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We are happy to be with you in the first issue of the 

Turkish Journal of Family Medicine and Primary 

Care. It is always exciting to watch the birth of a 

journal, to see its development and maturing, to 

bring thousands of people together through new 

ideas, new inspirations, and the joy of sharing 

scientific knowledge. This is the birthday of a new 

journal in the broad field of family medicine and 

primary care. 

As the result of the substantial growth of 

the academic community engaged in family 

medicine research which has been going on for 

decades particularly in the developed world, many 

national and international journals have appeared. 

Unfortunately, the contribution to these journals on 

the part of family medicine professionals from 

developing countries remains low. As a matter of 

fact, their low participation in the scientific world 

restricts even further the limited financial support 

for research and results in a vicious circle. 

The Turkish Journal of Family Medicine 

and Primary Care is a new peer-reviewed research 

journal that aims to support a transdisciplinary 

learning community of those who generate and use 

new knowledge on health and primary health care. 

It was born out of the growing need to advance the 

knowledge base for the fundamental primary care 

functions and relationships. These relationships 

involve caring for individuals, families, and 

communities in ways that integrate, personalize, and 

prioritize health care to reduce the burden of illness. 

Family medicine and the primary care disciplines 

need a forum to develop an integrated body of 

knowledge and a generalist paradigm that is 

grounded on science, practice and different ways of 

knowing. The Turkish Journal of Family Medicine 

and Primary Care aims to be such a forum.  

The Turkish Journal of Family Medicine and 

Primary Care features original research from the 

clinical, biomedical, social and health care services 

sciences. Contributions on methodology and theory 

develop the underpinning for future research that 

advances the field. Selected systematic reviews 

draw on explicit methods to synthesize what is 

known and to move beyond – to advance theory or 

methods, or to identify new research directions. 

Essays from reflective clinicians, patients, families, 

communities, and policymakers portray a personal 

perspective on illness, health, and generalist health 

care. Turkish Journal of Family Medicine and 

Primary Care aims to serve a broad audience in the 

field of family medicine and primary care both 

nationally and internationally and to provide a 

medium for the rapid communication of advances 

and new knowledge in this field. Our purpose is to 

improve the quality and the presentation of the 

journal to attract researchers throughout the world.  

We invite all family medicine and primary care 

professionals throughout the world to contribute to 

the journal. 

 

Editor in Chief 

Nafiz Bozdemir 
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Role of general practitioner in assessing mental health problems in rural population: Lithuanian experience  

 Zemyna Milasauskiene1, Vilius Grabauskas1, Leonas Valius1, Rytis Leonavicius1 

1 Kaunas University of Medicine, Kaunas, Lithuania 

  

Abstract 
Introduction: The aim of this study was to analyze the prevalence of mood disorders in primary care and to identify associated 
sociodemographic variables. 
Methods: All patients (n=1235) excluding the ones with psychological and psychiatric disorders were asked to fill in the standard 
diagnostic WHO-5 Well-being Scale. Data was analyzed by logistic regression analysis.  
Results: The response rate was 82.3%. Gender, age, educational level, marital status and employment status were predictors of 
mood disorders. Mood disorder was diagnosed in 38.4% of men and 51.9% of women. The risk of mood disorder was higher in 
women (OR = 1.87, 95%CI = 1.11-3.14) than men, in older than young people (OR = 2.23, 95%CI = 1.79-6.32), in those with lower 
educational status (OR = 4.33, 95%CI = 1.52-12.38), in divorcees (OR = 8.18, 95%CI = 2.33-28.71), widowers (OR = 4.45, 95%CI 
= 1.26-15.72) and unemployed (OR = 5.2, 95%CI = 1.93-14.01). 
Conclusion: Mood disorders have a high prevalence in Lithuanian people who consult primary care. Thus, general practitioners 
should pay particular attention to diagnosing mood disorders. WHO-5 well-being scale is simple, sensitive and acceptable tool for 
the diagnosis of mood disorders. 
 
Key words: mood disorders, prevalence, primary care, socio-demographic characteristics. 
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Introduction 
 
