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2004 yilinda Hollanda’da Junior Doctors Project adi
altinda dizenlenen 6n-konferans sonrasi olusan
Vasco da Gama Hareketi'nin (VdGM) amaglarindan
bazilari; ulusal organizasyonlarin geng doktorlarin
desteklemesini saglamak, bolgesel ve iilke ¢apinda
arastirmalar  yapilmasini  saglamak, asistan
egitiminde kaliteyi arttirmak, Ulkeler arasi degisim
programlari  dizenlemek ve kolaylastirmak,
Avrupali asistan ve yeni uzmanlarin sorunlarini,
endise ve gereksinimlerini tartisabilecekleri ve
¢OzUmler Uretebilecekleri bir iletisim agi kurmaktir.
Aktif egitim, aile hekimliginin gelistirilmesi ve kalite
standardinin saglanmasi icin Avrupa Aile Hekimleri
Birligi (WONCA Europe) kapsaminda 6n-
konferanslar  dizenlemektedir. VdGM  aile
hekimligini ulusal ve uluslararasi platformlarda
temsil eden en oOnemli organizasyonlardan
birisidir."*  Bu organizasyon bircok  Avrupa
Ulkesinde ve Tirkiye’de aile hekimlerinin ilgi,
katilim ve aktif rol almalari ile giderek giici artan
ve sesi duyulan bir hareket olmaktadir. Bu
baglamda; VdGM'nin diizenli olarak gergeklestirmis
oldugu  o©n-konferans c¢ercevesinde Prag’da
bulundugumuz siire boyunca edindigimiz bilgileri
ve oOzellikle birinci basamak saglik hizmetlerine
yonelik gozlemlerimizi ve ©on-konferansa katilim
kosullarini biitin aile hekimligi camiasina aktarmak
isteriz.

Her yil bir Avrupa llkesinde diizenlenmekte olan ve
2015 yihinda Turkiye’de diizenlenecek olan Avrupa
Aile Hekimleri Birligi Konferansinin duyurusu aylar
oncesinden hekimlere aile hekimligi internet
sitelerinden duyurulmaktadir.
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Her Ulkeden konferans ve on-konferans igin iki
katiimci belirlenmektedir. Bunlardan birisi VAGM
Ulke temsilcisi, digeri ise o yil icin secilen yeni
katilimcidir. Yeni katilimci olabilmek igin, istekli
genc aile hekimlerinin konferansin duyurulmasinin
ardindan  Tirkiye Aile Hekimleri Uzmanhk
Dernegi’'ne (TAHUD) iletiimek Uzere VAGM lke
temsilcisine amag¢ ve beklentilerini 6zetleyen
motivasyon yazisi ile 0Ozgecmisini Ozetleyen
evraklari géndermeleri gerekmektedir. Basvurular
icin aranan kriterler; iyi diizeyde ingilizce bilmek,
TAHUD, VdGM ve Familya (Turkiye Aile Hekimleri
Uzmanhk Dernegi istanbul Subesi TAHUD asistan
iletisim grubu olan familya aile hekimligi uzmanhk
Ogrencilerinin iletisimi, egitimi, eglencesi ve
vesairesi ile ilgilenmektedir.) Uyesi olmaktir.
Basvurular TAHUD Kurulu tarafindan degerlendirilir
ve yeni katilimci segilerek ismi internet sitesinden
duyurulur. Avrupa Aile Hekimleri Birligi Konferansi
ve VAGM on-konferansi hazirlik slrecinde de
katilimcilarin ~ 6nceden  kongre  organizasyon
komitesine bildiriimesinden sonra, konaklama ve
vize islemleri tamamlanir.

Konferans ve 6n-konferans duyurusunu gordikten
sonra donemin Tirkiye VdGM iilke temsilcisine
o6zgecmisimizi ve neden katilmak istedigimizle ilgili
motivasyon mektubumuzu yolladik. TAHUD’a
iletilen evraklarimizin degerlendirilmesi sonrasinda
2013 wyili i¢in yeni katimci olarak secildigimiz
bildirildi ve kongreye kaydimiz yapildi. Haziran’da
baslayan on konferans igin Cek Cumhuriyetinin
baskenti olan ve bizi tarihi dokusu, mimarisi, mizigi
ile cok guizel insanlarin karsiladigi “Prag” sehrine
gittik. Ulke hakkinda bilgi vermek gerekirse; Cek
Cumbhuriyeti yizolgimi 78.864 km2 olan, nifusu
10.5 milyon kisi ile orta Avrupa’da yer alan, tarim
ve sanayi kaynaklarini dengeli kullanan bir Avrupa
Birligi Ulkesidir. Baskent Prag, tarihi merkezi
Birlesmis Milletler Egitim, Bilim ve Kiltir Orgiti
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UNESCO’nun dinya kiiltir ve doga mirasi
listesindedir. Cek Cumhuriyeti'nde 1 Ocak 1993
tarihinde zorunlu saghk sigortasina gecilmistir.
Bireylerin, isverenlerin ve devletin katkilariyla
finanse edilmektedir. 1990'lardaki gegcis
déneminde finansman destegi devlet ve
belediyelerin  buitgesinden, kisisel 6demeler,
bagislar ve saglik sigortasi fonlarindan saglanmistir.
Saglik hizmetleri bolgesel bazda sunulmaktadir.
Bolge saghk blrosu o bolgede vyasayan
vatandaslarin kendi sectikleri birinci basamak
hekimine ulasip saghk hizmeti alabilmesi igin
gerekli sartlari olusturmakla yukimla birodur.
istenirse  anlasma yapilmis  olan  hekimler
vatandaslarca alti ay sonunda degistirilebilir.
Muayene icin bir miktar katilim payr 6édenmesi
gerekmektedir. Doktorlarin birinci basamak saghk
hizmeti verme lisanslari Cek Tip Odasi tarafindan
kontrol edilmekte ve bélge saglik birolarinca onay
verilmektedir. Doktorlar daha sonra sigorta
fonlariyla anlagsma imzalamaktadir. Cek aile
hekimleri Tirkiye’de oldugu gibi poliklinik veya
temel saglk hizmetlerini eriskin veya ¢ocuk hasta
ayirimi yapmadan tek basina veya birkag¢ doktor bir
araya gelerek vermektedirler. Saghk hizmeti verilen
merkezlerin mudlkiyeti belediyelerdedir ve bir
mudurluge baghdir. Bu merkezler 6zel hekimlerce
kullanilacaksa kira ddemesi istenmektedir. ikinci
basamaga gitmek igin aile hekimi sevki
gerekmemektedir.

On-konferansin ilk giinii konferans katilimcilarina
bir brifing verildikten sonra 6n-konferans igin gelen
Ulke temsilcileri calisma gruplarina ayrildi. 2013
Avrupa Aile Hekimleri Birligi ve VdGM 6n-
konferansi nedeniyle Prag'da VdGM ekibi ile
birlikte 9-11 kisiden olusan dokuz ayri galisma
grubunda “aile hekimliginin segilme nedenleri,
asistanlarin egitim sireleri ve farkhliklari, tlkelerin
o6deme sistemleri, resmi kayitli hasta sayilari, diger
branslara sevk igin aile hekimligine basvuru yapip
yaptimadigl” gibi  konular tartisildi.  Farkh
Ulkelerdeki aile hekimlerinin sorunlari, bireysel ve
birlikte yapilabilecek ¢alismalar, ortak ¢oziimler ve
iyilestirmeye yonelik o©neriler {zerinde grup
¢alismalari yapildi. Daha sonra bu ¢alisma
gruplarina Charles Universitesi Aile Hekimliginde
klinik yaklasim (Hasta ile gorisme becerileri, ilk
yardim girisimleri, entilibasyon, kardiyopulmoner
resusitasyon v.b.) ile ilgili uygulamalar gosterildi.
ikinci ginin sonunda gruplarin calismalarini
Ozetleyen sunumlari igin ortak bir salonda
toplanildi.  Sunumlarda genel olarak degisik
Ulkelerde aile hekimligi uygulamalarinin nasil
oldugundan, uzun siredir bu uygulamayi yapan
Ulkelerin aile hekimligi deneyimlerinden, yeni aile
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hekimligi uygulamasina gecen lkelerin
sorunlarindan bahsedildi ve aile hekimliginin diger
alanlar iginde 6neminin giderek artiyor olmasi ve
koruyucu hekimligin 6nemi vurgulandi. Aile
hekimlerinin birbirleri ile daha iyi iletisim kurmalari
gerektigi ve bu birligi glgclendirmenin yollari
Uzerine genel tartismalar yapildi ve ortak fikirlere
varilmaya cahsild. On-konferans ~ WONCA
baskaninin konusmasi ile bitirildi.

Aile hekimligi uzmanligina yeni adim attigimiz
donemde, bu alanda diinyadaki gelismelerden
haberdar olmamizi saglayan, bu kongreye katilarak
edindigimiz deneyim ile aile hekimligi
goraslimizin  genislemesine, farkindaligimizin
artmasina, bir¢cok Ulkeden yeni arkadaslar ile
tanisma firsati yakalamamiza, degisik kiltirler ile is
birligi ve koordinasyon mutlulugunu yasamamiza
neden olan, aile hekimi olmanin 6nemi ve degerini
bir kez daha anladigimiz bu kongreye katiimimizi
saglayan, TAHUD Merkez Yonetim Kurulu Uyelerine
ve VdGM Tirkiye ekibine cok tesekkiir etmek
isteriz. VAGM Tirkiye c¢alismalarinin hizlanarak
devam etmesinin Ulkemizde aile hekimligi bakig
acisini gelistirecegini diisiinmekteyiz.
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OZET

Ureme Cagindaki Kadinlarin Folik Asit Kullanma Durumu ve Bilgi Diizeyi

Amag: Ureme cagindaki kadinlar ve gebelerin folik asit kullaniminin ve bunlara etki eden faktérlerin
arastirilmasi amaglandi. Gereg ve Yontem: Kasim 2012- Ocak 2013 tarihleri arasinda Mustafa Kemal Universitesi
Hastanesi Kadin Hastaliklari ve Dogum ve Aile hekimligi polikliniklerine her hangi bir sebeple basvuran ireme
cagindaki (18-49 yas) deneklere sosyodemografik bilgiler ve folik asit kullanimi ile ilgili sorulari iceren bir anket
uygulandi. Katihmcilarin 6nceki gebeliklerinde yada gebeyse simdiki gebeligindeki folik asit kullanma 6ykisi ve
bilgi dlizeyi sorgulandi. Bulgular: Galismaya katilmayi kabul ederek anket dolduran 665 kadin’dan: 341(%51.4)
kadin ¢ocuk sahibi olmayl dustindigiinde (kullandigi korunma yodntemini birakmadan oOnce) doktora
gitmedigini,353 (%53.2) kadin gebe kalmadan once folik asit kullanmadigini, 156 (%23.5) kadin  kimse
onermedigi icin kullanmadigini, 179 (%26.9) kadin ilag hakkinda bilgisi olmadigi igin kullanmadigini ,311(%46.9)
kadin folik asidi hi¢ duymadigini, 115( %17.4) kadin folik asidin yararl olup olmadigini bilmedigini, 520 (%78.2)
kadin yararh oldugunu diisindigini, 254 (%38.3) kadin bebekte olusacak sakatliklari 6nledigini bildigini, 323
(%48.6) kadin ne ise yaradigini bilmedigini, 86 (%13) kadin anneye faydal oldugunu bildigini, 323 (%48.6) kadin
ne zaman alinacagl konusunda fikrinin olmadigini, 227 (%34.2) kadin aile hekimi tavsiyesiyle kullandigini, 70
(%10.6) kadin, kadin hastaliklari ve dogum uzmani tavsiyesiyle kullandigini, 54(%8.2) kadin ebe ve hemsire
tavsiyesiyle kullandigini, 395 (%59.5) kadin gebeligi boyunca her gln gesitli ilaglar kullandigini, 196 ( %29.5)
kadin hig ilag almadigini ifade etmislerdir. Sonug: Ureme cagindaki kadinlarin énemli bir kisminin folik asit
kullanmadigi, kullanim amaglarini da bilmedikleri gériilmustiir. Ureme cagindaki kadinlarin folik asitle ilgili daha
ayrintil bilgilendirilmeleri gerektigini distindtirmektedir.

