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ABSTRACT

Introduction: Studies of the frequency and actiology of functional gastrointestinal disorders in the general population have
received increasing intevest over the past few vears; the field seems to be neglected in Southern Eurape. The aim of this study was to
report on the frequency of functional dyspepsia (FD), irritable bowel syndrome (IBS) and gastroenteritis within the primary care
setting, to provide some information on the extent to which the recorded diamnoses in the physicians’ notes fulfil existing diagnostic
criteria.

Method: A retrospective study was used, where all new cases of these diseases at five primary health care centres in three rural and
two semi-rural areas of Crete were identified by scrutinising medical records from 280 000 consecutive visits during a 4 vear period.
The occurrence rate per 1000 person-vears were caleulated for the three conditions. We also checked the extent to which the
Talley's criteria for FD and Rome 1 diagnostic criteria for 185 were followed.

Results: Gastroenteritis was revealed to be a quite frequent health problem among the rural population on Crete, while the
occrrence rates for other problems, such as dyspepsia and IBS, were found to be lower than expected. [BS was aver-represented

among woien compared with men, OR 2.04 (CI 1.39-3.00). In many cases a d.i.lguusi': of FD, IBS or gastroenteritis was evident to

© C Lionis, A Olsen-Faresjo, F Anastasiou. M Wallander, § Johansson, T Faresjo, 2005, A licence to publish this marerial has been given to
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the research team on the basis of findings recorded in the notes, but the diagnosis was not recorded by the clinician at the time of

consultation.

Conc]usions: ﬂ].iS stud_\' \ielded two kf}' 1nessages: thi ﬁl‘St lllilt gﬁSﬁ'Oﬁl]telitiS is sﬁ]l a fl‘equent llCﬁItll problem. dlld thE SECDHd

that primary care physicians in rural Crete seem to fail in adequately diagnosing FD and IBS and need further training.

Key words: Crete, gastrointest'inal disorders, medical records, primary care.

Introduction

Little is known about the frequency and aetiology of
functional gastrointestinal (GI) disorders in the general
population.  The two most common functional
gastrointestinal disorders in the population are functional
dyspepsia and irritable colon. Non-ulcer dyspepsia, or the
more recent term functional dyspepsia (FD), is used for
persistent upper GI symptoms in the absence of a known
organic disease. Irritable bowel syndrome (IBS) is
characterised by persistent or recurrent abdominal pain
related to defecation or to chronic disturbance of bowel
habits in the absence of demonstrable organic disease. IBS
tends to be a chronic recwving disorder with variable illness
episodes that may continue for many _Vﬂrs]. Despite the fact
that this gastrointestinal condition is quite commonly
(]iagnosed n primar_\' care and b_v gasu’ointestmal spec'ialists,
there is limited data on the rates of healthcare utilization by

patients with IRS%.

Although this subject has received much attention during the
past few years in European literature®”, it is still neglected in
Southern Europe, where research in this area is scarce’. For
this reason, the current study of the burden of functional
gastrointestinal disorders (FD and IBS) and gastroenteritis in
the primary care setting on rural Crete was undertaken. In
addition, an aim was to explore whether the disorders’
diagnoses are consistent with those reported in other
European and international studies. The aim of this article
was to report on frequencies of FD, IBS and gastroenteriﬁs
within the primary-care se‘rtiug, and to pro\‘ide some
information on the extent to which the recorded diagnoses in

physicians’ notes fulfil the existing diagnostic criteria.

Method

Setting and study design

A retrospective study was designed by identifying new cases
of functional gastrointestinal disorders. Our study was
carried out in rural Crete (which is served by 15 primary
health care [PHC] centres and two small community
hospitals) based on a patient-records system (Fig 1). Five of
these PHC were selected, three located in remote rural
areas: Spili (8962 population), Anogia (8204 population) and
Perama (11433 population); and two in semi-rural areas:
Neapoli (7183 population) and Archanes (4279 population).
These PHC centres covered a total population of 40 081, of

which 32 117 persons were aged 15 years and over (Table 1).
Data collection

All available electronic or paper medical records in the
studied locations from the period March 1996 to February
2000 (in total 280 000 visits) were reviewed retrospectively
for all diag'noses. medical complaints and symptoms related
to the GI tract, as noted by the local physician. All records
were reviewed by one medical doctor from the research team
and validated against pre-defined criteria for gastroenteritis,
FD and IBS. The review was completed within 10 months.
Information on demogmphics, co-morbidity and medication
was retrieved from the medical records by means of a
standardised registration form, and subsequently stored in a

research database.

© C Lionis, A Olsen-Faresjo, F Anastasiou, M Wallander, S Johansson, T Faresjo, 2005. A licence to publish this material has been given to
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Figure 1: Map of the study area, Crete.

Table 1: Descriptive epidemiology of the reference

population
Age-groups Total
(years) n (%)
15-24 5592 (17.4)
25-39 6495 (20.2)
40-54 6304 (19.6)
55-64 5137 (16.0)
65-79 6297 (19.6)
=80 2292(7.1)
Total 32 117 (100)
Sex
Female 15927 (50.4)
Male 16 190 (49.6)
Total 32 117 (100)

Gastroenteritis was defined as acute diarrhoea, mild to severe
with or without vomiting and with or without fever.
Information relevant to the ﬁndi.ugs of recent l]istory
(overseas travel, hikjng or campi.ng, shellfish consumption,
childcare etc) and faecal and blood examination findings
consistent with viral or infectious gastroenteritis (blood
and/or leukocytes in stools or isolation of bacteria in stools

culture was supportive of this diagnosis). We also included all
cases with the diagnoses ‘diarrhoea and fever,” ‘diarrhoeic
syndrome,’ and ‘acute diarrhoea.” all cases that met the
criteria defined by Talley (any persistent or recurrent pain or
discomfort centred in the upper abdomen, where evidence of
organic disease ]il(ely to cxplaiu the symptoms Is absent,
including an upper endoscopy)® for FD, together with those
diagnosed as ‘epigastralgia,” ‘pain in the upper abdomen’ or
‘dyspeptic disorders” were included in the dyspepsia group.
Similarly, cases that met the Romell criteria for IBS
(abdominal pain or discomfort relieved by defecation or
associated with change in frequency of stool or in the form of
st001)7, or were diagnosed by the local physician as “spastic
colon’ or ‘spastic colitis’, were included in the IBS group.
Where the physician recorded a diagnosis of gastroenteritis,
dyspepsia and IBS, it was included in the study, irrespective
of whether all defined diagnostic criteria were met or not.

In total, 280000 consecutive visit notes were reviewed.
During the #vyear study period, patients with a prior
diagnosis of cancer, alcoholism, pancreatitis, peptic ulcer,
gastro-oesophageal disease, inflammatory bowel disease and
colecystitis, in addition to patients with a previously known
use of antacids, antispasmolytics and acid suppressing drugs
were excluded, together with pregnant women, Patients who
were not inhabitants of the areas of responsibility of the

© C Lionis, A Olsen-Faresjo, F Anastasion, M Wallander, S Johansson, T Faresjo, 2005. A licence to publish this material has been given to
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5 PHC centres were also excluded from the study. In total,
1400 cases fulfilled one or more of the exclusion criteria and
were excluded. Information regarding age was lacking for
7.5% (n=123) of the patients identified (88 patients with
gastroenteritis, 29 patients with dyspepsia and € patients with
IBS).

The study was approved by the Ethical Committee at the
University Hospital of Heraklion, Crete.

Statistical analysis

The total number of person-years (aged 15 years and over) in
the 4 year study period was 128 468. Relative risks were
calculated on the crude data. In the calculation of accurrence
rates, cases with missing information l'eg.n'ding age were
distributed proportionally into the age-groups (15-24, 25-39,
40-54, 55-64, 65-79, 80 years and over) accordiug to the

age-distribution for each disease.

Rates for the cases in the study were calculated as occurrence
rates per 1000 person-years. Odds ratios (OR) and 95%
confidence intervals (CI) between men and women were also

calculated.

Results

The total number of the identified GI cases was 1670 with 25
out of these having more than one of the three diagnoses
I‘egistﬂ'ed during thf Stud}’ Pel'i{)d. T}lﬁ []ulnbel' ‘]gid more
than 14 years old was 1389. The most common diagnosis in
all GI cases was gastroenteritls, accounting for 1130 cases
(68.7%), followed by dyspepsia with 394 cases (23.9%), and
IBS with 146 cases (8.9%). Among the total number of IBS
cases, there were 12 cases that also had a diagnosis of
gastroenteritis, which constitute 8.2% of the total IBS
diaguosis group. However, four of these 12 IBS cases had a
documented history of IBS before they received the

gastmenteritis diagnosis .

No case of celiac disease was observed in this population.
There was a slight upward trend over time for gastroenteritis
cases, while the annual occurrence rates of dyspepsia and IBS

cases was relatively stable during the 4 year study period

(Figure 2).

The vast majority of all the GI cases found were seen and
confirmed by the GP of the PHC centre. Two percent of the
gastroenteritis and dyspepsia cases, and none of the IBS cases
were confirmed by a GP and also referred to a specialist.
Four percent of the IBS cases and none of the dyspepsia or
gastroenteritis  cases were confirmed  solely by a

gasn'oenrerologist.

Four hundred and Eighty two (42.6%) of all the
gastroenteritis cases were diagnosed by a local physician. The
remaining 649 cases (57.4%) were diagnosed by the research
team physician on the basis of symptoms noted in the medical
record (eg acute, mild or severe diarrhoea, with er without
vomiting, and with or without fever). In 1008 (89.2%) of the
defined cases, one or several symptoms of gastroenteritis
were I‘Erol‘ﬂﬁd in thﬁ medifdl l'fCOl’dS. RES“]IS from StDOl
culture were only available for less than 3% of the cases.
Dyspepsia was diagnosed by the local physician in 70 (17.8%)
of the total study cases and 324 (82.2%) were diagnosed by
the research physician on the basis of relevant symptoms
recorded in the medical record. The most common
symptoms of dyspepsia (persistent or recurrent pain or
discomfort centred in the upper abdemen) were present in
352 (89.3%) of the cases. Of all the IBS cases, 119 (81.5%)
were labelled by the local physician and 27 (18.5%) were
diagnosed by the research team. The discrepancy between
‘note recorded diagnosis’ and ‘retrospective researcher

diagnosis' is illustrated (Table 2).

The distribution of the three selected diagnoses was quite
similar among all the centres. However, for one of the
centres (Anogia) the proportion of patients with an IBS

diagncsis was lower (p = 0.05) than among the others.
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Figure 2: Number of new cases over the study period divided into 2 month periods.

Table 2: Note-recorded diagnosis versus retrospective researcher diagnosis on functional gastrointestinal

disorders in rural Crete

Diagnosis Note recorded diagnosis Retrospective researcher
n (%) diagnosis
n (%)

Gastroenteritis 482 (42.6) 649 (57.6)

Dyspepsia 70 (18) 323 (82)

IBS 119 (81.5) 27(18.5)
The occwrrence rates of gastrointestinal disorders for those somerwhat higher among the younger age groups and among
over the age of 15 years and odds ratio between men and those over the age of 65 years. There was no sex difference
women are presented (Tables 3-3). The observed total seen for gastroenteritis (p = 0.39).

accurrence rate for gastroenteritis was 7.1 per 1000 person-

years in the studied population. Gastroenteritis tended to be

© C Lionis, A Olsen-Faresjo, F Anastasiou, M Wallander, S Johansson. T Faresjo. 2005. A licence to publish this material has been given to
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Occurrence rates of gastroenteritis per 1000 person-years by gender and for those over the age of

14 years
Gastroenteritis Occurrence rate per 1000 person-years

Age groups Female Male Total
(years) (n = 467) (n=448) (n=915)

n Rate n Rate n Rate
15-24 87 8.1 90 7.6 177 7.9
25-39 91 7.6 96 6.8 187 7.2
4054 67 5.4 62 4.9 129 5.1
5564 50 +.7 52 5.3 102 5.0
65-79 104 7.5 106 9.3 210 8.3
=280 68 133 42 10.4 110 12.0
Observed 7.2 7.0 7.1
Odds Ratio (OR) 1.08
Women/men
95 9% CI 0.90-1.29

Table 4: Occurrence rates of dyspepsia per 1000 person-years by gender and for those over the age of 14 years

Dyspepsia Occurrence rate per 1000 person-years

Age groups Female Male Total
(years) (n = 186) (n=164) (n = 350)

n Rate n Rate n Rate
15-24 25 23 20 1.7 45 2.0
25-39 23 1.9 39 28 62 24
40-54 26 2.1 27 2.1 53 2.1
5564 25 2. 14 1.4 39 1.9
65-79 62 5 46 4.0 108 4.3
=80 25 9 18 45 43 4.7
Observed 2.9 26 2.7
0Odds Ratio (OR) 1.16
Women/men
95 % CI 0.92-1.47

15
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Table 5: Occurrence rates of irritable bowel syndrome per 1000 person-years by gender and for those over the

age of 14 years

Irritable Bowel Syndrome Occurrence rate per 1000 person-years
Age groups Female Male Total
(years) (n =82) (n=42) (n=124)
n Rate n Rate n Rate
15-24 8 0.7 4 0.3 12 0.5
25-39 5 0.4 9 0.6 14 0.5
40-54 17 1.4 8 0.6 25 1.0
55-64 18 1.7 5 0.5 23 1.1
65-79 27 2.0 10 0.9 37 1.5
>80 7 1.4 6 1.5 13 1.4
Observed 1.3 0.7 1.0
0Odds Ratio (OR) 2.04
‘Women/men
95 % CI 1.39-3.00

The observed total occurrence rate for dyspepsia was 2.7 per
1000 person-vears in the studied population. An increased
rate of dyspepsia was seen among those over the age of
65 years. Men in the age group of 25-39 vears had a higher
rate of dyspepsia compared with women in the same age-
group. A similar but opposite trend was seen among women
in the age-group of 55-64 years. In this population, women
tended to have a shghtl}' higher, but not statistically

significant higher, rate of dyspepsia than men (p = 0.20).

In this popuhtion. the observed total occurrence rate of IBS
was 1.0 per 1000 person-years. IBS increased with ad\'ancing
age. Approximately 40% of all the IBS cases occurred among
those over the age of 65years. Women had a higher
occwrrence rate of IBS with OR =2.04 (CI1.39-3.00;
p = 0.0002).

Discussion

This study resulted in a database for the rural Cretan setting
where a computerized medical system is still in progress. All
consultations during the 4year period, hard copy or

computerized, were reg‘isrered in the database. Available

sources of information were searched, inclucling health cards
and handwritten records that were still in use in most health

centres.

Several methodological flaws abstructed a correct estimate of
occwrrence rates of FD, IBS and gastroenteritis. The
diagnoses of these GI diseases were made retrospectively on
the basis of clinical records obtained by physicians. There was
a great variation in diagnoses used by the local physicians and
scant information on the patients' symptoms and type of
treatment. Although this variety of diagnoses and scant
information available in medical records could be explaiued
b_v the high number of non—specia]ized young physic'ians, they
have grossly limited the outcome of the study and raised
some doubts about the validity of the data source. We can
also speculate that the lack of use of specific diagnostic
criteria by the local physicians could explain the variety of
labels used for functional gastrointestinal disorders, although
such a statement is not validated by the findings of this study.
However, this is not unique for Cretan phvsicians. Ina
questionnaire study from the UK it was found that only 12%
of GPs had heard of the Rome Criteriall for diagnosis of
functional gastrointestinal disorders and only 3% used them®.

Despite the GPs unfamiliarity with diagnosﬁc criteria for IBS,
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their diagnoses of the condition was in close agreement with
that of a speciahstg‘m. A Norwegian study among GPs also
revealed poor use of the Rome Criteria Il in the diagnosis of
IBs*,

Our study was also based on available medical records; a
population-based survey may have provided different figures.
The term FD might have been misleading because no
en&oscop_v investigations were Perfonned‘ For that reason,
the patients identified with upper abdominal problems were
classified as dyspepsia cases, taling into account that ulcer
and gastroesophageal reflux cases could be included. It was
uncertain to what extent endoscopy was used in diagnosing of
ED and IBS but the impression was that it played a minor

role.

Although we made a 4 year retrospective review of all the
medical records of the PHC centres in the defined areas, it
was difficult to classify the cases as prevalent or incidental.
This problem has also been found in other studies throughout
the primary care setring“. Therefore, we chose to classify the
cases in this report as occurrence rates. The cases
documented are regarded as new cases, but some might have

had a previous history of the disease.

One of the main findings of this study is the high occurrence
of gastroenteritis cases and the relatively low occurrence of
dyspepsia and IBS in comparison with other studies.
Prevalence studies of functional gastrcintestiml disorders in
Western societies have shown that between 8%-23% of
adults have IBS or other functional gastrointestinal symptoms,
and that approximately 60%-70% of thesc are women™"*
The number of IBS patients in our study was small (5.5%).
Some studies have reported that only 25%-60% of individuals
suffering from IBS symptoms see a physic:ian for their illness’.
Studies of prevalence rates of these diseases in the general
population based on postal questionnaires and surveys are
available in several countries™, while studies of incidence

. 3.1+
rates are qulte rare

Several factors other than the limitations mentioned may

explain the low rates of IBS and dyspepsia found on Crete. It

is important to note that in the Greek healthcare system,
patients may contact a specialist without a referral from the
primary care physician, and severe cases could be lost. In
rural areas of Greece, patients who are experiencing only
minor symptoms are more likely to consult the local non-
specialized physician, who visits their Vﬂlage weekly, instead
of trav clling to healthcare centres or to distant urban
specialized doctors. Therefore, the primar_v—care ph_vsiciaus
working at the healthcare centres can only diagnose IBS when
a patient, with unexplained symptoms, becomes poly-
symptomatic, has experienced symptoms for a long time or
has been referred by the local doctor for further
investigation. This could mean that FD and IBS in the Cretan
rural environment have a minor s_vmptomamlogy and are,
therefore, not as troublesome for the \vellbeing of patients as
elsewhere. Other possible explanations for the relatively low
rates of dyspepsia and IBS may be found in the socio-cultural
environment and the Meditertanean diet. The traditional
lifestyle and the concept of stress on rural Crete differ from
what is common in Northern and Western Europe today.
Also, nutritional factors could be of importance, with the
Mediterranean diet favourable. These aspects and their
positive impact on GI problems need further investigation in

future studies.

In this study, IBS was found to be more common among
people aged G5vears and older. This differs from
epidemiological studies reporting that the prevalence of IBS

5,1

declines with agtl £ However, one stud}' suggests that IBS
may remain a common Gl illness even in the agedﬁ. Our
ﬁn(lings Tequire further discussion of and amlysis of the
prevalence and d.iagnosis pattern of [BS among the elderly. In
the present study the occwrrence of IBS was significautly
highcr among womien than men, which is in accord with

. . 318
Pre\'lOl‘lS StUdJES .

There is also some evidence in the literature that there is an
increased risk of IBS after an episode of infective
g‘lsn'ocntn'iﬁs”’m. In a study of 386 patients with a bacterial-
confirmed  gastroenteritis  who were swveyed by a
questionnaire 6 months after the infective episode, it was

found that 7% had developed IBS™. In another study from the

© C Lionis, A Olsen-Faresjo, F Anastasion, M Wallander. S Johansson, T Faresjo, 2005. A licence to publish this material has been given to

ARHEN http:/rrh.deakin.edu.aw/

8

17

65



The Irternational Electronic Journal of Rural and Rernote Health Research, Education Practice and Policy

5 PHC centres were also excluded from the study. In total,
1400 cases fulfilled one or more of the exclusion criteria and
were excluded. Information regarding age was lacking for
7.5% (n=123) of the patients identified (88 patients with
gastroenteritis, 29 patients with dyspepsia and € patients with
IBS).

The study was approved by the Ethical Committee at the
University Hospital of Heraklion, Crete.

Statistical analysis

The total number of person-years (aged 15 years and over) in
the 4 year study period was 128 468. Relative risks were
calculated on the crude data. In the calculation of accurrence
rates, cases with missing information l'eg.n'ding age were
distributed proportionally into the age-groups (15-24, 25-39,
40-54, 55-64, 65-79, 80 years and over) accordiug to the

age-distribution for each disease.

Rates for the cases in the study were calculated as occurrence
rates per 1000 person-years. Odds ratios (OR) and 95%
confidence intervals (CI) between men and women were also

calculated.

Results

The total number of the identified GI cases was 1670 with 25
out of these having more than one of the three diagnoses
I‘egistﬂ'ed during thf Stud}’ Pel'i{)d. T}lﬁ []ulnbel' ‘]gid more
than 14 years old was 1389. The most common diagnosis in
all GI cases was gastroenteritls, accounting for 1130 cases
(68.7%), followed by dyspepsia with 394 cases (23.9%), and
IBS with 146 cases (8.9%). Among the total number of IBS
cases, there were 12 cases that also had a diagnosis of
gastroenteritis, which constitute 8.2% of the total IBS
diaguosis group. However, four of these 12 IBS cases had a
documented history of IBS before they received the

gastmenteritis diagnosis .

No case of celiac disease was observed in this population.
There was a slight upward trend over time for gastroenteritis
cases, while the annual occurrence rates of dyspepsia and IBS

cases was relatively stable during the 4 year study period

(Figure 2).

The vast majority of all the GI cases found were seen and
confirmed by the GP of the PHC centre. Two percent of the
gastroenteritis and dyspepsia cases, and none of the IBS cases
were confirmed by a GP and also referred to a specialist.
Four percent of the IBS cases and none of the dyspepsia or
gastroenteritis  cases were confirmed  solely by a

gasn'oenrerologist.

Four hundred and Eighty two (42.6%) of all the
gastroenteritis cases were diagnosed by a local physician. The
remaining 649 cases (57.4%) were diagnosed by the research
team physician on the basis of symptoms noted in the medical
record (eg acute, mild or severe diarrhoea, with er without
vomiting, and with or without fever). In 1008 (89.2%) of the
defined cases, one or several symptoms of gastroenteritis
were I‘Erol‘ﬂﬁd in thﬁ medifdl l'fCOl’dS. RES“]IS from StDOl
culture were only available for less than 3% of the cases.
Dyspepsia was diagnosed by the local physician in 70 (17.8%)
of the total study cases and 324 (82.2%) were diagnosed by
the research physician on the basis of relevant symptoms
recorded in the medical record. The most common
symptoms of dyspepsia (persistent or recurrent pain or
discomfort centred in the upper abdemen) were present in
352 (89.3%) of the cases. Of all the IBS cases, 119 (81.5%)
were labelled by the local physician and 27 (18.5%) were
diagnosed by the research team. The discrepancy between
‘note recorded diagnosis’ and ‘retrospective researcher

diagnosis' is illustrated (Table 2).

The distribution of the three selected diagnoses was quite
similar among all the centres. However, for one of the
centres (Anogia) the proportion of patients with an IBS

diagncsis was lower (p = 0.05) than among the others.
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Figure 2: Number of new cases over the study period divided into 2 month periods.

Table 2: Note-recorded diagnosis versus retrospective researcher diagnosis on functional gastrointestinal

disorders in rural Crete

Diagnosis Note recorded diagnosis Retrospective researcher
n (%) diagnosis
n (%)

Gastroenteritis 482 (42.6) 649 (57.6)

Dyspepsia 70 (18) 323 (82)

IBS 119 (81.5) 27(18.5)
The occwrrence rates of gastrointestinal disorders for those somerwhat higher among the younger age groups and among
over the age of 15 years and odds ratio between men and those over the age of 65 years. There was no sex difference
women are presented (Tables 3-3). The observed total seen for gastroenteritis (p = 0.39).

accurrence rate for gastroenteritis was 7.1 per 1000 person-

years in the studied population. Gastroenteritis tended to be
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Occurrence rates of gastroenteritis per 1000 person-years by gender and for those over the age of

14 years
Gastroenteritis Occurrence rate per 1000 person-years

Age groups Female Male Total
(years) (n = 467) (n=448) (n=915)

n Rate n Rate n Rate
15-24 87 8.1 90 7.6 177 7.9
25-39 91 7.6 96 6.8 187 7.2
4054 67 5.4 62 4.9 129 5.1
5564 50 +.7 52 5.3 102 5.0
65-79 104 7.5 106 9.3 210 8.3
=280 68 133 42 10.4 110 12.0
Observed 7.2 7.0 7.1
Odds Ratio (OR) 1.08
Women/men
95 9% CI 0.90-1.29

Table 4: Occurrence rates of dyspepsia per 1000 person-years by gender and for those over the age of 14 years

Dyspepsia Occurrence rate per 1000 person-years

Age groups Female Male Total
(years) (n = 186) (n=164) (n = 350)

n Rate n Rate n Rate
15-24 25 23 20 1.7 45 2.0
25-39 23 1.9 39 28 62 24
40-54 26 2.1 27 2.1 53 2.1
5564 25 2. 14 1.4 39 1.9
65-79 62 5 46 4.0 108 4.3
=80 25 9 18 45 43 4.7
Observed 2.9 26 2.7
0Odds Ratio (OR) 1.16
Women/men
95 % CI 0.92-1.47
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Table 5: Occurrence rates of irritable bowel syndrome per 1000 person-years by gender and for those over the

age of 14 years

Irritable Bowel Syndrome Occurrence rate per 1000 person-years
Age groups Female Male Total
(years) (n =82) (n=42) (n=124)
n Rate n Rate n Rate
15-24 8 0.7 4 0.3 12 0.5
25-39 5 0.4 9 0.6 14 0.5
40-54 17 1.4 8 0.6 25 1.0
55-64 18 1.7 5 0.5 23 1.1
65-79 27 2.0 10 0.9 37 1.5
>80 7 1.4 6 1.5 13 1.4
Observed 1.3 0.7 1.0
0Odds Ratio (OR) 2.04
‘Women/men
95 % CI 1.39-3.00

The observed total occurrence rate for dyspepsia was 2.7 per
1000 person-vears in the studied population. An increased
rate of dyspepsia was seen among those over the age of
65 years. Men in the age group of 25-39 vears had a higher
rate of dyspepsia compared with women in the same age-
group. A similar but opposite trend was seen among women
in the age-group of 55-64 years. In this population, women
tended to have a shghtl}' higher, but not statistically

significant higher, rate of dyspepsia than men (p = 0.20).

In this popuhtion. the observed total occurrence rate of IBS
was 1.0 per 1000 person-years. IBS increased with ad\'ancing
age. Approximately 40% of all the IBS cases occurred among
those over the age of 65years. Women had a higher
occwrrence rate of IBS with OR =2.04 (CI1.39-3.00;
p = 0.0002).

Discussion

This study resulted in a database for the rural Cretan setting
where a computerized medical system is still in progress. All
consultations during the 4year period, hard copy or

computerized, were reg‘isrered in the database. Available

sources of information were searched, inclucling health cards
and handwritten records that were still in use in most health

centres.

Several methodological flaws abstructed a correct estimate of
occwrrence rates of FD, IBS and gastroenteritis. The
diagnoses of these GI diseases were made retrospectively on
the basis of clinical records obtained by physicians. There was
a great variation in diagnoses used by the local physicians and
scant information on the patients' symptoms and type of
treatment. Although this variety of diagnoses and scant
information available in medical records could be explaiued
b_v the high number of non—specia]ized young physic'ians, they
have grossly limited the outcome of the study and raised
some doubts about the validity of the data source. We can
also speculate that the lack of use of specific diagnostic
criteria by the local physicians could explain the variety of
labels used for functional gastrointestinal disorders, although
such a statement is not validated by the findings of this study.
However, this is not unique for Cretan phvsicians. Ina
questionnaire study from the UK it was found that only 12%
of GPs had heard of the Rome Criteriall for diagnosis of
functional gastrointestinal disorders and only 3% used them®.

Despite the GPs unfamiliarity with diagnosﬁc criteria for IBS,
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their diagnoses of the condition was in close agreement with
that of a speciahstg‘m. A Norwegian study among GPs also
revealed poor use of the Rome Criteria Il in the diagnosis of
IBs*,

Our study was also based on available medical records; a
population-based survey may have provided different figures.
The term FD might have been misleading because no
en&oscop_v investigations were Perfonned‘ For that reason,
the patients identified with upper abdominal problems were
classified as dyspepsia cases, taling into account that ulcer
and gastroesophageal reflux cases could be included. It was
uncertain to what extent endoscopy was used in diagnosing of
ED and IBS but the impression was that it played a minor

role.

Although we made a 4 year retrospective review of all the
medical records of the PHC centres in the defined areas, it
was difficult to classify the cases as prevalent or incidental.
This problem has also been found in other studies throughout
the primary care setring“. Therefore, we chose to classify the
cases in this report as occurrence rates. The cases
documented are regarded as new cases, but some might have

had a previous history of the disease.

One of the main findings of this study is the high occurrence
of gastroenteritis cases and the relatively low occurrence of
dyspepsia and IBS in comparison with other studies.
Prevalence studies of functional gastrcintestiml disorders in
Western societies have shown that between 8%-23% of
adults have IBS or other functional gastrointestinal symptoms,
and that approximately 60%-70% of thesc are women™"*
The number of IBS patients in our study was small (5.5%).
Some studies have reported that only 25%-60% of individuals
suffering from IBS symptoms see a physic:ian for their illness’.
Studies of prevalence rates of these diseases in the general
population based on postal questionnaires and surveys are
available in several countries™, while studies of incidence

. 3.1+
rates are qulte rare

Several factors other than the limitations mentioned may

explain the low rates of IBS and dyspepsia found on Crete. It

is important to note that in the Greek healthcare system,
patients may contact a specialist without a referral from the
primary care physician, and severe cases could be lost. In
rural areas of Greece, patients who are experiencing only
minor symptoms are more likely to consult the local non-
specialized physician, who visits their Vﬂlage weekly, instead
of trav clling to healthcare centres or to distant urban
specialized doctors. Therefore, the primar_v—care ph_vsiciaus
working at the healthcare centres can only diagnose IBS when
a patient, with unexplained symptoms, becomes poly-
symptomatic, has experienced symptoms for a long time or
has been referred by the local doctor for further
investigation. This could mean that FD and IBS in the Cretan
rural environment have a minor s_vmptomamlogy and are,
therefore, not as troublesome for the \vellbeing of patients as
elsewhere. Other possible explanations for the relatively low
rates of dyspepsia and IBS may be found in the socio-cultural
environment and the Meditertanean diet. The traditional
lifestyle and the concept of stress on rural Crete differ from
what is common in Northern and Western Europe today.
Also, nutritional factors could be of importance, with the
Mediterranean diet favourable. These aspects and their
positive impact on GI problems need further investigation in

future studies.

In this study, IBS was found to be more common among
people aged G5vears and older. This differs from
epidemiological studies reporting that the prevalence of IBS

5,1

declines with agtl £ However, one stud}' suggests that IBS
may remain a common Gl illness even in the agedﬁ. Our
ﬁn(lings Tequire further discussion of and amlysis of the
prevalence and d.iagnosis pattern of [BS among the elderly. In
the present study the occwrrence of IBS was significautly
highcr among womien than men, which is in accord with

. . 318
Pre\'lOl‘lS StUdJES .

There is also some evidence in the literature that there is an
increased risk of IBS after an episode of infective
g‘lsn'ocntn'iﬁs”’m. In a study of 386 patients with a bacterial-
confirmed  gastroenteritis  who were swveyed by a
questionnaire 6 months after the infective episode, it was

found that 7% had developed IBS™. In another study from the
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Figure 2: Number of new cases over the study period divided into 2 month periods.