Recent changes have influenced the mental health of the 
population in European countries in transition. Problems 
such as social and economic instability, unemployment, 
migration and loss of social relations have contributed to a 
very poor state of public mental health. This expresses itself 
in an increasing spread of drug abuse, alcoholism and 
suicides.1-3 Among the Baltic countries the highest increase 
in the suicide rate has been estimated to occur in Lithuania. 
Furthermore, the suicide rate in Lithuania (42.1 cases per 
100,000 residents) has become the highest not only in 
Europe but in the world as well.4  
A number of studies have shown that one of the major 
causes of suicide is depression.5,6 Patients with primary 
depression consult with the physicians of various specialties 
regarding variety of somatic and vegetative symptoms.7-9  
These atypical presentations may delay accurate diagnosis, 
as a result; the illness is often diagnosed only after clear 
manifestations become evident. Primary mental disorders 
are then not treated in a timely and adequate fashion. Even 
in Western European countries, depression is inadequately 
diagnosed and treated.10-13 The number of prolonged, 
treatment resistant cases of depression is increasing 
worldwide. It is very important that not only psychiatrists, but 
also general practitioners recognize early mental disorders. 
As primary care physicians learn to recognize depression 
and treat it using state-of the-art methods, suicides may be 
reduced.  
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There is also great potential to improve health and quality 
of life for millions of patients, to achieve cost savings and 
to reduce medical expenditures. The data from the 
Swedish general practitioners’ Educational Program for 
Prevention and Treatment of Depression have shown a 
correlation between increased physician knowledge about 
the diagnosis and treatment of patients with mental 
disorders and reduced suicide rates.14 Evidence from the 
literature indicates that patients prefer to be seen in 
primary care settings, either because of easy access or 
less stigma.7 Consequently, experts in the WHO European 
Office have developed a new standardized diagnostic 
questionnaire, the “WHO-5 Well-being scale”, and 
suggested its use by primary care professionals for mental 
health screening.15 In the context of a countrywide 
integrated mental disease prevention project, this 
diagnostic questionnaire was suggested to general 
practitioners working in a regional primary care centre in 
Lithuania. 
The aim of this pilot study was to analyze the prevalence 
of mood disorders in primary care and to identify 
associated sociodemographic variables. 
Materials and Methods  
Study design and sample size 
This cross-sectional study was conducted in a region of 
Lithuania for one month. All patients (n=1235) excluding 
the ones with psychological and psychiatric disorders were 
asked to fill in the standard diagnostic WHO-5 Well-being 
Scale (Appendix 1). Data was analyzed by logistic 
regression analysis. The required number of patients was 
1500. The response rate was 82.3% (1235/1500). 
Evaluation of mood disorders 
Before the study, two independent translators translated 
the questionnaire from English into Lithuanian and vice 
versa. The translations were confirmed by WHO experts. 
All general practitioners working in the primary care centre 
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were instructed on how to use and evaluate the data 
gathered using the WHO-5 Well-being Scale. 
The WHO-5 Well-being Scale has been derived from the 
WHO-28 Well-being Scale which again has been based on 
the Zung Questionnaire and Psychological General Well-
being Scale.16,17 The standard diagnostic WHO-5 Well-being 
Scale is simple, sensitive and acceptable tool for the 
diagnosis of mood disorders. It consists of five questions to 
be completed by the patient in the physician’s waiting room. 
Each statement is scored from 0 to 5. In evaluation every 
answer is multiplied by 4 and a total score between 0-100. 
Higher scores show better well-being and the scores below 
50 show mood disorder.  
Sociodemographic characteristics 
The patients were divided into four groups by age (25-34, 
35-44, 45-54, >55), two groups by place of residence (urban, 
rural), three groups by educational status (primary, 
secondary and university graduate), four groups by marital 
status (single, married, divorced and widowed) and four 
groups by status of employment (employed, student, 
unemployed and retired). 
 Statistical Analysis 
Data were analyzed using the statistical package for the 
Social Sciences for Windows version 11.0 (SPSS Inc). The 
analyses include descriptive statistic and logistic regression. 
The chi-square test and logistic regression were used. Odds 
ratio was used for the association between the above-
mentioned independent variables and mood disorders (OR). 
Confidence intervals (CI) for estimates were calculated at 
the level of 95%. The results were considered to be 
statistically significant when p<0.05. 
Results 
The response rate was 82.3%. Of the 1235 respondents 814 
(65.9%) were women, and 421 (34.1%) men. The patients’ 
ages ranged from 18 to 84 years. Of patients, 12.2% of 
respondents were in the youngest (25-34) age group, 25.8% 
in the age group 35-45, 23.7% in the age group 45-54, and 
38.3% in the oldest age group (>55 years). The mean age of 
males and females did not differ. Almost half of men (47.4%) 
and women (52.8%) were secondary school graduates, 
29.0% of men and 24.6% of women were primary school 
graduates and 23.6% of men and 22.6% of women were 
university graduates. Approximately two thirds of 
respondents (62.5%) lived in urban and one third (37.5%) in 
rural areas. The majority (72.5%) of respondents were 
married. One in every ten respondent was divorced or 
widowed (11.3% and 10%, respectively).  
Prevalence of mood disorders 
Logistic regression analysis revealed that patients' gender, 
age, educational, marital and employment status were 
predictors of mood disorders (Table 1). The risk of mood 
disorder was higher in women (38.4% vs.51.9%, 
OR=1.995%CI=1.11-3.14, p=0,05) than men, in older than 
younger people (OR=2.2, 95%CI=1.79-6.32), in those with 
lower educational status (OR=4.3, 95%CI=1.52-12.38), in 
divorcees (OR=8.2, 95%CI=2.33-28.71), widowers (OR=4.5, 
95%CI=1.26-15.72) and unemployed (OR=5.2, 95%CI=1.93-
14.01) (Table 1). 
The majority of mood disorders in men were diagnosed in 
>55 year old group (56.7%) and in women in 45-54 year old 
group (61.4%). 
Mood disorder was diagnosed in 34.3% of men and 49.6% 
of women living in urban and in 39.9% of men and 56.5% of 
women living in rural areas however the difference was not  
significant.  
Fewer men with higher levels of education had mood 
disorders. While 75.7% of men with primary and secondary 
education had mood disorders, only 14.3% of men with 

university education had the disorder. There was no 
significant relation between women’s educational status 
and mood disorders. It is notable that the less educated 
people had a greater chance of a mood disorder.  
Although mood disorders were mostly diagnosed in 
widowers there was no significant difference between 
marital status and mood disorders in women. One in every 
two married (54.4%), divorced (56.7%), and widowed 
(47.4%) woman, and one in every three single (34.1%) 
woman suffered from mood disorders. Divorced people 
and widowers had a greater likelihood of suffering from a 
mood disorder (8.2 and 4.5 times higher, respectively). 
It was noteworthy that employment played a great role in 
mood disorders. All unemployed men (100%) and the 
majority of unemployed women (80.0%) were diagnosed 
as having a mood disorder. The fewest mood disorders 
were diagnosed in women who were students (16.8%) and 
in employed men (22.5%). The odds ratio shows that 
retirees were 3.7 times and unemployed people 5.2 times 
more likely to have mood disorder than those employed.  
 

Table 1: Determinants of mood disorders 

Determinants  OR CI, 95% p 
Gender  

Man 
Woman 

 
1.00 
1.87 

 
 
1.11-3.14 

 
 
0.05 

Age 
25-34 years 
35- 44 years  
45- 54 years 
>55 years 

 
1.00 
1.25 
1.70 
2.23 

 
 
0.56-1.74 
0.94-2.56 
1.79-6.32 

 
 
0.12 
0.06 
0.05 

Educational status 
University 
Secondary 
Primary  

 
1.00 
4.09 
4.33 
 

 
 
1.69-9.90 
1.52-12.38 

 
 
0.05 
0.05 

Marital status 
Married 
Divorced 
Widowed 

 
1.00 
8.18 
4.45 

 
 
2.33-28.71 
1.26-15.72 

 
 
0.05 
0.05 

Employment 
Employed 
Student 
Unemployed 
Retired 

 
1.00 
0.08 
5.2 
3.65 

 
 
0.02-0.40 
1.93-14.01 
1.71-7.80 

 
 