Anahtar Kelimeler: Folik asit, Antenal bakim, Prekonsepsiyonel bakim, Nutrisyonel destek, Ureme ¢agi, Noral
tip defekti

ABSTRACT
Folic Acid Use and Knowledge about among Women in Reproductive Age

Aim: The aim of the study is to evaluate the use of folic acid and associated factors among pregnant women or
women of reproductive age.Materials and Methods: A questionnaire consisting of questions on folic acid use in
prior or current pregnancies and sociodemographic data was applied to subjects of reproductive age (18-49
years of age) who admitted to Obstetrics and Gynecology and Family Medicine outpatients between November
and January 2013.Results: Of the 665 subjects who accepted to participate, 341 (51.4%) women reported not
visiting their doctor when considering pregnancy (before discontinuing birth control), 353 (53.2%) women
reported not using folic acid prior to pregnancy, 156 (23.5%) women reported not using as no one
recommended, 179 (26.9%) women reported not using as they were not informed about the drug, 311 (46.9%)
women reported never having heard of folic acid, 115 (17.4%)women reported not knowing whether folic acid
is beneficial, 520 (78.2%) women reported considering it beneficial, 254(38.3%) reported knowing that it
prevents disabilities of the infant, 323(48.6%)women reported not knowing what it is good for, 86(13%)women
reported knowing that it's beneficial for the mother, 323(48.6%) women reported not knowing when to use it,
227 (34.2%) women reported using upon recommendation by the general practitioner, 70 (10.6%) women
reported using upon recommendation by the obstetrician, 54 (8.2%) women reported using recommendation
by the midwife-nurse,395 ( 59.5%) women reported using various medicinal products during pregnancy, 196
(29.5%) women reported using no medicinal products. Conclusion: It was found that majority of the women of
reproductive age didn’t use folic acid and lack adequate levels of information about. These results suggest that
women of reproductive age should be informed about the folic acid in further detail.
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Introduction

The neural tube develops during the first four
weeks of pregnancy, and forms the brain and
spinal cord. In some conditions where the exact
reasons remain unknown while both genetic and
environmental factors are thought to be involved,
neural tube fails to complete its development and
leads to serious congenital anomalies such as
anencephaly, encephalocele, meningocele,
myelocele, spina bifida which are collectively
termed as neural tube defects (NTD). Infants with
anencephaly die immediately after birth while
other NTD lead to serious, life-long disabilities.
NTD are one of the most frequently encountered
congenital anomalies. A study in Turkey has found
an incidence of 0.3%. The rate has been reported
as 0.1% in Europe, and 0.2% in USA. The risk of
having a second child with NTD for parents with a
previous child with NTD is reported as 2-3%.
Furthermore, it is believed that unknown numbers
of pregnancies result is spontaneous abortion due
to NTD. All of these defects occur during the first
28 days of pregnancy when the mother candidate
is most likely to be unaware of her pregnancy.z’3

Folic acid is a water soluble vitamin B which is
abundantly found in dark green-leaved vegetables
and initially described in 1931 by Lucy Wills as a
nutrient that prevents anemia in pregnant women.
Wills showed that anemia could be cured with
brewer's yeast.4 Folate was found in brewer's yeast
towards the end of 1930s; and was initially isolated
in 1941 by Mitchell and colleagues in spinach
leaves.” Folate is essential for cell proliferation and
cell vitality. It is particularly important during
pregnancy and infantile period when there is rapid
cell division and growth. The body uses folate as
the substrate of single carbon transfer reactions,
and it is also involved in the synthesis of
thymidylate and purine bases as well as histidine
metabolism.
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Normally, an adult stores 5-20 mg folic acid in
various depots within the body. Half of this amount
is stored in the liver.® With a low-folate diet such as
5 ug daily, the earliest signs of folic acid deficiency
occur at week 16 in the form of morphological
changes in erythrocytes.7 Folic acid (folate) is a
type vitamin B (B9), and is profoundly found in
green-leaved vegetables: Spinach, beans, broccoli,
peanuts, orange juice, cereals, walnut, almond,
nuts, pistachio, liver, kidney and brewer's yeast.”
Folic acid metabolism is closely associated with
vitamin B12 metabolism, and plays an important
role in cell growth and development (particularly
central nervous system development) and tissue
formation. Recent studies show that 70% of the
NTD can be prevented by using 0.4 mg folic acid
per day starting from pre-conception of the
mother and throughout the first 3 months of
pregnancy.z’3 The aim of the present study is to
investigate the knowledge level and use of folic
acid and multi-vitamin preparations containing
folic acid during the pre-conceptional period and
early pregnancy among women.

Materials and Methods

The study included a total of 665 women who gave
birth at the Obstetrics and Family Health Clinic of
Mustafa Kemal University Training and Research
Hospital during November and January 2013. The
knowledge level of the participants was
investigated by asking the women to complete a
guestionnaire consisting of specific questions on
folic acid. The questionnaire addressed
sociodemographic characteristics, whether the
women visited a doctor before discontinuing
contraception when planning pregnancy, folic acid
use before pregnancy, reasons of not using folic
acid, awareness about folic acid, knowledge on
benefits of folic acid, its effect, and when to use,
information on who recommends folic acid use and
whether the woman uses daily medicinal products.

Results

Sociodemographic data: The mean age of study
population was 26.4+4.6. While %70(n=465) of
women were primiparous, % 30(n= 200) of women
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were multiparous. Women were low, medium and
high socioeconomic level, %10(n= 66), %70 (n=465)
and %20(n=134) respectively. Education levels of
women were illiterate (%5, n=35), primary school
(%60, n=399), high school (%20, n=133) and
university (%15, n=98).

Folic acid usage status of women before
pregnancy: %51,4(n=342) of women stated that
they quitted contraception without applying their
physician when they wanted to get pregnant.
%53,2(n=354) of women did not use folic acid
before getting pregnant.

Table 1. Reasons for not using folic acid

n (%)

Not recommended 156 (23.50%)

No information 179 (26.90%)

Never heard of it 311 (46.90%)

No reason 19 (2.70%)

Table 2. Information level for folic acid

- Not No
Beneficial . . .
n (%) beneficial | information
Folic acid n (%) n (%)
ficial
beneficia 520 30 115
(78.20%) (4.40%) (17.40%)
No
For Mother (%) Infant Information
whom (%) (%)
folic acid 2
is 67 200 253
beneficial (13%) (38.30%) (48.60%)

While %48,6’si (n=323) of women did not have
opinion about when to take folic acid,%51,4 of
women though that folic acid were taken during
pregnancy not in prenatal period.

Physician advice for folic acid intake: Advice for
folic acid intake to women were given by family
physician(%34,2, n=23), obstetrician(%10,6 , n=7)
and midwife or nurses(%8,2, n=6).

Folic acid wusage during pregnancy: While
%59,5(n=396) of women took folic acid every

Akkoca et al.

day,%29,5(n=197) of women did not take the drug
during pregnancy.

Discussion

Folic acid (folate) aids the synthesis of DNA
(Deoxyribonucleic acid) and RNA (Ribonucleic acid)
which control cell proliferation. In a randomized,
controlled, multi-center follow-up study including
1200 women with NTD history, using 0.4 mg folic
acid per day starting from at least one month
before conception and continuing through the first
three months of pregnancy was shown to decrease
NTD risk by 3.6-fold (Folic Plus Film Tablets, Assos,
expectant mothers should take 3 tablets daily). A
Chinese cohort study in approximately 250,000
women showed a decreased risk of giving birth to
an infant with NTD with the use of 0.4 mg folic acid
(risk decreased by 85% in regions with high NTD
prevalence, by 40% in regions with low NTD
prevalence).*’

Several studies indicate that all women of
reproductive age should be encouraged to take 0.4
mg folic acid per day. This conclusion has been
made based on the decreased NTD incidence in
several countries where regular folic acid
supplementation has been added to the diet. The
country with the highest NTD incidence has been
reported to be Ireland, where the prevalence has
decreased from 0.27% in 1980s to 0.15% in 1994.
In USA, folic acid supplementation in cereal
products has been initiated in 1998 with an
attempt to ensure the intake of 0.4 mg folic acid in
all women of reproductive age.9

The various studies on neural tube defects in
Turkey indicate a frequency of 3-5.8 in one
thousand live births. This rate shows the increased
frequency of NTD in our country. Currently, the
effectiveness of folic acid use during the peri-
conceptional period in decreasing the risk of
pregnancies with neural tube defects is of
indisputable certainty. Several observational
studies have demonstrated that taking 400 ug folic
acid per day decrease NTD incidence by 60%.
Owing to the preventive role of folic acid against
NTD, a program of obligatory fortification with folic
acid has been initiated in over 50 countries
including the United States of America and Canada
as of 1998. The fortification provided by adding
folic acid to flour and cereals have led to
significantly decreased NTD rates in these
countries.™
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"Investigation of congenital  malformation
prevelance, distribution and anthropometric
evaluation of newborn in Turkey-1993" stated NTD
prevelance frequent as 0.3% in our country.10 Folic
acid usage (5 mg/day) starting 2 months before
pregnancy until first 2 months of pregnancy
reduced NTD risk in women with previous NTD
history. It was seen that women having not taking
folic acid had NTD risk of % 4.04. Although there is
an obvious relation between NTD and folic acid
usage, knowledge of women in reproductive age is
inadequate.”’12

Only 22% of women had knowledge about folic
acid in a questionnaire study including 818 women.
Also only 13% of women knew NTD and folic acid
relation. Women with higher education level had
more information about folic acid12. in our study
folic acid knowledge level of women was higher
than previous study. % 46,8 of study population
used folic acid before getting pregnant and %38.3
of women knew folic acid effect to prevent
congenital anomaly.

In conclusion, considering the relatively high
incidence of NTD in our country, ensuring intake of
adequate folic acid among women of reproductive
age may provide important advance on the
subject. The present study has shown the
inadequate level of information on folic acid use
and its preventive effects among women of
reproductive age. Due to the folic acid deficiency
and high incidence of NTD observed in our country,
the necessary basic health policies should be
developed in order to achieve primary protection
by taking into account the socioeconomic levels,
educational level of women, knowledge level
regarding folic acid and neural tube defects, and
rates of unplanned pregnancies. In this context,
first-line general practitioners play a major role in
informing and referring women to family health
professionals and second-line obstetricians.
Furthermore, written and visual media may also
serve as a tool for informative purposes.
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ABSTRACT

Quality of Life of Patients with Tuberculosis in a Nigerian Teaching Hospital

Tuberculosis (TB) remains a major public health concern despite the decline in its mortality rate.There is a
dearth of study on HRQOL among patients with tuberculosis in Nigeria. This study aimed to evaluate the
HRQOL in pulmonary tuberculosis patients at a Nigerian university teaching hospital. A cross sectional study
was conducted from December 2010 to April 2011 in the Tuberculosis (TB) clinic of the Department of Family
Medicine University of llorin Teaching Hospital llorin, Kwara state, Nigeria. Data on HRQOL were collected from
154 PTB patients using the World Health Organization Quality of life Instrument Brief version (WHOQOL-BREF),
which covers physical, psychological, social relationships and environment health domains. The data were
interviewer-administered by the researcher and analysed using SSPS 16.0 statistical software. Most of the
patients had fair grades in all the health domains assessed. Environment (11.10 + 1.82).and psychological
(11.44 + 2.63) health domains were the worst affected in this study. There were associations between HRQOL
and the educational status, age, gender and occupational class of the patients. The patients&#8217; weight
status and sputum smear results were significantly related to their HRQOL. This study suggests that HRQOL of
pulmonary tuberculosis patients was found to be fairly impaired in all the health domains despite at least two
months of treatment with anti-tuberculosis drugs. The environment and psychological health of the patients
were the most affected domains in this study.

