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Dear Readers,

We are fortunate to be treated to three articles directly related to family practice in this issue.

Vinker et al analyse discharge summaries in Israel, and throw light on this important element of the
interface between primary and secondary care. It is obvious that there is much room for improvement in the
use of this instrument of communication between doctors, and [ assume that we can apply some of the
comments made to our local situation.

Svab invites us to take a new look at independence, and the complex relations between the general
practitioner, the patient and society.

Yaman looks at residents’ perceptions of working conditions in Turkey. Some of their perceived problems,
such as dissatisfaction with management and poor appreciation of work done, may be found in other
countries too.

[ hope that you will find our colleagues’ research and experiences illuminating, and stimulating. It would
be very nice to see similar research performed locally.

Jean Karl Soler
Editor
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SHouLb FamiLy Doctors COUNSEL PATIENTS ON

GENETIC TESTING AND SCREENING?
Pierre MALLIA & HeNk TEN HAVE

ABSTRACT g

Family Doctors are in an ideal situation to counsel patients on most medical technologies and
new developments. In this sense they are in the best position to guide and counsel patients on
genetic testing and screening. Indeed most often it is the patient who seeks counsel from the Family
Doctor (General Practitioner). The special nature of genetic tests and the potential to exploit people’s
money with dubious testing puts the doctorin a special situation. Whilstitis argued that the Family
Doctor maintains a strategic position to impart information to the patient, it is also argued that the
new nature of genetic tests and the way the family may be affected, (including the multitude of
ethical dilemmas these tests may pose), favours the position that Family Doctors should be the
health professionals who should impart generic genetic counselling. Specialised genetic counsel-
lors may then continue to dedicate their time to special cases. Tests should not be made available
over-the-counter. It is the onus of the Family Doctor to refer patients for further counseling should
this be necessary. Colleges and Academies of Family Physicians are in the ideal place to outpace
industry especially in second and third world countries.

Key Words

Genetic Testing, family doctors, exploitation, counseling, specialist genetic counselors, contin-

ued medical eduction (CME). :

INTRODUCTION

Genetic information has a tremendous potential
to harm as well as to help and stands to affect a
broad number of family members (McCanse, 2001).
Even well educated patients may be ill- prepared to
understand or deal realistically with the results of
genetic tests. The primary care culture is different
from the genetics culture but primary care doctors
are more patient-oriented asking what specific as-
pects of a genetic approach to this health problem
(or potential problem) are likely to benefit this
patient. Howard Brody warned family doctors about
the perils of genetic testing and the role the family
physician must play (Ibid., p.1). The ability to
genetically screen for diseases far outpaces the
ability to treat conditions, such as breast cancer,
Alzheimer’s disease and prostate cancer. Nonethe-
less people often consider genetic tests as some
sort of cure or prevention of the condition (Lapp,
2002).

At the same time Chandros Hull and Prassas
(2001) have shown how companies may use ad-
vertising to their advantage to entice people into
believing that they should have genetic tests. They
sometimes advise potential patients that there is no
need to consult the family doctor or anybody else
as their own ‘experts’ will guide the patients into
what tests they should carry out. However genetic
tests may not only affect the individual adversely,
but also family members of that person carrying out
the tests. In this context it is fair for family physi-
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cians and their societies and colleges to be wary of
the effect these tests can have on family members.
Conversely family doctors, without the proper Con-
tinuing Medical Education (CME) imparted specifi-
cally to meet the needs of ongoing ethical dilem-
mas in genetic tests, may find themselves ordering
such tests too liberally, once it is the patient who
request them, believing they are respecting the
individual’s autonomy.

Weber and Corban (1996) note that although
today geneticists perform most testing and
counseling for genetic disorders, in the near future
family physicians will increasingly become respon-
sible for this role. Whilst the reasons for testing may
be simple, they are likely to ignite fierce issues
regarding cost, ethics, insurability, patient expec-
tations and information which family members may
wish not to know. How should family doctors con-
sider their role with regard to genetic testing and
counseling?

What are the concerns of genetic tests?

Why should genetic tests cause concern to fam-
ily doctors more than any other form of test? The
prime reason is indeed the novelty of these tests
and the aura they are raising. Awareness cam-
paigns sponsored by companies need to be consid-
ered for what they may actually be — an impetus for
them to promote their product. While such cam-
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paigning need not be bad in itself, if it is to be
endorsed by the medical profession, the latter has
the responsibility towards society not to be an
accomplice in enticing patients to spend more than
they should on such tests. Definitely not everybody
need do genetic tests and therefore fears must be
quelled. Who is in a better position to quell such
fears than family physicians who enjoy the trust of
patients and their families?

Consider the testing for the breast cancer genes
BRCA 1 & 2. Those who test positive for the
mutations of these genes via a commercially avail-
able genetic test are at an increased risk of having
breast cancer compared to the general population.
Some may argue therefore that once these tests are
available it is not the onus of any physician to try to
convince someone not to do them. Yet people may
not be aware of the implications the result of such
a test may have on employment and insurability.
Furthermore, it is uncertain whether they know
what, if anything, can be done with such knowledge
and how this will affect their mental well being and
that of their family. In the event such a test is
positive, it does not necessarily imply that the
person will have cancer; yet it puts them into a high
risk category justifying insurers to charge a higher
premium or not to insure them at all for breast
cancer. This has enticed many States in the USA to
introduce laws protecting against inappropriate
access of such tests to the public. In other countries
such laws do not yet exist.

Recent studies on bilateral prophylactic
oophorectomy vs. radical mastectomy (Kauff, 2002;
Rebbeck, 2002) show that this is a highly evolving
field in which it is wise to seek the advice of a
doctor. Haber (2002), analysing the relevance in
the statistics of such results, shows only that more
studies are necessary. Thus by no means is there
any certainty about outcomes of BRCA testing
other than to recommend it to women past child-
bearing age and counseling them on oophorec-
tomy should they test positive. Again this operation
does not protect them completely from breast can-
cer, especially when there are as yet no studies to
show whether the required Hormone Replacement
Therapy (to prevent premature side effects of the
artificially-induced menopause; namely increased
cardiovascular risk and osteoporosis) may itself
contribute to an increased incidence of breast can-
cer which the oophorectomy is being performed to
eliminate. Even though the effectiveness of bilat-
eral prophylactic radical mastectomy was demon-
strated recently (Meijers, 2001), the controversy
over such radical treatment remains.

Role of the Family Physician

Whereas it is undisputed that the General Prac-
titioner is in an ideal position to counsel patients on
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genetic testing (BMA, 1998, p. 120; Starfield et al.,
2002) and to know when to refer patients for
specialized counselling, Brody argues that a bal-
ance has to be struck between the physicians’
hunches, the patient’s wishes and the evidence of
clinical trials (Lapp, 2002). One concern which is
not being addressed adequately, for example, is the
implications such tests pose for family members. A
possible solution he proposes is that the family
doctor is in a position to set up a ‘family covenant’
before an individual goes through with testing.
Such a document would be negotiated among the
family members with the help of the physician.
Family members who ‘opt in’ set conditions are
privy to the knowledge that comes out (Lapp,
2002). Yet the concept of covenant is lagging
behind advances in genetic testing and it is doubtful
how much such a covenant is possible before
family doctors establish themselves as the agents
of basic genetic counselling.