0.05 
0.05 
0.05 

OR: odds ratio; CI: confidence interval 

 
Discussion 
The high prevalence of mood disorders in our study, 
particularly in certain socioeconomic groups, may be 
related to political and economic transition causing rapid 
changes in Lithuanian society. 
Our findings on the relationship between gender and 
mood disorders were similar to those in other studies.18-20  
The higher prevalence of mood disorders among women 
may be due to the tendency of women to acknowledge 
health problem and seek professional help more than 
men. On the other hand, this higher prevalence of mood 
disorders in women could also be explained by genetic 
and biological factors and the role of women in society.20,21  
WHO statistics showed a direct association between age 
and mood disorders. Children, adolescents and the elderly 
suffer more from mood disorders.22 Our study found a 
greater likelihood of mood disorders in older (>55 years) 
patients. This relation could be explained partly by the fact 
that older people have more medical problems leading to 
mood disorders as well as higher utilization of primary 
care. The prevalence of mental disorders has been shown 
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substantially higher in frequent users of medical services (up 
to 50% or higher).23 
Socioeconomic conditions have significant effects on mental 
health.16,19 Unemployed, less educated and isolated people 
have poorer mental health and well being than those in other 
groups. Our results have also shown that living alone, 
having lower educational status or being unemployed 
increases the likelihood of mood disorders. This may be due 
to the economic status as people with lower educational 
status may be unemployed more often. Unemployment may 
also directly affect the mental health and well-being of 
patients.  
Strengths and limitations 
The first weakness of our study is its cross-sectional nature, 
which precludes the possibility of an evaluation of causality. 
The WHO-5 Well-being Scale guided our hypothesis on 
relationships between mood disorders and gender, age, 
employment status, marital status and educational level.  
Future longitudinal or case-control studies should be carried 
out to explore causal relationship. The second limitation 
concerns the use of a self-administrated questionnaire which 
is less expensive compared to face-to-face interviews but 

although the scale was constructed in an easy language it 
has still the disadvantage of misunderstanding. It is also 
possible that people with mental health problems were 
more interested in the questions and therefore more liable 
to answer a questionnaire. This might explain the high 
prevalence of mood disorders in primary care centre 
patients.  
Consequently, more attention should be paid to the 
elderly, the unemployed and people with lower educational 
status to improve the management of mental health of the 
population in our  region. The WHO-5 Well-being Scale is 
a very simple, sensitive and acceptable mental health 
diagnostic test enabling primary care professionals to 
diagnose mood disorders. It is also very important to 
encourage people with mental health problems to consult 
physicians to receive appropriate support or treatment. 
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Appendix: The WHO-5 Well-being Scale 

Over the last two weeks… All of the 
time 

Most of the 
time 

More than 
half of the 
time 

Less than 
half of the 
time 

Some of 
the time 

At no time 

I have felt cheerful and in good 
spirits. 

 
5 

 
4 

 
3 

 
2 

 
1 

 
0 

I have felt calm and relaxed.  
5 

 
4 

 
3 

 
2 

 
1 

 
0 

I have felt active and vigorous.  
5 

 
4 

 
3 

 
2 

 
1 

 
0 

I have felt fresh and rested when I 
wake up. 

 
5 

 
4 

 
3 

 
2 

 
1 

 
0 

My daily life has been filled with 
things that interest me. 

 
5 

 
4 

 
3 

 
2 

 
1 

 
0 

 
 
 
 
References 
 
 
 

1. Lithuanian statistics. Available from: 
http://www.std.lt/. Accessed: March 2005. 

2. Psychiatry in numbers. State Mental Health Center. 
Available from: http://www.vpsc.lt/ Accessed: March 
2005. 

3. Lithuanian Health Information Centre. Available 
from: http://www.lsic.lt/ Accessed: March 2005. 

4. World Health Organisation (WHO). HFA Statistical 
Database, WHO regional Office for Europe. 
Cophenghagen: WHO, 2000-2004. Available from: 
http://www.who.dk/countryinformation.  

5. Hintikka J, Pesonen T, Saarinen P, Tanskanen A, 
Lehtonen J, Viinamaki H. Suicidal ideation in the 
Finnish general population. A 12-month follow-up 
study. Soc Psychiatry Psychiatr Epidemiol 
2001;36:590-4. 

6. Sayar K, Kose S, Acar B, Ak I, Reeves R. Predictors 
of suicidal behaviour in a sample of Turkish suicide 
attempters. Death Stud 2004;28:137-50. 

7. Goldberg D. Psychiatry and primary care. World 
Psychiatry 2003;2:153-8. 

8. Paulauskiene Z. Depression in primary care. Art of 
Treatment 2000;10:59-60. 

9. Sharp LK, Lipsky MS. Screening for depression 
across the lifespan: a review of measures for use 
in primary care settings. Am Fam Physician 
2002;66:1001-8. 

10. Raingruber B. Gaps in service in the recognition 
and treatment of depression and suicidal ideation 
within a four –country area. Perspect Psychiatric 
Care 2003;39:151-62. 

11. Dunner DL. Clinical consequences of under 
recognised bipolar spectrum disorder. Bipolar 
Disord 2003;5:456-63. 

12. Munk-Jorgensen P, Fink P, Brevik JI, Dalgard OS, 
Engberg M, Hanssen L, et al. Psychiatric morbidity 
in primary public health care: a multicentre 
investigation. Part II. Hidden morbidity and choice 
of treatment. Acta Psychiatr Scand 1997;95:6-12. 

13. Giron M, Manjon-Arce P, Puerto-Barber J, 
Sanchez-Garcia E, Gomez-Beneyto M. Clinical 
interview skills and identification of emotional 
disorders in primary care. Am J Psychiatry 
1998;155:530-5. 

14. Rutz W, Knorring L, Walinder J. Long-term effects 
of an educational program for general practitioners 
given by the Swedish Committee for the 

http://www.lokman.cu.edu.tr/family/tjfmpc
http://www.std.lt/
http://www.vpsc.lt/
http://www.lsic.lt/
http://www.who.dk/countryinformation


Milasauskiene Z. et al. 
 

 
TURKISH JOURNAL OF FAMILY MEDICINE AND PRIMARY CARE  (TJFMPC)  u  www.lokman.cu.edu.tr/family/tjfmpc  u VOL. 1, NO. 1 u MARCH 2007 

 

5

Prevention and Treatment of Depression. Acta 
Psychiatr Scand 1992;85:83-8. 

15. Johansen KS. A European approach to the 
challenge of depression. Quality of Care and 
Technologies. World Health Organization Regional 
Office for Europe. 1999. 