Table 2: Note-recorded diagnosis versus retrospective researcher diagnosis on functional gastrointestinal

disorders in rural Crete

Diagnosis Note recorded diagnosis Retrospective researcher
n (%) diagnosis
n (%)

Gastroenteritis 482 (42.6) 649 (57.6)

Dyspepsia 70 (18) 323 (82)

IBS 119 (81.5) 27(18.5)
The occwrrence rates of gastrointestinal disorders for those somerwhat higher among the younger age groups and among
over the age of 15 years and odds ratio between men and those over the age of 65 years. There was no sex difference
women are presented (Tables 3-3). The observed total seen for gastroenteritis (p = 0.39).

accurrence rate for gastroenteritis was 7.1 per 1000 person-

years in the studied population. Gastroenteritis tended to be
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Occurrence rates of gastroenteritis per 1000 person-years by gender and for those over the age of

14 years
Gastroenteritis Occurrence rate per 1000 person-years

Age groups Female Male Total
(years) (n = 467) (n=448) (n=915)

n Rate n Rate n Rate
15-24 87 8.1 90 7.6 177 7.9
25-39 91 7.6 96 6.8 187 7.2
4054 67 5.4 62 4.9 129 5.1
5564 50 +.7 52 5.3 102 5.0
65-79 104 7.5 106 9.3 210 8.3
=280 68 133 42 10.4 110 12.0
Observed 7.2 7.0 7.1
Odds Ratio (OR) 1.08
Women/men
95 9% CI 0.90-1.29

Table 4: Occurrence rates of dyspepsia per 1000 person-years by gender and for those over the age of 14 years

Dyspepsia Occurrence rate per 1000 person-years

Age groups Female Male Total
(years) (n = 186) (n=164) (n = 350)

n Rate n Rate n Rate
15-24 25 23 20 1.7 45 2.0
25-39 23 1.9 39 28 62 24
40-54 26 2.1 27 2.1 53 2.1
5564 25 2. 14 1.4 39 1.9
65-79 62 5 46 4.0 108 4.3
=80 25 9 18 45 43 4.7
Observed 2.9 26 2.7
0Odds Ratio (OR) 1.16
Women/men
95 % CI 0.92-1.47
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Table 5: Occurrence rates of irritable bowel syndrome per 1000 person-years by gender and for those over the

age of 14 years

Irritable Bowel Syndrome Occurrence rate per 1000 person-years
Age groups Female Male Total
(years) (n =82) (n=42) (n=124)
n Rate n Rate n Rate
15-24 8 0.7 4 0.3 12 0.5
25-39 5 0.4 9 0.6 14 0.5
40-54 17 1.4 8 0.6 25 1.0
55-64 18 1.7 5 0.5 23 1.1
65-79 27 2.0 10 0.9 37 1.5
>80 7 1.4 6 1.5 13 1.4
Observed 1.3 0.7 1.0
0Odds Ratio (OR) 2.04
‘Women/men
95 % CI 1.39-3.00

The observed total occurrence rate for dyspepsia was 2.7 per
1000 person-vears in the studied population. An increased
rate of dyspepsia was seen among those over the age of
65 years. Men in the age group of 25-39 vears had a higher
rate of dyspepsia compared with women in the same age-
group. A similar but opposite trend was seen among women
in the age-group of 55-64 years. In this population, women
tended to have a shghtl}' higher, but not statistically

significant higher, rate of dyspepsia than men (p = 0.20).

In this popuhtion. the observed total occurrence rate of IBS
was 1.0 per 1000 person-years. IBS increased with ad\'ancing
age. Approximately 40% of all the IBS cases occurred among
those over the age of 65years. Women had a higher
occwrrence rate of IBS with OR =2.04 (CI1.39-3.00;
p = 0.0002).

Discussion

This study resulted in a database for the rural Cretan setting
where a computerized medical system is still in progress. All
consultations during the 4year period, hard copy or

computerized, were reg‘isrered in the database. Available

sources of information were searched, inclucling health cards
and handwritten records that were still in use in most health

centres.

Several methodological flaws abstructed a correct estimate of
occwrrence rates of FD, IBS and gastroenteritis. The
diagnoses of these GI diseases were made retrospectively on
the basis of clinical records obtained by physicians. There was
a great variation in diagnoses used by the local physicians and
scant information on the patients' symptoms and type of
treatment. Although this variety of diagnoses and scant
information available in medical records could be explaiued
b_v the high number of non—specia]ized young physic'ians, they
have grossly limited the outcome of the study and raised
some doubts about the validity of the data source. We can
also speculate that the lack of use of specific diagnostic
criteria by the local physicians could explain the variety of
labels used for functional gastrointestinal disorders, although
such a statement is not validated by the findings of this study.
However, this is not unique for Cretan phvsicians. Ina
questionnaire study from the UK it was found that only 12%
of GPs had heard of the Rome Criteriall for diagnosis of
functional gastrointestinal disorders and only 3% used them®.

Despite the GPs unfamiliarity with diagnosﬁc criteria for IBS,
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their diagnoses of the condition was in close agreement with
that of a speciahstg‘m. A Norwegian study among GPs also
revealed poor use of the Rome Criteria Il in the diagnosis of
IBs*,

Our study was also based on available medical records; a
population-based survey may have provided different figures.
The term FD might have been misleading because no
en&oscop_v investigations were Perfonned‘ For that reason,
the patients identified with upper abdominal problems were
classified as dyspepsia cases, taling into account that ulcer
and gastroesophageal reflux cases could be included. It was
uncertain to what extent endoscopy was used in diagnosing of
ED and IBS but the impression was that it played a minor

role.

Although we made a 4 year retrospective review of all the
medical records of the PHC centres in the defined areas, it
was difficult to classify the cases as prevalent or incidental.
This problem has also been found in other studies throughout
the primary care setring“. Therefore, we chose to classify the
cases in this report as occurrence rates. The cases
documented are regarded as new cases, but some might have

had a previous history of the disease.

One of the main findings of this study is the high occurrence
of gastroenteritis cases and the relatively low occurrence of
dyspepsia and IBS in comparison with other studies.
Prevalence studies of functional gastrcintestiml disorders in
Western societies have shown that between 8%-23% of
adults have IBS or other functional gastrointestinal symptoms,
and that approximately 60%-70% of thesc are women™"*
The number of IBS patients in our study was small (5.5%).
Some studies have reported that only 25%-60% of individuals
suffering from IBS symptoms see a physic:ian for their illness’.
Studies of prevalence rates of these diseases in the general
population based on postal questionnaires and surveys are
available in several countries™, while studies of incidence

. 3.1+
rates are qulte rare

Several factors other than the limitations mentioned may

explain the low rates of IBS and dyspepsia found on Crete. It

is important to note that in the Greek healthcare system,
patients may contact a specialist without a referral from the
primary care physician, and severe cases could be lost. In
rural areas of Greece, patients who are experiencing only
minor symptoms are more likely to consult the local non-
specialized physician, who visits their Vﬂlage weekly, instead
of trav clling to healthcare centres or to distant urban
specialized doctors. Therefore, the primar_v—care ph_vsiciaus
working at the healthcare centres can only diagnose IBS when
a patient, with unexplained symptoms, becomes poly-
symptomatic, has experienced symptoms for a long time or
has been referred by the local doctor for further
investigation. This could mean that FD and IBS in the Cretan
rural environment have a minor s_vmptomamlogy and are,
therefore, not as troublesome for the \vellbeing of patients as
elsewhere. Other possible explanations for the relatively low
rates of dyspepsia and IBS may be found in the socio-cultural
environment and the Meditertanean diet. The traditional
lifestyle and the concept of stress on rural Crete differ from
what is common in Northern and Western Europe today.
Also, nutritional factors could be of importance, with the
Mediterranean diet favourable. These aspects and their
positive impact on GI problems need further investigation in

future studies.

In this study, IBS was found to be more common among
people aged G5vears and older. This differs from
epidemiological studies reporting that the prevalence of IBS

5,1

declines with agtl £ However, one stud}' suggests that IBS
may remain a common Gl illness even in the agedﬁ. Our
ﬁn(lings Tequire further discussion of and amlysis of the
prevalence and d.iagnosis pattern of [BS among the elderly. In
the present study the occwrrence of IBS was significautly
highcr among womien than men, which is in accord with

. . 318
Pre\'lOl‘lS StUdJES .

There is also some evidence in the literature that there is an
increased risk of IBS after an episode of infective
g‘lsn'ocntn'iﬁs”’m. In a study of 386 patients with a bacterial-
confirmed  gastroenteritis  who were swveyed by a
questionnaire 6 months after the infective episode, it was

found that 7% had developed IBS™. In another study from the
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Occurrence rates of gastroenteritis per 1000 person-years by gender and for those over the age of

14 years
Gastroenteritis Occurrence rate per 1000 person-years

Age groups Female Male Total
(years) (n = 467) (n=448) (n=915)

n Rate n Rate n Rate
15-24 87 8.1 90 7.6 177 7.9
25-39 91 7.6 96 6.8 187 7.2
4054 67 5.4 62 4.9 129 5.1
5564 50 +.7 52 5.3 102 5.0
65-79 104 7.5 106 9.3 210 8.3
=280 68 133 42 10.4 110 12.0
Observed 7.2 7.0 7.1
Odds Ratio (OR) 1.08
Women/men
95 9% CI 0.90-1.29

Table 4: Occurrence rates of dyspepsia per 1000 person-years by gender and for those over the age of 14 years

Dyspepsia Occurrence rate per 1000 person-years

Age groups Female Male Total
(years) (n = 186) (n=164) (n = 350)

n Rate n Rate n Rate
15-24 25 23 20 1.7 45 2.0
25-39 23 1.9 39 28 62 24
40-54 26 2.1 27 2.1 53 2.1
5564 25 2. 14 1.4 39 1.9
65-79 62 5 46 4.0 108 4.3
=80 25 9 18 45 43 4.7
Observed 2.9 26 2.7
0Odds Ratio (OR) 1.16
Women/men
95 % CI 0.92-1.47
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Table 5: Occurrence rates of irritable bowel syndrome per 1000 person-years by gender and for those over the

age of 14 years

Irritable Bowel Syndrome Occurrence rate per 1000 person-years
Age groups Female Male Total
(years) (n =82) (n=42) (n=124)
n Rate n Rate n Rate
15-24 8 0.7 4 0.3 12 0.5
25-39 5 0.4 9 0.6 14 0.5
40-54 17 1.4 8 0.6 25 1.0
55-64 18 1.7 5 0.5 23 1.1
65-79 27 2.0 10 0.9 37 1.5
>80 7 1.4 6 1.5 13 1.4
Observed 1.3 0.7 1.0
0Odds Ratio (OR) 2.04
‘Women/men
95 % CI 1.39-3.00

The observed total occurrence rate for dyspepsia was 2.7 per
1000 person-vears in the studied population. An increased
rate of dyspepsia was seen among those over the age of
65 years. Men in the age group of 25-39 vears had a higher
rate of dyspepsia compared with women in the same age-
group. A similar but opposite trend was seen among women
in the age-group of 55-64 years. In this population, women
tended to have a shghtl}' higher, but not statistically

significant higher, rate of dyspepsia than men (p = 0.20).

In this popuhtion. the observed total occurrence rate of IBS
was 1.0 per 1000 person-years. IBS increased with ad\'ancing
age. Approximately 40% of all the IBS cases occurred among
those over the age of 65years. Women had a higher
occwrrence rate of IBS with OR =2.04 (CI1.39-3.00;
p = 0.0002).

Discussion

This study resulted in a database for the rural Cretan setting
where a computerized medical system is still in progress. All
consultations during the 4year period, hard copy or

computerized, were reg‘isrered in the database. Available

sources of information were searched, inclucling health cards
and handwritten records that were still in use in most health

centres.

Several methodological flaws abstructed a correct estimate of
occwrrence rates of FD, IBS and gastroenteritis. The
diagnoses of these GI diseases were made retrospectively on
the basis of clinical records obtained by physicians. There was
a great variation in diagnoses used by the local physicians and
scant information on the patients' symptoms and type of
treatment. Although this variety of diagnoses and scant
information available in medical records could be explaiued
b_v the high number of non—specia]ized young physic'ians, they
have grossly limited the outcome of the study and raised
some doubts about the validity of the data source. We can
also speculate that the lack of use of specific diagnostic
criteria by the local physicians could explain the variety of
labels used for functional gastrointestinal disorders, although
such a statement is not validated by the findings of this study.
However, this is not unique for Cretan phvsicians. Ina
questionnaire study from the UK it was found that only 12%
of GPs had heard of the Rome Criteriall for diagnosis of
functional gastrointestinal disorders and only 3% used them®.

Despite the GPs unfamiliarity with diagnosﬁc criteria for IBS,
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their diagnoses of the condition was in close agreement with
that of a speciahstg‘m. A Norwegian study among GPs also
revealed poor use of the Rome Criteria Il in the diagnosis of
IBs*,

Our study was also based on available medical records; a
population-based survey may have provided different figures.
The term FD might have been misleading because no
en&oscop_v investigations were Perfonned‘ For that reason,
the patients identified with upper abdominal problems were
classified as dyspepsia cases, taling into account that ulcer
and gastroesophageal reflux cases could be included. It was
uncertain to what extent endoscopy was used in diagnosing of
ED and IBS but the impression was that it played a minor

role.

Although we made a 4 year retrospective review of all the
medical records of the PHC centres in the defined areas, it
was difficult to classify the cases as prevalent or incidental.
This problem has also been found in other studies throughout
the primary care setring“. Therefore, we chose to classify the
cases in this report as occurrence rates. The cases
documented are regarded as new cases, but some might have

had a previous history of the disease.

One of the main findings of this study is the high occurrence
of gastroenteritis cases and the relatively low occurrence of
dyspepsia and IBS in comparison with other studies.
Prevalence studies of functional gastrcintestiml disorders in
Western societies have shown that between 8%-23% of
adults have IBS or other functional gastrointestinal symptoms,
and that approximately 60%-70% of thesc are women™"*
The number of IBS patients in our study was small (5.5%).
Some studies have reported that only 25%-60% of individuals
suffering from IBS symptoms see a physic:ian for their illness’.
Studies of prevalence rates of these diseases in the general
population based on postal questionnaires and surveys are
available in several countries™, while studies of incidence

. 3.1+
rates are qulte rare

Several factors other than the limitations mentioned may

explain the low rates of IBS and dyspepsia found on Crete. It

is important to note that in the Greek healthcare system,
patients may contact a specialist without a referral from the
primary care physician, and severe cases could be lost. In
rural areas of Greece, patients who are experiencing only
minor symptoms are more likely to consult the local non-
specialized physician, who visits their Vﬂlage weekly, instead
of trav clling to healthcare centres or to distant urban
specialized doctors. Therefore, the primar_v—care ph_vsiciaus
working at the healthcare centres can only diagnose IBS when
a patient, with unexplained symptoms, becomes poly-
symptomatic, has experienced symptoms for a long time or
has been referred by the local doctor for further
investigation. This could mean that FD and IBS in the Cretan
rural environment have a minor s_vmptomamlogy and are,
therefore, not as troublesome for the \vellbeing of patients as
elsewhere. Other possible explanations for the relatively low
rates of dyspepsia and IBS may be found in the socio-cultural
environment and the Meditertanean diet. The traditional
lifestyle and the concept of stress on rural Crete differ from
what is common in Northern and Western Europe today.
Also, nutritional factors could be of importance, with the
Mediterranean diet favourable. These aspects and their
positive impact on GI problems need further investigation in

future studies.

In this study, IBS was found to be more common among
people aged G5vears and older. This differs from
epidemiological studies reporting that the prevalence of IBS

5,1

declines with agtl £ However, one stud}' suggests that IBS
may remain a common Gl illness even in the agedﬁ. Our
ﬁn(lings Tequire further discussion of and amlysis of the
prevalence and d.iagnosis pattern of [BS among the elderly. In
the present study the occwrrence of IBS was significautly
highcr among womien than men, which is in accord with

. . 318
Pre\'lOl‘lS StUdJES .

There is also some evidence in the literature that there is an
increased risk of IBS after an episode of infective
g‘lsn'ocntn'iﬁs”’m. In a study of 386 patients with a bacterial-
confirmed  gastroenteritis  who were swveyed by a
questionnaire 6 months after the infective episode, it was

found that 7% had developed IBS™. In another study from the
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Table 5: Occurrence rates of irritable bowel syndrome per 1000 person-years by gender and for those over the

age of 14 years

Irritable Bowel Syndrome Occurrence rate per 1000 person-years
Age groups Female Male Total
(years) (n =82) (n=42) (n=124)
n Rate n Rate n Rate
15-24 8 0.7 4 0.3 12 0.5
25-39 5 0.4 9 0.6 14 0.5
40-54 17 1.4 8 0.6 25 1.0
55-64 18 1.7 5 0.5 23 1.1
65-79 27 2.0 10 0.9 37 1.5
>80 7 1.4 6 1.5 13 1.4
Observed 1.3 0.7 1.0
0Odds Ratio (OR) 2.04
‘Women/men
95 % CI 1.39-3.00

The observed total occurrence rate for dyspepsia was 2.7 per
1000 person-vears in the studied population. An increased
rate of dyspepsia was seen among those over the age of
65 years. Men in the age group of 25-39 vears had a higher
rate of dyspepsia compared with women in the same age-
group. A similar but opposite trend was seen among women
in the age-group of 55-64 years. In this population, women
tended to have a shghtl}' higher, but not statistically

significant higher, rate of dyspepsia than men (p = 0.20).

In this popuhtion. the observed total occurrence rate of IBS
was 1.0 per 1000 person-years. IBS increased with ad\'ancing
age. Approximately 40% of all the IBS cases occurred among
those over the age of 65years. Women had a higher
occwrrence rate of IBS with OR =2.04 (CI1.39-3.00;
p = 0.0002).

Discussion

This study resulted in a database for the rural Cretan setting
where a computerized medical system is still in progress. All
consultations during the 4year period, hard copy or

computerized, were reg‘isrered in the database. Available

sources of information were searched, inclucling health cards
and handwritten records that were still in use in most health

centres.

Several methodological flaws abstructed a correct estimate of
occwrrence rates of FD, IBS and gastroenteritis. The
diagnoses of these GI diseases were made retrospectively on
the basis of clinical records obtained by physicians. There was
a great variation in diagnoses used by the local physicians and
scant information on the patients' symptoms and type of
treatment. Although this variety of diagnoses and scant
information available in medical records could be explaiued
b_v the high number of non—specia]ized young physic'ians, they
have grossly limited the outcome of the study and raised
some doubts about the validity of the data source. We can
also speculate that the lack of use of specific diagnostic
criteria by the local physicians could explain the variety of
labels used for functional gastrointestinal disorders, although
such a statement is not validated by the findings of this study.
However, this is not unique for Cretan phvsicians. Ina
questionnaire study from the UK it was found that only 12%
of GPs had heard of the Rome Criteriall for diagnosis of
functional gastrointestinal disorders and only 3% used them®.

Despite the GPs unfamiliarity with diagnosﬁc criteria for IBS,
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their diagnoses of the condition was in close agreement with
that of a speciahstg‘m. A Norwegian study among GPs also
revealed poor use of the Rome Criteria Il in the diagnosis of
IBs*,

Our study was also based on available medical records; a
population-based survey may have provided different figures.
The term FD might have been misleading because no
en&oscop_v investigations were Perfonned‘ For that reason,
the patients identified with upper abdominal problems were
classified as dyspepsia cases, taling into account that ulcer
and gastroesophageal reflux cases could be included. It was
uncertain to what extent endoscopy was used in diagnosing of
ED and IBS but the impression was that it played a minor

role.

Although we made a 4 year retrospective review of all the
medical records of the PHC centres in the defined areas, it
was difficult to classify the cases as prevalent or incidental.
This problem has also been found in other studies throughout
the primary care setring“. Therefore, we chose to classify the
cases in this report as occurrence rates. The cases
documented are regarded as new cases, but some might have

had a previous history of the disease.

One of the main findings of this study is the high occurrence
of gastroenteritis cases and the relatively low occurrence of
dyspepsia and IBS in comparison with other studies.
Prevalence studies of functional gastrcintestiml disorders in
Western societies have shown that between 8%-23% of
adults have IBS or other functional gastrointestinal symptoms,
and that approximately 60%-70% of thesc are women™"*
The number of IBS patients in our study was small (5.5%).
Some studies have reported that only 25%-60% of individuals
suffering from IBS symptoms see a physic:ian for their illness’.
Studies of prevalence rates of these diseases in the general
population based on postal questionnaires and surveys are
available in several countries™, while studies of incidence

. 3.1+
rates are qulte rare

Several factors other than the limitations mentioned may

explain the low rates of IBS and dyspepsia found on Crete. It

is important to note that in the Greek healthcare system,
patients may contact a specialist without a referral from the
primary care physician, and severe cases could be lost. In
rural areas of Greece, patients who are experiencing only
minor symptoms are more likely to consult the local non-
specialized physician, who visits their Vﬂlage weekly, instead
of trav clling to healthcare centres or to distant urban
specialized doctors. Therefore, the primar_v—care ph_vsiciaus
working at the healthcare centres can only diagnose IBS when
a patient, with unexplained symptoms, becomes poly-
symptomatic, has experienced symptoms for a long time or
has been referred by the local doctor for further
investigation. This could mean that FD and IBS in the Cretan
rural environment have a minor s_vmptomamlogy and are,
therefore, not as troublesome for the \vellbeing of patients as
elsewhere. Other possible explanations for the relatively low
rates of dyspepsia and IBS may be found in the socio-cultural
environment and the Meditertanean diet. The traditional
lifestyle and the concept of stress on rural Crete differ from
what is common in Northern and Western Europe today.
Also, nutritional factors could be of importance, with the
Mediterranean diet favourable. These aspects and their
positive impact on GI problems need further investigation in

future studies.

In this study, IBS was found to be more common among
people aged G5vears and older. This differs from
epidemiological studies reporting that the prevalence of IBS

5,1

declines with agtl £ However, one stud}' suggests that IBS
may remain a common Gl illness even in the agedﬁ. Our
ﬁn(lings Tequire further discussion of and amlysis of the
prevalence and d.iagnosis pattern of [BS among the elderly. In
the present study the occwrrence of IBS was significautly
highcr among womien than men, which is in accord with

. . 318
Pre\'lOl‘lS StUdJES .

There is also some evidence in the literature that there is an
increased risk of IBS after an episode of infective
g‘lsn'ocntn'iﬁs”’m. In a study of 386 patients with a bacterial-
confirmed  gastroenteritis  who were swveyed by a
questionnaire 6 months after the infective episode, it was

found that 7% had developed IBS™. In another study from the
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their diagnoses of the condition was in close agreement with
that of a speciahstg‘m. A Norwegian study among GPs also
revealed poor use of the Rome Criteria Il in the diagnosis of
IBs*,

Our study was also based on available medical records; a
population-based survey may have provided different figures.
The term FD might have been misleading because no
en&oscop_v investigations were Perfonned‘ For that reason,
the patients identified with upper abdominal problems were
classified as dyspepsia cases, taling into account that ulcer
and gastroesophageal reflux cases could be included. It was
uncertain to what extent endoscopy was used in diagnosing of
ED and IBS but the impression was that it played a minor

role.

Although we made a 4 year retrospective review of all the
medical records of the PHC centres in the defined areas, it
was difficult to classify the cases as prevalent or incidental.
This problem has also been found in other studies throughout
the primary care setring“. Therefore, we chose to classify the
cases in this report as occurrence rates. The cases
documented are regarded as new cases, but some might have

had a previous history of the disease.

One of the main findings of this study is the high occurrence
of gastroenteritis cases and the relatively low occurrence of
dyspepsia and IBS in comparison with other studies.
Prevalence studies of functional gastrcintestiml disorders in
Western societies have shown that between 8%-23% of
adults have IBS or other functional gastrointestinal symptoms,
and that approximately 60%-70% of thesc are women™"*
The number of IBS patients in our study was small (5.5%).
Some studies have reported that only 25%-60% of individuals
suffering from IBS symptoms see a physic:ian for their illness’.
Studies of prevalence rates of these diseases in the general
population based on postal questionnaires and surveys are
available in several countries™, while studies of incidence

. 3.1+
rates are qulte rare

Several factors other than the limitations mentioned may

explain the low rates of IBS and dyspepsia found on Crete. It

is important to note that in the Greek healthcare system,
patients may contact a specialist without a referral from the
primary care physician, and severe cases could be lost. In
rural areas of Greece, patients who are experiencing only
minor symptoms are more likely to consult the local non-
specialized physician, who visits their Vﬂlage weekly, instead
of trav clling to healthcare centres or to distant urban
specialized doctors. Therefore, the primar_v—care ph_vsiciaus
working at the healthcare centres can only diagnose IBS when
a patient, with unexplained symptoms, becomes poly-
symptomatic, has experienced symptoms for a long time or
has been referred by the local doctor for further
investigation. This could mean that FD and IBS in the Cretan
rural environment have a minor s_vmptomamlogy and are,
therefore, not as troublesome for the \vellbeing of patients as
elsewhere. Other possible explanations for the relatively low
rates of dyspepsia and IBS may be found in the socio-cultural
environment and the Meditertanean diet. The traditional
lifestyle and the concept of stress on rural Crete differ from
what is common in Northern and Western Europe today.
Also, nutritional factors could be of importance, with the
Mediterranean diet favourable. These aspects and their
positive impact on GI problems need further investigation in

future studies.

In this study, IBS was found to be more common among
people aged G5vears and older. This differs from
epidemiological studies reporting that the prevalence of IBS

5,1

declines with agtl £ However, one stud}' suggests that IBS
may remain a common Gl illness even in the agedﬁ. Our
ﬁn(lings Tequire further discussion of and amlysis of the
prevalence and d.iagnosis pattern of [BS among the elderly. In
the present study the occwrrence of IBS was significautly
highcr among womien than men, which is in accord with
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There is also some evidence in the literature that there is an
increased risk of IBS after an episode of infective
g‘lsn'ocntn'iﬁs”’m. In a study of 386 patients with a bacterial-
confirmed  gastroenteritis  who were swveyed by a
questionnaire 6 months after the infective episode, it was

found that 7% had developed IBS™. In another study from the
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Abstract

Background: Persons with Irritable bowel syndrome (IBS) are seriously affected in their everyday
life. The effect across different cultural settings of IBS on their quality of life has been little studied.
The aim was to compare health-related quality of life (HRQOL) of individuals suffering from IBS in
two different cultural settings; Crete, Greece and Linképing, Sweden.

Methods: This study is a sex and age-matched case-control study, with n = 30 Cretan IBS cases
and n = 90 Swedish IBS cases and a Swedish control group (n = 300) randomly selected from the
general population. Health-related quality of life, measured by SF-36 and demographics, life style
indicators and co-morbidity, was measured.

Results: Cretan IBS cases reported lower HRQOL on most dimensions of SF-36 in comparison
to the Swedish IBS cases. Significant differences were found for the dimensions mental health (p <
0.0001) and general health (p = 0.05) even after adjustments for educational level and co-morbidity.
Women from Crete with IBS scored especially low on the dimensions general health (p = 0.009)
and mental health (p < 0.0001) in comparison with Swedish women with IBS. The IBS cases, from
both sites, reported significantly lower scores on all HRQOL dimensions in comparison with the
Swedish control group.

Conclusion: The results from this study tentatively support that the claim that similar individuals
having the same disease, e.g. IBS, but living in different cultural environments could perceive their
disease differently and that the disease might affect their everyday life and quality of life in a different
way. The Cretan population, and especially women, are more seriously affected menally by their
disease than Swedish IBS cases. Coping with IBS in everyday life might be more problematic in the
Cretan environment than in the Swedish setting.
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Background

Irritable bowel syndrome (IBS) is a functional disorder of
the gastrointestinal tract and a quite common digestive
disease in the general population frequently diagnosed in
general practice [1]. IBS is widespread in all societies and
socio-economic groups. For most patients, it is a chronic
condition often with severe consequences [2]|. There is
strong evidence in previous studies that persons with 1BS
reveal impaired health-related quality of life [3-5].
Although this disease is not life threatening, patients with
IBS seem to be seriously affected in their everyday life |6-
9].

In assessing the impact of a (chronic) disease such as IBS
on sense of wellbeing and daily functioning, patient-cen-
tred outcome data of health-related quality of life
(HRQOL) are essential [10-12]. Previous studies of the
impact of IBS on quality of life have either used generic
health-related quality of life measurements, such as 5F-36,
or IBS-specific HRQOL instruments [9,13-15]. Disease-
specific measures are especially used in clinical trials,
while generic HRQOL measures are designed to evaluate
aspects that are applicable to a population and therefore
can provide a basis for comparisons with data from the
general population [9,16].

Asimilarity concerning IBS patient's reports of their symp-
toms has been revealed in the sense that the patterns of GI
symptoms seem to be similar across the Western cultures
[17]. But, how are these symptoms and discomforts per-
ceived by those affected? What is the impact on quality of
life in different cultural settings? Are there any cultural dif-
ferences in this respect? In a comparative study of HRQOL
between the UK and the US, it was found that 1BS had a
significant impact on quality of life in both countries, but
that this impact appeared to be greater in the UK than in
the US [2]. In a study in the US of racial differences in rela-
tion to IBS, similar HRQOL was found between white and
non-white IBS patients [18]. In general, some research
suggests that cultural differences have an impact on the
daily activities and quality of life of the IBS patients, but
this has not been studied extensively.

The aim of this study was to use the SF-36 questionnaire
to compare health-related quality of life of individuals
suffering from irritable bowel syndrome in two different
European cultural settings.

Methods

Study design

The design of this study is a matched case-control study,
with two different groups of cases, IBS cases from rural
and semi-rural villages on Crete, Greece, and IBS cases
from the city of Linképing, Sweden. The criteria for iden-
tifying the cases and creating the databases were the same

http:/fwww.hglo.com/content/4/1/21

in the Greek and the Swedish settings. In primary care, the
severity of the IBS disease could vary from mild and mod-
erate to severe. In addition to the identified cases, a Swed-
ish control group of non-IBS cases was randomly selected
from the general population in the same Swedish region.

The Greek group

Thirty cases with a diagnosis of IBS in the age groups
between 17 and 65 years were identified through medical
records at three health care centres on Crete. These 30 IBS
cases are all actual cases in the age-group 17-65 years
from a previous established IBS database with cases iden-
tified in a four-year retrospective survey of gastrointestinal
problems in the population on Crete, which is reported
elsewhere [19]. A medical doctor invited these 30 IBS
cases to participate in an interview concerning health-
related quality of life (the SF-36 questionnaire), demo-
graphics, life style indicators, gastrointestinal and other
co-morbidity.

The Swedish group

The Swedish IBS cases and control group were matched
for gender and age with the Cretan IBS cases. Each Cretan
IBS case was matched following the data collection with
three Swedish IBS cases (3:1) and with 10 Swedish control
group (10:1) from the general population. The Swedish
IBS cases and control group were randomly selected from
a large, previously established database consisting of N =
723 IBS cases and N = 4500 individuals from the general
population. This database is based on the results of a five-
year retrospective survey of diagnosed IBS cases identified
through medical records at three health care centres in the
city of Linképing located in the south-east region of Swe-
den [20]. In this study, a postal questionnaire, including
8F-36, demographics, lifestyle indicators, gastrointestinal
and other co-morbidity were used. The questionnaire was
also sent to a random sample of the general population in
the same region. The response rate was 71% for the IBS
cases and 63% for the general population.

Data collection

The same version of the generic health-related quality of
life measure Short Form 36 (SF-36) was used in its Greek
and Swedish translated form in this study. This instru-
ment is well established and has been used extensively
used in public health studies, epidemiclogy as well as in
clinical trials [21,22]. The SF-36 includes eight multi-item
scales that evaluate the extent to which an individual's
health limits his or her physical, emotional and social
functioning: physical functioning (10 items), role limita-
tions caused by physical health problems (4 items), role
limitations caused by emotional health problems (3
items), social functioning (2 items), emotional wellbeing
(5 items), pain (2 items), energy/fatigue (4 items), and
general health perceptions (5 items). All questions asked
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Table I: Comparison of demographically data and life style indicators between Cretan and Swedish |BS cases and between all IBS

cases (from both sites) and Swedish control group

Cretan IBS Cases (n = 30)
n % n

Swedish IBS cases (n = 90)

%

Swedish control group (n = 300)
P n % P

Educational
level
Primary 19
(low)
Secondary 6
High 4
school
College/ |
University
(High)
Marrital
status
Single |
Married or 20
cohabiting
Divorced 8
ar widow
Occupation
al situation
Full or I
part-time
Student, 19
on sick
leave or
unemploye
d, etc
Smoking
habits
Daily
smoker
Mon- 22
smoker
Insomnia
Yes 7
No 23
Experience
d daily
stress
Very often I3
or Often
Seldom or 14
Never

63.3 18

200 23
133 16

33 10
700 67

267 12

367 64

633 26

733 a2

233 55
767 35

533 55

467 31

20.0

25.6
178

36.7

12
75.3

13.5

711

289

89

9Ll

6Ll
389

64.0

36.0

< 0.0001 < 0.0001
64 214

68 n7
54 18.1

13 78

0.14 0.20

3 121
225 755

0.001 < 0.0001
220 736

79 264

0.01 0.05

43 147

249 853

< 0.0001 0.001
143
153

483
517

0.30 < 0.0001

9% 17

189 66.2

concerned the previous four weeks, with the exception of
an additional item that assesses change in the respond-
ent's health over the preceding year. Responses to the SF-
36 were transformed into a standard scale ranging from 0,
the worst possible score, to 100, the best possible score
[23].