The BMA document argues that primary care
physicians should be able to identify patients and
families who would need further genetic counsel-
ling by specialists, arguing that the rapidity with
which genetic technology is developing and the
complexity of the decisions to be made in relation
to genetic testing mean that specialized genetic
counselling, both pre-test and post-test, is likely to
be required (BMA, 1998, p. 121). This however
only refers to identification of individuals and fami-
lies who need specialist counselling. It is unlikely
that genetic counsellors can reach the public as
easily as family physicians because of their smaller
numbers and their inferior accessibility, especially
considering the increasing number of generic ge-
netic tests being advertised. Moreover the family
doctor already knows much about the family and its
requirements and would be able to identify who
would benefit from genetic information. He/she is
familiar with the background and family dynamics
in a way that a specialized counsellor can never be:
it is information obtained over time within the
context of practicing family medicine. Indeed if it
were possible for the counsellor to arrive at such
knowledge, it could be argued that this would be a
repetition and waste of time for health profession-
als and patients alike.

Boxes 1 and 2 (lbid., p. 123-124) show the
process of genetic counselling and the framework
for exploring decisions, laid down by both the BMA
and the American Society for Human Genetics.
Nothing in this list is in fact beyond the capabilities
of the average primary care physician or family
doctor. When patients seek the advice of the family
physician, it is appropriate that the latter should be
able to handle most generic questions and counsel-
ling, referring on to the specialist only those who
have serious genetic inheritance problems. For
those patients seeking to know more about cancer
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genes, paternity testing and even genetic screening
ofthe unborn, the family physicianis in an ideal and
maybe better position to impart advice. Family
physicians are moreover prescriptive by nature and
thus tend to be more directive than the average
non-directive genetic counsellor (BMA, 1998, p.
122).

There are additional reasons why generic ge-
netic counselling should be imparted by family
doctors. The strategically placed position of the
family physician favours the role that genetic coun-
selling should play in primary care. It is the respon-
sibility of family physicians as a group to take on
the role of protecting families against commercial
interest. This is particularly important because
people may not be aware of the implications to
other members of the family when doing a genetic
test. Who else but the family physician is in the
central stage to counsel directly family members?
This is all more important because to await the
development of genetic services and to wait for
specialized counsellors to deal with the true impact
of genetic testing is unrealistic even in the United
Kingdom and the United States, let alone the rest of
the world.

Of course the family doctor can never replace
the role of the specialized genetic counsellor just as
he can never replace the specialized radiographer
or cardiologist. But the energy of the specialist
counsellor is better spent on hard core cases like
Huntington’s chorea and Tay Sachs disease, rather
than where the industry is striking hard, namely the
cancer genes and such tests as ‘cardiovascular
panels’ and ‘thrombosis panels’. The latter are
targeted to raise public awareness in order to sat-
isfy a profit motive rather than a genuine social
need.

Consider a country like Malta where recently a
newly formed company started to offer genetic
testing to the public. Presently it uses the services
of specialists and family doctors for referrals. No
form of counselling is offered to the patient, leaving
this onus on the doctor. Indeed there has been little
to promote awareness among the medical profes-
sion of the special nature of genetic tests and the
implications they may have on the life of the person
seeking those tests, and on his/her family. This
fertile ground is the ideal incubator for releasing
‘awareness information’ onto the public catching
doctors off guard. Before there is enough time to
prepare for genetic counselling services, people
will start believing, as happens in other countries,
that there is some inherent cure in carrying out
such tests (Lapp, 2002). Doctors, on the other
hand, unaware of the implications of such tests, as
has been the BMA'’s subtle warning will not counsel
the public properly. Specialized services, even if
they do exist in the main general hospital, are not
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enough to handle the everyday questions regarding
genetic tests and definitely cannot inform patients
adequately about what tests are really necessary.
Appointments with the service may well run into
months, and then just to handle the cases that truly
need specialized counselling.

Family doctors are strategically placed to train
themselves in imparting this counselling, this being
a core medical subject already in their realm. It is
the responsibility of colleges, associations and acad-
emies of family physicians to stimulate members to
learn more about genetic counselling.

The coming of age of Family Practice

Another important perspective is the coming of
age of family practice. Whilst the history of medi-
cine shows that the family doctor or community
doctor was the traditional doctor (Porter, 1996, p.
118), the last century saw a surge of specialties and
sub-specialities. In Britain the Royal College of
General Practitioners was founded after the war and
incorporated almost all general practitioners. It
became the strongest political body in Britain to
bargain with government over the structure of the
National Health Service. In the United States, the
American Academy of Family Physicians brought
together Family Doctors raising the status of Fam-
ily Medicine to that of a speciality. Similar roads
were taken later in other countries.

Family doctors now provide more and more
services, which services that can be offered to
people at more reasonable rates making it more
acceptable to insurance companies. GPs have al-
ways traditionally carried out minor surgery such
as removal of sebaceous cysts, cautery of warts
and injection of internal haemorrhoids. Nowadays
more and more GPs take on more engaging non-
invasive surgery such as removal of lipomas, injec-
tion of varicose veins, circumcision and even
haemorroidectomies (Brown, 1992). Studies have
shown (Siepel, 2000) that family doctors who at-
tend a course in ultrasonography can perform
ultrasounds as part of the physical examination,
detecting pathology such as renal tumours, aortic
aneurysms and others, before any signs and symp-
toms are noticed by doctor and patient respec-
tively. Family doctors in the United States train to
perform sigmoidoscopy, gastroscopy, colposcopy
and can even have a whole radiological set-up if
economically viable. All of this in the interest of
quick diagnostics bypassing long referral lists and
delays in a secondary care setting. In this setting it
isreasonable to assume that the family doctor, with
continued medical education (CME) is taking onto
himself more and more diagnostic techniques which
not only increase the scope of general practice but
which result in more benefit to patients. With proper
CME a genetic counselling service to people and
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their families is within the scope and definition of
family practice.

What is needed with the impact of genetic tech-
nologies therefore is a primary care setting that can
explain tests to all people, not only to those who
have some genetic disorder in their lineage. It is
reasonable to assume that any woman may request
information about whether she should have a BRCA
test done. She may not know that she needs coun-
selling (in terms of implications for herself and her
relatives, for insurance purposes, etc). Family phy-
sicians can bring a broader scope to genetic coun-
selling. They are trained to think of issues such as
getting patients to get their house in order vis-a-vis
insurance before getting tests done (Lavallee, 1999).

Conversely it is unreasonable to assume or
request genetic counsellors to have to deal with this
sort of mass population counselling. They would
lose time that is valuable for what they are doing at
present — counselling to those families, which may
indeed be identified by family doctors, who require
further in-depth evaluation. Unless genetic coun-
sellors increase in numbers and become almost as
common as family doctors they may not be able to
handle the demand for information which neces-
sarily would need to be imparted to keep up with the
media and the rapidly expanding genetic industry.
Starfield et al. (2002, p. 51) argue that when one
considers genetic problems, in initiation of diagno-
sis and even management, primary-care-centred
systems offer the greatest potential for improving
health.

The responsibility of Associations and Colleges

Family physician Nancy Stevens stresses the
importance of injecting the family practice per-
spective into genetic medicine (McCanse, 2000).
As this perspective is still underrepresented in
conversations of genetic medicine, it follows that
patients of family practitioners are
underrepresented. For example, she points out that
only one from a high-risk family tends to benefit
from BRCA testing. Once it is accepted that the
family doctor has this role to play in imparting
knowledge and genetic counselling to patients,
associations and colleges have an obligatory role
to see that its members get the CME in genetic
counselling that is required. Family doctors, by
their very nature, are already in a position to give
evidence-based information, genetics being one
specialty they have always had in their curriculum.
It would be unreasonable not to accept their role in
providing such evidence-based counselling.