Key Words: Health, Quality of life, Pulmonary, Tuberculosis, Nigeria
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Introduction

The World Health Organisation (WHO) defined
quality of life as “individuals’ perceptions of their
positions in life in the context of the culture and

Quality of life indices, which focus on patients’ own
perception of disease, provide additional
information that cannot be obtained from
conventional clinical and functional

value systems in which they live and in relation to
their goals, expectations, standards and
concerns.”’

A patient with tuberculosis faces several
physiological, psychological, financial and social
problems. These problems have a great impact on
the well being of the patient and impair the quality
of life of the patient suffering from tuberculosis.
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measurements.”

Although, tuberculosis is no longer among the 10
leading causes of death, it is still among the top
15, killing 1.3 million people in 2012 and second
only to human immunodeficiency virus
(HIV)/acquired immunodeficiency syndrome (AIDS)
among infectious diseases.> The disease is
concentrated in developing world, and 80% of all
cases occur in the 22 highest-burden countries,
Nigeria inclusive.* Sputum negativity and weight
gain are the only positive prognostic indicators
usually considered in the disease management and
not in other dimensions of health.?
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There are numerous aspects of active TB disease
that may lead to a reduction in HRQOL. Standard
anti-TB treatment requires prolonged therapy (at
least 6-8 months) with multiple potentially toxic
drugs that can lead to adverse reactions in a
significant number of p:atients.5 There s
considerable social stigma associated with active
TB, leaving the individuals feeling neglected and
isolated from their friends and families®”® because
they are perceived as sources of infection leading
to a long-term impairment in patients’
psychosocial well-being.>*° Diagnosis of TB can also
lead to depression and anxiety.11 The patients also
do demonstrate lack of knowledge regarding the
disease process and its treatment, which may
contribute to feelings of helplessness and
anxiety.lz‘lg"14

There are many studies on health-related quality of
life among tuberculosis patients around the world.
One of these studies reported significantly lower
mean scores than the controls for overall QOL and
its domains.” The most affected domains were
physical and psychological while social domain had
the highest scores in a study using WHOQOL-BREF
instrument. While some studies reported to have
poorer HRQOL in older people than younger
ones,"*"” other study18 did not report a significant
associations between gender, age and HRQOL in TB
patients. On the other hand better HRQOL was
correlated with higher income, higher education,
better housing conditions, better social security
and closer relationships with family members and
friends.™®

The impact of chronic health conditions like TB on
the QOL of patients in sub-Saharan Africa with
scarce resources to ameliorate disability may be
quite different from that of the other parts of
world where the studies were conducted. This
study, therefore, provides an opportunity for
transcultural comparison of HRQOL in TB using a
widely accepted instrument, WHOQOL-BREF in a
resource-poor developing country, Nigeria.

Materials and methods

A cross sectional study was carried out in the TB
clinic of the Department of Family Medicine,
University of llorin Teaching Hospital llorin. llorin is
the capital of Kwara state, North Central Nigeria.
The Clinic serves as a referral centre for primary
and comprehensive health care centres within and
around Kwara state. Enrolment into the Clinic is
based on positive sputum smear results and/or
radiographic features suggestive of TB, in patients
who present with clinical signs and symptoms
suggestive of tuberculosis. The hospital record
shows that two hundred and fifty seven (257)

Sule et al.

patients received treatment in the clinic in the
previous year.

The sample size was determined by using Fisher’s
statistical formula for estimating minimum sample
size in health studies.”” An approximated sample
size of 154 was used for the study.

One hundred and fifty four patients that satisfied
the inclusion criteria were selected using
systematic random sampling technique.

All adult PTB patients, attending the TB clinic of the
Department of Family Medicine at University of
llorin Teaching Hospital, who have had at least two
months of anti-tuberculosis drugs and gave their
consent to participate in the study, were included.
Excluded were patients with other chronic medical
ilinesses e.g. HIV, Hypertension, Diabetes, Chronic
Obstructive Pulmonary Diseases (COPD). Also
excluded were patients with diagnosed major
psychiatric illnesses and patients with extra
pulmonary Tuberculosis.

Instruments of the study

Socio-demographic characteristics: This section
included the respondents’ age, sex, and religious
affiliation, level of education, marital status,
occupation and ethnicity. The respondents were
grouped into different occupational classes using
Oyedeji’s socioeconomic classification model25
this is a local instrument for social status
stratification based on individuals’ occupations and
educational achievements. This has been found to
be relevant and suitable for this study area.”
WHOQOL-BREF: Quality of life was evaluated using
the World Health Organization Quality of life
(WHOQOL-BREF) instrument. The WHOQOL-BREF
guestionnaire assesses the QOL of patients over
the preceding two weeks. This questionnaire has
good psychometric propertiesl’21 and has been
validated and wused in previous studies in
Nigeria.u'22 The Yoruba version of this instrument
which has been validated and adjudged suitable
and relevant for QOL studies in Nigeriazz’23 was also
used in this study. In contrast to many other
quality of life instruments such as Dhingra and
Rajpal (DR-12) and Short-Form 36 (SF-36),
WHOQOL-BREF includes a domain on environment.
This is considered necessary as environment plays
a major role in determining health status,
mediating disease pathogenesis and limiting or
facilitating access to health care.

Categorization was done depending on whether
the respondent’s score in each domain was < (less
than) the mean — 1 standard deviation (minus 1SD)
which was graded ‘poor’, a score of mean + 1 SD,
‘fair’ and a score of > mean + 1 SD, ‘good’.

Ethical clearance to undertake the study was
obtained from the Ethical Review Committee of
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the University of llorin Teaching Hospital. And the
subjects were adequately informed about the
nature of the study before obtaining their consent.
The pretesting revealed that interviewer-
administration of the questionnaire would be the
best option considering the varying educational
status of the study population. In such situation
the interviewer read out the questionnaire to non-
literate respondents.

Data analysis

Statistical package for social science [SPSS version
16.0.] and Excel 2003 software were used for the
statistical analysis. Cross tabulation, frequency
statistics and chi-square test were used to evaluate
the relationships between variables. A statistical
significant level of less than 0.05 values was set.

Results

A total of 154 patients were recruited for the
study. Most of the respondents (60.1%) were
below the age of 38years and the mean age was 36
+ 13years. Majority of the respondents (61%) were
male. Most of the respondents in age group 18-

Sule et al.

27years, (38.3%) had good grade, 28-37years,
(48.9%) had fair grade, 38-47years, (40.7%) had
good grade, 48-57years, (43.8%) had both good
and fair grades each and above 58years (58.8%)
had fair grade. Most males (43.6%), had fair grade
while (41.7%) of females had good and fair grades
each. The majority of the Yoruba ethnic group
(43.1%) had fair grades, Hausa (37.5%) had both
fair and poor grades each, Igbo (50.0%) had fair
grades while (50.0%) of the minority ethnic groups
had good grades. Majority of the respondents in all
the age groups, both gender and the different
ethnic groups in this study had fair grades except
for the minority ethnic groups of which majority
(50%) had good grades. None of the associations
were statistically significant (p> 0.05) (Table 1).

Most of the respondents who had no formal
education (51.6%), primary (42.5%), and secondary
(42.1%) had fair grades but tertiary (40.0%) had
good grades. The respondents who are single
(39.7%) had good grades while married (50.6%),
separated (50.0%), and widowed (50.0%) had fair

Table 1. Association between overall quality of life and respondents demographic characteristics

VARIABLES OVERALL QOL

(N=154) GOOD FAIR POOR X2 P
n (%) n (%) n (%)

AGE 5.393 0.715

18- 27 18(38.3)  17(36.2) 12(25.5)

28-37 15(31.9)  23(48.9)  9(19.2)

38-47 11(40.7)  9(33.3) 7(26.0)

48 - 57 7(43.8)  7(43.8) 2(12.4)

>58 4(23.5)  10(58.8)  3(17.7)

SEX 2.048 0.359

Male 30(31.9) 41(43.6)  23(24.5)

Female 25(41.7) 25(41.7)  10(16.6)

ETHNICITY 4.151 0.656

Hausa 2(25.0)  3(37.5) 3(37.5)

Yoruba 45(34.6) 56(43.1)  29(22.3)

Igho 1(25.0) 2(50.0) 1(25.0)

Others 6(50.0)  5(41.7) 1(8.3)

The highest score in the QOL rating was (12.54 +

grades and (55.6%) of the divorced had poor
grades. Majority of the respondents from religious
affiliations, different educational levels, various
marital status and the different ethnic groups in
this study had fair grades. Most of the respondents
in class Il (64.3%) and class Ill (46.4%) had good
grades while class IV (58.6%) and class V (54.8%)
had fair grades. All the associations except for that
between marital status and overall quality of life
were not statistically significant (p>0.05) (Table 2).

3.03) in the physical health domain while the
lowest score was in the environment domain
(11.10 + 1.82) then followed closely by
psychological domain with the score of (11.44 *
2.63).Table 3. The largest group of respondents
with good grade (36.4%) were in the health
satisfaction while the largest respondents with
poor grade (22.7%) were in social relationships
(Table 4)
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Table 2. Association between overall quality of life and respondents social characteristics

VARIABLES OVERALL QUALITY OF LIFE

(N=154) GOOD FAIR POOR X2 P
n (%) n (%) n (%)

MARITAL STATUS 19.964 0.010

Single 23(39.7)  19(32.8)  16(27.5)

Married 29(36.7) 40(50.6)  10(12.7)

Separated 1(25.0) 2(50.0) 1(25.0)

Divorced 1(11.1) 3(33.3) 5(55.6)

Widowed 1(25.0) 2(50.0) 1(25.0)

OCCUPATION 5.439 0.489

Class | -- - --

Class Il 8(57.2) 3(21.4)  3(21.4)

Class Il 11(39.3)  11(39.3)  6(21.4)

Class IV 20(28.6) 35(50.0) 15(21.4)

Class V 16(38.1) 17(40.5) 9(21.4)

RELIGION 0.309 0.857

Christianity 18(37.5)  21(43.8) 9(18.7)

Islam 37(34.9)  45(42.5) 24(22.6)

EDUCATION 3.361 0.762

No formal education 7(22.6) 16(51.6) 8(25.8)

Primary 16(40.0)  17(42.5) 7(17.5)

Secondary 14(36.8) 16(42.1) 8(21.1)

Tertiary 18(40.0) 17(37.8) 10(22.2)

Table 3. Respondents’ mean quality of life scores by domains of quality of life

VARIABLES MEAN SD

DOMAIN 1(Physical) 12.54 3.03
DOMAIN 2 (Psychological) 11.44 2.63
DOMAIN 3 (Social relationships) 12.27 2.53
DOMAIN 4 (Environment) 11.10 1.82

Table 4. Graded quality of life outcomes of respondents in various domains

VARIABLES GOOD FAIR POOR
(N=154) n (%) n (%) n (%)
Overall QOL 55(35.7) 66(42.9) 33(21.4)
Health satisfaction 56(36.4) 80(51.9) 18(11.7)
Domain 1 (Physical) 30(19.5) 92(59.7) 32(20.8)
Domain 2 (Psychological) 24(15.6) 98(63.6) 32(20.8)
Domain 3 (social) 21(13.6) 98(63.7) 35(22.7)
Domain 4 (Environment)  30(19.5) 95(61.7) 29(18.8)
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Table 5. Classification of accuracy of fit
Observed Predicted
Overall quality of life Percentage correct
Poor Good
Poor 4 18 18.2
Quality of life
Good 2 76 97.4
Overall percentage 0.0
Table 6. Variables in the equation
Variables B S.E. Wald df Sig. Exp(B)
Age categorized 484 .282 2.951 1 .086 1.623
Sex 1.105 .601 3.382 1 .066 3.019
Religion .216 .623 121 1 .728 1.242
Education 227 .302 .566 1 452 1.255
Marital Status -424 .316 1.794 1 .180 .655
Social class -.223 .362 .378 1 .539 .800
Ethnicity 499 .511 .953 1 329 1.648
BMI .181 .096 3.519 1 .061 1.198
Rx Duration .269 .330 .668 1 414 1.309
Constant -5.946 3.552 2.802 1 .094 .003

The in binary logistic regression, overall percentage
accuracy of the model is high 80.0%, with overall
quality of life as the dependent variable and
sociodemographic factors as the independent
Table 5. The odds of having

more satisfaction with QOL in pts with PTB is more

variables shown in
with the following factors namely, increase age
odd ratio Exponential (B) 1.623, particular sex odd
ratio Exp(B) 3.019, particular religion odd ratio
Exp(B) 1.242, advance education odd ratio Exp(B)
1.255, particular ethnic group odd ratio Exp(B)
1.648 and longer treatment duration odd ratio
Exp(B) 1.309 while odd of having satisfaction with
QOL is less with married odd ratio Exp(B) 0.655 and

higher in occupational class respondents odd ratio
Exp(B) 0.800 (Table 6).