16. Heun R, Burkart M, Maier W, Bech P. Internal and 
external validity of the WHO Well-Being Scale in the 
elderly general population. Acta Psychiatr Scand 
1999;99:171-8. 

17. Bech P, Gudex C, Johansen KS. The WHO (Ten) 
Well-Being Index: validation in diabetes. Psychother 
Psychosom 1996;65:183-90. 

18.  Ten Have M, Vollerbergh W, Bijl RV, de Graaf R. 
Predictors of incident care service utilisation for 
mental health problems in the Dutch general 
population. Soc Psychiatry Psychiatr Epidemiol 
2001;36:141-9. 

19. Waraich P, Goldner EM, Somers JM, Hsu L. 
Prevalence and incidence studies of mood 
disorders: a systematic review of the literature. 
Can J Psychiatry 2004;49:124-38. 

20. Immerman RS, Mackey WC. The depression 
gender gap: a view trough a biocultural filter. 
Genet Soc Gen Psychol Monogr 2003;129:5-39. 

21. Kuehner C. Gender differences in unipolar 
depression: an update of epidemiological findings 
and possible explanations. Acta Psychiatr Scand 
2003;108:163-74. 

22. World Health Organisation. The World Health 
Report 2001. Mental health: new understanding, 
new hope. Geneva: WHO, 2001. 

23. Lefevre F, Reifler D, Lee P, Sbenghe M, Nwadiaro 
D, Verma S, et al. Screening for undetected 
Mental Disorders in High Utilizers of Primary Care 
Services. J Gen Intern Med 1999;14:425-31. 

 

http://www.lokman.cu.edu.tr/family/tjfmpc


   Cerrahoğlu A. 

 
 
 

TURKISH JOURNAL OF FAMILY MEDICINE AND PRIMARY CARE  (TJFMPC)  u www.lokman.cu.edu.tr/family/tjfmpc u VOL. 1, NO. 1 u MARCH 2007 
 

 

6 

 
Growth Monitoring and Overweight/Obesity Rates of Primary School Students in Tarsus 
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Abstract 
Background: Obesity is a major health care problem in Turkey as it is in many countries. Obese children are 
most likely to become obese adults with increased risk of cardiovascular diseases, diabetes, hypertension, 
increased blood levels of lipids, and increased risk of some cancer types. The aim of this study was to assess the 
growth rates of all primary school students in Tarsus American College (TAC) in terms of obesity/overweight.  
Methods: All primary school students (n=328) were enrolled in the study. Their weight and height were measured 
two times each year and were compared with those of their peers using percentile scale and body mass index 
charts.  
Results: The age range was 7-14 years. Body mass index (BMI) values revealed that 22.9% of all students had 
BMI between 85-95 percentile indicating the risk of overweight and 16.2% of them had >95 percentile and were 
considered as overweight, 10.7% of students had BMI>97 percentile indicating morbid obesity, 79% had BMI >50 
percentile and 21% had BMI<50 percentile. The total risk was 39%.  
Conclusion: Improving awareness in parents, teachers, staff and students for obesity is an important first step in 
management of weight problems in children.   
Key words: obesity, overweight, BMI, school, children.   
 
Cerrahoğlu A. Growth Monitoring and Overweight/Obesity Rates of Primary School Students in Tarsus.TJFMPC 2007;1:6-8. 
 
Introduction 
 
Obesity is a major health care problem in Turkey as 
it is in many countries. Obese children are most 
likely to become obese adults with increased risk of 
cardiovascular diseases, diabetes, hypertension, 
increased blood levels of lipids, and increased risk 
of some cancer types.  
BMI is widely used for growth monitoring in children 
older than two years of age. It gives the opportunity 
to compare weight with height (1). For adults, 
normal range for BMI is 18.5-25. In children and 
teens, the amount of body fat changes with age and 
gender. Different from adults, in children, BMI 
values are compared with those of children in the 
same age as percentiles. The values are different 
for boys and girls (2). BMI values are lower for 
younger children. BMI value below 5 percentile is 
considered as underweight while 85 to 95 percentile 
as risk of overweight and above 95 percentile as 
overweight (Table 1). The lowest values are 
measured for children in 2 to 4 years old.  
Formula for BMI    =   weight (kg) / [height (m)]2  
The aim of this study was to assess the growth rates 
of all primary school students in Tarsus American 
College (TAC) in terms of obesity/overweight. 
However, height and weight percentiles are not 
always sufficient to detect overweight or 
underweight in children as they show the 
percentage of the height and weight of children in 
comparison with their peers at the same age 
ignoring the ratio of the weight and height.  
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For this reason, in this study, weight and height 
percentile and BMI measurements are assessed 
separately.   
 
Table 1: Classification of BMI values 

Weight status 

category 

Percentile range 

Underweight Less than the 5th percentile 

Healthy weight 5th percentile to less than the 85th 

percentile  

At risk of 

overweight 

85th to less than the 95th percentile 

Overweight Equal to or greater than the 95th 

percentile 

CDC (centers for disease control and prevention, Atlanta, 
USA) 
 
Methods 
 
All primary school students (n=328) were enrolled in 
the study. Weight and height measurements of all 
students in Tarsus American College Primary 
School (kindergarten to 12th grade) have been 
recorded and processed electronically in terms of 
both weight/height percentiles and body mass index 
(BMI) growth charts since August 2003. They have 
been monitored twice a year; in October and April 
and were compared with those of their peers using 
percentile scale and body mass index charts. 
Growth monitoring and physical examination results 
are sent to parents annually and class statistics are 
shared with teachers and administrators.  
The weight was measured by the school nurse 
using a precise weighing scale (NAN human 
weighing scale 1-150 kg) and the height was 
measured using a height-scale which is properly 
attached to the inner wall of the infirmary. The scale 
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is constructed by the school technicians and tested 
by the school doctor. 
Data was installed in the infirmary computers using 
a self-prepared program which calculates the age of 
students in number of days and expresses the 
percentiles of their height, weight and BMI 

comparing with those of peers in the same age 
group.   
Results 
Weight and Height percentiles 
Only 2 classes (Justinien and Tibelius) out of 18 had 
an average weight percentile below 50 percentile.  

 

Table 2: Measurements for 18 classes of TAC Primary School.  