Associations and colleges of family doctors,
which strive to guarantee excellence, have a spe-
cial role to play here. But primary-care-centred
systems may pose a risk of under-detection and
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under-management of genetic problems if infor-
mation and other educational networks do not
actively support practitioners (Starfield et al. 2002,
p. 51). Whereas it may be obvious that a family
doctor intending to carry out diagnostic ultrasonog-
raphy would require training, it may not be that
obvious that to provide genetic counselling one
also needs training, because genetics has always
formed part of the medical undergraduate curricu-
lum. The focus of counselling is not on Mendelian
inheritance explained in layman terms, but is a
matter of explaining the social, legal and ethical
implications of these tests and also of having a
clear understanding of why they are so different
from simply having a blood count. Doctors need to
understand and explain that genetic tests are largely
non-therapeutic and predictive. The patient there-
fore needs to be empowered with information by
someone who understands the full potential of
these tests and how industry may exploit fear of
disease without concern for implications on em-
ployment and insurability and impact on other
family members.

Associations must guarantee that their mem-
bers will explain the harm/benefit of genetic testing
and screening. They must also guarantee that they
will continue to seek the interests of the family and
not only of individual people seeking testing. In
other words family doctors need to maintain the
trust of the public, demonstrating that financial
gain is not the main motive of for the counselling as
may be the case for the company providing that
test.
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Box 1

The description of genetic counseling set out by
the American Society of Human Genetics is as fol-
lows:

Genetic counseling is a communication process
which deals with the human problems associated
with the occurrence or risk of occurrence, of a
genetic disorder in a family. This process involves an
attempt by one or more appropriately trained per-
sons to help the individual or family:

1. comprehend the medical facts, including the di-
agnosis, the probable course of the disorder and
the available management;

2. appreciate the way heredity contributes to the
disorder, and the risk of recurrence in specified
relatives;

3. understand the options for dealing with the risk of
recurrence;

4, choose the course of action which seems appro-
priate to them in view of their risk and their family
goals and act in accordance with that decision;

5. make the best possible adjustment to the disorder
in an affected member and/or to the risk of recur-
rence of that disorder.
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Box 2

The British Medical Association states that genetic
counselling consists of a series of activities which make
a coherent whole. For ease of analysis we separate
them in the list given below. In reality, however, they
are not separate entities, but facets of one process. In
general terms, genetic counseling includes:

e taking a family history and establishing a diagnosis;

* gaining an understanding of the social and cultural
context within which a patient and his or her family
live and the values they bring to the counseling
process;

¢ listening to the questions and anxieties of the pa-
tient;

e providing information about the condition, its inher-
itance pattern, and its management and raising
questions about the potential significance of sharing
information with other family members;

s giving information about reproductive options; and/or

¢ giving information about predictive options (if appli-
cable);

¢ providing the opportunity to reflect upon the options
(implications counseling);

¢ providing the opportunity to reflect upon the options
(implications counseling);

¢ providing emotional support; and

¢ initiating sustained help, if necessary, to enable
individuals to adjust to particular life circumstances
{psycho-therapeutic counseling).
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Sex and gender matter!
50% more men than women die of cancer. Examples of disparity include lung and
colorectal cancer. The incidence of testicular cancer has doubled in the past 20 vears,

the number of new prostate cancer cases diagnosed is expected to treble over the
next 20 years.

Highlights: Epidemioclogy of male cancers
Risk factors and prevention
Cancer and male sexuality
Significance of screening and early diagnosis
Concept of chemoprevention of lung, colorectal and prostate cancer
Life style modification

Novel approaches including molecular biology for the practitioner

Join us and the best and brightest of your colleagues!
Come to the 3rd World Congress on Men's Health and experience the best men's health
and the wonderful City of Vienna have to offer.

For detailed information, have a lock at our website or contact
our Congress Management Office;
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: Odoakergasse 34-36/3
v W c m A-1168 Vienna, Austria
PR * 2003 Phone: + 43 1 486 48 4045
, Fax: + 43 1 486 40 4648
www.wembh.info office@wembhinic
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S1. JAMES GP GrouPr PRACTICE - A SuUccCESS STORY

INTRODUCTION

The following is a history of the conception and
development of a successful GP group practice work-
ing in the south of Malta. Fundamental concepts and
practical aspects of its function and dynamics are dis-
cussed hereunder. We believe that these may be of
interest to many Maltese GPs for whom this may be a
new concept of general practice.

HISTORY

St James GP Group Practice was founded in 1997

. at St James Hospital, Zabbar, Malta. Dr John Buhagiar

had been established as a single-handed GP since

1995. He had built up his clientele from scratch, since

he had left Government service soon after ending his
housemanship with the Department of Health.

In 1997, he joined forces with Dr Vincent Zammiit,
who came over from England for that purpose. Dr
Zammit had worked for 20 years in a seven-partner
fund-holding group practice at Studholme Medical
Centre in Ashford, Middlesex. He had been one of
the senior partners of that practice, and was also a
certified GP trainer. He therefore brought along a vast
amount of experience in the field of group practice
work. In fact, we are very grateful and honored to
have his ongoing guidance.

The two-partner practice thus began to function,
but not without its teething problems. It was vital that
partners have absolute cooperation and trust in each
other, allowing them to share all income, expenses
and workload. A contract between the partners was
drawn up.

A most important issue from the outset was the
need for professional autonomy from third parties.
The practice was based in St James Hospital, although
both partners held branch clinics in other areas. The
GPs provide resident medical officer cover for in-pa-
tients within the private hospital, with a fee-for-serv-
ice arrangement. However, they remain general prac-
titioners in all other respects, and they provide clinic
and domiciliary visit services. The GPs rent out two
rooms within the hospital and have separate telephone
lines. Working within St James Hospital holds sev-
eral advantages such as receptionist and nurse
backup. The environment also acts as a catalyst to
generate GP work and provides a golden opportunity
to learn continuously from consultants in all
specialties. ‘
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Workload increased progressively so the practice
decided to recruit a third partner. Dr Daniel Sammut
joined in August 1999, after having worked for al-
most two years with the Department of Primary Health
Care. In fact, he started off working part-time with
the practice on a salary basis. For him, to work within
the setting of a group practice was liberating. It was
refreshing to work with doctors he could trust, in a
relaxed and pleasant environment, to help patients
with whom he could have a friendly relationship.

Dr V. Zammit retired from the group practice in
January 2000, so a new partner was sought. This is
when Dr David Sammut joined the team, bringing the
number of partners back to three. He had also worked
for a few months with the Department of Primary
Health, and he adapted to our system very rapidly.
Again, he was on a salary for the first year, but then
started to earn a share of total income.

At this point in time, the practice realized that it
had to improve its method of patient record-keeping.
Up to then, this had been based on a card system,
which was bulky, time-consuming, and inadequate.
Therefore, we turned to the Malta College of Family
Doctors for assistance, and we were provided with
the TRANSHIS database program for patient records.
A good database with networking of workstations is
essential to a group practice, because patients visit
more than one doctor on different occasions. In addi-
tion, this database is part of an international ongoing
transition project for research in general practice. We
are greatly indebted to Dr Jean-Karl Soler, who pa-
tiently taught us how to use the program and infected
us with his enthusiasm. On several times he has come
to our rescue when our database wouldn’t function.

It then became important to find a legal identity
for the practice. Since, to our knowledge, ours was
the first true group practice on the island, we did not
have guidelines to follow. After having consulted an
auditor and an expert in company and cooperatives
legislation, we concluded that we could only be a
partnership with unlimited liability. We applied for a
common receipt book, and took a medical malprac-
tice insurance policy each.