Majority of the respondents in all the domains
irrespective of the sputum smear results had fair
Five (7.8%) of the respondents with
with
negative sputum smears in domain 1 had good

grades.
positive sputum smears and 25(27.8%)

grades. Nineteen (21.1%) of respondents with
negative sputum smears and 5(7.8%) with positive
sputum smears had good grades in domain 2.
Seventeen (26.6%) of respondents with positive
and 18(20.0%)
sputum smears in domain 3 had poor grades.
Similarly in domain 4, 19 (29.7%) with positive

sputum smear with negative
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sputum smears and 10(11.1%) with negative
grades. All the
associations between the domains and sputum

sputum smears had poor
smear results except for domain 3 were statistically
significant (p< 0.05) (Table 7).

Majority of the respondents in the various weight
statuses in all the domains had fair grades.
However, the percentage of respondents with fair
grades are in descending order for weight gain, no
change in weight and weight loss in all the
domains. In the physical health domain, 67(72.8%),
16(17.4%) and 9(9.8%) of those with fair grades

Sule et al.

had weight gain, no change in weight and weight
loss respectively. Similarly, in the psychological
health domain, 66(67.3%), 24(24.5%), and 8(8.2%)
had weight gain, no change in weight and weight
loss respectively. Those with fair
65(66.3%), 24(24.5%), 9(9.2%) in  social
relationships domain and 59(62.1%), 29(30.5%)
7(7.4%) in environment domain had weight gain,

grades,

no change in weight and weight loss respectively.
All  the findings were
(p<0.05)

statistically significant
(Table 8).

Table 7. Association Between Quality of Life Outcomes by Domains and Sputum Smear Results of the

Respondents
VARIABLES SMEAR POSITIVE SMEAR NEGATIVE X P
(N=154) GOOD FAIR POOR GOOD  FAIR POOR

n (%) n (%) n (%) n (%) n (%) n (%)
DOMAIN 1 5(7.8) 35(54.7) 24(37.5) 25(27.8) 57(63.3) 8(8.9) 22.856 0.000
DOMAIN 2 5(7.8) 37(57.8) 22(34.4) 19(21.1) 61(67.8) 10(11.1) 14.570 0.001
DOMAIN 3 6(9.4) 41(64.1) 17(26.5) 15(16.7) 57(63.3) 18(20.0) 2.170 0.338
DOMAIN 4 7(10.9) 38(59.4) 19(29.7) 23(25.6) 57(63.3) 10(11.1) 11.052 0.004

Table 8. Association Between Quality of Life Domains and Weight Status of the Respondents

2

VARIABLES X P
(N=154) GOOD FAIR POOR
n (%) n (%) n (%)
PHYSICAL HEALTH 40.123 0.000
Weight gain 25(25.0) 67(67.0) 8(8.0)
No weight gain 2(5.0) 16(40.0) 22(55.0)
Weight loss 3(21.4) 9(64.3) 2(14.3)
PSYCHOLOGICAL HEALTH 18.713 0.001
Weight gain 21(21.0) 66(66.0) 13(13.0)
No weight gain 4(10.0) 20(50.0) 16(40.0)
Weight loss 3(21.4) 8(57.2) 3(21.4)
SOCIAL RELATIONSHIPS 16.418 0.003
Weight gain 17(17.0) 65(65.0) 18(18.0)
No weight gain 4(10.0) 20(50.0) 16(40.0)
Weight loss 4(28.6) 9(64.3) 1(7.1)
ENVIRONMENT 14.611 0.006
Weight gain 25(25.0) 59(59.0) 16(16.0)
No weight gain 0(0.0) 29(72.5) 11(27.5)
Weight loss 5(37.5) 7(50.0) 2(14.5)
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Discussion

Measurement of the HRQOL adds a new dimension
to the evaluation of TB programmes. With the
development of effective treatment strategies
where mortality is likely to be minimal, the focus of
TB management has shifted to the reduction of
illness-related morbidity. In this context, this study
highlights the health-related quality of life and its
determinants among  tuberculosis  patients
attending the TB clinic.

In this study, the least affected was the physical
health domain which assesses the impact of
disease on the level of independence, activities of
daily living, pain and discomfort, dependence on
medicinal substance, lack of energy, sleep and rest,
mobility and capacity to work. The environmental
health domain which was the most affected
assesses the financial resources, physical safety
and security, quality of home environment, quality
and accessibility to health and social care,
transport and opportunities for leisure activities.
On the other hand, the psychological domain
which assesses the impact of self-esteem, positive
and negative feelings, bodily appearance and
spirituality follows closely, then the social
relationships domain which assesses social
support, personal relationship and sexuality.

This finding was contrary to those of the previous
studies®™” in which the physical health domain
was the most affected by tuberculosis and also had
the fastest recovery with treatment while the
environment and social relationship were the least
affected. The psychological health impairment was
ranked second among the most impaired health
domain by tuberculosis similar to the finding in this
study, and the impairment tends to persist for a
longer term than others.”**®

The differences observed in this study, may be
attributable to the fact that the study area llorin, is
a city in sub-Saharan Africa with limited resources
and different cultural and socio-demographic
background compared to the Asian countries
where the previous studies were done. Although,
anti-TB drugs are free in this Centre, patients
and/or their family members have to bear the
financial burden of transportation fees, loss of
wages, laboratory investigations, nutritional
requirements and management of drug-related
adverse conditions. Furthermore, the respondents
in this study were pulmonary tuberculosis patients
who have had treatment for at least two months,
which is long enough for improvement in physical
signs and symptoms (usually 2-3weeks) for
tuberculosis patients on treatment.”

The impairment in psychological domain highlights
the fact that TB patients in this study like previous
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. 24,25
studies may have reduced self-esteem and

negative feelings about their disease conditions
and how they are perceived by other members of
their families and communities. These patients
therefore, need the care and support of their
family members, the community as well as Non-
governmental Organizations (NGOs) to cope with
the psychosocial impacts of the disease and/or its
treatment. This would most likely improve
adherence to anti-TB and subsequently reduce the
increasing burden of drug-resistant tuberculosis.3
In contrast to the general population, health-
related quality of life (HRQOL) of TB patients were
still found to be fairly impaired in all health
domains assessed in this study despite at least two
months of anti-TB drugs. This supports the findings
in a similar study, which concludes that TB patients
have poorer HRQOL compared to the general
population after treatment, despite achieving
clinical and bacteriological cure.”

Many studies reported conflicting evidence about
the associations of socio-demographic factors and
health-related quality of Ilife among TB
patients.24’26 In this study there were no statistical
significance in the associations between socio-
demographic factors and health-related quality of
life.

The older participants in this study had low
percentage of respondents with good grades
especially in the physical and environmental health
domains. Although this finding is not statistically
significant it shows poorer HRQOL among older
people in this study. This is understandable, as the
decline in health and physical function has been
assumed to be inevitable consequence of
biological ageing. There were similar findings in
previous studies but the physical and psychological
domains were the worst affected in those
studies.”

In this study, associations were observed between
overall QOL, health satisfaction and environment
health domain with level of education of the
respondents. These associations, although not
statistically significant were similar to what was
reported in a study, which shows that the better
the level of education, the better the HRQOL of TB
patients.18 This possibly highlights the fact that
people with formal education tend to have better
financial status and better understanding of the
nature of the disease and its treatment hence have
the ability to cope better.

This study revealed that lower occupational classes
were associated with poorer HRQOL in most of the
health domains. Similar relationship was found in
previous studies,u’25 probably because the higher
occupational classes have higher income. People
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with better income may have better standards of
living and possibly more enlightened, thus better
HRQOL. The observation in this study shows that a
lower occupational class is not a predictor of a
poorer physical health. This probably reflects the
fact that most of the respondents belong to the
same low socio-economic class and cultural
background, hence have similar responses to their
physical health related issues. The respondents in
occupational class IV were the worst affected in all
health domains in this study. This highlights the
fact that most of the respondent in class V; the
unemployed, housewives and students are
dependent on other people of usually higher
occupational classes who share their burden of the
disease while the respondents in class IV; mostly
the labourers, petty traders and messengers
usually bear the full weight of the burden of their
disease condition alone.

In this study, participants that were previously
married; separated, widowed and divorced had
significantly poorer overall quality of life compared
to the single and married participants. Earlier
studies® did not consider the relationship between
HRQOL and marital status.

In this study, there was a significant association
between patient sputum smear results and
HRQOL. A similar relationship was observed in
another study,24 in which patients who had sputum
smear conversion after intensive phase of
treatment had better HRQOL compared to those
who did not convert. This further justifies the use
of sputum smear conversion as a positive
prognostic indicator in TB  management
programme.

This present study, revealed a significant
relationship between the weight status and
HRQOL. This also conforms to an earlier study that
reported a positive correlation between weight
gain and HRQOL.”> This finding further highlights
the importance of anti-TB drugs in the
management of tuberculosis because they improve
the physical signs and symptoms of patient
suffering from tuberculosis e.g. improvement in
appetite results in weight gain, and consequently
better health-related quality of life of the patients.

Conclusion

This study observed that health-related quality of
life of patients with tuberculosis after at least two
months course of anti-tuberculosis drugs were
fairly impaired in all domains. The two most
affected health domains by tuberculosis in this
study was environment health which assesses the
influence of factors like financial resources, the
work environment, accessibility and quality of

Sule et al.

health and social care, transport, freedom, physical
safety and security, and opportunities for leisure
activities on HRQOL. It is followed by psychological
health which assesses the impact of the patients’
own thoughts about his/her body image and
appearance, negative and positive feelings, self-
esteem and personal beliefs on HRQOL.

The occupational class, age, gender and
educational status were found to be the
determinants of health related quality of life of
patients with tuberculosis. There were also,
significant relationships between HRQOL and the
objective clinical parameters; weight gain, sputum
smear conversion which are used as the positive
prognostic indicators in  TB  management
programme.
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Practice of Anaesthesia and Surgery in a Rural Clinic: Meeting the Challenge
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ABSTRACT

Practice of Anaesthesia and Surgery in a Rural Clinic: Meeting the Challenge

This is a descriptive prospective study aimed at describing the scope of surgery and anaesthetic practice in a
rural clinic in Ngo, Nigeria. All the medical records of patients that fulfilled the inclusion criteria and managed in
the clinic were retrieved and analysed. Out of 6911 patients who attended the clinic within the period, 575
(8.32%) medical records of surgical patients were retrieved. Fifteen (2.60%) were referred to tertiary health
centres for expert management of their surgical conditions. Of the remaining 560 medical records that were
retrieved 551(98.4%) met the criteria for inclusion and had their surgical pathology treated in 583 procedures.
The most common surgical problem encountered in the rural clinic was hernias(39.75%) done mainly using 1%
xylocaine local anaesthesia (63.64%). The most commontype of anaesthesia used in the clinic was ketamine
anaesthesia(53.90%). Mortality recorded within the period was in two (0.4%) women who had eclampsia and
severe post partum haemorhage. The result suggests that adequately trained family physicians can meet the
challenge of scarcity of surgeons and anaesthesiologists in the rural areas satisfactorily.

