicznych w Europie przedsta-
wili wyniki wieloosrodkowych badan, ktérych ce-
lem byto okreslenie wptywu suplementacji wita-
miny D na czestos¢ wystepowania cukrzycy typu
1. Badaniem objeto 12 055 kobiet ciezarnych,
u ktérych poréd nastapit w 1966 r. Z ciaz tych
urodzito sie 12 058 zywych dzieci; do analizy sta-
tystycznej zakwalifikowano 10 366 dzieci. W cia-
gu 31 lat obserwacji oceniano w catej grupie cze-
stos¢ wystepowania cukrzycy typu 1. W trakcie
obserwacji u 81 badanych dzieci rozpoznano cu-
krzyce typu 1. Ocenie poddano wielkos¢ suple-
mentacji witaminy D w 1. r.z. tych dzieci i wyka-
zano, ze podawanie witaminy D bylo zwiazane
ze zmniejszeniem czestosci wystepowania cu-
krzycy typu 1. Na podstawie tych badarn autorzy
pracy wnioskuja, ze rozwdj cukrzycy typu 1 jest
zwiazany z niska podaza witaminy D. O tych od-
legtych skutkach suplementacji witaminy D nale-
zy pamietaé, analizujac zapotrzebowanie na te
witamine w okresie noworodkowym [17].

W Polsce od wielu lat podaje sie profilaktycz-
nie witamine D niemowletom, jednakze zalece-
nia dotyczace dawkowania witaminy D w okresie
noworodkowym zmieniaty sie. W przesztosci za-
lecenia te byty ujednolicone i nie réznicowaty
sposobu karmienia dzieci na karmienie naturalne
i sztuczne. Nie uzalezniano takze wielkosci su-
plementacji u noworodka od wielkosci suple-
mentacji matki w okresie ciazy. W ostatnich zale-
ceniach Konsultanta Krajowego w dziedzinie Pe-
diatrii (z 2004 r.) wielkos¢ stosowanych dawek
witaminy D u noworodka jest zréznicowana za-

Pismiennictwo

rowno w zaleznosci od tego, czy matka przyj-
mowata preparaty wielowitaminowe w okresie
ciazy, jak i od sposobu karmienia noworodka.
Wedtug tych zaleceri kobiety ciezarne powinny
uzupetniac¢ diete witaming D w dawce 400 U wi-
taminy D dziennie, poczawszy od drugiego try-
mestru ciazy. taczne spozycie witaminy D z die-
ty i preparatéw farmaceutycznych w przypadku
noworodkéw donoszonych powinno wynosic
400 IU dziennie. Noworodek karmiony piersia,
ktérego matka nie otrzymywata witaminy D
w ostatnim trymestrze cigzy, wymaga wczesniej-
szego rozpoczecia jej podawania — czyli juz od
pierwszych dni zycia w dawce 400 IU witaminy
dziennie. Jezeli matka przyjmowata witamine
D w ostatnim trymestrze ciazy, witamine te nale-
zy podawac dziecku dopiero od 3. tygodnia zy-
cia. Natomiast noworodki karmione mlekiem mo-
dyfikowanym, spozywajace (na dobe) wystarcza-
jaca objetos¢ mleka do zapewnienia dobowego
zapotrzebowania na witamine D, nie wymagaja
dodatkowej suplementacji tej witaminy [16].

W ostatnich latach w Polsce nastapity istotne
zmiany dotyczace zaréwno srodowiska, jak i za-
chowan spotecznych, ktére maja niewatpliwy
wptyw na wartosci stezeri witaminy D w organi-
zmie noworodka. Wzrosto spozycie preparatow
wielowitaminowych przez kobiety cigzarne, mie-
szanki mleczne i coraz liczniejsze produkty zyw-
nosciowe s3 wzbogacone w witamine D. Z tego
powodu panuje poglad, ze stosowanie ujednoli-
conej dawki profilaktycznej witaminy D w okre-
sie noworodkowym moze by¢ powodem jej prze-
dawkowania i wynikajacych z tego nastepstw.
Obecnie na rynku farmaceutycznym sa dostepne
réznorodne postacie witaminy D. S to roztwory
wodne, olejowe, jak réwniez preparaty wielowi-
taminowe zawierajace w swym sktadzie réwniez
i te witamine. Zr6znicowane zapotrzebowanie na
witamine D, a takze ryzyko jej przedawkowania
stanowig o koniecznosci indywidualnego okre-
Slenia zapotrzebowania na te witaminge u nowo-
rodka, a w przypadku wdrozenia suplementacji
ustalenia dawkowania w oparciu o wywiad, ba-
danie fizykalne oraz wyniki badari dodatkowych
(11, 18].
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Immersja wodna w pierwszym okresie porodu
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Water immersion in the first stage of labour
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A - przygotowanie projektu badania, B — zbieranie danych, C — analiza statystyczna, D — interpretacja danych,
E — przygotowanie maszynopisu, F — opracowanie pismiennictwa, G — pozyskanie funduszy

Immersja wodna jest stosowana w pierwszym okresie porodu celem ztagodzenia béléw porodo-
wych oraz relaksacji tkanek migkkich krocza, dzigki czemu rodzaca sie gtéwka nie napotyka silnego oporu, co
pozwala jej na tagodniejsze i szybsze przejscie przez kanat rodny. Kobieta rodzaca czuje sie bardziej zrelakso-
wana, tatwiej tez znosi béle porodowe.

Stowa kluczowe: immersja wodna, b6l porodowy, zabiegi potoznicze, krwawienie.

Water immersion is used in the first stage of labour in order to decrease labour’s pain and to relax soft
tissues of perineum. Due to that procedure a head that is being born does not meet a heavy resistance which al-
lows it going through parturient canal in a gentle and fast way. Women giving birth feel more relaxed and indul-

ge labour’s pain much more easier.

Key words: water’s immersion, labour’s pain, obstetric surgery, haemorrage.

Najstarsze Zrédta na temat immersji wodnej
siegaja czasow starozytnego Egiptu. Wedtug hi-
storycznych przekazéw, Kleopatra VII urodzita
dwoje dzieci [69-30 a.n.ch.], korzystajac z kapie-
li w wodzie. W 1805 r. opisano przypadek kobie-
ty, ktéra po dwéch dniach nieskutecznego poro-
du, weszta do goracej wody i wkrétce po tym
w niej urodzita [1].

Za pioniera wodnych porodéw uwaza sie Ro-
sjanina z Odessy — nauczyciela wychowania fi-
zycznego — Igora Charkovsky’ego, ktéry od 1960
r. zaczat eksperymentowac i przeprowadzac¢ po-
rody w wodzie, mimo iz nie posiadat profesjonal-
nego wyksztatcenia [2].

Pierwsze opracowanie naukowe powstato we
Francji. Autorem byt dr Michel Odent, ktéry
w swej Klinice w Pithiviers, na podstawie wielo-
letnich obserwacji, stwierdzit, iz naturalne oraz
przyjazne otoczenie wokot rodzacej kobiety
stwarza najbardziej optymalne warunki do poro-
du. Pozwalat on kobietom na swobodne i nie-
skrepowane zachowanie w czasie porodu i od-
kryt, ze wiele sposréd nich w trakcie pierwszej,
najtrudniejszej fazy porodu odczuwato silng po-
trzebe kapieli, kontaktu z woda. Zbudowat wiec
w swojej klinice niewielki basen o dtugosci 2 me-
trow i gtebokosci 80 cm. Zaobserwowat, ze kon-

takt z woda przynosi rodzacej ulge oraz tagodzi
bolesnosc¢ skurczéw rozwierajacych szyjke maci-
cy [3].

W wielu osrodkach europejskich porody
w wodzie propagowane sa od potowy lat 80.
ubiegtego wieku [4-6]. Do Polski dotarty w la-
tach 90. i odbywaja sie juz w wielu osrodkach.
Polskimi pionierami w tej dziedzinie sq Klinika
Perinatologii Instytutu Ginekologii i Potoznictwa
AM w todzi oraz Katedra i Oddziat Kliniczny
Potoznictwa w Tychach Slaskiego Uniwersytetu
Medycznego w Katowicach [5, 6]. W naszym
kraju, pierwszy poréd w wodzie odbyt sie
1.06.1996 r. w tédzkiej Klinice Perinatologii, pod
okiem prof. Laudariskiego [7]. W Klinice Potoz-
nictwa, Choréb Kobiecych i Ginekologii Onko-
logicznej CM w Bydgoszczy immersja wodna od
kilku lat promowana jest wsréd ciezarnych oraz
z powodzeniem stosowana w pierwszym okresie
porodu. Obserwujemy staty wzrost zaintereso-
wania pacjentek ta formg porodu, co ma takze
Scisty zwiazek z rozpowszechnianiem tej meto-
dy w mediach.

Samo okreslenie ,immersja wodna” (fac. im-
mergo — zanurzam) wedtug definicji oznacza za-
nurzanie w wodzie. W czasie immersji wykorzy-
stywane jest fagodzace dziatanie wody na odczu-
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wane béle porodowe [4]. Przed zastosowaniem
immersji wodnej muszg by¢ spetnione okreslone
warunki dotyczace zaréwno kobiety rodzacej, jak
i wlasciwosci biofizycznych sprzetu oraz wiedzy
personelu medycznego. Czas trwania zanurzenia
w wodzie wynosi od 20 do 30 minut i moze by¢
kilkakrotnie powtérzone podczas pierwszego
okresu porodu, z zachowaniem co najmniej pét-
godzinnych odstepow [5, 6, 8-11].

W niektérych osrodkach zagranicznych do
immersji stosowana jest woda destylowana, jed-
nakze jej niezbednos¢ nie zostata potwierdzona
zadnymi badaniami klinicznymi [2].

Wiekszosc¢ osrodkéw potozniczych uzywa wo-
dy biezacej, ktorej temperatura powinna wynosic
36-37°C, a poziom wody nie moze siegac¢ powy-
zej pepka kobiety. Wanny stosowane do immersji
wodnej sa specjalnie przygotowane z modelowa-
nymi siedzeniami i oparciami oraz z mozliwoscia
filtracji wody. Sa takze wyposazone w mechani-
zmy regulacyjne, umozliwiajace obnizenie wanny
dla kobiety wchodzacej oraz podwyzszenie, aby
utatwic¢ potoznikom kontakt z rodzaca. Ciezarna,
ktéra zdecyduje sie skorzystac z takiego sposobu
prowadzenia porodu musi spetniac okreslone kry-
teria potoznicze: rozwarcie szyjki macicy powin-
no wynosi¢ co najmniej 4 cm, czes¢ pochwowa
szyjki macicy powinna by¢ zgtadzona, czynnosc
skurczowa miesnia macicy regularna — normoto-
niczna. Pecherz ptodowy wedtug wiekszosci do-
niesier [6, 8-10] nie musi by¢ zachowany. Nale-
zy jednak pamieta¢, aby parametry infekcyjne
u pacjentki po odejsciu wod ptodowych nie byty
podwyzszone. Przeciwwskazaniami matczynymi
do zastosowania immersji wodnej sa m.in.: wszel-
kiego rodzaju infekcje drég rodnych [5], nadci-
$nienie tetnicze i zagrazajacy stan przedrzucaw-
kowy, krwawienia z drég rodnych, zdekompenso-
wane wady zastawkowe serca oraz niewydolnos¢
serca w i IV klasie wedtug NYHA, uposledzenie
umystowe uniemozliwiajace wspotprace z pa-
cjentka, skérne zmiany ropne, choroby zakazZne
zaréwno przenoszone droga ptciowa, jak i kropel-
kowa, lek przed woda i oczywiscie brak zgody pa-
cjentki [6, 8, 11].

Do przeciwwskazan ze strony ptodu zalicza-
my przede wszystkim zagrazajaca zamartwice
wewnatrzmaciczng ptodu, niewydolnosé tozy-
ska, zaburzenia rytmu serca ptodu stwierdzone
we wczesniejszych badaniach ultrasonograficz-
nych, potozenie poprzeczne ptodu, utozenia od-
gieciowe, wiek cigzowy < 38 hbd [6, 8].

Personel medyczny opiekujacy sie pacjentka-
mi poddawanymi immersji wodnej musi posiadac
duze doswiadczenie kliniczne. Kazda pacjentka
powinna by¢ zbadana przez lekarza potoznika
celem oceny sytuacji potozniczej przed i po za-
koriczeniu immersji wodnej. Dobrostan ptodu
oceniany jest na podstawie co najmniej 30-minu-

towego zapisu NST. Wszystkie ciezarne majg wy-
konane badanie USG okreslajace mase ptodu,
potozenie ptodu, lokalizacje i dojrzatos¢ tozyska
oraz ilos¢ wéd ptodowych.

Ciezarna podczas immersji przebywa w wo-
dzie okoto 20-30 minut. W tym czasie pozostaje
ona pod $cistym nadzorem doswiadczonej potoz-
nej, ktéra w razie wystapienia komplikacji potra-
fi szybko zareagowac [6, 8-11].

Kontrowersyjny problem stanowi ryzyko in-
fekcji — zaréwno u matki, jak i u noworodka. Jed-
nakze liczne doniesienia z literatury wskazuja na
brak réznic w stosunku do porodéw tradycyjnych
w noworodkowych wynikach, takich jak: punkta-
cja Apgar, pH krwi pepowinowej oraz wystepo-
wania infekcji [12-14]. Réwniez infekcje u matki
nie sg czestym zjawiskiem, a posocznica wyste-
puje z czestoscia typowa dla populacji. Istnieja
doniesienia méwigce o mozliwosci wystapienia
posocznicy u noworodkéw, ktéra moze by¢ spo-
wodowana porodem w wodzie. W 1994 r. Rawal
opisat przypadek wystapienia posocznicy spowo-
dowanej przez pseudomonas u noworodka uro-
dzonego w wodzie [15]. Nalezy pamieta¢ réw-
niez o mozliwosci infekcji dla personelu asystuja-
cego przy takich porodach, jesli nie zostang
zachowane warunki aseptyki. llustracje opubliko-
wane w wielu pracach pokazuja, ze personel me-
dyczny zanurza rece w wodzie bez rekawiczek.
Uzycie jatowych, dtugich (do tokcia) rekawic
ochronnych zmniejsza ryzyko infekcji, zaréwno
personelu, jak i rodzacej oraz dziecka.

Do tej pory w naszej Klinice immersje wodna
zastosowano u 93 rodzacych. Analizujac przebieg
porodu, bralismy czas trwania I, I, [l okresu poro-
du, postep w rozwieraniu szyjki macicy, stopien
zaawansowania gtéwki w kanale rodnym, rodzaj
stwierdzanych obrazen kanatu rodnego (peknie-
cie szyjki, sluzéwki pochwy, krocza), liczbe i ro-
dzaj wykonanych zabiegéw potozniczych (nacie-
cie i szycie krocza, tyzeczkowanie jamy macicy,
reczne oddzielenie tozyska, kleszcze potoznicze,
préznociag), ilos¢ utraconej krwi i stan dziecka po
urodzeniu oceniany na podstawie punktacji we-
dtug skali Apgar [16-18, 21]. Grupe kontrolna sta-
nowity pacjentki, ktére nie wyrazity zgody na im-
mersje wodng. W pierwszej dobie po porodzie
pacjentki poproszono o wypetnienie ankiety, co
pozwolito ocenic stopien zadowolenia pacjentek,
a takze przeprowadzi¢ ocene odczuwania bélu
porodowego. Otrzymane przez nas wyniki sa
zgodne z danymi z pismiennictwa [9-11, 21].

Poréd stanowi stres zaréwno dla matki, jak
i dla rodzacego sie dziecka. Noworodek jest
zmuszony w dos¢ krotkim czasie przejs¢ przez
kanat rodny ze Srodowiska wodnego, cieptego
i ciemnego do hatasliwego srodowiska z jaskra-
wym swiattem o znacznie nizszej temperaturze
[8, 16].
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U kobiet poddanych immersji wodne;j
w pierwszym okresie porodu zaobserwowano
znacznie szybsze zstepowanie gtéwki ptodu
w kanale rodnym — co przejawiato si¢ znacznie
krétszym czasem trwania pierwszego okresu po-
rodu, jednoczesnym mniejszym bélem bedacym
efektem tagodzacego, relaksacyjnego i rozluznia-
jacego dziatania cieptej wody. Ciepto przekazy-
wane tkance miesniowej krocza relaksuje wiékna
migsniowe, czyniagc migsnie dna miednicy bar-
dziej podatnymi na rozciaganie przez zstepujaca
gtéwke, co w efekcie zmniejsza liczbe wykony-
wanych zabiegéw potozniczych, takich jak naci-
nanie krocza, oraz zmniejsza liczbe samoistnych
pekniec krocza [16-19].