With three partners the practice had stability and
a certain degree of flexibility but when one doctor
was away, the other two found it hard to cope with
the workload. We noticed that whenever a new part-
ner was introduced, work always increased propor-
tionally to reach a new saturation point.
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Hence, Dr Jason Bonnici was introduced as a
fourth partner in December 2001. Incidentally, Dr
Bonnici had been attached to the group practice as a
medical student back in 1998, and had found the
setup appealing. This goes to show how useful expo-
sure to general practice can be for a medical student.

PRACTICAL ASPECTS

Currently, St James Group Practice is made up of
four doctors, who all give their contribution towards
providing a twenty-four hour high quality GP serv-
ice. During the week, one or more doctors is/are avail-
able within the clinic twelve hours a day. Weekends
and public holidays are worked on a roster basis, with
clinics held until noon. There is a doctor on-call every
night for home visits of urgent cases for regular pa-
tients only. Of great importance is the fact that pa-
tients always phone at the hospital, and we never give
them our personal numbers. Then, hospital staff
passes on information using pager or mobile phone.

Each year every partner is entitled to 25 week-
days of vacation leave, 5 weekdays of study leave,
and 40 weekdays of sick leave. | am sure that single-
handed GPs will envy our paid leave.

We share about four thousand patients between
us. Most patients visit the same doctor when he is
available, but do not hesitate to consult another doc-
tor in his absence. Some patients swap doctors with-
out problems. A few patients are loyal to only one
doctor and will wait for his availability at all costs.

All doctors use special sheets to declare all their
income, from whatever source, every day and pass
on that income to the cashier. The latter meets ex-

penses, and then distributes the net income to the
partners each according to his share. In this way,
every partner’s income is remarkably stable over
months. Naturally, all transactions are diligently re-
corded, and periodic reports are presented.

ADVANTAGES OF TEAM WORK

There are many advantages of working in a team.
A group practice allows GPs to be flexible without
working 24 hours a-day. On average, we work 50
hours in a week. Teamwork ensures a continuous GP
cover for clients, and the latter know that the doctors
will communicate about their case either personally
or through their database. Since every doctor has spe-
cial skills and personal weak spots, a group practice
permits inter-GP consultation and referral. We find
this very stimulating. We also carry out CME tutori-
als between us. A team is more in a position to ac-
quire large contracts such as company employee work
and insurance medicals.

Most GPs in Malta prefer to work alone because
they cherish their independence, but to provide a com-
prehensive service they must perforce be workahol-
ics. We believe that the way ahead for a high stand-
ard primary health care service lies in the form of
state-funded GP practices. Maltese GPs have to re-
alize that “sharing sovereignty” gives them enor-
mous advantage and better quality of life for them-
selves and for their patients.
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ImpPoRTANT NEW FEATURES OF MENTOR PLUS

Includes a broad selection of useful multimedia material to sup-
port descriptions of diseases and procedures.

Users can add their own material including local protocols,
guidelines and multimedia material.

Redesigned software enhances the speed and ease of access to
information.

Links directly to the Oxford Textbook of Medicine, Electronic
British National Formulary, and numerous internet pages of
medical relevance.

Incorporates Patient Information Leaflets: Over 200 patient leaf-
lets with details of over 500 self-help groups.
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System Requirements:

Windows 95, 98 or NT4. Pentium
strongly recommended. 16Mb RAM. 4x
CD-ROM drive (or faster). Screen set to
64k colours at 800x600 resolution. 16
bit sound card.
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OXFORD For a complete list of OUP publtcanons and online ordering, go to:
UNIVERSITY PRESS www.oup.co.uk
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THe MCFD’s ParTiciPATION AT THE ESGP/FM -

INTRODUCTION

The Malta College of Family Doctors (MCFD) was
represented at the 2002 Conference of the European
Society of General Practice / Family Medicine (ESGP/
FM) - the European Region of the World Organisa-
tion of Family Doctors (WONCA Europe). The con-
ference was entitled ‘Promoting Excellence in Family
. Medicine’, and took place on 9-13 June 2002 in Lon-
don, U.K. under the auspices of the Royal College of
General Practitioners during its 50th anniversary year.
The MCFD representatives were Dr Denis Soler, Col-
lege President, and Dr Mario R Sammut, Honorary
Secretary, who made their own financial arrangements
to attend.

WODNCA Europe Council Meeting

As a member of the Council of WONCA Europe,
Dr Denis Soler participated actively in the council
meeting that took place on the 9th June 2002.
Among the topics discussed were the future use and
implementation of the new definition and core
competences of family medicine / general practice
(see below) which were launched by the society at
the conference.

The European definition of family medicine / gen-
eral practice

General practice / family medicine is an academic
and scientific discipline, with its own educational con-
tent, research, evidence base and clinical activity, and
a clinical specialty orientated to primary care.

The characteristics of the discipline of general prac-
tice/family medicine are that it:

a) isnormally the point of first medical contact within
the health care system, providing open and un-
limited access to its users, dealing with all health
problems regardless of the age, sex, or any other
characteristic of the person concerned.

b) makes efficient use of health care resources
through co-ordinating care, working with other pro-
fessionals in the primary care setting, and by man-
aging the interface with other specialities taking
an advocacy role for the patient when needed.

c) develops a person-centred approach, orientated
to the individual, his/her family, and their commu-
nity.
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d) has a unique consultation process, which estab-
lishes a relationship over time, through effective
communication between doctor and patient

e) isresponsible for the provision of longitudinal con-
tinuity of care as determined by the needs of the
patient.

f) has a specific decision making process determined
by the prevalence and incidence of illness in the
community.

g) manages simultaneously both acute and chronic
health problems of individual patients.

h) manages illness which presents in an undifferenti-
ated way at an early stage in its development,
which may require urgent intervention.

i) promotes health and well being both by appropri-
ate and effective intervention.

j) has a specific responsibility for the health of the
community. '

k) deals with health problems in their physical, psy-
chological, social, cultural and existential dimen-
sions.

(Ref.: WONCA Europe, 2002. The European Defi-
nition of General Practice / Family Medicine. Copies
of this booklet are available from Dr Mario R Sammut
on mcfd@synapse.net.mt)

Conference

The professional and scientific programme pre-
sented at the conference considered the variety of
environments in which family practitioners work and
the impact these environments have on patient care.
Seven key themes were focused upon:

1. International cooperation in primary care research;

2. Core values, philosophy and aspirations in family
practice;

3. Effective clinical practice in partnership with pa-
tients;

4. General practice / family medicine as a career;
5. Informatics and health;

6. Promoting quality in primary care;
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7. Developments in the organisation and delivery of
primary care.

Dr Mario R Sammut in fact presented two personal
papers under the last of these seven themes - ‘Develop-
ments in the organisation and delivery of primary care’:

e An Evaluation of the Organisation and Delivery of
Smoking Cessation Services in Maltese Primary
Care;

e Primary Care in Malta: Provision, Problems and
Proposals for Reform.

Dr. Sammut also participated in the following joint
presentations:

e Prevention and Health Promotion in Clinical Prac-
tice: Final Results of the EUROPREV Survey, un-
der the theme ‘International Cooperation in Pri-
mary Care Research’;

e Tobacco Cessation in Primary Care: Developing
National and International Strategies, under the
theme of ‘Promoting Quality in Primary Care’;

e (pdate in Prevention and Health Promotion by Na-
tional Colleges in Primary Care: From Recommen-
dations to Implementation (on behalf of Dr Artur
Mierzecki), also under the theme of ‘Promoting
Quality in Primary Care’.