Key Words: Rural clinic, Nigeria, Anaesthesia, Surgery, Personnel
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Introduction

The word 'Anaesthesia’ was derived from the
Greek word 'Anaistheto,' meaning insensibility.
Several approaches were used by surgeons to
administer anaesthesia but the most successful
was diethyl ether. Its use was successfully
demonstrated in the induction of general
anaesthesia by William Morton, a surgeon.1 With
advances in technology, refinements in anaesthetic
equipment and drugs, and a focus on education
and training, there have been major
improvements in quality and safety in
anaesthesia.” These made surgery much easier,
safer and of course painless. Even with this
development, anaesthetists working in some
developing countries in sub-Saharan Africaand in
overseas medical missions have described the poor
state of anaesthesia and other medical services in
these countries.’

The rural areas, characterized by inadequate
infrastructure, communication and essential public
utilities such as potable water, electricity supply
and access roads® are the worst hit by this
inadequacy. Unfortunately, about 70% of the
Nigerian population live in the rural areas and
suffer from this shortfall. Trained and quality staffs
are often difficult to hire and retain. Regrettably,
most of the surgical problems such as hernia,
hydrocele, septic wounds, and emergencies like
obstructed labour, acute appendicitis, duodenal
ulcer perforations, blunt trauma to the abdomen
or the thorax, minor and simple fractures® are
common in these areas. To contain the challenge
created by lack of staff, reliance on non-physicians
who are trained to provide surgical services in rural
hospitals has become imperative in some African
countries.® Although they may be able to discharge
such functions, they cannot be compared with the
professionals in efficiency. The ideal doctor in such
locations must be competent enough to handle

most of the health problems, including the
cones.pondingau"ho" ) - R technique of administering anaesthetic agents as
Paul Dienye, Department of Family Medicine, University of
Port Harcourt Teaching Hospital, Port Harcourt, Nigeria. well as inducing regional analgesia.
E-mail: pdienye@yahoo.com This article aims to highlight our experience having
Received Date: January 5, 2014 performed a large number of surgical operations
Accepted Date: March 4, 2014 . .

under different types of anaesthesia at the
Bethesda Clinic,c Ngo town in Andoni Local
Government Area of Rivers State over a period of
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12 years. The authors are not aware of any
previous study in the area.

Materials and Methods

Study design

This is a retrospective study of surgical patients
seenin Bethesda Clinic Ngo.

Setting

Bethesda Clinic is a ten bedded facility located in
Ngo. Ngo is a rural Niger Delta town in Andoni
Local government area of Rivers State. The town is
accessed from Port Harcourt after a journey of 1.5
hours by boat or a longer journey by road of about
two to three hours depending on the traffic
situation, followed by a 30 minutes boat ride. Itis a
typical rural community. The major occupation of
the people is fishing. This has been adversely
affected by years of environmental degradation
associated with oil exploration and spillages,
resulting in a very high level of poverty in the area.
The service in Bethesda Clinic is general practice
oriented and therefore a wide range of patients
(surgical, medical, gynaecological and paediatric)
are treated. The clinic is also used by locals from
neighbouring fishing communities located on small
islands. Transport from the islands to Ngo is mainly
by hand-pulled canoes, which is slow and difficult.
There is a landing jetty constructed behind the
clinic to receive patients brought from
neighbouring communities. Bethesda clinic
occasionally allowed part-payment of hospital bills
if responsible members of the community sign as
sureties for them. This enabled occasional use of
the facility despite financial hardship.

The practice
Staffing
Primary care team consisted of:
1. A consultant family physician that had his
postgraduate training in the National Postgraduate
Medical College of Nigeria and the West African
College of Physicians while working in rural mission
hospitals in Nigeria under the tutelage of
experienced surgeons.
2. Six nurse auxiliaries trained by the family
physician.
3. A cleaner.
Equipments related to anaesthesia include:
o Ambu bag
A set of airways
Foot suction
Spinal needles of various sizes
Emergency tray containing necessary
drugs.
o Intravenous canular and butterfly needles
of various sizes.

@)
@)
)
)
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Protocol for safe anaesthesia used was as follows:

1. Thorough history and physical
examination of the patient.
2. Basic investigations such as urinalysis and

haemoglobin to rule out diabetes and anaemia
respectively.

3. Preoperative  correction of  fluids,
electrolytes, loss of blood, shock etc.

4. Proper written consent for surgery and
anaesthesia and its complications.

5. The maximum dose of local anaesthetic
agents per kg body weight of the patient was
pasted on the wall and must be adhered to.

6. Intravenous access must always be
secured, preferably in a large vein.

7. Vital signs must be monitored during
every procedure under any form of anaesthesia.

8. NG tube must be passed to empty the
stomach in emergencies reporting after meal.

9. The following types of anaesthesia were

practiced: a) local and regional anaesthesia with
xylocaine b) general anaesthesia with ketamine.
10. Most important: Performing surgical
procedures on patients in precarious states such as
neonates, uncontrolled diabetes etc must be
avoided if possible. Such patients should be
stabilized and referred.
The choice of which anaesthetic to use depends on
a number of factors:
» Patients’ factors
o Age
o Pregnancy status
o History of allergies
o  Other medical conditions such as
renal or hepatic failure, cardiac
problems
o  Current medications
» Procedure being performed
o Consider site
o Consider area involved
o Consider duration of operation
» Doctor's own preference and experience.
The dosage of the anaesthetic drugs used was:
Ketamine
Intravenous route: a loading dose of 1.5 to 2.0
mg/kg in children or 1.0 mg/kg in adults was
administered over 30 to 60 seconds. Additional
incremental doses of ketamine were administered
(0.5 to 1.0 mg/kg) in the event of inadequate
anaesthesia or if repeated doses were necessary to
accomplish a longer procedure.
Intramuscular route: dose of ketamine in children
was 4 to 5 mg/kg (the IV route was preferred for
adults).
Xylocaine
Regional block
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For saddle block, 1 ml and 2 ml of 5% xylocaine
was used for saddle block and spinal anaesthesia
respectively.

Local infiltration

Maximum dose of plain xylocaine without
vasoconstrictor (ie. epinephrine) used for local
infiltration was 3-4.5 mg/kg, not exceeding 300 mg
(30 ml of 1% xylocaine) at once. Xylocaine with
vasoconstrictor was not used in the clinic.

Selection

Using the patients’ attendance register and
operations register, the hospital numbers of all the
patients who had surgical problemswithin the
study period were compiled. Their medical records
were retrieved and reviewed. Information sought
included sociodemographic characteristics, type of
surgical operation and type of anaesthesia. They
were extracted from the records and transferred to
a data sheet and finally stored on a computer. The
records of the surgical patients who were not
operated but were referred to other health
facilities were also retrieved. The records that were
deficient in these parameters were excluded from
the study. The data was analysed using 2010
Microsoft Excel Worksheet and presented as
figures and percentages in tables.

Results

Out of a total of 6911 patients who attended the
clinic within the period, 575 (8.32 %) medical
records of surgical patients were retrieved.
Fifteen(2.60%) were referred to tertiary health
centres for expert management ofsurgical
conditions such as benign prostatic hyperplasia (4),
carcinoma of the prostate (1), hyperthyroidism (1),
carcinoma of the cervix (2), carcinoma of the
breast(2), head injury(1), penile fracture(1) and
gunshot injury(3). Of the remaining 560 medical
recordsthat were retrieved 551(98.4%) met the
criteria for inclusionand had their surgical
pathology treated in 583 procedures.There were
348(63.16%) males and 203(36.84%) females. Their
age ranged from two months to 68 years with a
mean of 29 + 12.67 years. Majority of the patients
(41.02%) belonged to the 25 -44 years age bracket
(Table 1). The commonest anaesthesia used in the
clinic was ketamine (53.90%). Topical anaesthesia
was the least used in only one case (Table 2). Most
of the patients (39.75%) had herniorrhaphy which
was done mainly using 1% xylocaine local
anaesthesia (63.64%). Others included
appendectomy (18.01%) and caesarean section
(16.81%). The cases classified as others (4.46%)
included toe nail avulsion, excision of ganglion,
excision of lipoma, suturing of lacerations’(Table
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3).Mortality recorded within the period was in two
(0.4%) women who had eclampsia and severe post
partum haemorhage.

Discussion

Among the components of Primary Health Care
(PHC) is the treatment and care of common health
conditions in the community. Some surgical
conditions such as hernias, thoughcommon in the
rural areas, are not captured by PHC teams in
Nigeria. A possible reason for this deficiency is the
severe shortage of surgical skills in the health
manpower of local government PHC teams in
Nigeria.

The rural population is supposed to be made up of
mainly aged people who should have a large
percentage of surgical problems. In this study,
most of the surgical problems were found in
patients within the 25 -44 years age bracket. This is
similar to the findings by Ojo et al in a rural health
outreach in Nigeria.” The lower percentage of the
elderly surgical patients could be attributed to the
low life expectancy which characterise rural
populations in most developing countries.

In this study, herniorrhaphy was the commonest
surgical procedure encountered. This corroborates
with the findings by previous researchers who
posited that it constitutes a significant proportion
of the work load in rural general surgical practice.5
The 43.05% incidence of herniorrhaphyin this study
is very high when compared with findings in East
African countries (175 per 100,000),7 Ghana (1400
per 100,000)® and globally(15% - 18% ).’ The large
number of cases seen in this study could have been
an accumulation of cases over the years due to the
absence of any medical facility in the area that
could perform any surgical operation prior to 1995
when the clinic was established. Other reasons
attributable to this high incidence include high
level of poverty, poor attitude of rural people to
their health problems, ignorances, not wanting to
travel long distances to get routine checkups and
screenings in the towns and unpleasant city
experience.10 The occupation of the people which
is mainly fishing could have also predisposed them
to this pathology. The range of other surgical
operations performed in the clinic was similar to
that performed in other rural facilities.”

Apart from infrastructural deficiencies, one of the
major challenges of a rural surgical practitioner is
the delivery of safe anaesthesia. He works in a
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Table 1. Age and sex distribution of anaesthesized patients
Age (years) Sex Total (%)
Male Female
<5 19 8 27(4.90)
5-14 49 19 68(12.34)
15-24 52 30 82(14.88)
25-34 65 53 118(21.42)
35-44 61 47 108(19.60)
45-54 59 28 87(15.79)
55-64 28 12 40(7.26)
>65 15 6 21(3.81)
Total 348 203 551
Table 2. Types of anaesthesia used in the clinic
Type of anaesthesia Number Percentage
Ketamine 297 51.7
1% xylocaine + ketamine 13 2.36
1% xylocaine local 143 33.21
Spinal 79 8.53
Saddle block 15 3.45
Axillary block 3 0.54
Topical 1 0.18
Table 3. Types of surgery performed and anaesthesia used in the clinic
Types of Anaesthesia used
surgery
Ket Xyl+Ket Xyl loc Spinal Sad. Blk | Axil Top Total
Herniorrhaphy 86 - 91 42 - - - 251(43.05)
Appendectomy | 105 - - - - - - 105(18.01)
Caesarean 60 13 - 25 - - - 98(16.81)
section
Hydrocelectomy | 6 - 46 - - - - 52(8.92)
Vag. Hyst 5 - - 7 - - - 12(2.06)
Myomectomy 5 - - 1 - - - 6(1.03)
Exploratorylap | 8 - - - - - - 8(1.37)
Anal surgery 6 - - 4 15 - - 25(4.29)
Others 16 - 6 - - 3 1 26(4.46)
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solitary environment and does not have the
services of a physician or nurse anaesthetist. For
such a practitioner, a safe policy is to become
familiar with a limited number of drugs for
anaesthesia and analgesia to be able to overcome
this challenge.11 The choice of an appropriate
method for the right patient will result in minimal
morbidity and mortality.