Istotng kwestie dla potoznika stanowi prze-
bieg trzeciego okresu porodu oraz ilos¢ utraconej
krwi przez rodzaca. Na podstawie uzyskanych
wynikéw zaobserwowalismy, ze utrata krwi u pa-
cjentek poddanych immersji wodnej miesci sie
w granicach 50-150 ml i jest nizsza niz u pacjen-
tek z grupy kontrolnej, a takze liczba zabiegow
wytyzeczkowania jamy macicy jest w tej grupie
istotnie statystycznie nizsza niz w grupie kontrol-
nej. Najprawdopodobniej jest to wynikiem deli-
katnego, ale systematycznego masazu miesnia
macicy przez wode, w efekcie czego nawet po
wydaleniu ptodu macica nie jest tak zmeczona,
jak po porodzie fizjologicznym i przebieg trzecie-

PiSmiennictwo

go okresu jest bezpieczniejszy, z wyraZnie
zmniejszonym ryzykiem krwawienia poporodo-
wego [9, 11, 19-21].

Sita wyporu wody, zmniejszajac ciezar maci-
cy, zmniejsza nacisk na kos¢ krzyzowa rodzacej,
a tym samym powoduje zmniejszenie dolegliwo-
$ci bolowych z tym zwiazanych [18, 20]. Pa-
cjentki, w przeprowadzonych przez nas ankie-
tach, wyrazity zadowolenie z takiego sposobu
prowadzenia porodu, deklarujac réwniez chec
skorzystania z immersji wodnej w nastepnej cia-
zy. Podkreslaty, iz odczuwaty zdecydowana ulge
w dolegliwosciach bélowych, zwtaszcza bezpo-
$rednio po zanurzeniu do wody, natomiast pod
koniec planowanego czasu trwania immersji,
skurcze charakteryzowata znaczna bolesnosc,
poréwnywalna do tej poza woda. Mimo to pa-
cjentki czuty sie zdecydowanie zrelaksowane
i 1zejsze oraz — co byto dla nich wazne — mogty
przybiera¢ dowolng pozycje dogodng dla wtas-
nych potrzeb [20, 22].

Wyniki te potwierdzaja, iz rozluznione dziata-
niem wody migsnie dolnych partii ciata i krocza
tatwiej sie rozciagaja, dzieki czemu rodzaca sie
gtéwka nie napotyka silnego oporu, co pozwala
jej na fagodniejsze i szybsze przejscie przez ka-
nat rodny. Jednoczesnie pierwszy i drugi okres
porodu trwa krocej, a dolegliwosci bélowe sa
mniej odczuwane przez rodzace.
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W zwiazku z rozwojem i rosnaca dostepnoscia nowoczesnych technik obrazowania zmiany guz-
kowe tarczycy sa coraz czesciej wykrywana patologia narzadowa. Badaniem palpacyjnym diagnozowane sa
u okoto 3-7% populacji, a sonograficznym — dziesieciokrotnie czesciej. Choroba guzkowa w wiekszosci przebie-
ga bezobjawowo i nie towarzysza jej zaburzenia czynnosci tarczycy. Kluczowym zadaniem diagnostycznym jest
wytonienie oséb, u ktérych zmiany maja charakter ztosliwy. Badanie USG potaczone z biopsja cienkoigtowa jest
najbardziej efektywna metoda diagnostyki. Zmiany tagodne moga by¢ leczone zachowawczo, natomiast w przy-
padku zmian podejrzanych i ztosliwych konieczne jest leczenie operacyjne. Leczenie supresyjne L-tyroksyna
w Swietle aktualnych zalecen pozostaje kontrowersyjne. Terapia izotopowa zarezerwowana jest dla pacjentéw
z nadczynnoscia i wybranych przypadkéw wola wieloguzkowego nietoksycznego. Celem niniejszego opracowa-
nia jest podsumowanie podstawowych i aktualnych zaleceri dotyczacych rozpoznawania i leczenia choroby guz-
kowej tarczycy.

Stowa kluczowe: guzki tarczycy, ultrasonografia tarczycy, badania przesiewowe, diagnostyka endokrynologiczna.

Due to the development and increasing accessibility of modern imaging techniques, thyroid nodules
have become a very frequently diagnosed pathology. They are clinically detected in about 3-7% of population
but sonographically-in ten times more. Thyroid nodular disease is usually asymptomatic and is not associated with
disturbances in thyroid function. The key role in the management of this pathology is to detect malignancy. Ultra-
sound examination of the thyroid combined with fine-needle aspiration biopsy is the most effective means of dia-
gnostics. While benign lesions may be treated conservatively, malignant nodules and those of suspected malignan-
cy have to be managed surgically. Suppressive treatment with L-thyroxine in the light of current guidelines rema-
ins controversial. Radioisotope therapy is to be limited to patients with hyperthyroidism and selected cases of
non-toxic multinodular goiter. The purpose of the following review is to summarize the basal and actual guideli-
nes related to the diagnosis and treatment of thyroid nodular disease.

Key words: thyroid nodules, thyroid ultrasonography, screening, endocrine diagnostics.

Wstep

Zmiany ogniskowe, stwierdzane palpacyjnie
badZ sonograficznie, sq czesto spotykang patolo-
gia gruczotu tarczowego. Klinicznie jawna i roz-
poznawalna badaniem fizykalnym choroba guz-
kowa tarczycy dotyka okoto 3-7% populacji [1].
Przesiewowe badania sonograficzne i autopsyjne
wskazujg natomiast, ze czestos¢ jej wystepowa-
nia moze by¢ nawet 10-krotnie wyzsza [1, 2].
Zmiany bezobjawowe i niewyczuwalne w bada-
niu palpacyjnym, a wykryte przypadkowo w ba-
daniach obrazowych, okreslamy mianem guzkéw
incydentalnych (incidentaloma). Konsekwencja

dynamicznego rozwoju i coraz wigkszej dostep-
nosci nowoczesnych technik obrazowania jest
dramatycznie rosnaca wykrywalno$¢ choroby
guzkowej tarczycy. Wobec stale powigkszajacej
sie populacji chorych, szczegélnie istotne staje
sie wypracowanie optymalnego sposobu poste-
powania w przypadku wykrycia tego schorzenia.
W praktyce lekarza rodzinnego, ale nie tylko, klu-
czowa role odgrywa umiejetnos¢ wyodrebnienia
z tej niejednorodnej grupy pacjentéw tych, ktérzy
wymagaja systematycznej obserwacji lub lecze-
nia zachowawczego badZ operacyjnego, a takze
wytonienia okoto 5% pacjentéw, ktérzy rozwing
zmiany ztosliwe [2].
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Celem niniejszego opracowania jest analiza
i podsumowanie zalecen dotyczacych rozpozna-
wania oraz postepowania w przypadku chorych
z klinicznie, jak i przypadkowo wykrytym scho-
rzeniem guzkowym tarczycy, w oparciu o aktual-
ne wytyczne Amerykariskiego i Europejskiego To-
warzystwa Tyreologicznego oraz Polskiego Towa-
rzystwa Endokrynologicznego.

Epidemiologia i patogeneza

Palpacyjnie wyczuwalne guzki tarczycy wy-
stepuja u okoto 5% kobiet i 1% mezczyzn zyja-
cych w regionach o prawidtowej podazy jodu [3].
Nalezy jednak pamietaé¢, ze zanim w 1997 r.
wprowadzono obligatoryjne jodowanie soli ku-
chennej, nasz kraj byt obszarem o znacznym nie-
doborze jodu. Skutkiem tego byta obserwowana
na obszarze catego kraju endemia wola stopnia
tagodnego lub umiarkowanego [4]. Na podstawie
przesiewowych badan sonograficznych tarczycy,
wedtug réznych opracowan, czestos¢ wystepo-
wania zmian ogniskowych szacuje sie na
19-67% populacji [2, 3]. Koresponduje to z wy-
nikami badari autopsyjnych, ktére potwierdzaja
wystepowanie guzkéw w badaniu ‘post mortem’
u ponad potowy 0séb nawet bez choroby tarczy-
cy w wywiadzie [4].

Choroba guzkowa tarczycy 4-5-krotnie cze-
Sciej dotyczy kobiet [5]. Do wystapienia zmian
guzkowych predysponowane sg réwniez osoby
starsze, jak i pacjenci z napromienianiem szyi
w wywiadzie. Z czynnikéw Srodowiskowych
o najwiekszym znaczeniu w patogenezie choroby
guzkowej nalezy na pierwszym miejscu wymienic¢
nieprawidtowa podaz jodu, a zwtaszcza jego nie-
dobdr, choc istnieja réwniez dane, ze nadmierne
spozycie jodu moze mie¢ podobne dziatanie [5].
W warunkach niedoboru jodu, zwtaszcza w okre-
sie wzrastania i ciazy, dochodzi do wigkszej wraz-
liwosci gruczotu tarczowego na dziatanie TSH.
Takze wiele innych substancji hormonalnych, neu-
ropeptydéw i immunoglobulin (insulinopodobny
czynnik wzrostu — IGF-1, czynnik wzrostu naskérka
— EGF, immunoglobuliny pobudzajace wzrost tar-
czycy — TG, estrogeny) wykazuje dziatanie goitro-
genne. Do mniej czestych przyczyn jej powstawania
naleza zwiazki wolotwércze stanowiace zanieczy-
szczenia przemystowe, w tym polihydroksyfenole,
pochodne kwasu ftalowego, weglowodory, zwiaz-
ki siarki, azotyny, chlorki, fluorki, tiocyjanki, meta-
le ciezkie, pestycydy, toksyny zawarte w dymie pa-
pierosowym badZ naturalne goitrogeny wystepuja-
ce w niektérych roslinach jadalnych (kapusta,
kalafior, brukselka, szpinak, orzeszki ziemne),
cho¢ maja one istotnie mniejsze znaczenie.
Znacznie rzadziej przyczyna powstawania wola
guzkowego sa wrodzone defekty enzymatyczne

syntezy hormondw tarczycy lub opornosc¢ na hor-
mony tarczycy. Pewna role w patogenezie choro-
by guzkowej moga odgrywac réwniez procesy im-
munologiczne i zapalne, stres, a takze leki hamu-
jace synteze badZ przyspieszajace metabolizm
hormondéw tarczycy (tyreostatyki, sulfonamidy, po-
chodne sulfonylomocznika, weglan litu, barbitura-
ny, fenytoina). Nalezy wspomnie¢, ze wszystkie
procesy nowotworowe zaréwno pierwotne, jak
i przerzutowe prowadza do powstania wola o cha-
rakterze guzkowym. Choroba guzkowa tarczycy
ma tendencje do wystepowania rodzinnego, stad
niezwykle istotna rola wywiadu w kierunku ro-
dzinnego wystepowania wola, w tym guzkowego,
choréb autoimmunologicznych czy raka tarczycy
(1, 4].

Postaci kliniczne i morfologiczne

Choroba guzkowa tarczycy przebiega najcze-
Sciej z eutyreoza, cho¢ moze towarzyszy¢ jej nad-
czynnos¢ badz niedoczynnos¢ tarczycy. W przy-
padku prawidtowej wartosci TSH mamy do czy-
nienia z wolem guzkowym obojetnym, ktére moze
mie¢ charakter pojedynczego guzka badZz wola
wieloguzkowego. Nadczynnos$c¢ i zmiany guzko-
we skojarzone sg przede wszystkim w przypad-
kach wola guzkowego toksycznego badz obecno-
$ci gruczolaka autonomicznego. Do najczest-
szych rozpoznan histopatologicznych tagodnych
zmian guzkowych tarczycy naleza: guzek koloi-
dowy, guzek hiperplastyczny, torbiele, limfocyto-
we zapalenie tarczycy oraz tagodne nowotwory,
takie jak: gruczolak pecherzykowy i guz z ko-
morek Harthle’a. Guzki tarczycy, cho¢ rzadziej,
moga towarzyszy¢ takim jednostkom klinicznym,
jak: zapalenie Hashimoto, choroba Gravesa-Base-
dowa, zapalenie ropne czy podostre ziarniniako-
we zapalenie tarczycy, znane réwniez jako cho-
roba de Quervaina. Wreszcie guzek moze byc
zmiang nowotworowa. Ze zmian ztosliwych zde-
cydowanie najczesciej wystepuje rak brodawko-
waty (carcinoma papillare), stanowiacy okoto
80% wszystkich rakéw tarczycy. Rzadziej moze-
my spotkac sie z rozpoznaniem raka pecherzyko-
wego (carcinoma folliculare), rdzeniastego (carci-
noma medullare) czy anaplastycznego (carcinoma
anaplasticum), czy jeszcze rzadszymi nowotwora-
mi z tkanek pozatarczycowych, jakimi sg chtonia-
ki czy guzy przerzutowe z innych narzadéw.

Diagnostyka
Badanie podmiotowe

Wiekszos¢ przypadkéw choroby guzkowej
tarczycy przebiega catkowicie bezobjawowo.
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Rzadko obserwuje sie objawy, takie jak: du-
sznos¢, uczucie przeszkody przy potykaniu,
chrypka wynikajaca z porazenia nerwu krtanio-
wego wstecznego, ucisk czy bol w okolicy szyi.
W wywiadzie nalezy zwréci¢ szczegélng uwage
na wymienione powyzej czynniki sprzyjajace wy-
stepowaniu choroby guzkowej tarczycy oraz ob-
cigzenie rodzinne.

Badanie przedmiotowe

Wobec rozwoju zaawansowanych metod
obrazowania tarczycy, a w szczegélnosci ultraso-
nografii, ostatnio jego znaczenie jest deprecjono-
wane jako badania o niskiej czutosci i doktadno-
Sci, a takze silnie zaleznego od doswiadczenia
i umiejetnosci badajacego. Nalezy jednak pod-
kresli¢ znaczenie tego prostego i tradycyjnego ba-
dania, wciaz niezwykle istotnego, zwtaszcza na
pierwszym etapie diagnostyki.

W trakcie ogladania nalezy zwrécié¢ uwage na
obecnosc blizn na szyi, wskazujacych na przebyta
operacje. Zaréwno ogladaniem, jak i w badaniu pal-
pacyjnym nalezy w pierwszej kolejnosci ocenic
rozmiar i symetrig tarczycy. W przypadku stwier-
dzenia guzkow istotne jest, aby okresli¢ ich liczbe,
wielkosé, konsystencje, bolesnosc, jak i przesuwal-
nos¢. Wiekszos¢ guzkéw mniejszych niz 1 cm nie
jest wyczuwalna, chyba ze zlokalizowane sg one
powierzchownie. Szczegdlnie trudno dostepne ba-
daniu palpacyjnemu sa guzki potozone na scianie
tylnej i nawet zmiany znacznych rozmiaréw moga
by¢ fatwo przeoczone. Badanie gruczotu tarczo-

= przebyte napromienianie glowy i szyi badz cate-
go ciata,

= rak tarczycy, zespoty genetyczne (MEN-2,
rodzinna polipowatosc¢ jelita grubego Gardnera,
zesp6t Cowden) u krewnego 1. stopnia,

= szybkie powiekszanie sie zmiany,

= chrypka,

= dusznosé

Ryc. 1. Dane z wywiadu mogace sugerowac¢ zmiane
ztosliwag

0 — brak wola

I - niewidoczne w swobodnym utozeniu gtowy:

IA — wole wyczuwalne palpacyjnie,

IB — widoczne w pozycji petnego wyprostu i po-
wiekszone palpacyjnie oraz kazde wole guz-
kowe,

Il - widoczne w swobodnym utozeniu gtowy,

Il — bardzo duze wole, widoczne z daleka

Ryc. 2. Klasyfikacja wielkosci wola wedtug WHO/IC-
CIDD

= pte¢ meska,

= wiek ponizej 20 lat i powyzej 65 lat,

= pojedynczy guzek (kontrowersyjne),

= znaczne rozmiary guzka (powyzej 4 cm),

= dynamiczny wzrost zmiany, zwfaszcza w trakcie
terapii L-tyroksyna,

= objawy lokalnego naciekania: chrypka, bél
w okolicy szyi, dysphagia,

= porazenie jednego/obu fatdéw gtosowych,

= guzki twarde, bolesne, nieprzesuwalne,

= powigkszenie weztéw chlonnych szyi,

= obecnosé przerzutéw odlegtych,

= mutacja protoonkogenu RET,

= wynik biopsji ztosliwy, podejrzany lub niedia-
gnostyczny w kolejnym badaniu

Ryc. 3. Czynniki ryzyka ztosliwosci guzka w badaniu
przedmiotowym i laboratoryjnym

= zmiana pojedyncza, lita lub mieszana,

= ognisko hipoechogenne,

= nieregularne granice i ksztatt zmiany,

= zatarte zarysy guzka, brak wyraznej otoczki,

= obecnosé mikrozwapnien (czesciej — rak bro-
dawkowaty i pecherzykowy), a takze makro-
zwapnien (czesciej — rak rdzeniasty),

= w badaniu USG dopplerowskim zwigkszone
ukrwienie wewnatrz guza,

= stosunek wymiaru przednio-tylnego/poprzecz-
nego > 1

= powigkszone, zmienione okoliczne wezty
chtonne

Ryc. 4. Cechy sonograficzne zmian podejrzanych
o ztosliwe

wego zawsze powinno by¢ potaczone z oceng re-
gionalnych weztéw chtonnych. Nie nalezy zanied-
bywac réwniez petnego badania internistycznego,
w ktérym nalezy dodatkowo poszukiwac odchyleri
ze strony innych uktadéw i narzadéw, tj. zmian
ocznych charakterystycznych dla orbitopatii tar-
czycowej, skoérnych (obrzek przedgoleniowy
i akropachia tarczycowa w chorobie Gravesa-Ba-
sedowa, przetoki i zmiany skérne w obrazie raka
anaplastycznego), poszerzenia zyt szyjnych na
skutek ucisku przez znacznych rozmiaréw wole
zamostkowe czy Srédpiersiowe, drzenia rak oraz
innych odchylen, typowych dla nadczynnosci
badZ niedoczynnosci tarczycy. To klasyczne bada-
nie moze juz wstepnie ukierunkowac na etiologie
obserwowanych zmian gruczotu tarczowego i wy-
znaczy¢ etapy dalszej diagnostyki.