Moreover, Dr Sammut was invited to be chairper-
son of a session entitled ‘Values Across Cultures’ un-
der the theme of ‘Core Values, Philosophy and Aspi-
rations in Family Practice’. He also took part in the
following meetings and workshops:

e Council Meeting of EUROPREV - European Net-
work on Prevention and Health Promotion in Family
Medicine, in his capacity as member of the
EUROPREV coordinating group;

e Open Meeting of EURACT - European Academy
of Teachers in General Practice;

° Motivate Healthy Behaviours: Developing CPD Pro-
grammes; :

e Research in General Practice across Europe: Get-
ting Started and Keeping Going.

Recommendations for promoting research in gen-
eral practice in Europe

Arising from the last workshop, the following rec-
ommendations were agreed:

1. Lists of current/ongoing research projects need to
be made easily available and ‘searchable’ on-line
(e.g. through the websites of the European Gen-
eral Practice Research Workshop and the Royal
College of General Practitioners), with a brief de-
scription of each project and the contact details of
the researcher/s.
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2. Universities, Departments and Colleges of Family
Medicine need to:

a) Provide teaching in research methods (e.g. self-
directed courses) followed by mentoring and
support;

b) Stimulate on-going research by including a
small research project in GP training pro-
grammes and CME curricula;

c) Put pressure on governments to provide fund-
ing and protected time for research.

Closing ceremony

The highlight of the closing ceremony was an en-
tertaining audio-visual presentation made by Prof. Igor
Svab inviting participants to the 9th ESGP/FM
Conference in Ljubljana, Slovenia, on 18 - 21 June
2003, with the theme of ‘The Future Challenges of
General Practice / Family Medicine’. If interested,
please visit the conference website at http://
www.woncaeurope2003.org for more details.

Dr Mario R Sammut, Mrs Marie Soler and Dr Denis Soler
(left to right) in front of the Maltese flag before the start of
the opening ceremony at WONCA Europe 2002.
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CompPARISON OF FEAR IN CHILDREN WIiTH AND WITHOUT

MENTAL RETARDATION: A STUDY FROM TURKEY

PIiNAR BAYHAN, IsMIHAN ARTAN, ARzU IPEK YUKSELEN

ABSTRACT

Fear, which is present right from the very early periods of human life is one of the most common
forms of emotion. Intelligence is also suggested to be among the major factors that affect fear. This
study was designed and conducted to examine the fears of trainable mentally retarded children
and those without mental retardation. Eighty-eight trainable mentally retarded childern aged 10-
15 years and 122 children without mental retardation aged between 7-15 years were included in
the study. The "Fear Survey for Children with and without Mental Retardation" developed by
Ramirez and Kratochwill was used as the data collection tool. After statistical analysis, a significant
relationship was found between mental retardation and the healthy states in terms of both the
number of fear episodes and in its severity.

About a century ago in 1897,
Stanley Hall made the following
remarks about fear: “There is no
one who is not afraid. All hu-
mans fear, and indeed must fear.
The problem from the
pedagological point is not how
to completely remove fear, but
how to give the appropriate re-
sponse to it.

Indeed fear, is present from
the early states of human life
and for children, represents a
normal part of life and develop-
ment (Robinson 1III, et.al., 1991,
187). Fear, is one of the most
common emotional states that
can be defined as “a natural re-
sponse to both visible and invis-
ible dangers, or in other words,
response to a situation that is
not well understood by living
things” (Yavuzer, 1992, 75-76).

Kagan (1986), conducted a
longitudinal research study on
children from birth to age 8
years. Kagan, pointed out that
children may have a genetic
predisposition to fear but also
asserted that the effect of the
environment could not be over-
looked. In his study he found
that some children were more
prone to fear right from birth.
Later, he observed these same
children for 8 years. He pointed
out that those children who
feared much in the period after
birth could become less afraid,
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and those who feared little after
birth could be come more afraid
later. With this study, Kagan
once again focussed attention
on the diad of “genetics” and
“environment” (Robinson III, et.
al. 1991,188).

Most of the theoretical mod-
els available today seem to de-
pend on a single base. The
comprehensive model sup-
ported by Smith et al., is more
detailed and combines the avail-
able studies. According to this
model, fear is a dynamic entity
affected by individual, environ-
mental, social, and various in-
terpersonal variables. According
to the comprehensive model,
fear is a normal developmental
response to real or sensed dan-
ger (Smith, et.al.,1990, 151).

Major factors affecting fear in
children are as follows:

Intelligence,

Gender,

Socio-economic status,
Social relations,
Physiological conditions,
Individual (Yavuzer,
1992,100).

L

During the entire growth pe-
riod of the children, it was ob-
served that they had different
fears at different times. Some of
these fears are specific to the
period in which the child is
found. For example, a one-year-

old may have a fear of falling.
For a child starting to walk, fall-
ing in a bad way may adversely
affect his or her later attempts
to walk. Children express their
fears in different ways. While
some may scream and cry, oth-
ers may have nightmares and
still others may try to stay away
from objects that they have fear
of (Gebeke, 1994, 1).

Robinson et al., considering
opinions of other investigators
prepared a table showing the
distribution of fear in children by
age as follows:

0-6 month-olds... Loss of
support, high voice tones, sud-
den movements.

7-12 month-olds... Foreign-
ers, high voice tones, suddenly
appearing big objects.

1 year-olds.......... Separa-
tion of parents, foreigners, in-
jury, toilet.

2 year-olds.......... Big ani-
mals, dark rooms, big objects or
machines, high voice tones,
sudden changes in the individu-
al’s environment

3 year-olds.......... Dark
rooms, masks, big animals,
snakes, separation from par-
ents.

4 year-olds.......... Dark
rooms, sounds heard at night,
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big animals, snakes, separation
from parents.

5 year-olds.......... Wild ani-
mals, injuries, darkness, bad
people, separation from par-
ents.

6 year-olds.......... Ghosts,
beasts, witches/wizards, dark-
ness, solitude, storms, lightning.

7 year-olds........ .Darkness,
beasts, storm, getting lost, child
snatchers, solitude.

8 year-olds.......... Darkness,
people(child kidnappers,
thieves, robbers), arms and
guns, animals, solitude

9 year-olds.......... Darkness,
getting lost, nightmares, acci-
dents or injuries, solitude.

10 year-olds.......... Dark-
ness, people, nightmares, pun-
ishment, foreigners.

11 year-olds.......... Dark-
ness, solitude, nightmares, be-
ing injured by someone, falling
sick, exams, exam results

12 year-olds.......... Dark-
ness, punishment, solitude, be-
ing injured or kidnapped, ex-
ams, scores.

13 year-olds.......... Guilt in
general, being injured by some-
one, kidnapped, war in general
and nuclear warfare, poor
scores, exams, punishment.

14 years +...ccovenns Failure at
school, personal relationships,
war, exams, sex matters (preg-
nancy, AIDS...), solitude, fam-
ily worries (Robinson Ill, et.al.,
1991,189).

METHOD

Participants

Eighty-eight mentally re-
tarded children aged 10-15
years and 122 children aged 7-
15 years without mental retar-
dation were included in the
study. The age and gender dis-
tribution of the children with and
without mentally retardation are
shown in Table I.
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Table I: Age and gender distribution of the children with and without men-

tal retardation

N

Female Male Total
% N % N %

With MR
10-15 10-12 year-olds | 19
13-15 year-olds | 13
Total 32

594 31 Bb4 BO B6B
40.6 25 446 38 43.2
100.0 56 100.0 88 100.0

Without MR
7-15 7-9 year-olds | 25
10-12 year-olds | 22
13-15 year-olds | 16
Total 63

Children constituting the
mentally retarded group in the
study sample were children from
schools for the trainable in the
central district of Ankara. The
IQ of the mentally retarded chil-
dren was in the range of mod-
erate degree mental retardation
group. The American Psychiat-
ric Association, DSM 1V (1994),
considers moderate degree re-
tardation as 1Q of 35-40 and 50-
55 (Heward, 1996). The Chil-
dren Without Mental Retardation
group was made up of children
resident in the Ankara district
center and attending public pri-
mary schools who had no handi-
cap whatsoever.