 
Class names 

N
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A
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f 
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ts
 in

 c
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  W
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r  
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 p
er
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t 
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Kindergarden 5 5.7 23.2 20.2 3.0 75.9 113.6 114.4 50.1 -0.8 
Antonius (1) 18 6.3 25.4 22.1 3.4 69.7 118.5 119.0 52.6 -0.5 
Cleopatra (1) 15 6.3 22.1 21.9 0.2 55.5 116.7 118.8 42.4 -2.1 
Perseus (2) 20 7.5 27.1 25.4 1.7 65.5 124.4 125.4 45.5 -1.0 
Daniel (2) 23 7.7 27.0 24.4 2.6 64.6 122.9 123.7 47.4 -0.7 
Gözlükule (3) 13 8.6 33.7 29.2 4.5 69.1 132.1 130.6 56.8 1.5 
Justinien (3) 11 8.6 27.6 29.3 -1.6 41.6 127.3 130.7 33.0 -3.4 
Lokman Hekim (4) 19 9.5 34.4 33.2 1.2 53.7 135.5 136.1 49.3 -0.7 
Şahmeran (4) 18 9.5 40.7 33.3 7.3 74.9 137.7 136.6 55.3 1.1 
Adile Çavuş (5) 26 10.6 42.1 39.2 3.0 55.8 143.8 144.1 51.2 -0.3 
İskender (5) 26 10.5 39.2 39.0 0.2 52.1 140.8 144.0 38.1 -3.1 
Klikya (6) 18 11.5 44.7 42.9 1.9 57.6 149.1 149.6 50.3 -0.5 
Misaki Milli (6) 19 11.3 43.6 42.3 1.2 58.2 150.6 149.2 67.4 1.3 
Sezar (7) 20 12.5 53.8 47.9 5.9 68.3 155.8 155.4 55.1 0.4 
Pompeus (7) 23 12.5 55.0 48.3 6.7 63.4 154.5 156.0 43.9 -1.5 
Tibelius (8) 19 13.5 50.8 51.4 -0.6 45.6 155.9 159.2 34.8 -3.3 
Korikos (8) 18 13.6 55.1 52.2 2.9 57.4 160.7 159.9 56.9 0.7 
Efesus (8) 18 13.1 56.1 51.0 5.2 64.3 160.5 158.6 60.6 1.9 
 

First the mean age for the students in each class was calculated. Then, the height and weight percentile for that mean age was 

compared with 50 percentile of the same age.  

Height records of 8 classes were below 50 
percentile and 10 classes were above 50 percentile 
(Table 2). 
Body Mass Index percentiles 
Only 4 students (1.2%) had BMI values below 5 
percentile (underweight) (Table 3), 196 students 
(59.6%) had normal BMI values (between 5 and 85 
percentile), 75 students (22.9%) were at risk of 
overweight with BMI between 85 and 95 percentiles 
and 53 students (16.2%) were in overweight group. 
The total risk was 39% (n=128). Thirty-five students 
(10.7%) had BMI values over 97 percentile (severe 
obesity). Seventy (21%) students had BMI values 
less than 50 percentile while 258 students (79%) 
had over 50 percentile. 
 
Discussion 
 
Our findings for the percentage of students for 
overweight (16.2%) is similar to that of U.S. children 
and adolescents (17.4% to 18.8%)(3). Growth rates 

of all children should be followed up starting from 
birth and through school years. Eating and physical 
activity habits of children and families should be 
considered in obesity prevention programs. These 
programs may help children to have safer and more 
self-confident puberty periods.  
 
Table 3: BMI values for all the students of TAC 
Primary School (n=328)  

Total 
<5 percentile 
(underweight) 

5 – 85 
percentile 
(normal) 

85 - 95 
percentile 

(risk of 
overweight) 

> 95 
percentile 

(overweight) 

328 4 196 75 53 

100% 1.2%  59.8% 22.9% 16.2% 
 
If not managed properly, childhood obesity leads to 
adulthood obesity that can lead to severe 
complications. Families, teachers, administrators 
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and school health care providers should work 
together and put further emphasis on implementing 
healthy eating habits and lifelong physical activity 
programs to prevent and cure childhood obesity. 
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Introduction 
 
The aim of this case report is to emphasize the 
importance of informing patients about the aphthous 
ulcers that may occur after quitting smoking and to 
demonstrate the effect of nicotine chewing gums on 
the ulcers. Since tobacco-related diseases are 
preventable, efforts to promote smoking cessation 
should be a routine step in primary care.   
 