Badania laboratoryjne

Oznaczenie TSH jest pierwszorzutowym
i podstawowym badaniem w ocenie czynnosci
tarczycy. Ma ono kluczowe znaczenie we wstep-
nym réznicowaniu wola obojetnego od nadczyn-
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nego. Najnowsze doniesienia méwig o roli wyj-
Sciowego oznaczenia TSH jako czynnika predyk-
cyjnego co do wystepowania zmian ztosliwych
w obrebie guzkoéw. | tak, przy niskim wyjsciowym
TSH prawdopodobieristwo obecnosci zmian zto-
Sliwych jest znikome, rosnie natomiast proporcjo-
nalnie ze wzrostem jego wartosci [11, 12]. Po-
trzeba poszerzenia diagnostyki o oznaczanie ste-
zenia wolnych hormonéw tarczycy: wolnej
tyroksyny (FT4) i wolnej tréjjodotyroniny (FT;) jest
dyskusyjna i w wielu przypadkach niekonieczna.
Powinna by¢ ograniczona do przypadkéw watpli-
wych oraz do oceny nasilenia nadczynnosci tar-
czycy i skutecznosci terapii oraz ustalenia dawki
supresyjnej L-tyroksyny w raku tarczycy. Podob-
nie oznaczenie przeciwciat przeciwtarczyco-
wych nie odgrywa znaczacej roli w diagnostyce
choroby guzkowej. Wskazane jest ono wytacznie
w przypadkach uzasadnionego podejrzenia cho-
roby autoimmunologicznej tarczycy (silnie obcia-
zony wywiad rodzinny, obnizenie echogennosci
tarczycy w badaniu USG). Oznaczenie kalcytoni-
ny powinno by¢ wykonane w kazdym przypadku
dodatniego wywiadu rodzinnego w kierunku raka
rdzeniastego tarczycy lub zespotu MEN 2 oraz
podejrzanego obrazu sonograficznego. Nato-
miast oznaczenie poziomu tyreoglobuliny nie jest
wskazane ani uzasadnione w przypadku diagno-
styki choroby guzkowe;j.

Badania obrazowe
USG tarczycy z biopsja aspiracyjna cienkoigtowa

Badanie ultrasonograficzne tarczycy w pota-
czeniu z biopsja aspiracyjna cienkoigtowa wyko-
nywang pod kontrolg USG stanowig podstawowe
narzedzie diagnostyczne w chorobie guzkowe;j
tarczycy. Ultrasonografia jest metoda szybka, ta-
nia, fatwo dostepna, a co najwazniejsze nieinwa-
zyjna i nieobciazajaca dla pacjenta. Charaktery-
zuje sie przy tym wysoka czutoscia w rozpozna-
waniu i monitorowaniu zmian ogniskowych,
zaréowno w badaniach przesiewowych, jak
i w przypadku juz rozpoznanej choroby guzko-
wej. Badanie umozliwia lokalizacje ognisk, ocene
wielkosci, struktury (zmiany lite, torbielowate),
echogenicznosci (zmiany bezechowe, hiper-, izo-,
hipoechogeniczne), obecnosci zwapnien, a takze
uwidocznienie przeptywéw w obrebie zmiany
oraz ocene okolicznych weztéw chtonnych, co
ma szczegolne znaczenie w przypadku zmian no-
wotworowych. Na rycinie 4 wymieniono sonogra-
ficzne cechy guzkéw, mogace sugerowac ztosliwy
charakter zmiany. Nalezy jednak zaznaczy¢, ze
wymienione cechy moga jedynie nasuwac podej-
rzenie ztosliwosci lub wskazywac na zwiekszone
jej prawdopodobieristwo, nie decyduja wszakze

Ryc. 5. Zmiana ,podejrzana” sonograficznie: ognisko
hipoechogenne, o nieregularnym ksztatcie, zatartych
granicach, z mikrozwapnieniami w srodku

o ostatecznym rozpoznaniu. Analogicznie, brak
wymienionych cech sonograficznych nie pozawa-
la wykluczy¢ zmiane ztosliwa.

Badanie USG znajduje réwniez zastosowanie
w kwalifikacji do leczenia zachowawczego i ope-
racyjnego oraz monitorowaniu jego skutecznosci.
W leczeniu izotopowym stuzy ponadto do oceny
objetosci tarczycy w celu precyzyjnego obliczania
terapeutycznej dawki jodu. Umozliwia ocene
stopnia regresji zmian pod wptywem leczenia su-
presyjnego L-tyroksyng oraz ocene kikutow po-
operacyjnych i zmian odrostowych po tyreoidekto-
mii, a tym samym wskazan do ponownej operacji.

Nalezy jednak pamieta¢, ze ultrasonografia,
przy wszystkich swoich zaletach, nie jest bada-
niem pozbawionym ograniczeri. W badaniu USG
znacznie utrudniona jest ocena wola srédpiersio-
wego oraz gteboko zamostkowego. Podobnie
masywne zwapnienia w obrebie zmiany utru-
dniaja penetracje wiazki i ocene struktur znajdu-
jacych sie ponizej. Nie réznicuje ona takze
zmian nowotworowych od nienowotworowych
ani tez nie ocenia funkgcji tarczycy.

Nie bez znaczenia pozostaje fakt, ze prawi-
dtowos¢ wykonywanych badan duzo zalezy od
jakosci sprzetu, na ktérym sie je wykonuje (do ba-
dania tarczycy powinny by¢ wykorzystywane
gtowice liniowe min. 7,5 MHz), jak i umiejetno-
$ci oraz doswiadczenia badajacego.

Wprowadzenie badan USG do rutynowej
praktyki umozliwito przetom w wykonywaniu
biopsji cienkoigtowych, przez zwiekszenie jej
precyzyjnosci, a przez to réwniez trafnosci roz-
poznan. Biopsja cienkoigtowa wykonywana pod
kontrolg USG (US-FNAB - ultrasound-guided fi-
ne-needle aspiration biopsy) stata sie ztotym stan-
dardem diagnostycznym oraz najlepszym narze-
dziem do przedoperacyjnej oceny ztosliwosci



guzkoéw. Pozwala na wyodrebnienie z ogromnej
populacji 0s6b z wolem guzkowym tych pacjen-
tow, u ktérych zabieg operacyjny jest wskazany
w pierwszej kolejnosci. Od wyniku biopsji uza-
leznione sg czesto decyzje co do pilnosci i rozle-
glosci planowanego zabiegu chirurgicznego.

Z guzkéw stwierdzanych w USG, srednio oko-
to 10% wymaga weryfikacji cytologicznej. Wska-
zaniem do biopsji sa przede wszystkim guzki
o wielkosci powyzej 1 cm. Naktuwanie mniej-
szych zmian pozostaje przedmiotem kontrower-
sji, ze wzgledu na niewielkie prawdopodobien-
stwo raka w zmianach tej wielkosci, a nawet
w przypadku jego wykrycia — zasadniczo bardzo
korzystne rokowanie. Jakkolwiek ostatnie dane
z pisSmiennictwa oraz badania wiasne sugeruja,
ze zmiany < 1 cm, ale podejrzane klinicznie i/lub
sonograficznie, powinny by¢ bioptowane. Wiel-
kos¢ zmiany moze by¢ jednak w tym przypadku
sama w sobie ograniczeniem, ze wzgledu na
trudnosci w precyzyjnym bioptowaniu kilkumili-
metrowych ognisk. W przypadku wola wieloguz-
kowego, wobec trudnosci w naktuwaniu wszyst-
kich zmian, bioptowac nalezy guz dominujacy
i ewentualnie dodatkowo guzki podejrzane sono-
graficznie. Jesli zadna ze zmian nie jest podejrza-
na, biopsji poddaje sie jedynie guz dominujacy.

US-FNAB, cho¢ jest badaniem niezwykle
przydatnym, ma réwniez swoje ograniczenia.
Bioptowanie zmian matych (< 5 mm) lub posia-
dajacych zwapniata otoczke, niesie z sobg wiele
trudnosci, zas lezacych w sasiedztwie naczyn —
ryzyko jego przektucia. Ze wzgledu na dtugos¢
igty, utrudnione jest naktuwanie zmian potozo-
nych zamostkowo, jak réwniez tych zlokalizowa-
nych na scianie przysrodkowej lub tylne;j.

Czutos¢ biopsji wedtug réznych badan waha
sie od 68 do 98%, a swoistos¢ od 72 az do 100%.
Nalezy jednak pamietac, ze biopsyjne aspiraty
podlegaja tylko ocenie cytologicznej, przez co
okreslenie ztosliwosci guza odbywa sie wytacz-
nie na podstawie wygladu komérek i uktadow, ja-
kie tworza. W odréznieniu od badania histopato-
logicznego niemozliwe jest stwierdzenie takich
cech ztosliwosci, jak naciekanie tkanek otaczaja-
cych czy naczyn. Wobec czego wynik biopsji nie
zawsze jest rozstrzygajacy i czasami ma jedynie
charakter podejrzenia. Raz wykonana biopsja tar-
czycy wymaga powtérzenia w réznych odste-
pach czasu w sytuacji powiekszania sie zmiany
lub braku jej regresji pod wptywem leczenia su-
presyjnego, pojawienia sie cech mogacych suge-
rowac zmiane ztosliwa oraz w przypadku biopsji
niediagnostyczne;j.

Wyniki biopsji mozna podzieli¢ na 4 kate-
gorie: biopsja niediagnostyczna (aspiraty bezko-
moérkowe lub ubogokomérkowe, niemozliwe do
oceny), zmiana ztosliwa, zmiana podejrzana
o charakter ztosliwy lub zmiana tagodna. W przy-

padkach biopsji niediagnostycznej konieczne jest
jej powtdrzenie. Mimo prawidtowo przeprowa-
dzonej biopsji czes¢ zmian pozostaje niemozliwa
do zréznicowania na podstawie obrazu cytolo-
gicznego. Zmiany, ktérych pewne rozpoznanie
w biopsji jest mozliwe, to: torbiel, podostre ziar-
niniakowe zapalenie tarczycy (de Quervaina),
ostre zapalenie tarczycy (ropien) oraz raki — bro-
dawkowaty, niezréznicowany i rdzeniasty. Sto-
sunkowo czesto mamy do czynienia z rozpozna-
niami niejednoznacznymi, tj. ,guz pecherzyko-
wy”, ,guz oksyfilny” czy ,zmiana po-dejrzana
o raka”, ktérych jednoznaczna weryfikacja moz-
liwa jest dopiero przez badanie histopatologiczne
[13-16].

Scyntygrafia tarczycy

Jest badaniem radioizotopowym, wykonywa-
nym z uzyciem izotopéw Tc-99m, |-123 oraz I-131.
Nie jest ona rutynowo wykonywana u wszystkich
chorych z podejrzeniem czy rozpoznaniem cho-
roby guzkowej. Wskazana jest w przypadku
stwierdzenia choroby guzkowej przebiegajacej
z nadczynnoscig tarczycy (obnizone TSH) lub
zmiany podejrzanej sonograficznie. W odréznie-
niu od badania USG odzwierciedla nie tylko po-
tozenie i morfologie tarczycy, ale przede wszyst-
kim, przez obrazowanie stopnia rozmieszczenia
i koncentracji znacznika, daje informacje o jej
stanie funkcjonalnym. Badanie to klasyfikuje guz-
ki w zaleznosci od zdolnosci wychwytu znaczni-
ka. | tak guzki w obrazie scyntygrafii moga byc:
gorace — charakteryzujace sie wzmozonym wy-
chwytem izotopu, ciepte — o gromadzeniu znacz-
nika zblizonym do otaczajacej tkanki tarczycowej,
chtodne — o obnizonym poziomie wychwytu oraz
zimne, czyli nie gromadzace radioizotopu.

Znajduje ona takze zastosowanie w lokaliza-
cji tkanki tarczycowej o nietypowym potozeniu
w przypadkach takich, jak wole zamostkowe, wa-
dy rozwojowe tarczycy (ektopia, aplazja, agene-
zja) czy obrazowania zmian resztkowych i ewen-
tualnych przerzutéw raka tarczycy po tyreoidek-
tomii. Wynik tego badania ma réwniez czesto
rozstrzygajace znaczenie, jesli chodzi o wybor
sposobu terapii. Przydatna jest do réznicowania
etiologii nadczynnosci (wole wieloguzkowe, gru-
czolak autonomiczny czy choroba Gravesa-Base-
dowa), stanu funkcjonalnego poszczegdlnych
guzkéw w wolu wieloguzkowym oraz oceny
szansy na zniszczenie guzka jodem promienio-
tworczym. W przypadku watpliwego wyniku biop-
sji (np. guz folikularny) moze przesadzi¢ o decy-
zji co do zabiegu operacyjnego (jesli guzek jest
zimny — z wiekszym prawdopodobieristwem
wskazuje to na zmiane ztosliwa). Nalezy jednak
podkresli¢, ze badanie to ma w tym przypadku je-
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dynie charakter pomocniczy i podobnie jak USG,
nie réznicuje zmian ztosliwych i tagodnych.

RTG tchawicy i klatki piersiowej

Wobec rozwoju i rozpowszechnienia ultraso-
nografii obecnie jest to badanie o niewielkim
znaczeniu. Wskazane jest jedynie w przypadkach
wola olbrzymiego z objawami uciskowymi i du-
sznoscig. Pozwala na ocene zaryséw wola,
zwapnien w gruczole, obecnosci wola zamostko-
wego oraz stopnia zwezenia i/lub przesuniecia
tchawicy.

Inne badania

Inne badania obrazowe, takie jak tomografia
komputerowa (TK) czy rezonans magnetyczny
(MR), maja niewielkie zastosowanie w diagnostyce
wola o typowym potozeniu. Wykorzystywane mo-
ga byc¢ jedynie do lokalizacji wola srédpiersiowe-
go i ewentualnych ognisk przerzutowych w przy-
padku raka tarczycy. Podobnie jak RTG, w razie
obecnosci objawéw lokalnych i dusznosci, obra-
zuja stopien ucisku i ewentualne przemieszczenie
tchawicy. Ze wzgledu na rozpowszechnienie i ro-
snaca dostepnos¢ badar obrazowych, coraz cze-
$ciej mozemy miec¢ do czynienia z choroba guzko-
wa tarczycy, rozpoznawang przypadkowo w TK
lub MR wykonywanych z zupetnie innych wska-
zan. Podobnie nierzadkim znaleziskiem sg utajone
pierwotne zmiany ztosliwe w tarczycy, uwidacz-
niane w trakcie badania PET.

Leczenie

Chorzy z rozpoznang choroba guzkowa tar-
czycy wymagaja przynajmniej okresowej kontro-
li. Ma ona na celu przede wszystkim monitoro-
wanie progresji choroby, ktéra moze manifesto-
wac sie przez powiekszanie sie guzkéw az do
lokalnych objawéw uciskowych. Szczegélnie
istotna jest obserwacja w kierunku pojawienia sie
zmian ztosliwych. Kontroli wymaga réwniez
czynnosc¢ tarczycy, a wykrycie klinicznie jawnej
badz subklinicznej dysfunkcji — monitorowania
i ewentualnego leczenia.

Chorzy ze zdiagnozowanym na podstawie
US-FNAB tagodnym guzkiem tarczycy wymagaja
dalszej obserwacji klinicznej i sonograficznej co
6-12 miesiecy. Nalezy réwniez pamietac, ze ist-
nieje okoto 5% ryzyko fatszywie negatywnego
wyniku biopsji. Powtérzenie biopsji wymagane
jest w przypadku powigkszania sie zmiany, poja-
wienia sie niepokojacych cech klinicznych badz
sonograficznych lub jesli poprzedni wynik byt
niediagnostyczny. Natomiast zmiany tagodne

w biopsji i bez cech podejrzanych powinny by¢
wylacznie obserwowane.

W leczeniu zachowawczym wola guzkowego
stosuje sie preparaty jodu i L-tyroksyny. Leczenie
jodem znajduje zastosowanie przede wszystkim
w przypadku wola obojetnego, gtéwnie na obsza-
rach jego niedoboru. Aczkolwiek istniejace donie-
sienia na temat zwigkszonego ryzyka rozwoju cho-
réb autoimmunologicznych, a nawet raka tarczy-
Cy, nieco ograniczajg rutynowe jego stosowanie.