The commonest anaesthetic agent used in the
clinic was ketamine. This has been reported as the
commonest anaesthetic agent available in
developing countries.” Green posited that it is used
widely in resource-limited settings because of its
excellent safety profile.12 The use of ketamine on
majority of the patients in this study was based on
the perception that it is safe and cheap even in the
single  handed  surgeon.”  Ketamineinduces
dissociative sedation which is characterized by a
trancelike cataleptic state, profound analgesia and
amnesia, with retention of protective airway
reflexes, spontaneous respirations, and
cardiopulmonary stability. It supports maternal
blood pressure during maternal hypotension as in
post partum haemorrhage. There is a dose
dependent rise in maternal blood pressure that
makes ketamine less suitable for use in pre-
eclampsia.14 These attributes may explain why
ketamine has remained the anaesthetic drug of
choice in the developing world.

Although spinal anaesthesia is regarded as a simple
and effective anaesthetic technique for
15 . .
appendectomy”, ketamine was used in all cases of
appendectomy in this clinic. Spinal anaesthesia has
some disadvantages for appendectomy which
made ketamine more popular in this clinic. These
include pain from peritoneal irritation if the block
is not high enough, risk of high spinal, chance of
anaesthesia wearing off if surgery is prolonged,
hypotension and post-dural puncture headache.
Furthermore, some patients may not tolerate
. 16
surgery while awake, even when sedated.

Xylocaine in the form of local or regional
anaesthetic was the most frequently used in the
clinic. Regional anaesthesia is the recommended
anaesthetic  technique in  resource poor
environments. It has the advantages of being
simple, effective, safe and requiring inexpensive
equipment17 and is relatively free from toxicity and
sensitivity. Xylocaine local and spinal anaesthesia
was the commonest used techniques in the cases
of herniorrhaphy in the clinic. Xylocaine local
anaesthesia was preferable based on the
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recommendation from previous study that the use
of spinal anaesthesia should be reduced in favour
of local anaesthesia to enhance recovery and to
reduce costs.'® Adrenaline, when added to local
anaesthetics, delay their absorption velocity from
the site of injection.

Xylocaine spinal anaesthesia was used in some
cases because it offers a safe, cheap and easy
anaesthesia in  poor resource hospitals.13
Advantages include avoidance of general
anesthesia and the airway management concerns
that accompany general anesthesia. Additional
benefits may include reducing the metabolic stress
response to surgery, reduction in blood loss,
decrease in the incidence of venous
thromboembolism, reduction in  pulmonary
compromise (particularly in patients with advanced
pulmonary disease), and the ability to monitor the
patient’s mental status.”

Implications for Planning and Training for Medical
Practitioners in Rural Areas

This study has exposed the fact that one of the
greatest needs in the Nigerian Health sector is the
extension of medical services to the rural dwellers.
Surgeons and anaesthetists are in extremely short
supply in the rural areas in these areas which
harbour most of the surgical pathologies.20

In some countries, the undergraduate training
prepares students for career in rural practice.21
Curran et al suggested that thepopulation of
physicians in the rural communities can be boosted
if the medical schools recruit rural students, design
rural-oriented medical curriculum, encourage rural
practice learning experiences and implement
advanced procedural skills training.22
Unfortunately in most developing countries in
Africa, current hospital based medical education
and training programs are not adequately
preparing junior doctors for rural and remote
practice.23 Furthermore, in  Nigeria, the
undergraduate family medicine is not popular even
though it is embraced by most universities globally.
A more comprehensive approach to this problem is
to make medical treatment less fragmented by
breaking the boundaries between the various
medical/surgical specializations.24 This  will
promote the relevance of generalist physicians
(general practitioners and family physicians) with
surgical and obstetric skills which are the mainstay
of surgical procedures in many sub-Saharan
countries, including Nigeria.25 The Postgraduate
Medical Collegesin Nigeriahas adopted this
approach in their residency training programme in
general practice/family medicine to give adequate
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surgical exposure to residents who will eventually
function as gatekeepers in rural and remote
communities.

Strengths and Limitations of this Study

The strength of this study is that it has been able to
prove that with good training family physicians can
be able to give satisfactory treatment to patients
with surgical complaints in rural areas. The main
limitations of this study include theretrospective
design which did not allow a more detailed study.

Conclusion and Recommendations

There commonly exist surgical pathologies in the
rural areas due to inadequacy of surgeons and
anesthesiologists. The commonest surgical
problem in Bethesda Clinic Ngo was hernias and
the commonest anaesthesia used was ketamine
anaesthesia. To be able to render simple surgical
services to rural populations satisfactorily, it willbe
necessary to make medical treatment less
fragmented by breaking the boundaries between
the various medical/surgical specializations and
encouraging junior doctors to specialize in general
practice/ family medicine. Since the general
practice/family medicine residents are effectively
trained in the faith based hospitals which at
present are not functioning optimally, it is
therefore necessary for the federal government to
formulate policies to assist the faith based
hospitals in the training of these specialists. A
legislation to compel the Universities to start
undergraduate programmes in general practice/
family medicine will also prepare young doctors to
embrace a career in rural practice.
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ABSTRACT
Extending Community Based Health Care Services to Counter the Multi-Dimensional Threat of Hypertension

Hypertension has been identified as an important public health concern of global distribution and it is one of
the key risk factor for most of the cardiovascular diseases. Rational and adequate control of hypertension is a
key element in the prevention of hypertension induced complications. An extensive search of all materials
related to the topic was done in Pubmed, Medline, World Health Organization website and Google Scholar
search engines. Keywords used in the search included hypertension, cardiovascular disease, public health,
lifestyle modifications, and awareness. A diverse range of socio-demographic and health system related factors
have been acknowledged in the causation of the disease. As the natural history of hypertension is complex the
strategy to combat it also should be multi-pronged based on the pre-existing factors in different settings.
Altogether, although some progress has been observed in the areas of community awareness and therapeutic
control of blood pressure, the need is to implement sustainable and cost-effective interventions that will not
only halt but also reverse the rising trend of hypertension.
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Introduction
hypertension affects almost 33% of adults aged 25

and above worldwide.* It is further responsible for
causation of 50% cases of coronary heart diseases
and almost 67% cases of strokes.>® In addition, it
has been projected that eventually by the year
2030, hypertension will be the main contributing
factor in 23 million cardiovascular deaths.*

Cardiovascular diseases usually occur owing to the
abnormalities in the heart and blood vasculature,
and essentially include conditions like coronary
heart disease (CHD), hypertension, stroke,
peripheral vascular disease, rheumatic heart
disease, and cardiac failure." The recent global
estimates suggest that although incidence of CHD

has shown a declining trend in most of the Inadequate  or incorrect management  of

developed countries, the situation remains quite
challenging in low resource settings that
contributes to more than half of the worldwide
burden.?

Hypertension has been identified as an important
public health concern of global distribution and as
one of the key risk factor for most of the
cardiovascular  diseases.’ The World Health
Organization (WHO) current trends suggest that
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hypertension despite the availability of effective
anti-hypertensive drugs results in a wide gamut of
complications varying from atherosclerosis; multi-
organ damage; disability; deterioration in quality of
life; and finally death.””®° Rational and adequate
control of hypertension is a key element in
reducing the rates of hypertension induced-organ
damage. Studies across the globe have again and
again revealed that prevention of hypertension is
possible, and early detection and initiation of
effective treatment can significantly reduce the
aftermaths of the disease.’**"**" Thus,
implementation of effective population-based
primary and secondary preventive strategies
should be considered as the key elements while
planning health policies.14
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The objective of the current review is to explore
the magnitude of the problem of hypertension and
its complications, and to identify the socio-
demographic determinants that can be attributed
to the same issue. Further, the next objective is to
suggest feasible, cost-effective population-based
measures which, if implemented globally will
reduce the magnitude of the disease.

Methods

An extensive search of all materials related to the
topic was done in Pubmed, Medline, World Health
Organization website and Google Scholar search
engines. Relevant documents, reports, research
articles focusing on the awareness, potential risk
factors / determinants of hypertension and
measures to combat the same published in the
period 1997 — 2013 were included in the review.
The identified articles were then selected based
upon the compatibility with the current review
objectives and later re-grouped into different
sections based upon the scope of review.
Keywords used in the search include hypertension,
public health, awareness, diet, physical inactivity.

Potential determinants attributed in the
development of hypertension

A diverse range of socio-demographic and health
15,16,17
system related factors such as old age; male
1,18,19 .. 16,20,21 . 15
gender; illiteracy; low income;” poor
. . 24 .
socioeconomic status; race; ethnic
L. 25 L 2627 . - .
variations;” genetic influence; disparities in
3 . . 25
urban-rural areas;” globalization;” low awareness
about risk factors and treatment compliance
. 28,29 P . .
among population; co-existing diseases like
. . 15,16,22,30 31 .
diabetes mellitus; stress; obesity /
overweight / increased body mass index and waist
. ._.16,29,32,33
circumference / hypercholesterolemia;
dietary practices and more consumption of
34,35,36 .
saturated fats; excessive salt
. 37,38,39 . 35,40
consumption; alcohol intake; tobacco
. 41,42 . . ..o 43
consumption; physical inactivity; not
. . s 44
undergoing regular screening activities;  lack of
. . 26 . .
trust on physicians;”" improper and incomplete
. 29
management of hypertension;” poor health care
. . 4546 . R
seeking behavior; and perceived barriers
among people at community level, such as limited
resources — availability of trained manpower,
access to the health system / cultural expectations
47,48,49 .
and values; have been attributed to the
development of the disease.

22,23

Recommended public health measures

Shrivastava et al.

Even though hypertension is an absolutely
preventable condition, the asymptomatic nature of
this disease renders it often under-diagnosed and
undertreated. Further, the natural history of
hypertension is extremely complex, and thus the
strategy to combat it should be multi-pronged
based on the contributory factors. Currently, the
need is to formulate a comprehensive and
integrated approach to facilitate early detection in
both high risk and the general population and thus
reduce the magnitude of the disease.” In addition,
recent JNC-8 classification should be adopted
universally by health care practitioners to facilitate

standardized management of hypertension
51,52

patients. Further, execution of other long-term

measures such as improving the
. . . 16,20,23 .

socioeconomic/literacy status; creating an

enabling environment for increasing awareness of
community about risk factors;**% encouraging
adults to get tested for blood pressu re;’ advocating
and extending regular screening activities; "
developing community-based interventions and
strategies as a part of primary prevention
measures;"******® secondary prevention and
targeted interventions towards high-risk group
patients;29 facilitating the active involvement of
health workers;1 orienting private practitioners
through a health professional education
program;54’55 fostering early detection of clinical
cases and timely implementation of cost-effective
secondary prevention measures to prevent long-
term complications;al"(’a'54 involving voluntary
organizations and multiple sectors;54 encouraging
the consumption of a diet rich in fruits, vegetables,
tubers and legumes;” advocating lifestyle
modification measures like weight control,
increased physical activity, limited alcohol intake,
no tobacco use, and reduced dietary saturated fat
and salt intake;ll'at—"?”’m’56 universal adoption of
WHO cardiovascular risk prediction charts;50 and
therapeutic administration of bioactive natural
constituents obtained from food sources;57 can be
strategically planned. The Government can plan to
implement above suggested measures in
collaboration with the local health sector and
different stakeholders in a flexible manner for the
benefit of both the high-risk groups and the
general population.

Implications for practice

The current review clearly implies that a
comprehensive national program for non-
communicable diseases well supported by the
awareness campaigns is the need of the hour.
Precise guidelines should be designed and
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implemented for appropriate treatment of
hypertensive patients depending on their blood
pressure levels and presence of co-existing
diseases. All the medical practitioners from both
the public and the private health sectors, including
doctors from other medical disciplines should be
trained in the correct management of
hypertension. The outreach health staff workers
should be empowered in different aspects of
lifestyle modifications so that they can spread the
message to each and every household during their
routine home visits. Moreover, sustained political
will is the crucial element for building a strong
network between national and international
agencies for ensuring external monitoring.