Case History 
A 38-years-old man admitted to seek help for 
quitting smoking. He has been smoking twenty 
cigarettes per day for 15 years. He had chronic 
pharyngitis in physical examination probably caused 
by smoking. He was prescribed anti-inflammatory 
and antibacterial drugs. A definitive day was 
determined for quitting smoking. A week after he 
had quit smoking, he began suffering from oral 
ulcers. He did not have similar complaints before. 
Typical shallow ulcers in the mouth except from 
hard palate and gingiva were found in physical 
examination. He was diagnosed as Recurrent 
Aphthous Stomatitis (RAS) and was informed that 
the condition was related to quitting smoking. The 
patient was not willing to keep on being a non-
smoker because of the pain during speaking and 
eating. He was offered nicotine chewing gums 
although he did not have any nicotine deprivation 
symptoms. After a week, his lesions showed 
regression. 
Discussion 
Asking about smoking behaviour should be a part of 
routine medical history. Primary care physicians 
should follow the following strategies to detect, 
inform and help smokers to quit. United States 
Public Health Service (USPHS) clinical guidelines 
for tobacco treatment recommend that health 
professionals should routinely counsel smokers 
using a five-step algorithm (5A's):  
1. Ask about smoking at every opportunity, 
2. Advise all smokers to quit, 
3. Assess smokers' willingness to quit, 
4. Assist smokers' cessation efforts;  
5. Arrange follow up. 
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However, there are some barriers for smokers to 
keep on smoking cessation decision. In addition to 
oral aphthous ulcers, withdrawal symptoms such as; 
feelings of frustration, concentration problems, 
irritability and increased appetite are other important 
barriers.1 Smoking harms other family members due 
to environmental tobacco smoke (ETS) and family 
budget as well. A person-centred approach, 
oriented to individual, family and community would 
be helpful. Studies have shown that children and 
adolescents tend to smoke if their close friends, 
siblings and parents are smokers.2  
 After quitting smoking, 40% of individuals develop 
mouth ulcers, mostly in the first two weeks. The 
ulcers resolve within four weeks in 60% of patients. 
Mouth ulcers are a common result of quitting 
smoking, affecting two in five.3It has been 
suggested that cigarette smoking prevents aphthous 
ulcers by causing increased keratinisation of the 
oral mucosa. Smokeless tobacco and nicotine 
chewing gums may have the same mechanism.4 
Increases in mouth ulcers following smoking 
cessation may be related to the absence of the 
antibacterial effect of smoking. Increases in cold 
symptoms can be explained by a reduction in 
salivary immunoglobulin A upon quitting smoking.5-6 
Smokers need to be informed that they will have 
increased rate of cold symptoms and mouth ulcers 
on quitting smoking.  
Since tobacco-related diseases are preventable, 
efforts to promote cessation in smokers should be a 
routine step in primary care. Findings suggest that 
FPs/GPs who endorse smoking-cessation 
counselling and referral may provide more treatment 
recommendations and their patients may have 
higher quitting rates.7 It has been shown that having 
realistic expectations on the consequences of 
medical interventions increases the chances of 
positive outcomes. Patients should be reassured 
that the lesions are result of quitting smoking and 
not a side-effect of smoking cessation medication. 
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Abstract: 
Sexual history taking is an important part of a comprehensive history. It affords the physician the opportunity to 
evaluate for sexual transmitted diseases (STDs), contraceptive history, sexual abuse, and sexual dysfunction. 
In addition, it gives the physician the opportunity to administer appropriate diagnostic tests, treatment, and 
prevention counselling. Only a small percentage of primary care physicians actually elicit sexual histories. 
There are many potential barriers to sexual history taking, including embarrassment, inadequate training, time 
constraints, and a belief that a sexual history is not relevant. The barrier we would like to address further is 
inadequate training of medical students and residents on how to elicit a sexual history. It is imperative for 
medical students and residents to receive proper instruction on how to elicit a sexual history. This includes 
didactic as well as clinical instruction on taking a sexual history. Modeling is a valuable tool in the learning 
process, and it is important that medical students and residents observe their preceptors eliciting a sexual 
history. This modeling is necessary for instructional purposes and for validation of the importance and 
relevance of taking a sexual history. The majority of medical students and residents are not expected to obtain 
a sexual history as a regular part of a comprehensive examination if there is no chief complaint that warrants a 
history. Their only opportunity to obtain a sexual history may arise when a patient has a chief complaint that 
requires a sexual history, and many times they are not supervised when they elicit those histories to ensure 
they do so appropriately. Increased training of practicing physicians, medical students, and residents on sexual 
history taking has the potential to have a positive impact on the number of physicians that elicit sexual 
histories.  
 
Key words: Primary care, sexual, history taking. 
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Introduction 
  
The prevalence of sexual problems is not well 
defined in general population but estimated as 44% 
in males and 36% in females.1,2 Attitudes and 
opinions for human sexuality varied lately especially 
in the developed countries causing more people 
seeking help for their sexual problems. 
Nevertheless, people still have sexual myths about 
sexuality.3 
Sexual history taking is a chronological 
classification of human life cycle consisting sexual 
behaviour, emotions, expectations, experiences, 
and social changes.2,4 It gives information about the 
characteristics (aetiology, onset, severity and 
duration of symptoms, psychosocial impacts) of the 
current sexual dysfunction, the changes causing 
trouble, available personal resources, aims and 
motivations of marriage, expectations from the 
therapy, and interpersonal relationship of 
partners.2,4  
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Why do we need a sexual history?  
Human sexuality is a complex of human biology, 
psychology, culture, and social circumstances. 
Individuals with sexual problems consult primary 
care physicians, more than one physician, use 
several, expensive laboratory tests.5 Sexual 
functions are divided into phases (Figure 1). It 
should be kept in mind that these problems usually 
do not occur alone i.e. a situation causing 
dysparonia may cause orgasmic dysfunctions and 
loss of libido. The prevalent error in taking a sex 
history arises from the assumption that a “sex” 
history is a thing of meaning apart from a medical 
and psychosocial history reflecting the individual as 
a whole person. Even for purposes of structured 
social survey, significant material rarely is 
developed by sexually oriented questions 
uncorrelated with other aspects of an individual’s 
existence. In truth, in primary care when taken out 
of context of the total being and his environment, a 
“sex” history per se would be as relatively 
meaningless as “heart” history or a “stomach” 
history.  
The essential reason of admission may be masked 
or covered by various other symptoms. Most of 
patients with sexual problems seek help from a 
family physician and they may feel embarrassed 
and shamed. They admit with low back pain for an 
orgasm problem or claustrophobia for erectile  
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Figure 1: Cybernetic Model of Sexual Intercourse6 

 
 
dysfunction.6-8 The patient usually displays the 
pattern of “hand on the door knob syndrome”. If the 
physician feels incompetent about management of 
sexual problems, he may prefer to deal with other 
organic problems that are easier to be identified 
and treated.9 Some physicians think that they may 
define sexual problems easier if the patient has a 
complaint such as vaginal discharge, contraception 
or infertility. The questions such as “What did you 
notice?” “How long does it exist?” “Does the 
problem have a sudden onset or progressive?” 
“What are the possible reasons?” may be helpful.  
The questions about sexuality have four main aims: 
10-13 

a) Risk determination and prevention for 
unintended pregnancies and STDs  
b) Understanding sexual behaviour as they 
may contribute to symptoms, diagnosis, 
treatment and prevention process 
c) Opportunity to discuss sexual problems 
with a professional   
d) Recognizing the relationship between 
drugs and sexual dysfunctions14,15 

Medical problems usually interfere with personal 
relationships and sexual functions. Psychological 
problems such as depression, anxiety, insomnia 
and phobias may mask or cause sexual problems. 
Mental status of the patient and medical knowledge 
and experience of the physician affect the 
consultation. Advantages and difficulties of sexual 
history taking are presented in Table 1. 