In addition to the HRQOL instrument, the subjects on
Crete and in Sweden answered questions concerning
demographics such as educational level and civil status.
Additionally, some life style indicators such as smoking
habits (daily smoker vs. non-smoker) were measured. In
the group non-smokers ex-smokers could also be

4.3ulAtnon

included. The variable insomnia was based on a question
of how often the respondent felt they had had difficulty in
falling asleep in the evenings. Those who reported that
they sometimes, very often or always suffered from
insomnia were regarded as having insomnia. The variable
"perceived daily stress” was based on a question about
how the respondent experienced daily stress. Data on co-
morbidity were collected in the form of self-reports and
focused on past or present occurrence of gastrointestinal
diseases and chronic diseases. Gastrointestinal co-mor-
bidity measured was: reflux, gastroenteritis, known peptic
ulcer and other gastrointestinal complaints. Co-morbidity
of other, mainly chronic, diseases measured was: coronary
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EuxapioTieg

Miocw amd k&Be pag BAua OTTWS Kai TTiocw atrd auth TN dIaTpIRR UTTdpXouv
TToANoi dvBpwTTol TTou dueca f Euueca emnpéacav Tnv Tropeia TG OAoug
auToug Toug avBpwTToug BEAW 0 auTO TO ONUEIO va EUXAPIOTACW.

©a ABeAa va gekiviiow aTTd TOug yoveig Jou Z1TUpo kal EAévn Toug otroioug
EUYVWHOVW YIa TV aydTrn Toug Kal T 0TACN Toug OAA auTd Ta Xpovia. Xwpig
TN ouuTrapdoTacn Toug TiTroTa dev Ba nTav e@ikTd. Eivar rédvra kovta pou,
TTAVTA UTTOOTNPIKTEG TWV ATTOQPACEWY JoU Kal N pévn Toug aywvia gival av
auToO TToU €TTIAEYW ME KAVEl Xapoupevn Kal dev PAATITEI Kavéva cuvAvBpwTTO.
Tov adep@pd pou TMdavvn, KatmmeTdvio oTo €mMAyyeAPa Kal otn {wh Mou,
EUXOPIOTW Via Tn OIOKPITIK) TOU TTPOCTACia OTa Brijuara Pou Kail yia Tnv
evBdppuvaon va avoifw TTAATIA Ta TTavid Jou, va TOAPNow VEEG «BANACOEG
KAl OTEPIEG». EuxapioTw Kal TNV OUOPEPN OIKOYEVEID TOU TTOU OTTOTEAEI TTNYNA
EUTTVEUONG KOl YOARVNG.

Tnv TTopeia autrig NG diatpIfrg TN xdpage o KabnynTAg Kal SAOKAAOG HoU K
Xpnotog AlovAg, odnydg OTnv  EMOTNMOVIKN Kal nNOIKA TTAEupd Twv
TTPAYHATWY onUATodOTNG TWV ETTIAOYWYV KAl TWV ATTOTEAECUATWY pou. Eva
OAOKAAO OEV APKEI VA TOV EUXOPIOTACEIG MIA QOPE aAAG KaBnuepivd oe OAn
oou Tn Cwn, atmodeIKvUovVTag OTI O OTTOPOG TTOU ECTTEIPE NTAV OE TOTTO KAAO
Kal atrédwaoe KapTroug. 10 MavemoTtAuio KpATng €1ofxOnka YeTd amo TIg
TaveAAnvieg €€eTdoelc Tou 1993, kal atmd Ta TTPWTA PaBApaTa TNG Zxéong
MNatpou AcBevolg kai Tng KoivwvikAg latpikng (We Toug Kk AlovA) XpARoTo Kal
KouTtn Avtwvn) pgou dnpioupynBnke n €mmBupia yia pia oOMIOTIKA TTPOCEYYION
Tou aoBevoug kal Tou TTEPIBAAAOVTOG TOu, TTOU HE TPOQOOOTNOE KAl HE
odnynoe otn levikn latpikr kal TeAikd 1o 2001 oTnv ekTTdVNON TNG TTAPOUCOG
OI0AKTOPIKAG BIOTPIRNG.

Eutixnoa va £xw og auth Tn diatpifr cuvemBAémovTa Tov Kabnyntr k. HAia
KoupoUuaAn oTtov oTroio B6Aw va ek@pdow TIG €UXAPIOTIEG MOU YIO TN
oTaBepn TTapoUCia Tou Kal Ta onuavTika TTavta oxoAia tou. Tig Bepuég pou
euxXapIoTieg ek@palw Kkail otov AvatrAnpwtr) Kabnynm K. lwévvn Moulg,
eTTiong CUVETTIBAETTOVTO KABNYNTA TTOU UE TO EVOIAQEPOV KOl TIG UTTODEIEEIG
ToU BeATILWOBNKE TO £pyO QUTO.

270 TEAEUTAIO ONUAVTIKG TUAMO TWV avaAloewy KaBopIaTikh ATav n Bondcia
¢ K. lwavvag Mooxavdpéa, ETrikoupng kaBnyATtplag, Tnv  oTroia
EUYVWHOVW YIa TO TTNYaio evoIapEéPoV TNG.
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Euxapiotieg Ba ABsAa va ek@pdow TIPOG TOUG YIOTPOUG, MOVIPOUG Kal
QypoTIKOUG KOTA Tnv TTEPiodo Tng MEAETNG Kal TOug €PyalOPEVOUG TwV
Kévtpwv Yyeiag Avwyeiwv, NeatrdAewg, lMepduatog kal ZTTnAiou Kal Tou
Mepipepeiakou latpeiou Apxavwy. [81aiTepeg euxapioTieg yia TN BorBeia Toug
oToug KK: Avactacia Pwuavidou paia tou KY ZtnAiou, yia TIG aTeAEiwTeS
WPEG «&eokoviopatog» Twv QakéAwv, Mapia MtraBiavakn lMeviké latpd
empeAnTpIa aTto Tl Apxavwy, yia TO KATATTANKTIKO aUoTnua apxeiob<tnong
mmou éxel, NikOAao AvTwvakn Mevikd latpd emueAnti KY Avwyeiwv, yia
OTATIOTIKA avAAucon Kal TNV UTTOPOVETIKF) TOU 0TAoN OTIG TOOEG ATTOPIEG YOV,
Aviwvio Mmrarika, Mevikd latpd EmpeAnty KY Mepdpatog, yiati €ixe €va
XWPO NoUXo TTavta yia va douAelw, Mdpio Xat¢napoévn, AleuBuvtr) MeviKAg
latpikig oto Noookopeio KY NeatroAewg, yia TNV APéPIOTN CUUTTAPGOTACN
Tou O¢ OAeg TIG OuokoAlieg. Emiong Ba ABeAa va euxaplioTHow TOug
ouvadél@oug kk Karrikn, Bapkapdkn, PoBiBn kal AouAyepdkn Kai Tnv Kupia
Avva [letpdkn yia 1n BorBeia Toug TOCO OTNV €pyacia 60O Kal OTIG
METOKIVAOEIS pou. 'Eva peydAo euxapiotw otn @iAn pou KovBia KovduAn
TToU OXI HOvVo BorBnoe oTn cuAAoyn Twy dedopévwy Kal TN SIaPovI] HOU KaTd
TN S1dpKeIa TG MEAETNG OAAG aTTOTEAECE KAl QTTOTEAE TTAPABEIYHA ETTIMOVAG
Kl UTTOJOVIG.

2Toug aoBeveic Twv TTEpIOXWY  €uBOvnNg Twv Kévipwv Yyeiag Tou
TTPoAva@EPBNKAY Kal EKEIVWV TTOU CUMMETEIXAV aTnNV oudda eAéyxou, OPEiAw
guyvwuoouvn, yiati dvoifav TIg TTOPTEG TwWV CTITILOV TOUG KAl TNG KApOIAg
Toug, OivovTtag pou peydAa padruata Tmou e BonBouv aTnv KaBnuepIvh
daoknon NG I0TPIKAG.

MoAAéG euxaploTieg otn ouvadehgo pou EuayyeAdia Aadoukdkn, oto [l
Mupyou yia mn cuptmapdoTtaon TNG Ta TeAeuTaia 3 Xpodvia.

Aev Ba TTapaAsipyw va ekQPAcw TIG EUXAPIOTIEG WOU Kal 0TOUG Zoundoug
ouvepydrteg: Tov kabnynti Erik Trell, Tov kabnynti Tomas Faresjd, Tn
ouduyo Tou Kal ouv-cuyypagéa Ashild Faresjo kal Tnv k6pn Toug Rebecca,
yla Tn ouvepyaoia kai T @IAogevia Toug.  Tng kKaBnyAtpieg KK Saga
Johansson kai Mari Ann Wallander yia tnv kaBodriynon Toug. X1n Berit
Wandergard ypapuatéa, yia tnv utmodoxn Tng oTto [MavemoTAPIo Tou
Linkdping. ZTtov ouvddeA@o kal kKaAd yiatpd Apyupn Apyupiou yia Tnv
kabodnynon Tou o€ €va &évo oUOTNUO UYEIOG KOl VOOTPOTTIAG. ZTNV Kupia
Leana Trell kal oToug T6TE OUVEPYATEG OTO KEVTPO uyeiag Tou Ryd, tmou
HolpdoTnKav TIG YVWOEIG KAl TIG EMTTEIPIEG TOUG.
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>Toug ayatrnuévoug @iloug pou Yvonne Lowert kai Jerker Karlen kai Tig
OIKOYEVEIEG TOUG €va JEYAAO EUXAPIOTW, XWPIG auToUG N TTAPAUOVH HOU OTNn
2oundia Ba ATav axpwun.

Tnv kupia Maipn Alovp Ba nBeAa va euxapioTACW E€TTioONG, yia TNV
TPUPEPATNTA KaI TN CUPTTEPAOTACT TNG OAA AUTA Ta XPOVIA.

Oa Atav TApPAAEIPn va PNV €UXOPIOTACW TN YPOMUATEQ TOU TOMEQ
Koivwvikig latpikrig k. Mapia Avdpiavdakn yia 1o XauOyeAo TNV guyéveia Kal
Ta 15 Xpdvia SIakpITIKAG evBdppuvong.

MNa tnv oAokApwon autoU Tou TOPoU Bornénoav n ayamnuévn Hou @iAn
Maopia Kagetdr}, 816pOwon yoAAIKAG TePIANWNG Kal n  Kupia Mapia
KoupAeTdkn, @IAOAOYIKA eTTIHEAEI EAANVIKOU KEINEVOU, TIG OTTOIEC EUXOPIOTW
TTOAU.

2€ OAeG TIGC DUOKOAEG OTIYMEG QUTAG TNG SIOdPOUNAG Eixa TNV TUXN va £Xw
OiTTAa pou 10 OUQUyo pou, MNWPYOD. & €UXAPIOTW YA TNV KaTavonon Tnv
TPAdTNTA KAl TO XauOyeAO, TTOU Pou Xapilelg 6Aa autd Ta Xpovia, KavovTag
OMOPYPOATEPN KABE AoXNKN MOU PéPQ.

O¢éAw atrd KapdIAG va eUXAPIOTACW Kal TNV OIKOYEVEIQ TOU (TNV TTEBEPA Pou
BaoiAgia kai Tov kouviado pou Mapivo), TTou TTapd TIG TOOEG TTPOCWTTIKEG
TAAQITTWPIEG JE TNV UYEIa TOUG, TTAVTA JOU CUUTTOPACTEKOVTAV E TOV TPOTTO
TOUG.

KAgivovTag 1o TURUa autd BEAwW va eKppAcw TNV EUyVwHPooUvn Pou o€ évav
GvOpwWTTO TTOU OTABNKE TIVEUMATIKOG KaBodnyntrg pou atmd 10 1993, Tov
Kabnynti EAAnvikAg kai Pwpaikng 1otopiag Tou [lavemoTtnuiou Tng
Taopaviag, Donald Walter Knight. «E@uye» oTig¢ 12 AtrpiAiou 2008, o€ nAikia
79 €TWyv, META aTTd TTOAUETEIG HAXES ME ETTWOUVEG VOOOUG XWPIS va xdoel Tn
dlalyela TNG oKEWNG TOU Kal TO €vBIAQEPOV TOU Yia Toug avBpwTtroug. Ta 15
Xpovia @iAiag padi Tou ATav évag Bnoaupdg TTou oTTavia £X0ouv ol AvBpwTrol
Kal gV UTTopw TTapd va viwBw TIPN TToU ToV yvwpica. Oa ABeAa va ATav 6w
va &gl To TEAOG aUTAG TNG BIAdPOoUNnG TNV OTToia OTAPICE aTTd TNV TTPWTN
oTiydn. Eivar €dw yiati 8a tov kouBaAdw TTavTa OTn OKEWN WOU Kal OTa
OUVaIOBAUATA JOU. ZE EUYVWHOVW YIa OAQ.
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MepiAnyn

Eltcaywyn

O1 AsiToupylkég dlaTapaxéG Tou TTETITIKOU cuoThuaTtog (AAlM) atroteAolv pia
QIVIYMATIKA OPAda VOOWV QyVWOTOU OpYaVIKAG aITioAoyiag. XapaktnpifovTal
atmd  TTOAAOUG yIaTPOUG WG WUXOAOYIKEG OIOTAPAXEG EVW HEPIKOI  BEV
atmmodéxovTal TNV UTTapgn Toug 1 gival apvnTIKoi atrévavTl 0Toug aoBeveig e
TéTol0 cUPTITWHATA. O AAM gp@avifovtal e PeydAn ouxvoTnTa OTO YEVIKO
TANBUGPO Kal O€ 1aTpEia YEVIKAG 1aTPIKNAG. H atroucia evog e€akpifwuévou
TTABOQUGCIOAOYIKOU PNXAVIOUOU KAVEl TN XPAON dIayVWOTIKWY KPITNEIWV Kal
epwTtnUaTodoyiwv  emPRePAnuéEvVN. O1 voool autég dev €Xouv  PeAETNBEi
ekteTapéva otnv EANGSa kal €1dikdTepa otnv MNpwToRdbuia dpovrida Yyeiag
(NdY).

YKOTOG

2ko1tog TnG di1dakTopIKhG diaTpIBrg ATav va digpeuvnaoel TiIg AAIM oe Kévtpa
Yyeiag (KY) aypoTikwyv mepioxwy 1N KpAtng. Baolkdg otdyxog NG ATav va
EKTIUNBEI N ouxvoeTnTa €u@Aviong Tou 2uvdpoduou Euepebiotou Evrépou
(ZEE) ka1 Tng Aeitoupyikng AuaTreyiag (AA) oe povadeg MNAY. Etmiong otoug
OTOX0UG TNG MEAETNG, ATAv va dlgpeuvnBei N duvatdTnTa £PAPPOYAS dIEBvwvY
6|¢va0T|Ko’ov KpItnpiwv otoug 'EAANveG acBeveic kal TEAOG va eheyxBei edv
ETTNPEACETAI N TTOIOTNTA (WG TWV TTACYXOVTWY Pe ZEE.

MANOvopAC KaL pEBodot

2T MeAETn ouppeteixav 4 KY, 3 aypoTIKWwv TTEPIOXWV: AvVwyEiwv,
Mepduartog, ZtnAiou Kal éva nUIGOTIKAG TTePIoXAS, TG NedtmoAng. ETriong
oupueTeixe kai 1o TTepIpepelakd latpeio (M) Apxavwy. O TTANBUoPOS euBlvng
Twv Movadwyv autwv Atav 40081 datopa oUu@Wva PE TNV ATTOYPA® TOU
1991. ZTnv TTPWTN Q@ACN TNG MEAETNG £yIveE AvadPOMIKOG EAEYXOG OAWV TwV
OPXEIWV, NAEKTPOVIKWY Kal EVTUTTWY, yia Ta €t 1996 é¢wg 2000 (4€tn) Kai
kataypdenkav o6col aoBeveic ecixav diayvwoTtei pe ZEE, duotreyia,
QAeypovwoEIG VOOOUG TOU €VTEPOU, OEgia yaoTpevTePITIOO KOl KOIAIOKAKN,
avw Twv 15 €TWv. ZTn OUuvéXela, ol acBeveic pe TN didyvwon Tou ZEE,
KAIBnkav ag dounuévn ouvévTeugn. MNa tn cuvévTeuén XpnoipoTToindnkav Ta
Kpiripla diayvwong Manning kair Pwung I, éva epyaAgio didyvwong yia Tn
ouoTreyia TTOU OTABUIOTNKE yia TO OKOTMO autd Kal éva  €AANVIKO
gpwTtnuaToAdyio yia Tn didyvwon tou ZEE. Xpnoiyotroiiénke ermiong 10
EPWTNHATOAGYIO KTiNNONG TNG TTO10TNTAG {WNG SF-36. AcBeveic ye ZEE atrd
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auTh) TN MEAETN OouyKpPiONKav Pe opdda TTAoXOVTWY Kal PN TTAOXOVIWV WE
2EE amé 1n Zoundia, wg mpog Tnv 1To10TNTa (WNG TOUG.

Amotedéopnata

To ZEE ka1 n duotreyia BpéBnkav va gu@avifovral oe PIKPOTEPN CUXVOTNTA
atrod o1 avagépeTal o€ O1EBveig peAéteg (1/1000 dropa €Tn kai 2.7/1000 &roua
£€tn avrioTtoixa). Evromiotnkav 146 aoBeveig pe mn didyvwon Tou ZEE. Atré
auToug 67 cuppeteixav otn dopnupévn ouvévteuén. Ta kpimpia Manning
TAnpouvtav amd 69% Twv acBevwv evw Ta Kpithpia Pwung Il 32% kai
TpoTroTroINuéveg epwTAoelg yia Ta Pwpng Il 16%. H ocupgwvia Ttwv
epwtocwv Pwpung Il ye ta kpirApia Manning ATav Ttwyn (k=0.25) evw pe
Ta Pwung 1l Atav pétpia  (k=0.51). Zupmrwpara amdé TO  AVWTEPO
YOOTPEVTEPIKO, XWPIG YvwoTo €AKOG 1| GAAO TTPORANUO OTO ETTIYACTPIO, EiXxav
394 aoBeveig, ammd Toug otroioug Povo 48 (12.2%) eixav kataypagei wg
duoTreTTiKOi a1rd TOUG YyiaTpoug MAY. Ta TG avaykeg TNG MEAETNG TO
gpwWTNUATOAGYIO yia Tn d1dyvwong Tng OUCTTEWIag OTO YeVIKO TTANBUCUO
METOQPAOTNKE KAl oTaBUioTNKE oTa EAANVIKG. H TTo16TNTa CWAG Twv a0Bevwv
pe ZEE PBpéBnke eTnpeacuévn o€ aXEON HE OMAdA €AEYXOU WN TTOAOXOVTWYV
Kal o€ oxéon ue aoBeveig pe ZEE amd tn Zoundia.

LUUTEPACUATA

O1 AAIN givar ouxvég otnv MNAPY otnv EANGSa aAAG o€ pikpdTEPO Babud atmod
auTév TTou avagépetal otn diebvh BiBAloypagia. Or yiatpoi MPY de @aiveTal
va xpnoigotroiolv Ta OIEBVWG auu@wvnuéva dlayvwaoTIKA KPITAPIO Kal n
CUPQWVIa JETALU TwV dI0QOPWY KPITNPIWV Kal epwTnuaToAoyiwy didyvwong
Bpédnke va eival xaunAn, avadeikvuovtag Tnv avaykn yia xpron Alyotepo
TTOAUTTAOKWV  KpITpiwv ~ Kal  gpwTnuatodoyiwv oty MOY. Ta
EPWTNHATOAGYIO TTOU OTABMIOTNKE OTO TTAQICIO QUTAG TNG MEAETNG Kal Ol
OuokoAie¢ otnv kataypagn Twv AAM avauéveral va CUVEICQEPOUV OTNV
£peuva TTou TTPETTEl va akoAouBroel Tnv TTapouca diIdakTopikA diaTpIfn).

45



Study of the functional gastrointestinal disorders
in primary health care.

Abstract

Background

Functional gastrointestinal disorders (FGIDs) constitute an enigmatic
disease’s group of unknown organic explanation. They are characterized as
psychological disturbances and many doctors do not accept their existence
or are negative toward patients with such symptoms. The FGIDs are
presented with high frequency in the general population and in surgeries of
general medicine. The absence of a known organic mechanism makes the
use of diagnostic criteria and questionnaires inevitable. These illnesses have
not been studied extensively in Greece and more specifically in the Primary
Health Care (PHC).

Aim

The aim of this thesis was to investigate FGIDs in PHC centres of rural
regions of Crete. Main objective of this thesis was to investigate Irritable
Bowel Syndrome (IBS) and Functional Dyspepsia (FD) in PHC units. The
study also sought to explore issues of applicability of international diagnostic
criteria in the Greek patients and to reveal whether the diseases are
influencing the quality of life of patients.

Subjects and methods

In this study 4 Health Care Centers and one surgery participated, 3 in rural
regions: Anogeia, Perama, Spili and two in a semi-urban regions: Neapolis
and Archanes surgery. The population of responsibility of the PHC units was
40081 individuals according to the national consensus of 1991. The first part
of the thesis consisted of a retrospective study of all files electronic and
printed of the years 1996 to 2000 (4 years). All patients over 15, with the
diagnosis of IBS, dyspepsia, Inflammatory Bowel Diseases, acute
gastroenteritis and celiac disease were recorded. All patients that had been
diagnosed as IBS were invited to a home structured interview. The
diagnostic criteria of Manning’s and Rome Il, a tool of diagnosis for
dyspepsia that was translated and validated into Greek, for the purposes of
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this study, and existing Greek questionnaire for the diagnosis of IBS, were
used for the interview. The general questionnaire of the quality of life, SF-36
was also applied. The quality of life of IBS patients from this group was
compared with patients and no patients of IBS from Sweden.

Results

IBS and dyspepsia were found to be presented in smaller frequencies than
the reported in international studies (1/1000 patients-years and 2.7/1000
patients-years respectively). One hundred and forty six patients were
identified with the diagnosis of IBS. Sixty-Seven out of them participated in
the structured interview. The criteria of Manning were fulfiled by 69% of
patients while the criteria Rome Il by 32% and questions matching the Rome
Il by 16% of the patients. The agreement of criteria Rome Il with the criteria
of Manning was poor (k=0.25) while with Rome Il was moderate (k=0.51).
Symptoms from upper gastrointestinal tract without known ulcer or other
gastric problem, were found in 394 patients, only 48 (12.2%) of them had
been recorded as dyspepsia by the primary care doctors. The questionnaire
for the identification of dyspepsia in the general population (IDGP) was
reliably translated and validated into Greek. The quality of life of Greek
patients with IBS was found to be more influenced when compared to
patients and controls from Sweden.

Conclusion

The FGIDs are frequent in PHC in Greece but in smaller degree than that
reported in the international bibliography. Doctors in PHC do not appear to
use internationaly accepted diagnostic criteria and the agreement between
the various criteria and questionnaires of diagnosis, was found low, marking
in this way the need for less complex criteria and questionnaires in PHC. The
questionnaire that was translated and validated into Greek for the purposes
of this study and the difficulties that were recognized in the registration of
FGIDs are expected to contribute in the research that ought to follow this
dissertation.
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ETUDE DES DISEASES FONCTIONNELLES DU
SYSTEME DIGESTIF AU PREMIER DEGRE DE
SOIN DE SANTE

Résume

Contexte

Les maladies fonctionnelles du systéme digestif constituent un groupe
énigmatique de maladies inconnues de raison organique. Elles sont
caractérisées par de nombreux médecins comme maladies de substrat
psychologique. Certains n'acceptent pas leur existence ou sont négatifs face
a les patients avec ces symptomes. Les maladies fonctionnelles du systéme
digestif sont trés fréquentes a la population générale et aux cabinets de
médecin général. L'absence du mécanisme organique vérifié impose I'usage
de critéres diagnostiques et de questionnaires. Les maladies n'ont pas été
étudiées en Gréce et plus spécialement au premier degré de soin de santé.

But

But de la thése de doctorat était I'étude des maladies fonctionnelles du
systeme digestif & des centres de santé (CS) de régions rurales de Crete.
L'objectif de la thése était I'appréciation de la fréquence d'apparition du
syndrome du colon irritable (SCI) et de l'indigestion fonctionnelle a des
unités du premier degré de santé. De plus, l'objectif de I'étude était
d’appliquer des critéres diagnostiques internationaux aux malades Grecs et
enfin de contréler la qualité de vie des malades.

Population et méthodes

4 centres de santé ont participé a I'étude de 3 régions rurales : Anogeia,
Perama, Spili et deux centres de région suburbaine : Neapolis, Archanes. La
population de la responsabilité était 40000 individus conformément a
linventaire de 1991. A la premiére phase de l'étude on a controlé
rétroactivement toutes les archives électroniques et imprimées pendant les
années 1996 - 2000 (4 ans) et on a enregistré tous les patients (avant 15 )
qui avaient été diagnostiqués de souffrir par I'IBS, l'indigestion, les maladies
inflammatoires de l'intestin, la gastro-entérite aigué et la maladie coeliaque.
Pendant l'interview on a utilisé les criteres de diagnostic de Manning et de
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Rome I, un outil de diagnostic pour l'indigestion a la population générale
(IDGP) qui a été évaluée dans cet objectif et un outil Grec pour le SCI. On a
utilisé également le questionnaire d'estimation de la qualité de vie SF-36. La
qualité de vie des patients Grec a était comparé avec celle-ci des patients et
des contréles de non souffrants de SCI Suédois.

Résultats

Le SCI et l'indigestion étaient moins fréquents que la fréquence mentionnée
aux études internationales (1/1000 individus années et 2.7/1000 individus
années respectivement). 146 patients avaient le diagnostic du SCI- 67
patients ont participé a l'interview. Les critéres Manning ont remplis par 69%
des patients tandis que les critéeres de Rome |l et Il par 32% et de 16%
respectivement. L'accord des criteres de Rome lll avec les criteres Manning
était pauvre ([k]=0.25) tandis qu'avec les criteres de Rome Il était moyen
([k]=0.51). 394 patients avaient des symptdmes du systéme gastro-intestinal
supérieur sans ulcére connu ou autre probléme a I'épigastre, seulement 48
(12.2%) avaient été enregistrés en tant de dyspepsie par les ces médecins.
L’outil IDGP a été traduit et validé en Grec. La qualité de la vie des patients
avec SCI s’est influencée par rapport le groupe de contréle de non souffrants
de SCI et en association les patients de Suéde.

Interprétation

Les maladies fonctionnelles du systéme digestif sont moins fréquentes au
premier degré de soin de santé en Gréce que dans la bibliographie
internationale. Les médecins du premier degré de soin de santé en Gréce
n’utilisent pas des critéres diagnostiques internationaux. On a trouve que
l'accord entre les divers critéres et questionnaires du diagnostic était bas
montrant qu’il y a le besoin de critéres et des questionnaires les moins
complexes. On attend que le questionnaire qui a été validé en Grec et les
difficultés pendant I'enregistrement des maladies fonctionnelles du systéme
digestif, contribueront la recherche possible suivantes.
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1. Elcaywyn

1.1. Asttovpyikés Atatapayég Tov IemTikoV ZvoTHUATOC

Optoudg Xvvdpouov EvepeBiotov Evtépov kat Avenepiag

O1 AsiToupylkég dlaTapaxéG Tou TTETITIKOU cuoTAuaTtog (AAlM) atroteAolv pia
QIVIYUOTIKA opada voowv ayvwaoTou opyavikig aimioAoyiag. ATo mToAAoUg
yIaTpoUG XOapakTnpidovTal WG WUXOAOYIKEG diatapaxés i diatapayég Otrou
amouciddel ywwoTd opyavikd uttéoTpwua.! Mepikoi dev ammodéxovral Tnv
UTTapén Toug® vy GAAOI €ival apvnTIKOi OTTEVAVTI OTOUG QCBEVEIC HE TETOIN
OUUTITWHATA Bewpwvtag OTI €Xouv UTTOOeEOTEPO TTPORANUG Kal OTI givail
AlyOTEPO GUPTTOBEIC aTTd TOUG AOBEVEIC e Blayvwapévn opyavikr véco.® Ol
dlaTapax£g KartatdooovTal cUPQWYA JE TNV TEAEUTAIO cuvAVTNON OPOPWVIaG
Pwun lll, oe 6 peydheg katnyopieg yia Toug eVAAIKEG KOl CUYKEKPIYEVA OTIG
dlatapaxég A) Tou olco@ayou, B) Tou oTopdyou kal dwdekadakTuAou M) Tou
eviépou A) Ta Asitoupylk@d oUvOpopa KolAlakoU aAyoug, E) Twv xoAnedpwv
kal £T) TNG TTepIedpIKAG TTeEPIOXAS Kal Tou Kamidviog.! Or o ouxvég AMA
gival To Xuvdpopo EuepebioTtou Eviépou (ZEE) kar n Asiroupyikfy AuoTtreyia
(AA).

To ZEE cival n Aeimoupyikf diatapayry Tou TIETITIKOU OCUCTHAUATOG TToU
Xapaktnpifetal atmmo emipévov ) dIaAEITTOV KOIAIOKO AAyog | duogopia TTou
OXETICETAI PE TI KEVWOEIG.*

H AA, otpowva pe ta kpitApla Pwpng lll, opifstal wg n Tmapouacia
OUPTITWHATWY oTmd TN yaoTpodwdeKAdAKTUAIKA TTEPIOXN, €TTi aTTouciag
OpYaVvIKAG, ouoTNUATIKAS f HETAROANIKAC vOoOou.®> ITa GUUTITWHATA QUTE
TepIAaPBAavovTal To aiodnua emyacTpIkoU TTOVOU ) KaUGOoUG Kal To aioBnua
METAYEUHATIKAG  TANPOTNTAG 1 Tmpéwpng  TAfpwons. H  uywnAn
aAAnhoemmikdAuwn pe TN TooTpooicopayikr) MaAivdpouiki Néoo (ITOMMN)
00yNoE OTN CUUTTANPWHMATIKA UuTToonuEiwon o1 ol acBeveig e  ouvodod
OTTIOB0C0TEPVIKO KAUOOG 1 OCIVEG £pUYEG, aveCapTNTWS AAAWY OUOTTETTTIKWV
oupTrTwHaTwy Katardooovtal wg FOMNMN. H AA uytropei va cuvuttdpxel hE TO
SEE.°

Emidnuoroyia

O1 AAIN kai kupiwg 10 ZEE ka1 n AA tTapoucialovTal he peydAn ouxvotnta

oT0 YeviKé TIANBUOpO.5"® To OIKOVOMIKS KOl KOIVWVIKG QOopTio  TToU

Tpokalolv 1600 10 TEE® 600 kai n AA™ Trapd v kahor®n Topeia Toug,

gvioyxuoe Tnv TTpooTTddela yia TTepaiTépw diepelvnon Toug. ‘Exel BpeBei 6T o1
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a0Beveig TTou TTdoyouv ammd ZEE 4 AA éxouv TTepIcodTEPEG HEPEG ATTOUTIOG
a1d TNV £pYaCia Toug, KAvouv PeyaAlTePn XPAON TwV UTTNPECIWY UYEIAS Kal
TWV QAPHAKEUTIKWY OKEUAOHATWY, £VW N TTOI0TNTA WIS TOUG g€ival oa@ug
ETTNPEACUEVN apvnNTIKA TOOO O€ CUYKPION ME UYIEIC 600 Kal O CUYKPION ME
dMeg véooug. 1

lMaBo@uolodroyia

O1 unxaviouoi TTou euTTAékovTal oTnV TTaBoguaioAoyia 6o Tou ZEE Kai Tng
AA 600 kal GAwv Twv AAM Sev eivar Eekabapiopévol.!  Ta euprpata
OlI0QOpWY HEAETWY Otixvouv éva TTOAU-TTaPAYOVTIKO AITIOAOYIKO oUCTnua
oT1o oTroio TrepIAauBavovTal TOOO0 eEWYEVEIG 000 Kal EVOOYEVEIC TTAPAYOVTEG.
Ta OCuPTTTWPOTAE TwV VOOWV EPTTAEKOUV  OUVOUOOTIKOUG PNXAviopoug
auénuévng KIvNTIKOTNTAG, OTTAQXVIKAG UTTEPEUQIOONaiag, aAAaywv Tng
QVOOOAOYIKNG Kal PAEYHOVWOOUG AEITOUpYiag Tou eviepPIKOU PBAevvoyodvou
TTou oxeTiCovTal he aAAayEC OTn MIKPORIAKK Tou XAwpida aAAd kal aAAayEg
otov dfova Kevrpikd Neupikd Zuotnua (KNZ)- évrepo. Koivwvikoi Kai
WuxoAoyikoi TTapdyovTeg éxouv eTTiong evoxotroinBei. O1 TTapdyovTeg auToi
pTTopei va dlagépouv ammd Aropo o€ ATopo aAAd kal oTov idlo acBevr)
avaAoya TN XPOVIKA Trepiodo TTou auTtdg e€eTdletal.’ Ta TeAeuTaia Xpovia o
POAOG TNG QAEYHOVAG Kal N €TMidpacn OAwvV Twv TIPOAVOPEPOUEVWV
TapPayovVIWV TIPOG QUTAV Tnv KaTeUBuvon @aiveralr va atmokTd 101aiTeEPO
evdla@épov piag kal oe aoBeveic pe XEE €xouv petpnBei auénuéveg Tipég
SIAPOPWY TTAPAYOVTWY PAEYHOVAS GUYKPITIKG pE Uyeleic."”