Data Collection Tool

Fears of the children included
in the study sample was as-
sessed by the “Fear Survey for
Children With and Without Men-
tal Retardation” method devel-
oped and later revised by
Ramirez and Kratochwill in 1988
and 1990 ( number of fears=
0.84; total score= 0.86). This
survey is a self-reported instru-
ment that is administered indi-
vidually and orally to each child.
The questionnaire was in two
parts. In the first part, different
fear provoking objects and
events and their explanations
were listed from 1 to 58. Later,
question numbers 59 through
60 were open ended. The chil-
dren were asked about other
fears not mentioned in the above

398 19 322 44 36,1
349 22 373 44 36.1
264 18 305 34 218
100.0 59 1000 122 1060.0

list and when present what they
were. As in the first part, the
second part of the questionnaire
was a list of fear provoking dif-
ferent objects and events num-
bered from 1 to 25. Side by side,
the fear provoking events and
objects in this part also had ex-
planations attached. The second
part was formed from evaluation
of the answers to the previously
developed question numbers 59
and 60. The confidence study of
the fears questionnaire in this in-
vestigation was found to be,
Cronbach alpha 0.9712.

Evaluation

At the evaluation every fear
provoker was read out one after
the other as for example,
“Did s frighten you?” If the
child gives a “no” (not afraid)
answer he got zero “0” point for
the question and the next ques-
tion was jumped to. If the child
gave a “yes, it frightens” an-
swer, he or she was then asked
“....frighten you a little or
much?” If the answer was “a
little” (a little afraid) he/she got
“1”"point, and if “much” ( very
afraid) he/she got “2” points.

Procedure

Both the children with and
without mental retardation were
asked questions individually in
empty silent rooms provided by
their school authorities. Before
the start of the interviews each
child was told to ask about the
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fear being asked about in case
it wasn’t clear to him or her.
When the question wasn'’t clear
to the child the explanation be-
side the question was then
given. For example: dgrave-
yards/places people are buried
when they die. The same note
was made before proceeding to
question number 30. Answers
were marked immediately.

Data Analysis

In the analysis the t-test, was
used as the significance test for
the difference between two
means. Where the variance was
not homogenous as determined
by the Levene test, the Mann-
Whitney U Test was used. The
significance level for the data in
the study was taken as p<0.05.

FINDINGS

The most commonly ob-
served 10 fears in the mentally
retarded 10-15-year-old chil-
dren dgroup and those of the 7-
15-year-old children group
without mental retardation are
as listed below (Table II).

Considering the general di-
versity of fear it was apparent
that the diversity of fear
amongst the MR girls and boys
was higher than for boys and
girls without MR.

In Table II results from the
examination of the diversity of
fear is shown. The most common
fears observed among MR girls,
was being hit at the buttocks
(%59.4), girls without MR burn-
ing of the home (%96.8), whilst
among boys with MR high alti-
tude (%51.8), and among boys
without MR thunder (%91.5) Ex-
amination of the fears among
girls with and those without MR
showed child kidnappers, getting
lost, and being murdered to be
among the 10 most common
fears, though with different rat-
ings. However, among boys with
and without MR thunder, fire out-
break, child kidnappers and
drowning were fears common to
all. Examination of the most
common fear provoking epi-
sodes in children with and with-
out MR showed them to be con-
centrated on topics like physical
dangers, animals, death, bad
people, emotional derangement
and physical injury (Table III).

In mentally retarded girls hit-
ting the buttocks, shame, father
shouting and to be beaten up
were the fears observed that
were not expressed by children
from the other groups. It is note-
worthy that they had fear of any
attempts to punish them.
Browne (1993) expressed the
fact that mentally retarded chil-
dren were abused physically
and sexually. Parents are espe-
cially worried about the fact that
mentally retarded girls are open
to sexual abuse, and for that
matter are seen to bring up their
daughters under pressure. In
this study, the observation that
girls with mental retardation had
fear of being punished, shows
how widespread this problem is.

Table 1V, shows the distribu-
tion (t test used for significance
testing) of the number of fears
and the severity of fear in rela-
tion to the mental status of the
children in the study sample.
Table V shows a comparison
(Mann-Whitney U Test used for
significance testing) between
the mentally retarded children
and those without mental retar-
dation in terms of the number
of fears and the severity of fears

Table II: Ten most common fears of children with and without mental retardation included in the study.

Without MR With MR

Female Burning of the home 96.8 Female To be whipped at the buttocks 59.4

(7-15) Child kidnappers 95.3 (10-15) Getting lost 59.4

n=063 Fire 93.7 n=32 What will happen in the future 53.2
Lion or tiger 93.6 To be beaten 531
Narcotics 90.4 Being made shy i
Unknown people who behave
badly towards children 90.4 Father shouting 53.1
Drowning 88.9 Foreigners 53
Death or the Dead 87.3 Thunder 5371
Getting lost 87.3 Child kidnappers 50.0
To be killed 85.7 To be killed 50.0

Without MR With MR

Male Thunder 91.5 Male High altitude 51.8

(7-15) Narcotics 88.2 (10-15) Fire outbreak 50.0

H=5d Being leapt onto suddenly 88.1 n=56 Horror films 50.0
Fire outbreak 86.5 Thunder 50.0
Child kidnappers 84.7 Getting lost 46.5
Death or the Dead 83.0 Child kidnapper 44.7
Snakes 79.7 Bees 44.6
Getting into trouble 79.7 Immunization 44.6
Drowning 78.0 Shark 42.9
Lion or tiger 149 Drowning 42.9
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Table IIl: Distribution of the fears reported to be the most severe 10 items
by both the children with and without mental retardation in the

study sample (intensity score).

10-15 Year-old Children With
Mental Retardation
*Home Burning
*Father Shouting
*Fire outbreak
*High Altitude
*Qetting lost
*Horror films
*Weapons

*Dogs

*Child Kidnappers
*Being Punished

7-15 Year-old Children Without
Mental Retardation
*Home Burning
*Narcotics

*To be Killed
*Child Kidnappers
*Qetting drowned
*Fire Outbreak
*Lion or Tiger
*Death or the Dead
*Snakes

*War

mentioned by the study sample.
Examination of the relationships
between the number of fears and
the severity of fears and being
mentally retarded or not,
showed the variances to be non-
homogeneous according to the
Levene Test, and for this reason,
the Mann-Whitney U Test was
applied. From the results ob-
tained in this study, a significant
relationship was found between
the number of fears and the con-
ditions of being mentally re-
tarded or not (p=0.000T1;
p<0.05). A significant relation-
ship was also found between the
severity of fear and the condi-
tions of being mentally retarded
or not (p=0.0001; p<0.05)

Table VI shows the relation-
ship between the number of
fears and the severity of fear and
the gender of the mentally re-
tarded children using t-test.
Here, the arithmetic mean of the
number of fears in both girls and
boys was observed to be closer
to one another (x girls=30.5; x
boys=26.2). In like manner, the
arithmetic mean of the severity
of fear for both boys and girls
was observed to be similar. (x
girls=47.3; x boys=44.1) (no
significant difference using t-
test). Table VIl however, exam-
ines the relationship between
the number of fears and the se-
verity of fears among children
with and without mental retar-
dation according to t-test in the
study sample. By this, the dif-
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ference between the fears of
boys and girls was found to be
significant (p=0.008, p<0.05).
In terms of the severity of fear,
the difference observed between
boys and girls was significant
(p=0.023, p<0.05).