 
Obstacles in sexual history taking  
Fears of the physician about irritating the patient, 
seeming curious, anxieties about inability to solve 
sexual problems or fear of going beyond the limits  
 
of doctor-patient relationship are some of the 
obstacles in sexual history taking.11 Others are; 16 

a) Prejudgements of the health professionals  
b) Limitations in medical knowledge  
c) False expectations and beliefs of health 
professionals  
d) Cultural, religious, ethnic factors related to 
patient’s attitudes and beliefs 
e) Language and terminology problems  

 
Obstacles and solutions11,17 

• Fears of the physician about irritating the 
patient about seem to be curious: GP/FP 
should have specific training about sexual 
issues.  

• Sexual history is not related to reason of 
admission: A short history of sexual life should 
be a part of routine medical history.  

• Limited time: Consultations organised by 
appointments may avoid the delays in other 
patient consultations.   

• The age and gender of the patient: The 
consultation is easier if the patient is young 
and the same gender with the physician.  

• Fears of inability to solve problems: The 
physician should know his limits and use a 
network of consultation and referral. 

• Others in the consultation room: Partners 
should be interviewed together and the 
interaction between them should be 
encouraged.  

• Vague limits during consultation (example: 
seductive behaviour of some patients): Limits 
of the doctor-patient relationship should be 
definite.  The same rules of confidentiality are 
valid also for long term relationships and 
familiar patients.  

 
Inadequate knowledge about homosexuality, young 
generations, cultural and ethnic differences, fear of 
being judgemental or inconvenient in language: 
Physicians should be trained about the language 
they will use during sexual history taking.  
Explanations are useful before questions. 

Table 1: Advantages and difficulties of sexual history 
taking  
Advantages Difficulties 
Sexual problems are seen as 
a part of the other problems 
discussed with the physician.  

The process may be 
embarrassing both for the 
patient and for the 
physician. 

Talking about sexual topics 
may enhance the future 
consultations about sexual 
problems.  

The patient may 
misunderstand the aim of 
the physician and may feel 
as judged. 

Talking about sexual 
activities may give 
opportunity for health 
promotion. 

The patient may begin to 
feel anxiety about 
something that has not 
been a problem for 
him/her before.  

Table 2: Causes of sexual dysfunctions  
 Relationship problems  
 Individual attitudes  
 Attitudes related to sexuality  
 Post coital fear 
 Alcohol and drugs 
 Diseases 
 Inappropriate circumcision  
 Misunderstandings about sexuality  

LIBIDO 

ORGASM 

AROUSAL POST COITAL 
PERIOD  
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Anxieties of the patient about confidentiality: All 
patients should be given assurance about 
confidentiality of consultation and medical records.  
History taking certainly must provide information 
sufficient to determine the character (etiological 
background, symptom onset, severity and duration, 
psychosocial affect) of the presenting sexual 
dysfunction. Equally important, history-taking must 
contribute knowledge of the basic personalities of 
the marital partners and develop o professional 
concept of their interpersonal relationship adequate 
to determine 

• changes that may be considered desirable 
• personal resources and the depth and health of 

the psychosocial potential from which they can 
be drawn 

• marital-unit motivation and goals (what the 
marital partners actually expect from therapy). 

 

 
Methods of taking sexual history  
Sexual life may be questioned during personal and 
social history or obstetric/gynaecological history for 
women.18 If the complaint is related to genitourinary 
system sexual history may be taken inside the 
history of the current medical problem. Sexual life 
may also be questioned as a part of life style 
questions such as drug use, diet, exercise. The 
conditions such as chronic disease, severe pain or 
dysparonia may affect sexual functions and should 
also be questioned.19  
Questions such as "I have to ask you a few 
questions to understand the cause of this discharge 
and what we can do about it". If the symptom is 
directly related to sexual disease the physician may 

use the statement "I want to ask you some 
questions about your sexual life and health". 
 

 
Satisfaction from sexual functions should also be 
questioned. Some examples of the specific 
questions are as follows: 20 
1. "When did you last have physical intimacy with 
someone?" "Did this intimacy end with sexual 
intercourse?" The term "sexual activity" should be 
avoided as it is not clear enough. 
2. "Do you have sexual intercourse with men 
women or both?”. Asking this question may help the 
physician to predict certain risks for heterosexual, 
homosexual and bisexuals. 
3. "How many sexual partners did you have during 
the last 6 months?"  This question implies that the 
patient may have more than one sexual partner. 
The aim is not to make embarrassed but to have 
conditions to let him/her accept the possibility of 
multiple partners.    

Table 3: Common conditions which are not 
defined as sexual dysfunction 
A) Predictors  

Pressure 
Religious and 
cultural factors, 
feeling of guiltiness  

Traumatic sexual 
experiences 

Sexual abuse or  
violence 

Inadequate sexual  
education   

Unrealistic 
expectations  

Family relationship 
Oedipal complexes, 
overprotective 
behaviour  

Life style  Stress, economic 
problems   

Personality   
B) Triggers 
Organic disease   

Aging  
Loss of libido, more 
time needed for 
arousal and orgasm 

Unfaithfulness   
Unrealistic expectations   
Depression and anxiety  

Loss of spouse Divorce, separation 
or death  

Differential 
diagnosis process 

Does the patient really have a sexual 
dysfunction? 

If yes, what is the 
diagnosis? 

Are there any systemic disease 
underlying this sexual dysfunction? 

Are there any psychiatric disease or 
treatment related to this sexual 

dysfunction? 

Is the aetiology of the sexual 
dysfunction organic or psychogenic or 

mixed? 

Figure 2: Differential diagnosis of sexual 
dysfunctions  
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4.  Both men and women have to be questioned 
about contraceptive methods they use, especially 
the use of condom. "Which method of contraception 
do you use?" If the answer is none, the question 
"Did you decide to be a parent lately?" should be 
asked. 
5. "Are you satisfied with your sexual functions 
(life)?" helps the physician to understand the 
assessment of the patient about his/her sexual life.  
6. “Do you have any idea about HIV or AIDS?" 
helps the physician to ask risky behaviour.  
These questions do not ask about marital status, 
sexual preferences, and behaviour of contraception 
or pregnancy.  
The most common sexual problems are erectile 
dysfunction, premature and retrograde ejaculation, 
retarded ejaculation, loss of libido and Peyronie 
disease for men and vaginismus, orgasmic 
dysfunction and dysparonia for women. 
Adolescents require special interest and care. 
Adolescents tend to hide their sexual life and this 
needs more privacy and trust in doctor-patient 
relationship. 21  
 