Implications for research

Multiple areas have been identified that still need
further  exploration for promoting better
understanding among the masses, physicians and
the policy makers. Essentially, the need is to design
and conduct large community-based qualitative
studies to assess the level of awareness,
knowledge and practices among the general
population regarding potential risk factors and the
importance of lifestyle modifications in different
settings. Research should also be conducted to
explore the role of dietary factors, physical
inactivity, and the prevalent barriers in the
causation of hypertension in heterogeneous
settings.

Conclusions

Altogether, although some progress has been
observed in the fields of community awareness,
and control of blood pressure levels, the need is to
implement  sustainable and  cost-effective
interventions that will not only halt but also
reverse the rising trend of hypertension.
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OZET

Tiroid Nodiillerinin Degerlendirilmesinde Klinik, Ultrasonografik ve Sitopatolojik Bulgularin Yeri

iyot eksikligi olan bolgelerde yasayan kadinlarda tiroid nodili insidansi artmistir. Cocukluk caginda veya
adolesan donemde iyonize radyasyona maruz kalmis bireylerde ise hem tiroid nodili hem de tiroid kanseri
riskinin arttigi gosterilmistir. Tiroid nodallt varliginda; hastanin yasi, nodiliin boyutu, serum tirotiropin
diizeyleri, tiroid otoimmiin hastaligi 6ykiisi, nodilin sicak ya da soguk olmasi, nodilin ultrasonografi bulgular
degerlendirilmeli ve tiroid kanseri riski ortaya konmalidir. Tiroid nodillerinin incelenmesi igin ince igne
aspirasyon biyopsisi yontemi dnerilmektedir. Ancak, sitolojik degerlendirme olgularin %10-30"unda kesin sonug
verememektedir. Belirsiz sitolojiye sahip nodillere yaklasim ve baslangictaki ince igne aspirasyon biyopsisi
incelemesi sonucu benign olan nodillerin izlem sireci tartismalidir. Bethesda sitolojik sistemi ve tiroid
noddllerinin sitolojik orneklerinde cesitli molekiler belirteclerin degerlendirilmesi tiroid malignitesi tanisinda
dogruluk oranini arttirmaktadir. Bu derlemede, tiroid noddillerinin degerlendirilmesi sirecinde
yararlanilabilecek degiskenler ve bunlarin uygulamaya yansimalari incelenmistir.

Anahtar Kelimeler: Tiroid nodiilii, Ultrasonografi, Ince igne aspirasyon biyopsisi, Kanser

ABSTRACT
The Role of Clinical, Ultrasonographic and Cytopathologic Findings in the Evaluation of Thyroid Nodules

Incidence of thyroid nodules in women living in iodine poor areas has been established to be high. Also it has
been shown that; there has been increase in the risk of of thyroid nodules and thyroid cancer in patients
exposed to radiation during childhood and adolescence. In the presence of thyroid nodule; parameters such as
the age of the patient, the size of the nodule, thyrotropin levels in the serum, the history of autoimmune
thyroid disease, functional analyzes of the nodule (hot/cold), and ultrasonographic findings must be considered
and thyroid cancer risk must be determined. Fine needle aspiration biopsy has been proposed as a method for
the evaluation of thyroid nodules. However, conclusive results cannot be obtained in 10-30% of the cases
obtained by cytological evaluation. The approaches to the nodules with indeterminate cytology and the
duration of observation of the diagnosed to be benign nodules after the fine needle aspiration biopsy should
be debated upon. The accuracy in thyroid cancer diagnosis has been increased by the cytological classification
of Bethesda and evaluation of several markers in cytological specimens. In this review we have focused on the
parameters that could be employed in the evaluation of thyroid nodules and their clinical reflections.

Key Words: Thyroid nodule, Ultrasonography, Fine needle aspiration biopsy, Cancer
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saptanamayan ancak ultrasonografide tespit edilen
noddl sikhg1 %20-76 arasinda rapor edilmektedir.”™*
Tiroid hastaligi icin genetik yatkinlik, steroid
hormonlarinin etkisi tartisilmaktadir. in vitro olarak
sicanlardaki Fischer Rat Thyroid, Low Serum;%5
(FRTL-5) hiicrelerde ve tiroid kanser hiicre
hatlarinda 0&strojenin  blyumeyi uyarici etkisi
tanimlanmistir.  Ayrica 17B-6stradiol’in  normal
tiroid dokusunda ve tiroid timorlerinde bilylime
faktori  bagimli  sinyal yolagini aktive ettigi
g(':'»sterilmistir.5

Neoplazi ve hiperplazinin etiyolojisinin
saptanmasinda timorin klonal blylimesi 6nemli
bir aractir. Hiperplazi; iyot eksikligi gibi geri
donlisumli dis uyaranlarla meydana gelirken,
neoplazi; genetik degisimler gibi geri donlsimsiiz
hiicre igi hasarlanma ile olusur. Dig guatrojenik
uyaranlar (iyot eksikligi, tiroid uyarici hormon [TSH]
etkisi vb.) tiroid kitlesini nadiren 3-5 kattan fazla
blytilrken, hiicre ici uyaricilar 100 kat kadar artis
oIU§turabiIir.6'7 Yapilan c¢alismalarda otonom tiroid
noddlleri ve soliter soguk tiroid nodillerinin klonal
orijini incelenmis ve tiroid nodillerinde klonal
orijinli  somatik mutasyonlar tespit edilmis,
mutasyon olmayan vakalarin %50’sinden fazlasinda
monoklonal orijin  saptanmistir. Boylece gen
mutasyonlarinin da (Gsa proteini, ras onkogeni)
neoplastik slirece katkida bulunabilecegi
dijsi,'mijlmektedir.s'10

Tiroid  nodilleri;  makroskopik, = mikroskopik
histopatolojik 6zelliklerine gére adenom, karsinom,
hiperplastik lezyonlar olarak
siniflandinimaktadirlar.™* Adenomlar, follikiiler
epitelyumdan kaynaklanan enkapsiile lezyonlardir.
izole, makrofollikiiler (kolloid), mikrofollikiiler
(fetal), trabekiler/solid (embriyonik) formda
ortaya <;|kabilirler.12 Fonksiyonel  (otonom)
adenomlar, asirt hormon sentezi ile klinige
yansirken non-fonksiyonel adenomlarda hormon
diizeylerinde degisiklik olmayabilir.  Otonom
adenomlar herhangi bir yasta ortaya c¢ikabilirken,
60 yas alti bireylerde nadiren toksik olabilirler.” Bu
noddller genel olarak benign olmakla birlikte nadir
olgularda malignite biIdiriImi§tir.14

Nodiiler hiperplastik lezyonlar multinodiler
guatrda  karakteristiktir ve follikiiler hiicre
hiperplazisinden kaynaklanmaktadir. Papiller ve
folliktiler karsinomlari kapsayan differansiye tiroid
karsinomlarin yillik insidansi 1-10/100.000'dir ve
genellikle iyi prognoza sahiptirler. Diinyadaki en
yaygin neoplazmlardan olup tim kanserlerin
yalnizca %1’ini olustururlar.”‘ls‘16 Ultrasonografinin
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artmis kullanimi ve ultrasonografi esliginde yapilan
ince igne aspirasyon biopsisi ile sitolojik
incelemenin vyapilmasi, pek c¢ok ulkede kiguk
boyutlu tiroid bez karsinomlarinin tani almasini
kolayl.'a§t|rm|§t|r.2'14 Boylece 1 cm’den kiguk
karsinomlar daha sik olarak saptanabilmektedir.

Ultrason egsliginde ince igne aspirasyon biyopsisi; 1
cm’den buiyiik ve 1 cm’den kiiglik olmasina karsin
supheli ozelliklere sahip (hipoekojenite,
mikrokalsifikasyon, diizensiz sinir) nodiller igin
onerilmektedir."’*® Fonksiyonel tiroid nodili
varliginda sintigrafiye ek olarak serum TSH
degerlendirilmesi yapllmalldlr.16 Tiroid noddllerinin
%90-95’i  fonksiyonel degildir ve benign tiroid
noddlleri ile iligkili mortalite orani %1’den daha az
bildirilmistir.”** Kadin cinsiyet, 20-45 yas, 2 cm’den
kiicik nodil varligl, birden fazla kadrana dagilim
olmamasi, kapsul yoklugu, lokalize lenf bezlerinin
varligt  diastk  malignite riski ile iliskili
faktérlerdir.'®*%% Yapilan galismalarda 16 yas alti
ve 45 vyas Ustli bireylerde malignite riskinin
yukseldigi bildirilmi§tir.2’19 Bazi calismalarda soliter
(tek) nodiliin, multipl nodul varligina gore daha
fazla malignite oranina sahip oldugu
vurgulanmlsetlr.n’22 Papiller karsinomu papiller
hiperplaziden, follikiler karsinomu follikiler
adenomdan ayirmak icin genetik ve
immiinohistokimyasal belirteclerden
yararlanilabilir.

Tiroid nodiillerinde TSH diizeyleri ve otoimmiin
hastalik

Yapilan g¢alismalarda nodiler guatrh hastalarda
artmis serum TSH dizeyleri ve artmis tiroid kanser
riski arasinda iliski olabilecegi bildirilmistir. TSH
diizeyi normal araliklarda olsa bile TSH duzeyleri
arttikca tiroid malignite riskinde artis
gt’)zlenebilir.za'26 Tiroid islev bozuklugu olmayan
1500 hasta ile yapilan bir calismada, TSH dizeyleri
1.0-1.7 mU/L olan hastalarin, <0.4 mU/L olanlara
gore kanser riskinde artis oldugu vur{.gulanm|§t|r.27
Yapilan diger bir c¢alismada; papiller tiroid
karsinomu ve serum TSH dulzeyleri arasinda iligki
saptamis olup, levotiroksin tedavisi alan ve disik
serum TSH diizeyleri olan hastalarda papiller tiroid
karsinomu prevalansinda azalma gt‘)zlenmistir.26
Anil ve arkadaslarinin yaptigi ¢calismada Hashimoto
tiroiditi tanisi alan hastalarda malignite orani %1
iken kontrol grubunda %2.7 olarak saptanmis fakat
istatiksel olarak anlamli fark bulunmamlstlr.27
Musaka ve arkadaslarinin yaptigi bir calismada ise
Hashimoto tiroiditi ve Graves hastaligl olan tiroid
nodiliine sahip hastalarda kanser oraninin arttigi
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saptanm|§tlr.28 Boylece, son yayinlarda tiroid
nodlli arastirilirken anti-tiroid peroksidaz (anti-
TPO), anti-tiroglobulin (anti-Tg) ve TSH dizeylerinin
incelenmesi 6nerilmektedir.”**"’

Tiroid nodiillerinde tanisal yaklagimlar

Noduler tiroid hastaligina sahip bireylerin
degerlendiriimesinde; tiroid kanseri olasilhiginin
dislanmasi, islevsel degerlendirme yapilmasi, eger
mimkin ise en iyi tedavi yaklasiminin
uygulanabilmesi igin noduliin  patomorfolojik
ozelliklerinin  aydinlatilmasi  amaglanmaktadir.
Tiroid  malignitesinin ~ tanisi  temel olarak
histopatolojik incelemeye dayandirilmakta olup
klinik olarak gicli kanitlarin varliginda (nodiliin
hizli buyimesi, ultrasonografik bakinin maligniteyi
isaret etmesi, servikal lenf bezlerinin varligi, ani
baslayan ses kisikhgi vb.) tiroid noduliinden ince
igne aspirasyon biyopsisi ile elde edilen dokularin
sitolojik incelemesini gerektirir.29 Yapilacak diger
incelemeler konusunda ultrasonografi ve tiroid
sintigrafi agisindan goris birligine varilmistir. Tiroid
malignitesinin preoperatif tanisi icin en sensitif ve
spesifik yontem ince igne aspirasyonu ile elde
edilen dokunun sitolojik incelemesidir.>° iyot
eksikligi olan bolgelerde etkilenmis erigkin sayisinin
yuksek olmasi nedeniyle nodiler tiroid hastalgi
olan tim bireylere ince igne aspirasyon biyopsisi
yapmak miimkiin olmayabilir. Kilavuzlara gére ince
iSne aspirasyon biyopsisi i¢in endikasyonlar;
nodilin hipoaktif 6zellik tasimasi, boyutlarinin en
az 10-15 mm olmasi seklinde beIirIemi§tir.29 ince
i8ne aspirasyon biyopsisi en iyi kosullarda yapilmis
olsa bile olgularin %20’sinden fazlasinda tani
konulamaz ya da sipheli olabilir. Bu durumda
biyopsi tekrarlanmalidir.®®  Tim  ince igne
aspirasyon biyopsilerinin  %10-20’sinde slipheli
sitoloji ile karsilasilabilir. Bu olgularda kanserden
Hurtle hiicreli adenomun; papiller kanserin
follikliler varyantindan follikiiler kanserin; follikiiler
kanserden follikiiler adenomun ayrimini yapmak
onemlidir.*> Bu ayrimlarin yapilmasinda heniiz
rutin kullanimda yer almamasina ragmen galectin-
3, tiroperoksidaz (MoAb47), PAX8/PPARy yeniden
dizenlemesi, BRAF mutasyonu gibi cesitli
belirtegler kullanilabilmektedir.*®