DISCUSSION

Some investigators support
the notion that mentally re-
tarded children express their
emotional reactions far later in
life than normal children.
Cicchetti and Sroufe (1976,
1978), conducted a longitudinal
study on the development of
laughter and smiling in babies
with Down’s Syndrome. They
found that children with Down’s
Syndrome had a delayed laugh-
ing reaction but had the same
series of reactions to stimulants
as normal babies (Ganiban,
et.al.,1993, 43). In a study on
children with more than one
handicap Gallagher, Jens and
O’Donnell (1983), found a sig-
nificant relationship between the
mental age and smiling behav-
iour (Ganiban, et.al., 1993, 44).
Cicchetti and Sroufe (1978), in
their study on babies with
Down’s Syndrome used the
Bayley and Uzgiris-Hunt scoring
system. In this study, babies
with Down’s syndrome who
showed fear and expressed their
sorrow at earlier stages were
found to have intelligence
scores higher than the others

(Ganiban, et.al.,1993, 44).
Bauer also mentioned the rela-
tionship between fears and men-
tal development of children
(Robinson 1lI, et.al,1991, 191).
However, some investigators
defended the notion that men-
tally retarded children com-
pared to those with normal de-
velopment can have more fears.
Children also think that success
in life can raise their self esteem
which in turn may also affect
their perception of fear. Accord-
ing to investigators a child with
high self-confidence thinks that
he is able to control his environ-
ment and hence has little to fear.
For example when such a child
is left alone in the dark he/she
thinks he can bring back light
and therefore fears little. How-
ever, for the mentally retarded
child as he/she grows to under-
stand the handicap and gets to
feel that his failure is linked to
that handicap, then he/ she
loses self confidence and gets
worried about not being able to
control his environment. This
could then lead to an increase
in his /her fears. According to
Rotter and Robinson (1987), the
child is able to develop appro-
priate strategies towards fear
provoking events or objects de-
pending on level of mental de-
velopment, and this may lead to
a decrease in his fears
(Robinsonlll, et.al, 1991, 193).
In a study on children with nor-
mal development and those in
need of special education,
Deverensky found the mentally
retarded children to have more
frequent and more severe fears
than the normally developing
children (Deverensky, 1979). In
the same way, Zelfa also found
that mentally retarded children
show more frequent and severe
fears than normally developing
members of their agegroups
(Zelfa, 1988, 2595).

In both groups, children with
and without mental retardation,
“burning of the home” is the
most common fear at first
glance (Table IlI). Apart from
this though, with differences in
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Table IV: The distribution of children with and without mental retardation in
sample according to the t-test of the relation between number of
fears and intensity of fears.

Number Mean Number Std. Std. Error
Of Fears Deviation  Mean
Number of fears
With MR 88 27.77127 21.6108 2,3037
Without MR 122 41.9016 14,1237 1.2787
Severity of fears
With MR 88 45.3068 36.5341 3.8946
Without MR 122 64.5984 25.9251 2.3471

Table V: The distribution of children with and without mental retardation in
the sample in relation to the number of fears and intensity of fears
(Significance test: Mann-Whitney U).

Number Mean Sum of u p
Rank Ranks
Number of fear
With MR 88 78.57 6914.00 2998.0 0.0001 p<0.05
Without MR 122 124.93 15241.00 significant
Total 210
Severity of fear
With MR 88 83.60 7356.50 3440.5 0.0001 p<0.05
Without MR 122 121.30 1479850 significant
Total 210

Table VI: The distribution of children with mental retardation in relation to the sex of
children and the number of fears and intensity of fears.

(With MR) No. Mean No. Std. Std. Error t p
Gender Of Fears Deviation Mean
No. of fear
Female 32 30.4688 22.5517 3.9866 0.884 0.379 p>0.05
Male 56 26.2321 21.1058 2.8204 nonsignificant
Severity of fear
Female 32 47.3438 33.6439 5.9475 0.540 0.695 p>0.05
Male 56 44.1429 38.3346 5.1227 nonsignificant

Table VII: The distribution of children without mental retardation in the sample ac-
cording to the sex of children and the number of fears and intensity of

fears.

(Without MR) | No. Mean No. Std. Std. Error t p
Gender of Fears Deviation Mean
No. of fean
Female 63 45,1587 13.8450 1.7443 2.70  0.008 p<0.05
Male 59 38.4237 13.6902 1.7823 significant
Severity of fear
Female 63 69.7302 26.6653 3.3595 2.299 0.023 p<0.05
Male 59 59.1186 24.1440 3.1453 significant
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the ratings, “fire outbreak” and
“child kidnappers” also occupy
important places. In a study in
which 5-15 year-old 400 school
children expressed their fears,
Jersild, Markey and Jersild
(1933), some of the pioneers of
fear studies classified fear into
18 categories and presented it
in the form of a list (Draper and
James, 1985).

*Wounds-injuries and physi-
cal dangers, *Animals, *Bad
people, thieves, etc., *Super-
natural events, secrets, myste-
rious events, *Darkness, soli-
tude, abnormal sights, malfor-
mations, *Nightmares and
ghosts, *Harassment, being ac-
cused, failure, *Losing things
belonging to one’s self, *Sick-
ness, being wounded, death of
a close relative, *losing a par-
ent or close relative, *other peo-
ple being wounded, quarrels-
fighting *stunning events and
noises, *frightening noises, sto-
ries, movements, *Terrifying
events, *Some people and ob-
jects *Marriage, *Nothing, *No
idea.

According to Graziano
(1978) fear in children starts
when the child is exposed to a
fear provoking event; this can be
internal ie, something from in-
side or from the external ie,
something from the environ-
ment. In some situations both
entities may prevail.
(Smith,et.al.,1990). In the de-
velopment of the above fears
parents and the environment are
thought to be effective. The con-
ditions mentioned above are
conditions likely to create dan-
ger results for the child, his fam-
ily or environment. For this rea-
son, children are likely to be
warned by their parents fre-
quently. From time to time the
media can also arouse these
fears in children. With the effect
of the media children can be-
come afraid of conditions like
war, terorism, supernatural
events and natural disasters
which in actual fact are not en-
countered by the child.
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Fear of being beaten, pun-
ished, hit on the buttocks, go-
ing to the dentist, and being im-
munised may be learned fears.
Previous experience of the chil-
dren plays a role in identifying
the potential objects/conditions
of fear by the child. They may
fear pain producing events like
being beaten up, visiting the
dentist by recollecting their past
encounters with such states. In
other words, children learn to
fear these provoking situations
or objects.

According to the results of
studies conducted, children with
mental retardation experience
less numbers and less severe
fears than children without men-
tal retardation. When the levels
of mental development in the
children included in the mentally
retarded group of the study
sample was compared in the
Ramirez and Kratochwill (1997)
sampling study, it was seen that
the average 1Q of the children
was 67 (interval 50-81) , in the
trainable level group (mild re-
tardation). The children in our
study sample could be thought
of as not developed enough to
perceive the fear provoking
items asked in the questionnaire
because they were from the
trainable category (Moderately
retarded). This also seems to
confirm the relationship be-
tween mental development and
expression of emotional reac-
tions defended in the studies by
Cicchetti and Sroufe (1976,
1978), Ganiban et al., (1993),
Gallagher, Jens and O’Donnell
(1983), Cicchetti and Sroufe
(1978) and Bauer.