Afovac eyKEPAAOG YUOTPEVTEPLKO

EpeBiopata ToU KNZX emnpedfouv, MPEOW VEUPIKWY OUVOECEWYV, TNV
aioOnNTIKOTNTA, TNV  KIVNTIKOTATA, TIG EKKPIOEIC Kal TIG QAEYUOVWOEIG
avTIdPAoel Tou eviépou.'®192% O aoBeveic pe AAM Tapouaialouv augnuévn
OTTAQXVIKI KIVNTIKOTATO O€ OTPECOOYOVOUG TIAPAYOVTEG WUXOAOYIKOUG I
opyavikoUg og aUyKpion We uyif aropa.”

ZnAayvikn vnepevatodnoia

AcBeveic pe AAM tmapoucidfouv peiwpévn oudd TTOvou oTn doKiyaagia
SidTaong pe uTTaAovakr®' Kai uTrEpaAYNaia f UTTEPEUAITBNTIa TOU OTTAAXVIKOU
BAevvoydvou aKOUN KOl Of  QUOIOAOYIKA  evTeEPIKG  epebBiopara.? 222
YT1reuBuvol BewpouvTal Pnxaviopuoi S1agopoTroinong Twv UTTOO0XEWY OTOV
EVTEPIKO BAEVVOYOVO KOl TO HUEVTEPIKG VEUPIKG TIAEypa®? TTou eTTnpeddovTal
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até TIG PAEYUOVEC TOU BAEvvOySvou, TN SPAon Twy PACTOKUTTAPWY? A TNg
oepoTovivng?®?” uetd amd aAAayég oTn eviepiKA xAwpida A o€ Aoiuwén.?®3

MukpoBiakn Aoiuwén

2€ Yey@Ao aplBud acBevwyv pPe  PIKPOPIAKN YOOTPEVTERITIOO TTapaTnerénke
edpévouoa cuptrTwpaToloyia 2EE, €81 prAveg €éwg kal éva xpovo, PETA Tn
Moipwen.>*3° Mehétec oUyYKpIONG ACBEVWV TTOU EUPAVICAV WETANOINWSES
2EE pe aoBeveic mTou Oev gu@dAvicav Kal PE QCUMPTITWHOTIKOUG aoBeveig
(opdda eAéyyou) €0eicav OTI n €100TTOIOG dlagopd ATAV N aAugnuévn
QVTIQAEYUOVWONG aATTAvVINOn Tou PAevvoyoOvou Kal Ta uywnAoTepa eTTiTreda
WUXOAOYIKOU OTPEG KATA TNV évapén Tng AoipwEng kal Katd Tn diaiwvion Twv
OUNTITWUGTWY PAVEG pETE. >3

Baktnpiéiakn evtepikn uikpoxAwpida

H aAAayn TnG evtepIkAG xAwpidag Kal n uttepavaTTuén Twyv Baktnpidiwyv Tou
EVTEPOU  £XOUV KATTOIOV POAO OTO CUNTITWHATA acBevwv pe TEE,*  evw n
BeAtiwon Twv oupmtwpdtwy Tou ZEE petd amd xopriynon Bifidobacter
infanti® oyetioTnke pe alayéc oto Adyo IL-10/IL-12 Kai TN WETATPOTTA TOu
EVTEPIKOU TTEPIBAAAOVTOC OE AlyOTEPO PAEYHOVWDIDEC.®

WuyoAoyikoi napayovteg

>Tpecooydva yeyovoTta, dayxog i KatdbAiyn éxouv trapatnenBei oe acBeveic
ue SEE kai oxetifovial pe auénuévo apiBud emokéwewv oTo yiarpd. 04
WuxoAoyikoi TTapdyovTeg eTnpeddouv Tn AsIToupyia Tou yaoTPEVTEPIKOU Kal
ETMOEIVIOVOUV TA CUPTITWMOTA TwV atédwyv TToU AdN Tdoyouv atrd
AeIToupyIkéG  BlaTapaxés pe pia oxéon  aAAnAoemdeivwong.*? O1 iSiol
TTAPAYOVTEG €TTNPEACOUV TNV AVTIANWN TNG VOOOU Kal KAT ETTEKTOCN TNV

avalATnon 1aTpIKAS epovTidag.*?

leveTIKOI MOPAYOVTEC KOl OLKOYEVELX

eveTikoi TTAPAYOVTEG €XOUV €TTIONG €AeyXBOEi o€ Oxéon PE TNV EUPAVION TWV
AMNA kai kupiwg Tou ZEE. Kapia epyacia dev £xel empBeBaiwoel TNV Gueon
oxé0on METAEU OUYKEKPIMEVWY YovIOIOKWY TOTTwY  kKal 2ZEE 1 dAwv
AeIToupyIkWV  dlaTapaxwv.**4° Or yevetikoi TTapdyovieg Taifouv poAo o€
SIAPOopES BIadIKAGIES OTIWC OTA ETTITTESA KITOKIVWV*® i 0ToV TTOAUPOPPITHS
Twv uttodoxéwv aepoTovivng?’ kaBwe kal Tov TTOAUHOPPIoUS TTPWTEIVWY.
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MapdAa autd To oIkoyeveIako TTEPIBAAAOV @aiveTal va TTaiel KABOPIOTIKATEPO
POAO HI0G Kal £xel BpeOei O6TI uTTOPEl Vva 0dNyRoEl aTNV @AvION AEITOUPYIKWYV
dlaTapaxwy Tou TIETITIKOU, AveEOPTATWG TNG TTapoudiag  yovidloKwY
HETAAAGEEWV. 424

AlyvVwoTIKA KpLTipla

H 101a1tepdtnTa TWV AEITOUPYIKWY dlaTapaxwy, N amoucia dnAadr yvwoTou
OpYaVIKOU aITiou Kal dpa n armoucia evog d1ayvwoTIKOU TeOT, 0OAYNOE OTN
onuioupyia dlayvwaoTikwy Kpitnpiwv. Ocov agopd oto ZEE mpwtog o
Manning pe Toug cuvepydTeg Tou dnpoaoicuoe, PETA aTTd PEAETN aoBevwy, £E
KpITAPIa TTou €3ivav TN Sidyvwaon Tou TEE.*(Mivakag 1) ETa KPITAPIG QUTE
QVTITTPOTAONKE MEPIKA xpOvia WeTd, amd Toug Kruis kai ouv, €vag
OUVOUOOHNOG  BIayVWOTIKWY  ATTOTEAEOPATWY, HE OKOTTO  KUupiwg Tov
Siaxwpiopd amé opyaviky véoo.’! To 1991 pia oudda €BIKWY TTOU
aoxXoAouvTav HE TIG SIATAPAXEG TOU TTETITIKOU OUCTHMOTOG, OUYKEVTPWONKE
o1n Pwun kal katéAnée o€ pia ocipd diayvwoTIKWY KPITNPIWV Kal KATATAEEWY
TWV VOOWV TOU YAOTPEVTEPIKOU TTOU eixav Aeiroupyikf aimioAoyia. H idia
dladikaoia emavaAnednke 1o 1999 pe Ta kpiripia Pwung Il kai To 2006 pe Ta
kpitApia Pwung Il (Mivakag 2,3,4)°*% Ta kpitApia yia 1 didyvwaorn Twv AAT
£xouv TTpokUYel Kupiwg atmd TpITopdduia eEeidikeupéva KEVTPA Kal Oxl aTTd
OUVOVTHOEIG OPOQWVIag OIaQOPETIKWV  Qopéwyv. 'Exouv  yvwoTotroinBei
EUPEWG Kal €XOUV Yivel ATTODEKTA OTTO YAOTPEVTEPOAOYIKEG ETAIPEIES, OAAG N
XPAOoN ToUug atmd Toug YIOTPOUG OTNV KABNUEPIVH TTPOKTIKA @aiveTal va gival
Teplopiopévn.>
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Alayvwotika kpitnpla yia to XEE.

Mivakag 1. Kpitipia katd Manning.

o TI6vog avakovelOIEVOC e TNV 0QOdEVOT)

o  Xolopdtepa KOTPava Katd TNV Evapén Tov TOVoL

o [Ti0 cuyv KIVNTIKOTNTA EVTEPOL KATA TNV EvapEn TOL TOVOL
o Kotokn d1dtaon ( opatr])

o BAévva amd to opho

o AioOnpa atelodg kévmong tov ophov

Mivakag 2. Kpimipia Pwpng 1(1992).

1. Kothokod Ghyoc mov avakoviletor pe v a@ddevon 1 oyetilOuevo pe
TIG 0AAOYEG OTT GLUYVOTNTA 1] T1 GVOTOCT) TV KOTPAVOV.

2. Avopolieg otn LOpEN TOV POSEDCEMY Y10l TOVAGYIOTOV 600 UEPEC TNV
gfdoudda (Tpia | TEPIGGOTEP GO TAL EXOUEVOL):

o A)lhayég otn cuyvoTnTa TNG APOIEVONG

o  AMayég otn 6HGTACT TOV KOTPAVAOV ( GKANPA/ HoAaKd)

e AlMayég otn diodo TV Kompavov(micon/EnciEn/aictnuo  atehovg
KEVOOT|G)

e BAévva amd to opho

e Metempiopog 1 aicOnpo kothakng d1dtacng
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Mivakag 3. Kpimipia Pwpng 11(1999).

Yopntopotoe Yoo 12 Tovdaoetov efoopnades Oyl amapaitTnTo CVVEXONEVES

TOVg TEAEVTAIOVG 12 pnjveg.

1. Kotuaxd dhyoc 1 dvoceopio oyetilopevo pe aArayég otn ovyvotnta g
apodevong

2. Kotokd dAyog 1 duspopio Tov avakoveileTal Le TV apOdevoT)

3. Kothoko6 diyoc oyetilopevo pe oAloyég oty ovotacn (Hopen) Tov
KOTmpavVV

4. AMoyég oTn GLYVOTNTA TOV 0POOEVCEDY (TEPLOocOTEPEG Omd 3/Muépa M
Ayotepec amd 3/eBdopadn)

5. AMhayég omn HOpON TOV KOTPAvVaV (YoAopd 1| okAnpd KOTpova,)

6. Alhayéc otn diodo towv Kompdvov (émeién mpog agodevom, aicOnua
aTELODS 0POSEVLONG, OLGKOAIN)

7. Aiodog PAévveg amd to 0pho

8. AicOnua povokodpotog 1 opatr didtacn ( o€ mePLocdTEPO amd pio GTIg
T€0GEPIC NUEPEC)

IN'o ™ dwayvoon arartovvror 2 o Ta 3 TPOTE EVEO TO VITOLOLTA fonBovV

oTI|V TOPUTEPD KATATAEN] TOV GUVOPOUOVL GVAAOYO NE TO OV ETIKPATEL

OVGKOIMOTITO 1] OLGPPOLA.

Mivakag 4. Kpimipia Pwpng 11 (2006).

IIeprodikd Kotk aryog 1 dvo@opia mov oyetileTar pe 2 1 TEPLOGOTEPQ
ol TO TOPOIKATO

1. BeAtioon pe v Kévoon

2. oAAOYEG 0T CLYVOTNTO TV KEVOGE®V 1

3.0AA0YEC OTN LOPOPT TOV KOTPAV®V

JOUTTONOTE TOVAGYLOTOV Y10 3 PEPES TO PNV TOVS TEAELTAIOVG 3 PN veg
TOUTTONOTO Y10 TOVAAYLGTOV 6 P1VES TTPO TG EMIGKEYNG
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1.2. Tevikny latpikn) kat Asttovpylkéc Siatapayxés Tov
TMEMTIKOU CUGTHUATOC

Ae@vi)c epmeplia

O1 AAI TrapoucidfovTtal Pe WeEYAAn ouxvotTnTa Kal OoTa loTpeia [evIKng
laTpIkAG, ME ouxvoTepa TIPoPAfuata To SEE kai Tn duomeyia.”***® Ta
TTO000TA TTOU avagépovTal dlIEBvwG TTolkidouv atmd 5% £wg 15% yia 10 ZEE
Kal a1mé 11% €wg 29.2% yia Tn AA, av@Aoya pe Ta KpITHpIa didyvwong TTou
xpnoigotrolouvtar.®’ %8

Ta kpirApia Pwung Il yia T didyvwon twv AAM kai 1diaitepa autd yia 10 ZEE
éxouv Sei€el uYnAR euaioBnoia Kal eI8IKOTNTA.>?  SUyKEKPIYEVA TA KPITHPIC
Pwung Il yia 1n didyvwaon tou ZEE xpnoipgotroindnkav o€ apkeTEG MEAETEG,
OAAG TeAIKG BewpriBnkav TTOAU auaTtnped yia Tnv NAOY, 1600 oc oxéon ue Ta
TaAaIdTEPA KPITAPIa Manning,* 6oo kal o oxéon pe Ta kpitApia Pwung 111.%°
H yvwon kal xpAon kpitnpiwv yia Tn didyvwaon tou ZEE otnv TpwToRdBuia
Kal deuTepofabuia TTepiBaAyn éxel BpeBei OT eival xapnAn PETAEU yiIOTPpWY
GAMwV TTANV TV YaoTpevTepoAdywv.>*61%2 At uehétn oe 6 supwTTaikd
KPAtn BpéBnke o611 80% TwWV YEVIKWVY YIOTPWVY yvwpifav TouAdxiotov 3
KPITAPIa YIa TIC TNO OUXVEG YOOTPEVTEPIKEG TTaBnoelis (ZEE, Auotreyia,
Aoipwén atmd EAikoBakTnpidio Tou MuAwpou) aAAd oTnv kaBnuepivr KAIVIKN
TOUG TIPAEN N XPNon Twv KPITNPiwv nATav TTEPIOPICUEVN, MPE TTOOOOTA
TTOPATIONTIAS OE YAGTPEVTEPOASYO aTTd 3% £wg 32% avahoya Tn Xwpa.®

H o&nuioupyia kpinpiwv  didyvwong otd  eCeidikeupéva  KEVTPA  Kal
OUVAVTACEIG opopwviag TTou dev TrepIAauBdvouv yiatpoug MY eyeipel
aufavopeveg avmidpdoelc Ta  Teheutaia  xpovia.®* O aoBeveic  Tou
TTpocépyxovTal oTa laTpeia Mevikng laTpikAg Slagépouv ammd auToug TTou
aTTeEUBUVOVTal OTA €CWTEPIKA IATPEIO TWV VOOOKOMEIWY T6Oo0 600V apopd oTo
QUAO Kal oTn BaplTnTa TWV CUUTITWHATWY 600 Kal oTnv €midpacn Tov
véowv otnv  Tro16TnTa {wnic.2*%® MNa Tapddeiyua  cuoxétion Twv AAIM pe
WuxoAoyikd Tpalua OTTwg OeEOUAAIK) 1 WuxoAoyikr TrapevoxAnon Kai
QTWXOTEPN KAIVIKA éKBaON, €xel TTPOKUWEI aTTd UEAETEG aOBEVWV OE KEVTPA
avaQopag evw oe acBeveig aTo yevikd TTANBuouo dev emiBeBalwveTal TEToIO
oxéon.’

O1 AAIN Adyw TRG XpovIOTATAG TOUG Kal TNG duo@opiag TTou TTPOKAAOUV EXEl
BpeBei om emnpedlouv Tnv TToOIOTNTA {WNAG TwV aoBevWVY TOCO O OXEON ME
uyleic opddeg eAéyxou 600 Kal o€ OUYKPION MPE aoBeveic Pe OIOPOPETIKA
voonpotnta.®” Mapého Tou Sev eival voool ameAnTikéG yia Tn {wr Tou
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avBpwTtrou, ol aoBeveic  emPBapuvovial  OTAV  KABNUEPIVI]  TOUG
AermoupyikOTNTA.® " H moidtnta {wAC  @aivetal va givalr  onuavTikd
eTTNpeacpévn o€ aobeveic TTOU  atreubuvovTal OTa  €EWTEPIKA  I1ATPEia
VOOOKOUEIWY aAAG Kal o€ aoBeveig TTou kaTagelyouv aTny MNPY.%

MNa ™ peAéTn TNG TToI6TNTAG CWAG TWV acBevwy Ye ZEE kal AuoTreyia £xouv
XpnolgoTroinBei €10IK& SlapopPWUEVA €pWTNPATOAGYIO aANG Kal  YEVIKA
epyaleia pétpnong moidTnTag {wAS OTws To SF-36."""° H o1é6uion kai
XPNon OpoIwv epwTnUaToAoyiwv yia Tnv ekTipnon tng TmoidtnTag CWAG,
OIEUKOAUVEI TIG DIATTONITIOUIKEG OUYKPIOEIG YE AGIOTTIOTA ATTOTEAECUATA KOl
TTPOBGAAETAI OAV EPEUVNTIKA avaykaidTnTa.

EAAnvik epmepla

21N Xwpa pag éwg 1o 2001 Ta dedopéva yia TIG AEITOUPYIKES dIATAPAXEG TOU
TTETITIKOU CUCTANOTOG ATAV TTEPIOPICHEVA. APKETA PEAETNUEVO BEa gival ol
PAEYUOVWOEIC VOOOI TOU EVTEPOU, UE ONUOOCIEUCEIC TOOO OXETIKA HE TOUG
TTABOYEVETIKOUG UNXAVIOHOUS 600 Kal PE TNV TToIOTTA (WS TV aoBevwv.’”
8 Doov agopd o1o TEE epgavidetal To 2002 pia SNPOCIEUT OXETIKA ME TN
dnuioupyia epwtnuatoAoyiou didyvwong Twv AAI kal €1dIkd Tou 2EE kai 1o
SIaxwPICUO Tou aTré opyavikég TTaBRoeIC.2® To epwTnuaToAdyI0 OTABUIoTNKE
0¢ a00Bevei¢ Twv €EWTEPIKWV IOTPEIWY TOU TPITORBABUIOU TTAVETTIOTNUIOKOU
VOooKopegiou HpakAgiou.

MeAETN yia TNV TTAPOUCIA CUUTITWHATWY aTTO TO AVWTEPO KAl KATWTEPO
YOOTPEVTEPIKO TIPAYHATOTIOIRBNKE 0€ aoTIKG TTANBUC UG To 2005.34 T auth TN
MEAETN n duoTrewia kal n TOMNN ATav o1 €TTIKPATECTEPES DIAYVWOEIG O OXEON
pe To ZEE. Ta yaoTtpeviepikd TTpoBAfuaTa BpéBnkav auénuéva oTov aoTIKO
TANBUCPO TG TTEPIOXAG KOl ATV ONUAVTIKA OTnv  TTASiogn@ia  Twv
OUPTITWHATIKWY — aoBevwyv. ETmiong, otov  idlo  aoTikd  1TAnBuoud
TTapaTNPENONKE GNUAVTIKA €TIKAAUWN PETAEU TWV OIAyVWOEWY EVW N APXIKN
O1dyvwon PTTopouce va aAAdlel pe To Xpovo.

MNa tn duotrewia kai 1o EAIkoBaktnpidio Tou MuAwpol otnv EAAGSa £xouv
TTpayuaToTToINBEi MEAETEG  eTiTITWONG, PACICUEVEG OE  VOOOKOUEIOKA
oedopéva kal g aoTiKO TTANBUOUO evwo To Béua oe axéon pe Tnv MAOY Arav
TrapapeAnuévo.t>% Epyaleia Sidlyvwong Tng SUCTTEWIOS Kal KATEUBUVTAPIES
odnyieg yia v MAPY kai Toug MevikoUg MaTpoug dev €XOuv dNPOCIEUTEI.
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1.3. AvaykaidtnTa tng HeEAETNC

Mapatnpioccig amd TNV Kivnon Twv 10Tpeiwy KEVTPWY uyeiag €deixvav ot
MeyGAog apiBudg acBevwv otnv  KpATn TTpocépxovrav  PE  ATUTTO
YOOTPEVTEPIKA  eVOXAUATA  (ETTIYOOTPAAYIEG, KOIAIOKA GAyn, TEIVEGUO).
MapdAAnAa utpxe EAAEIypa dedopévwy atrd Tov EAANVIKO XWPO Kal
1Id1aitepa ammd v MY yia 1ig AAMN kai yevikdTepa yia TIG TTOBAOEIG TOU
yaoTtpevTepikoU. O1 dUo autoi TTapdyovTeg 0drynoav oTo OXEOIOONO MIAG
MEAETNG yia TIg AAlM o€ aoBeveig povadwyv MAPY otnv EANGSa.

1.4. EpsuvnTIK& epwoTiuaTa

Ta epeuvnTIKA €PWTAMATA TTOU €iXE VA ATTAVTAOCEI AUTH N MEAETN ATAV TA
TTAPAKATW:

1. Moid n ouxvoTnTa TWV AEITOUPYIKWY dIOTAPAXWY TOU TTETTTIKOU
OUCTANOTOG O€ ETTIOKETTTEG HOVAdWYV MDY

2. YTIGpxouv gpyaAcia yia TNV avayvwpion Twv AEITOUPYIKWY SIaTapaxwyV
TOU TTETITIKOU OUOTHPATOG KATAAANAa yia Tnv MNAPY otnv EAAGDQ;

3. MmopouUv va gpapuooTolv Ta Oiebvrh diayvwaTiKd KpITApla yia 1o ZEE
otnv MNAPY otnv EANGSQ;

4. Moid €ival n ToiétnTa CWNAG TWv aoBevwyv pe dlayvwopévo ZEE otnv
EANGOQ;

1.5. XTo)0L TG UEAETNC

H peAETN TWV AEITOUPYIKWY dIATAPAXWY TOU TTETTTIKOU CUCTAMOTOG OTnV
MpwTtoBd&buia PpovTida Yyeiag, eixe atdxo: Na dlEpEUVATE! TIG AEITOUPYIKEG
dlatapaxEég Tou TIETITIKOU OUOTAPATOG O¢ aoBeveig povadwv MAPY. Na
OnNUIOUPYNOEl €PYOAEiQ, yia TN MEAETN TWV AEITOUPYIKWY dIATAPAXWY TOU
TIETITIKOU OUOTAPOTOG, Xproipga otnv MY kai va peAeTAoEl Tnv €TTidpaon
TWV VOoWV oTnV TmoIétnTa {WNAG TWV 0CBEVWV.

1.6. Xnuacia tn¢ ueA£Tng

H diatpir) auTr) atroTeAEl TNV TTPWTN OXEBIATUEVN TTPOCTTABEIQ TTOU
dievepynBnke atov Topéa TnG MAY otnv EAAGdQ, yia Tnv Katavonon Twv
AAMM. Mg Tnv Tpayuartotroinan Tng dIEUKpIviCeTal Eva JEPOG TNG voonpoTNTOG
TToU eP@avieTal o€ povadeg MDY kai divovTal aToIXEia yIa TOUG TTACXOVTEG
o€ ToEig 6TTwG N TToIdTNTA (WNAG, TTOU JEV EiXav TTOTE EEETACTEI OTO XWPO
auTé. H diatpIfn agiohoyei uttdpxovTa epwTnUATOASYIO Kal KPITAPIO
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d1dyvwong evw dnuioupyei éva véo epyaleio yia Tn didyvwaon Tng duoTrewiag,
Q101080EWVTAG TTWG PE AQUTOV TOV TPOTTO Ba BEATIWOEI TN YVWOT TWV YIOTPWY
Tavw o€ Béparta agloAdynong Twv AAIT Kail TIG TEXVIKEG TOUG OTNV
TTpocéyyion Twy acBevwyv pe ZEE kai AA, otn evikA laTpikr Kal yevikoTepa
otnv MY otnv EANGSa.
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2. MéBodol

Iloix n  ouxvoTNTA TWV AELTOVPYIKWV SlATAPAYWV TOVU TETMTIKOU
OUOTI|UATOC O€ EMIOKETMTEG Uovadwv IDY;

H peBodoloyia TToU XpNOIMOTTOINONKE yia TNV OTTAvINGn OTO TIPWTO
EPEUVNTIKO EpWTNMA PaiveTal oTn dnuoacicuan .

Yrndapyovv Siayvwotika epyadela yia TV avayvaplon  twv
AELTOVPYIKWY SLATAPAYWV TOV TEMTIKOU CUOTIHUATOS KATAAANAX YL
v [1PY otnv EAAdSa;

H peBodoAoyia yia 1o delTEPO epWTNUG QaiveTal aTn dnuoacicuon .

Mmopovv va epapuootovv ta SLlebvh SlayvwoTikd KpLTHPLA YIid TO
2EE otnv [1®Y otnv EAAdda;

H peBodoAoyia yia 1o TpiTo epwTnUa Qaiveral atn dnuoacicuon .

lowx eivat n moldtnTa {wrj¢ TWV AoV Ue SLAYVwouUévo ouvEepouo
evepebiotov evtépov otnv EAAdda;
H peBodoAoyia Tou TETapTOU EpWTANATOC QaiveTal aTn dnuoacicuon V.
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3. AtroteAéopara
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Mowan ocvyvétnta twv
AELTOUPYIKWV SIATAPAY WV TOU
TMEMTIKOU CUGTHUATOC OE
EMIOKEMTEG povadwv MPY;
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ABSTRACT

Introduction: Studies of the frequency and actiology of functional gastrointestinal disorders in the general population have
received increasing intevest over the past few vears; the field seems to be neglected in Southern Eurape. The aim of this study was to
report on the frequency of functional dyspepsia (FD), irritable bowel syndrome (IBS) and gastroenteritis within the primary care
setting, to provide some information on the extent to which the recorded diamnoses in the physicians’ notes fulfil existing diagnostic
criteria.

Method: A retrospective study was used, where all new cases of these diseases at five primary health care centres in three rural and
two semi-rural areas of Crete were identified by scrutinising medical records from 280 000 consecutive visits during a 4 vear period.
The occurrence rate per 1000 person-vears were caleulated for the three conditions. We also checked the extent to which the
Talley's criteria for FD and Rome 1 diagnostic criteria for 185 were followed.

Results: Gastroenteritis was revealed to be a quite frequent health problem among the rural population on Crete, while the
occrrence rates for other problems, such as dyspepsia and IBS, were found to be lower than expected. [BS was aver-represented

among woien compared with men, OR 2.04 (CI 1.39-3.00). In many cases a d.i.lguusi': of FD, IBS or gastroenteritis was evident to

© C Lionis, A Olsen-Faresjo, F Anastasiou. M Wallander, § Johansson, T Faresjo, 2005, A licence to publish this marerial has been given to
ARHEN hittp://rrh.deakin.edu.aw/ 1
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the research team on the basis of findings recorded in the notes, but the diagnosis was not recorded by the clinician at the time of

consultation.

Conclusions: This study yielded two key messages: the first that gastroenteritis is still a frequent health problem, and the second

that primary care physicians in rural Crete seem to fail in adequately diagnosing FD and IBS and need further training.

Key words: Crete, gastrointestinal disorders, medical records, primary care.

Introduction

Little is known about the frequency and actiology of
functional gastrointestinal (GI) disorders in the general
population.  The two most common functional
gastrointestinal disorders in the population arve functional
d_\_‘spepsin and irritable colon. Non-ulcer d_vsptpsia, or the
more recent term functional dyspepsia (FD), is used for
persistent upper GI symptoms in the absence of a known
organic discase. Irritable  bowel syndrome (IBS) is
characterised by persistent or recwrrent abdominal pain
related to defecation or to clronic disturbance of bowel
habits in the absence of demonstrable organic disease. IBS
tends to be a chronic recurring disorder with variable illness
episodes that may continue for many }'earsl, Despite the fact
that this gastrointestinal condition is quite commonly
dinglmsed in primary care and by gasn‘ointesﬁml specialists,
there is limited data on the rates of healthcare utilization b_\_'

patients with IBSE.

Although this subject has received much attention during the
past few years in European literature™, it is still neglfcted in
Southern Europe, where research in this area is scarce’. For
this reason, the cwrrent study of the burden of functional
gastrointestinal disorders (FD and IBS) and gastroenteritis in
the primary care setting on rural Crete was undertaken. In
addition, an aim was to explore whether the disorders’
diagnoses are consistent with those reported in other
European and international studies. The aim of this article
was to report on frequenc'ies of FD, IBS and gastroenteritis
within the primary-cave setting, and to provide some
information on the extent to which the recorded diagnoses in

physicians’ notes fulfil the existing diagnostic criteria.

Method

Setting and study design

A retrospective study was designed by identifying new cases
of functional gastrointestinal disorders. Our study was
carried out in rural Crete (which is served by 15 primar}'
health care [PHC] centres and two small community
hospitals) based on a patient-records system (Fig 1). Five of
these PHC were selected, three located in remote rural
areas: Spili (8962 population), Anogia (8204 population) and
Perama (11453 population); and two in semi-rural areas:
Neapoli (7183 population) and Archanes (4279 population).
These PHC centres covered a total population of 40 081, of

which 32 117 persons were aged 15 years and over (Table 1).
Data collection

All available electronic or paper medical records in the
studied locations from the period March 1996 to February
2000 (in total 280 000 visits) were reviewed retrospectively
for all diagnoses. medical complaints and symptoms related
to the GI tract, as noted by the local physician. All records
were reviewed by one medical doctor from the research team
and validated against pre-defined criteria for gastroenteritis,
ED and IBS. The review was completed within 10 months.
Information on demogmphics, co-morbidity and medication
was retrieved from the medical records by means of a
standardised registration form, and subsequently stored in a

Tese EI'Ch dﬂtabﬂ S€.

© C Lionis. A Olsen-Faresjo, F Anastasiou. M Wallander. S Johansson, T Faresjo, 2005. A licence to publish this material has been given to
2

ARHEN http://rrh.deakin.edu.an/

64



Rural:and-Remote:Health

The International Electronic Journal of Rural and Rernote Health Research, Education Practice and Policy

Figure 1: Map of the study area, Crete.