W leczeniu pacjentéw z chorobg guzkowa
tarczycy duzg role odgrywa leczenie L-tyroksyna,
wynikajace z uzasadnionego przekonania, ze su-
presja TSH zmniejszy jego proliferacyjne dziata-
nie na komdrki tarczycy i w efekcie postep cho-
roby guzkowej. W duzej metaanalizie z 2002 r.
leczenie L-tyroksyna wiazato sie ze zmniejsze-
niem guzkéw lub przynajmniej zatrzymaniem
progresji choroby u ponad potowy pacjentéw le-
czonych dtuzej niz 6 miesiecy. R6znice te jednak
nie osiggnety istotnosci statystycznej. Terapia pre-
paratami tyroksyny pozostaje wiec przedmiotem
kontrowersji ze wzgledu na brak jednoznacznego
potwierdzenia ich skutecznosci w duzych bada-
niach klinicznych. Stad jej wiaczenie jest opcjo-
nalne, a najlepszymi kandydatami do zastosowa-
nia tego leczenia sq mtodzi pacjenci z relatywnie
matymi guzkami lub wolem wieloguzkowym,
bez cech autonomii, zwlaszcza na obszarach
z niewielkim niedoborem jodu, oraz pacjenci
z rozpoznanym przewlektym zapaleniem tarczy-
cy. W trakcie leczenia nalezy monitorowac po-
ziom TSH, aby nie doprowadzi¢ do jatrogennej
nadczynnosci tarczycy, co jest szczegélnie istot-
ne w przypadku starszych pacjentéw, ze wzgledu
na niebezpieczenstwo powiktain m.in. ze strony
uktadu sercowo-naczyniowego oraz wtdrnej
osteoporozy, na jakie sa narazeni pacjenci na
dtugotrwatej terapii supresyjnej. Leczenie prepa-
ratami L-tyroksyny jest niewskazane u pacjentéw
z wyjsciowo niskim stezeniem TSH oraz pacjen-
téw z wolem guzkowym nadczynnym [17-19].

Leczenie jodem promieniotwdrczym znajduje
zastosowanie przede wszystkim w przypadkach
choroby guzkowej przebiegajacych z nadczyn-
noscig tarczycy, tj. guzku autonomicznym i wolu
guzkowym toksycznym. W wybranych przypad-
kach, zwtaszcza przy obecnosci przeciwwskazan
do zabiegu operacyjnego lub jesli zabieg ten wia-
ze sie ze znacznym ryzykiem, mozna podjac
prébe leczenia radiojodem réwniez wola guzo-
watego nietoksycznego, co pozwala na redukcje
masy tarczycy nawet o 40%. I-131 stosowany jest
takze w pooperacyjnej ablacji resztkowej tkanki
tarczycowej u pacjentéw po catkowitej tyreo-
idektomii z powodu raka tarczycy.

Tyreostatyki maja mniejsze znaczenie w le-
czeniu wola guzkowego niz w przypadku nad-
czynnosci o podtozu autoimmunologicznym, bo-
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wiem zwykle nie prowadza do trwatego wylecze-
nia. Odgrywaja jednak istotng role w przygoto-
waniu do zabiegu operacyjnego. W Polsce cze-
sto$¢ ich stosowania jest uzalezniona od dostep-
nosci leczenia izotopowego.

Przy kwalifikacji pacjenta do leczenia opera-
cyjnego nalezy bra¢ pod uwage charakter i tempo
wzrostu guzka, charakter kliniczny (zmiana tagod-
na, podejrzana o ztosliwa, ztosliwa), wiek oraz to-
warzyszace schorzenia, bedace przeciwwskaza-
niem do zabiegu badZ z drugiej strony — dtugo-
trwatego leczenia supresyjnego L-tyroksyna.

Leczenie operacyjne nalezy zastosowad
w przypadku zmiany ztosliwej lub podejrzane;
w badaniu cytologicznym badz jesli istnieje kli-
nicznie i/lub sonograficznie podwyzszone ryzyko
zmiany ztosliwej. Wskazaniem do operacji jest
rowniez wole guzkowe znacznej wielkosci, po-
wodujace lokalne objawy uciskowe, tj. dusznos¢,
zwezenie tchawicy czy dysphagie. Operowac na-
lezy tez w przypadku niepowodzenia innych me-
tod leczenia wole guzkowe nadczynne, po
uprzednim przygotowaniu tyreostatykami. Wska-
zaniem do operacji o charakterze prewencyjnym
sa przypadki mutacji protoonkogenu RET w ze-
spole MEN 2A i 2B oraz rodzinnego raka rdzenia-
stego tarczycy.

Nalezy wreszcie podkresli¢, ze w wyborze te-
rapii zawsze uwzgledni¢ powinno sie zgode i ak-
ceptacje pacjenta danej formy leczenia.

PACJENT Z GUZEM TARCZYCY

l

wywiad i badanie przedmiotowe

Szczegélne postacie

Choroba guzkowa tarczycy u dzieci

Palpacyjne guzki u dzieci wystepuja rzadziej
niz u dorostych, bo u okoto 1,5% dzieci. Czesciej
natomiast, bo wedtug réznych opracowan od 14
do 40%, sa to zmiany ztosliwe. Czynniki ryzyka
mogace wskazywaé na zmiane ztosliwg u dzieci
to: pte¢ zenska (rak tarczycy 5-krotnie czesciej
wystepuje u dziewczynek), wiek popokwitanio-
wy, choroba tarczycy aktualnie badZz w wywia-
dzie, dodatni wywiad rodzinny w kierunku cho-
réb tarczycy oraz przebyte napromienianie szyi.
Poszczegdlne etapy diagnostyki nie réznia sie za-
sadniczo od tych podanych dla dorostych, nato-
miast postepowanie lecznicze jest mniej zacho-
wawcze ze wzgledu na zwiekszone prawdopo-
dobieristwo zmian nowotworowych w guzkach
u dzieci [20].

Choroba guzkowa tarczycy u kobiet ciezarnych

Ciaza nie jest czynnikiem ryzyka wystapienia
zmian ztosliwych w tarczycy ani ich zwigkszonej
agresywnosci. Nalezy jednak pamietaé, ze jest
ona bezwzglednym przeciwwskazaniem do
diagnostyki i leczenia z uzyciem izotopéw pro-
mieniotwérczych, wiec badania takie, jak scynty-
grafia i leczenie radiojodem w przypadku wola
guzkowego nadczynnego czy guzka autonomicz-
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nego, nalezy odfozy¢ na czas po rozwiazaniu.
Postepowanie w chorobie guzkowej u ciezarnych
uzaleznione jest wiec przede wszystkim od obra-
zu klinicznego i wyniku badania USG. Nie ma
przeciwwskazarn do wykonania biopsji tarczycy,
jesli ta jest wskazana. Wykrycie zmiany ztosliwej
w pierwszym trymestrze ciagzy wymaga Scistej ob-
serwacji, a w przypadku jej powiekszania zaleca
sie operowanie w drugim trymestrze (ok. 24 t.c.),
ktory uznaje sie za optymalny moment na zabieg
w ciazy. Jesli natomiast nie obserwuje sie szybkiej

progresji albo zmiana ztosliwa wykryta zostata
w bardziej zaawansowanej cigzy, istnieja przeko-
nujace dane o mozliwosci odtozenia zabiegu na
czas po porodzie. W badaniach nie wykazano
przewagi operacji wykonywanych w trakcie cia-
zy nad tymi wykonywanymi po jej zakoriczeniu.
Nawet w przypadku raka tarczycy odtozenie ope-
racji na czas po porodzie nie wptywato w istotny
sposéb na wyleczalnos¢ i przezywalnosc, jesli
czas od rozpoznania do operacji nie przekraczat
1 roku [20, 21].
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Pytania dotyczace artykutu

1. W badaniu USG tarczycy u 17-letniej pacjent-
ki stwierdzono pojedynczy guzek, hipoecho-
genny, o nieregularnych zarysach i wielkosci
12 mm, z drobnym zwapnieniem w srodku.
Chora nie zgfasza istotnych dolegliwosci.
Oznaczenia TSH i FT; — w normie. Prawidlo-
we whnioski i postepowanie w tym przypadku
obejmuja:

a) rozpoznanie raka tarczycy i skierowanie do
leczenia operacyjnego,

b) rozpoznanie zmiany tagodnej i rozwazenie
wykonania celowanej biopsji cienkoigtowe;j,

c) obserwacje zmiany i ocene zmian jej wielko-
Sci w czasie,

d) wiaczenie preparatu |-tyroksyny w dawce su-
presyjnej,

e) wykonanie w pierwszej kolejnosci celowanej
biopsji cienkoigtowej, a nastepnie ze wzgledu
na prawdopodobieristwo zmiany nowotworo-
wej, skierowanie chorej do operacji.

2. Typowym wskazaniem do leczenia izotopowe-

go radiojodem jest:

nadczynnos¢ tarczycy ciezarnych,

wole na obszarze niedoboru jodu,

guz goracy w badaniu scyntygraficznym,

guz zimny w badaniu scyntygraficznym,

wszystkie wymienione.

. Do czynnikéw wolotwérczych nie nalezy:

TSH,

1-131,

niedobdr jodu,

IGF-I,

goitryna.

. Postepowaniem z wyboru u pacjentki ciezar-
nej ze stwierdzonym fagodnym guzkiem tar-
czycy jest:

a) operacja w drugim trymestrze ciazy,

b) doktadna diagnostyka izotopowa guzka,

c) obserwacja,

d)

e)

_— ===

PO OOTR WOOO TS

leczenie tyreostatykami,
leczenie supresyjne.
5. Za pomoca badania cytologicznego nie mozna
zdiagnozowac:
) raka brodawkowatego,
) raka anaplastycznego,
) raka rdzeniastego,
) raka pecherzykowego,
) mozna zdiagnozowac¢ wszystkie wymienione
nowotwory.
Cechy zmian ogniskowych w badaniu USG,
budzace podejrzenie ztosliwosci to:
hipoechogenicznos¢ zmiany,
nieregularne granice i ksztatt,
zatarte zarysy guzka i brak wyraznej otoczki,
obecnos¢ mikrozwapnier,
wszystkie wymienione.

e

ctaeozTe

@

7. Badaniem USG mozemy zréznicowac:

nadczynnos¢ od niedoczynnosci tarczycy,
raka tarczycy od gruczolaka,

ognisko przerzutowe od pierwotnego,
ognisko hipoechogenne od hiperechogenne-
go,

odpowiedzi C i D sa prawdziwe.

Metoda z wyboru w diagnostyce obrazowej
choroby guzkowej tarczycy jest:

USG,

PET,

MR,

scyntygrafia z uzyciem 1-131,

KT.

W terapii wola guzowatego nietoksycznego
najmniejsze zastosowanie ma leczenie:
radioizotopowe,

tyreostatykami,

preparatami LTy,

prawdziwa odpowiedZ A'i B,

prawdziwa odpowiedZ A, B i C.

10. U jakiego odsetka pacjentéw z choroba guz-

e)

kowa tarczycy zmiany maja charakter ztosli-
wy?

< 10/0,

okoto 5%,

okolo 15%,

okoto 30%,

> 50%

. U pacjenta ze $wiezo rozpoznanym palpacyj-

nie guzkiem tarczycy nalezy w pierwszej ko-
lejnosci:

oznaczy¢ poziom wolnych hormonéw tarczy-
Cy (FT4 | FT3),

oznaczy¢ poziom TSH i wykonaé badanie
USG,

zleci¢ scyntygrafie tarczycy,

obserwowa¢ zmiane, a w przypadku jej po-
wiekszania podja¢ dalsza diagnostyke,
wilaczyc leczenie L-tyroksyna.

12. Czynnikiem ryzyka ztosliwosci guzka tarczy-

ralozTe

)

cy w badaniu przedmiotowym nie jest:
chrypka,

wiek < 20 i > 60 lat,

twardy, nieprzesuwalny, bolesny guzek,
powiekszone okoliczne wezty chtonne,
ptec zenska.

13. Ztosliwy charakter guzka tarczycy mozna wy-

&

kluczy¢ na podstawie:

braku cech ztosliwosci w badaniu USG,
stwierdzenia wychwytu znacznika w scynty-
grafii,

braku komdrek nowotworowych w  biopsji
cienkoigtowej,

prawidtowych wynikéw oznaczeri hormonal-
nych,

zadnego z wymienionych.
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14. Ultrasonografia tarczycy znajduje zastoso-
wanie wszedzie, z wyjatkiem:

a) ocena wola zamostkowego,

b) badania przesiewowe tarczycy,

c) monitorowanie skutecznosci leczenia supre-
syjnego,

d) obliczanie terapeutycznej dawki I-131,

e) monitorowanie koricéwki igty w biopsji aspi-
racyjnej cienkoigtowe;j.

15. W przypadku stwierdzenia wola wieloguzko-

wego nalezy zawsze:

wykona¢ oznaczenie TSH,

oznaczyC FT4 i FT5,

wykonaé USG tarczycy,

wykonac scyntygrafie,

wykonac biopsje dominujacego guzka,

wykonac biopsje wszystkich guzkéw,

podjac leczenie L-tyroksyna,

zastosowac leczenie radiojodem,

operowac.

STurooTe

Prawidtowe odpowiedzi do artykutu na's. 1381.

A.odp.-a, b, c d g

B.odp.-b, c, d,f,i

C.odp.-a,c, d, e

D.odp.-a,c e g

E.odp.-a, b, d, h

16. Polska do momentu wprowadzenia obligato-
ryjnego jodowania soli kuchennej w 1997 r.
byta obszarem niedoboru jodu (1), czego wy-
nikiem jest wysoka czestos¢ wystepowania
wola guzkowego na tym obszarze (I1).

a) twierdzenie | i Il sa prawdziwe oraz istnieje
miedzy nimi zwiazek przyczynowo-skutkowy,
b) twierdzenie | i Il s3 prawdziwe, ale pozostaja

bez zwiazku z soba,
c) twierdzenie | jest prawdziwe, Il jest fatszywe,
d) twierdzenie | jest fatszywe, Il jest prawdziwe,
e) oba twierdzenia sa fatszywe.
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CUKRZYCA

Podrecznik diagnostyki i terapii

nowa wiedza
lepsze leczenie

Cukrzyca autorstwa prof. dr hab. med. Anny
Czech i prof. dr. hab. med. Jana Tatonia jest nowo-
czesnym podrecznikiem diagnostyki i leczenia cu-
krzycy. Zawarte w nim tresci sa niezwykle prak-
tyczne i aktualne. Stanowia kwintesencje doswiad-
czen Autoréw wynikajacych z pracy z chorymi na
cukrzyce, a ponadto oparte sg na dowodach (EBM
— Evidence-Based Medicine) uzasadnionego stoso-
wania badan diagnostycznych i klinicznych w po-
stepowaniu z chorymi z cukrzyca.

Podrecznik napisany jest w niezwykle przy-
stepny sposéb; tadng polszczyzng. Catosc ksiazki
obejmuje bardzo zwarte repetytorium zaréwno dla
studentéw medycyny, lekarzy pierwszego kontaktu
czy lekarzy internistéw, jak i lekarzy innych spe-
cjalnosci. Opracowanie to wyréznia sie przejrzy-
stoscia i bardzo czytelnym przedstawieniem zaga-
dnieri z zaakcentowaniem praktycznego aspektu
przedstawionego problemu. Sprawia to, ze
podrecznik czyta sie z tatwoscig i przyjemnoscia.

Mimo ze nauka o cukrzycy jest dynamicznie
rozwijajaca sie dziedzing medycyny, w praktyce
klinicznej nadal spotyka sie z niejednoznacznymi
problemami. W podreczniku znajdujemy wiele
odpowiedzi na nurtujace lekarza praktyka proble-
my — zaréwno diagnostyczne, jak i lecznicze.

Podrecznik sktada sie z dziewieciu czesci,
ktére podzielono na 39 rozdziatéw.

W pierwszych trzech czesciach zawarte sg da-
ne o epidemiologii, zasadach rozpoznawania
i klasyfikacji cukrzycy, o badaniach klinicznych
i planach leczenia. Nastepnie Autorzy omowili
metody niefarmakologicznego i farmakologiczne-
go leczenia.

W kolejnych czesciach oméwione sg ostre za-
burzenia metaboliczne towarzyszace cukrzycy
oraz prewencja i leczenie przewlektych powiktan
cukrzycy, natomiast ostatnie dwie czesci poswie-
cono zespotom i problemom skojarzonym z cu-
krzyca, a takze zapobieganiu rozwoju cukrzycy.

Poprawa jakosci opieki medycznej przyczynia
sie do osiagniecia lepszych wynikéw prewencji
i obnizenia kosztéw przewlektych powiktan cu-
krzycy. W duzych i dtugotrwatych badaniach po-
pulacyjnych, gdzie postawiono na jakos¢ lecze-
nia opartego na faktach, okazato sie, ze koszty fi-
nalne tego leczenia s3 nizsze, a uzyskana
redukcja liczby péznych powiktan cukrzycy jest
istotnie wyzsza. Takie tez jest przestanie tego
podrecznika — wezwanie do realnej poprawy le-
czenia cukrzycy w Polsce.