Table 4: Sexual History 
Sexual games in 
childhood •Age when played 

•Where, with which sex  

•Caught and/or punished  
Circumcision for boys •age 

•reaction 
Menstruation •age of onset 

•preknowledge 

•source and level of information 

•reaction 
Sexual knowledge •age 

•source 

•level 
Masturbation •age of onset 

•frequency 

•beliefs, reactions, attitudes 

•fantasies 

•functionality  
Premarital sexuality  •age of the first date  

•sex and number of partners  

•duration of relationships  

•kissing, fore playing, genital 
touching 

First intercourse  •sex and type of partner  

•with or without money  

•marital or other kind of 
relationship  

•functional problems  
Type of marriage  •with or without knowing each 

other  

•period before marriage  

•level of sexual behaviour 

•first night of the marriage  

•customs, traditions 

•reactions  
Libido  •frequency  

•harmony with the partner  

•lust for others or willing to 
masturbate  

Frequency of sexual 
relationship  •current  

•desired  
Fore play  •duration  

•contribution  

•types 

•nakedness 

•avoiding genitals or semen  
Sexual arousal  •Lubrication 

•Erection  

•Arousal problem in each 
intercourse  

Intercourse  •Duration  

•Pain/ contraction 
Orgasm •With masturbation 

•Oral or manual  

•During intercourse  
Gynaecological 
history  •Cycles  

•Menstruation problems  

•Deliveries 

•Abortus  

•Miscarriage  

•Intent to have a child  

•Method of contraception  

•Hymen  

•Gynaecological disease and 
treatments  
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The physicians may figure out the differential 
diagnosis with the help of a complete medical 
history (Figure 2). A good medical history is one of 
the most important tools in assessing sexual 
dysfunctions. Unfortunately physicians tend to use 
complex and unnecessary laboratory and 
radiological tests. In the process of differential 
diagnosis the physician tries to find the aetiology of 
sexual dysfunction (Table 2). 
 
The majority of sexual dysfunctions have 
psychogenic aetiology due to inadequate sexual 
education, myths, and exaggerated expectations. 
Vaginismus in women and premature ejaculation in 
men are psychogenic more than 90%. However  
organic aetiology such as alcohol/drug abuse, 
diabetes, multiple sclerosis, history of 
abdominal/pelvic operations should be kept in mind 
in dysparonia and erectile dysfunction. Secondary 
or late onset sexual dysfunctions have usually 
organic cause (Table 3).22,23 
 
The most common inventory used for sexual 
problems is “The Golombok Rust Inventory of 
Sexual Satisfaction” (GRISS) which was developed 
by sex therapists in The Maudsley Sexual 
Dysfunction Clinic, was published by Windsor Nfer 
in 1995 and was standardized using a sample of 88 
patients ongoing sexual therapy in various clinics in 
UK. It assesses the quality of sexual relationship 
and functions. It is for heterosexual couples having 
heterosexual relationships. Man and woman have 
separate forms.24 Tugrul et al studied the validity 
and reliability in 1993 for Turkey. The last scores in 
the inventory are about sexual impotence, 
premature ejaculation, vaginismus, anorgasm, 
avoiding, dissatisfaction, and problems of 
communication. The Golombok Rust Inventory of 
Marital State (GRIMS) assesses the quality of a 
relationship and can be used with GRISS. It gives 
information about common interests of the couple, 
level of independency, communication, sexuality, 
intimacy, love, hate, trust, respect, roles, 
expectations, aims, decision making, and dealing 
with problems and crisis. Inventories are helpful in 
screening and rapid diagnosis however face-to-face 
consultation is of vital importance (Table 4).25,26,29 
Important issues of a sexual problem are presented 
in Table 5. 
 
Other inventories are The Sexual Interaction 
Inventory (SII) developed by LoPicollo and Stegger, 
Derogatis Sexual Functioning Inventory (DSFI) 
developed by Derogatis and Melisaratos and 
Sexual History Form (SHF) by Schover et al.5,27,29 
The classification of sexual dysfunctions is 
presented in Table 6.18 
 
 
 
 

Table 5: Important issues of sexual problem  
•situational / global 

•Primary / secondary 

•Perception of the problem by the partner  

•How does the problem affect the relationship? 

•Expectations from the therapy 

•Level of communication, conflicts between 
partners, coping with problems  
 
 
Conclusion  
Skills of taking sexual history in primary care can be 
improved by training. Sexual history should be a 
part of routine medical history. Both the physicians 
and the patient should know that sexual problems 
may be related to medical or social reasons or vice 
versa.  
 
Table 6: Classification of sexual dysfunctions 
according to the aetiology  
Organic aetiology  Psychogenic aetiology  
Erectile dysfunction  Vaginismus  
Dysparonia  Primary premature 

ejaculation  
Loss of libido  Primary retarded 

ejaculation  
Secondary orgasmic 
disorders  

Primary female orgasmic 
disorders  

Secondary 
premature 
ejaculation  

 

Secondary retarded 
ejaculation  
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Dear Colleagues, 

The Family Medicine Practicing in Community 

Medicine was first announced in Turkey by  

Professor Ihsan DOĞRAMACI in 1963 in 

Hacettepe University Medical School. At that 

time, it was obligatory for medical students to 

follow a family for six years. 

In 1982 with the request of High Educational 

Council we decided to establish a Department 

of Family Medicine in Gazi University. Our aim 

was to improve medical education and to 

support students through all years of medical 

school in family medicine. We believed  that 

the family medicine practice (intern-ship 

training) is a part of community medicine and it 

will meet the needs of primary care physicians 

who will be working in health centers. The 

mission of the Family Medicine Departments in 

Community Medicine were as follows: 

* Teach all medical students the core principles 

of family medicine and the role of family 

physicians in the health care system 

* Continue active leadership role in medical 

school curriculum and program development  

 

 

 

 

* Encourage students to specialize in family 

medicine and offer elective programs for family 

medicine  

* Conduct scholarship and research in family 

medicine education 

* Work for continuous improvement in all 

programs and activities 

* Create a positive working environment by 

communicating, collaborating and developing 

supportive relationships among family 

medicine faculty and staff 

* Promote and advocate the internship 

programs of the last year medical students as 

family medicine expertise training and ensure 

spending one year in health centers under the 

supervision of community medicine 

departments.  
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