Table 1: Descriptive epidemiology of the reference

population
Age-groups Total
(years) n (%)
15-24 5592 (17.4)
25-39 6495 (20.2)
40-54 6304 (19.6)
55-64 5137 (16.0)
65-79 6297 (19.6)
=80 2292(7.1)
Total 32 117 (100)
Sex
Female 15927 (50.4)
Male 16 190 (49.6)
Total 32 117 (100)

Gastroenteritis was defined as acute diarrhoea, mild to severe
with or without vomiting and with or without fever.
Information relevant to the ﬁndi.ugs of recent l]istory
(overseas travel, hikjng or campi.ng, shellfish consumption,
childcare etc) and faecal and blood examination findings
consistent with viral or infectious gastroenteritis (blood
and/or leukocytes in stools or isolation of bacteria in stools

culture was supportive of this diagnosis). We also included all
cases with the diagnoses ‘diarrhoea and fever,” ‘diarrhoeic
syndrome,’ and ‘acute diarrhoea.” all cases that met the
criteria defined by Talley (any persistent or recurrent pain or
discomfort centred in the upper abdomen, where evidence of
organic disease ]il(ely to cxplaiu the symptoms Is absent,
including an upper endoscopy)® for FD, together with those
diagnosed as ‘epigastralgia,” ‘pain in the upper abdomen’ or
‘dyspeptic disorders” were included in the dyspepsia group.
Similarly, cases that met the Romell criteria for IBS
(abdominal pain or discomfort relieved by defecation or
associated with change in frequency of stool or in the form of
st001)7, or were diagnosed by the local physician as “spastic
colon’ or ‘spastic colitis’, were included in the IBS group.
Where the physician recorded a diagnosis of gastroenteritis,
dyspepsia and IBS, it was included in the study, irrespective
of whether all defined diagnostic criteria were met or not.

In total, 280000 consecutive visit notes were reviewed.
During the #vyear study period, patients with a prior
diagnosis of cancer, alcoholism, pancreatitis, peptic ulcer,
gastro-oesophageal disease, inflammatory bowel disease and
colecystitis, in addition to patients with a previously known
use of antacids, antispasmolytics and acid suppressing drugs
were excluded, together with pregnant women, Patients who
were not inhabitants of the areas of responsibility of the
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5 PHC centres were also excluded from the study. In total,
1400 cases fulfilled one or more of the exclusion criteria and
were excluded. Information regarding age was lacking for
7.5% (n=123) of the patients identified (88 patients with
gastroenteritis, 29 patients with dyspepsia and 6 patients with
IBS).

The study was approved by the Ethical Committee at the
University Hospital of Heraklion, Crete.

Statistical analysis

The total number of person-years (aged 15 years and over) in
the 4 year study period was 128 468. Relative risks were
calculated on the crude data. In the calculation of occurrence
rates, cases with missing information 1'ega1‘diug age were
distributed proportionally into the age-groups (15-24, 25-39,
40-54, 55-64, 65-79, 80 years and over) according to the

age-distribution for each disease.

Rﬂtes f{)r the cases in t}]ﬁ Stud}' were Cﬂlclﬂﬂtid as occurrence
rates per 1000 person-years. Odds ratios (OR) and 95%
confidence intervals (CI) between men and women were also

calculated.

Results

The total number of the identified GI cases was 1670 with 25
out of these having more than one of the three diagnoses
registered during the study period. The number aged more
than 14 years old was 1389. The most common diagnosis in
all GI cases was gastroenteritis, accounting for 1130 cases
(68.7%), followed by dyspepsia with 394 cases (23.9%), and
IBS with 146 cases (8.9%). Among the total number of IBS
cases, there were 12 cases that also had a diagnosis of
gastroenteritis, which constitute 8.2% of the total IBS
diagnosis group. However, four of these 12 IBS cases had a
documented history of IBS before they received the

gastroenteritis diagnosis.

No case of celiac disease was observed in this population.
There was a slight upward trend over time for gastraenteritis
cases, while the annual occurrence rates of dyspepsia and IBS
cases was relatively stable dwing the 4 year study period

(Figure 2).

The vast majority of all the GI cases found were seen and
confirmed by the GP of the PHC centre. Two percent of the
gastroenteritis and dyspepsia cases, and none of the IBS cases
were confirmed by a GP and also referred to a specialist.
Four percent of the IBS cases and none of the dyspepsia or
gastroenteritis  cases were confrmed solely by a

gasn'oenterologist.

Four hundred and eighry two (42.6%) of all the
gastroenteritis cases were diagnosed by a local physician. The
remaining 649 cases (57.4%) were diagnosed by the research
team physician on the basis of symptoms noted in the medical
record (eg acute, mild or severe diarrhoea, with or without
vomiting, and with or without fever). In 1008 (89.2%) of the
dﬂﬁﬂid cases, one or Se\‘el‘.ll ST'TIIPTOmS Df gasfl’oe[]tﬂ'itis
were recorded in the medical records. Results from stool
culture were only available for less than 3% of the cases.
Dyspepsia was diagnosed by the local physician in 70 (17.8%)
of the total study cases and 324 (82.2%) were diagnosed by
the research physician on the basis of relevant symptoms
recorded in the medical record. The most common
Sf.’mptolns Gf d}'SPEPSia (PEI’SiStEnt or recurrent p.]in or
discomfort centred in the upper abdemen) were present in
352 (89.3%) of the cases. Of all the IBS cases, 119 (81.5%)
were labelled by the local physician and 27 (18.5%) were
diagnosed by the research team. The discrepancy between
‘note recorded diagnosis’ and ‘retrospective researcher

diagncsis' is illustrated (Table 2).

The distribution of the three selected diagnoses was quite
similar among all the centres. However, for onc of the
centres (Anogia) the proportion of patients with an IBS

diag‘nosis was lower (p=10.05) than among the others.
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Figure 2: Number of new cases over the study period divided into 2 month periods.

Table 2: Note-recorded diagnosis versus retrospective researcher diagnosis on functional gastrointestinal

disorders in rural Crete

Diagnosis Note recorded diagnosis Retrospective researcher
n (%) diagnosis
n (%)

Gastroenteritis 482 (42.6) 649 (57.6)

Dyspepsia 70 (18) 323 (82)

IBS 119 (81.5) 27(18.5)
The occwrrence rates of gastrointestinal disorders for those somewhat higher among the younger age groups and among
over the age of 15 years and odds ratio between men and those over the age of 65 years. There was no sex difference
women are presented (Tables 3-3). The observed total seen for gastroenteritis (p = 0.39).

occurrence rate for gastroenteritis was 7.1 per 1000 person-

vears in the studied population. Gastroenteritis tended to be
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Table 3: Occurrence rates of gastroenteritis per 1000 person-years by gender and for those over the age of

14 years
Gastroenteritis Occurrence rate per 1000 person-years

Age groups Female Male Total
(years) (n = 467) (n=448) (n=915)

n Rate n Rate n Rate
15-24 87 8.1 90 7.6 77 7.9
25-39 91 7.6 96 6.8 187 7.2
4054 67 5.4 62 4.9 129 5.1
5564 50 +.7 52 5.3 102 5.0
65-79 104 7.5 106 9.3 210 8.3
=280 68 133 42 10.4 110 12.0
Observed 7.2 7.0 7.1
Odds Ratio (OR) 1.08
Women/men
95 9% CI 0.90-1.29

Table 4: Occurrence rates of dyspepsia per 1000 person-years by gender and for those over the age of 14 years

Dyspepsia Occurrence rate per 1000 person-years

Age groups Female Male Total
(years) (n = 186) (n=164) (n = 350)

n Rate n Rate n Rate
15-24 25 23 20 1.7 45 2.0
25-39 23 1.9 39 28 62 24
40-54 26 2.1 27 2.1 53 2.1
5564 25 2 14 1.4 39 1.9
65-79 62 4.5 46 4.0 108 4.3
=80 25 4.9 18 45 43 4.7
Observed 2.9 26 2.7
0Odds Ratio (OR) 1.16
Women/men
95 % CI 0.92-1.47
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Table 5: Occurrence rates of irritable bowel syndrome per 1000 person-years by gender and for those over the

age of 14 years

Irritable Bowel Syndrome Occurrence rate per 1000 person-years
Age groups Female Male Total
(years) (n=82) (n=42) (n=124)
n Rate n Rate n Rate
15-24 8 0.7 4 0.3 12 0.5
25-39 5 0.4 9 0.6 14 0.5
4054 17 1.4 8 0.6 25 1.0
55-64 18 1.7 5 0.5 23 1.1
65-79 27 2.0 10 0.9 37 1.5
> 80 7 1.4 6 1.5 13 1.4
Observed 1.3 0.7 1.0
0Odds Ratio (OR) 2.04
‘Women/men
95 % CI 1.39-3.00

The observed total occurrence rate for dyspepsia was 2.7 per
1000 person-years in the studied population. An increased
rate of dyspepsia was seen among those over the age of
65 years. Men in the age group of 25-39 vears had a higher
rate of dyspepsia compared with women in the same age-
group. A similar but opposite trend was seen among women
in the age-group of 55-64 years. In this population, women
tended to have a slightly higher, but not statistically

significant higher, rate of dyspepsia than men (p = 0.20).

In this population, the observed total acewrence rate of IBS
was 1.0 per 1000 person-years. IBS increased with ad\'ancing
age. Approximately 40% of all the IBS cases occwred among
those over the age of 65years. Women had a higher
occwrrence rate of IBS with OR =2.04 (CI1.39-3.00;
p=0.0002).

Discussion

This study resulted in a database for the rural Cretan setting
where a computerized medical system is still in progress. All
consultations during the 4year period, hard copy or

computerized, were regisrerad in the database. Available

sources of information were searched, including health cards
and handwritten records that were still in use in most health

centres.

Several methodological flaws abstructed a correct estimate of
occwrrence rates of FD, IBS and gastroenteritis. The
diagnoses of these GI diseases were made retrospectively on
the basis of clinical records obtained b}' phvsicians‘ There was
a great variation in diagnoses used by the local ph}'siciaus and
scant information on the patients' symptoms and type of
treatment. Although this variety of diagnoses and scant
information available in medical records could be explained
by the high number of non-specialized young physicians, they
have grossly limited the outcome of the study and raised
some doubts about the validity of the data source. We can
also speculate that the lack of use of specific diagnostic
criteria by the local physicians could explain the variety of
labels used for functional gastrointestinal disorders, although
such a statement is not validated by the findings of this study.
However, this is not unique for Cretan phvsicians. In a
questionnaire study from the UK it was found that only 12%
of GPs had heard of the Rome Criteriall for diagnosis of
functional gasn'ointestinal disorders and only 3% used them’.

Despitt the GPs unfamﬂiarity with diaguostic criteria for IBS,
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their diagnoses of the condition was in close agreement with
that of a speciahstg‘m. A Norwegian study among GPs also
revealed poor use of the Rome Criteria Il in the diagnosis of
IBs*,

Our study was also based on available medical records; a
population-based survey may have provided different figures.
The term FD might have been misleading because no
en&oscop_v investigations were Perfonned‘ For that reason,
the patients identified with upper abdominal problems were
classified as dyspepsia cases, taling into account that ulcer
and gastroesophageal reflux cases could be included. It was
uncertain to what extent endoscopy was used in diagnosing of
ED and IBS but the impression was that it played a minor

role.

Although we made a 4 year retrospective review of all the
medical records of the PHC centres in the defined areas, it
was difficult to classify the cases as prevalent or incidental.
This problem has also been found in other studies throughout
the primary care setring“. Therefore, we chose to classify the
cases in this report as occurrence rates. The cases
documented are regarded as new cases, but some might have

had a previous history of the disease.

One of the main findings of this study is the high occurrence
of gastroenteritis cases and the relatively low occurrence of
dyspepsia and IBS in comparison with other studies.
Prevalence studies of functional gastrcintestiml disorders in
Western societies have shown that between 8%-23% of
adults have IBS or other functional gastrointestinal symptoms,
and that approximately 60%-70% of thesc are women™"*
The number of IBS patients in our study was small (5.5%).
Some studies have reported that only 25%-60% of individuals
suffering from IBS symptoms see a physic:ian for their illness’.
Studies of prevalence rates of these diseases in the general
population based on postal questionnaires and surveys are
available in several countries™, while studies of incidence

. 3.1+
rates are qulte rare

Several factors other than the limitations mentioned may

explain the low rates of IBS and dyspepsia found on Crete. It

is important to note that in the Greek healthcare system,
patients may contact a specialist without a referral from the
primary care physician, and severe cases could be lost. In
rural areas of Greece, patients who are experiencing only
minor symptoms are more likely to consult the local non-
specialized physician, who visits their Vﬂlage weekly, instead
of trav clling to healthcare centres or to distant urban
specialized doctors. Therefore, the primar_v—care ph_vsiciaus
working at the healthcare centres can only diagnose IBS when
a patient, with unexplained symptoms, becomes poly-
symptomatic, has experienced symptoms for a long time or
has been referred by the local doctor for further
investigation. This could mean that FD and IBS in the Cretan
rural environment have a minor s_vmptomamlogy and are,
therefore, not as troublesome for the \vellbeing of patients as
elsewhere. Other possible explanations for the relatively low
rates of dyspepsia and IBS may be found in the socio-cultural
environment and the Meditertanean diet. The traditional
lifestyle and the concept of stress on rural Crete differ from
what is common in Northern and Western Europe today.
Also, nutritional factors could be of importance, with the
Mediterranean diet favourable. These aspects and their
positive impact on GI problems need further investigation in

future studies.

In this study, IBS was found to be more common among
people aged G5vears and older. This differs from
epidemiological studies reporting that the prevalence of IBS

declines with ugels B However, one stud}' suggests that IBS
may remain a common Gl illness even in the agedﬁ. Our
ﬁn(lings Tequire further discussion of and amlysis of the
prevalence and d.iagnosis pattern of [BS among the elderly. In
the present study the occwrrence of IBS was significautly
highcr among womien than men, which is in accord with

. . 318
Pre\'lOl‘lS StUdJES .

There is also some evidence in the literature that there is an
increased risk of IBS after an episode of infective
g‘lsn'ocntn'iﬁs”’m. In a study of 386 patients with a bacterial-
confirmed  gastroenteritis  who were swveyed by a
questionnaire 6 months after the infective episode, it was

found that 7% had developed IBS™. In another study from the
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UK, it was shown that cult‘ure-positi\'e gastroenteritis was an
independent risk factor for BS”. Ouwr study did not
contribute to this hypothesis. providing only indirect

evidence.

Apart from the contribution of this article to the assessment
of the prevalence rate of known GI disorders in rural areas of
Crete, the present study has also several implications on
quality improvement and its implementation in rural primary
care in Crete. The heterogenity of the medical records and
the lack of information on diagnostic criteria on common GI
disorders call for urgent action. Some measures towards
quality improvement have been recently reporttdll. but
improvement must be made in the diagnostic skills of the

primary-care physicians who serve the rural areas of Crete.

In conclusion, although the limitations of the study do not
permit valid judgements and comparisons to be made, this
study carries two key messages. The first is that
gastroenteritis is still a frequent health problem that prompts
many visits to primary care; and the second is that primary
care physicians in 1ural Crete appear to fail to diagnose

adequately FD and IBS, and need further training.
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Abstract

Background: Studies on clinical issues, including diagnostic strategles, are considered to be the core
content of general practice research. The use of standardised instruments is regarded as an important
component for the development of Primary Health Care research capacity. Demand for epidemiclogical
cross-cultural comparisons in the international setting and the use of common instruments and definitions
valid to each culture is bigger than ever. Dyspepsia is a common complaint in primary practice but little is
known with respect to its incidence in Greece, There are some references about the Helicobacter Pylori
infection in patients with functional dyspepsia or gastric uleer in Greece but there is no specific instrument
for the identification of dyspepsia. This paper reports on the validation and translation into Greek, of an
English questiennaire for the identification of dyspepsia in the general population and discusses several
possibilities of its use in the Greek primary care.

Methods: The selected English postal questionnaire for the identification of people with dyspepsia in the
general population consists of 30 items and was developed in 1995. The translation and cultural adaptatien
of the questionnaire has been performed according to international standards. For the validation of the
instrument the internal consistency of the items was established using the alpha coefficient of Chronbach,
the reproducibility (test — retest reliability) was measured by kappa correlation coefficient and the
criterion validity was caleulated against the diagnosis of the patients’ records using also kappa correlation
coefficient.

Results: The final Greek version of the postal questionnaire for the identification of dyspepsia in the
general population was reliably translated. The internal consistency of the questionnaire was goed,
Chronbach’s alpha was found to be 0.88 (95% CI: 0.81-0.93), suggesting that all items were appropriate
to measure. Kappa coefficient for repreducibilicy (test — retest reliability) was found 0.66 (95% CI: 0.62-
0.71), whereas the kappa analysis for criterion validity was 0.63 (95% Cl: 0.36-0.89).

Conclusion: This swdy indicates that the Greek translation is comparable with the English-language
version in terms of validity and reliability, and is suitable for epidemiological research within the Greek
primary health care setting.
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Background

Dyspepsia is a common complaint in primary health care
(PHC) in most western countries, accounting for 5% of all
consultations in general practice [1]. Studies in Europe
have reported incidence rates for functional dyspepsia
between 8 per 1000 person-years [2] to 13 per 1000 per-
son-years [3]. In Greece there are some hospital-based
data on the prevalence of Helicobacter Pylori infection
[4,5] but primary care data are lacking. A project on meas-
uring the frequencies of functional gastrointestinal disor-
ders was established on Crete in 2001 and the need of an
instrument practical for researchers and PHC physicians
for the identification of dyspepsia in Greece was consid-
ered a priority. A thorough literature search did not reveal
any specific instrument in the Greek language, with the
exception of one that refers predominantly to the identifi-
cation of functional bowel disease [6].

Several instruments have been developed for the identifi-
cation of dyspepsia [7-10] and its impact on quality of life
[11,12]. The English postal questionnaire for the Identifi-
cation of Dyspepsia in the General Population (IDGP),
which was developed and standardised in 1995 by T.
Kennedy and R. Jones [10] was considered as appropriate
for our purpose for certain reasons; it was developed for
the general population; it was short in length and easy to
answer (Yes/ No); that meant practical for use in everyday
practice. According to the developers it was proved to be
accurate and reliable in identifying people with dyspeptic
symptoms. The questionnaire had been successfully used
in a UK population study for the prevalence of gastro-
esophageal reflux disease (GERD) symptoms [13].

This paper reports on the translation and validation of the
IDCGP and discusses several possibilities of its use in the
Greek primary care.

Methods

Questionnaire

The original questionnaire consists of 8 short questions
on demographics and a core part of 30 items, 29 of which
are answered by Yes or No. An open question at the end
of the questionnaire gives an opportunity for the patient
to refer to what ever seems important for the matter and
was not asked [Additional file 1). The IDGP classifies the
symptoms into clinical subgroups namely dyspepsia,
GERD like symptoms, past diagnosis of peptic ulcer.
According to the questionnaire dyspepsia is diagnosed by
the presence of "any of the symptoms of dyspepsia in the
last year" [10]. GERD is likely when either heartburn or
acid regurgitation is present also in the last year. Further-
more, the IDGP seeks the frequency of the dyspeptic and
GERD like symptoms along with patients' consultation
behaviour. The questionnaire proved to have a good inter-
nal consistency (an overall kappa coefficient 0.92) [10].

http:/iwww biomedcentral.com/1471-2458/6/56

Translation

The translation and cultural adaptation of IDGP were per-
formed according to "The Minimal Translation Criteria"
|14]. Two independent bilingual physicians forward
translated the questionnaire; two other physicians, native
English speakers, then back translated the agreed Greek
version. The agreed back translation was sent to the
authors of the original questionnaire for comparison and
their suggestions were incorporated into the final Greek
version.

A cognitive debriefing process was then used for the cul-
tural adaptation of the questionnaire [14]. This process
was carried out in order to identify any areas presenting
problematic language, and to assess the patient's level of
understanding.

The questionnaire was administered to five attendants of
a PHC centre, and comments made by them were dis-
cussed and included to the final Greek version.

Validation

Reliability was assessed by measuring internal consistency
and reproducibility (test- retest reliability) [15,16]. Inter-
nal consistency was determined by checking the compo-
nents of a questionnaire against each other, using
Chronbach's alpha [17-19].

A minimum value of 0.70 for group and 0.90 for individ-
ual comparisons is generally desirable [19,20].

Reproducibility (test- retest reliability) is a measure of
strength of association for determining stability of the
questionnaire's results over time because it corrects for
lack of independence between measurement intervals
[15]. Forty consecutive PHC attendants visiting one rural
PHC unit in Crete over a period of two months were
recruited and asked to complete the questionnaire twice
with an interval of 3 weeks. All participants had a record
of upper abdominal symptoms during the past year; no
one refused to complete the questionnaire. The overall
Cohen's kappa coefficient was estimated [ 16].

Criterion validity refers to the extent to which the instru-
ment correlates with a gold standard [21]. To define the
criterion validity of the questionnaire, the diagnoses avail-
able in medical records of a fully qualified General Practi-
tioner (GP) of the rural PHC unit were used as a gold
standard to which we compared the outcome of the ques-
tionnaire given on the first visit. Kappa analysis was used
in order to assess agreement between the diagnoses [dys-
pepsia [ GERD or ulcer) as they were confirmed by the
questionnaires and the GP. The diagnose of dyspepsia in
our validation process was established according to the
Rome IT definition [22] by the positive answer to one or

Page 2 of &
(page number not for citation purposes)

75



BMC Public Health 2006, 6:56

Table I: IDGP: Reproducibility (test- retest reliability).

http:/iwww biomedcentral.com/147 1-2458/6/56

DIAGNOSTIC CATEGORIES K* ITEM K*
Dyspepsia 0.67 | 0724
4 0.609
18 0.603
Frequent dyspepsia 0.61 2 0.358
5 0.694
19 0.691
GERD like symptoms 0.69 7 0.746
10 0.694
13 0314
14 0730
15 0.652
21 0.658
24 0.749
Frequent GERD like symptoms 0.71 8 0.700
1 0742
16 0.698
22 0.444
Consultation behaviour 0.49 3 0413
3 0.405
9 0336
12 0.481
17 0.688
20 0.308
23 0278
26 0722
Investigation for organic gastric disease 0.80 28 0.653
29 0.950
Past diagnosis of stomach or duodenal ulcer 7 0.688
Open questien 30 0.615
*: Kappa coefficient
more of items 1, 4 or 18, (pain or discomfort, feeling of  Ethics

excess wind or fullness, nausea) combined with negative
response on the items referring to GERD like symptoms.
The diagnosis of GERD was made by the positive response
to one of the items 7, 10, 13 and 15 (heartburn, heart
burn when lying in bed, heartburn only when lying in
bed, acid tasting fluid at the back of the throat). Ulcer was
diagnosed when there was a positive answer to item 27
(past diagnosis of stomach or duodenal ulcer).

A factor analysis was performed in order to identify the
separate factors, which make-up this questionnaire and
highlight how the items group together [23]. Factor struc-
ture was studied by Principal Component Analysis using
Varimax with Keiser Normalization as Rotation Method.
Both Kaiser criteria for applicability were fulfilled [24]. An
analysis on the patients' symptoms (items 1, 4, 7, 10, 13,
14, 15, 18, 21, 24) was performed and a factor was con-
sidered as important if its eigenvalue value exceeded 1.0
[23].

The scientific committee of the University Hospital of
Heraklion, Crete has approved this study [number of pro-
tocol: 7173/ 12/7/2000). All participants in the cultural
adaptation and reproducibility (test- retest reliability)
procedure were informed about the scope and the pur-
pose of the study and provided their oral consent.

Results

Translation

The authors suggested changes to the demographic data
section of the questionnaire and added questions regard-
ing employment. They further suggested making all items
referring to the duration of the symptom(s) more specific
by replacing the phrase "the past year" with the phrase
"the last 12 months" in accordance with the latest defini-
tions of Rome 11 [22]. The concept of discomfort was also
taken into account, and the word "discomfort” was added
also to the second question according to the same criteria.

During the process of cultural adaptation only one of the

five patients reported problems in comprehension of the
questionnaire in the total. Problems were focused mostly
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Table 2: Factor analysis for the symptoms: Rotated Component Matrix for 3 factors.

Component
SYMPTOMS | 2 3
(Item 1) Pain or discomfort 0.870
(Item 4) Feeling of excess wind or fullness in the upper abdomen 0.566
(Item 7) Heartburn 07m
(Item 10) Heartburn when fying in bed 0.882
(Item 13) Heartburn only when lying in bed 0.483
(Item 14) Awakened by the heartburn 0.861
(Item 15) Acid raste at the back of the throat 0555
(Item 18) Nausea 08le
(Item 21) Vomiting 0.876
(Item 24) Difficulty in swallowing 0.651
Eigenvalues 3.60 |.40 113
Degree of explanation (%) 36.00 14.03 11.32

in expressions used and less in the understanding of the
actual questions.

The two older and less educated participants reported
some problems but any misunderstanding was solved
after they read again the troubling question. No external
help was given to the participants regarding the meaning
of any of the questions. The suggestion of a bigger picture
was accepted as well as the suggestion to explain in paren-
thesis the areas shown in the picture {Additional file 2).

Validation

The IDGP questionnaire showed a high overall internal
consistency (alpha value: 0.88, 95% CI: 0.8§1-0.93) for
individual comparison. Fach diagnostic group also
showed acceptable alpha values: 0.81 for dyspepsia; 0.76
for frequent dyspepsia; 0.82 for GERD like symptoms;
0.75 for frequent GERD like symptoms; 0.89 for investiga-
tion for organic gastric disease; 0.82 for past diagnosis of
stomach or duodenal ulcer, while internal consistency
was relatively low for consultation behaviour: 0.66 and
for the open question: 0.72.

The overall Cohen'’s kappa coefficient for the reproduci-
bility (test - retest reliability) of the questionnaire was
found "substantial” (0.66, 95% CI: 0.62-0.71) [16].
Twenty-five of the 30 items had good reproducibility
(Cohen's kappa coefficient>0.40), while the remaining
five items had a fair reproducibility (Cohen's kappa coef-
ficient<0.40). These results are illustrated in Table 1.

The kappa coefficient for criterion validity was also "sub-
stantial" (0.63, 95% CI: 0.36-0.89) and the overall agree-
ment between the results of the questionnaire and the
doctor's diagnose was 85%.

The performed factor analysis indicated three factors with
eigenvalue over 1.0. Those factors were responsible for
61,34 % of variance and rotation converged in 4 iterations
(Table 2).

Discussion

The development of academic general practice within the
Mediterranean setting does not only need support and
funds but also research capacity [25]. Studies on "clinical
issues", including diagnostic strategies, are considered to
be the core content of general practice research as a recent
publication reported [26]. Thus, the use of standardised
instruments is considered as an important component for
the development of PHC research capability and some
questionnaires measuring the frequency of health prob-
lems in primary care and the impact of ill conditions in
quality of life of Greek patients have been already pub-
lished [27,28]. Moreover, the increasing demand for epi-
demiological  cross-cultural ~ comparisons  in  the
international setting and the use of common instruments
and definitions valid to each culture is stronger than ever
[21].

We focused on dyspepsia because it is a symptom with
which patients frequently present to PHC services world-
wide. In addition, no data regarding the prevalence of dys-
pepsia in primary care population in Greece have been
reported. We followed international criteria for the trans-
lation, and the Greek version was well perceived by the
participants in the pilot study. The validation process
revealed a "substantial" Cohen's kappa coefficient for the
questionnaire and the satisfactory Chronbach's alpha sug-
gests that the instrument is reliable for the Greek setting.
The criterion validity was also good supporting that our
instrument was valid when we judged it with the diagno-
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sis of the GP as a gold standard. The factor analysis of the
symptoms revealed the shared variance of 3 separate fac-
tors.

However, there are some concerns in terms of its valida-
tion into Greek language and particularly: (a) in some
questions reproducibility (test — retest reliability) was
found te be fair to moderate. Those questions referred
mostly to consultation behaviour and did not change the
outcome of the questionnaire, thus they were not consid-
ered as a strong limitation for the use of the instrument.

(b) during the repreducibility (test — retest reliability)
process patients were informed that they would be invited
sometime in the future to answer the questionnaire for a
second time. It was unavoidable for us to not disclosure
this issue when we were seeking for permission and mak-
ing aware the respondent about the scope of the study.
However patients did not know when they would be
asked again.

(<) the eriginal questionnaire was developed prior to the
Rome II consensus. Nevertheless it is approaching the
Rome 1T definition of dyspepsia and the modified Greek
version is much more closer to Rome Il consensus.

(d) overlap with IBS is potential since there is no question
referring to the bowel habits. The simultaneous use with
an IBS specific instrument or a combined questionnaire
for both diseases [29] is recommended.

(e) item 4 that refers to the "feeling of excess wind or full-
ness" is generally accepted as a symptom which is
included in the dyspepsia definition, however in the fac-
tor analysis a potential overlap with the GERD like symp-
toms is indicated.

The translated and validated questionnaire is anticipated
to be a practical instrument for primary care physicians in
Greece; it can be applied in daily practice for identifying
patients with dyspepsia. Greek speaking doctors who are
practicing in Cyprus and other countries may find it help-
ful and the questionnaire could be used in epidemiclogi-
cal studies highlighting some of the missing information
from Greece.

Conclusion

In conclusion, the Greek translated questionnaire appears
to be a reliable and valid tool for the identification of dys-
pepsia in clinical practice. Due to its short length and con-
sumption of time it seems to be a practical instrument in
the Greek primary care.
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Abstract

Background

Irritable Bowel Syndrome (IBS) is frequently diagnosed in primary care. Its
diagnosis is based on diagnostic criteria but their use is limited in primary
care. We aimed to assess the diagnostic agreement between the older
(Manning’s and Rome Il) and the new (Rome lll) criteria for the diagnosis of
IBS in primary care in Greece.

Findings

Medical records of 5 Health Centers in rural Crete, Greece, were reviewed
for a four-year period and patients with the diagnosis of IBS were invited to a
structured interview. Kappa agreement of the Rome Il criteria with the
criteria of Manning and Rome Il was measured. One hundred and twenty
three patients were eligible for interview and 67 (54.5%) participated. Forty-
six (69%) fulfilled the Manning, 32(48%) the Rome Il, and 16(24%) the Rome
[l criteria. Twenty-seven (40%) patients were identified as IBS according to
the questionnaire for the identification of functional gastrointestinal diseases
(FGIDs). The agreement of Rome Il with Manning criteria was poor (Kappa
=0.25). The agreement between the FGIDs questionnaire and the Manning,
Rome Il and Rome lll criteria was: Kappa= 0.30, 0.31 and 0.24 respectively.
Moderate agreement was found between the Rome Il and lll criteria (Kappa=
0.51).

Conclusions

Questionnaires and criteria deriving from expert's consensus meetings or
tertiary hospitals are difficult to be applied in rural primary care where
symptoms are underestimated by patients and complicated questions can be
confusing.

Key words: Irritable Bowel Syndrome, functional gastrointestinal disorders,
Guidelines, Primary Health Care, Greece.
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Findings

Background

Irritable Bowel Syndrome (IBS) is frequently diagnosed in primary care. [1]
During the last decades efforts to provide reliable diagnostic criteria for IBS
have been undertaken, starting with the criteria of Manning [2] and the
consensuses of Rome |, Il and Ill. [3,4 ] Classification criteria such as Rome
Il developed through experts consensus may be less applicable to primary
care IBS patients [5] and their implementation in primary and secondary
health care settings does not seem to be widely adopted. [6, 7]

In Greece the subject of functional gastrointestinal disorders in primary
health care seems to be neglected.[8,9] A recent study in rural Crete
revealed that primary care physicians failed to diagnose these disorders.[8]
This cross-sectional study led to the development of a database of patients
with IBS. The advent of the new consensus (Rome IllI) on the diagnosis of
IBS was an important incentive to explore to what extent the application of
the new standards alters the diagnosis previously made within the primary
care setting in Crete. This paper seeks to explore issues of diagnostic
suitability and applicability of different classification criteria when they are
used for IBS patients in primary care.

Setting and study population

The medical records of four Primary Health Care (PHC) centers and one
primary surgery were reviewed from March 1996 till February 2000 with a
methodology explained elsewhere.[8] All the patients with the diagnosis of
IBS or spastic colitis or functional disorders of the large bowel were pooled
together as IBS patients (ICPC 2: D93 / ICD10: K58). The estimated
occurrence rate of the IBS patients in this cross-sectional study was 1.2 per
1000 person- years. [8] All the identified IBS patients were considered
eligible for a structured interview.