Jestem przekonany, ze podrecznik znajdzie
licznych czytelnikéw ze wzgledu na fakt, ze in-
formacje zamieszczone w poszczegélnych roz-
dziatach zostaty dobrane w taki sposéb, aby byty
uzyteczne dla lekarzy pierwszego kontaktu, leka-
rzy internistéw w rozpoznawaniu i leczeniu réz-
nych sytuacji klinicznych obserwowanych w prze-
biegu cukrzycy.

Przedstawione algorytmy, schematy i tabele
pomagaja lekarzowi w podejmowaniu decyzji
dotyczacych wykonanych badari diagnostycz-
nych, leczenia i obserwacji chorego.

Prof. dr hab. med. Waldemar Karnafel

Adres do korespondencji:
Wydawnictwo ELAMED
Al. Rozdzienskiego 188
40-203 Katowice

Tel.: (032) 788-51-77
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The Third European Influenza Conference — sprawozdanie
z perspektywy lekarza rodzinnego
14-17 wrzes$nia 2008 r., Vilamoura, Portugalia

The Third European Influenza Conference
— report from a family doctor’s point of view
September 14-17, 2008, Vilamoura, Portugal

ANETA NITSCH-OSUCH

Katedra i Zaktad Medycyny Rodzinnej Warszawskiego Uniwersytetu Medycznego

W dniach 14-17 wrzesnia 2008 roku, w piek-
nym portugalskim letnim kurorcie Vilamoura,
odbywata sie konferencja poswiecona szeroko
pojetej problematyce grypy — The Third European
Influenza Conference, w ktérej uczestniczyto po-
nad 1300 oséb z 55 krajéw. W czasie konferen-
cji, oprécz wyktadéw plenarnych i warsztatéw,
odbywajacych sie symultanicznie na kilku salach,
zaprezentowano 278 plakatéw. Na konferencji
nie zabraklo takze ekspertéow polskich, reprezen-
towanych przez Profesor Lidie Brydak i zespot
Krajowego Osrodka ds. Grypy.

Grypa sezonowa -

stan zaszczepienia populacji,
nowe szczepionki, szczepienia
pracownikéw ochrony zdrowia

Najwiecej uwagi poswigcono grypie sezono-
wej. Wiele sesji dotyczyto szczepien przeciwko
grypie, omoéwiono m.in. stan zaszczepienia prze-
ciwko grypie w populacji europejskiej. Niestety,
w dalszym ciggu Polska plasuje sie na jednym
z ostatnich miejsc, jesli chodzi o wyszczepialnos¢
przeciwko grypie — zaréwno w catej populacji, jak
i w grupach ryzyka (w Polsce szacowana jest ona
na 11%, podczas gdy w Wielkiej Brytanii — na
54%, we Wtoszech — 42%, Hiszpanii 41%, Francji
38%, Portugalii 33%, Austrii i Czechach — 19%).

Wymieniono 5 gtéwnych powodéw podawa-
nych przez pacjentéw, ktérzy poddaja sie szcze-
pieniom przeciwko grypie: najwiecej z nich, bo
47%, postapito zgodnie z rekomendacja swego
lekarza rodzinnego, w zwiazku z czym bardzo

podkreslana jest aktywna rola lekarza pierwszego
kontaktu w promowaniu szczepien przeciwko
grypie wsréd pacjentéw; kolejne 47% zaszczepi-
to sie ze wzgledu na swdj stan zdrowia, co z ko-
lei udowadnia, jak wazna jest edukacja pacjen-
tow; 39% pacjentéw chciato unikna¢ zachorowa-
nia na grype, ktéra postrzegali jako groZna
chorobe, 23% - chciato unikng¢ zakazenia in-
nych oséb, 22% zaszczepito sig, bo szczepionka
byta bezptatna i rekomendowana. Zwrécono
takze uwage na fakt, ze wiasnie w krajach,
w ktérych szczepionka przeciwko grypie jest re-
fundowana, obserwowane sa najwyzsze wskazni-
ki wykonawstwa szczepieni (np. Wielka Brytania
czy Francja).

Podkreslano, ze szczegélnie wazne jest szcze-
pienie 0séb z grup ryzyka, np. senioréw po 65 ro-
ku zycia. Najlepsze wyniki, jesli chodzi o szcze-
pienia senioréw, osiagane sa w Wielkiej Brytanii
(78%), Francji (69%), Hiszpanii (67%), Irlandii
(65%), Niemczech (60%) i we Witoszech (60%),
najgorsze w Austrii (37%), Czechach (32%) i Pol-
sce (16%) — przy czym nalezy dodac, iz ta liczba
moze by¢ zawyzona, bo oficjalne dane wskazuja
na zaszczepienie okoto 8% populacji w tym wie-
ku. Odrebnym problemem jest gorsza u oséb star-
szych immunogennos¢ dotychczas stosowanych
szczepionek przeciwko grypie (w Polsce dostep-
ne s szczepionki podjednostkowe (typu ,subu-
nit”) oraz z rozszczepionym winionem (typu
,split”). Wydaje sie, ze szansa na wzmocnienie
immunogennosci szczepionek u senioréw bedzie
zastosowanie nowoczesnych adiuwantéw (np.
MF59). Wyniki dotychczasowych badan sugeru-
ja, ze szczepionka z adiuwantem MF59 jest do-
brze tolerowana (niepozadane odczyny poszcze-
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pienne wystepuja rzadko, sa to gtéwnie szybko
przemijajace objawy miejscowe) — u pacjentéw
w kazdym wieku (zaréwno starszych, jak i nie-
mowlat i matych dzieci w wieku 6-59 miesiecy).
W poréwnaniu ze szczepionkami TIV pacjenci
szczepieni szczepionka zawierajaca adiuwant
MF59 uzyskiwali wyzszy poziom przeciwciat
ochronny, ktéry utrzymywat sie dtugo, a szcze-
pienie w kolejnych latach przyczyniato sie do
uzyskiwania coraz wyzszego miana przeciwciat.
Opisywany adiuwant zastosowany zostat takze
do produkcji szczepionki przeciwko wirusowi
H5NT1, udowodniono skutecznos¢ i bezpieczen-
stwo tej szczepionki u fretek, co sktania do wy-
snucia wniosku, ze szczepionka ta moze preten-
dowac do miana szczepionki pre-pandemiczne;j.

Wiele uwagi poswiecono problemowi szcze-
pieni przeciwko grypie wsréd personelu ochrony
zdrowia. Podnoszono m.in. kwestie, czy szcze-
pienia przeciwko grypie powinny by¢ obowiaz-
kowe dla personelu medycznego, czy moze po-
winny by¢ rozpatrywane w aspekcie etycznego
obowiazku wobec pacjentéw. Wyszczepialnos¢
przeciwko grypie wsréd personelu medycznego
okreslana jest jako niska, i np. w Wielkiej Brytanii
wynosi 29%, w Czechach i Portugalii — 28%,
w Hiszpanii — 26%, we Francji — 24%, w Niem-
czech — 23%, Austrii, Finlandii i Irlandii — odpo-
wiednio 23, 22 i 21%, a w Polsce — tylko 9%.
Tymczasem szczepienie przeciwko grypie trakto-
wane jest, zdaniem ekspertow, jako element za-
pewniania jakosci ustugi pacjentom, zwiaszcza
z grup ryzyka. Szczepienia pracownikéw ochro-
ny zdrowia powinny by¢ bezptatne i zorganizo-
wane w sposob umozliwiajacy wykonanie szcze-
pienia w réznym czasie (a wiec z uwzglednie-
niem np. pracy zmianowej).

Grypa pandemiczna

Dokonano oceny stanu przygotowan Europy
do kolejnej pandemii grypy, zwracajac uwage na

gotowarn od 2005 roku, stworzono plany pande-
miczne w wiekszosci krajéw, zwigekszono zaan-
gazowanie w dziatania na szczeblu lokalnym
(w wybranych krajach), dostrzezono znaczenia
dziatan miedzyresortowych. Za negatywy uzna-
no: ,zmeczenie” tematem grypy, brak kooperacji
i wymiany doswiadczen z krajami sasiednimi,
niejasno sprecyzowane i niejednolite zasady gro-
madzenia lekéw przeciwwirusowych, ich podazy
i dystrybucji. Na pytanie ,Czy Europa jest wystar-
czajgco przygotowana na wypadek kolejnej pan-
demii grypy” eksperci europejscy zgodnie odpo-
wiedzieli — NIE. Kolejne 5 lat dziatari powinno
by¢ nakierowane na: stworzenie integralnych pla-
now dziatania, zaangazowanie w dziatania na
szczeblu lokalnym, koordynacje dziatarn na
szczeblu miedzynarodowym, zwiekszenie zain-
teresowan badari zwigzanych z grypa.
Omowiono znaczenie poszczegélnych inter-
wengcji i ich przypuszczalna skutecznosé w walce
z kolejng pandemia grypy (tab. 1). Skutecznosc¢
interwencji w czasie pandemii, trudna obecnie
do doktadnego oszacowania, zaleze¢ bedzie od:
rodzaju wirusa pandemicznego, nasilenia trans-
misji wirusa (zakaZnosci) w réznych srodowi-
skach, rzeczywistej skutecznosci lekow przeciw-
wirusowych, zachowar spotecznych, mozliwe;j
lekoopornosci wirusa pandemicznego. Podkre-
slano, ze kolejna pandemia bedzie tg, z ktéra be-
dziemy walczy¢ za pomoca lekéw przeciwwiru-
sowych oraz szczepionek — pre- i pandemicznej.
Zgromadzenie lekéw przeciwwirusowych (osel-
tamiwiru i zanamiwiru) dla 25% populacji za-
pewnia efekt w postaci ograniczenia transmisji
zakazenia — pod warunkiem podania lekéw cho-
rym w ciagu 24 godzin. Zgromadzenie lekéw
przeciwwirusowych dla 25% populacji nalezy
uznac wiec za niezbedne minimum. Interwencje
taczone w postaci: zamkniecia szkot, szybkiego le-
czenia chorych, zastosowania profilaktyki u oséb
z kontaktéw domowych, zmniejsza transmisje za-
chorowari o 1/3, ale warunkiem koniecznym jest
zgromadzenie lekéw dla 50% populacji. Zapasy

<

fakt, iz: obserwowany jest znaczny postep przy- lekéw przeciwwirusowych w wybranych krajach: =
o
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o

Tabela 1. Skutecznos¢ mozliwych interwencji w ograniczaniu zasiegu pandemii grypy g
>
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Tabela 2. Szczepionki prepandemiczne — badane obecnie

Szczepionka

Dawkowanie/zawarto$¢ antygenu

Typu split/subunit bez adiuwantu

Typu subunit z aluminium

Petnokomérkowa z aluminium

Typu subunit z adiutantem MF 59

Petnokomérkowa na komaérkach Vero, bez adiuwantu
Typu split z adiutantem AS

dwie dawki/90 pg
dwie dawki/30-45 pg
dwie dawki/10-15 pg
dwie dawki/7,5 pg
dwie dawki/7,5 pg
dwie dawki/3,8 pg

50% populacji (Francja, UK), 30-50% populacji:
(Holandia, Katar, Islandia, Norwegia, Kuwejt,
Szwajcaria, Luksemburg, Australia, Irlandia, Au-
stria), 25% populacji (Finlandia, Izrael, Algieria,
Portugalia, Hiszpania, Malta, USA), 10-25% po-
pulacji (Tajwan, Czechy, Kanada, Niemcy, Szwe-
cja, Dania, Japonia), < 10% populacji (Brazylia,
Cypr, Polska (5%), Chorwacja, Korea Potudnio-
wa, Rumunia).

Przedstawiono aktualne kierunki badarn nad
lekami przeciwwirusowymi, ktére obejmuja
m.in.: uzyskanie wiekszej skutecznosci klinicz-
nej, bezpieczne stosowanie w szczegélnych gru-
pach pacjentéw (dzieci < 1 r.z., kobiety w cigzy,
pacjenci immunoniekompetentni, zapewnienie
optymalnych drég podania pacjentom w cigezkim
stanie ogdlnym), rozwigzanie problemu leko-
opornosci, zastosowanie lekéw w mono- i polite-
rapii. Obecnie na $wiecie prowadzone sg bada-
nia nad nastepujacymi lekami przeciwwirusowy-
mi: inhibitory neuraminidazy — zanamivir — do
podawania dozylnego, peramivir — do podawania
domigsniowego i dozylnego, A 315675 — do po-
dawania doustnego), dtugo dziatajace inhibitory
neuraminidazy (LANI), np. Flunet (do podawania
miejscowo), inhibiory hemaglutyniny (cjanowi-
ryna N), inhibitory polimerazy (rybawiryna, wira-
midyna), inhibitory proteinazy (aprotrynina),
czynniki biologiczne (interferony, przeciwciata).

Interesujace sq tez badania nad stosowaniem
lekéw przeciwwirusowych w politerapii (w celu
uzyskania ich wiekszej skutecznosci oraz ewen-
tualnego przetamania lekoopornosci). Badania na
zwierzetach prowadzone sg podczas tacznego
stosowania: amantadyny z interferonem, inhibito-
réw M2 z rybawiryna, inhibitoréow M2 z oselta-
miwirem, oseltamiwiru i rybawiryny. Badania na
ludziach natomiast prowadzone sg z zastosowa-
niem tgcznym rymantadyny (po) z zanamiwirem
(neubulizacje). Konieczne jest przeprowadzenie
badan nad tacznym stosowaniem dwdch inhibi-

toréw neuraminidazy, stosowaniem terapii po-
tréjnej (inhibitor M2+ rybawiryna (lub inny inhi-
bitor transkryptazy) + IFN-alfa lub inhibitor neura-
minidazy).

Przedstawiono takze aktualny stan badan nad
szczepionka prepandemiczng (tab. 2), a takze
oméwiono zasady gromadzenia i alokacji szcze-
pionki pandemicznej, ktérej stworzenie bedzie
mozliwe dopiero wtedy, gdy bedzie znany wirus
pandemiczny. Za najwazniejsze cechy szcze-
pionki prepandemicznej uznawane s3: znany
profil bezpieczenstwa, indukowanie szybkiej, sil-
nej, dtugo utrzymujacej sie odpornosci, elastycz-
nos¢ podania drugiej dawki, indukowanie odpor-
nosci krzyzowej. Szacuje sie, ze zastosowanie
optymalnej szczepionki prepandemicznej u 20%
populacji moze zmniejszy¢ liczbe zachorowan
o 1/3 (przy zatozeniu 30% skutecznosci szcze-
pionki prepandemicznej).

Warto zaznaczy¢, ze jeden z wyktadow poswie-
cony byt zasadom funkcjonowania praktyki lekarza
rodzinnego w czasie pandemii grypy (omoéwiono
zasady gromadzenia i stosowania lekéw przeciw-
wirusowych, priorytety w podawaniu lekéw prze-
ciwwirusowych i szczepionek, sprawy organizacyj-
ne dotyczace zasad przyjmowania pacjentéw
w gabinecie, jak i realizowania wizyt domowych).

Whioski

Gtéwnym zadaniem lekarza rodzinnego jest
zadbanie o zwiekszenie stopnia zaszczepienia
przeciwko grypie wsréd pacjentéw, ktérymi sie
opiekuje, zwifaszcza pacjentéw nalezacych do
grup ryzyka, w tym oséb po 65 roku zycia. Nale-
zy uwaznie $ledzi¢ zmieniajace sig i stale uaktu-
alniane zalecenia dotyczace szczepieni przeciw-
ko grypie. Konieczne jest zapoznanie sie lekarzy
rodzinnych z zasadami funkcjonowania praktyk
na wypadek kolejnej pandemii grypy.
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Sprawozdanie z 11l Kongresu

Polskiego Towarzystwa Medycyny Rodzinne;j
18-21 wrzesnia 2008 r., Wroctaw

Report on the 3" Congress of the Polish Society of Family Medicine

September 18-21, 2008, Wroctaw

AGNIESZKA MASTALERZ-MIGAS, ANDRZE) STECIWKO
Katedra i Zaktad Medycyny Rodzinnej Akademii Medycznej we Wroctawiu

W dniach 18-21 wrzesnia 2008 r. odbyt
sie we Wroctawiu Il Kongres Polskiego Towarzy-
stwa Medycyny Rodzinnej. Byto to najwieksze
wydarzenie naukowo-szkoleniowe w medycynie
rodzinnej w Polsce w roku 2008. Kongres odby-
wat sie w Hali Stulecia, zabytku Wroctawia wpi-
sanym na liste UNESCO. Hasto przewodnie Kon-
gresu brzmiato ,Choroby cywilizacyjne — wyzwa-
niem dla medycyny rodzinnej w XXI wieku”.

W Kongresie wzieto udziat ponad 2 tysiace le-
karzy z catego kraju, zaréwno lekarzy rodzin-
nych, jak réwniez specjalistéw innych dziedzin,
przede wszystkim internistéw i pediatréw oraz
mtodych lekarzy w trakcie specjalizacji. Kongre-
sowi towarzyszyta bogata wystawa medyczna,
w ktérej wzieto udziat blisko 100 wystawcow —
producentéw i dystrybutoréw produktéw farma-
ceutycznych, sprzetu medycznego oraz wydaw-
nictw medycznych.