Tiroid nodiillerinde sintigrafi, manyetik rezonans
ve flor18-deoksi-glukoz  pozitron emisyon
tomografinin kullanimi

Tiroid sintigrafisi; destriiktif tiroidit, ektopik tiroidit,
hiperfonksiyon  gosteren tiroid nodullerinin
arastirilmasi igin uzun yildir kullanilan bir yontem
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olmakla birlikte izofonksiyon ve hipofonksiyon
gosteren  tiroid noddlerinin  tanisinda  yeri
sinirhidir.>**® Sintigrafi, fonksiyonel nodillerin
degerlendirilmesinde énerilmektedir.’
Nonfonksiyonel tiroid nodilleri %10-20 oraninda
malignite riski tasirken hiperfonksiyonel tiimorler
¢ogunlukla benigndir.z’ls’17 Ayrica sintigrafi belirsiz
sitolojiye sahip nodillerin fonksiyonel durumunu
saptamak icin ek vyarar saglayabilir. Dinamik
nikleer manyetik rezonans goriintileme metodu
kullanilarak vyapilan incelemeler giderek artan
siklikla kullanilmaktadir. Gupta ve arkadaglar tiroid
follikiiler ~ neoplazmlarinin  ayrit  edilmesinde
dinamik nikleer manyetik rezonans spektroskopi
tekniklerini kullanm|§lard|r.34 Ayrica, Kim ve
arkadaslari  tiroid nodillerindeki malignitenin
saptanmas! icin flor18-deoksi-glukoz pozitron
emisyon tomografi (PET) yontemini kullanmislar ve
disuk etkinlikte bir yontem oldugu sonucuna
varmlslardlr.35

Tiroid nodiilleri ve ultrasonografi

Boyun ultrasonografisi;  tiroid  nodillerinin
karakteristik 6zellikleri, boyutu, yerlesimiyle ile ilgili
bilgi vermesi agisindan en sik kullanilan
gorintuleme y('jntemidir.z""16 Leenhardt ve
arkadaslari tiroid nodullerinde malignite agisindan
hipoekojen goriinimin orta dereceli pozitif
kestirim degerine (%50-63) sahip oldugunu ve
ultrasonografik incelemenin ylksek duyarlilik (%75)
ve dzgillik (%61-83) gésterdigini bildirmislerdir.*
Li ve arkadaslari papiller tiroid karsinom tanili 104
hastayi incelemisler, 115 nodilin ultrasonografik
ozelliklerini degerlendirmisler ve
mikrokalsifikasyon, santral kanlanma, dlzensiz
sinirin ~ tiroid  malignitesi ile direkt iligkini
biIdirmisIerdir.37 Tiroid noddllerinin incelemesinde
kullanilan ultrasonografi parametreleri Tablo 1'de
gosterilmistir.

Baier ve arkadaslari tiroid nodiill olan 944 hastada
yaptiklari  g¢alismada laboratuvar, klinik ve
ultrasonografi verilerini incelemis; 45 yasin altinda
olan bireylerde malignite olasihiginin arttig
saptanm|§t|r.38 Choi ve arkadaslari ise yas ve
malignite arasinda iliski saptamamislardir.39
Literatlre gore, 4 cm’den blylk ve belirsiz
sitolojiye sahip timorlerde %10’dan %30’a varan
malignite orani biIdiriImi§tir.17’3'6’37 Rosario ve
arkadaslari  belirsiz sitolojiye sahip olgularda
malignite oranini %23,5 olarak bildirmislerdir.40
Bazi ¢alismalarda, ultrasonografi bulgularina
bakmaksizin yas ve erkek cinsiyetin prognostik
faktor olarak énemi vurgulanmistir. Nodil boyutu
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blyldikce her 1 cm’lik blylme igin kanser riski
%39 oraninda artmaktadir. Papiller tiroid karsinom
icin yapilan sitolojik inceleme sonucu stpheli
olanlarda malignite orani artmistir. 791641

ince igne aspirasyon sitolojisi

ince igne aspirasyon biyopsisi, tiroid nodiillerinin
incelenmesinde kullanilan en 6nemli yéntemdir.
Ozglilligt  (%72-100) ve duyarlihg (%65-98)
yl','|ksektir.2‘42 Kanser saptanmasinda kullanilan bu
yontemin yanhs pozitiflik orani %0-7 iken yanhs
negatiflik orani %1-11'dir. Ultrasonografi egliginde
yapilmasi tercih edilmektedir. Choi ve ark.,
ultrasonografi  esliginde vyapilan ince igne
aspirasyon biyopsilerinin  %16,1’'inde yetersiz
materyal elde edildigini; bunun deneyimsizlik, kistik
lezyonlarin ve makrokalsifikasyonlarin varligina
bagli olabilecegini ifade etmislerdir.*® Akgiil ve ark.
yaptiklari g¢alismada; klinik, nodil boyutu ve
malignite arasinda anlamli iligki saptamam|§lard|r.43
Sitoloji sonucu belirsiz olan hastalarda nodiil
malignite orani  %12.6 olarak bulunmustur.
Konunun uzmanlari olasi dort sitopatolojik sonug
(benign, malign, sipheli, nondiagnostik)
tanlmlamls,tlr.16 Belirsiz  lezyonlarin ~ %70-80'i
histopatolojik incelemede benign olarak
saptanmlstlr.5 Sitopatolojik tani i¢cin “Bethesta”
siniflama sistemi kullaniimaktadir (Tablo 2)44. Bu
siniflama sistemi, patolog-klinisyen-cerrahlar
tarafindan ortak dili konusma adina tercih
edilmektedir.

Bazi ¢alismalarda, belirsiz sitolojisi olan nodiillerde

selltler atipi oldugunda malignite olasiliginin arttigi

ifade edilmistir. Bununla birlikte, malign noddllerin

%66’sinda, benign nodiillerin ise % 78’inde selliler
.. 45,46

atipi saptanmaktadir.

Tiroid sitolojisi ile tiimor belirteglerinin iliskisi ve
klinik uygulamalari

Bethesta siniflama  sisteminin  lll, IV, V.
kategorilerinde molekiiler imminositokimyasal
belirteclerden yararlanilabilir. Galektin-3 (Gal-3),
belirsiz sitolojiye sahip follikiiler lezyonlarda
kullanilan en yaygin belirtegtir.‘w’48 Bartolazzi ve
ark. ile Pennelli ve ark., ince igne aspirasyon
biyopsisi sitolojik incelemelerinde Gal-
ekspresyonlarini incelemisler ve yliksek sensitivite
ile spesifite oranlari saptam|§|ard|r.49’50

BRAF (V600E) mutasyonu, papiller tiroid kanserde
karakteristik olup slipheli olgularda tanisal
dogrulama icin énerilmektedir.'®*! Cesitli
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calismalarda; BRAF, RAS, RET/PTC, PAX8/PPAR
gama mutasyonlarinin kanser tanisinda o6nemli
oldugu biIdiriImi:jtir.S'51 Cerruti ve ark., membran
protein 1 ve kromozom 1 den elde edilen
proteinlerin de tanisal dogruluga katkida
bulundugunu belirtmislerdir.>

Benign sitolojiye sahip tiroid nodiillerinin izlemi

Baslangicta  benign  sitolojiye  sahip tiroid
nodillerinin  tekrarlayan ince igne aspirasyon
biopsilerinde %5 oraninda yanlig-negatif sonuglarla
karsilasilabilecegi  ifade edilmig,tir.z'16 Solid
komponent barindiran miks nodillerde nodiil
boyut agisindan yapilan iki 6lglim arasinda %20’den
az oranda bliyiime varsa 3-5 yilda bir ultrasonografi
ile izlem ®nerilmektedir.>"’ Yapilan galismalarda,
supheli ultrasonografi bulgularina sahip baslangig
sitolojisi benign olan nodiillerin izleminde artmis
malignite oranlari bildirilmistir. Bu nodillerin
izleminde her 12-18 ayda bir ultrasonografi
yapilmasi ve ince igne aspirasyon biopsilerinin en
az Ug kez tekrarlanmasi gerektigi vurgulanmlstlr.sa'
55

Sonug

Yapilan galismalarda baslangig sitolojisi benign olan
nodillerde tekrarlayan ince igne aspirasyon
biopsisi ve ultrasonografi ile 12-18 ay arayla
yapilan incelemelerinin malignite tanisinin kesinligi
acisindan énemli oldugu vurgulanmistir. Bethesda
kategori Il ve IV sitolojisi olan ultrasonografik
olarak malignite kriterlerine sahip nodillerde
cerrahi girisim ve histopatolojik korelasyon
onerilmektedir. Belirsiz sitolojiye sahip olgularin
uzun dénem izleminde ince igne aspirasyon biyopsi
materyallerinin imminohistokimyasal belirtegler
acisindan incelenmesi gerektigi ifade edilmektedir.
BRAF V600E mutasyonu olan ve HBME-1, Gal-3, CK-
19 sitolojik ekspresyonlari sergileyen Bethesda
kategori Ill ve IV olgularin artmis kanser riskinden
dolayi cerrahi icin iyi adaylar olduklari bildirilmistir.

63

TURKISH JOURNAL OF FAMILY MEDICINE AND PRIMARY CARE (TJFMPC) = www.tjfmpc.com = VOL.8, NO.2 = JULY 2014



Derleme

Harman ve ark.

Tablo 1. Tiroid nodiillerinin incelemesinde kullanilan ultrason parametreleri

Benign

Malign

izo ve hiperekoik

Hipoekoik

Makrokalsifikasyon

Mikrokalsifikasyon

Dizgin sinirli olmasi

Dulizensiz sinirli olmasi

Nodil kenarinda infiltrasyon olmamasi

Nodil kenarinda infiltrasyon olmasi

Anormal servikal lenf bezi yoklugu

Anormal servikal lenf bezi varhgi

Periferik noddler vaskilarite artisi

intranodiiler vaskiilarite artisi

Tablo 2. Tiroid sitopatolojilerinin tanimlanmasinda kullanilan “Bethesda” sistemi**

Kanser riski
Nondiagnostik yada yetersiz (kist sivisi, aselliler 6rnek)
% 1-4
Benign follikller noddl
Lenfositik tiroidit (Hashimoto
Benign tik tiroidit ( ! ) %0-3

Granllomatoz (subakut) tiroidit

Anlami tanimlanamayan atipi ya da anlami belirlemeyen follikiiler lezyon (Ne | %5-15
benign ne de malign)

Follikiler neoplazm yada follikiiler neoplazm slphesi %15-30

Papiller karsinom stiphesi

Medullar karsinom siiphesi

Metastatik karsinom siiphesi

Malignensi stiphesi %60-75

Lenfoma stiphesi

Digerleri

Papiller tiroid kanseri

Kot diferansiye karsinom

Tiroid medullar karsinom

Malignensi %97-99

Anaplastik karsinom

Metastatik karsinom

Digerleri
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