Instruments

Each of the eligible patients was personally invited to a semi- structured
interview. All interviews were performed by the same researcher during
scheduled home visits and were based on a detailed personal and family
history questionnaire. Co-morbidity and medication were documented both
through direct questions during the interview and by patient's personal
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insurance book. The Manning criteria for IBS and the Rome || criteria for IBS
and dyspepsia were applied. [2, 3]

The questionnaire for the identification of dyspepsia in the general population
(IDGP), which was translated and validated into Greek [10, 11]was applied in
order to document co-morbidity with dyspepsia and GERD. It consists of 11
main questions answered by yes or no, on upper gastrointestinal symptoms
together with frequencies and consultation behavior, and one open question
.The questionnaire for the identification of functional gastrointestinal
disorders (FGIDs) [12] was also used. This questionnaire based on the
Rome | criteria through nine different sets of questions provides a detailed
picture of patients gastrointestinal problems. Main questions on symptoms
duration from this questionnaire combined with Rome’s Il three main
diagnostic criteria extended our comparison towards Rome Il criteria
retrospectively. All the diagnostic criteria and the questions used for the
Rome Il are shown in Table 1.

Statistical analysis

Comparisons of the characteristics of participants and non-participants were
made using the chi-squared test for categorical variables and the non-
parametric Mann-Whitney test for possible age differences, as age appeared
negatively skewed in each group. In the FGIDs questionnaire age is a
criterion for the differential diagnosis of organic disease against IBS thus no
comparison with age was performed for this questionnaire. The chance-
corrected agreement between the Manning and the Rome Il criteria
compared with the new Rome Il criteria was estimated using the Kappa
coefficient. Possible age and sex differences between the proportions
classified with IBS using the three criteria (Manning’s, Rome Il, and Rome III)
were assessed using the Mann-Whitney test and Fisher's exact test
respectively. Confidence intervals for single proportions, and for differences
between proportions, were calculated using the normal approximation to the
binomial distribution. SPSS version 15 was used for all statistical analyses
(SPSS for Windows, release 15.0.0, and 6/9/2006. Chicago: SPSS Inc). The
significance level was set to 5%.

Participation

The original database included 146 patients identified with the diagnosis of

IBS. [8] Ten double entries were located. For thirteen entries, no date of birth

was available. These patients were excluded due to the high possibility of

synonymies. Finally, 123 patients were contacted for interview. Sixty-seven
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patients participated in the interview (54.5%). A flowchart including reasons
for non-participation is shown in Figure 1. The mean interval period between
the original doctor’s diagnosis and the interview was 6.4 (SD: 1.24) years.
The characteristics of patients with IBS according to participation status are
presented in Table 2. Age distribution was not found to differ between the
two groups (Mann-Whitney z= - 1.543, p=0.123). There was weak evidence
of an association between sex and participation status (X?= 4.24 on 1df, p=
0.039), with more male non-participants than expected (25 observed, 20
expected) and fewer female non-participants (31 observed, 36 expected).

0ld vs. new diagnostic criteria

From the 67 IBS patients that finally participated in the interview, 46 (69%,
95% ClI: 58%-80%) fulfilled two or more of the Manning criteria by the time of
interview. Thirty-two subjects (48%, 95% CIl: 36%-60%) fulfilled the Rome Il
criteria, all of them were fulfilling the criteria of Manning. The modified Rome
Il questions/ criteria were satisfied by 16 subjects (24%, 95% Cl: 14%-34%),
which were all fulfilling both Rome Il and Manning criteria also. Twenty-
seven patients (40%, 95% CIl: 29%-52%) satisfied the conditions for IBS
according to the FGIDs questionnaire.

Poor agreement was found between the Rome IIl and the Manning criteria,
kappa 0.25 (95% CI: 0.12 to 0.38). Only moderate agreement was found
between the Rome Il and Rome Il criteria, Kappa 0.51(95% CI: 0.33 to
0.69). There was also poor agreement between the FGIDs questionnaire and
the Manning, Rome Il and the Rome Il criteria with K=0.30 (95% CI: 0.12 to
0.49), K= 0. 31 (95% CI: 0.08 to 0.53) and K= 0.24 (95% CI: 0.01 to 0.46)
respectively. Gender and age were not statistically significant risk factors for
the positive diagnosis of IBS with any of the diagnostic criteria.

Co morbidity

Five (7.5%, 95% CI: 1.2%- 13.8%) of the participants stated that they did not
suffer from any gastrointestinal symptom in the last 12 months prior to the
interview.

The investigation for co morbidity with other gastrointestinal disorders
revealed 31 patients (46%, 95% Cl: 34%-58%) experiencing GERD like
symptoms according to the IDGP questionnaire. Within this group of patients
24 (77.4%) were fulfilling the criteria of Manning, whereas 15 (48.4%) and 8
(25.8%) were fulfilling the Rome Il and Ill criteria respectively. Nine of the 67
patients (13 %, 95% Cl: 5% to 22%) patients had undergone
cholecystectomy or experienced gall bladder problems in the past. Seven
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(10.4%, 95% CI: 2.5% t0o18%) patients had dyspepsia according to the IDGP
questionnaire and one patient had FD according to Rome Il. Four of the
patients (6%, 95% CI: 0.3% t012%) had been diagnosed with cancer (1
gastric, 1 ovarian, 2 cervical).

Sixteen patients were suffering from one or more gastrointestinal symptom
(24%, 95% CIl. 14% to 34%) without fulfiling any of the IBS criteria.
Symptoms more frequently than 6 times per year were reported by 59 (88%)
of the participants whereas 3 (0.4%) had symptoms less frequently.

The main findings of the study

In our study population more patients fulfiled Manning’s criteria, fewer the
Rome Il and even fewer the Rome Il criteria which proved the most
restrictive. In previous studies the criteria of Manning and the Rome Il
criteria were found more sensitive in diagnosing IBS patients in primary care
compared to Rome Il. [13, 14, 15] The complexity of questions about the
duration of symptoms might have played an important role for the difference
between the Rome Il and lll criteria. It is also supported that criteria that are
based on the frequency of symptoms have lower prevalence values
compared to criteria based on the presence of symptoms. [15, 16] Our
findings point out that IBS diagnosis, in rural areas of Crete, has not been
based on complex criteria. In the same concept the FGIDs questionnaire
revealed fewer patients as IBS than Manning and Rome Il criteria and
showed low agreement compared with all the criteria. This questionnaire was
expected to be more restrictive to primary care population as there is a
strong argument that primary care patients share different disease
characteristics than outpatients. [17, 18]

High co-morbidity with GERD like symptoms was noted. The observed rate
in our study (46 %) was among the highest reported according to a review of
the international literature. [19] It is difficult to explain this prominent overlap
and although both conditions are highly prevalent, the overlapping symptoms
are lately attributed to a possible common disease process. [20] Co morbidity
with dyspepsia was relatively low (10.4%) compared with other studies. [18]

The study findings in the light of other studies

Criteria developed by specialists have been criticized for low performance in

primary care.[6, 21,22] Skepticism as to the degree of relevance of Rome

diagnostic criteria for IBS with everyday clinical primary practice is

developing and authors have suggested that the next consensus meeting on

IBS should be interdisciplinary. [13,23] Our results are in agreement with
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international literature on the low application of diagnostic criteria for IBS and
especially the Rome 11.[5] The Rome Ill criteria are considered as less
restrictive and thus closer to primary care reality,[ 14,15] but in our study this
role was not verified. In the Greek primary setting the number of visits to the
doctor due to IBS was found low [8] compared to international data. In
another study from Crete, again, IBS patients reported that they did not visit
the PHC centre for their IBS problems frequently. [24] All data form a puzzle
showing that in IBS patients in rural areas of Crete, both actual and as
perceived by individuals, symptoms are rather underestimated. Further
research is needed to confirm it.

Limitations of the study

Our study used the database of IBS patients identified in medical records
during a retrospective research. Information as to what criteria were applied
by primary care doctors was not available. In most cases the diagnosis alone
was the only available data. Also poor demographic data entries resulted in
high numbers of excluded or non-participating patients limiting in this way the
strength of the results. For the majority of the non participating patients there
were no available data about the presence of gastrointestinal symptoms.
Thus a potential selection bias could be addressed.

Another limitation was the use of modified questions matching the Rome Il
instead of the actual Rome Ill criteria for a retrospective comparison. A
similar approach was attempted in another study the results of which
followed the pre existing research on Rome lll. [14] Our study provides a hint
on the application of the Rome IIl in IBS patients in rural Crete at a time
where no other information is available.

The 6.4 years interval between the first diagnosis and the structured
interview is another limitation as it could allow changes and overlaps with
other gastrointestinal diseases a finding common in IBS patients. [25]This
interval did not allow a direct comparison between the criteria and doctor’s
diagnosis, but the retrospective comparison between criteria at the time of
interview was possible.

Implementation to practice and suggestions for future
research

The low agreement between older and new criteria and the tendency for
greater fulfilment of the criteria of Manning; reveals the necessity for a
different approach to the diagnosis of IBS in primary care in rural areas of
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Greece. This approach has been also highlighted in a consensus
development for the diagnosis of IBS in primary care. [16] Clinical
manifestations of IBS and co morbidity with other gastrointestinal diseases;
both in primary care patient and the general population in rural Greece;
should also be investigated in order to obtain a clear picture of the syndrome.

Conclusions

In Greek primary care, international diagnostic criteria display low agreement
for the diagnosis of IBS. Amongst these, the newest criteria display worse
results than expected. Questionnaires and criteria deriving from tertiary
hospitals or expert’'s consensus meetings seem to be applied with difficulty in
rural primary care where symptoms are underestimated by patients and
complicated questions can be confusing.
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Figure legends

Figure 1: Flow chart of IBS patients
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Tables

Table 1. All diagnostic criteria for IBS and the questions
matching Rome III

Manning Criteria
Abdominal pain with 2 or more of the following:
1. Abdominal pain relieved by defecation; and /or
. Abdominal pain onset associated with more frequent stools; and/or
Abdominal pain associated with looser stools; and/ or
Abdominal distension or bloating; and/or
Feeling of incomplete defecation; and/or
Mucus in stools (Br Med J
1978)

oo A wN

Rome Il Criteria for IBS
At least 12 weeks or more, which need not be consecutive, in the preceding
12 months, of
abdominal discomfort or pain that has 2 out of 3 features:

1. Relieved by defecation

2. Onset associated with a change in frequency of stool

3. Onset associated with a change in form (appearance) of stool
Symptoms that Cumulatively Support the Diagnosis of IBS:
1. Abnormal stool frequency (may be defined as greater than 3 bowel
movements per day and less than 3 bowel movements per week);
2. Abnormal stool form (lumpy/hard or loose/watery stool);
3. Abnormal stool passage (straining, urgency, or feeling of incomplete
evacuation);
4. Passage of mucus;
5. Bloating or feeling of abdominal distension. (Gut. 1999)
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Rome lll

Recurrent abdominal pain or discomfort at least 3 days per month in the
last 3 months associated with 2 or more of the following:

1. Improvement with defecation

2. Onset associated with a change in frequency of

stool

3. Onset associated with a change in form (appearance)

of stool

Criteria fulfilled for the last 3 months with symptom onset at least 6
months prior to diagnosis.

(Gastroenterology 2006)

Rome lll matching questions from the interview
Abdominal discomfort or pain

1. Relieved by defecation

2. Onset associated with a change in frequency of stool

3. Onset associated with a change in form (appearance) of stool

(Rome II)

1. “How many times per week do you experience the symptoms? (1 per
week /less frequent/ more frequent)”. Patients who answered that they
experienced the symptoms less than one time per week were
considered as negative for the Rome Il criteria.

2. “For how long have you been experiencing the symptoms? (1 year/ 2
years/ 5 years)”. When patients answered that they had been
experiencing the symptoms for less than a year the duration was
noted (in months).

(FGIDs questionnaire)
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Table 2. Characteristics of the 123 patients diagnosed as having IBS

Overall N Participants Non-participants Significan
123, (100%) N ce
67, (55%) 56, (45%)
p=0.039
Sex
Male 43 (35%) 18 (27%) 25 (44.5%)
Female 80 (65%) 49 (73%) 31 (55%)
Median age
(min-max) 71 (20-97)
70 (28-92) 76 (20-97) p=0.342
Age groups
25-44 7 (10.4%) 4 (7%)
45-64 25 (37.3%) 14 (25%)
65-79 25 (37.3%) 15 (26.7%)
>80 10 (14.9%) 22 (39.3%)
Education
None 6 (9%) Not known in
Primary 50 (74.6%) most
Secondary 11 (16.4%) cases
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Figure 2: Flow chart of IBS patients

146 patients diagnosed as IBS
in the data base

l

of birth)

23 Excluded (10 Double
entries+ 13 missing date

y

123 eligible patients with IBS for
interview

Total participants
67(54.5%)

A 4

A4

18 Males

49 Females

v

Total non- Participants
56(45.5%)
Y A\ 4
25 Males 31 Females
Reasons for not | Reasons for not
participating participating
Refused= 3 Refused= 6

Deceased= 7
Moved out of the
area= 11
Seriously ill= 3
Less than 15=1

*there was no direct
connection between the

cause of death and the

IBS symptoms.

Deceased= 9*
Moved out of the
area= 16
Seriously ill= 0
Less than 15=0

*there was no direct
connection between the
cause of death and the IBS

symptoms.
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Abstract

Background: Persons with Irritable bowel syndrome (IBS) are seriously affected in their everyday
life. The effect across different cultural settings of IBS on their quality of life has been little studied.
The aim was to compare health-related quality of life (HRQOL) of individuals suffering from IBS in
two different cultural setings; Crete, Greece and Link&ping, Sweden.

Methods: This study is a sex and age-matched case-control study, with n = 30 Cretan IBS cases
and n = 90 Swedish IBS cases and a Swedish control group (n = 300) randomly selected from the
general population. Health-related quality of life, measured by SF-36 and demographics, life style
indicators and co-morbidity, was measured.

Results: Cretan IBS cases reported lower HRQOL on most dimensions of SF-36 in comparison
to the Swedish IBS cases. Significant differences were found for the dimensions mental health (p <
0.0001) and general health (p = 0.05) even after adjustments for educational level and co-morbidity.
Women from Crete with IBS scored especially low on the dimensions general health (p = 0.009)
and mental health (p < 0.0001) in comparison with Swedish women with IBS. The IBS cases, from
borth sites, reported significantly lower scores on all HRQOL dimensions in comparison with the
Swedish control group.

Conclusion: The results from this study tentatively support that the claim that similar individuals
having the same disease, e.g. IBS, but living in different cultural environments could perceive their
disease differently and that the disease might affect their everyday life and quality of life in a different
way. The Cretan population, and especially women, are more seriously affected mentally by their
disease than Swedish IBS cases. Coping with IBS in everyday life might be more problematic in the
Cretan environment than in the Swedish setting.
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Background

Irritable bowel syndrome (IBS) is a functional disorder of
the gastrointestinal tract and a quite common digestive
disease in the general population frequently diagnosed in
general practice [1]. IBS is widespread in all societies and
socio-economic groups. For most patients, it is a chronic
condition often with severe consequences |2|. There is
strong evidence in previous studies that persons with IBS
reveal impaired health-related quality of life [3-5].
Although this disease is not life threatening, patients with
IBS seem to be seriously affected in their everyday life [6-
9]

In assessing the impact of a (chronic) disease such as IBS
on sense of wellbeing and daily functioning, patient-cen-
tred outcome data of health-related quality of life
(HRQOL) are essential [10-12]. Previous studies of the
impact of IBS on quality of life have either used generic
health-related quality of life measurements, such as SF-36,
or IBS-specific HRQOL instruments [9,13-15]. Disease-
specific measures are especially used in clinical trials,
while generic HRQOL measures are designed to evaluate
aspects that are applicable to a population and therefore
can provide a basis for comparisons with data from the
general population |9,16].

A similarity concerning IBS patient's reports of their symp-
toms has been revealed in the sense that the patterns of GI
symptoms seem to be similar across the Western cultures
[17]. But, how are these symptoms and discomforts per-
ceived by those affected? What is the impact on quality of
life in different cultural settings? Are there any cultural dif-
ferences in this respect? In a comparative study of HRQOL
between the UK and the US, it was found that 1BS had a
significant impact on quality of life in both countries, but
that this impact appeared to be greater in the UK than in
the US [2]. In a study in the US of racial differences in rela-
tion to 1BS, similar HRQOL was found between white and
non-white IBS patients |[18]. In general, some research
suggests that cultural differences have an impact on the
daily activities and quality of life of the IBS patients, but
this has not been studied extensively.

The aim of this study was to use the SF-36 questionnaire
to compare health-related quality of life of individuals
suffering from irritable bowel syndrome in two different
European cultural settings.

Methods

Study design

The design of this study is a matched case-control study,
with two different groups of cases, IBS cases from rural
and semi-rural villages on Crete, Greece, and IBS cases
from the city of Linkoping, Sweden. The criteria for iden-
tifying the cases and creating the databases were the same
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in the Greek and the Swedish settings. In primary care, the
severity of the IBS disease could vary from mild and mod-
erate to severe. In addition to the identified cases, a Swed-
ish contrel group of non-IBS cases was randomly selected
from the general population in the same Swedish region.

The Greek group

Thirty cases with a diagnosis of IBS in the age groups
between 17 and 65 years were identified through medical
records at three health care centres on Crete. These 30 IBS
cases are all actual cases in the age-group 17-65 years
from a previous established IBS database with cases iden-
tified in a four-year retrospective survey of gastrointestinal
problems in the population on Crete, which is reported
elsewhere [19]. A medical doctor invited these 30 IBS
cases to participate in an interview concerning health-
related quality of life (the SF-36 guestionnaire), demo-
graphics, life style indicators, gastrointestinal and other
co-morbidity.

The Swedish group

The Swedish IBS cases and control group were matched
for gender and age with the Cretan IBS cases. Fach Cretan
IBS case was matched following the data collection with
three Swedish IBS cases (3:1) and with 10 Swedish control
group (10:1) from the general population. The Swedish
IBS cases and control group were randomly selected from
a large, previously established database consisting of N =
723 IBS cases and N = 4500 individuals from the general
population. This database is based on the results of a five-
year retrospective survey of diagnosed IBS cases identified
through medical records at three health care centres in the
city of Linképing located in the south-east region of Swe-
den |20]. In this study, a postal questionnaire, including
SF-36, demographics, lifestyle indicators, gastrointestinal
and other co-morbidity were used. The questionnaire was
also sent to a random sample of the general population in
the same region. The response rate was 71% for the IBS
cases and 639% for the general population.

Data collection

The same version of the generic health-related quality of
life measure Short Form 36 (SF-36) was used in its Greek
and Swedish translated form in this study. This instru-
ment is well established and has been used extensively
used in public health studies, epidemiology as well as in
clinical trials [21,22]. The SF-36 includes eight multi-item
scales that evaluate the extent to which an individual's
health limits his or her physical, emotional and social
functioning: physical functioning (10 items), role limita-
tions caused by physical health problems (4 items), role
limitations caused by emotional health problems (3
items), social functioning (2 items), emotional wellbeing
(5 items), pain (2 items), energy/fatigue (4 items), and
general health perceptions (5 items). All questions asked
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Table I: Comparison of demographically data and life style indicators between Cretan and Swedish IBS cases and between all IBS

cases (from both sites) and Swedish control group

Cretan IBS Cases (n = 30)
9

n % n

Swedish IBS cases (n = 90)

%

Swedish control group (n = 300)

4 n P

Educational
level
Primary
(low)
Secondary
High
school
College/ |
University
(High)
Marrital
status
Single |
Married or 21
cohabiting
Divorced
ar widow
Occupation
al situation
Full or
part-time
Student,
on sick
leave or
unemploye
d, etc
Smoking
habits
Daily
smoker
Non-
smoker
Insomnia
Yes
No
Experience
d daily
stress
Very often
or Often
Seldom or
Never

633

23
16

200
133

33 33

33

. 10
700

67
267
367 64

63.3 26

267

733 a2

55
35

233
767

533

55

467 Ell

20.0

256
178

367

.2
753

711

289

89

9Ll

6.1
389

64.0

36.0

< 0.0001 < 0.0001

64 214

68 n7
18.1

13 78

0.14 020

36
225

121
755

37
0.001 < 0.0001
220 736

79 264

0.01 0.05

43

249 853

< 0.0001 0.001
143
153

483
517

0.30 < 0.0001

96 137

189 66.3

concerned the previous four weeks, with the exception of
an additional item that assesses change in the respond-
ent's health over the preceding year. Responses to the SF-
36 were transformed into a standard scale ranging from 0,
the worst possible score, to 100, the best possible score
[23].

In addition to the HRQOL instrument, the subjects on
Crete and in Sweden answered questions concerning
demographics such as educational level and civil status.
Additionally, some life style indicators such as smoking
habits {daily smoker vs. non-smoker) were measured. In
the group non-smokers ex-smokers could also be

included. The variable insomnia was based on a question
of how often the respondent felt they had had difficulty in
falling asleep in the evenings. Those who reported that
they sometimes, very often or always suffered from
insomnia were regarded as having insomnia. The variable
"perceived daily stress” was based on a question about
how the respondent experienced daily stress. Data on co-
morbidity were collected in the form of self-reports and
focused on past or present occurrence of gastrointestinal
diseases and chronic diseases. Gastrointestinal co-mor-
bidity measured was: reflux, gastroenteritis, known peptic
ulcer and other gastrointestinal complaints. Co-morbidity
of other, mainly chronic, diseases measured was: coronary
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Table 2: Reports of current and previous gastrointestinal co-morbidity between Cretan and Swedish cases and between all IBS cases

(from both sites) and Swedish control group

Cretan |BS Cases (n = 30)
9

Swedish IBS cases (n= 90)

Swedish control group (n = 300)
%

n % n % P n P

Peptic ulcer 0.19 0.18

Yes 4 133 5 58 14 5.0

No 26 867 81 942 267 95.0
Gl 0.002 < 0.0001
complaints

Yes 1 367 60 682 &6 232

No 19 633 28 318 219 768
Reflux 028 < 0.0001

Yes 9 300 35 41.2 56 195

No 21 700 50 588 231 80.5
Gastroente 0.07 < 0.0001
ritis

Yes 16 533 30 345 63 222

No 14 467 57 65.5 221 778

heart diseases, high blood pressure, diabetes mellitus,
asthma, allergy, rheumatoid arthritis and depression.

Ethics

The study was approved by the Research Ethics Commit-
tee of the Faculty of Health Sciences, Linképing Univer-
sity, Sweden and the Research Ethics Committee of the
University Hospital of Heraklion, Crete, Greece.

Statistical methods

All data were stored in a common database and statisti-
cally analysed using the SPSS 13.0 programme (SPSS Inc.,
Chicago, IL, USA). Significance of differences between
cases and control group for SF-36 scale was estimated
using the 2-sided ANOVA test. The SF-36 comparisons
between Cretan IBS cases and Swedish IBS cases were
adjusted in multiple regressions for significant differences
in the distribution of the variables; educational level and
co-morbidity regarding coronary heart diseases, high
blood pressure, theumatoid arthritis and depression. For
categorical variables, the chi? test was used and when
expected frequencies fell below five, Fisher's exact test was
applied. In general, a p-value of < 0.05 was considered sta-
tistically significant.

Results

The total of 420 participants in this study consist of n =30
Cretan IBS cases, n = 90 Swedish IBS cases and n = 300
Swedish control group. The Swedish cases and control
group were matched for gender and age with the Cretan
cases. The ages of the cases and controls were distributed
in the age groups as follows; 18-24 years: 3.3% (n = 14),
age-group 25-44 years: 26.7% (n = 112) and age-group

45-64 years: 70.0% (n = 294). The gender distribution
was 76.7% (n = 322) female and 23.3% (n = 98) male.

A comparison of some demographical data and life style
indicators is presented in Table 1. The educational level of
the Cretan IBS cases was significantly lower (p < 0.0001)
than the Swedish IBS cases and control group. There were
no significant differences in civil status between the
groups. The number of full-time or part-time workers was
significantly higher among the Swedish cases and control
group in comparison with the Cretan 1BS cases. The
number of daily smokers was significantly higher among
the Cretan IBS cases than among the Swedish cases and
control group. Insomnia was most common among the
Swedish IBS cases and also higher among the Swedish
control group in comparison with the Cretan IBS cases. A
significantly (p < 0.0001) larger proportion of the IBS
cases from both Crete and Sweden experienced daily stress
often or very often in comparison with the Swedish con-
trol group.

Reported previous or current gastrointestinal co-morbid-
ity for the cases and control group is shown in Table 2.
Previous or current gastrointestinal co-morbidity, with the
exception ulcer, was significantly more frequently
reported among the IBS cases in both locations than the
matched Swedish control group. When comparing the
two groups of IBS cases, previous GI complaints were sig-
nificantly more frequently reported among the Swedish
IBS cases. Among the Cretan IBS cases, there were more
frequent reports of co-morbidity concerning coronary
heart diseases (p = 0.036), high blood pressure (p
0.021) and rheumatoid arthritis (p = 0.003) than among
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Table 3: Comparison of health-related quality of life (SF-36) between Cretan and Swedish IBS cases and between all IBS cases (from

both sites) and Swedish control group

Cretan IBS Cases (n = 30)
sd

Swedish IBS cases (n= 90)

Swedish control group (n=300)

mean mean sd P* mean sd [
Physical function 737 304 839 214 0.57 889 152 < 0.0001
Physical role 750 43.0 718 359 0.21 849 289 0.002
Bodily pain 610 3T 67.2 235 0.88 80.7 208 < 0.0001
General health 504 224 63.3 235 0.05 75.0 19.9 < 0.0001
Yitality 550 34 521 237 0.52 66.7 205 < 0.0001
Social function 746 360 77.5 255 0.52 894 176 < 0.0001
Emoational role 744 347 765 358 071 869 269 0.004
Mental health 500 260 721 17.1 < 0.0001 79.5 17.3 < 0.0001

*Adjusted in multiple regressions for; educational level and present or past co-morbidity of coronary heart diseases, high blood pressure,

rheumatoid arthritis and depression.

the Swedish IBS cases. Depression, on the other hand, was
more frequently reported (p = 0.026) among the Swedish
IBS cases than the Cretan IBS cases. There were no differ-
ences in the occurrence of co-morbidity such as diabetes
mellitus, asthma and allergy between the Cretan and
Swedish IBS cases.

A general tendency was that the Cretan IBS cases reported
lower HRQOL on six of the eight dimensions of SF-36
than the Swedish IBS cases, see Table 3. These differences
were most evident in the dimensions general health and
mental health. After adjustments in multiple regressions
for the differences in the distribution of educational level
and occurrence of present or past co-morbidity (coronary
heart disease, high blood pressure, rheumatoid arthritis
and depression), the Cretan IBS cases nevertheless scored
lower in general health (p = 0.05) and lower in mental
health (p < 0.0001) than the age and sex-matched Swed-
ish IBS cases. A gender analysis revealed that Cretan
women with IBS scored especially low on the dimensions
general health p = 0.009 (mean score: 48.0 s.d: 20.3) and
mental health p < 0.0001 (mean score: 48.6 s.d: 24.9) in
comparison with Swedish women with IBS (general
health mean score: 62.3 s.d: 23.2 and mental health mean
score: 71.0 s.d: 16.3). When analysed together, the IBS
cases from both countries reported significantly lower
scores on all quality of life dimensions in comparison
with the Swedish control group.

Discussion

It is known that persons with the common digestive dis-
ease IBS reveal impaired HRQOL |3-5]. However, the
impact on quality of life for those affected in different cul-
tural settings has not been studied extensively. The results
from this study tentatively indicate that there are differ-
ences in how persons with IBS on Crete, Greece, and in
Linkoping, Sweden, perceive their disease and how it
affects their quality of life. This is especially noticeable as
regards impaired mental health and reduced general

health, where the Cretan IBS cases reported a lower
HRQOL, even after adjustments for differences in the dis-
tribution of educational level and co-morbidity. However,
there was no significant difference between the locations
concerning social functioning. Since all the IBS cases in
this study are identified in Cretan and Swedish primary
care, the severity of the conditions can thus be expected to
be the same in both locations.

The hypothesis that the impact of IBS on HRQOL varies in
different cultural settings has also been supported by an
earlier study where IBS patients in the UK and the US were
compared [2]. Analyses of health-related quality of life
without any comparisons between cultural settings have
previously been presented for other gastrointestinal disor-
ders such as inflammatory bowel disease (IBD) and ulcer-
ative colitis in both Sweden and on Crete in Greece
[30,31]. However, these studies focused on other gastroin-
testinal disorders than IBS and the subjects were hospital
out- and in-patients and not in primary care and the gen-
eral population and are thus not comparable to the
present study.

A plausible explanation of the differences found in this
study is that coping with IBS in everyday life might be
more problematic in the Cretan environment than in Swe-
den and this represents the main finding. The outdoor liv-
ing tradition and the warm climate with long and hot
summers together with a higher risk of gastroenteritis in
combination with the 1BS disease might negatively influ-
ence their everyday quality of life. The disease might pos-
sibly also cause a feeling of being out of the ordinary when
affected by a quite sensitive and slightly embarrassing
condition. This might partly explain why the Cretan 1BS
cases, and especially the Cretan women, scored signifi-
cantly lower on the mental health dimension.

The IBS cases from both locations reported experienced
daily stress significantly more often than the Swedish con-
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trol group. The link between IBS and psychosocial factors
such as stress in everyday life has been reported in many
earlier studies [33,34]. An interesting finding in this study
was that significantly more Swedish IBS cases and controls
reported insomnia than did Cretan cases. Sleeping prob-
lems have been found to be associated with the IBS dis-
ease in other studies [35,36]. Daily stress as well as
insomnia is associated with modern society, but the indi-
vidual's perception of these phenomena might be varying
between different cultural environments.

The Cretan IBS cases come from rural and semi-rural vil-
lages on Crete while the Swedish cases and controls come
from urban areas in Sweden, which adds contrast to the
cultural differences between the sites. This difference is
also reflected in the variables educational level and full-
time or part-time work. These socio-demographic differ-
ences between the sites might have had an impact on the
results that increased the differences in self-reported qual-
ity of life. The dissimilarity in the way the data collection
was carried out in the Cretan and Swedish sites, interview
versus postal survey, might also have had some influence
on the results, but it is doubtful as to how and to what
extent. In comparative studies, using the same way of col-
lecting the data is always preferable. However, postal sur-
veys are not readily available as a data collection method
on Crete and the probable response rate can thus be
expected to be very low. In terms of local conditions on
Crete, interviews are the best way of collecting data. On
the other hand, as regards Swedish conditions, postal sur-
veys are quite appropriate and cost-effective as a method
of collecting population-based data.

A possible uneven distribution of different types of co-
morbidity between the Cretan and the Swedish IBS cases
might affect HRQOL. Although we made adjustments for
some co-morbidity in the analysis, we cannot rule out the
possibility that the Cretan cases might to some extent be
affected by other unmeasured co-morbidity apart from
IBS, which might lead to lower HRQOL. But Cretan
inhabitants are considered to be one of the healthiest pop-
ulations in Europe and have attracted considerable inter-
est from a public health point of view [24-26]. For
example, the traditional Mediterranean diet represents a
healthy nutritional pattern [27]. Explanations that Cre-
tans might be more affected by other serious co-morbidity
not measured in this study are thus not so plausible. All
cases and controls in this study are matched, so the differ-
ences found are not a consequence of either of gender or
age-related ill health.

There was no control group available from the Greek loca-
tion at the time of this data collection and this reduces to
some extent the degree of comparability between the sites.
Recently, some preliminary general population normative

hitp=//www_hglo.com/content/4/1/21

SF-36 data [ 28] have been published. However, these data
are not quite comparable, ie. not from the same geo-
graphical area as the cases in our study since they were col-
lected in the city of Athens and not rural or semi-rural of
Crete, and, further, the data were insufficient to form an
age and sex-matched Greek control group in the analysis.
In the present study, the control group had to solely be a
Swedish age and gender-matched control group from the
same geographical area as the Swedish IBS cases. Never-
theless, this study design with age and gender matched-
controls has been recommended for optimal measure-
ment of HRQOL outcomes of gastrointestinal diseases
|29]. There might be a general culturally related difference
between the two countries in the perception of quality of
life. In a study of HRQOL, comparing a healthy Greek
population with national norms in the general popula-
tions in US and several European countries, it was found
that the mean scores on all SF-36 dimensions reported by
the Greek participants were considerably lower than those
in the other nations [32].