Patronami medialnymi Kongresu byli: ,Family
Medicine & Primary Care Review”, ,Stuzba Zdro-
wia”, ,TERAPIA”, ,Lekarz”, ,Rynek Zdrowia”,
TVN MED.

Na czele Komitetu Naukowego i Organizacyj-
nego stanat Prezes Zarzadu Gtéwnego PTMR
oraz Kierownik Katedry i Zaktadu Medycyny Ro-
dzinnej Akademii Medycznej we Wroctawiu,
prof. dr hab. Andrzej Steciwko. Do wygtoszenia
wyktadéw Pan Profesor zaprosit grono ponad 160
uznanych autorytetéw z réznych dziedzin medy-
cyny, wsréd ktérych znalazto sie wielu konsultan-
tow krajowych, wojewddzkich oraz prezeséw to-
warzystw lekarskich.

Program naukowo-szkoleniowy Kongresu byt
niezwykle bogaty, réwnolegle toczyto sie 3-6 ses;ji,
rozpoczynajacych sie w godzinach porannych
i trwajacych do péznego popotudnia. W ciggu

czterech dni trwania Kongresu odbyto sie 13 sesji
plenarnych, 24 sesje satelitarne, 3 sesje firmowe,
3 spotkania z ekspertem, warsztaty spirometrycz-
ne oraz 12 sesji prac oryginalnych: 6 sesji donie-
sien ustnych oraz 6 sesji plakatowych. Zaprezen-
towano blisko 170 wyktadéw oraz 157 prac ory-
ginalnych.

Tresci wyktadoéw oraz prac badawczych zo-
staty opublikowane w postaci artykutéw w 3. to-
mie kwartalnika ,Family Medicine & Primary Ca-
re Review”, czasopismie naukowym Polskiego
Towarzystwa Medycyny Rodzinnej, wydawanego
w jezyku polskim (czes¢ prac w jezyku angiel-
skim).

Udziat w Kongresie pozwolit zgromadzic¢ le-
karzom 30 punktéw edukacyjnych.

Kongres rozpoczat sie w czwartek, 18.09
o godzinie 12.00 réwnoczesnie dwiema sesjami
,Wakcynologia” oraz ,Ginekologia i potoznic-
two”, nastepnie odbyly sie sesje ,Neurologia
i psychiatria” oraz ,Choroby infekcyjne”. W tym
dniu odbyta sie réwniez konferencja prasowa,
poswiecona zagadnieniom zwigzanym z Kongre-
sem, jak réwniez profilaktyce grypy. W Konferen-
cji wzieli udziat prof. Lidia B. Brydak, Kierownik
Krajowego Osrodka ds. Grypy, prof. Andrzej Ste-
ciwko, Prezes PTMR, oraz dr n. med. Agnieszka
Mastalerz-Migas, Wiceprzewodniczaca Komitetu
Organizacyjnego Kongresu.

O godzinie 17.00 rozpoczeta sie uroczysta in-
auguracja Kongresu, w ktérej udziat wzieli za-
rowno uczestnicy, wyktadowcy, jak i zaproszeni
goscie. Gosciem szczeg6Inym byt Jego Eminencja
Kardynat Henryk Gulbinowicz. Gale poprowa-
dzili prof. Andrzej Steciwko oraz dr n. med.
Agnieszka Mastalerz-Migas. Podczas uroczysto-
$ci wreczone zostaty najwyzsze wyréznienia Pol-
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skiego Towarzystwa Medycyny Rodzinnej — Sta-
tuetki Hipokratesa, przyznawane osobom szcze-
gblnie zaangazowanym w rozwdéj medycyny ro-
dzinnej w Polsce. To zaszczytne wyrdznienie
w roku 2008 Kapituta przyznata Kardynatowi
Henrykowi Gulbinowiczowi, prof. Jerzemu Koto-
dziejowi, prof. Tadeuszowi Ptusie, prof. Steinaro-
wi Hunskaarowi (Bergen, Norwegia) oraz dr n.
med. Agnieszce Mastalerz-Migas. Nagrodzono
réwniez firmy i instytucje zaangazowane we
wspétprace na polu medycyny rodzinnej za-
szczytnym tytutem ,Przyjaciel Lekarza Rodzinne-
go”. W roku 2008 tytut ten otrzymaty firmy far-
maceutyczne Sanofi-Aventis oraz Servier, Wy-
dawnictwo Termedia oraz Fundacja Akademii
Medycznej we Wroctawiu. Podczas Inauguracji
prof. Gerwazy Swiderski otrzymat z rak Prezesa
Polskiego Towarzystwa Lekarskiego, prof. Jerzego
Woy-Wojciechowskiego, zaszczytny tytut ,Medi-
cus Nobilis”.

Uroczystos¢ zostata uswietniona znakomitymi
wyktadami inauguracyjnymi, ktére wygtosili:
Prof. Zenon Steplewski z Jefferson University of
Philadelphia: ,Rosliny genetycznie modyfikowa-
ne jako bezpieczne Zrédto szczepionek”, Prof.
Jerzy Woy-Wojciechowski: ,Jan Pawet Il i medy-
cyna” oraz Prof. Henryk Skarzynski: ,Nowa era
w audiologii i otochirurgii”. Szczegélne wrazenie
na stuchaczach zrobit wyktad o papiezu Janie
Pawle Il, ktéry w niezwykle sugestywny i emocjo-
nalny sposéb wygtosit prof. Jerzy Woy-Woijcie-
chowski. Po zakoriczeniu, gdy z gtosnikéw po-
ptyneta melodia piesni ,Barka”, w wielu oczach
pojawity sie tzy wzruszenia. Z kolei prof. Henryk
Skarzyriski swoim niezwykle interesujacym wy-
ktadem na temat mozliwosci przywracania stu-
chu udowodnit, ze cuda w medycynie XXI wieku
sq mozliwe.

Po czesci oficjalnej odbyt sie znakomity kon-
cert Orkiestry Kameralnej Filharmonii Slaskiej
pod dyrekcja Czestawa Grabowskiego, ktory
przyblizyt stuchaczom wiele utworéw muzyki
powaznej i rozrywkowej w wersji smyczkowej.
Po koncercie odbyt sie powitalny koktajl.

Piatek byt dniem niezwykle bogatym pod
wzgledem szkoleniowym, naukowym i ... towa-
rzyskim. Sesje rozpoczety sie juz o godzinie 8.30.
W sali plenarnej odbywaty sie sesje: diabetolo-
giczna, pulmonologiczno-astmologiczna, alergo-
logiczna, nadcisnienia tetniczego, onkologiczno-
-hematologiczna oraz opieki paliatywnej. Réw-
nolegle odbywaty sie sesje satelitarne (w salach
B i C), m.in. dotyczace: chirurgii i choréb naczyn,
bioterroryzmu, medycyny sportowej, reumatolo-
gii, endokrynologii, medycyny rodzinnej, teleme-
dycyny. Ogromnym zainteresowaniem stuchaczy
cieszyta sie sesja ,Prawo medyczne” prowadzona
przez zespét Zaktadu Medycyny Sadowej (prof.
Barbara Swiqtek, dr n. med. Jakub Trnka, dr Ro-

bert Susto) oraz dr. n. med. Jarostawa Drobnika
z Katedry i Zaktadu Medycyny Rodzinnej AM we
Wroctawiu. Poruszano m.in. zagadnienia zwigza-
ne z wypisywaniem recept, relacji lekarz—przed-
stawiciel firmy farmaceutycznej oraz prowadze-
niem dokumentacji medyczne;j.

W piatek odbyty sie réwniez sesje sponsoro-
wane, dotyczace zapalern drég oddechowych
oraz zaburzen rytmu serca. Podczas lunchu mia-
ty miejsca spotkania z ekspertami.

W godzinach przedpotudniowych w piatek
odbyto sie posiedzenie Zarzadu Gtéwnego Pol-
skiego Towarzystwa Medycyny Rodzinnej, na
ktérym omawiano wiele istotnych probleméw
medycyny rodzinnej oraz biezace sprawy Towa-
rzystwa, w tym réwniez dziatalnos¢ organéw te-
renowych, a takze plany edukacyjno-szkolenio-
we PTMR na najblizszy rok.

Podczas Kongresu mozna byto réwniez by¢
Swiadkiem prezentacji wtasnego dorobku nauko-
wego lekarzy rodzinnych z catej Polski, zaréwno
z osrodkéw akademickich, jak i z niewielkich
przychodni. Nadestane prace badawcze podlega-
ty ocenie Komitetu Naukowego, a prace, ktére
przeszty sito recenzji, zostaty zakwalifikowane
do prezentacji ustnej lub plakatowej. Tematyka
nadestanych prac byta niezwykle szeroka, choc
wiekszos¢ z nich dotyczyta gléwnej tematyki
Kongresu, a wiec schorzen cywilizacyjnych,
a takze problematyki szczepieri, pediatrii, zaka-
zeri chlamydiowych i innych problemoéw prakty-
ki lekarskiej. W piatek i w sobote odbyty sie po 3
sesje prezentacji ustnych i plakatowych, wiekszo-
$ci z nich towarzyszyta niezwykle bogata i burz-
liwa dyskusja. W sesjach doniesieri ustnych za-
prezentowano 41 prac, natomiast w sesjach pla-
katowych — 116 prac. Byta to jak dotychczas
rekordowa liczba prac oryginalnych prezentowa-
nych podczas kongreséw i zjazdéw PTMR.

Po tak wyczerpujacym naukowo dniu, uczest-
nicy Kongresu w petni zastuzyli na odpoczynek
i relaks. Organizatorzy zapewnili jedno i drugie,
zapraszajac uczestnikéw do Hali ,Orbita” na bie-
siade, podczas ktérej koncert data Maryla Rodo-
wicz, gwiazda o niestabngcym blasku, ktéra po-
rwata do tarica i zabawy ttumy gosci, ktérzy $pie-
wali i tainczyli niezapomniane przeboje, jak:
,Matgoska”, ,Niech zyje bal” czy ,Szparka sekre-
tarka”. Po koncercie artystka jeszcze dtugo podpi-
sywata swoja najnowsza ptyte, kazdy chciat byc
w poblizu gwiazdy.

Sobota dla uczestnikéw Kongresu réwniez by-
ta dniem przepetnionym ofertg naukowo-szkole-
niowa. Sesje, podobnie jak w piatek, rozpoczyna-
ty sie 0 8.30. W bloku sesji plenarnych odbyty sie
sesje: kardiologiczna, komunikacji lekarz—pa-
cjent, nefrologiczna oraz urologiczna. Wsréd sesji
satelitarnych odbywajacych sie réwnolegle
w dwdch seriach wymieni¢ nalezy m.in. sesje do-
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1. Miejsce obrad Kongresu — Hala Stulecia
we Wroctawiu 3. Uroczyste otwarcie Kongresu —

dr n. med. Agnieszka Mastalerz-Migas
i prof. dr hab. Andrzej Steciwko
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2. Biuro kongresowe

5. Wyktfad inauguracyjny — Prof. Zenon Steplewski

6. Kardynat Henryk
Gulbinowicz odbiera z rak
Przewodniczacego Kapituty
,Statuetke Hipokratesa”
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Prof. dr hab. meq. Anna Jung
Klinika Pediatrij, Nefrologiii
Alergologii Dzieciecej WiM,

Warszawa

7. Zaszczytny tytut ,Przyjaciel Lekarza Rodzinnego”
otrzymali firmy Sanofi-Aventis, Servier,
Wydawnictwo Termedia i Fundacja Akademii
Medycznej we Wroctawiu

11. Przewodniczacy i Wiceprzewodniczaca Komitetu
Naukowego po zakoriczeniu Kongresu

8. Nagrodzeni za najlepsze prace opublikowane na
tamach kwartalnika ,Family Medicine & Primary
Care Review” w 2007 r. od lewej stoja:

mgr Mariola Wojtal (Opole),

dr hab. n. med. Katarzyna Zyciriska (Warszawa),
lek. med. Agnieszka Muszyriska (Wroctaw)

12. Sala obrad

9. Pamiatkowe zdjecie
wyktadowcéw.

Od lewej stoja:

prof. Piotr Ponikowski,
prof. Walentyna Mazurek,
prof. Andrzej Mysiak,
prof. Andrzej Steciwko,
prof. Waldemar Banasiak
i prof. Krystyna toboz-
-Grudzieri
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tyczaca orzecznictwa medycznego, zakazer ukta-
du moczowego, nefrologii dzieciecej, sesje cho-
réb zakaZnych u dzieci, sepsy, diagnostyki obra-
zowej, a takze zaburzen odzywiania, w ktdrej
omawiano problemy zaréwno otytosci, jak i nie-
dozywienia. Duzym zainteresowaniem cieszyta
sie rowniez rozbudowana sesja laryngologiczna,
w ktdrej szeroko oméwiono problemy, z jakimi
bardzo czesto ma do czynienia lekarz rodzinny.

W ramach sesji sponsorowanych zaprezento-
wano najnowsze doniesienia z kongreséw mie-
dzynarodowych i przedstawiono wyniki szeroko
zakrojonych badarn ADVANCE, HYVETT, BEAU-
TIFUL. W porze lunchu odbyty sie spotkania
z ekspertami. Przez caty dzien, podobnie jak
w piatek, trwaty sesje doniesieri ustnych i plaka-
towych, ktérym na ogét towarzyszyta dtuga i bo-
gata dyskusja uczestnikow sesji.

W sobote w godzinach potudniowych odbyto
sie Walne Zebranie Cztonkéw Polskiego Towa-
rzystwa Medycyny Rodzinnej, na ktérym oma-
wiano sprawy biezace towarzystwa. Z radoscia
przyjeto ukonstytuowanie sie kolejnego oddziatu
terenowego PTMR - lubelskiego. Przedstawiono
i zaakceptowano réwniez podziat terytorialny za-
siegu regionalnego poszczegélnych oddziatow.

Sobotni wieczér uczestnicy Kongresu mogli
spedzi¢ na zwiedzaniu Wroctawia oraz korzysta-
niu z urokéw jego rozlicznych kafejek, restauracji
i dyskotek. Goscinne miasto otworzyto swe
podwoje przed lekarzami z catej Polski. Punkt In-
formacyjny czynny przez caty czas przy Biurze
Kongresowym byt pomocny w znalezieniu intere-
sujacej oferty na ten wieczor.

W niedzielg, 21 wrzesnia, obrady rozpoczety
sie 0 godzinie 9.00. Odbyly sie sesje plenarne do-
tyczace pediatrii, gastroenterologii oraz okulisty-
ki, a takze sesje satelitarne, w ktérych omawiano
tematyke gruZlicy, pulmonologii i astmy oraz ge-
riatrii.

Kongres zakoriczyt sie okoto godziny 14.00.
W uroczystym zakoriczeniu wzieli udziat liczni
uczestnicy, ktérzy pragneli do korica chtonac
wspaniata atmosfere nauki wyczuwalng podczas
obrad. Podczas uroczystosci zakoriczenia Kon-
gresu prof. Andrzej Steciwko podziekowat wykta-
dowcom, wystawcom, cztonkom Komitetu Orga-
nizacyjnego oraz wszystkim uczestnikom i zapro-
sit do udziatu w kolejnym zjezdzie Polskiego
Towarzystwa Medycyny Rodzinnej, ktéry odbe-
dzie sie w Poznaniu w dniach 3-5 wrzesnia 2009 r.
Nieco wczesniej, w dniach 13-15 marca 2009 r.,
tez w Poznaniu, odbedzie sie Il Kongres Top Me-
dical Trends, organizowany réwniez przez Pol-
skie Towarzystwo Medycyny Rodzinnej we
wspotpracy z Wydawnictwem Termedia.

Komitet Naukowy i Organizacyjny pragnie
serdecznie podziekowac wszystkim, ktérzy przy-
czynili sie do uswietnienia Kongresu, a zwtaszcza
Wyktadowcom, ktérzy poswiecili swoj czas oraz
wiozyli duzo wysitku w przygotowanie wykta-
déw oraz artykutéw do kwartalnika ,Family Me-
dicine & Primary Care Review”. Dzigkujemy réw-
niez sponsorom oraz wydawnictwom medycz-
nym za liczny udziat w Kongresie.

Juz dzi§ zapraszamy wszystkich na wydarze-
nia szkoleniowe organizowane przez Polskie To-
warzystwo Medycyny Rodzinnej w roku 2009.



Regulamin ogtaszania prac w kwartalniku

Family Medicine & Primary Care Review
(dawniej: Polska Medycyna Rodzinna)

Kwartalnik FAMILY MEDICINE & PRIMARY CARE REVIEW (dawniej: Polska Medycyna Rodzinna) jest re-
cenzowanym czasopismem naukowym, adresowanym do oséb zajmujgcych sie badaniami naukowymi
w dziedzinie medycyny rodzinnej, podstawowej opieki zdrowotnej oraz w dziedzinach pokrewnych, na-
uczycieli akademickich medycyny rodzinnej, lekarzy rodzinnych i innych oséb pracujacych w podstawo-
wej opiece zdrowotnej, lekarzy w trakcie specjalizacji, rezydentéw oraz studentéw. Czasopismo przezna-
czone jest takze dla oséb zajmujacych sie badaniami doswiadczalnymi i epidemiologicznymi z zakresu
innych dyscyplin medycznych.