Several investigators like
Croake (1969), Croake and
Knox (1973), Orton (1982),
Davidson (1985) in their stud-
ies conducted found girls to fear
more than boys do (Smith,
et.al., 1990,154). In a study by
Ramirez and Kratochwill, in
terms of the number and sever-
ity of fear, children with mental
retardation and girls without
mental retardation were found to
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have more fears than normal
boys. (Ramirez ve Kratochwill,
1997, 89).

In studies by Bauer,1976;
Houston, Fox and Forbes, 1984;
Lapouse and Monk, 1959; and
Ollendick et al., 1985;
Pratt(1945) fear was found to be
more prevalent in girls. While
some investigators are of the
advocate that this lies in the fact
that girls readily express their
fear, others are in of the view
that this lies in families treating
their children differently based
on gender differences. Thus,
according to these investigators
families tend to accept fears of
their daughters more easily than
those of their sons. (Kendall and
Ronan, 1990).

The difference between boys
and girls without mental retar-
dation was not found to be sig-
nificant in the study conducted.
Because the intelligence level of
the children in the study sam-
ple was within the educatable
levels and the number of fear
episodes and its severity was
not yet apparent in these chil-
dren no significant difference
due to gender could be ob-
served.

In our country, mothers and
fathers of children with mental
retardation usually behave in a
restrictive manner with their
children. They don’t believe that
their children can take care of
themselves and live independ-
ently. Therefore the children
with mental retardation can not
improve their self-esteem. Be-
cause of this the children with
mental retardation have more
frequent and more severe fears
than the normally developing
children.
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The monthly review »Zdravstveno varstvos, for more than four decades presenting the basic publication on
the domain of public health in Slovenia, is entering the year 2003 with a new editorial board and new goals. The
main ones are to update the review and to increase its professional reputation. The basic concept remains the
.same: the review deals with the public health domain and primary health care. It stimulates the contributions
regarding public health problems and public health development, especially in the area of Central and South-

Eastern Europe.

Contributions were divided in two basic categories, and include editorials, review and research articles and
short reports. Other contributions include professional reports, letters to the editor and news. These changes

required changed and more detailed instructions for authors.

The only criterion for the publication will be professionalism. Special attention was devoted to a better review
procedure, considering the criteria used in all the reputable journals. At least two independent experts will assess
all the contributions and their opinion will decide whether to publish them or not. Most prominent experts from

home and abroad will be invited to collaborate.

It has been decided that after the New Year, the journal will be published in the Slovene and English language
simultaneously. Thus the Slovene terminology will still be cultivated, while at the same time foreign authors
could publish their contributions, so that the experts who are not proficient in Slovene could read them. This
means that readers will find articles in Slovene and English in the same issue. A good abstract in English will be

provided for each Slovenian article, and a good abstract in Slovene for each English article.

So after the New Year, the journal will have a Slovene as well an English title. The title in English »Slovenian
Journal of Public Health« is not a verbatim translation of the Slovene version, but it elucidates the domain,

covered by the journal, in the best way.

The journal will be available on the internet which is becoming an ever more powerful medium in professional
literature. Thus we will try to reach as broad a circle of expert readers interested in the domain of public health

as possible.

These changes will - hopefully - improve the professional level of the journal and contribute to the domain of
public health in Slovenia. We wish that our present readers would keep reading our review also in the future and
that we will attract new ones. The success of our efforts will be reflected by the reactions of our readers. They are

always the most critical and righteous arbiters.
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LetTERs TO THE EDITOR

PAIN - ‘The Fifth Vital Sign’

The clinical management of pain is a problem that
continuously confronts the physician, yet there are
wide gaps in our knowledge concerning the structure
and physiology of pain-temperature pathways.

The little studied condition called Thalamic Pain Syn-
drome (TPS).

In clinical management - "pain" is probably the
most difficult problem that confronts the Primary Care
Physician. And yet there are wide gaps in our knowl-
edge of TPS. From the aspect of Neurophysiology,
the Thalamus sends almost constant pain signals to
the body. The peripheral receptors for pain are pre-
sumably bare terminals of a branching network of fine
nerve fibers.

The perception of pain sensations are recognized
as: just pain (sharp, pricking), and others as slow
(burning). Although pain is invisible and it can only
be measured by the sufferer, the idea that it's all in
the mind is purely hogwash - and dangerous. Chronic
pain has been shown to weaken the "immune sys-

tem,"

impair healing, and disturb sleep patterns; all
while increasing depression, anxiety, and social iso-
lation. It invariably leads to more pain. "It's the clas-

sic vicious cycle."

"The more depressed and debilitated one becomes
because of pain, the less able he or she is to seek
help."

Penny Cowan; The founder of the "American
Chronic Pain Associatuion" (1980) knows only too
well the despair that accompanies chronic pain."I'm
53, but [ know what it's like to be 80." Twenty seven
years ago, she reported the tremendous headaches
and neck pain to her family doctor.

The doctor at first thought she might have an an-
eurysm, multiple sclerosis, even went as to include
leukemia. After a battery of tests came up negative,
he then suggested that she is simply depressed. Mean-
while the debilitating pain spread to her joints - when
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she started seeing other doctors. None of them could
find anything. The test would come back negative
and they'd tell me, "well, you're just going to have to
live with it."

What they failed to understand was that severe
chronic pain takes total control of your life. The guilt
and powerlessness you feel when they tell you it must
be in your head, is as bad as the pain itself. This is
not unique. After six years, she was diagnosed with
"fibromyalgia syndrome" - pain in the muscles, ten-
dons, and ligaments for which no cause has been iden-
tified.

"The first and most basic thing chronic pain suf-
ferers want from their doctor is simply - to be be-
lieved."

It's the asking about the nature of the pain, treat it
and then follow up to make sure the treatment is ef-
fective for the patient. But the acknowledging of pain
ﬁltimately is not as important as treating it.

In a survey of 108 women with gyneclogic cancer
for example; it was found that fear was the predomi-
nant psychosocial consequence of having cancer.
Specified fears were: fear of pain (63 percent), dying
(56 percent), losing control of their lives (48 percent),
and becoming totally dependent (46 percent) on pain
killers.

Most importantly however, do not stigmatize the
pain sufferer.

The treatment of pain is not a medical issue but a
moral imperative. Consider pain as the: "Fifth Vital
Sign" (in addition to pulse, blood pressure, tempera-
ture and respiratory rate).

in the privacy of the examining room, [ was
accorded the great privilege of talking about me, my
feelings and aches and pains and what's happening
here and there and down here, and the doctor was

not so bored to hear about it."

J.Mifsud - Navarro
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The Middle East Journal of Medicine

The Middle East Journal of Medicine (MEJFM)
is a new peer-reviewed journal to meet the needs
of scientists, practitioners, policymakers, and the
patients and communities that serve in the Mid-
dle-East. The Journal will begin publication,
online, in spring, 2003. The frequency will be
initially once every 4 months for one year then
once every three months followed by once every
two months.

The Mission of the Journal will be to promote
family medicine in the Middle East. The journal
will publish original clinical and educational re-

search of interest to primary care specialities,
practicing clinicians, residents and others
involoved in primary care and community medi-
cine education. The journal also publishes spe-
cial articles and commentaries about the fun-
damental concepts of medical education, as well
as book reviews and international reports. It will
foster the basic and applied sciences of primary
care practice.

The aim of the journal will be to provide aca-
demically sound, clinically practical information
for family and general physicians, in addition to
the promotion of the specialty of family medi-
cine in the Middle-East Region.
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For more details visit any BOV Branch,
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BOV Internet Banking demo.

Try it now, and see how easy it is!
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simply call our BOV Customer Service Centre
on 2131 2020.
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