The findings in this study emphasise that perceptions of
living conditions and quality of life must be interpreted in
the light of cultural differences between these two Euro-
pean locations. Cultural differences between these two
settings were observed in both working and social life in
the local community. The role and importance of health
behaviour and health beliefs, the social environment
including family and religious beliefs are also other cul-
tural factors to be considered. These aspects and their rela-
tionship with the perception of quality of life concerning
IBS patients need to be further elaborated in future stud-
ies.

Conclusion

The results from this study tentatively support the claim
that similar individuals having the same disease, such as
IBS, but living in different cultural environments could
perceive their disease differently and that the disease
might affect their everyday life and quality of life in a dif-
ferent way. Health planning interventions as well as med-
ical treatment should take such findings into
consideration, especially when models from another
country are about to be adopted. These findings might
also have implications for health planning, primary care
management and clinical trials. Future studies comparing
patients from different cultural environments will give a
clearer picture of the real impact of IBS on quality of life.
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4.2ulATnon
4.1 Kopia svppuata tng UEAETNC

Juyvotnta TV  ASITOUPYIKWYV  SlATAPAYWYV  TOU  TEMTIKOU
OUOTIUATOC O€ EMIOKETMTEG Uovadwv I1PY.

To KUplo eupnua TNV dnupooicuong | ATav o1 1600 T0 2EE 600 KaI n
ouoTreyia Bpédnkav oe XaunA& TTOCOCTA CGE OXEON MeE AAAEG PEAETEG o€
laTpEia YEVIKAG 1aTPIKAG. 2% 87

To eUpnua autd uTTopei va atmodoBei ae TTOAOUG TTAPAYOVTEG TTOU N HEAETN
auTt de Oigpeuvnoe. Avdueoa oe autoug Ba pmopouce va oulntndei n
EMEIYPN ouoTNUATIKAG KATAYPAPASG TwV TTEPITITWOEWY oTnv MNAY, TTou €XEl
emoNUaveei Kal o€ GAAN peAéTn.®

AMN\oI TTapdyovTeG gival TO TTOMITIOPIKO uTTORaBpo Twv aoBevwv Kal Kot
ETTEKTACN N avTiAnwn Tng vooou, Ta oTroia emnpedlouv Tnv avalnitnon
1aTPIKAS BorBeiag.®® Eival yvwoTé eTmiong, oTi kai oTnv EAAGSa, n euTTEIpIKA
1aTPIKA KAl N XPAon Botavwy atroteAei TTapadoon etwy. 092

AMAo evdlapépov eUpnua atrd Tn dnuoaicuon | ATav n uwnAr ouxvotnTa TOU
2EE omig peyaAUTepeg nAikieg, elpnua Tou O ouuPadilel pe AGAAEG
emdnuiohoyikéC perétec.®* MapdayovTeg Tou avaAuBnKav TapaTTavw, OTTWG
TO TTPOBANUA TNG CUOTNUATIKAG KATAXWPENOoNG TNG TTAnpogopiag, aAAd kai ol
TTOMITIOMIKEG  1IDIITEPOTNTEG TOU  aypoTikoU TTAnBucuou  T1ng  KpAtng,
evOeEXOMEVO VO EpUNVEUOUV Kal auTO TO e€UpNUA KAl va unv OQEiAeTal O€
OIOQPOPETIKI QPUOIKK TTopEia TNG vooou oTtnv KpATn.

Av Kal OTouG OKOTToUG TNG MEAETNG Oev eviacoolTav n avamTtuén Miag
aImMWwdoug oxéong BakTNEIBIOKAS yaoTpevTepimdag kai ZEE,**3 evrouToig Ta
euTTEIPIKG dedopéva dev ouvnyopnoav apkKeT& oTn dIGTUTTWON MIAG TETOIOG
uTTOBe0NG AV Kal ATTAITEITAI TTEPAITEPW HEAETN KAl €pEUvA.

AlayVwoTIKd epyaleia yla TV avayvaplon TwV AELTOUPYLKWV
dlatapaywv Tov MEMTIKOU CUOTHUATOS KATAAANAa yia tnv [I1DY otnv
EAdda.

To kUpio eupnua TG Onpooicuong I, ATav o1 n eAAnvikr ékdoon Tou
dlayvwaoTIKoU gpyaAegiou TTou eTTIAEXONKE atrd Tn dieBvA BiBAIoypagia polddel

va eival 1o id10 afiomoTn Kal £€ykupn 600 Kal N TTPWTOTUTIN €KOOCN TOu.
Mikpég pbévo dlagpopéc evroTriocbnkav oTnv oTABUIoN TOU, AUTEG APOPOUV TNV
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ETTAVOANWIPOTNTA OPICHEVWY UTTOEPWTACEWY KAl TNV AugnuUEVn OUOXETION
TOU CUUTITWMOTOG TNG €myaoTpikAg TTANpoTnTag pe T FOMN, o1 oTroieg
avaAuovTal oTo ApBpo ii.

Me Bdon Tta amoTteAéoparta autrg Tng dOnuocicuong 1o IDGP ptopei va
xpnoiyotoinBei pe uywnAd Pabud PBepaidtnrtag yia TN dIAYVWOTIKA Tou
akpipela atov EAANVIKO TTANBUo S Kai Tnv MNPY.

H epapuoyn Siebvav diayvwotikwv kpithpiwv o€ aobeveic ue YEE
otnv I1PY otnv EAAdda.

H xprion d81ayvwoTIKWV KPITNPIwV uywnAng suaicbnoiag kal €I8IKOTNTAG,
atmroTtéAede Baoikd TTUAwva otnv épeuva Twv AAI Ta TeAeutaia xpodvia. H
TEAIK) @Aon TnNG MEAETNG ME TIG OUvevtelEelc Twv acBevwyv Edwoe TN
ouvaTéTNTa VO oUyKPIBoUV TTaAQIOTEPA Kal VEOTEPQ KPITAPIA YIa TN didyvwaon
Tou ZEE. MNapduoia olykpion Oev €ixe Tpayuatotroindei e diayvwouEéVoug
aobeveic ye ZEE otnv MOY otnv EAAGSa. H éwg onuepa BiBAloypagia
utTooTAPICE OTI Ta KpItipla Pwung [l avayvwpifouv uynAdtepa TTOCOOTA
acBevwv pe TEE oe oxéon pe Ta TpoyevéoTepa Toug (Pwun 11).595% To
KUpIO eupnua QuTAg TNG MEAETNG ATAV N MIKPA CUPQWVIO TwV KPITNPiwY
Pwpung Il ye Ta avriotoixa Pwung I, ebpnua tTou ouvnyopeital Kal atrd AAAES
dnuooieloelc.®* %% H pikpdTEPN cuaiobnoia Twv kpITNEiwv Pwung Il évavTi
Twv Pwpng Il TTou amokaAupbnke oe auth Tn HEAETN, Ba TTpémmel va
OUVeKTIUATal TN AfYn atrépacng atro Toug IMevikoug MNarpoug otnv MNAPY.

Howotnta {wrj¢ Twv acBevwv ue Stayvwouévo XEE atnv EAAdS..

‘Eva evdiagépov eupnua TnG dnuooicuong IV Atav o1 n mo1étnTa (WAHG TWV
aoBevwyv pe ZEE atd tnv aypoTtikp KpATtn ATaV TTEQICTOTEPO ETTNPECTHEVN
amd autlv acBevwyv atrd 1 Zoundia. MBavov kal edw TO OIOPOPETIKO
TTOMITIOMIKO UTTORaBpO TTOU OulnNTHBNKE TTapaTmavw va euBlveTal yia TO
amotéAeopa  autd.’®!  ApkeTéc  epyacieg  €xouv  yivel QVAPESO  Of
agpoapepikavous kal Aeukoug oTi HIMA kai £deiav diagopég aTn auxvoTnTa
TNG EUPAVIONG TWV AEITOUPYIKWY dlaTapaxwyv OxlI OUwWGE Kal oTnv  Tidpacn
Toug otnv ToIdTNTa JwhS Twv  acBevwv.'?"™ Mapdyovteg OmTwG o
KOIVWVIKEG TUVAVACTPOPEG, Of DIATPOPIKEG OUVABEIES'™ padi pe Ta Bepud Kal
HEyGAQ KaAOKaipia Kal Ta QUENPEVA TTOOOOTA yOoTPEVTEPITIBAG 3¢1% g
MTTOpoUCav va evoxotroinBouv yia Tn Bapdtnta Twv cuuTTwudtwy ZEE kal
TEAIKA TNV €TTNpeacévn TTo1I0TNTA (WG Twy aoBevwav oTnv EAAGDQ.
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4.2.McBo8oAoyikol meploptouol peAETnG

H di1dakTopikf diatpIBr oTnpixOnke oc pia HEAETN TTITTOAACHOU TTOU €€€TOOE
eyypagég 1atpwyv ae KY tng Kpntng kai dev cipaoTe BERaiol o€ Tmoio Babud Ta
0edopéva NG avravakAoUlv Tnv TTpayuatikr) cuxvoetnta Twv AAM oT1o yevikd
TANBuopo. ETriong dev cival BéBalo oe TToI0 BaBPG Ta atToTeAéopaTa autd
MTTOpOUV Vva YEVIKEUTOUV o0& OAn Tnv €mMIKPATEIQ, Qv Kal Ogv UTTAPXOUV
evoeitelg 0T Ta KY 1ng utrdAoittng EANGSag diagépouv atrd autd Tng KpATng.
Mia GAAn avnouyia OXETIKI PE TNV EYKUPOTNTA TwV dedOUEVWY TNG MEAETNG,
TIPOKUTITEI ATTO TNV €AAEIYN nNAekTpOVIKWY Bdoewyv dedopévwy ota KY kal
TNV atmoudia KaTeuBuvTAPIWY odNylwv Yia Ta VOONUATO TOU TIETITIKOU
OouoTAPATOG, dIaBéaiywy oToug yiatpoug MNAY. To yeyovog kaBioTd akéun
MO SUOKOAN TNV €€aywyn €MONPIOAOYIKWY CUUTTEPACTHATWY OXETIKA HE TN
ouxvoTtnTa TWV vOoWV. H aveTtdpkela auTr OPwG HETAQPACETAI OE ONUAVTIKO
elpnUa TNG MEAETNG Kal UTTOYPAMMiZeTal oTn dnuoaicuon i.

MpoBAnuaTiopd TpokAdAeoe kal n uebodoAoyia yia Tn cUYKPION UE TO KPITHPIO
Pwung lll. H avadpouiki eEaywyr CUPTIEPACHATWY av Kal OeV ATTOTEAEI TNV
evOEIKVUOUEVN TAKTIKN, €&l AON XpNoipoTToIiNdei Kal atrd GAAOUG CUYYPOYEIG,
N WEAETN TWV OTToiWV OpwG, dev KaTéAnge oTa idla cuptepdouaTa.®® Ta
EUPNMOTA PAG eVTOUTOIG evioxUovTal PETA Tn dnupoacicuon dUo TTpdo@aTWY
aveEApPTNTWVY EPYACIWY, UE TTapduoia atroteAéopara.®® %

O1 aoBeveic TTou dev ouuueTEiXav oTnV TEAIKA OUVEVTEUEN €ival évag €TTiONG
ONUAVTIKOG TTEPIOPIOTIKOG TTAPAYOVTAG, agou utrooTnpifetal OTI PTTopEi va
éxouv  TeAeiwg  dlagopeTikd  TTpo@iA  vooou Oe  oxéon PE  TOUG
ouppetéxovte.'”” H ouykpion PeTaEU Twy 500 OUEdWY ACOEVWV OTN PEAETN,
Ocv aTTEdEICE OTATIOTIKWG ONUAVTIKEG SIOPOPEG WG TTPOG TO QUAO Kal Tnv
NAIKia, TTapOAo TTou UTTAPXAV TACEIG YIa PEYAAUTEPEG ATTWAEIEG OE APPEVES
avw Twv 65 €TWVv.

4.3 Yvvémeieg otn I'evikny latpikn

H mmapouca peAétn dnuioupynoe pia Bdon dedopévwy  yaoTPEVTEPOAOYIKWV
TTEPIOTATIKWY TTOU Ba PTTOpoUcE va ATTOTEAECEI TTPOTUTTO VI MEAAOVTIKN
opyavwon oT1o Xwpo. EEaAAou, n EAANVIKE ¢ékdoon Tou epwTnuaTtoAdyiou yia
Tn duoTrewia Tou dnuioupyABnke, €xel AdN XpnolidoTtroinBei ot PENETEG
OXETIKEG pe Tn Olgpelvnon Tng oOuotrewiag otn leviki latpik oTnv
EAGSa. %" 108

H peAétn avédeie TIG eAAEiPeIS OTOV TOPED TNG KATAYPAPAS TwV a0BEVWIV
OANG Kal TNG OlayvwOoTIKAG TTPOCEYYIoNG TOoug atrd Toug yiatpoug. Ta
ATTOTEAEOPOTA PTTOPOUV VA 0dNyAOOUV TOUG UTTEUBUvVOUG 0T dlIauoppwaon
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TTPOYPAMPATWY eKTTAIdEUONG KATA T OIAPKEIQ TNG EIDIKEUONG TWV IATPWV
MeviKNG laTpIKAG Kal TNG KAIVIKAG Toug doknong oTnv MNOY.

A6 TNV Tapolca MPEAETN @AvNKE OTI N EQAPUOCIUOTNTA TWV VEOTEPWYV
OlaYyVWOTIKWY KpITnpiwv poldlel va eival Treplopiopévn otnv  EAANVIKA
TIPAYHMATIKOTNTA Kal UTTAPXEl APECN avaykn yio cup@wvia og diayvwaTiKG
kpithpia Twv AAM, katdAAnAa yia Tnv MY otnv EAAGQ.

Emiong, n peAétn avédeiEe 10 Babud Tng empPdpuvong Tng TToidTnTag Cwng
Twv acBevwv Pe ZEE, divovrag €101 yvwaon 1Tou Ba ptropouoe va Bondnoel
TOUG yIaTpoUG MY aTtov Topéa TNG BEPATTEUTIKAG TTPOCEYYIONG.

4.4 Yvunepaouata

H peAETN TwV AEITOUPYIKWYV BIATAPAXWYV TOU TTETITIKOU OUCTAUATOG 0TV MOY
KaTa@epe va OWOoEl TO TIEQIYPOAUMA  TWV OUXVOTEPWY  AEITOUPYIKWY
YOOTPEVTEPIKWY OIATAPAXWY KAl VO ATTOTEAECEI TO £VOUCUO VIO TTEPETAIPW
dlepelivnon Toug atd Toug yevikoug yiatpolc.'®® % Anpioupynoe pia Bdon
Oedouévwy 00Bevwyv TIOU WTTOpPEl va  XpnoiyotroinBei oTto oXedIaouo
ETTOUEVWV HEAETWY, TTPOCPEPOVTAG ETTIONG £€va aAIOTTIOTO €£PYaAEio yia Tn
dlgpelivnon NG duoTTeWiag.

O1 AAM  TrapoucialovTal ota apxeio Twv KY aypoTiKWy TTEPIOXWV TNG
KpAtng, o€ MIKpoTEPO PabBud amd Tov avauevopevo amo Tn O1ebvi
BiBAloypagia. O1 diayvwoelg dev  @aivetal va akoAouBouv Ta O1EBvN
OlayvwoTIKG KpItThpia. Ta vedtepa dlayvwaoTIKA KpITHpIa yia To 2EE @aiveTal
va €Xouv XaunAfj cupgwvia. Zuykekpipéva ta Kpithpia Pwung Il uoTtepouv
EVAVTI TWV TTPOYEVECTEPWY TOUG. To TTpo@iN Twv acBevwyv pe XEE ota KY
TTOU GUMMETEIXaV, BEV TTAPOUCIALE! 1I81AITEPEG DIOPOPEG PE T UTTAPXOVTA OTTO
GAeg xwpeg Oedopéva, 600V a@opd OTO QUAO Kal Tn cuvoonpdTtnra.
QoT60o0, n TmoIdTNTa (WS Twv EAAMvwy acBevwyv pe ZEE @aiveral 1diaitepa
eTTNPeacuévn o€ ouyKkpion HE acBeveig kal oudda eAéyxou atd pia GAAN
Xwpa.

4.5 [IpoTdoels yIa MEPALTEPW EPEVVA

H d1dakTopIkn dlaTpIRn TTpoctpepe éva ouaIaoTIKO UTTORaBpO yia TV
katavonon Twv AAIM atnv MY otnv EAAGSa. H diatpiBr autr dev utrdépeoe
OMWG va aTTavTRoEl o€ BEpaTa OTTWG:
l. H oxéon Baktnpidiakng yaoTpevTepiTIdag Kal eu@dviong ZEE,
Il. H oxéon Tou ZEE pe TNV nAIKia Twv aoBevwv Kal
Il. O pb6A0G TWV TTONITIOHIKWY TTAPAYOVTWY KAl TNG GUHPTTEPIPOPAS ATTEVAVTI
oT1n vooo (illness behavior).
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Ta Béuara auTd aTTaIToUV TTEPAITEPW EPEUVA.
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5. Zuvtopoypa@ieg

NATT = AeIToupyIKES dIATAPAXEG TOU TTETTITIKOU CUCTIMATOG
NdY= Mpwtodaduia Gpovtida Yyeiag

KY= Kévtpa Yyeiag

2EE= Zuvdpduou EuepebioTou Eviépou

NA= AgiToupyIkng AuoTreyiag

"OlNN= lacTtpooicoayikn MaAivdpouikr) N6oog
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7.1. ®opua TTPOOTTIKTG

AEATIO KATATPA®HZ MPOONTIKHZ MEAETHZ AEITOYPIIKQN AIATAPAXQN TOY NENTIKOY
ZYITHMATOZX
(lavoudpiog- Aekéufpiog 2001)
latpeio:

1. Koivwviko-dnuoypa@ikd dedopéva

Ektaideuon: Avwtarn Méon [ Baoikn [lia |

2. Zrolxeia a1 TIg eMIOKEWEIS 0TO KEvTpo Yyeiag

Aidyvwon

Hpepopnvia Aidyvwong

(A uttoyia)

1. |:| AEITOUPYIKN AUCTTEWIT. ...

2. |:| ZUvdpopo EuepeBioTou EVTEPOU.....uvvivniiiiiiinnn,
3, |:| OFEi0 TOOTPEVTEPITION. ..evveeeeeeeeenn

Aidyvwon amoé:

1. eviko MaTpo |:| 3. TaoTPEVTEPOAGYO |:|

2. AypOTIKO |:| 4. AMov Eidikeupévo |:|

O¢eparreia/Pdpuaka:

(MapakaAw CUPTTANPWOTE TA KPITHAPIA TIG ETTOPEVNG OEAIdAG Kal av GUVUTTAPYXEl KATTOI0 atrd Ta vooruata
TTOU ava@EépovTal oTo OTTIoBOPUAAD)
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Arouik6 Avauvnoriko
Noonuara

O PeupaToeidng apbpitig

O AcBua

O NooAuaTa Twv VEPPWV
AIEUKPIVIOTE...ovveeaaane.

DNoorﬁuaTa Tou OupoTTOoINTIKOU
AIEUKPIVIOTE............

O nemmxo £AKOg
AIEUKPIVIOTE ..o,

[0 TlaoTpooicogayikn
Mahivdpdunon

O XOAOKUOTITIG
O MaykpearTitig

O Wuyikég Alatapayég
AIEUKPIVIOTE .o,

O Koapkivog
AIEUKPIVIOTE ...,

O ARwn aAKooA

AIEUKPIVIOTE. ..o,

MapeABov
O

O

|
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AloyvwopEVo OTTH

O

(o T

AlayvwopEVOo aTTO. ....eueeee

Alaljwcpévo amo......

ﬂlavvwopévo ATTO...cunenn.

AlD«wcpévo aTo....

[Niayvwopévo am

[ JOUUPTI

Eplavvwouévo (071 (o PRI

O

Alayvwopévo amo.............

hiayvwopévo até.............

[Jlayvwopévo amo

|-_“||avaouévo ato



7.2. Kpttjpra 81ayvwong avad popkg LeEAETNG

OZEIAZ TAZTPENTEPITIAAZ
1. O¢cia diappoia pétpia r} coBapr], HE i XWPIG EUETO, PE 1) XWPIG TTUPETO.

2. Euprjuata atméd 1o Tpda@aro 1I0TopIko (Tagidia aTo £EWTEPIKO,
TTapayovr ato UTTaiBpo, KaTavaAwan 00TPAKOEIdWY, UAAEN

MwpoU K.T.A.)

3. E&éTaon KOTTpavwy Kal AipaTog JE EUPHMATA OXETIKA ME IOYEVA 1)
MIKPOBIAKN yaoTPeVTEPITIOO OTTWG:

Aipa kai/j AeukokUTTapa OTA KOTTPAVA

Atropdévwaon Baktnpidiwv aTnv KaAAIEPYEIA KOTTPAVWY.

0O OO

AEITOYPIIKHZ AYZNEWIAZ
(Talley et al, Gut 1999)
1. Emuévov n diaAeitrov GAyog (i duopopia oTroIaGOATTOTE
MOP®AG: TT.X. EPUYEG, METEWPIOKOG, aioBnua Kauooug ] BApoug) oTnv avw KolAia.

2. Atroucia eupnudTwy opyavikAg vooou Trou Ba utropoloe
va epUNVEUCEl TO GUUTITWHOTA KAl JETA atTd €vOOOKATTNON TOU QVWTEPOU YOOTPEVTEPIKOUL

1]

ZYNAPOMOY EYEPEOIZTOY ENTEPOY
(Rome Il, 1998)

1. Koihiakd dAyog ] dua@opia oxeTiCOueva e aAAayEG |:|
oTn ouxvoeTNTA TNG APOdEUCNG
2. KolAiakd dAyog ) Suc@opia TTou avakou@iZeTal Je TNV apodeuaon |:|
3. KolAiakd dAyog oxeTiCduevo pe aAAayEG oTn oUOTOON TWV KOTTPAVWY |:|
4. AMNayég oTn ouxvoTnTa TNG aPddEUONG |:|
5. AMNayéG 0Tn HOPPH TWV KOTTPAVWY |:|
6. AANayéc aTn 5i0d0 TwV KOTTPAVWY |:|
7. Aiodog BAévvng atrd 10 0pBo |:|
8. AioBnua pouckwuaTog r opartr] diIdTtacn |:|

(AtrauitoUvTal 2 atré Ta 3 TPWTA yia va TeBei n S1Idyvwaon evw Ta UTTOAOITIA 0av UTTOOTNPIKTIKA
Bonbouv Tnv TTEPAITEPW KATATOEN OXETIKA WE TO AV TO KUPIOPXO CUUTITWHA E€ival n
duokoINIdTNTa.)
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7.3.TeVIKO EpOTNHATOAOYLO CUVEVTEVEEWV

IXTOPIKO

(ZupmAnpopatikd)

OVOpATENOVVHO : niucio: @VA0: Appev Oniv O
Aevbovon:

AceaMoTtikd taueio: Endyyeipa
Exnaidevon;

Eiote navtpepévoc/ n;

O yoveig oag elyav Kamoto TpdPinpa vyeiag;

TTooa adérera Exete;

Eivou 0Aa ev (on;

"Exovv kdmoto mpoPAnua vyeiog;

‘Exete mondid; [Moca; "Exovv kdmoto mpoPanpa vyeiag;

Elyate mepdoetl kdmolo voco oto maperfov mov va oog avaykace va {nTthoete wtpikr fonbeia;

Ok wON =

7.  NoonAevTiKoTe TOTE 6€ VOGOKOUEID;
8.  Zog &ywe moté petdyyion aipatog; Av Nou mote;
9. Tuwmowo Adyo;
10. 'Eyete odlepyio og pappaka, Tpo@ég 1 mepPaAloviikos mopiyoveg;
11. TvakpBaog;
12. Eiyoate moté 610 nopehddv kamoo eneicodio ofeing yootpeviepitidug (Sidppoto pe N xopic Eueto, pe M yopig
TUPETO);
13.  Znmoate wrpkn Pondeta yi avtd to Adyo;
14.  Av Nou 1t akpipdg; (voonievtikate o€ vosokopeio, mapopeivote oe K.Y. yio kbmoeg dpeg, 060G EMOKEPTNKOAY
GTO OTHTL, TNPATE PAPLOKA, £YIVE KAAAEPYELD KOTPAV®OV)
15. Metd 10 £n€166810 01O giyate KOIMOKES EVOYANOELS;
16. Eiyate dAlo mpofAnuato pe 10 £viepo cag 610 mapeAfov;
17.  Av Nout 1t oxpifdg oag evoyrodos;
18. TIlote Eexivnoav avtd to evoyinota,;
19. Eiote yevikd ayyddeg dropo; Ytevoyopléote 0KoA pe mpoPAnpata g kabnuepvig Long;
20. 'Eyete mpoPAipata pe tov Hvo oag;
21.  Av Not 1t oxpiag;
22. ’'Eyete kamowa mpdoeatn eEétaon aipatog; (TKE, yev.oipatog)
23. 'Eyete nopatmpnost va gete (Manning criteria)
IT6vo oV Kothd mov avakoveiletar pue v apddevon;
Xaroapotepa kOTpava Kotd Vv Evapén tov movov;
ITo Guyvi KvnTikOTNTA EVIEPOL KOTA TNV Evapén TOL TOVOV);
Kotk didtacn ( opatn);
BAévvn amod 1o 0pBo;
AicOnpa atelodg kévoong Tov opbov;
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7.4. EpwtnuartoAoyio Auotreyiog (EAANVIKA ékdoon)
EYXAPIZTOYME I'TA THN XYT'KATA®EZH XAY NA BOHOHXETE.
I'TA NA ATTANTHZXETE TIZ EPQTHXEIX TOITIO®ETHXETE ENA X £TO KATAAAHAO
TETPATQNAKI EAN AEN EIXTE ZII'OYPOI I'TA TIZ AITANTHZEIEX EHMEIQXTE TO “OXI1”
Emotpéyte 10 ep@THOTOAIYIO LE TOV PAKEAO TTOV ECMOKAEIETAL. AEV OmOLTEITOL YPAUUATOGTLLO.

[opakaAd couTANpOoTE TO GTOLYKEID GOG:

OVOLOTERDVULO : nikio: @OLo: Appev O esw [
Aevbvvon:
Tay.Kmd. Aplf. TnA.

[Towo elvar/ ftav o emdryyeipla cog;

[Mow givar n exmaidevon oag;

[owo elvar fTav To eMdryyeALO TOV GUVTPOPOL GOC;

Eiote epyalopevog /m :

[IApovg anacydinong; O Nowoxvpd; Edev0epog enayyehpartiog; O
Mepng amacydAnong; O Zvvragiodompévog; 0 Yraiinhog; 0
Avepyod/ n; OMabnmg/ Gormig; B

OYMHGOEITE OTI EAN AEN EIXTE ZII'OYPOI I'IA THN AITANTHXH XE OIIOIAAHIIOTE
AIIO TIZ MAPAKATQ EPQTHXEIX TOTE THMEIQXTE TO “OXI”

Efyate m6vo 1 ducpopia/ evoyinon otig TeEpoyég mov
VIOdEKVOOVTOL 0TIV £lKOVA (Ve Kothia-oTopdyt), NAI oX1 (|
TOLG TEAELTOIONG 12 pnveg;
Av Not oty televtaio epdTnon Tote:
Eiyote avtov tov movo 1 dvopopio teptocdTePo 0md
€EL popég Tovg TeElevTaiong 12 pnveg;
Eidate xdmoto yatpd yio to Adyo avtd;

Nal Lobxr O
NAI [PXI

O

Efyate moté, éva aicOnua povokapatog | mAnpotTog
GTIC TEPLOYEG TTOV VITOOEIKVVOVTAL GTNV EIKOVO,
HETA TN AW TPOPNG 1| TOTOV, TOVG TEAELTAiONG 12 PUrVEG; NAI O oxi O
Av Not oty televtaio epdtnon tote:
Eiyote avtd 1o aicOnuo nepiocdtepo amd €61
@opég Tovg tehevtaiovg 12 uMveg; NaI O OXID
Eidate kdmoto ylotpo yio to Adyo avtd; NAI O OXI[d

OmnicBootepvicd kKadoog givol Eva aicOnpo kayipoatog 1 TovoL Tic®
oo t0 600G, oL dev opeiletar og oTNOAYYN
1N o€ Kapdioxn dwtapoyn.
Eiyote omoBootepvikd kancog Toug tedevtaiong 12 piveg; NAI [J OXI
Av Now oty televtaio epdTnon tote:
Eiyate avtd 1o aichnua ntepiocdtepo and £
@opég Tovg TeEdgvTaiong 12 pnveg; NAI [J oXI
Eidate Kdmoto ytpd yio to Adyo owtd; NAI 7 OXI

Orav Eamldvete oto KpePatt elyote mOTE 0MGO00TEPVIKO KAVGOG,
KOTA TN S10pKeln, TV TeEAELTOiOV 12 unvav; Nal O oxi O
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Av N torte:

YuvéPn avtd TeplocdTePo 0md £E1 POopEG TOVG TEAELTAiONg 12 PiVeG; Nalld oxi O
Eidate kdmoto yatpd ya to Adyo avto; NAIOQ OXI[d
"Exete omobootepvikd kadoog pove otav Eamhdvete oto KpePdrt; NAI [J ox1 [
Zag Eumvdet to omeBootepvikd KoHGOGC OTAY KOWUAOTE; NAI ] OXI O
Etyate Ewvika 1 yedom 6&tvov vypov 610 oo TR
OV Aopod 6aG Tovg TEAevTaiong 12 punveg; Nal O oxi O
Av Noau: ZuvéPn outd mepiocdtepo amd 6L popég

ToVG TeEAgvTaiong 12 punveg; Nal oxi O
Eidate wdmoro yiatpd yio 1o Adyo avtd; NAI [ OXI O

Elyote moté katd toug tedevtaiong pnves to aichnua ot

0é\ete va kavete £peto (voutio); NAI [] OXI [
Av Nou: Zuvépn ovtd mepiocdtepo amd EEL popég
ToVG TehevTaiong 12 pveg; NAI [ ox1
Eidate kdmo10 yotpd yio to Adyo avto; NAI n OXI 0
‘Exete mpaypotikn e€aymyn (épeto) toug tedevtaiovg 12 punveg; NAI O ox1 O
Av Noau: ZuvéPn outd mepiocdtepo and &L popéc 0
Tovg tehevtaiong 12 pnveg; NAI OXI []
Eidate kdmoto yratpo yio to Adyo avtd; Nal O oxi 0
Eiyate dvokolia va katamieite (tpoen va KOAAGEL
670 Ad Gog) Tovg TeEhevTaiong 12 pves; NAI [J OXI O
Av Noau: ZuvéPn outd mepiocdtepo amd EEL popég
TOVG TEAgLTOiONG 12 pfveg; NAI [ OXI [
Eidate xdmoto yiatpo yio 1o Adyo avtd; NAI n OXI n
Eiyote moté dayvaoolel 6T £xete oTOpOYIKO
1N dmdekadaKTLAIKS £AKOG; NAI O ox1 O
YroPAnOnkarte noté o e&étaom pe Paplovyo yevpo,; NAI [ ox1 O
(ITivete €va Aevkd VYPO TPV Vo fYOVV 01 OKTIVOYPOPIES) NAI O OXI 0
YnoPAnOnkate noté 6€ EVO0GKOTNON 1| YOGTPOCKOTNGN;
(Evog coAvag e £va pm¢ KOTOTIVETOL Yo
vo. £€TAGEL TO E0MTEPIKO TOL GTOUAYOV) NAI [ OXI [

Ynapyer kat o T0o 0moio o€ 60g pOTNOANE KoL VORILeTE 6TL 00 1TAV ONUAVTIKO VO PO TO TIEITE;
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EYXAPIZETOYME KAI ITAAI T'TA THN [IOAYTIMH BOH®EIA A%

ITAPAKAAOYME NA EAEI'EETE AAAH MIA ®OPA OTI EXOYN AITANTHO®EI OAEX OI
EPQTHXZEIZX AKOMA KAI EKEINEX ME “OXI” KAI META EIIEZETPEYETE TO
EPQTHMATOAOI'TIO £TO ®AKEAO EAEY®EPOY TAXYAPOMEIOY T1I0Y EZQKAEIETAI

To epwTnUATOAOYIO XPNOIMOTIOIEITE PETA aTTd Gdela Twv ouyypagéwv T. Kennedy kai R.
Jones.
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7.5. Epotnuatodoylo Avonediiag (AyyAwkn) ékSoon)

THANK YOU FOR YOUR WILLINGNESS TO HELP
TO ANSWER THE QUESTIONS PLACE A TICK IN THE APPROPRIATE BOX
IF YOU ARE UNSURE OF THE ANSWERS TICK “NO”.
Kindly return the questionnaire in the FREEPOST envelope. No stamp is required.