Kwartalnik jest organem Polskiego Towarzystwa Medycyny Rodzinnej, wydawanym przy wspétudziale
Stowarzyszenia Przyjaciét Medycyny Rodzinnej i Lekarzy Rodzinnych. Wartos¢ merytoryczna Polskiej
Medycyny Rodzinnej zostata doceniona przez lekarzy rodzinnych, Ministerstwo Zdrowia, CMKP oraz
konsultanta krajowego w dziedzinie medycyny rodzinnej — czasopismo znajduje sie na wykazie lektur
obowiazujacych do egzaminu specjalizacyjnego z medycyny rodzinnej.

Chcac rozszerzy¢ zakres tematyczny czasopisma oraz powiekszy¢ zaréwno krag jego autoréw, jak i czy-
telnikéw, Redakcja w porozumieniu z Wydawca podjeta decyzje o zmianie formuty kwartalnika i — po-
czawszy od 2005 roku (tj. tomu 7.) — przeksztatceniu go w FAMILY MEDICINE & PRIMARY CARE REVIEW
— czasopismo naukowe o miedzynarodowym charakterze. Nasza misja jest stworzenie platformy wspét-
pracy oraz wymiany informacji, mysli i doswiadczen z zakresu medycyny rodzinnej i podstawowej opie-
ki zdrowotnej, ktéra obejmowataby Europe Srodkowa i Wschodnig. W regionie tym nie ma bowiem
podobnego czasopisma konsolidujacego srodowiska naukowe i zawodowe w tych dziedzinach. Chcieli-
bysmy takze zaistnie¢ w miedzynarodowych bazach pismiennictwa biomedycznego, takich jak: Index
Medicus, PubMed/MEDLINE czy Current Contents. Obecnie kwartalnik znajduje sie w Excerpta Medi-
ca/EMBASE oraz w Index Copernicus (5,66 pkt).

Redakcja przyjmuje do druku prace w jezyku polskim i/lub angielskim (UK English). Publikowane sg one

w nastepujacych dziatach kwartalnika:

o Artykuly redakcyjne (Editorials)

¢ Prace pogladowe (Reviews)

e Prace oryginalne (Original papers) — takze doswiadczalne;

e Prace kazuistyczne (Case reports/studies) — opisy przypadkéw dotyczace: a) nowej lub rzadkiej jedno-
stki chorobowej, b) nowego rozumienia patogenezy, etiologii, diagnozy, przebiegu choroby lub terapii,
¢) nowego odkrycia dotyczacego znanej jednostki chorobowej;

¢ Ksztatcenie przed-/podyplomowe (Under-/postgraduate education) lub ustawiczne (CME) — m.in. pro-
gramy ksztatcenia, specjalne opracowania dla celéw dydaktycznych (np. programy edukacyjne);

e Sprawozdania (Reports) — ze zjazdéw, kongreséw, stazéw krajowych i zagranicznych itp.;

o Listy do Redakc;ji (Letters to the Editor) — nadestane w odpowiedzi na materiat publikowany w czaso-
pismie, przedstawiajace uwagi i/lub inny punkt widzenia;

o Recenzje ksiazek i przeglady pismiennictwa (Book/literature reviews)

e Komunikaty (Announcements)

e Varia

Priorytet w druku maja prace oryginalne oraz publikacje w jezyku angielskim. Artykuty powinny spetniac
standardy i wymagania okreslone przez International Committee of Medical Journal Editors, znane jako
,Uniform Requirements for Manuscripts Submitted to Biomedical Journals: Writing and Editing for Biome-
dical Publication” (zob. Uniform Requirements for Manuscripts Submitted to Biomedical Journals [edito-
riall. N Engl ] Med 1997; 336: 309-915; uaktualniona wersja z pazdziernika 2004 roku dostepna jest na
stronie WWW - http://www.icmje.org/icmje.pdf). Obowiazuja réwniez zasady Dobrej Praktyki Edytorskiej
(,Consensus Statement on Good Editorial Practice 2004”), sformutowane przez Index Copernicus Interna-
tional Scientific Committee.

Kazda praca jest recenzowana przez cztonkéw Kolegium Redakcyjnego oraz dwdch niezaleznych Recen-
zentéw, wytypowanych przez Redakcje — najczesciej z grona samodzielnych pracownikéw naukowych
Akademii Medycznych. W szczegdlnych przypadkach prace moga recenzowac réwniez osoby z tytutem
profesora innych uczelni. Redakcja zapoznaje Autoréw z tekstem recenzji, bez ujawniania nazwisk recen-
zentoéw. Recenzent moze uznac prace za:



e nadajacy sie do druku bez dokonywania poprawek,

e nadajacg sie do druku po dokonaniu poprawek wedtug wskazéwek Recenzenta, bez koniecznosci po-
nownej recenzji,

¢ nadajacg sie do druku po jej przeredagowaniu zgodnie z uwagami Recenzenta i po ponownej recen-
zZji pracy,

e nie nadajaca sie do druku.

Praca moze byc réwniez odestana Autorom z prosha o dostosowanie do wymogéw redakcyjnych. Redakcja

zastrzega sobie prawo do dokonywania koniecznych poprawek i skrétéw bez porozumienia z Autorami.

Prace wymagajace korekty zostana przestane Autorom wraz z uwagami Recenzenta i Redakcji. Autorzy
prac oryginalnych, doswiadczalnych, pogladowych, kazuistycznych otrzymuja jedna korekte, bez maszy-
nopisu. Zmiany w tresci artykutu, dopisywanie nowego tekstu, poprawki na rysunkach powstate z winy
Autoréw nie beda uwzgledniane przez Redakcje na etapie korekty. Korekty nalezy zwréci¢ w ciagu 7 dni
od daty wystania z Redakcji. W przypadku zakwalifikowania pracy do druku Autorzy zostang o fakcie po-
informowani pisemnie.

Prawa autorskie (copyright). Praca zakwalifikowana do druku w kwartalniku staje sie wtasnoscia FAMILY
MEDICINE & PRIMARY CARE REVIEW. Tym samym wszelkie prawa autorskie — do wydawania i rozpo-
wszechniania nadestanego materiatu we wszystkich znanych formach — zostaja przeniesione na Wydaw-
ce. Praca nie moze wiec by¢ m.in. publikowana (w catosci lub w czesciach) w innych wydawnictwach
w kraju ani za granica bez uzyskania pisemnej zgody Wydawcy.

Zasady etyki. Publikowane prace nie moga ujawnia¢ danych osobowych pacjentéw, chyba ze wyrazili oni
na to pisemna zgode (wéwczas nalezy dotaczy¢ ja do manuskryptu). Prace dotyczace badan, ktérych
przedmiotem jest cztowiek i ktére moga nies¢ w sobie element ryzyka, musza zawiera¢ oswiadczenie, ze
protokét badawczy jest zgodny z Deklaracjg Helsiriska (zob. World Medical Association Declaration of
Helsinki: ethical principles for medical research involving human subjects. JAMA 2000; 284(23):
3043-3045) i uzyskat akceptacje odpowiedniej komisji etycznej. Réwniez publikacje dotyczace badari do-
$wiadczalnych na zwierzetach muszg zawierac¢ oSwiadczenie, ze badania byty zaakceptowane przez taka
komisje. Fakt akceptacji powinien by¢ zaznaczony w pracy w opisie metodyki badan.

Autorstwo pracy powinno by¢ wyraznie zdefiniowane w postaci okreslenia wktadu poszczegdlnych wspot-
autoréw, jesli chodzi o: a) koncepcje pracy i jej projekt, b) zbieranie danych, c) analize statystyczng, d) inter-
pretacje danych, e) wyszukiwanie pismiennictwa, f) pozyskiwanie funduszy, a takze: g) napisanie tekstu pra-
cy, h) krytyczne uwagi na temat tresci, i) ostateczng akceptacje wersji przeznaczonej do druku. Osoba niema-
jaca znaczacego wktadu w powstanie publikacji nie powinna by¢ wymieniana jako wspétautor pracy.

Zrédta finansowania pracy i sprzecznos¢ intereséw. Autor lub autorzy powinni poda¢ Zrédta wsparcia fi-
nansowego — nazwe sponsora/instytucji i numer grantu — jesli z takiego korzystali. Mozliwe jest uzycie na-
stepujacych sformutowan: ,Praca wykonana w ramach projektu badawczego (grantu itp.) nr ..., finanso-
wanego przez ... w latach ...”, ,Praca zrealizowana ze srodkéw uczelnianych (badania wtasne, dziatal-
nosc statutowa itp.)” lub ,Praca sfinansowana ze srodkéw wtasnych autora(éw)”. Autor lub autorzy muszg
réwniez ujawnic swoje zwiazki ze sponsorem, wymienionym w pracy podmiotem (osobg, instytucja, fir-
ma) lub produktem, ktére moga wywotac sprzecznosc¢ interesow.

Odpowiedzialnos¢é. Wydawca i Redakcja nie ponosza odpowiedzialnosci za tres¢ zamieszczonych re-
klam i ogtoszeri. Reklamy lekéw sprzedawanych na recepte skierowane sg tylko do lekarzy, ktérzy maja
niezbedne uprawnienia do ich przepisywania. Wydawca ma prawo odmoéwic¢ zamieszczenia reklam
i ogtoszen, jezeli ich tres¢ lub forma sg sprzeczne z charakterem pisma lub interesem wydawcy.

Przygotowanie pracy do druku

Do pracy nalezy dotaczyc¢ pisemna zgode kierownika jednostki (zaktadu, kliniki itp.) na druk oraz oswiad-
czenie Autora, ze praca nie byta uprzednio publikowana i nie zostata ztozona do druku w innym czaso-
pismie. Autor musi réwniez dotaczy¢ wypetniony ,Formularz zgtoszeniowy pracy” (zamieszczany w FA-
MILY MEDICINE & PRIMARY CARE REVIEW oraz dostepny na stronie WWW Redakcji), w ktérym po-
Swiadcza spetnienie warunkéw okreslonych w poszczegdlnych punktach niniejszego Regulaminu.

Ukdad pracy: tytut, imiona i nazwiska Autoréw, nazwa zaktadu, instytutu lub placéwki, w ktérej praca zo-
stata wykonana, imie, nazwisko i tytut naukowy kierownika zaktadu (do 600 znakéw). Praca powinna sie
sktadac ze streszczenia strukturalnego (zawierajacego nie mniej niz 200 i nie wiecej niz 250 stéw), 3-6
stéw kluczowych, tekstu gtéwnego (w przyjetym uktadzie: wstep, materiat i metody, wyniki, dyskusja,
whnioski), spisu piSmiennictwa oraz tytutu, streszczenia strukturalnego i stéw kluczowych w jezyku angiel-
skim (pochodzacych ze standardowego wykazu MeSH, tj. Medical Subject Headings obowigzujacego
w Index Medicus). W przypadku opracowan dydaktycznych, sprawozdan, recenzji oraz listéw do Redak-
cji dopuszcza sie odstepstwa w uktadzie tekstu gtéwnego (m.in. nie dotacza sie streszczen). Praca powin-



na zawierac takze petny, aktualny adres i telefon (prywatny lub miejsca pracy), ewentualnie adres poczty
elektronicznej pierwszego Autora, pod ktéry mozna kierowac korespondencje.

Nalezy ustali¢ role i udziat kazdego wspétautora w przygotowaniu pracy wedtug zataczonego klucza:
A — przygotowanie projektu badania, B — zbieranie danych, C — analiza statystyczna, D — interpretacja
danych, E — przygotowanie maszynopisu, F — opracowanie pismiennictwa, G — pozyskanie funduszy.

Struktura streszczeri powinna pokrywac sie ze strukturg tekstu gtéwnego, z wyjatkiem dyskusji. W stre-
szczeniu (Summary) nalezy wiec wyodrebni¢ cztery czesci: Wstep (Background), Materiat i metody (Ma-
terial and methods), Wyniki (Results) i Wnioski (Conclusions). Streszczenie powinno zawiera¢ 200-250
stéw (do 2200 znakdw).

Jednostki i skréty. W pracach nalezy uzywac jednostek metrycznych (SI). Mozna stosowac standardowe
skréty, ktére nalezy jednak zdefiniowac w streszczeniu i/lub przy pierwszej wzmiance w tekscie. Skroty
stosuje sie tylko wtedy, gdy dany termin jest stosowany wielokrotnie, a jego skrét stanowi dla Czytelnika
utatwienie.

Pismiennictwo powinno zawiera¢ wytacznie pozycje cytowane w tekscie pracy, w ktérym oznacza sie je
kolejnymi liczbami w nawiasach klamrowych, np. [1], [6, 13]. To samo dotyczy cytowar umieszczanych
w tabelach lub opisach rycin — nadaje si¢ im kolejne numery, zachowujac ciggtos¢ z numeracjg w tekscie
pracy. PisSmiennictwo nalezy ograniczy¢ do niezbednego minimum - liczba cytowanych pozycji nie po-
winna przekraczac 20 dla pracy oryginalnej, a 40 — dla pogladowej. Zalecane jest korzystanie z publika-
cji spetniajacych wymogi ,medycyny opartej na potwierdzonych danych naukowych” (evidence based
medicine). Nalezy unikac cytowania abstraktéw zjazdowych, a informacje niepublikowane (tzw. informa-
cje wiasne, doniesienia ustne itp.) nie moga stuzy¢ jako Zrédto cytatu.

Spis pismiennictwa umieszcza sie na koricu pracy w kolejnosci zgodnej z pojawianiem sie cytowanych
prac w tekscie. Jesli liczba autoréw publikacji nie przekracza 6, podaje sie wszystkie nazwiska oraz ini-
cjaty (bez kropek). Jesli autoréw jest 7 lub wiecej, wymienia sie nazwiska pierwszych trzech, a po nich
zamieszcza skrot ,i wsp.” lub et al.”. Skréty tytutéw czasopism muszg odpowiadac skrétom podawanym
w Index Medicus; pisze sie je kursywa, bez kropek. Po podaniu roku wydania stawiamy srednik, po po-
daniu tomu — dwukropek, po podaniu stron (od-do) — kropke. W przypadku wydawnictw zwartych poda-
je sie: nazwisko redaktora (-6w), inicjaty imienia lub imion, tytut publikacji pisany kursywa, miejsce wy-
dania, nazwe wydawnictwa, rok wydania, ewentualnie numery stron.

Nalezy bezwzglednie przestrzegac¢ zasad bibliograficznych znanych jako System Vancouverski (Vancou-
ver System of Bibliographic referencing). Ponizej znajduja sie przyktady, ktére trzeba nasladowac:

a) artykut w czasopismie

e Connors MM. Risk perception, risk taking and risk management among intravenous drug users: impli-
cations for AIDS prevention. Soc Sci Med 1992; 34(6): 591-601.

e Lahita R, Kluger J, Drayer DE, Koffler D, Reidenberg MM. Antibodies to nuclear antigens in patients
treated with procainamide or acetylprocainamide. N Engl ] Med 1979; 301: 1382-1385.

e Stroup DF, Berlin JA, Morton SC, et al. Meta-analysis of observational studies in epidemiology: a pro-
posal for reporting. JAMA 2000; 283: 2008-2012.

b) artykut bez podanych autoréw lub organizacja wystepujgca jako autor

e Cancer in South Africa [editorial]. S Afr Med | 1994; 84: 15.

e 21st century heart solution may have a sting in the tail. BMJ 2002; 325 (7357): 184.

e Diabetes Prevention Program Research Group. Hypertension, insulin, and proinsulin in participants
with impaired glucose tolerance. Hypertension 2002; 40(5): 679-686.

) artykut z Internetu (np. z czasopisma w wersji elektronicznej online)

e Thomas S. A comparative study of the properties of twelve hydrocolloid dressings. World Wide
Wounds [serial online] 1997 Jul [cyt. 3.07.1998]. Dostepny na URL: http://www.smtl.co.uk/World-
Wide-Wounds/

d) ksigzka/podrecznik autorstwa jednej lub kilku oséb

e Juszczyk ), Gtadysz A. Diagnostyka réznicowa chorob zakaznych. Wyd 2. Warszawa: Wydawnictwo
Lekarskie PZWL; 1996: strona od—do.

e Milner AD, Hull D. Hospital paediatrics. 3rd ed. Edinburgh: Churchill Livingstone; 1997.

e) ksigzka/podrecznik — praca zbiorowa pod redakcja...
e Norman 1), Redfern SJ, editors. Mental health care for elderly people. New York: Churchill Livingsto-
ne; 1996.
f) ksiazka/podrecznik — wydawca jest instytucja lub organizacja
e NHS Management Executive. Purchasing intelligence. London: NHS Management Executive; 1991.
g) rozdziat w ksigzce/podreczniku

e Krotochwil-Skrzypkowa M. Odczyny i powikfania poszczepienne. W: Debiec B, Magdzik W, red.