What is your...?

Name: Age: Sex: Male [] [JFemale

Address:

Post code: Telephone number:

What is/was your occupation:
What is your education:

What is/was your partner’s occupation:

Are you:

Employed full time? [ Housewife? |
Part time? O Retired? O
Unemployed? O Student? O

REMEMBER, IF YOU UNSURE OF THE ANSWER TO ANY OF THE QUESTION BELOW,
THEN TICK “NO”

Have you had pain or discomfort in the place shown

in the picture in the last year? Er Yes No
O If Yes to the last question then: /3"‘-‘\.

Have you had this pain or discomfort? I| [" q
On more than six occasions in the last year? I":I'f' .:\\"'_ Yes No
Did you see a doctor about it? Yes No
Have you had a feeling of excess wind or fullness in the place shown
in the picture after eating or drinking in the last year? Yes No
If Yes to the last question then:

Have you had this feeling on more than six occasions in the last year? Yes No
Did you see a doctor about it? Yes No
Heartburn is a burning or ache behind the breast bone in the

chest, that is not due to angina or heart trouble.

Have you had heartburn in the last year? Yes No
If Yes to the last question then:

Have you had this feeling on more than six occasions in the last year? Yes No
Did you see a doctor about it? Yes No
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When lying in bed have you had heartburn during the last year?
If Yes then:

Has this happened on more than six occasions in the last year?
Did you see a doctor about it?

Do you get heartburn only when lying in bed?

Does this heartburn waken you from your sleep?

Have you had a very sour or acid tasting fluid at the back of your

throat in the last year?

If Yes:

Has this happened on more than six occasions in the last year?
Did you see a doctor about it?

Have you had a feeling of wanting to throw out (nausea),

in the last year?

If Yes:

Has this happened on more than six occasions in the last year?
Did you see a doctor about it?

Have you actually thrown up (vomited) in the last year?

If Yes:

Has this happened on more than six occasions in the last year?
Did you see a doctor about it?

Have you had difficulty swallowing (food sticking in you throat)
in the last year?

If Yes:

Has this happened on more than six occasions in the last year?
Did you see a doctor about it?

Have you ever been diagnosed as having a gastric (stomach)
or duodenal ulcer?

Have you ever had a barium meal examination?

(You have to drink a white liquid before the X-rays are taken)

Have you ever had an endoscopy or gastroscopy?
(A tube with a light source is swallowed to look
inside the stomach)

Yes[ ] No[]

YesD No D
Yes[] No[]
Yes[ | No[]

YesD No|:|
Yes | Nd_]
Yed | Nd ]
Yes|:| No|:|
Ye{ ] Nd_]

Yes DNOD
Yes DNOD

Yes D\IO D
YeD No ]
quj No |:|
Ye{ ] No []
Ye{ | NOI:‘

Ye{ | No[ ]

Yes[ ] No[]
Yes|:| N0|:|

YesJ:l No |:|

Is there anything, which we have not asked about, and which you think would be important for us

to know?

THANK YOU ONCE AGAIN FOR YOUR GENEROUS ASSISTANCE.

KINDLY CHECK THAT ALL QUESTIONS ARE ANSWERED, EVEN THE “NO” ONES, THEN PLEASE

RETURN THE QUESTIONNAIRE IN THE FREEPOST ENVELOPE.
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7.6. Epowtnuatoidylo ywx TV avayvwplon Twv AAl
YaotpevTepoAoyikiG kKAvikT ¢ [IATNH

Ovoua:

AietBuvan: MoAN: N Xwplo: A6 600 KaIpO;
HAKia:

duho: Avdpag ] Tuvaika OJ

Oikoyeveiakr katdoTaon: Ayauog-n [ ‘Eyyauog-n n Alafeuyuévog-n
XApog-a L]

Méoa adéAgia eioTe; Moia n oepd yevwnAoewg
oag;
EtmrdyyeAua: ACXOAieg:

Méppwon: Xwpig ektraideuon [] Anuotikdé [Jlupvdoio []AUkeio [
Avirtepn ZxoAn L1 Aviotarn Zxoan U

I. ATOpUKO VAUV OTIKO

1. Tvwpilete va Taoxete amo kamola adnon; Nai [] Oxi[]
Av Nai TToIQ;

2. ’Exete xeipoupynOei mToTé; Nai [ Oxi [
Av Nai 11 €idoug eyxeipnon £xeTe UTTOOTEN;(TT.X. OTO OTOMAXI, XOAR, €vTEpO,
OKWANKOoEeISITIda K.A.TT.) AvagEpare:

More;

3. Maipvete @appoka;  Nar [] oy [

4. Av Nai yia mo10 ASyo;(TT.X. UTTEPTAOT), COKXapwdn dIaRATN K.A.TT.)
Avagépare:

Moia;

II. Kotltakog movog

1. Eixate £me1o0681a KoIAiakou TTévou Tov TeAeuTaio xpdvo; Nai [] Oxi [
Av Nai 10T aTTaVTACTE KAl OTIG TTAPAKATW EPWTHOEIG

2. O movog eival : og 6An TV kolhig; L1 A mavw amd tov agars; [
KATW a110 TOV apaAs; [
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Mep1oodTEPEG ATTO 6 POPES (DIOPOPETIKEG HEPEG) TOV TEAEUTAIO XPOVO;
Nai__Oxi
O * 0

3. T1600 kaipd €xete Tov TTOVO: 1 ¥povo[]2 xpévia [Jlavw amdé 5 [

4. Tl6oo diapkei o TOvog: MepioodTepo amd 2 wpeg [1 Ayotepo amd 2 [
WPEG

5. Tl6o0g ouxvog gival 0 TTOVOg ]

1 @opd Tnv Bdopdda; [IAIyéTepo ouxvog; [] MNepioodTepo ouxvog;

6. AvtavakAd kdmmou ahhoU o TTévog; Nar [0 Oy [
Mou;
7. Zag &utvd o Tévog 1o Bpddu; Nar 1 Oy [

8. AvakougiCeTal o TTévog e avTidgiva;(Tr.x. simeco, aludrox, maalox
K.A.TT.)

Nar []Ox1 [] Aevxpnoigotmoiw [

9. Zxéon pe 10 GaynTo

A) O mmovog éxel oxéon e Ta yeupata;  Nai L] Oxi L]
B) O moévocg gpgaviCeTal uetd 1o yeuua;  Nai [ Oxi [
M) O mévog avakou@ileTal Pe 10 yeupa;  Nai [] Oxi [
A) O mmévog empBapuveTal ye 10 yeuua;  Nai [] Oxi [

10. Zxéon Tou TTévVou e TNV apodeuon( Kevwoeig)
A) Avakou@iCetal o0 TTévog pe TNV kévwon; [  Nai Oxi ]
Av Nai:lMepioTaciakd [JZuxva[ ] Zuvnbwg []MNavta []

B) Otav apxioel o mévog £xete o TTOAAEG kevwoeig; Nai - ] Oxi [
Av Nai: Mepiotaciokd] Tuxva [ Zuvnbwe L0 Mavra [
M) Otav apyioel 0 TTOVOG oI KEVWOEIG YivovTal o XaAhapés (udapeic);
Nar [ Ox [
Av Nai: Mepiotaoiakd [JZuxva [] Zuvnbwg [] Mavra []
A) O évog xeipotepeUel YeTa TNV Kévwaon; Nai [1Oxi L]
Av Nai: Mepiotaoia ] Zuxva [] Zuvnbwg [JMavra ]

III. Kevwoelg

1. Naparnproate aAAayég OTIG OUVABEIEG TOU EVTEPOU OAG TOV TEAEUTAIO
xpoévo; Nau [] Oxi[]
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2. ZuvnBwg EXETE TTEPICOOTEPEG ATTO 3 KEVWOEIG TNV NUEPQ;
Nar [ Oxi O
3. ZuvnBwg €xeTe AiyoTEPES ATTO 3 KEVWOEIG TNV €ROOPADA;
Nar [] Ox1 [
4. ’Exete dAote duokolAioTnTa Kai dAAoTe didppoia; Nai l ’O)@D
AuTég o1 ahayég oupBaivouv: Smavia Llepiotaoiakd  [luxva [
5. Takémpava cag ouvnbwg gival okANpPga; Nai ] Oxi
6. ‘Exete duokoAia katd Tnv kévwon;  Nai [] Oy [
7. Xpnolyotrolgite @dppoka yia duokolMidTnTa (KaBapTikd, @UTIKEG iveg
KAT.)  Nai l Oxi
8. Ta kompava oag gival ouvBwg xaAhapd (udapr);Nai  [] Oxi []
9. NiwbBete 6TI BEAETE va EQvaTTATE OTNV TOUGAETA PETA ATTO KEVWON;
Nai [ OxI ]
10. NiwBeTe ouyxva OTI dev MTTOPEITE va KPATNBEITE Kal TTPETTEI va TTATE
ETTEIYOVTWG OTNV TOUAAETQ; Nai Oxi
11. BAémere BAévvn (piga) ota kéTTpava oag; Nai [ Oxi [

12. BAémete aipa katd Tnv kévwon; Nai [] Oxi [
Av Nal atravTioTe oTa TTAPOKATW:

A) Z10 okoutniopa Nai [] Oox [

B) 10 KOTTpava Nor [ ox U

N Ao méoo kaipod;

A) Maoxete ammd aipoppoideg; Nai ] Oxi [

13. Zag Eutrvd 1o Bpadu n avaykn yia kévwon; Nar  [] Oxi [
14. 'ExeTe amwAeleg KOTTPAvWY TTapd Tnv BéAnon cag; Nai [Pxi [
Av Nai Tooo ouxvéd; Kaee pépa [ 1 @opa m Bdopdda [
®opare TpooTaTeUTIKO;  Nai [] Ox1 [

IV. NiwBeTe pouockwpata | aiocOnua kolAlakig didraong; Nai 0 ox U
Av Nai: Zmavia ] lNepioTacioka [] 2uxva ]
V. AN GUUTITWHOTA

1. ‘Exerte vauria (Avakdarepa); Nar [] Ox1 [
2. ‘ExeTe TAON YIQ EUETO; Nar [] Ox1 [
3. KAveTe EPETOUC; Nai [ ox [
4, ‘Exete kauoaAyieg (kaoUpa ato aTopdyl); Nair [  Ox ]
5. ‘Exerte duoTtreyia (Bapog petd 10 aynto); Nar [ Oxi ]
6. L]

'EXETE TTOVOKEPAAOUG; Nar [] Oxi
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VI. AilaTpo@n Kal ouvRBgIeg

1.  Kamvilere; Nai O Oxi O

2. MiveTe OIVOTTVEUHOTWON; Nai ] Ox O

Av Nai: MepioTaoiaka []  Zuxva [] [oAu ]

3. ZuvnBilete va mivete yaAa;  Nai [1 ©Ox L]
2ag TTPOKOAEi EVOXANOEIG; Nai 1 Ox ]

4. 'EXeTE TN YVWHMN OTI N dIATPOPI CAG oUVIOTATAI TTEPICTOTEPO OF:
A) Aaxavikd, 6oTrpia, @poUTa, XOpTaAPIKE; ]

B) Kpéag; H

M) FTaAOKTOKOMIKG;

A) Tutrotroinuéveg Tpogég; [l (kovoépPeg, fast-food K.A.T.)

5. 'Exel oxéon ME TG CUPTITWMPOTA COG ATTO TO €VvTEPO N ARWn KATTOIOC
TPOYNG; Nar [ Oxi

Av Nai Troieg; Xoptapika[] Oatpia [] Kagég[] GAAa []

VII. YuyoAoyikn Katdotoon

1. Nouilete 611 cioTe ayxwdeg ATOUO; Nar [ oy [

2. 'Exete dAAa wuxoAoyikd TTpoBARuaTa; Nar [ Oxi [

3. 'Exete emoke@Tei TTOTE YuXiaTpo; Nai [ Oxi H

4. TMaipveTe NPEPIOTIKA 1] UTTVWTIKG; Nar [] Oxi

5. NopiCete 6T TO AyXOG 1 N WUXOAOYIK 00aG KATAOTACN OXETICETE PE TUXOV
TPoBAAUaTa 0ag aTTd TO £VTEPO; Nar [ oy [

VIII. KAnpovouikotnta

YTTAPXOUV OTNV OIKOYEVEIQ 00G ATOUA PE TTPOBAANATA ATTO TO £VTEPO;
Nai L1 Oxi [ Moiog; MvwpileTe T €idOUC;

IX. £xeTe MOTE EMOKEQPTEL LATPO YLK KATIOWO ATIO T
4 4 4 4 14
Tapanave TPoBAnpata cag (Av £(ETE) ATO TNV KOWALX;

Naw [ ©Oxi [

To TTapatmdvw £pwTNHATOAGYIO GUUTTANPWONKE aTTo:
‘1810 ]

TpiTo(ouyyevn-@iAo) []

Martpd L]

To mopév epoTnpaTordéylo dnpovpyRdnke omé tovg wrpovg I. Movld kov N. ®@paykioddxkn et al tng
yaotpevreporoyikig Kivikig IIAT'N Hpaxkeiov kou n ypion tov yivetoar petd omé dosia Tomv ouyypapimy.
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SF-36 EPEYNA YTEIAZ

OAHIIEZ: To epwtnuaTtoAdyio autd ¢nTd TIG OIKEG 0OG ATTOYEIS YIa TNV uyeia aag. Ol
TTAnpoopieg oag Ba pag fonbrioouv va eEakpIBWOooUPE TTWG aIoBAvETTE aTTd TTAEUPAG
uyeiag ka1 TTéoo KOAG UTTOPEiTE va aoxoAnBeiTe pe TiG ouvnBiouéveg dpaaTnpIOTNTESG
aag.

ATravTioTE OTIG €pwTNOEIS BaBuoloywvtag KABe ammdvinon Pe Tov TPOTIO TTOU O0G
Ocixvoupe. Av dev eioTe amoAuta BERaio /BERaIN yia TNV aTTAVTNON 0OG TTAPAKAAOUME
va SWOETE TNV ATTAVTNGN TTOU VOUieTe OTI TaIPIAZEl KAAUTEPO GTNV TTEPITITWAT| OOG.

1. Tevikd Ba Aéyarte OTI n uyeia oag eivai
(B&ATE €vav KUKAO)

B QIDETIKI ettt s 1
o YU e 7Y o P USRI
[0 1Y o TP PP URR PP PR
METPIO .. e G
[0 (3 PPN o

2. ZXe olykpion pe éva xpovo Trpiv TTwg Ba agloAoyoloaTe Thv uyeia oag TWPa;

(B&ATE €vav KUKAO)

MOAU KOAUTEPN TWPA OTT'OTI EVA XPOVO TTPIV..eiieeiiiiieaeeaiiiieae e eeaeeannneeeans 1
Kammwg KaAUTEPN TWPA ATTOTI EVA XPOVO TTPIV...eeiiiiiieeneteeveeeaireeeseeeesnneens 2
MePITTOU N iBIO OTTWG EVA XPOVO TTPIV....eiiiiiieeeeiiiieeeeeeeiin e e eeeaeeannaeeaeeens 3

Kammwg XeIpbTEPN TWPA OTT'OTI EVA XPOVO TTPIV weeiiieeiiiiiieese e eeaeiiieeeeeennees 4
MoAU XeIPOTEPN TWPA ATT'OTI EVO XPOVO TTPIV....eiiirrieairienne et e arreeeiree e 5
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3. O1 TapakdTw TTPOTACEIG TTEPIEXOUV dPACTNPIOTNTES TTOU TMOAVWG VA KAVETE KATA
N didpkela piag cuvnBiopévng nuépag. H Twpivr) katdoTaon Tng uyeiag 0ag , ag

TTEPIOPICEI O€ QUTEG TIG BPACTNPIOTNTEG;
Edév vai, méoo;

(kukAwaTe évav apiBuod og kKabe oeipd)

Nai pe Nair | Oy, 6¢
APASTHPIOTHTES mepiopi | pe | pe
Cel TTEPIO | TTEPIOpICE
MMoAU piCel | 1 kaBOAou
ANiyo

1 2 3
a. Xe& KOupaoTIKEG OpacTnpIdTNTEG, OTIWG TPEELIUO,
ONKWU
B. Ze pétplag évraong dpaoTnpIdTNTEG  ,OTTWG 1 2 3
METAKivnOn €vog TpaTeCiol, TO OTPWEINO  MIOG
NAEKTPIKAG OKOUTTOG, O TTEPITTATOG OTNV €€oxN 1 OTAV
TTaieTE POKETEG OTNV TTAPAAIQ.
Y. OTav ONKWVETE ] JETAPEPETE WPWVIA ATTO TNV ayopd 1 2 3
0. Otav aveBaivere PePIKEG OKAAEG 1 2 3
€. Otav aveBaivere pia okGAa 1 2 3
OT. 10 AUyIOPO TOU CWMATOG, OTO YOVATIOWA I OTO 1 2 3
oKUYIuo

1 2 3
C. Otav TTePTTATATE TTEPITTOU €va XIANIOUETPO

1 2 3
n. Otav 1TepTTaTdTE YEPIEG EKATOVTADES PETPA

1 2 3
0. Otav Tepmrardre ekatd PETPa

1 2 3
1. Otav kavere Ptrdévio f étav vilveoTe

4. Tig teAeutaieg 4 €BdoudadeS 0ag TTOPOUCIACTNKAV €iTe OTn OOUAEIG 0ag €iTe O€
Kamoia AGAAn ouvnBiopévn kaBnuepivly cag dpacTnpidTnTa- KATOId atmd TA
TTAPAKATW TTPOoRAAUATA, EEQITIAC TNG KATAOTAONG TNG CWUATIKAG 0AG UYEIAG;

(KUKAWaoTE évav aplBud o Kabe oeipd)

NAI OXl
A. Meiwoarte 10 XpOvo TTou ouviBwg £odeUeTe 0T OOUAEIA 1) 0 AAAEG 1 2
B. EmiteAéoate AiyoTepa atmd 6oa Ba BEAaTe 1 2
I. Mepiopicate Ta €idn TNG dOUAEIAS ] Ta €idn AAAwvV dpaaTnploTATWY | 1 2
aag
A. AUOKOAEUTAKOTE va ekTEAETETE TN OOUAEIG 1 AAAeg dpacTnpidTnTES | 1 2
aag
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5. Tig teAeutaieq 4 eBdouddeg 0ag TTOPOUCIACTNKAV -£iTe OTN OOUAEIG OOG €iTE O€
Kamoia AAAn cuvnBiopévn kabnuepivly 0ag dpacTnpidTnTa- KATTOId ATrd  TA
TTapakdTw TpoBARUaTa, £€ITiaC OTToIoUdATIOTE oUVAITONUATIKOU TTPOBAANATOC
(A.X. eTeIdn vivwoate peAayxoAia 1 ayxog):

NAI | OXI
1 2
A. Meiwaoarte 10 Xpdvo TTou ouviBwg £odeUeTe 0T OOUAEIA 1) 0 AAAEG
1 2
B. EmiteAécate AiyoTepa atmd 6oa Ba BEAaTe
1 2
. Kavate Tn douAeld i Kal AAAEG BpaoTNPIOTNTEG AIYOTEPO TTPOTEKTIKA
atr'oT cuvhABwg
6. Tic teleutaieg 4 eBdouddeg oe mold Pabud emnpéace n KatdoToon TG

OWWATIKAG 00G UYEIag ) KATToIa
ouvaioOnuaTikG TTPoBAARUOTA TIG OUVNBICUEVES KOIVWVIKEG 0OG dPACTNPIOTNTEG UE TNV
OIKOYEVEIQ, TOUG QIAOUG, TOUG YEITOVEG 0OG I JE AAAEG KOIVWVIKEG OUADEG:

(B&ATE €vav KUKAO)

KABOAOU. ...ttt et 1
X0 4T 2 o OSSR 2
1Y Eox oo F O S PP PP UPPRUPPPPRRPIN 3
Y o] 1 [ S P PSPPI PTUPRRTPRN 4
1o (o To B 1 {o Y VUSRS PPPOt 5

7. Méoo owpaTtikd TTéVo viwaate TIG 4 TeAeuTaieg BSOUASEG;

(BGATE évav KUKAO)

KABOAOU. ...ttt 1
10, YU 1o F SR UUERURR 2
HTTI0 e 3

1Y Fox o o T PSP PPTOPPR 4
EVTOVO. e e 5
TTOAU EVTOVO. ...ttt ettt 6
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8. Tig 4 1eAeuTaieg eBOouadec OGO €TTNPEACE 0 TIOVOG TN cuvnBIouévn epyaaia
0ag (Téo0 TNV gpyacia £Ew atd To OTTiTI 600 KAl HETa o€ auTo);
(B&ATE €vav KUKAO)

KABOAOU. ...ttt et e e et 1
X0 4T 2 o SRR 2
L1V Eou oo SO TP PUPPP PR 3
LY 011 [ SO PP SUPRRPPRS 4
e (oo (1 (o Y VU T PP STRRTRPRPPRN 5
9. O1 TTapakdTW £PWTNOEIG AvVaPEPOVTAl OTO TTWG AICBAVOCAOTE KAl OTO TTWG ATAV

vevikd n &idBeon ocag 1i¢ TeAeutaieg 4 eBdopddeg lMa k&Be epwtnon,
TTAPAKOAEIOTE va OWOETE €KEIVN TNV ATTAVTNON TTOU TTANCIACEl TTEPICOOTEPO OE
6,1 ailcBavenkare. Tig TeAeuTaieg 4 eBOOUABEC, yIa TTOGO XPOVIKO dIAoTNHO-

(kukAwaTe évav apiBud o€ kabe oeipd)

To peya- | Znuavt | Mepikég Mikpo | KaBo

Juvey AUTepO KO POPEG O16- Aou
wg oidotnua | didoTnu oTnua
a
a. AigBavoocaoTe  yepdrog/ 1 2 3 4 5 6
yepdTtn {wvtdvia;
1 2 3 4 5 6

B. Eixate TTOAU ekveupioud;

y. AilcBavéoaoTe TOG0 TTOAU 1 2 3 4 5 6
TTEOUEVOG /TTECUEVN

WuxoAoyIkd TTou TiTToTE dEV
MTTOpOUCE va 00g QTIAEEI TO

KEQI;

1 2 3 4 5 6
0. AicBavooaoTte npeyia Kai
yaArjvn;

1 2 3 4 5 6
€. Eixate TTOAANA
EVEQPYNTIKOTNTQ;

1 2 3 4 5 6
oT. AioBavooaoTte  ameATTIoia
Kal geAayxoAia;

1 2 3 4 5 6
{. AiocBavéoaate e€AvTANON;

1 2 3 4 5 6
n. ‘Hooaote  eutuxiopévog/
EUTUXIOMEVD;
0 AilcBavéoaaoTe Koupaaon; 1 2 3 4 5 6
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10. Tig teAeutaieg 4 BOOUABES yIa TTOOO XPOVIKO JIACTNHA ETTNPEACV TIG KOIVWVIKEG
0ag dpacTnEIOTNTEG (TT.X. ETTIOKEWEIG O€ QIAOUG CUYYEVEIG, KATT) N _KATdoTaon
1NG OWATIKAG 0aG uyeiag f K&Troia guvaioOnuatiké TpoBAAaTa;

(BaATe évav KUKAO)

DU Y8 (1 TR 1

RN VEAY 0 .Y Ui r=roToRoT o (o 1 oV Lo SO OO PRPPRRP 2

1Y o) Xl (1 o o Tt RPN 3

1Y/ 1o To 3 o] o (o 1 1 ] ¥ o OSSN 4

KOBOAOU. ...t et ettt e 5

11. I'Iéog AAHOINEZ  WEYAEIZ cival ol TTapakdTtw TTPoTdcelg aTn SIKA g
TEPITTTWON;

(kukAwaTe évav apiBuod og Kabe oeipd)

EvreAwdg | MaANov | Aev MAAN | EvieAw
AANfBeia | AMBeia | Eépw | ov G Wépa
Yeéua
1 2 3 4 5
a. Mou @aivetalr o1l appwaTaivw Aiyo
EUKOAOTEPQ amd TOUG dAAoug
avBpwTroug
1 2 3 4 5
B. Eipai 1600 uyiig 600 6Aol o1 yvwaToi
pou
1 2 3 4 5
y. Mepipgévw 6T n uyeia pou Oa
XEIPOTEPEUTEI
1 2 3 4 5
0. H uyeia pou eival e€aipeTikni

Copyright © 1996 Health Assessment Lab.
All rights reserved
(IQOLA SF-36 Greek (Greece) Standard Version 1.0)

147



148



	       ΠΑΝΕΠΙΣΤΗΜΙΟ ΚΡΗΤΗΣ
	              ΤΜΗΜΑ ΙΑΤΡΙΚΗΣ
	            ΔΙΔΑΚΤΟΡΙΚΗ ΔΙΑΤΡΙΒΗ
	ΜΕΛΕΤΗ ΤΩΝ ΛΕΙΤΟΥΡΓΙΚΩΝ ΔΙΑΤΑΡΑΧΩΝ ΤΟΥ ΠΕΠΤΙΚΟΥ ΣΥΣΤΗΜΑΤΟΣ ΣΤΗΝ ΠΡΩΤΟΒΑΘΜΙΑ ΦΡΟΝΤΙΔΑ ΥΓΕΙΑΣ
	ΕΠΤΑΜΕΛΗΣ ΕΠΙΤΡΟΠΗ

	 Ευχαριστίες
	Κατάλογος Δημοσιεύσεων
	Εισαγωγή  
	Σκοπός
	Πληθυσμός και μέθοδοι
	Αποτελέσματα
	Συμπεράσματα 

	Study of the functional gastrointestinal disorders in primary health care.
	Abstract
	Background 
	Aim  
	Subjects and methods 
	Results
	Conclusion
	Résumé 
	But
	Interprétation

	1.1. Λειτουργικές Διαταραχές του Πεπτικού Συστήματος 
	 Ορισμός Συνδρόμου Ευερεθίστου Εντέρου και Δυσπεψίας
	Επιδημιολογία
	Παθοφυσιολογία 
	Άξονας εγκέφαλος γαστρεντερικό
	Σπλαχνική υπερευαισθησία
	Μικροβιακή λοίμωξη
	Βακτηριδιακή εντερική μικροχλωρίδα 
	Ψυχoλογικοί παράγοντες
	Γενετικοί παράγοντες και οικογένεια

	Διαγνωστικά κριτήρια
	Διαγνωστικά κριτήρια για το ΣΕΕ.


	1.2. Γενική Ιατρική και λειτουργικές διαταραχές του πεπτικού συστήματος
	Διεθνής εμπειρία 
	Ελληνική εμπειρία

	1.3. Αναγκαιότητα της μελέτης
	1.4. Ερευνητικά ερωτήματα  
	1.5. Στόχοι της μελέτης
	1.6. Σημασία της μελέτης
	Ποια η  συχνότητα των λειτουργικών διαταραχών του πεπτικού συστήματος σε επισκέπτες μονάδων ΠΦΥ;
	Υπάρχουν διαγνωστικά εργαλεία για την αναγνώριση των λειτουργικών διαταραχών του πεπτικού συστήματος κατάλληλα για την ΠΦΥ στην Ελλάδα;
	Μπορούν να εφαρμοστούν τα διεθνή διαγνωστικά κριτήρια για το ΣΕΕ στην ΠΦΥ στην Ελλάδα;


	3. Αποτελέσματα
	Measuring the frequency of functional gastrointestinal disorders in rural Crete: a need for improving primary care physicians' diagnostic skills.
	Identifying dyspepsia in the Greek population: translation and validation of a questionnaire.
	Implementing the new diagnostic criteria for IBS in primary care patients in Greece: where does the truth lie?

	Reporting agreement between the new and old diagnostic criteria for IBS in primary care in Greece. 
	Abstract 
	Background
	Findings
	Conclusions


	Key words: Irritable Bowel Syndrome, functional gastrointestinal disorders, Guidelines, Primary Health Care, Greece.Findings
	Background
	Setting and study population
	Instruments
	Statistical analysis
	Participation
	Old vs. new diagnostic criteria 
	Co morbidity
	The main findings of the study
	The study findings in the light of other studies
	Limitations of the study
	Implementation to practice and suggestions for future research
	Conclusions
	List of abbreviations 
	Competing interests
	Authors' contributions
	Acknowledgements 
	References
	Figure legends
	Figure 1: Flow chart of IBS patientsTables
	Table 1. All diagnostic criteria for IBS and the questions matching Rome III

	Health-related quality of life of irritable bowel syndrome patients in different cultural settings.

	4.Συζήτηση
	Συχνότητα των λειτουργικών διαταραχών του πεπτικού συστήματος σε επισκέπτες μονάδων ΠΦΥ.
	Διαγνωστικά εργαλεία για την αναγνώριση των λειτουργικών διαταραχών του πεπτικού συστήματος κατάλληλα για την ΠΦΥ στην Ελλάδα.
	Η εφαρμογή  διεθνών διαγνωστικών κριτηρίων σε ασθενείς με ΣΕΕ στην ΠΦΥ στην Ελλάδα.
	Ποιότητα ζωής των ασθενών με διαγνωσμένο ΣΕΕ στην Ελλάδα..
	4.2.Μεθοδολογικοί περιορισμοί μελέτης
	4.3 Συνέπειες στη Γενική Ιατρική
	4.4 Συμπεράσματα
	4.5 Προτάσεις για περαιτέρω έρευνα

	6.Βιβλιογραφία
	7.ΠΑΡΑΡΤΗΜΑ
	7.1. Φόρμα προοπτικής μελέτης
	7.2. Κριτήρια διάγνωσης αναδρομικής μελέτης
	7.3. Γενικό ερωτηματολόγιο συνεντεύξεων 
	7.4. Ερωτηματολόγιο  Δυσπεψίας (Ελληνική έκδοση)
	7.5. Ερωτηματολόγιο  Δυσπεψίας (Αγγλική έκδοση)
	7.6. Ερωτηματολόγιο ΛΔΠ 
	7.7.  Ερωτηματολόγιο ποιότητας ζωής SF-36 (Ελληνική  έκδοση)
	7.1. Φόρμα προοπτικής

	Διάγνωση 
	Ημερομηνία Διάγνωσης
	Ατομικό Αναμνηστικό

	Νοσήματα                                                             Παρελθόν            Παρόν                  
	   Ρευματοειδής αρθρίτις                                                                            Διαγνωσμένο από…………..
	7.2. Κριτήρια διάγνωσης αναδρομικής μελέτης
	7.3. Γενικό ερωτηματολόγιο συνεντεύξεων 
	ΙΣΤΟΡΙΚΟ 
	(Συμπληρωματικά) 
	7.5. Ερωτηματολόγιο  Δυσπεψίας (Αγγλική έκδοση)
	7.6. Ερωτηματολόγιο για την αναγνώριση των ΛΔΠ γαστρεντερολογικής κλινικής ΠΑΓΝΗ
	Ι. Ατομικό αναμνηστικό
	ΙΙ.  Κοιλιακός πόνος
	ΙΙΙ. Κενώσεις    
	VII. Ψυχολογική κατάσταση
	VIII.  Κληρονομικότητα
	7.7. Ερωτηματολόγιο ποιότητας ζωής SF-36 (Ελληνική έκδοση)
	GREEK (GREECE)
	SF-36