Szczepienia ochronne. Wyd 2. Warszawa: PZWL; 1991: 76-81.



e Weinstein L, Swartz MN. Pathogenic properties of invading microorganisms. In: Sodeman WA jun, So-
deman WA, editors. Pathologic Physiology: Mechanisms of Disease. Philadelphia: WB Saunders,
1974: 457-472.

h) dysertacja

e Borkowski MM. Infant sleep and feeding: a telephone survey of Hispanic Americans [dissertation].
Mount Pleasant (MI): Central Michigan University; 2002.

e Scorer R. Attitudes to dynamic psychotherapy and its supervision among consultant psychiatrists in
Wales [dissertation]. London: Univ. of London; 1985.

i) materiaty konferencyjne — zbiér prac pod redakcja...

e Harnden P, Joffe JK, Jones WG, editors. Germ cell tumours V. Proceedings of the 5th Germ Cell Tu-

mour Conference; 2001 Sep 13-15; Leeds, UK. New York: Springer; 2002.
j) praca w materiatach konferencyjnych/zjazdowych

e Christensen S, Oppacher F. An analysis of Koza’s computational effort statistic for genetic program-
ming. In: Foster JA, Lutton E, Miller ], Ryan C, Tettamanzi AG, editors. Genetic programming. EuroGP
2002: Proceedings of the 5th European Conference on Genetic Programming; 2002 Apr 3-5; Kinsda-
le, Ireland. Berlin: Springer; 2002: 182-191.

Wydruk pracy zgtaszanej do druku nalezy dostarczy¢ w 3 egzemplarzach (z dotaczong dyskietka), na kar-
tach formatu A4 jednostronnie zadrukowanych. Tekst powinien by¢ pisany czcionka Arial 12 pkt,
z podwdjna interlinia, wyréwnaniem do lewej strony, marginesami o szerokosci 2,5 cm, bez podziatéw
stéw na koricu wiersza. Strony nalezy numerowac w prawym gérnym rogu. Na jednej stronie wydruku po-
winno sie znajdowac 30 wierszy po okoto 60 znakéw. Na marginesach nalezy zaznaczy¢ proponowane
miejsca wciecia rycin, tabel oraz fotografii. Tytuty rubryk w tabelach, poza pierwsza litera, nalezy pisa¢ ma-
tymi literami (tzw. pismem podrecznym). Objetos¢ pracy wraz z literatura cytowana oraz podaniem na
koricu artykutu adresu do korespondencji, telefonu, e-maila nie moze przekraczac dla prac pogladowych
—24 500 znakéw, dla prac oryginalnych, prac kazuistycznych, sprawozdar i innych materiatéw — 14 500
znakéw.

Ryciny, fotografie, wykresy do wmontowania w tekst nalezy réwniez nadsyta¢ w trzech egzemplarzach
(oryginat i odbitki ksero), oddzielnie, poza tekstem, w ktérym musza by¢ zacytowane. Wszystkie powin-
ny by¢ ponumerowane i opisane, zgodnie z kolejnoscig wystepowania w pracy, sygnowane nazwiskiem
i tytutem pracy (w skrécie).

Wersja elektroniczna prac. Redakcja przyjmuje prace na dyskietkach komputerowych 3,5” lub na CD-
-ROM-ach, nagranych na komputerach klasy IBM PC. Nie bedg przyjmowane prace dostarczone wytacznie
w formie maszynopisu. Tekst na dyskietce musi by¢ zgodny z wydrukiem. Nalezy przygotowac go w progra-
mie MS Word 6.0 lub nowszym, pliki natomiast zapisa¢ w formacie ,doc” lub ,rtf”. Materiat ilustracyjny po-
winien by¢ przygotowany w formacie ,tiff” — dla skanéw, jako pliki utworzone w programach Corel Draw
lub Adobe Illustrator — dla grafiki wektorowej, pliki MS Excel — dla wykreséw i diagraméw. Nalezy dotaczyc
czytelne wydruki komputerowe rysunkéw. Kazda dyskietka powinna by¢ opisana nazwiskiem, tytutem pra-
cy, nazwa pliku oraz numerem telefonu Autora(éw). Tekst oraz materiat ilustracyjny powinny by¢ zapisane
w oddzielnych plikach.

Autorzy otrzymuja bezptatnie jeden egzemplarz czasopisma z wydrukowanym artykutem, nie otrzymuja
natomiast honorariéow autorskich.

Internet. Redakcja FAMILY MEDICINE & PRIMARY CARE REVIEW uruchomita wtasna strone internetowa.
Na stronie tej Redakcja zamieszcza streszczenia drukowanych prac oraz istotne wiadomosci o kwartalni-
ku. Sa tam takze zamieszczone elektroniczne wersje Regulaminu i niezbednych formularzy, szablon dla
autoréw (w formacie MS Word) przedstawiajacy wymagany uktad pracy oraz informacje dla ogtoszenio-
dawcow. Adresy: http://www.pmr.am.wroc.pl, http:/www.familymedreview.org

Optata za druk artykutu, ktérego pierwszy Autor nie jest cztonkiem PTMR wynosi 300 zt + VAT.

Prace nalezy nadsytac na adres:

Redakcja Kwartalnika FAMILY MEDICINE & PRIMARY CARE REVIEW
Katedra i Zaktad Medycyny Rodzinnej Akademii Medycznej we Wroctawiu
ul. Syrokomli 1

51-141 Wroctaw

tel./fax (071) 325-43-41, e-mail: pmr@pmr.am.wroc.pl

Uwaga dla zamieszczajacych reklamy: format publikacji po obcieciu wynosi 208 x 295 mm (szerokos¢
x wysokos¢), do tego trzeba doda¢ po okoto 3 mm na obcigcie do zréwnania. Szczegétowe informacje
o kwartalniku i zasadach wspétpracy dostepne sa na stronie internetowej Redakcji.
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The quarterly journal FAMILY MEDICINE & PRIMARY CARE REVIEW (formerly: Polska Medycyna
Rodzinna) is a peer-reviewed scientific journal, open to research workers in family medicine, primary care,
and related fields, academic teachers, general practitioners/family doctors, and other primary health care
professionals, as well as physicians-in-training, residents and medical students. The journal is also
addressed to those who carry out experimental and epidemiological research in other disciplines.

Our mission is to lay foundations for cooperation and an exchange of ideas, information and experience
in family medicine/primary care that could involve all Central and Eastern Europe. This region lacks a jour-
nal of the kind. We also desire to be included in reputed international databases of biomedical periodi-
cals, such as Index Medicus, PubMed/MEDLINE or Current Contents. Currently, we are indexed by
Excerpta Medica/EMBASE and listed in the Index Copernicus (with 5.66 points).

The Editorial Board accepts manuscripts written in Polish or English (preferably UK English). They may be
considered for publication in the following sections of the quarterly:

e Editorials

e Reviews

e Original papers — including experimental research

¢ Case reports/studies

¢ Under-/postgraduate education or Continuing medical education (CME)
e Reports — on conferences, congresses, fellowships, scholarships, etc.

e Letters to the Editor

e Book/literature reviews

e Announcements

¢ Miscellaneous

The priority will be given to original papers and/or articles written in English. The submitted manuscripts
should meet the general standards and requirements agreed upon by the International Committee of
Medical Journal Editors, known as Uniform Requirements for Manuscripts Submitted to Biomedical
Journals: Writing and Editing for Biomedical Publication (see Uniform Requirements for Manuscripts
Submitted to Biomedical Journals [editoriall. N Engl ] Med 1997; 336:309-915; an updated version from
October 2004 is available online: http://www.icmje.org/icmje.pdf). They should also conform to the high
quality editorial procedures and practice (formulated by the Index Copernicus International Scientific
Committee as Consensus Statement on Good Editorial Practice 2004).

Submitted manuscripts are first examined by the Editorial Board members, and then, if generally accept-

ed, sent to two independent experts for scientific evaluation. The authors will receive the reviews within

several weeks after submission of the manuscript. The reviewers, whose names are undisclosed to the

author, may qualify the paper for:

e immediate publication,

e returning to authors with suggestions for modification and improvement, and then publishing without
repeated review,

e returning to authors for rewriting (according to the reviewer’s instructions or requests), and then for pub-
lishing after a repeated review,

e rejection as unsuitable for publication.

The Editorial Board reserves a right to adjust the format of the article or to shorten the text, if necessary.
The authors of the accepted papers will be notified in writing. The manuscripts requiring modification
and improvement or rewriting will be returned to the authors. Proofs of these papers will be sent to them
for proofreading. Corrections other than printer’s errors, however, should be avoided. Proofs should be
returned to the Editor within 7 days.

Copyright transfer. Upon acceptance a paper to print, authors transfer copyright to the FAMILY MEDICINE
& PRIMARY CARE REVIEW, and all published manuscripts become the permanent property of the
Publisher. Thus no part of these documents may be reproduced or transmitted in any form or by any
means, for any purpose, without the express written permission of the Publisher.

Ethical issues. Authors are obliged to respect patients” confidentiality. Do not publish patients” names, ini-
tials, or hospital numbers. Written permission to use patients’ pictures and their informed consent must
accompany such materials. In reports on the experiments on human subjects, it should be clearly indicat-
ed whether the procedures followed were in accordance with the Declaration of Helsinki (see World



Medical Association Declaration of Helsinki: ethical principles for medical research involving human sub-
jects. JAMA 2000; 284(23): 3043-3045). The investigator’s Institutional Review Board or a local ethical
committee should have approved the protocols for both human and animal studies. Information on this
approval should be provided in the “Material and methods” section of the manuscript.

Authorship criteria. The exact contribution of each co-author should be clearly defined. Authorship cred-
it should be based only on substantial contributions to: a) study concept and design, b) acquisition of data,
c) statistical analysis, d) data interpretation, e) literature search, f) funds collection, g) drafting the article,
h) revising the article critically for its important intellectual content, i) final approval of the version to be
published. No one should be listed as a co-author who has not made a significant contribution to the work.

Sources of financial support and conflict of interests. The authors should give the name of the supporting
institution and grant number, if applicable. They should also disclose any relationships (especially finan-
cial arrangements) they may have with the sponsor, other subject, institution, commercial company, or
a product-under- study that could be construed as causing a conflict of interest with regard to the manu-
script under review.

Disclaimer. The Publisher and the Editorial Board assume no responsibility for opinions or statements
expressed in advertisements. The opinions expressed in by-lined articles are those of the author(s) and do
not necessarily reflect those of the Publisher.

Manuscript Preparation

Each submitted manuscript must be accompanied by a covering letter signed by all authors confirming
that (1) they consent to publication, and (2) the paper has not been published before in any form, and is
not under consideration/accepted for publication elsewhere. The “Paper submission form” (reproduced in
the journal or available on its website), containing a checklist of all conditions to be fulfilled, dated and
signed by the first author should also be included.

The title page should contain: (1) the full title of the paper; (2) the names of all authors; (3) the depart-
ment(s) and institution(s) where the work was done; (4) the institutional affiliation of each author, if any;
(5) the exact contribution of each co-author; (6) the full name and address (including telephone, fax and
e-mail) of the corresponding author; (7) sources of financial support. The paper should carry a structured
abstract (see below), 3—-6 key words (from the Medical Subject Headings [MeSH] catalogue of the Index
Medicus), and the main text structured in the conventional style (Introduction, Material and methods,
Results, Discussion, Conclusions, References). A structured abstract (Summary) of no more than 250
words (2200 characters) should follow the main text structure (excepting Discussion), and include four
headings: Background, Material and methods, Results, and Conclusions. In case of the Reports, Letters to
the Editor, Book/literature reviews, and Miscellaneous papers, some departures from these rules are accept-
able (e.g. Summary is not necessary).

It should be established the role and the participation of every co-author in preparing the manuscript
according to the enclosed key: A — study design, B — data collection, C — statistical analysis, D — data inter-
pretation, E — manuscript preparation, F — literature search, G — funds collection.

Units and abbreviations. All measurements should be reported in the metric system in terms of the
International System of Units (SI). Use only standard abbreviations and symbols. The term should be writ-
ten in full when it appears in the text for the first time, followed by the abbreviation in parentheses; only
abbreviation is used in the text thereafter.

References should be indicated in the text by Arabic numerals in square brackets (e.g. [1], [6,13]), num-
bered consecutively, including references first cited in tables or figure legends. Only the most essential
publications should be cited. However, their number should not exceed 20 (for original papers) or 40 (for
review articles). It is recommended to use evidence-based sources of medical information. Unpublished
observations or personal communications cannot be used. Avoid using abstracts as references. The list of
references should appear at the end of the text in numerical order. Titles of journals should be abbreviat-
ed according to the format used in Index Medicus, and written in italics, without punctuation marks.

The style of referencing that should be strictly followed is the Vancouver System of Bibliographic refer-
encing. Please note the examples for format and punctuation:

a) Journal article (list all authors; if more than 6 authors, list the first three, followed by et al.)
e Lahita R, Kluger J, Drayer DE, Koffler D, Reidenberg MM. Antibodies to nuclear antigens in patients
treated with procainamide or acetylprocainamide. N Engl ] Med 1979; 301: 1382-1385.
e Stroup DF, Berlin JA, Morton S.C., et al. Meta-analysis of observational studies in epidemiology:
a proposal for reporting. JAMA 2000; 283: 2008-2012.
b) No author
e Cancer in South Africa [editorial]. S Afr Med J 1994; 84:15.
e 21st century heart solution may have a sting in the tail. BMJ 2002; 325(7357): 184.



e Diabetes Prevention Program Research Group. Hypertension, insulin, and proinsulin in participants

with impaired glucose tolerance. Hypertension 2002; 40(5): 679-686.
c) Electronic journal/ WWW page

e Thomas S. A comparative study of the properties of twelve hydrocolloid dressings. World Wide
Wounds [serial online] 1997 Jul [cited 3.07.1998]. Available from URL: http://www.smtl.co.uk/
World-Wide-Wounds/

d) Books/Monographs/Dissertations

e Milner AD, Hull D. Hospital paediatrics. 3rd ed. Edinburgh: Churchill Livingstone; 1997.

e Norman I}, Redfern SJ, editors. Mental health care for elderly people. New York: Churchill Living-
stone; 1996.

e NHS Management Executive. Purchasing intelligence. London: NHS Management Executive; 1991.

e Borkowski MM. Infant sleep and feeding: a telephone survey of Hispanic Americans [dissertation].
Mount Pleasant (MI): Central Michigan University; 2002.

e) Chapter within a book

e Weinstein L, Swartz MN. Pathogenic properties of invading microorganisms. In: Sodeman WA jun,
Sodeman WA, editors. Pathologic Physiology: Mechanisms of Disease. Philadelphia: WB Saunders,
1974: 457-472.

f) Conference proceedings

e Harnden P, Joffe JK, Jones WG, editors. Germ cell tumours V. Proceedings of the 5th Germ Cell
Tumour Conference; 2001 Sep 13-15; Leeds, UK. New York: Springer; 2002.

e Christensen S, Oppacher F. An analysis of Koza’s computational effort statistic for genetic program-
ming. In: Foster JA, Lutton E, Miller J, Ryan C, Tettamanzi AG, editors. Genetic programming. EuroGP
2002: Proceedings of the 5th European Conference on Genetic Programming; 2002 Apr 3-5;
Kinsdale, Ireland. Berlin: Springer; 2002: 182-191.

The length of the manuscript (along with the references) should not exceed 24,500 characters for
reviews, 14,500 characters for original papers, case reports and other materials.

Authors are requested to submit 3 copies of their manuscript as well as a removable data carrier (a flop-
py or compact disk, IBM PC compatible) containing the electronic files of the paper. It is essential that the
file on disk and the printout are identical. The manuscript should be typed on a white paper of the ISO A4
size, one-sided, using double-spacing and standard Arial fonts, 12-point typeface. Do not use bold, capi-
talized text, etc. Margins: 2.5 cm at top, bottom, right, and left.

lllustrations. Drawings, photographs, charts in a traditional format (e.g. professionally drawn figures,
colour or B&W photographic prints, etc.) to be included into the text should be sent separately in 3 copies.
Ensure that each illustration is properly labelled on its back, and numbered consecutively in order of cita-
tion in the text. Photographs should be glossy prints.

Electronic submission. Use 3.5-inch diskettes, CDs, alternatively send the paper by e-mail. Submit the text,
tables and illustrations as separate files. MS Word is preferred, and files should be saved as the "*.doc” or
"*.rtf” ones. Tables, figures, drawings and photographs may be processed using any mode and software
(*.txt, *.doc, *.xIs, *.cdr, *.bmp, *.jpg, *.tiff preferably). Always use table editor function. Name the file(s)
clearly; label the disk with the format of the file and the file name. Diskettes should also be labelled with
the title of the paper and author’s name. The word-processing/compressing software and its version should
be indicated (preferred formats: *.zip, *.rar, and *.arj).

Offprints. Each author will receive one copy of the issue free of charge; however, the authors are not paid
any remuneration/royalties.

The Internet. The Editorial Board of the quarterly FAMILY MEDICINE & PRIMARY CARE REVIEW has
developed the journal’s website: http://www.familymedreview.org
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